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ADHD and psychiatric/addictive disorders, 
differential diagnosis

Age of onset
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ADHD Mood Swing – Differential Diagnosis (DDx)

Age of onset (Childhood)

DDX Juvenile-Onse Bipolar disorder

Course (Chronic)
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Frequency (4.5/day)
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≠ Personality Disorders

≠ Bipolar Disorders ≠ Bipolar Disorders
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Kooij, 2013. 

Comorbidity in adult ADHD

Prevalence of ADHD in 

comorbid disorder

is round 20%

1 out of 5 

psychiatric/addicted 

patients could also have 

ADHD

The average number of 

comorbid disorders in 

ADHD is 3



Fayyad et al. The descriptive epidemiology of DSM-IV Adult ADHD in the World Health Organization World Mental Health Surveys. ADHD Att. Def. Hyp. Dis. 2017
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Biederman et al., 2002; Wilens et al., 2003; Kessler 2007. 

ADHD and Bipolar Disorder

10% of adult ADHD

Bipolar Disorder 

(of these 88% are BP II)

ADHD have a 6.2 times risk of

Bipolar Disorder

When you have a bipolar patient difficult to treat, with complex 
problems and chronic course, think also about ADHD.
Comorbid bipolar disorders tend to be more severe.



Age of onset of BD

Perlis RH for the STEP BD group, Biol Psychiatry, 2004



ADHD and Juvenile-Onset Bipolar Disorder (JOBD)

• 15% of BD

• a more severe type of bipolar disorder (Singh et al., 2006)

• a stronger genetic load (Faraone et al., 2003; Masi et al., 

2006)

• Comorbidity with ADHD > 85%, Oppositional Defiant 

Disorder (ODD) or with Conduct Disorder (CD)



Azorin et al, J Affect Disord 2013

Early onset:

• severe mania with 
psychotic features

• subcontinuous course
of illness

• more comorbidities
- SUD
- Panic Disorder

• more suicide attempts

GREATER 
SEVERITY



Wen-Hsuan Lan et al. JAD, 2015

ADHD was an 
independent risk 
factor for suicide 

attempts in BD

n= 500 pts 
(15 to 24 years old)



Chen et al. BMJ, 2014



ADHD and Suicide

No different risk of 

suicide-related events 

between 

atomoxetine and 

methylphenidate

(Bushe and Savill, 

2013)



ADHD and Suicide

- No evidence for a positive association between the use of 

drug treatments for ADHD and the risk of concomitant

suicidal behaviour among patients with ADHD

- A potential protective effect of drugs for ADHD on suicidal

behaviour, particularly for stimulant drugs was found

-Despite the black box warning on atomoxetine related

suicidal ideation, no evidence existed for an increased rate 

of suicide related events associated with the use of 

atomoxetine

Chen et al. BMJ, 2014



Kooij, 2013. 

ADHD and Substance Use Disorder

The risk of substance abuse, especially cannabis and alcohol, 

is strongly increased ADHD 

Adult ADHD start to abuse earlier

Self-medication

Substance use worsens the course of ADHD

Substance Use Disorders could imitate ADHD symptoms



Oliva et al., data on file. 

ADHD e cocaina: pattern di utilizzo

36,8%

63,2%

31,6%

68,4%

Uso in compagnia Uso in solitaria

Effetto euforizzante Effetto calmante

14%

86%

Effetto calmante E uso in compagnia

Effetto calmante E uso in solitaria

(p = 0,005) 

15.4% (n=19) Cocaine Use 

Disorder



ADHD therapy: induction or reduction of SUD? 

However Long-acting stimulant or atomoxetine are 

recommended (Upadhyaya, 2008)
Kooij et al. J Att Dis, 2012
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Treatment of ADHD with comorbidity

“Before treatment starts, all comorbidities must be established so that the best 

order of treatment can be determined together with the patient.

In general, the most severe disorder is prioritized. 

• For instance, psychosis, bipolar disorder, substance abuse, severe depression

and severe anxiety are usually treated first. 



La monoterapia con metilfenidato in pazienti bipolari aumenta il rischio di episodio
maniacale (HR = 6.7).

Il metilfenidato in trattamento combinato con stabilizzatore dell’umore riduce il
rischio di avere episodi maniacali (HR = 0.6)

Viktorin et al. 2016

Treatment of Bipolar Disorders in adult ADHD

La problematica dell’aumentato rischio di episodi maniacali è di fatto ancora
dibattuta, in assenza di evidenze chiare e incontrovertibili. Allo stesso modo, sono
segnalati da alcuni studi i benefici della terapia stimolante negli episodi depressivi.

(Katzman et al., 2017)

Incontrovertibili, invece, sono i dati sull’azzeramento del rischio suicidario dovuto alla
comorbilità ADHD con iI trattamento con metilfenidato. 

(Chen et al. 2014)

PRIMA CURARE E STABILIZZARE IL DISTURBO BIPOLARE



Treatment of ADHD with comorbidity

“Before treatment starts, all comorbidities must be established so that the best 

order of treatment can be determined together with the patient.

In general, the most severe disorder is prioritized. 

• For instance, psychosis, bipolar disorder, substance abuse, severe depression

and severe anxiety are usually treated first. 

• Milder mood or anxiety disorders, and emotional instability, may respond to 

treatment of ADHD and can be treated at the same time as ADHD. 

• Drug and alcohol abuse should be stabilized but can be treated at the same

time as ADHD.”



Metilfenidato/amfetamine + SSRI/SNRI è efficace nel ridurre i sintomi ansiosi
Gabriel et al, 2010; Biederman et al., 2012

Treatment of anxiety disorders in adult ADHD



Reimherr et al., Journal of Clinical Psychiatry, 2007
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Treatment of ADHD with comorbidity

“Before treatment starts, all comorbidities must be established so that the best 

order of treatment can be determined together with the patient.

In general, the most severe disorder is prioritized. 

• For instance, psychosis, bipolar disorder, substance abuse, severe depression

and severe anxiety are usually treated first. 

• Milder mood or anxiety disorders, and emotional instability, may respond to 

treatment of ADHD and can be treated at the same time as ADHD. 

• Drug and alcohol abuse should be stabilized but can be treated at the same

time as ADHD.”



Trattamento dell’ADHD sembrerebbe essere efficace (24/%) nel portare ad 

astinenza da cocaina previo miglioramento dei sintomi ADHD.
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Introduction

ADHD is a neurodevelopmental disorder characterized by a 

persistent pattern of inattention and/or hyperactivity/impul-

sivity leading to significant functional impairment (American 

Psychiatric Association [APA], 2013). In addition to the core 

symptoms of ADHD (i.e., inattention, hyperactivity, and 

impulsivity), patients also manifest some associated features 

in their lifetime (APA, 2000, 2013) such as low self-esteem 

(Cook, Knight, Hume, & Qureshi, 2014) and emotional dys-

regulation (Hirsch, Chavanon, Riechmann, & Christiansen, 

2018), which can contribute to significantly affect patients’ 

functioning (Harpin, Mazzone, Raynaud, Kahle, & Hodgkins, 

2016).

The prevalence of ADHD during childhood is estimated 

to range from 4% to 8% with a slight diagnostic prevalence 

in males (Faraone, Sergeant, Gillberg, & Biederman, 2003). 

Although functional impairment recedes in a large number 

of cases with growth and neural development, this disorder 

can be considered persistent, as 60% of patients continue to 

suffer significant symptoms during adulthood, and some 

functional impairment persists in 90% of cases (Biederman, 

Mick, & Faraone, 2000). According to a recent international 

meta-analysis, the cross-national mean prevalence of 

ADHD in adulthood is 2.8% (ranging between 0.6% and 

7.3% depending on country income level), without gender 

differences (Fayyad et al., 2017).

Of adults with ADHD, 50% to 75% are affected by an 

another psychiatric disorder (Kooij, 2012). One study 

reported even higher prevalence of comorbidity, reaching 

80% (Klassen, Katzman, & Chokka, 2010). According to 

the literature, an adult ADHD patient has an average of 

three other psychiatric disorders (Fayyad et al., 2017; Kooij 

et al., 2012).

Personality disorders (PDs) are among the most frequently 

diagnosed psychiatric disorders in adult patients with ADHD; 

a recent review reported a prevalence of comorbidity between 

10% and 75% (Matthies & Philipsen, 2016).

Personality describes a set of traits that are persistent 

patterns of perceiving, thinking about, and relating to the 

surrounding environment and to other people and is 

expressed in many different contexts, including social and 

personal. According to the Diagnostic and Statistical 

Manual of Mental Disorders (5th ed.; DSM-5; APA, 2013), 

a PD can be defined as an enduring pattern of conduct and 

inner experience that significantly differs from what is 

expected in accordance with the individual’s culture. A PD 
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and Profiles in Adult ADHD Outpatients

Francesco Oliva1 , Chiara Mangiapane1, Gabriele Nibbio2,  
Alberto Portigliatti Pomeri1, and Giuseppe Maina1

Abstract

Objective: To assess prevalence of personality traits and disorders according to Millon’s evolution-based model and 

to identify the most representative personality profiles among adult ADHD outpatients. Method: Personality traits and 

disorders were evaluated using the Millon Clinical Multiaxial Inventory–III (MCMI-III) and an exploratory factor analysis 

(EFA) in a consecutive sample of adult ADHD outpatients (N = 70) diagnosed by the Adult ADHD Self-Report Scale–

version 1.1 (ASRS-v1.1) and the Diagnostic Interview for ADHD in Adults (DIVA 2.0). Results: More than half of our 

sample (57.1%) showed at least one personality disorder (PD). The most prevalent PDs were paranoid, schizotypal and 

negativistic (18.6% for all three PDs), depressive (17.1%), and sadistic (11.4%). No patient had a borderline PD. The 

EFA identified three personality profiles (“sadistic-antisocial-negativistic,” “masochistic-depressive-dependent-avoidant,” 

and “antihistrionic-schizoid”). Conclusion: High prevalence of PDs among adult ADHD patients was confirmed. The 

personality profiles seemed to reflect the persistence of ADHD and related childhood comorbidities in adulthood. (J. of 

Att. Dis. XXXX; XX(X) XX-XX)
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Trattamento della comorbidità

come trattamento personalizzato dell’ADHD dell’adulto



RISULTATI: prevalenza disturbi e tratti di personalità
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Negativistico: cinico, scettico e dubbioso; risentito, permaloso, resistente a 

corrispondere aspettative altrui, procrastinante; alterna posizioni 

conflittuali nel rapporto con gli altri (dalla contrita dipendenza all’ostile 

indipendenza); umore irritabile, impulsivo con precipitosi sfoghi di rabbia

ADHD

+

Disturbo 

Oppositivo 

Provocatorio

Depressivo: autocritici, pessimistici e disperati Deficit Autostima

Antisociale: non conforme alle norme sociali, impulsivo;

Sadico:  competitivo, non consapevole dell’impatto della propria 

distruttività (Callosi)

ADHD

+

Disturbo della 

condotta

G
ra

vi

Paranoide→ conferisce disadattativa inflessibilità al profilo 

personologico (i.e., sadico-antisociale)

Schizotipico→ conferisce disadattativo distacco/isolamento al profilo 

personologico (i.e., schizoide ed evitante)

Pervasiva

impossibilità 

adattativa



RISULTATI: Explanatory Factor Analysis

 

MCMI-III scale 

Factor 

1 2 3 

Schizoid 0.027 -0.062 0.716 

Avoidant 0.023 0.606 0.591 

Depressive 0.332 0.631 0.186 

Dependent 0.257 0.642 0.257 

Histrionic -0.154 -0.272 -0.853 

Narcissistic 0.342 -0.311 -0.540 

Antisocial 0.743 0.098 -0.046 

Sadistic 0.863 0.273 0.034 

Compulsive -0.540 -0.238 -0.097 

Negativistic 0.702 0.480 0.010 

Masochistic 0.305 0.700 0.068 

Schizotypal 0.321 0.429 0.454 

Borderline 0.493 0.488 0.039 

Paranoid 0.545 0.533 0.188 
 

Extraction method: Principal Axis Factoring 

Rotation method: Varimax with Kaiser Normalization, Rotation converged in 5 iterations

Fattore 1

Sadico

Antisociale

Negativistico

Fattore 2

Masochistico

Depressivo

Dipendente

Evitante

Fattore 3

Antistrionico

Schizoide

Oliva et al., J Atten Disord, 2018



ADHD e personalità

PROFILO 3

Antistrionico

Schizoide

PROFILO 1

Sadico

Antisociale

Negativistico 

Impulsività

Disturbo condotta

Anger outburst

Disturbo oppositivo 

provocatorio

Distacco dalle 

relazioni

e ritiro sociale

Bassa autostima 

PROFILO 2
Masochistico

Depressivo

Dipendente

Evitante

42.4%

17.8%

7.6%


