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COMPANIES TO DISCLOSE.
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® |ist instances when neuropsychological evaluation is warranted in the context

of anxiety and depression.










PSYCH VS NEUROPSYCH EVALUATION

PSYCHOLOGICAL EVALUATION

® Diagnose a psychiatric condition.
® Anxiety
® Depression

® Behavioral disorders

* ADHD

® Evaluates:
® Personality tests

® Behavior (Self and Caregivers Reports)

* Might include IQ

NEUROPSYCHOLOGICAL
EVALUATION

Focus on differential diagnosis of cognitive

disorders.
® Intellectual disability
® Neurocognitive disorder

® Learning disability

We are diagnosticians - differential

diagnosis is the focus of our evaluations.

®* Diagnose and identify cognitive needs

We check for depression and anxiety, but
this is not the primary purpose of
neuropsychological testing, and we don’t go
into as much depth as a psychological

evaluation would.



WHEN DO YOU NEED PSYCH VS NEUROPSYCH

EVALUATION

PSYCHOLOGICAL EVALUATION

® Concerns are psychiatric or

behavioral - not cognitive.

® The psychiatric picture is “murky”
and is difficult to define. Assistance
with differential diagnosis or

comorbid diagnosis is needed.

® Assist with psychiatric/mental health

treatment planning.

NEUROPSYCHOLOGICAL
EVALUATION

®* There are concerns for a cognitive

issue that need to be assessed or
ruled out.

°IQ

®* Language

® Learning

® Assistance is needed for diagnostic

clarity for cognitive disorders.

®* Caveat: ADHD has some cognitive
symptoms, but the diagnosis is still a

behavioral diagnosis.
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* To differentiate between anxiety /depression and ADHD?

*No




DIFFERENTIAL DIAGNOSIS: PUT YOUR S.O.C.S ON!

DEPRESSION ADHD
* Symptoms: Depressed / irritable mood, ® Symptoms:
diminished interest, significant weight loss or * |nattentive: Inattention to details, short attention
weight gain, insomnia or hypersomnia, span, does not seem to listen when spoken to
psychomotor agitation or retardation, fatigue, directly, disorganization, avoids tasks that require

feelings of worthlessness, diminished ability to B iSttloses things, easily

distracted, forgetful.
think or concentrate, Sl. &
® Hyperactive /impulsive: Fidgets, leaves seat when

® Onset: More acute than ADHD; typically over staying seated is expected, runs about or climbs,
a few weeks to months. Likelihood increases plays loudly, “on the go,” talks excessively, blurts

out answers, trouble waiting their turn, interrupts.

with puberty.

* Course: Waxing and waning. ® Onset: Neurodevelopmental with slow /insidious
onset. “Growing into deficits.”

® Course: Quite stable over time and across

settings.



DIFFERENTIAL DIAGNOSIS: PUT YOUR S.O.C.'S ON!

ANXIETY ADHD
* Symptoms: Restlessness or feeling keyed up or ® Symptoms:
on edge, fatigued, trouble concentrating or ® |nattentive: Inattention to details, short attention
mind goinging blank, irritability, muscle tension, span, does not seem to listen when spoken to
sleep disturbance, worry or fear for certain directly, disorganization, avoids tasks that require

situations (e.g., separation, social, school, sustained mental effort, loses things, easily

’ distracted, forgetful.
phobias, etc.). T
® Hyperactive /impulsive: Fidgets, leaves seat when

® Onset: For some kids it can start during the staying seated is expected, runs about or climbs,
developmental period, for others, it can be plays loudly, “on the go,” talks excessively, blurts
later out answers, trouble waiting their turn, interrupts.
®* Mean age of onset = 11 years old. ® Onset: Neurodevelopmental with slow /insidious
* Specific phobia / separation anxiety = 7 y.o. onset. “Growing into deficits.”

o 1 e = c .
Social phobial=tliSty:o: ® Course: Quite stable over time and across

®* Generalized anxiety = 19 y.o. settings.

® Course: Often situationally dependent.






* Anxiety: 18%

® Depression:15%
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® Depression: Diminished ability to think or concentrate, or indecisiveness, nearly

every day (either by subjective account or as observed by others).




SENSITIVITY, SPECIFICITY, AND VALIDITY

®* Neuropsych tests, just like lab tests, have sensitivity and specificity values.

®* Neuropsychological tests are inadequate in identifying ADHD specifically.

®* What does this mean?

® Some tests can tell us if there are attention problems, but they don’t tell us the cause of
these problems. They don’t differentiate between ADHD and other disorders very well.

We are relying on clinical interview for this.

®* The problem: If a child is getting referred to Neuropsychology, we usually know there is a

problem if some kind, so our tests aren’t going to help us specify what that problem is.



1e-on-one setting.

BRENRidls With ADHD can do OK

? on some N
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* Tests have limited incremental and ecological validity.

®* In cases when | am asked to differentiate between anxiety /depression and ADHD, | am

relying heavily on my clinical interview. This is the most valuable data point.




WHAT DO | TELL FAMILIES?

“We don’t need neuropsychological testing to make or confirm a diagnosis of ADHD. The tests
that we have don’t tell us whether someone has ADHD. Some kids can do poorly on an attention
test because they have anxiety or depression, or because they aren’t sleeping well. That doesn’t
mean they have ADHD. Some kids with ADHD can do well on an attention test in our clinic
because it is in a quiet, distraction free, structured, one-on-one setting — this environment is
where kids with ADHD do the best. These tests don’t help us very much with diagnosing ADHD.”

“The research that has been done on ADHD diagnosis still shows that the best and most reliable
way to make an ADHD diagnosis is to see what ADHD symptoms a child is having every day in
different settings, not just for a few hours in a clinic. The best way to see what ADHD symptoms a
child has every day is with parent and teacher checklists — these are people who spend a lot of
time with your child. The research tells us that using these checklists with a clinical interview is still
the best way to evaluate and diagnose ADHD. Compared to attention tests, these checklists do a

much better job at telling us who has ADHD and who doesn’t.”
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modations, etc.
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®* Would we order an MRI because of a parent/teacher/therapist request?




HOW DO WE KNOW WHEN WE SHOULD REFER
TO NEUROPSYCHOLOGY FOR EVALUATION

® There should be a cognitive or developmental symptom that you, as their

provider, can’t explain.

®* Know your question. Articulating the question that you think needs to be
answered will help you know where to refer the patient.

®* We are diagnosticians, so the referral question should ideally be asking us to

differentiate or rule out cognitive disorders.

Does this child have an intellectual disability that is contributing to treatment resistant ADHD?

Evaluate and treat.
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* Around Fek | ‘problems and he is well behaved at school.

* Course?
® Relatively stable since Feb. Sunday nights are “terrible.”
®* How are they doing in school academically?

® No concerns. On grade level.




@i o “at ention complaints).

T P * How can we differentiate ADHD from anxiety /depression in this case?

®* Next steps?

®* PHQ), Vanderbilt, Office visit for clinical interview. Initiate appropriate treatments.



ction /support

? * Developm
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® Course?

® Attention and development have been relatively stable with slow progress as she gets older.
® Separation problems escalated throughout the schoolyear.
®* How are they doing in school academically?

® Behind in most areas.




ase that didn’t need testing?

®* Next steps?

®* SCARED, Vanderbilt, Office visit for clinical interview. Initiate appropriate treatments for

anxiety. Referral to Neuropsych.
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evaluation.

® When is a neuropsychological evaluation warranted in the context of anxiety

and depression?
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