
Misdiagnosed and Misunderstood 

How trauma hides in plain sight, and why treating the symptom without the 
root keeps you stuck. 

Austan Sloan  •  Recover-You 

A note before you begin.  This guide argues that trauma is frequently missed behind diagnoses 
like ADHD, anxiety, depression, BPD, OCD, and substance use disorder. It is not a claim that 
those conditions aren't real, and it is not a reason to doubt your diagnosis or stop any 
treatment. It is a case for one additional question being asked. Any change to a diagnosis or a 
medication belongs with your clinician. 

Feeling overwhelmed by what you're reading? Support is here.  Call or text 988, Canada's 24/7 
Suicide Crisis Helpline  •  In Alberta, call or text 211 for community, social, health, and 
government services  •  In Edmonton and area, call the 24/7 Distress Line at 780-482-HELP 
(4357)  •  Call 911 in an emergency. 

Explained, But Not Understood 

For years I lived under a tower of diagnoses: ADHD, generalized anxiety disorder, substance use 
disorder, suicidal ideation. At one point even possible autism was mentioned. Each one 
explained a piece of the puzzle. None of them captured what was actually happening inside me. 
Together they read like a file folder stuffed with symptoms instead of a story. 

On paper, I looked functional. Fast-paced work environment, performed well, kept up socially. 
Alcohol saw to that. Presented as confident. Internally I was in constant crisis: thoughts racing, 
chest tight, emotions hovering just under the surface, while every coping mechanism I had was 
quietly making things worse. It felt like running a marathon with no finish line, no rest, and no 
explanation for why everything hurt so much. 

It took me an embarrassingly long time to realize the diagnoses weren't wrong. They were 
painfully incomplete. They described the smoke, not the fire. The real driver was trauma. Not 
the obvious kind. The quiet, early, cumulative kind, unrecognized by clinicians and actively 
avoided by me. Until I faced that, everything else was symptom management: an endless cycle of 
damage control that never once touched what was actually broken. 

This is about what it costs when a system treats survival responses as isolated symptoms and 
never asks what the person survived. Trauma can shape brains, bodies, and behaviour in ways 
that overlap with other mental health conditions. Overlap is not the same as being 
indistinguishable, and trauma does not automatically replace another diagnosis. The loss 
happens when no one looks for the busted pipe because everyone is busy naming the leaks. 

Before you keep reading.  This isn't here to make you question your diagnosis. It's here to offer 
context the system may never have given you, especially if no one ever thought to ask what 
happened to you before the symptoms started. This isn't about blame. It's an honest 
question: are there pieces of your history you've kept off the table? If the answer is yes, it may 
be worth sitting with why. Not to tear anything open before you're ready, but because those 
pieces have a way of quietly holding everything else back for as long as they stay buried. 



Diagnosed, But Not Defined 

By the time I entered serious treatment, I was already carrying a full roster of diagnoses. ADHD 
explained the distractibility, the restlessness, the impulsivity. Anxiety explained the 
overthinking, the tension that never quit, the low-grade certainty that something bad was always 
about to happen. Substance use disorder needed no explanation. And at one point someone 
floated the possibility of autism, which honestly made a certain kind of sense: the hyperfixation, 
the social exhaustion, the bone-deep feeling that everyone else had been handed a manual for 
navigating life at birth while I had apparently been dropped on my head and handed a bill. 

And while each label made sense on its own, together they felt like a filing cabinet full of 
symptoms with no file labelled cause. Lots of what. Zero why. 

In all that time, across all those appointments, not one person thought to ask what had 
happened to me. The questions were always a variation of the same three: what I was doing 
(drinking, using, shutting down, spacing out, isolating, blowing up), what I struggled with 
(focus, panic, sleep, trust, motivation), and how I felt (anxious, numb, reactive, depressed). 

Nobody asked why. And if they had, I'm not sure I could have told them. I'd already swallowed 
the story that this was simply who I was: a disjointed brain, an outcast personality, a genuinely 
chaotic person trying to function in a world that made perfect sense to everyone else and 
somehow none at all to me. I didn't have trauma. I just had problems. That's what I told myself. 
That's what I believed. 

The truth, the one that took years and real damage to arrive at, is that those symptoms didn't 
appear out of nowhere. They were responses. Survival strategies. A nervous system doing exactly 
what it was built to do after years of exposure to things no child should have to endure, let alone 
quietly absorb as normal. 

Unless trauma is part of the conversation, much of what gets labelled as 
disorder is actually a logical response to pain that nobody ever 
acknowledged. 

The Question No One Asked 

If you've ever been diagnosed with anxiety, ADHD, depression, borderline personality disorder, 
substance use disorder, or anything else, think back to those appointments. Did anyone ask 
what happened to you? Not what you were struggling with. What happened. Childhood. Safety. 
The family environment. Experiences that might have shaped how your nervous system learned 
to read the world. For many people, the answer is no. And that gap is exactly the point. 

The Principle 

Every time someone receives a mental health diagnosis, especially when there are several at 
once, clinicians should screen for childhood or developmental trauma. Not to replace diagnoses 
or throw out medications. To put the symptoms in context. Because context is the difference 
between a treatment plan that manages the surface and one that actually reaches the root. 

When trauma is part of the picture, treating only one symptom may leave other drivers 
untouched. Medication can still help. ADHD treatment can still help. Addiction treatment can 
still save a life. The problem is not that these treatments predictably fail. It is that partial 
improvement may be mistaken for the whole job while trauma, grief, violence, attachment, or 
current danger remain unaddressed. 



When to Screen, at Minimum 

At first diagnosis: anxiety, ADHD, depression, BPD, substance use disorder, OCD, or 
anything that looks like trauma-driven dysregulation. 

When diagnoses multiply: clusters raise the probability of unresolved trauma significantly. 
One diagnosis can be coincidence. Three is a pattern worth asking about. 

When treatment stalls: partial response, frequent medication changes, "it helps but doesn't 
fix it." That phrase alone should trigger a trauma screen. 

When red flags appear: dissociation, hypervigilance, emotional shutdown, attachment 
ruptures, sleep or arousal extremes that don't respond to standard interventions. 

Any history of adversity: instability, neglect, abuse, caregiver impairment, persistent threat 
or chaos during childhood. If it's in the history, it belongs in the assessment. 

Whatever the label, and especially when there are several, screen for trauma first. Medication 
can stabilize. Therapy can reframe. But neither one heals what nobody has named yet. 

Symptom Versus Root Cause: Trauma in Disguise 

Trauma doesn't always look like trauma. It's not always flashbacks, nightmares, or visible 
damage. More often it shows up quietly: in the behaviours you've written off as personality, in 
the diagnoses that keep stacking without anything ever resolving, in the exhausting sense that 
you've tried everything and nothing quite reaches whatever is actually wrong. 

An important note on what follows.  Nothing here is meant to suggest that ADHD, anxiety, 
depression, BPD, OCD, or substance use disorder aren't real, valid, clinically distinct 
conditions. They are. Each has its own diagnostic criteria, its own neurobiological basis, and 
its own evidence-based treatment path. They can, and often do, exist completely 
independently of trauma. The point is narrower: trauma can mimic, amplify, or sit 
underneath these presentations in ways that go undetected when no one asks about it. The 
goal isn't to replace one diagnosis with another. It's to make sure the full picture is in the 
room. 

Substance Use Disorder or Trauma? 

Substance use disorder is often the most devastating example of trauma being mistaken for 
something else. When viewed as a behavioural failure, moral weakness, or character flaw, the 
entire meaning of addiction is lost. What looks like self-destruction is frequently a form of self-
medication: an attempt to manage unbearable internal states that have gone unseen and 
untreated. 

Craving and compulsion: not moral collapse, but a desperate bid for nervous system 
regulation. 

Loss of control: shaped by neuroadaptation, craving, stress, learning, cues, access, and the 
brain's reward and control systems. 

Relapse cycles: not lack of willpower, but a reflection of unresolved pain and dysregulation. 

Shame and secrecy: survival strategies born from stigma and isolation, not deceit. 

A safety note on relapse.  Relapse after a period of abstinence carries real physical risk. 
Tolerance drops, and the dose that once felt manageable can be fatal. If you relapse, please 
reach out for support immediately rather than trying to manage it alone. 



Clinically, substance use disorder involves impaired control, compulsive use, and continued 
behaviour despite consequences. For some people, trauma adds another layer: the substance 
becomes a maladaptive attempt to regulate fear, shame, pain, arousal, or disconnection. 
Reward, stress, attachment, learning, genetics, exposure, environment, and the drug itself can 
all matter. Trauma is a route into addiction, not its universal definition. 

ADHD or Trauma? 

What gets labelled as inattention or impulsivity can actually be the after-image of chronic 
hypervigilance. A traumatized brain isn't lazy. It's exhausted from years of scanning for danger 
and struggling to prioritize in an unsafe world. What looks like not trying hard enough is often 
the nervous system redirecting energy toward threat detection instead of executive function. 

Difficulty focusing: sometimes a lack of interest, sometimes ADHD, sleep loss, depression, 
substance effects, medication, pain, or a threat system consuming attention. 

Impulsivity: survival reflexes that once protected against unpredictability. 

Hyperactivity: internal restlessness trying to burn off stored adrenaline. 

Daydreaming or zoning out: a dissociative safety bubble when overwhelm hits. 

Clinically, ADHD is a neurodevelopmental disorder marked by persistent inattention and/or 
hyperactivity-impulsivity across settings, beginning in childhood and causing impairment. 
Genetics and distributed brain networks are involved; it cannot be reduced to low dopamine in 
one circuit. Trauma can mimic or worsen some ADHD symptoms, and the two can coexist. 

Anxiety or Trauma? 

Chronic anxiety is often the echo of a body that learned the world was not safe. It's less a 
malfunction than a form of body-based memory. Many trauma survivors don't realize that their 
constant vigilance is their nervous system trying to prevent past chaos from repeating. 

Constant worry: a conditioned survival loop, not weakness. 

Racing thoughts: cognitive overdrive to stay one step ahead of danger. 

Trouble sleeping: hyperarousal that keeps the guard up through the night. 

Somatic symptoms: the body speaking the story the mind buried. 

Clinically, anxiety disorders involve excessive fear, worry, avoidance, or physiological arousal 
that causes distress or impairment. Threat, attention, learning, memory, and regulation 
networks all contribute. No amygdala scan diagnoses anxiety, and no single prefrontal failure 
explains it. 

Depression or Trauma? 

What's called depression can sometimes look like the body's emergency brake: after sustained 
stress or threat, the system may collapse into withdrawal and shutdown. This is one lens 
clinicians and researchers use to understand how trauma and depression intersect. It doesn't 
explain all depression, and the mechanisms are still actively studied. But for trauma survivors, 
the overlap between shutdown and depressive symptoms is real and often goes unexamined. 

Lack of motivation: the nervous system conserving energy for survival. 

Emotional numbness: a form of self-anesthesia against chronic pain. 

Feelings of worthlessness: internalized shame from unmet attachment needs. 

Suicidal ideation: often an attempt to escape unbearable internal pain. 



If suicidal thoughts are present.  Please contact a crisis line now rather than later. In Canada, call 
or text 988, available 24 hours a day. 

Clinically, major depressive disorder includes persistent low mood and/or loss of interest with 
changes in sleep, appetite, cognition, energy, movement, guilt, or suicidality. Stress, 
inflammation, reward, hormones, learning, social conditions, and many neural systems may 
contribute. The old story that depression is simply a monoamine imbalance is not an adequate 
explanation. 

BPD or Trauma? 

Traits commonly labelled as borderline personality disorder often overlap with the scars of early 
attachment trauma. The emotional storms, unstable identity, and push-pull patterns aren't signs 
of manipulation or volatility. They often trace back to a nervous system primed for 
abandonment and threat. 

Intense emotional swings: survival responses misfiring in relationships. 

Fear of abandonment: the child's terror of disconnection replayed in adulthood. 

Identity confusion: adaptive shapeshifting to preserve attachment. 

Impulsivity and relationship chaos: unhealed attachment panic, not pathology. 

The diagnosis itself is legitimate and can be helpful for some. In clinical practice, BPD 
assessments typically do explore childhood adversity and attachment history; it's part of 
understanding the presentation. BPD is included here not to dismiss the diagnosis, but to 
highlight how deeply intertwined it is with developmental trauma, and why addressing that 
trauma directly often transforms treatment outcomes. 

OCD or Trauma? 

Trauma can trigger, worsen, or closely resemble OCD, but the relationship runs in both 
directions. Unresolved trauma can drive compulsive rituals as an attempt to reclaim control; it 
can also amplify the severity of genuine OCD that was already present. What looks irrational 
may carry a trauma-born logic, but this is one area where the overlap is complex enough to 
warrant proper clinical assessment rather than assumptions either way. 

Obsessive thoughts: intrusive echoes of unresolved fear. 

Compulsions or rituals: symbolic acts to restore agency. 

Hyper-responsibility: a child's belief that vigilance could prevent harm. 

Intrusive thoughts: involuntary flashbacks disguised as obsession. 

One distinguishing note: trauma-linked rituals often track specific triggers or safety themes and 
can fluctuate with context. In classic OCD, obsessions and compulsions tend to be persistent and 
ego-dystonic, showing up even without a trauma cue. 

ODD or Trauma? 

What gets labelled oppositional defiant disorder can sometimes include the survival stance of a 
child who does not feel safe. Defiance may be protective, but it can also arise through 
temperament, learning, family conflict, neurodevelopmental conditions, or other psychiatric 
problems. Kids who shut down, argue, refuse, or explode need adults to ask about danger and 
trauma without assuming trauma is the only answer. 

Chronic arguing or defiance: a fight response developed in unsafe or chaotic homes. 



Refusal to follow rules: a response to adults who were inconsistent, frightening, or 
untrustworthy. 

Angry outbursts: emotional overload in a nervous system that never learned safe co-
regulation. 

Blaming others or externalizing: learned protection from environments where taking 
responsibility brought punishment. 

Clinically, ODD is defined by a persistent pattern of angry or irritable mood, argumentative or 
defiant behaviour, and vindictiveness toward authority figures. Trauma-informed perspectives 
emphasize that these behaviours often arise from attachment disruption, chronic stress, 
emotional neglect, or unstable caregiving, making trauma assessment essential before diagnosis. 

The Cost of Surface-Level Care 

When symptoms like anxiety, depression, or ADHD are treated in isolation, without anyone ever 
asking about trauma, the path to healing doesn't just get harder. For a lot of people it becomes a 
treadmill. Faster pace, more effort, same location. 

If what was diagnosed as an isolated symptom is partly a survival response rooted in trauma, 
treating that symptom may help and still leave the foundation untouched. That is not fake 
treatment. It is incomplete treatment when the missing piece is never assessed. When trauma is 
part of the foundation, here's what gets lost: 

Endless treatment loops: without addressing the root, symptom-based care offers only 
temporary relief before the same thing resurfaces. New doctor. New diagnosis. New 
prescription. Same pain, different packaging. The system keeps moving you forward without 
ever moving you through. 

Medication as a mute button: medication can stabilize, and sometimes that stability is 
exactly what someone needs to do the deeper work. But when it's used to suppress trauma-
driven symptoms without ever addressing the source, it doesn't heal anything. It turns down the 
volume. And the quieter the signal gets, the easier it becomes to stop looking for what's causing 
it. 

Shame that calcifies into identity: when a label is all you're given, it's almost inevitable that 
you start wearing it. This is just who I am. My brain is broken. I can't be fixed. Without context, 
symptoms become character flaws and survival adaptations become personal failures. And 
shame that goes unnamed tends to quietly run the show for decades. 

The shift that changes everything: trauma reframes the central question, from "what is 
wrong with me?" to "what happened to me?" That's not a small linguistic adjustment. It's the 
difference between a life spent trying to fix a broken self and a life spent healing an injured one. 
The first is exhausting and usually impossible. The second is hard, but it has a direction. 

The diagnoses may have been accurate. The treatment may have been well-intentioned. But 
accurate and well-intentioned aren't enough when the real driver is sitting in a part of the 
history nobody thought to open. That's not a failure of the people who tried to help. It's a failure 
of a system that still doesn't ask the most important question first. 

Before You Go 

Read this the right way round. Nothing here says your diagnosis is wrong, and nothing here is a 
reason to stop a medication or walk away from a treatment plan. Several of these conditions are 
entirely real on their own, and the guide says so more than once. 



The narrower claim is this: if the labels kept stacking and nothing ever resolved, there may be a 
question that was never asked. Not "what's wrong with you," but "what happened to you." That 
question belongs in the room alongside everything else, not instead of it. 

If you want one concrete thing to do with this, it's a conversation to open with your clinician: ask 
whether a developmental trauma history has ever been formally screened for. Not as a challenge 
to their work. As a piece of the picture that may simply never have been requested. 

Your symptoms were never evidence of a broken self. They were evidence of 
an injured one, and injuries have a direction of travel. 

Feeling overwhelmed by what you're reading? Support is here.  Call or text 988, Canada's 24/7 
Suicide Crisis Helpline  •  In Alberta, call or text 211 for community, social, health, and 
government services  •  In Edmonton and area, call the 24/7 Distress Line at 780-482-HELP 
(4357)  •  Call 911 in an emergency. 
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