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Introduction

These Clinical Practice Points on the Diagnosis, Assessment and Management of Attention Deficit Hyperactivity
Disorder (the CPPs) have been developed to guide health professionals in the diagnosis, assessment and
management of clinically significant symptoms of inattention, impulsivity and hyperactivity known as Attention
Deficit Hyperactivity Disorder (ADHD) in children and adolescents.
If you have ADHD, or are a family member or friend seeking advice about the issues discussed in this guidance,
please refer to your general practitioner or specialist. Support groups may offer assistance for some people and
additional information is available on NHMRC’s website at http://www.nhmrc.gov.au/guidelines/publications/ch54.

Who are these CPPs for?
These CPPs were developed to assist general practitioners (GPs), paediatricians (including paediatric
neurologists), child/adolescent psychiatrists, clinical and neuro-psychologists, allied health professionals and
special educators in decision-making and coordination of care when working with children and adolescents
with ADHD.

Purpose and scope
Under the guidance of an Expert Working Group, NHMRC developed these CPPs using the process outlined
in Appendix C.
The CPPs are designed to provide succinct, simple, and practical guidance to health professionals. They contain
practice points based on the consensus of members of the Expert Working Group on what constitutes good
practice. These CPPs aim to clarify best practice on the assessment, diagnosis and appropriate management
of clinically significant symptoms of inattention, impulsivity and hyperactivity (ADHD) faced by children and
adolescents (up to 18 years).
In terms of management, interventions addressing ADHD symptoms are the focus of these CPPs rather than
specific treatment of any underlying problems or associated comorbid conditions such as anxiety. In regards
to the section on pharmacological management, these CPPs are restricted to the use of stimulants. It is
beyond the scope of this review to compare the different types or forms of stimulants.
These CPPs have been developed to complement, not replace, existing guidelines, institutional policies and
procedures in this area, such as Therapeutic Guidelines: Psychotropic1, NICE Clinical Guideline 722, SIGN
Clinical Guideline 1123 and the American Academy of Paediatrics Clinical Practice Guideline.4 i
The guidance has been developed for Australian practice, but its application will be subject to local and
professional protocols.

i

The Draft Australian Guidelines on Attention Deficit Hyperactivity Disorder (Royal Australasian College of Physicians, 2009), are
not approved by NHMRC, as the Council of NHMRCS could not determine whether undisclosed sponsorship may have affected
the findings of a large number of publications relied on for the Draft Guidelines. This was a result of Professor Joseph Biederman
and Drs. Thomas Spencer and Timothy Wilens failing to report their industry-sponsored activities and subsequently violating
certain requirements of their organisations’ conflict of interest policies. While Harvard Medical School and Massachusetts
General Hospital have completed their investigations and the researchers have been sanctioned, the extent to which the
conflicts may have impacted on the integrity of the research remains unknown. Other professional organisations will determine
their own response to the investigation’s findings.
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Differences in parenting styles, acceptance of behaviour, cultural phenomenology and exposure to trauma
and adverse life circumstances may impact on the more general advice within this guidance and may be
particularly relevant in Aboriginal and Torres Strait Islander children and other cultural groups. Additional
considerations are required for specific populations such as children/adolescents with intellectual disabilities,
acquired brain injuries, other mental health conditions that are primary to ADHD (such as autistic disorder),
or who are abusing substances or have been traumatised, in which case the provision of detailed guidance
is beyond the scope of these CPPs.
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Summary of Key Practice Points

Diagnosis
• The DSM-IV or ICD10 criteria must be met for a diagnosis of ADHD to occur.
• This requires that the symptoms of hyperactive, impulsive and inattentive behaviour must be
deemed by a specialist clinician (refer to Appendix B) to:
–– have had their onset in early childhood (before age seven)
–– be maladaptive and excessive for the child/adolescent’s age and developmental level
–– have persisted over time (at least six months)
–– be evident in more than one setting
–– have caused significant functional impairment
–– have no better alternative explanation, such as another mental disorder.
• The process leading to diagnosis of ADHD should also include a physical examination, and a
holistic assessment of the individual’s needs, family, social and educational circumstances and
coexisting conditions.
• Information should be gathered from multiple sources, particularly the child/adolescent’s school.
• Diagnosis in young children (under 7 years) should be made by a specialist clinician who observes
the child over several months and reviews them as they start school.

Assessment and case formulation
• ADHD is a description rather than an explanation of a pervasive, persistent, disabling pattern of
inattentiveness, overactivity and/or impulsivity. A child/adolescent who meets diagnostic criteria for
ADHD may not be always best served by making that diagnosis. For example, their behaviour could
be understood as a reaction to specific cognitive difficulties or family/environmental circumstances.
• Assessment requires establishing evidence of impairment across multiple settings, via gathering
information from multiple informants including the child/adolescent, health professionals, parents/
carers and teachers.
• GPs may carry out the initial assessment. If, on the basis of this assessment it is suspected that
a child/adolescent has ADHD and/or has behavioural, emotional or cognitive symptoms causing
significant and persistent impairment to them, the family or at school, the GP can provide information
and referral to a specialist clinician and parent training/education or support programmes for the
family (this can precede a formal diagnosis of ADHD).
• Thorough assessment for possible ADHD requires a specialist clinician to consider:
–– a comprehensive medical, developmental and mental health assessment of the child/adolescent
–– a psychosocial assessment of the child/adolescent and their family (refer to 3.2)
–– a cultural and social assessment of the meaning and significance of the behaviours
–– seeking out available explanations for the presentation, including but not restricted to alternative
medical diagnoses (refer to 1.4)
–– whether the symptoms are developmentally excessive for the child’s developmental age and
associated expectations
–– any comorbid diagnosis.
• If indicated (based on the assessments above), additional assessment may be required. In this
circumstance, the specialist clinician should consider:
–– a cognitive and behavioural assessment (refer to 3.2)
–– allied health and educational assessments
–– the assistance of a cultural interpreter or Aboriginal and Torres Strait Islander health worker.
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General principles of management
• A holistic and child-centered approach is recommended in the management of ADHD in
children/adolescents.
• The initial program of management should be that deemed most appropriate by the clinician, as
informed by the findings of a comprehensive assessment and after discussion with the patient
and family of all treatment options. This may include psychological, pharmacological or educational
interventions used alone or in combination.
• An effective management plan will usually include input from a range of clinicians and service
providers, including teachers, and the parents/carers as active partners.
• In formulating an individualised management plan, a specialist clinician should consider:
–– the best available explanation for the child/adolescent’s presentation and specific interventions
for issues that might underpin the presentation
–– the severity of ADHD symptoms and the level of subsequent impairment across multiple settings
–– the child/adolescent’s overall health and associated problems
–– comorbid disorders that may require specific treatment strategies
–– the family’s resources and their capacity to adhere to the plan.
• Parents/carers must be given information on the diagnosis and management plan, including any
potential adverse effects of treatment.
• Ongoing monitoring and review is advised to ensure the child/adolescents management plan is
appropriate for their current symptoms and family, social and cultural circumstances and should
include information from multiple sources (including parents/carers, and teachers).
• GPs have an important role in providing surveillance and support for children/adolescents with
ADHD and/or may oversee their mental health care plan (refer to 4.2).

Psychological management
• Where indicated, young children (under 7 years) and school age children diagnosed with ADHD,
and their families, may benefit from evidence-based psychological interventions that have
demonstrated effectiveness for associated mental health problems. Such interventions can
improve outcomes for internalising (emotional) and externalising (behavioural) symptoms.
Not all psychological approaches have an evidence base, and only those where this is the case
should be implemented.
• In prioritising intervention and management, consideration should be given to the ability of the
child/adolescent and their parents/carers to implement strategies. These interventions may be
impractical for families due to time demands and cost associated with them or may not be locally
available particularly in some rural areas.
• In adolescents diagnosed with ADHD cognitive behavioural therapy may improve internalising
symptoms.
• The acceptability and the effectiveness of these interventions should be monitored including
following up the child after the psychological treatment has finished and providing relapse
prevention booster sessions if indicated.
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Pharmacological management
• Use of stimulant medications (methylphenidate and dexamphetamine sulphate) can reduce core
ADHD symptoms and improve social skills and peer relations in children and adolescents diagnosed
with ADHD in the short term (up to 3 years).
• Not all children and adolescents with ADHD will require, or benefit from, pharmacological
management. The use of clinical judgement is required to evaluate the harms versus benefits of
stimulant use for each individual case upon discussion with the child/adolescent and their family.
• If medication is to be used in management, stimulants are presently the first line of treatment.
• If pharmacological treatment is implemented, it should be based on a comprehensive assessment
under the direction of a paediatrician (including a paediatric neurologist), or child/adolescent
psychiatrist.
• Before prescribing stimulants to a child/adolescent diagnosed with ADHD, the clinician should consider:
–– baseline physical assessment data, including, as a minimum, pulse, blood pressure, weight and
height. Change in weight and height should be followed over time using centile charts. If there
are any abnormal symptoms, findings or history regarding cardiovascular status, appropriate
investigation and referral should be organised
–– the specific needs and expressed preferences of the child/adolescent, and the circumstances of
their family and culture
–– underlying or associated psychosocial problems, educational difficulties, cognitive profile and/or
comorbid conditions
–– potential short-term benefits
–– likelihood of compliance
–– potential harms, allergies, adverse effects and contraindications, including diversion of medications
for misuse and abuse
–– duration of treatment and signals to stop treatment
–– schedule for follow-up, monitoring and review.
• These factors, as well as the risks and benefits of medication and what to do if they have
concerns about treatment, need to be directly discussed with the child/adolescent and their
parents/carers. Following this discussion, if drug treatment is not accepted by the child/adolescent
or their parent/carers, alternatives such as those indicated at 4.3 should be discussed if this has
not already been done.
• If the maximum dose (after titration) has been reached and feedback from parents/carers (and if
possible teachers), suggest that there is no significant improvement after a month of treatment,
then alternative treatments should be considered.
• The optimal dose of stimulant medication can be titrated against clinical benefit and may be prescribed
in various forms of the medications, including: immediate release, extended release or both.
• When stimulant treatment is used it should only be continued if there is demonstrated benefit in the
absence of unacceptable side effects.
• If medication is stopped, regular assessments are needed to assess the child/adolescent’s responses
across multiple settings.
• Children/adolescents on stimulant medication require 3-6 monthly clinical assessment and review
to ensure the management strategies remain appropriate and effective. Monitoring should include
assessment of side effects and particularly psychological symptoms and plotting of growth
parameters, pubertal development, heart rate and blood pressure.
• If it is indicated that a child/adolescent no longer requires stimulant medication, then the clinician
should discuss trialling such a period off medication with the child/adolescent and their parents/carers
and teachers. This trial should last at least several weeks and begin at an appropriate time.
• Consideration of the changing needs of patients with ADHD as they transition through school and
into adult life is imperative to the provision of optimal clinical care.
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• For young children (under 7 years) psychological, environmental and family interventions should,
if possible, be trialed and evaluated before initiating pharmacological treatment. If all these other
interventions have not been effective then stimulants might be considered for this age group in
consultation with the parents or guardians and including when appropriate teachers or other carers.
• If medication is prescribed for young children (under 7 years), it should be started with a low dose
and regularly monitored; for example, initially weekly by the GP in consultation with the specialist
to assess improvements and the presentation of any adverse effects, then every 2-3 months if
benefits from medication have been demonstrated.

Educational management
• In terms of improving behavioural and academic outcomes, children/adolescents may benefit from
individually tailored modifications to the educational setting and curriculum, as informed by the
overall case formulation. These modifications could include classroom based approaches that
restructure how information is presented to students with ADHD and should form part of an
individual education plan for the child (or its equivalent), at their school.
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1.

Preamble

1.1

What are the core symptoms?

ADHD in children and adolescents is characterised by excessive levels of hyperactive, impulsive and
inattentive behaviour. Not all children and adolescents diagnosed with ADHD will function abnormally in all
three domains. Some children/adolescents are predominantly hyperactive and impulsive, while others are
mainly inattentive.5
All children and adolescents can display active, impulsive and inattentive behaviour as part of normal
development. This does not mean that they have a disorder, and important controversies exist about the use
of ADHD as a diagnosis for children and adolescents. Current systems, such as DSM-IV-TR, specify the criteria
for diagnosing ADHD including that there is clear evidence of clinically significant impairment in social and
school functioning (refer to criteria at 2.1). A diagnosis of ADHD should only be made after a comprehensive
assessment and not be made solely on the basis of using a rating scale.

1.2

What causes ADHD?

There is no one single known cause of ADHD and there is continuing debate over the interplay of genetic,
environmental and social factors.
Heredity, genetic, neuro-imaging and neuro-psychological studies provide evidence for a biological basis for
inattention and impulsiveness.6-8 It is likely that this biological underpinning interacts with environmental and
social factors. For example, heavy alcohol consumption in the early months of pregnancy is associated with
an increased risk of foetal alcohol spectrum disorder in offspring. In addition to the alcohol consumption,
the presence of foetal gene variants coding for specific neuro-receptors, can further increase the risk of an
adverse ADHD behavioural outcome in the infant.9
Environmental events also can impact on the development of these patterns of inattentive and impulsive
behaviour in the same manner that formative/learning experiences have the capacity to alter the structure and
function of the developing brain. The timing of these environmental influences may also determine the degree
and particular functions that will be affected.10

1.3

Does the presentation vary with age and over time?

Yes. There is general consensus that attention and motor activity sit on a spectrum.5 Gender, age,
developmental stage and the social and cultural environment play a role in determining a child/adolescent’s
place on the spectrum.5
The behavioural and cognitive manifestations of attentional difficulties change over time, from the preschool years all the way through to adulthood. Therefore, ADHD symptoms seen in early childhood may not
necessarily remain at the same intensity in adolescence.11 For example, hyperactive behaviour can lessen or
disappear later in life, whereas inattentive behaviour tends to be more constant across development.12

1.4

Are there a variety of explanations for hyperactive, inattentive and
impulsive behaviours?

Yes. Symptoms of ADHD can have a variety of explanations. Children and adolescents who experience
traumatic family environments (e.g. abuse, neglect, substance abuse, domestic violence, parental mental
or chronic illness), or have an acquired brain injury, perinatal brain damage (e.g. fetal alcohol syndrome) or
a genetic developmental disorder (e.g. fragile X syndrome, neurofibromatosis) may present with ADHD
symptoms. If the cause or underlying contributing factors can be determined then this might offer specific
opportunities for intervention. In other cases no clear explanation can be found for ADHD symptoms.
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Regardless of whether the cause is explicable or not these symptoms impact so adversely on the child or
adolescent and their family that the symptoms cannot be left untreated.
It is rare that symptoms of ADHD occur in isolation. In the assessment of a child/adolescent with ADHD the
specialist clinician should assess for other psychological, social, emotional and behavioural difficulties that
might coexist with ADHD (comorbidities).
A careful assessment of differential diagnoses should also be undertaken at the time of assessment to ensure
that disorders that produce behaviours similar to those of ADHD are considered.
The ability to accurately diagnose ADHD requires clinical training and experience and hence should be made
by a specialist paediatrician, child/adolescent psychiatrist or clinical or neuro-psychologist supported when
necessary by other allied health clinicians.

1.5

How common is ADHD?

International studies based on DSM-IV criteria clinical assessment provide point prevalence figures for ADHD
of around 5-7%.13-14 There is a lack of recent Australian data on the prevalence of ADHD among children aged
6–14 years.15 Estimates of the prevalence of ADHD vary widely according to the diagnostic criteria, measures
used, ascertainment methods, and the cultural characteristics and demographics of the population sampled.13
Data from 2000 indicates the prevalence rate of ADHD symptoms among 6–17 year-olds in Australia is
around 11%.16 This rate is based on primary caregivers’ screening questionnaire assessments of their child’s
emotional and behavioural problems, rather than a diagnosis of ADHD made by a clinician based on an
assessment of functional impairment.
The two main diagnostic manuals currently used in Australia are the Diagnostic and Statistical Manual of
Mental Disorders, 4th Edition (Text Revision) (DSM-IV-TR) and the International Statistical Classification of
Diseases, 10th revision (ICD-10). The ICD-10 criteria for diagnosis are more restrictive than the DSM-IV criteria,
meaning application of ICD-10 results in fewer patients being diagnosed with ADHD.17
In referred populations most studies have found that the childhood prevalence of ADHD is higher in males
than females18, but is more likely to reduce over time in males while in females it tends to remain stable
into adulthood.19

1.6

Prognosis

Although these CPPs concern the assessment and management of children and adolescents with ADHD,
many children/adolescents diagnosed with ADHD will retain some ADHD symptoms or associated mental
health problems into adolescence and adulthood20,21 that are likely to cause impairment and require treatment.
ADHD is associated with a range of adverse outcomes including educational22, social, emotional and
behavioural problems during childhood, and subsequent mental health, relationship, occupational, substance
abuse antisocial, and offending problems in adult life.21,23-24 The flow-on effects of ADHD can have a significant
impact on families, schools, workplaces and the community.
While interventions can reduce the core symptoms of ADHD in the short-term, the effect of medication and
behavioural or educational interventions on long-term outcomes such as academic and social and emotional
outcomes, has not been established and requires further study.21,25-29
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2.	Diagnosis

2.1

Criteria for diagnosis

‘ADHD’ is a description, rather than an explanation of, a pervasive, persistent, disabling pattern of
inattentiveness, overactivity and/or impulsivity.
Only after appropriate assessment by a specialist clinician can a child/adolescent be diagnosed with ADHD.
The diagnosis of ADHD is a clinical judgment based on the application of the DSM-IVii or the ICD-10, where
it is defined as hyperkinetic disorder. ICD-10 uses a narrower diagnostic category, meaning more severe
symptoms and impairment are required to meet a diagnosis.17
The DSM-IV or ICD10 criteria must be met for a diagnosis of ADHD to occur. This requires that the symptoms
of hyperactive, impulsive and inattentive behaviour must be deemed by a specialist clinician to:
• have had their onset in early childhood (before age seven)
• be maladaptive and excessive for the child/adolescent’s age and developmental level
• have persisted over time (at least six months)
• be evident in more than one setting (e.g. at home, at school, socially)
• cause significant functional impairment
• have no obvious alternative explanation, such as another mental disorder.30-31
The process leading to diagnosis of ADHD should also include a physical examination, and a holistic
assessment of the individual’s needs, family, social and educational circumstances and coexisting conditions.
Clinical thresholds can be influenced by social and cultural factors32 making it important to consider each
child/adolescent’s level of functioning relative to their usual social and cultural environment. Information
should be gathered from multiple sources, particularly the child/adolescent’s school. Children who are the
youngest in their grades are more likely to be diagnosed with ADHD and be prescribed medication for the
condition than their peers born earlier in the same year.33
The risk of not making a diagnosis is that the child/adolescent may not receive appropriate management and care.

2.2

Subtypes of ADHD

Three sub-types of ADHD are identified: inattentive, hyperactive and combined. While diagnosis is based on
symptom predominance, meeting criteria for one subtype, e.g., inattentive subtype, does not preclude the
presence of some symptoms from another subtype, e.g. hyperactive symptoms. The inattentive type may not
present until secondary school when there are increased demands for organisation and independent study.
Boys are more likely to meet the diagnostic criteria for hyperactivity-impulsive type34, and tend to have higher
levels of disruptive behavioural disorders than females.35 Although there is speculation that girls may display
more inattentive symptoms than boys, this difference has not been found to be statistically significant.35
The causes of these gender differences are unclear but an interaction between biological, psychological
and social factors is likely.

ii

DSM-IV criteria are under review for the development of DSM-V, but these changes will not be available until after the
publication of the CPPs. If and when this occurs NHMRC may consider revising the CPPs.
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2.3

Can young children (under 7 years) be diagnosed with ADHD?

Yes. The diagnostic criteria require that the symptoms are developmentally excessive and therefore a full
understanding of the child’s developmental age and associated expectations is critical in the diagnosis.
Significant caution is needed in diagnosing young children as the core ADHD symptoms may be normal for
children in this development stage, making it difficult to distinguish an impairment from normal developmental
expectations.36 ADHD symptoms may become less prominent when children start school in response to a
more structured social and learning environment. Therefore, diagnosis may not be reliable until the child has
had at least one year in school which allows time to assess how they manage the transition into school and
settle into this new environment.37
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3.	Assessment and case formulation

Assessment requires establishing evidence of impairment across multiple settings, via gathering information
from multiple informants including the child/adolescent, health professions, parents/carers and teachers.
The underpinning goal of assessment is to give the child/adolescent every opportunity to obtain the correct
diagnosis and information to inform and guide an individualised management plan detailing the need for
further assessment and appropriate interventions. The clinician should always be mindful of seeking a more
meaningful explanation of the child/adolescent’s behaviour than simply labelling it as ADHD because it meets
diagnostic criteria.

3.1

Initial assessment

A child/adolescent will often present to a general practitioner as the first point of call. In addition to an
assessment of the child/adolescent’s physical health, important information can be obtained at this stage
which may suggest the need for specialist referral. GPs involved in carrying out the initial assessment need
to assess when the child/adolescent’s challenging behaviour is different from developmentally and culturally
appropriate behaviour and is causing significant impairment, especially as the child/adolescent may not exhibit
the behaviour causing concern in front of the GP. An advantage of general practice is that the GP can ask to
see the child/adolescent again.
If, on the basis of initial assessment: it is suspected that a child/adolescent has ADHD; and/or the child/
adolescent has behavioural, emotional or cognitive symptoms causing significant and persistent impairment
to them, the family or at school, the GP should make a referral to a specialist clinician and offer parents/carers
a referral to a parent training/education programme (this can precede a formal diagnosis of ADHD).
GPs should not make the initial diagnosis or start drug treatment in children/adolescents with suspected ADHD.
GPs can explain and give information about ADHD to the child/adolescent and their family. As GPs are likely to
see other members of the family, they also need to be alert for any stress and/or impairment in parents/carers
so that they can offer advice or provide a referral to local family support services and groups.

3.2

Specialist assessment

If indicated (based on the assessments above), additional assessment may be required by a specialist
clinician. This may involve:
• a comprehensive medical, developmental and mental health assessment of the child/adolescent
• a psychosocial assessment of the child/adolescent and their family, including parent/carer/family interview
comprising of:
–– family context including genogram
–– family assessment
–– detailed analysis of the presenting behaviour
–– appraisal of the child/adolescent’s functioning including academic and cognitive status and peer
relationships (if possible this should be documented by cognitive assessment, school reports and
observations of the child/ adolescent at school)
–– assessment of the child/adolescent’s mental state and regulation of emotions
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• a cultural and social assessment of the meaning and significance of the behaviours. This may require advice
from a cultural consultant such as a local indigenous community elder or Aboriginal or Torres Strait Islander
health or mental health worker to assist with communication, translation and assessment
• seeking out available explanations for the presentation, including but not restricted to alternative medical
diagnoses (refer to 1.4)
• whether the symptoms are developmentally excessive for the child’s developmental age and associated
expectations
• identifying any comorbid diagnoses.
If indicated (based on the assessments above), additional assessment may be required. In this circumstance,
the specialist clinician should consider:
• a cognitive and behavioural assessment, if this has not already been done, using age-appropriate,
psychometrically sound tools or other more detailed assessments measuring: aspects of attention, working
memory, executive functioning, processing speed and associated learning deficits
• allied health and educational assessments, e.g. to assess for specific cognitive and learning deficits as well
as speech and language and motor coordination difficulties
• the assistance of a cultural interpreter or Aboriginal and Torres Strait Islander health worker.
Special consideration is necessary in rural and remote areas where access to specialist services is limited
or unavailable. In these situations, GPs with paediatric training and training in assessment of emotional and
behavioural problems in children/adolescents should be able to screen and follow-up, particularly when some
form of consultation with a specialist clinician is possible, for example by telemedicine.

3.3

Why is a thorough assessment important?

A comprehensive assessment of the presentation of symptoms in consultation with parents/ carers and
teachers is essential to inform an individualised management plan that addresses the specific needs of the
child/adolescent and is appropriate to their family and cultural context, resources and capacity to adhere to
the plan.
For example, including a cognitive assessment when indicated may highlight cognitive issues such as those
seen in children/adolescents with intellectual disability or with exceptional cognitive abilities, in which the
diagnosis can be overlooked and which can complicate ADHD symptoms and require special management.
Children/adolescents with ADHD may have other mental health problems, such as depression, which may
be associated with an increased risk of suicidal ideation.38 Conducting a mental health assessment, where
indicated, can detect mental health problems and inform appropriate management.
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4.	Management

While there are no specific treatments to ‘cure’ ADHD, there are evidence-based interventions that can
improve core symptoms of ADHD (inattention, hyperactivity and impulsivity), might ameliorate some of the
biological features of ADHD39, and assist in managing the child/adolescent’s associated problems as well as
build on their strengths. Interventions addressing ADHD symptoms will be the focus of these CPPs rather
than specific treatment of any underlying problems or associated comorbid conditions such as anxiety.
The initial program of management should be that deemed most appropriate by the clinician, as informed by
the findings of a comprehensive assessment and after discussion with the patient and family of all treatment
options. It might be a psychosocial treatment alone initially, or it might include medication if justified by the
assessment. It should be noted that psychosocial treatments and educational approaches for ADHD rely
on parents/carers and teachers to implement them consistently.40 For Aboriginal and Torres Strait Islander
children/adolescents, assistance may be sought from the Aboriginal and Torres Strait Islander education workers.

4.1

General principles of management

An effective management plan needs to be child centered and give consideration to family and family context.
The clinician must try to make sense of the child/adolescent’s problems and understand all aspects of the
child/adolescent’s world.
An effective management plan will usually include input from a range of clinicians and service providers,
including teachers, and the parents/carers as active partners.
In formulating an individualised management plan, a specialist clinician should consider:
• the best available explanation for the child/adolescent’s presentation and specific interventions for issues
that might underpin the presentation, for example, language disorder, maltreatmentiii
• the severity of ADHD symptoms and the level of subsequent impairment across multiple settings
(e.g. academic performance, self-esteem, personal distress from the symptoms, social interactions
and relationships, behavioural problems)
• the child/adolescent’s overall health and associated problems (e.g. learning difficulties, peer relationships,
low self-esteem and family problems)
• comorbid disorders that may require specific treatment strategies
• the family’s resources and their capacity to adhere to the plan.
It is important to determine which condition is impacting most severely on the child/ adolescent’s life. The one
with the greatest negative effects must be addressed first and sometimes might even obviate the need for
further intervention.
Parents/carers must be given information on the diagnosis and management plan, including any potential
adverse effects of treatment in order to fully inform them and to have them make a decision regarding the
treatment that is offered to their child.
ADHD symptoms can persist throughout life, although the symptom profile might change, therefore some
young people may need ongoing monitoring into adult life. Ongoing monitoring and review ensures the
child/adolescents management plan is appropriate for their current symptoms and family, social and cultural
circumstances. Assessment of response to treatment and periodic review of progress is facilitated by the use
of questionnaires from parents/carers, teachers and if possible the child/adolescent using psychometrically
sound, evidence-based checklists such as the Conners’ ADHD/DSM-IV Scales (CADS).41
iii Where maltreatment is suspected, usual child protection protocols should be followed.
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Frequency of review will depend on age, stage of development, transition periods (e.g. from primary to
secondary school and school to employment), type, stage and complexity of treatment, educational and
family factors. Such a review should include information from multiple sources (including parents/carers,
and teachers) and include an evaluation of any reported deterioration in symptoms or behaviours.

4.2

What is the GP’s role in management?

GPs and community healthcare workers have a key role in recognising when a child/ adolescent’s behaviour
signals that things are not right in their life. If the severity of the child/ adolescent’s behavioural problems
suggests ADHD, then referral is recommended to confirm the diagnosis.
While management of ADHD is uncommon in general practice42, families are likely to consult their GPs several
times a year, meaning the GP has an important role in providing surveillance and support for the
child/adolescent and/or may oversee the child/adolescent’s mental health care plan. These roles include:
• detecting and discussing problems that the child/adolescent and their family and carers are experiencing
• being a useful source of information for the specialist/s regarding the family history
• offering continuity of care to the child/adolescent over a number of years, e.g. reinforcing the advice given
by specialist services
• assisting adolescents in the transition to adulthood, when paediatric services may be withdrawn
• encouraging adherence to treatment
• offering support to other members of the family, which may include referral to local support groups
• assessing the child/adolescent’s response to treatment
• monitoring for adverse effects of treatment and prompting a review of the diagnosis if progress is
not satisfactory
• preparing a GP Management Plan, preferably a GP Mental Health Treatment Plan, when appropriate
• participating in school-based case conferences.
There are models for the shared care of patients with ADHD. These require good communication between
primary and specialist care.

4.3

Psychological management

ADHD symptoms can be challenging for parents/carers and the parent–child relationship may be affected.
Parents of children with ADHD often face increased levels of stress, low parenting self-efficacy, low selfesteem, marital discord and depression. They may develop maladaptive and counterproductive parenting
strategies that serve to maintain their child’s existing behavioural difficulties or even exacerbate them.43-44
Practical supports for families, such as respite care, parenting education and guidance and counselling, may
be helpful or even a sufficient intervention perhaps obviating the need for specific treatment and psychological
management of the child. These family interventions may be impractical for families due to time demands and
cost associated with them or may not be locally available particularly in some rural areas but the increasing
availability of on-line family education and skills training programs help to address these barriers to services.
Psychological treatment and social/educational management for children/adolescents with ADHD symptoms
should be based on the current assessment and case formulation. The approach to management centres
around understanding why the child/adolescent presents in this way at this time and seeks to alter those
circumstances, whether they be internal (e.g. language disorder, deafness) or external (e.g. family conflict).
For children and adolescents of Aboriginal and Torres Strait Islander background, further consultation about
what intervention and management options are appropriate, can be provided by a cultural interpreter/
consultant, Aboriginal mental health worker, or Elder.
The acceptability and the effectiveness of psychological interventions should be monitored including following
up the child after the psychological treatment has finished and providing relapse prevention booster sessions
if indicated.
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4.3.1 Young (under 7 years) and school aged (6-12 years) children
Where indicated, young and school aged children diagnosed with ADHD, and their families, may benefit from
psychological interventions that have demonstrated effectiveness for associated mental health problems.
Such interventions can improve outcomes for internalising (emotional) and externalising (behavioural)
symptoms, and include:
• behaviour modification, particularly parent-administered behavioural training that provides parents with
parenting skills to meet the additional parenting needs of children with ADHD symptoms3,7,45-47
• instruction in the implementation of behaviour modification techniques48
• family therapy40,49-51
• cognitive behavioural therapy (CBT). However, there is little evidence that CBT is effective for young children
(under 7 years) who may lack the cognitive skills to benefit from it.52
Not all psychological approaches have an evidence base, and only those where this is the case should be
implemented.

4.3.2 Adolescents
In adolescents with ADHD:
• the evidence base for parent-based psychological interventions is substantially weaker than in younger
children.45,49 This may be partly explained by the complexity of this developmental stage, e.g. less parental
supervision and involvement, and increasing academic demands, peer pressure and opportunities to
engage in risky behaviour52
• there is little evidence to support or refute social skills training53
• CBT has demonstrated effectiveness in improving internalising symptoms (e.g. reducing anxiety40 and
depression54).

4.3.3 Aboriginal and Torres Strait Islander children and adolescents
There is scant evidence for psychosocial interventions in Aboriginal and Torres Strait Islander communities.
The evidence that is available suggests that parent-training programs that have been culturally tailored
to Aboriginal and Torres Strait Islander communities (e.g. a variation of the Group Triple P) are culturally
acceptable and can have positive outcomes in terms of reducing children’s challenging behaviours and
parent’s reliance on some dysfunctional parenting practices.55-56

4.4

Pharmacological management

The scope of these CPPs is limited to the use of stimulants that have been approved by the Therapeutic
Goods Administration for management of ADHD symptoms in children.iv In the absence of another diagnosis,
neuroleptics (anti-psychotics) have no role in the treatment of ADHD. They may have a limited role in the
symptomatic management of behaviour problems with other causes, but this should only be as part of a
management plan initiated by a specialist paediatrician with expertise in child and adolescent mental health,
or child/adolescent psychiatrist.
In Australia, two stimulant medications are registered: methylphenidate and dexamphetamine sulfate.
These stimulants are available in short-acting/immediate-release forms (e.g. Ritalin 10) and long-acting/
extended-release forms (e.g. Ritalin LA, Concerta). It is beyond the scope of this review to compare the
different types or forms of stimulants.
There is evidence showing that the use of stimulant medications can reduce core ADHD symptoms and
improve social skills and peer relations in children and adolescents diagnosed with ADHD in the short
term (up to 3 years).57-61 It is plausible that improvements in symptoms and the child’s adaptive behaviour
iv Non stimulant medications, such as atomoxetine (Strattera®) are not discussed in the CPPs and require management by a
specialist in compliance with the Pharmaceutical Benefits Scheme (PBS) regulations. They are discussed in other documents
such as the Therapeutic Guidelines: Psychotropic1 NICE Clinical Guideline2 and SIGN Clinical Guideline.3
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and learning in response to pharmacological treatment may create opportunities at school and home, and
change experiences from being developmentally destructive to ones that promote development. There is no
unequivocal evidence of long-term benefit in these parameters.
Both medication and combined medication and behavioural treatment have been shown to be more effective
in treating ADHD symptoms than psychosocial or behavioural interventions alone.56
Not all children/adolescents with ADHD require pharmacological management. The use of clinical judgement is
required to evaluate the harms versus benefits of stimulant use for each individual case upon discussion with
the child/adolescent and their family.
Evidence of the long-term benefit of psychostimulant treatment on ADHD symptoms is not established.55,62-64
There appears to be some long-term benefits of stimulants in improving ADHD symptoms and academic
outcomes in children diagnosed with ADHD, compared to those not treated25,56, but how these outcomes
compare to those following behaviour training or educational interventions is not clear and further research is
required.26-27 Challenges in examining longer-term effects are that treatment continuity is uncontrolled and that
there may be multiple co-interventions offered in home, school, and clinic settings.

4.4.1 What factors should be considered before a child/adolescent starts taking
stimulant medication?
If pharmacological treatment is implemented, it should be based on a comprehensive assessment
under the direction of a paediatrician (including a paediatric neurologist), or child/adolescent psychiatrist.v
Methylphenidate and dexamphetamine are Schedule 8 controlled drugs for which particular prescribing
restrictions apply in most Australian States and Territories.vi
Prescribers should be familiar with the pharmacokinetic profiles of all preparations available before prescribing
and ensure that treatment and dosage are tailored effectively to the individual needs of the child/adolescent.2
Before prescribing stimulants to a child/adolescent diagnosed with ADHD, the clinician should consider:
• baseline physical assessment data, including, as a minimum, pulse, blood pressure, weight and height.
Change in weight and height should be followed over time using centile charts. If there are any abnormal
symptoms, findings or history regarding cardiovascular status, appropriate investigation and referral should
be organised65
• the specific needs and expressed preferences of the child/adolescent66, and the circumstances of his/her
family and culture
• underlying or associated psychosocial problems, educational difficulties, cognitive profile and/or comorbid
conditions such as anxiety, depression or substance abuse
• potential short-term benefits, e.g. improved symptoms
• likelihood of compliance67
• potential harms, allergies, adverse effects and contraindications, including diversion of medications for
misuse and abuse68
• duration of treatment and signals to stop treatment
• schedule for follow-up, monitoring and review.

v

GPs that have been approved through their state drug regulatory authority to prescribe stimulants and have expertise in ADHD,
and/or trained in psychosocial approaches and culturally sensitive practice, may be approved to prescribe stimulants to children/
adolescents with ADHD in some cases.

vi For example, in NSW medical practitioners (other than paediatricians and child psychiatrists), can apply to prescribe stimulants
if approved as an ‘Other Designated Prescriber’ (ODP). ODPs are usually adult psychiatrists, advanced trainees in community
paediatrics or child psychiatry, or GPs with paediatric training, working in rural or remote areas or in a predominantly
paediatrically orientated practice. (NSW Ministry of Health, Legal and Regulatory Services Branch, Pharmaceutical Services.
Criteria for the diagnosis and management of attention deficit hyperactivity disorder in children and adolescents. January 2012.
Available at http://www.health.nsw.gov.au/resources/publichealth/pharmaceutical/adhd_criteria_child.asp)

Clinical practice points on the diagnosis, assessment and management of Attention Deficit
HyperaCtivity Disorder in children and adolescents

19

These factors, as well as the risks and benefits of medication and what to do if they have concerns about
treatment, need to be directly discussed with the child/adolescent and their parents/carers. Following this
discussion, if drug treatment is not accepted by the child/adolescent or their parent/carers, alternatives such
as those indicated at 4.3 should be discussed if this has not already been done.

4.4.2 What are the adverse effects of stimulant medications?
Prescribers should be aware of allergies and the adverse effects, and contraindications of ADHD medications
and provide parents/carers with this information.vii Regular monitoring and communication between the
prescriber, patient and their family/carer can minimise the impact of adverse side effects and prompt changes
in medication (e.g. dose adjustment, transiting to another type or form of stimulant, adjunct therapies).
Commonly reported adverse effects of stimulant medications include sleep disturbance, reduced appetite,
abdominal pain and/or headaches.3,4,28 However, recent studies suggest that sleep disturbance may be
associated with ADHD and that stimulants probably do not further aggravate sleep disturbance.69,70-73
Other symptoms reported in conjunction with taking stimulant medications include: crying spells, repetitive
movements, slowed growth (height and weight), restlessness, dizziness, anxiety and irritability and
cardiovascular effects such as tachycardia, palpitations and minor increases in blood pressure.2-3,74-75
Recently, psychosis or mania have been reported as a potential adverse reaction to drugs used in the
treatment of children with ADHD.76
Regarding the association between stimulant use and growth retardation, methylphenidate treatment has
been associated with small but significant delays in growth but these effects seem to attenuate over time.77-79
There is also some evidence that growth retardation may be related to ADHD itself, as it occurs
in children not treated with stimulants for ADHD symptoms.80
Recent large population based studies confirm that stimulant medication does not increase risk of
cardiovascular events. The available evidence suggests that the cardiovascular effects of these drugs are
generally not clinically significant and do not pose a risk to patients.81-82
There is emerging evidence to indicate that stimulant medication does not produce cytogenetic abnormalities
(cancer producing effects) but further long-term studies are required.83-87
Adverse effects are typically dose related, vary between individuals and resolve when treatment is discontinued
or the dose adjusted.3 Individual variations in response and tolerability to stimulant therapy are likely to be
influenced by a child’s specific genotype.88-89
It is difficult to provide rates of adverse events as reporting adverse reaction is based on a voluntary system.
TGA encourages health professionals to report all suspected adverse reactions to medicines available in Australia
and clinicians are reminded of the importance of this reporting. Patients or carers can also report adverse
reactions directly. The reporting of seemingly insignificant or common adverse reactions can contribute to the
TGA’s investigation of a potential safety signal. More detail is available at http://www.tga.gov.au/
As methylphenidate and dexamphetamine are Schedule 8 controlled drugs, their supply, distribution,
possession and use are restricted to reduce abuse, misuse and physical or psychological dependence.
Most adverse effects associated with the use of stimulant medication, are reversible or manageable with
appropriate clinical care, and the short term benefits of stimulant medications in children and adolescents with
ADHD can outweigh the risks, when used in an appropriate manner and with careful and regular monitoring.

vii Product Information and Consumer Medicine Information is available via the Therapeutic Goods Administration
(http://www.tga.gov.au).
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4.4.3 Monitoring and review
When stimulant treatment is used:
• if the maximum dose (after titration) has been reached and feedback from parents/carers (and if possible
teachers), suggest that there is no significant improvement after a month of treatment, then alternative
treatments should be considered
• the optimal dose of stimulant medication can be titrated against clinical benefit and may be prescribed in
various forms of the medications, including: immediate release, extended release or both90-91
• it should only be continued if there is demonstrated benefit in the absence of unacceptable adverse effects.
The management and treatment of the symptoms of ADHD is an ongoing process that requires ongoing
review by the prescribing clinician as they strive to find an available and useful explanation that provides
specific treatment options for the child/adolescent. Monitoring and review should be conducted with the
support of the GP who should review the child/adolescent more frequently, and when necessary supported
by the pharmacist.
Considering that there is insufficient evidence on the long-term outcomes and long-term adverse effects following
use of stimulants, the continuing benefit from, and need for medication should be regularly assessed.
Children/adolescents on stimulant medication require 3-6 monthly clinical assessment and review to ensure the
management strategies remain appropriate and effective. Monitoring should include assessment of adverse
effects and particularly psychological symptoms and plotting of growth parameters, pubertal development,
heart rate and blood pressure. It should also include information from multiple sources (including parents/
carers, and teachers) and an evaluation of any reported deterioration in symptoms or behaviours.
If it is indicated that a child/adolescent no longer requires stimulant medication, then the clinician should
discuss trialling such a period off medication with the child/adolescent and their parents/carers and teachers.
This trial should last at least several weeks and begin at an appropriate time (e.g. when the usual demands of
school, family and social life are present, but not at times critical to development or schooling such as during
exams). If medication is stopped, regular assessments are needed to assess the child/adolescent’s responses
across multiple settings.
Consideration of the changing needs of patients with ADHD as they transition through school and into
adult life is imperative to the provision of optimal clinical care. Good communication between the GP,
treating specialists, child/adolescent, parents/carers and teachers is essential for effective management
and monitoring.

4.4.4 Special considerations for young children (under 7 years)
Behaviours in the pre-school period are changeable. While there is some evidence that methylphenidate
reduces ADHD symptoms in the short-term compared to a placebo in children aged 3.5 to 6 years92-93,
there are concerns that they may cause unwanted side effects at rates is greater than that observed in
older children.94
Best practice indicates that psychological, environmental and family interventions should, if possible, be
trialled and evaluated before initiating pharmacological treatment in young children (under 7 years). If all
these other interventions have not been effective then stimulants might be considered for this age group
in consultation with the parents or guardians and including, when appropriate, teachers and other carers.
If medications is prescribed in young children it should be started on a low dose and regularly monitored;
for example, initially weekly by the GP in consultation with the specialist to assess improvements and
the presentation of any adverse effects, then every 2-3 months if benefits from medication have been
demonstrated.

Clinical practice points on the diagnosis, assessment and management of Attention Deficit
HyperaCtivity Disorder in children and adolescents

21

4.5

Combination treatment

Psychosocial interventions may be used alone or in combination with stimulant medication. The Multimodal
Treatment of ADHD study (MTA study) was a multisite long term follow up study designed to evaluate the
leading treatments for ADHD, including behaviour modification therapy, medication management, and the
combination of the two.
Conclusions from the MTA study at 24 months, 3 years and 8 years of follow-up revealed inconsistent
findings26-27,57 and there is some debate over how to interpret these findings.95 The authors of the eight-year
study concluded “that children with behavioral and sociodemographic advantage, with the best response
to any treatment, will have the best long-term prognosis” (pp.484).27
It is clear that all of the groups showed symptom improvement over baseline26-27, and remained significantly
different from their same aged peers (on 91% of the variables tested). These findings confirm that treatments
for ADHD, even when highly structured and intense, can provide temporary symptomatic improvement,
though not a cure.

4.6

Educational management

In terms of improving behavioural and academic outcomes children/adolescents may benefit from individually
tailored modifications to the educational setting and curriculum, as informed by the overall case formulation.
Educational strategies include:
• behaviourally based classroom interventions
• academic interventions that manipulate antecedent conditions such as academic instruction or materials
• social skills training
• individual education plans (or an equivalent) which are informed by the case formulation and may include
modification to how home-work is structured and time-tabled.

4.7

Other therapies

Current evidence does not support the use of the following treatments:
• elimination or restriction diets96-97
• diet supplementation with essential fatty acids (e.g. fish oils)98
• chiropractic treatment99
• behavioural optometry
• biofeedback (including neurofeedback)97,100
• homeopathy101,102
• acupuncture104
• physical activity105-109
• massage110-111
• sensory integration therapies.112
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