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ABSTRACT

This summary of the practice parameters describes the assessment, differential diagnosis, and treatment of children,

adolescents, and adults who present with symptoms of attention-deficiUhyperactivity disorder. The rationales for specific

recommendations are based on a review of the scientific literature and clinical consensus which is contained in the com­

plete document. Assessment includes clinical interviews with the child and parents and standardized rating scales from

parent and teachers.Testing of intelligence and academic achievement is usually required. Comorbidity is common. The

cornerstones of treatment are support and education of parents, appropriate school placement, and psychopharmacol­

ogy. The primary medications are psychostimulants, but antidepressants and a-adrenergic agonists are used in special

circumstances. Other treatments such as behavior modification, school consultation, family therapy, and group therapy

address remaining symptoms. J. Am. Acad. Child Ado/esc. Psychiatry, 1997,36(9):1311-1317. KeyWords: attention­

deficiUhyperactivity disorder, psychopharmacology, methylphenidate, dextroamphetamine, practice parameter.

The recommendations presented in these parameters give
cliniciansdirection in the assessmentand treatment of children,
adolescents, and adults who present with symptoms of
attention-deficit/hyperactivity disorder. Recommendations are
based on extensive reviewof the scientificliterature and clinical
consensus among experts in the subject. The literature review,
including references, and the rationales for specificrecommend­
ations are contained in the complete document (American
Academy of Child and Adolescent Psychiatry, in press) .

INTRODUCTION

Attention-deficit/hyperactivity disorder is one of the most
common psychiatric disorders of childhood and adolescence.
Recent clinical experience and research document the contin-
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uation of symptoms into adulthood. These parameters, there­
fore, cover the full age spectrum, although far more is known
about this disorder in children and adolescents. For purposes
of these parameters, attention deficit disorder (ADD), atten­
tion deficit disorder with hyperactivity (ADD-H), hyper­
activity, and attention-deficit/hyperactivity disorder (ADHD)
will be considered interchangeable. The terms ADD without
hyperactivity, undifferentiated ADD, and ADHD, predomi­
nantly inattentive type , are not identical but are roughly
equivalent.

DIAGNOSTIC CRITERIA

Two groups of symptoms define three types:
predominantly inattentive, predominantly hyperactive­
impulsive, and combined (both sets of symptoms). At least
some symptoms must have been present before the age of 7
years. By definition, the diagnosis of ADHD cannot be
made if the symptoms occur exclusively in the presence of a
pervasive developmental disorder, schizophrenia, or other
psychotic disorder or if they are better accounted for by
another psychiatric disorder.

Signs of ADHD may not be observable when the patient is
in highly structured or novel settings, engaged in an interest­
ing activity, receiving one-to-one attention or supervision, or
in a situation with frequent rewards for appropriate behavior.
Conversely, symptoms typically worsen in situations that are
unstructured, minimally supervised, boring, or require sus­
tained attention or mental effort. Core deficits include
impairment in rule-governed behavior across a variety of set-
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tings and relative difficulty for age in inhibiting impulsive
response to internal wishes or needs or external stimuli.

ADHD IN CHILDREN AND ADOLESCENTS

ASSESSMENT

The parent interview is the core of the assessment process.
It is often difficult to confirm the diagnosis of ADHD by the
interview with the child or adolescent alone, since some chil­
dren and most adolescents with ADHD are able to maintain
attention and behavioral control in the office setting. Both
parent and child interviews are used to rule out other psychi­
atric or environmental causes of symptoms. Standardized
interviews of children and adolescents are less useful for
ADHD symptoms, but they may aid in discovering alterna­
tive or comorbid diagnoses. Queries about family history of
ADHD, other psychiatric disorders, and psychosocial adver­
sity (e.g., poverty, parental psychopathology or absence,
family conflict) are especially important because of their rela­
tionship to prognosis .

School-Related Assessment

It is essential to obtain reports of behavior, learning, and
attendance at school , as well as grades and test scores.
Psychoeducational testing is indicated to assess intellectual
ability and to search for learning disabilities that may be mas­
querading as ADHD or may coexist with ADHD. An infor­
mal clinical observation of the classroom and a lessstructured
situation can provide important data regarding the child's
behavior, the teacher's management style, and other charac­
teristics of the academic environment.

Rating Scales

Parent and teacher rating scales yield valuable information
efficiendy.The most commonly used are the parent-completed
Child Behavior Checklist, the Teacher's Report Form (TRF) of
the Child Behavior Checklist, the Conners Parent and Teacher
Rating Scales, the ADD-H: Comprehensive Teacher Rating
Scale (ACTeRS), and the Barkley Home Situations Question­
naire and School Situations Questionnaire.

Medical Evaluation

Medical evaluation should include a complete medical his­
tory and a physical examination within the past 12 months.
History should include the patient's use of prescribed, over­
the-counter, and illicit drugs. Vision or hearing deficits
should be ruled out. If clinical or environmental risk factors
are present , lead level should be measured . Thyroid function
tests are indicated only in the presence of clinical findings.
There are no data to support the use of hair analysis or the
routine measurement of zinc.

Tests

ADHD is a clinical diagnosis; there is no test for ADHD.
Neuropsychological tests are useful to evaluate specific deficits
but are not sufficiently helpful to be routinely performed.
EEG or neurological consultation is indicated only in the
presence of focal signs or clinical suggestions of seizure dis­
order or degenerative condition. There are insufficient data to
support the usefulness of computerized EEG measures (neu­
rometrics or brain mapping), event-related potentials, or neu­
roimaging. Computerized tests of attention and vigilance
(CPTs) are not generally useful in diagnosis.

CLINICAL FEATURES

Children with ADHD suffer from various combinations of
impairments in functioning at school , at home, and with
peers. School-based problems include lower than expected or
erratic grades, achievement test scores, and intelligence test
scores, caused by gaps in learned material, poor organiza­
tional and study skills, difficulty with taking tests due to inat­
tention and impulsivity, or failure to complete or turn in
homework assignments. Behavioral difficulties related to
ADHD often lead to constant friction among the student,
peers, the teacher, and the parents. The result may be special
class placement, suspension, or expulsion. Peers often quick­
ly reject children with ADHD because of their aggression,
impulsivity, and noncompliance with rules.

The DSM-Nestimates the prevalenceof ADHD in school­
age children is between 3% and 5%. Although early research
suggested that clinically referred girls and boys with ADHD
had different risk factors and characteristics, more recent
studies have found few differences related to gender. Teachers
identify more boys than girlswith ADHD symptoms .

The evidence from family genetic studies converges to sug­
gest that there is a substantial genetic contribution to the eti­
ology of ADHD. Siblings of children with ADHD have two
to three times the risk of having ADHD. There is an
increased risk of ADHD in the parents of ADHD children.
Families with ADHD children are likely to have more stress,
feelings of parental incompetence, marital discord , marital
disruption, and social isolation than controls .

Overall, as many as 80% of diagnosed hyperactive chil­
dren continue to have features of ADHD persisting into ado­
lescence and up to 65% into adulthood. A family history of
ADHD, psychosocial adversity, and comorbidity with con­
duct, mood , and anxiety disorders increase the risk of persist­
ence of ADHD symptoms.

Delinquent behavior or antisocial personality is seen on
adolescent or adult follow-up in as many as 25% to 40% of
clinically referred children with ADHD, especially boys with
early conduct problems. Children with ADHD are more
likely to experiment with drugs and to develop significant
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substance abuse problems. Specific predictors of poor prog­
nosis include adult-directed oppositional and aggressive
behavior, low IQ, poor peer relations, and continuing
ADHD symptoms.

DIFFERENTIAL DIAGNOSIS AND COMORBIDITY

Some children may be at the high end of the normal range
of activity or may have a difficult temperament. A variety of
d isorders can be mistaken for ADHD or can co-occur.
Physical causesof poor attention may include impaired vision
or hearing, seizures, sequelae of head trauma, acute or
chronic medical illness, poor nutrition, or insufficient sleep.
Anxiety disorders or realistic fear, depression, or the sequelae
of abuse or neglect may interfere with attention. Mental
retardation, borderline intellectual functioning, and learning
disabilities are commonly mislabeled ADHD although they
often co-occur. Various drugs (including phenobarbitol) may
interfere with attention.

Early-onset mania or bipolar mixed state may be particu ­
larly difficult to distinguish from ADHD or may be cornor­
bid . Helpful distinguishing features of ADHD may be earlier
age of onset, sustained clinical course, and family history.

Comorbidity is present in as many as two thirds of clini­
cally referred children with ADHD, with high rates for oppo­
sitional defiant disorder, conduct disorder, mood disorders,
and anxiety disorders. Tourette's syndrome and chronic tic
disorder are often comorbid with ADHD. Substance abuse
may be comorbid in adolescents. Speech and language delays
are also common.

TREATMENT

Co morbidity, specific target symptoms, and the strengths
and weaknesses of the patient, family, school, and com­
munity enter into the choice of intervention strategies.
Parents, school personnel, and patients are included in the
discussion of treatment options.

The most crucial aspect of treatment planning is to estab­
lish a sufficient therapeutic alliance with the parents, the
patient, and the school to perm it specific treatment interven­
tions to be implemented consistently. This may require indi­
vidual, family, and parent sessions, as well as consultation to
the school. Treatment plans should be individualized , accord­
ing to the pattern of target symptoms and strengths identified
in the evaluation. One way to conceptualize treatment plan­
ning is to consider core symptoms of inattention, impulsivity,
and hyperactivity that are likely to require and respond to
medication; behavioral symptoms to be addressed by envi­
ronmental modification; and skills deficits in academic,
social, or spons domains, which require specific remediation
and do not respond to either medication or behavior mod­
ification. Schools must provide appropriate educational cur-
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ricula, student-to-teacher ratios, or other environmental
accommodations. In addition, psychotherapy may be
required to address secondary relationship problems resulting
from the core ADHD deficits. Severecasesof ADHD require
an ongoing highly structured environment with contin­
gencies that supplement the effects of pharmacotherapy and
psychosocial treatments.

Psychoeducational treatment-providing information to
patients, parents, and teachers-is considered standard prac­
tice. Content includes the symptoms of the disorder, areas of
impairment in individual and family functioning resulting
from the disorder, etiology (including heritability), treatment
options, medication effects and side effects, expected course
and prognostic features, basic principles of behavior manage­
ment, legal rights within the public school system, and how
to work with the child's school. It is useful to address persist­
ent myths regarding ADHD and its treatment. For example,
ADHD does not vanish with puberty and stimulant med­
ications do not act paradoxically, do not cause drug abuse,
and do not stop working at puberty.

Parent counseling may be done with individual parents or
couples, or in groups. The goal is to help parents understand
their child and his or her problems and to modify practices
that may exacerbate the patient's difficulties. The therapist's
understanding of the parents' point of view and of the hard­
ships of living with a hyperactive child or adolescent is crucial.

The most troubling difficulty with both psychosocial and
pharmacological treatments of ADHD is the lack of mainte­
nance of effects once treatment is discontinued and failure of
generalization to settings in which treatment has not been
active. Situations in which symptoms cause the most impair­
ment should be targeted for treatment.

Rating scalessuch as the Child Attention Problems profile,
the Home and School Situations Questionnaires, the IOWA
Conners, the Academic Performance Rating Scale or custom­
designed target symptom scales or daily behavioral report
cards may be useful in monitoring treatment progress.

PHARMACOTHERAPY

The decision to medicate is based on the presence of a
diagnosis of ADHD and persistent target symptoms that are
sufficiently severe to cause functional impairment. The care­
ful clinician balances the risks of medication, the risks of the
untreated disorder, and the expected benefits of medication
relative to other treatments.

Administration of Medications

Faithful adherence to a prescribed regimen requires the
cooperation of the parents, the patient, and school personnel .
Medications may be administered incorrectly because of
parental factors such as lack of perceived need for drug, care-
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lessness, inability to afford medication. misunderstanding of
instructions. complex schedules of administration. and family
dynamics.

Children and adolescents should not be responsible for
administering their medication. They will often avoid. "for­
get," or outright refuse medication. Apparent tolerance or
decreased drug effect may also be due to a reaction to a
change at home or school. Lower efficacy of a generic prepa­
ration is another possibility. although supporting data are
only anecdotal.

Monitoring Medication Efficacy

Multiple outcome measures are essential. The clinician
should work closely with parents on dose adjustments and
obtain annual academic testing and frequent reports from
teachers .

If symptoms are not severe outside of the school setting, a
medication-free trial may be arranged for all or part of the
summer. The purposes are to assess continuing efficacyof and
need for medication, as well as to minimize side effects. If
school behavior and academic performance are stable, a care­
fully monitored trial off medication during the school year
(but not at the beginning) will provide useful data .

Stimulants

In most cases. a stimulant is the first-choice medication.
Stimulants are clearly effective, at least in the short term. and ,
from large numbers of research studies and 60 years of clini­
cal experience in very large numbers of patients. more is
known about stimulant use in children than about any other
drug. In addition, most side effects are mild and easily
reversed, the onset of action is rapid, the dose is easy to
titrate, and positive response often can be predicted from a
single dose.

The majority of hyperactive children improve on stimu­
lants. Although actual response rates vary, a recent study
using a wide range of doses of methylphenidate and dex­
troamphetamine found that 96% improved behaviorally in
response to one or both drugs. Stimulant effects on atten­
tional, academic, behavioral. and social domains are highly
variable. In general, both behavioral and cognitive measures
improve with increasing dose. within the usual therapeutic
range. Whether an individual patient is considered a positive
responder depends on the balance of improvement in target
symptoms with severity of side effects.

No patient characteristics are helpful in suggesting which
stimulant drug is best for a particular child . Methylphenidate
is the most commonly used and best studied and may be
more effective in reducing motor activity than other stimu­
lants. Dextroamphetamine often has a longer duration of

action than methylphenidate, permitting less frequent doses
or reducing gaps in medication effect between doses .
Dextroamphetamine is less expensive, but it is not included
in many third-party formularies. Dextroamphetamine may
be more likely to cause appetite suppression and compulsive
behaviors. If one stimulant is insufficiently effective, another
should be tried before using another drug class.

Long-acting preparations are appealing for children for
whom the standard formulations act briefly (2M to 3 hours) ,
who experience severe rebound, or for whom administering
medication every 4 hours is inconvenient, stigmatizing. or
impo ssible. For some children, Ritalin-SR~(sustained release)
is less reliable and lesseffective than two doses of the standard
preparation, although SR works better for a few children.
Dexedrine Spansule" appears to have more consistent results
than standard methylphenidate and to be more effective for
some children. An advantage of the spansule over Ritalin SR~

is its greater range of available doses.
Magnesium pemoline has the least abuse potential of the

stimulants. It may be given only once a day, although some
children need two daily doses. The frequency of choreoathe­
toid movements , insomnia, chemical hepatitis, and even (very
rare) fulminant liver failure make pemoline rank behind the
Dexedr ine Spansule".

Stimulant medication is typically initiated with a low dose
and titrated weekly according to response and side effects.
Giving medication after meals minimizes anorexia. Patients
without hyperactivity, or with ADHD and comorbid mental
retard ation, may benefit from and tolerate lower doses of
stimulants. Starting with only a morning dose may be useful
in assessing drug effect, by comparing morning and after­
noon school performance. The decision of how many doses
per day (b.i.d. versus t.i.d.) and per week should be based on
the severity and time course of target symptoms.

Stimulants have an extremely high margin of safety. Side
effects are similar for all stimulants and increase linearly with
dose. In the individual patient, however, side effect severity
may differ among the stimulants. Often waiting for a few
weeks or decreasing the dose eliminates or reduces common
side effects such as irritabiliry, headaches, abdominal pain ,
and loss of appetite. Mild appetite suppression is almost uni­
versal, and it may be addressed by giving medication after
breakfast and lunch. Persistent or severe side effects may
require changing drugs.

Rebound effects, consisting of increased excitability, activ­
ity, talkativeness, irritability, and insomnia, may be seen as the
last dose of the day wears off or for up to several days after
sudden withdrawal of high daily doses of stimulants.
Although rebound has not been convincingly demonstrated
in controlled trials, it is frequently encountered by clinicians.
Management strategies include increased structure after
school , a dose of medication in the afternoon that is smaller

1314 }. AM . ACAD . CHILD ADOLESC. PSYCHIATRY. 36 :9. SEPT EMBER 199 7



than the morning and midday doses, use of a long-acting for­
mulation, and the addition of clonidine or guanfacine to the
regimen.

Using a short-acting stimulant t.i.d, does not increase sleep
problems over b.i.d . use. Difficulty falling asleep may be due
to ADHD symptoms, oppositional behavior or separation
anxiety, stimulant drug effect, rebound, or a preexisting sleep
problem .

Stimulants may either worsen or improve irritable mood.
Persistent stimulant-related dysphoria may resolve with a
lower dose or may require switching to a different stimulant
or to an antidepressant medication.

The use of stimulants in patients with tics has been con­
troversial because of concern that new, persistent tics might
be precipitated. As many as 60% of children with ADHD
develop transient, usually subtle tics when one of the stim­
ulant medications is initiated. For children who already
have Tourerte's syndrome or chronic tics, low to moderate
doses of methylphenidate often improve attention and
behavior without significantly worsening tics. Stimulants
should be used with caution when there is patient or family
history of tics. In some cases, a stimulant may be the first­
choice medication, even with a history of tics. If tics appear
or worsen, the usual response is to observe for a few days to
a few weeks. If tics remain problematic, dose reduction or a
different stimulant may be tried. Clinical judgment is
required to balance the relative impairment from tics and
from ADHD symptoms.

The possibility of growth retardat ion resulting from stim­
ulant use has been a concern . Decrease in expected weight
gain is actually small, although it may be statistically signifi­
cant. Effect on height is rarely clinically significant and can be
minimized by establishing drug-free periods. There are few
adverse cardiovascular effects of stimulants. There is no evi­
dence that stimulants produce a decrease in the seizure
threshold.

Bupropion

Bupropion may be effective in children with ADHD and
conduct disorder. However, research data on this drug in chil­
dren and adolescents are limited. The most serious side effect
is a decrease in the seizure threshold, which necessitates
divided doses to reduce this risk.

Tricyclic Antidepressants

Although far less studied than stimulants, controlled trials
of tricyclic antidepressants (TCAs) in both children and ado­
lescents demonstrate efficacy in the treatment of ADHD.
Despite their narrower margin of safety, they may be indi­
cated as second-line drugs for those patients who do not

ADHD SUMMARY

respond to stimulants or who develop significant depression
or other side effects on stimulants, or for the treatment of
ADHD symptoms in patients with tics or Tourette's disorder.
TCAs have a longer duration of action than stimulants, and
rebound is not a problem. Drawbacks include serious poten­
tial cardiac side effects (especially in prepubertal children) ,
the danger of accidental or intentional overdose, sedating and
anticholinergic side effects, and possible declining efficacy
over time.

Desipramine has fewer anticholinergic side effects than
imipramine and has immediate and sustained efficacyin both
children and adolescents, although less than methylpheni­
date. In trials with children and adolescents, nortriptyline
produced improved attitude, increase in attention span, and a
decrease in impulsivity.

Five cases of unexplained sudden death during desipram­
ine treatment have been reported. A causal relationship
between the medication and the deaths has not been estab­
lished. The evidence suggests that treatment with desipram­
ine in usual doses is associated with only slightly added risk of
sudden death beyond that occurring naturally. Desipramine
may represent a greater risk than other TCAs, however.TCAs
should be used only for clear indications and with careful
monitoring of therapeutic efficacy and of baseline and sub­
sequent vital signs and electrocardiogram.

Selective Serotoni~ Reuptake Inhibitors

Anecdotal reports do not support efficacyof the SSRls for
the core symptoms of ADHD.

a-Adrenergic Agonists

Clonidine may be useful in modulating mood and activity
level and improving cooperation and frustration tolerance in
a subgroup of children with ADHD, especially those who are
very highly aroused, hyperactive, impulsive, defiant, and
labile. Although clonidine is not effective in treating inatten­
tion per se, it may be used alone to treat behavioral symptoms
of ADHD in children with tics or those who are non­
responders or negative responders to stimulants. It is most
commonly used as an adjunct to treatment with a stimulant,
although concerns have been raised about the safety of com­
bining methylphenidate and clonidine. Before starting a
patient on clonidine, the clinician should perform a thorough
cardiovascular evaluation .

Guanfacine hydrochloride has recently begun to be used
alone for children with ADHD and Touretre's disorder whose
tics worsen on a stimulant, or in combination with a stimu­
lant in the treatment of children with ADHD who cannot tol­
erate the sedative side effects of clonidine or in whom
clonidine has too short a duration of action , leading to
rebound effects.
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Neuroleptics

These drugs should be used only in the most unusual cir­
cumstances because of lessereffectiveness. excess sedation and
potential cognitive dulling. and risk of tardive dyskinesia or
neuroleptic malignant syndrome.

PSYCHOSOCIAL INTERVENTIONS

Behavior Modification

In the short term. behavioral interventions improve tar­
geted behaviors. social skills. and academic performance in
specific settings but are less useful in reducing inattention.
hyperactivity. or impulsivity. Hyperactive children often
require both instruction to remedy deficits in social or aca­
demic skills and contingency management to induce them to
use the skills.The greatest weaknessesof behavior therapy are
lack of maintenance of improvement over time and failure of
changes to generalize. Maximally effective programs benefit
from home and school cooperation, focus on specific target
behaviors. provide contingencies that follow behavior quick­
ly and consistently. and incorporate novelty to maintain
interest. In general. behavior modification alone is less effec­
tive than medication alone. Most controlled studies dem­
onstrate little additional benefit when behavior modification
is added to medication .

Behavioral Techniques in School Settings

Techniques for use in schools include token economies,
class rules, and attention to positive behavior, as well as time­
out and response cost programs. Reinforcers may be dis­
pensed through the use of daily report cards. The homework
notebook is useful in improving completion of assignments.

Parent Training

Parents are taught to give clear instructions. to positively
reinforce good behavior. to ignore some behaviors. and to use
punishment effectively. The most powerful parent training
programs use a combination of written materials. verbal
instruction in social learning principles and contingency man­
agement. modeling by the clinician. and behavioral rehearsal
of specific skills.The high prevalence of ADHD among par­
ents of children with ADHD often makes compliance with
training programs and execution of interventions difficult.

Family Therapy

Family psychotherapy may be indicated to address family
dysfunction stemming either from the difficulty of raising
and managing an ADHD child or from primary parental or
marital pathology. Referral to a parent support group such as
Children and Adults With Attention Deficit Disorders

(CHADD) is a cost-effective intervention that is well
accepted by families.

Individual Psychotherapy

The lack of insight and failure to generalize therapeutic
effects that are characteristic of ADHD mitigate against use­
fulness of individual psychotherapy for ADHD symptoms
per se, Supportive therapy may be useful for children and
adolescents who do not have satisfying relationships with
adults because parents are unavailable or unsuitable, or the
patient's symptoms make it very difficult to establish a posi­
tive relationship.

Multimodal Treatment

Although clinical wisdom and the need to address multi­
ple problems favor multirnodal treatment of ADHD. there
are very limited research data to support it. In the clinical
setting . multimodal treatments may be indicated to address
comorbid conditions or ADHD target symptoms that are not
sufficiently improved by medication. The combination of
classroom behavior therapy (token economy. time-out. and
daily report card) with a low dose of methylphenidate is able
to produce the same result as a high dose of medication
alone. An ongoing 4-year study has not found intensive
multi modal treatment to be additive to stimulant medication
in improving functioning. Following multimodal treatment.
a greater proportion of children with ADHD are not able to

function adequately without medication. At the 2-year eval­
uation . medication has not been able to be withdrawn with­
out clinical relapse. "Medication only" in this study entailed
a detailed evaluation prior to treatment; individualized
titration of three-times-daily doses (7 days per week) using
weeklyfeedback from parents. teachers. and the children; and
monthly 30- to 45-minute sessions to evaluate medication
efficacyand side effects and to provide clinical management.
educat ion, and support. This model of medication man­
agement bears little resemblance to routinized prescription of
medication with I5-minute "medication checks" monthly or
even less frequently.

Dietary Interventions

Since the mid-1970s. the advocates of dietary treatment of
behavioral problems have been remarkably persistent despite
the lack of scientific evidence. Familieswho insist on trying a
diet should be permitted to do so, provided the diet is nutri­
tionally sound, because initial attempts to dissuade them may
disrupt the therapeutic alliance. Controlled studies have been
unable to demonstrate that ingestion of sugar has an effect on
activity or aggression in normal or hyperactive children. even
those identified by their parents as sugar-responsive.
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SPECIAL ASPECTS OF ADHD IN PRESCHOOL

CHILDREN

Parent training in a group setting for families of pre­
schoolers with ADHD can improve child compliance, paren­
tal style of interaction, and parental management skills. In
this age group, stimulants have more side effects and lower
efficacy and therefore should be used only in more severe
cases or when parent training and placement in a highly
structured, well-staffed preschool program have been unsuc­
cessful or are not possible.

SPECIAL ASPECTS OF ADHD IN ADOLESCENTS

The clinical picture in adolescents tends to include restless­
ness rather than gross hyperactivity. Impairment in adoles­
cents results in diminished school performance, low
self-esteem, poor peer relations, and erratic work record.
Stimulants remain effective in the treatment of adolescents
with cognitive or behavioral symptoms of ADHD.
Youngsters who are positive responders as children do not
require a change in drug at puberty, and newly diagnosed
adolescents may be started on a stimulant. Noncompliance
with medication and the risk of misuse of stimulants is
increased. Giving or selling medication to peers is more com­
mon than abuse by the patients themselves.

ADHD IN ADULTS

ASSESSMENT

ADHD is often missed in adults, particularly if the disorder
was not identified when the patient was a child. Adults often
seek evaluation and treatment after ADHD has been diag­
nosed in their child and the parent recognizes the symptoms.
Clues to the diagnosis include a school history of undera­
chievement and childhood labels of undisciplined, unmoti­
vated, immature, "spacecadet," "spacey," or daydreamer.

Assessment of ADHD in adults includes a complete psy­
chiatric evaluation with particular attention to the core
symptoms of ADHD. Childhood history is absolutely
essential. Due to the high prevalence of comorbid substance
abuse, focused inquiry regarding drugs and alcohol and a
urine drug screen are often indicated. Standardized rating
scales may be useful.

ADHD SUMMARY

CLINICAL FEATURES

Adults with ADHD suffer from impairment in attention,
impulse control, problem-solving strategies, school perform­
ance, academic attainment, self-esteem, peer relations, and
work record. Marital disruption is increased.

The differential diagnosis of ADHD in adults includes agi­
tated depression, hypomania, dissociative disorders, border­
line or antisocial personality disorder, alcohol and drug abuse
or withdrawal (especially cocaine), and a variety of primary
medical conditions and cognitive brain syndromes.

TREATMENT

As with child and adolescent patients, education about
ADHD is a core feature of the treatment plan. Involvement
of the patient's significant others may be useful in obtaining
feedback about the efficacy of treatments and in improving
cooperation with treatment.

The same medications used for children are effective in
adults, although adults with ADHD appear to have more var­
iability in drug response than do children with ADHD. As
with child patients, target symptoms should be identified,
with clear baselines and repeated reevaluation in order to
assess progress. Medications appear to have qualitatively the
same therapeutic effects regardlessof age. In choosing a med­
ication, consideration should be given to potential abuse of
the drug and to comorbid diagnoses.

PSYCHOSOCIAL INTERVENTIONS

The data on psychosocial interventions in the treatment of
adults with ADHD are entirely anecdotal. Psychotherapy is
unlikely to be successfulwithout pharmacotherapy, but this is
not a unanimous opinion. Without appropriate medication,
cognitive therapies may be ineffective and psychodynamic
psychotherapy even harmful. Family therapy may be helpful
in addressing the chaotic relationships that often result from
ADHD.
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