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possibility of comorbidity. A report from
the school is helpful. When enquiring
about family history, it is useful to ask
parents about their own experiences at
school and whether they had difficulties
with concentration, behaviour or
academic work, for example, did they
receive additional learning support? 
If there is a strong suspicion of ADHD, a
referral should be made to the local child
and adolescent mental health service
(CAMHS) or a paediatrician with a
special interest in ADHD.

SPECIALIST ASSESSMENT
This should involve a clinical interview
with the child and parents covering
presenting difficulties and interventions
to date, prenatal and developmental
history, family history and family
functioning. In addition, older children
may have an individual assessment. 

Clinical examination of children and
young people should include a systems
inquiry, details of previous health
problems, current drug treatment, and
physical examination. Vision and hearing
should be assessed and formally tested
if indicated.

Parental consent should be sought to
obtain information from the child’s
school regarding presentation as well as
attainment level and the child’s level of
achievement relative to age and ability.

Questionnaires/rating scales,
completed by parents and school (and
adolescent patients) can be helpful.
There is no laboratory or psychological
diagnostic test. Observation of the child
at school, in both a structured and
unstructured setting, can be helpful,
particularly in complex cases but is 
time consuming.

A diagnostic formulation should then
be made, including the presence of
secondary problems and comorbid
disorders (which may require further
assessment and treatment). 

A management plan needs to be
agreed with the family. This should
include the provision of information on
ADHD and parental consent to involve
the school in further management.

ADHD can impact on many areas of a

child’s life. Therefore a comprehensive
package of care is required. SIGN
continues to underline the importance
of a multi-agency approach to ADHD
management, involving both health and
education services. The multidisciplinary
guideline development group (GDG), in
updating the treatment section,
reviewed evidence for the effectiveness
of a range of interventions, including
psychological, pharmacological and
alternative treatments. 

Figure 1 summarises the main
recommendations on specific treatment
approaches (see p36). 

INTERVENTIONS FOR ADHD
Psychological interventions
The GDG found a relative lack of
randomised trials of psychological and
other non-pharmacological
interventions for core ADHD symptoms.
No good quality studies were identified
in adolescents.
Parents:The most commonly evaluated
psychological intervention is
behavioural training for parents. This is a
treatment method which teaches
parents how to apply child
management strategies, improve their
parenting skills and help them deal with
specific problem behaviours. It also
includes encouraging parents to identify
and reinforce appropriate behaviours
and helping parents engage in play and
child-centred activities. 

SIGN recommends behavioural
training as first-line management for
parents of preschool children with
symptoms of ADHD. This should be
provided by trained facilitators.

Parenting training programmes are
recommended for parents of school
children with ADHD as first-line
management where symptoms are
mild. In more severe cases, training is
recommended for the treatment of the
associated behavioural and/or anxiety
disorders which commonly coexist 
with ADHD.
Child: Individual cognitive, self-regulatory
training (particularly targeting impulsive
behaviours) has not been shown to be
very successful in children. Psychosocial »

Table 2

Other disorders associated 
with ADHD
• mood disorders
• anxiety 
• other behavioural disorders (e.g.
conduct disorder, oppositional defiant
disorder)
• autism spectrum disorders 
• tic disorders 
• specific learning difficulties 
• developmental co-ordination
disorder 
• sleep disorders in up to 50% of cases

Table 1 

Subtypes of ADHD
DSM-1V identifies three subtypes of ADHD:
• predominantly inattentive
• predominantly hyperactive-impulsive
• combined type (inattention and hyperactivity/impulsiveness)

ICD-10 describes hyperkinetic disorder (HKD) which equates best with the
combined type of ADHD. Symptoms are pervasive with onset before the ageof six

treatment approaches with the child are
best reserved for associated problems
such as anxiety, low self-esteem and
difficulties with peer relationships. 
School: Individualised school
intervention programmes including
behavioural and educational
interventions are also recommended for
children with ADHD. 

Pharmacological treatments
Medication is recommended as first-line
treatment for core symptoms of severe
ADHD (i.e. HKD) and for milder forms
when simple behavioural interventions
alone have been unsuccessful. 

The use of medication, and in
particular stimulants such as
methylphenidate, has sparked
controversy in the lay media. And yet
these are relatively safe drugs, which
have been used for decades, and have
been shown in numerous studies to be
effective in treating the core symptoms
of ADHD, at least in the short- to
medium-term (24 months). 

There are three licensed medicines in
the UK for the treatment of ADHD: the
psychostimulants methylphenidate
hydrochloride and dexamfetamine
sulphate and the non-psychostimulant
atomoxetine. Methylphenidate and
atomoxetine are licensed for use in
children aged six years and above,
whereas dexamfetamine is licensed for
use in children aged three years and
above. Medication is not recommended
as first-line therapy for children of
preschool age.

The continuing benefit from, and
need for, medication should be assessed
at least once per year.

Psychostimulants 
SIGN recommends psychostimulants as
first choice medication for core symptoms
of ADHD. In the UK, in practicethis is
usually methylphenidate. If there is no
response to methylphenidate or poor




