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IntroductIon
Attention deficit hyperactivity disorder 
(ADHD) is one of the most common 
neurobiological disorders of childhood. 
ADHD is defined in the Diagnostic and 
Statistical Manual of Mental Disorders, 
5th edition (Text Revision) (DSM- V- TR) 
and is termed ‘hyperkinetic disorder’ 
in the International Classification of 
Diseases, 10th revision (ICD-10).1

There are three principle features of 
ADHD:

 ► Impulsivity: causing premature and 
thoughtless actions with a potential for 
harm and desire for immediate rewards.

 ► Hyperactivity: a restless and shifting excess 
of movement. The patient may excessively 
fidget, tap or talk.

 ► Inattention: a difficulty sustaining focus as 
well as disorganisation.

The diagnosis is based on a combination 
of these symptoms, in excess of what is 
normal for age or developmental stage. 
There is likely to be considerable impact 
on a child’s social, emotional and cogni-
tive development, resulting in significant 
difficulties within the home, social and 
educational settings.

A meta- analysis of 154 studies esti-
mated a worldwide prevalence of around 
5% using the ICD/DSM criteria.2 A 
further 5% of children are thought to 
have substantial difficulties with these 
symptoms but do not meet the diagnostic 
threshold for diagnosis.3

PrevIous guIdelIne
This guideline updates and replaces the 
previous NICE guideline CG72 (2008). 
This was used in conjunction with NICE 
technology appraisal guideline TA98 
(2006), which covered some of the treat-
ments for ADHD, such as methylpheni-
date, atomoxetine and dexamfetamine.

InformatIon about the current 
guIdelIne
This guideline was commissioned by 
NICE and developed by the National 
Collaborating Centre for Mental Health 
(NCCMH), a collaboration of organisa-
tions within the mental health field. There 
was input from service users, carers and 
professionals from psychiatry, paediatrics, 
clinical psychology, education, general 
practice, nursing and child and adolescent 
mental health services. The guideline is 
intended for use in children over the age 
of 3 years up to adulthood. See box 1 for a 
link to the full guideline and other related 
guidelines.

Key Issues thIs guIdelIne 
addresses
service organisation

 ► The child or young person should be seen 
by a multidisciplinary specialist paediatric 
ADHD team, who have expertise in diag-
nosis, treatment and management.

 ► Multiagency groups with representatives 
from the ADHD team, paediatrics, mental 
health and forensic services should be 
responsible for local training initiatives 
and overseeing the coordination of parent- 
training and education programmes.

 ► Age appropriate psychological services 
should be available for children and their 
parents/carers.

 ► Transition to adult services should be made 
in consultation with the adult psychiatric 
team. Consider using the NICE guideline 
on ‘Transition from children’s to adults’ 
services for young people using health or 
social care services’ NG43.4 Reassessment 
may be required to establish the need for 
continuing medication in adulthood. The 
authors suggest using the ‘care programme 
approach’ (CPA) to assist with transition.

referral from primary care
Patients presenting to primary care with 
symptoms of ADHD should undergo 
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Box 1 Link to resources

 ► National institute for Health and Care Excellence 
Guideline NG87. Attention Deficit Hyperactivity Disorder: 
diagnosis and management. Published March 2018, 
https://www.nice.org.uk/guidance/ng87

 ► Full report by the British Psychological Society, which 
formed the basis for the guideline. Attention Deficit 
Hyperactivity Disorder: Diagnosis and Management of 
ADHD in Children, Young People and Adults. National 
Collaborating Centre for Mental Health (UK). Leicester 
(UK); 2018 Mar. Full report 664 pages. Detailed 
information about all aspects of ADHD in https://www.
ncbi.nlm.nih.gov/books/NBK493361/pdf/Bookshelf_
NBK493361.pdf

 ► National institute for Health and Care Excellence 
Guideline CG158. Antisocial behaviour and conduct 
disorders in children and young people: recognition and 
management. https://www.nice.org.uk/guidance/cg158

 ► Scottish intercollegiate Guidelines Network 112. 
Management of attention deficit and hyperkinetic 
disorders in children and young people 2009. https://
www.sign.ac.uk/assets/sign112.pdf

Box 2 Recognition of ADHD, those with the 
following risk factors are at a higher incidence of 
ADHD

 ► History of prematurity, epilepsy, neurodevelopmental 
disorders (eg, autism spectrum disorder (ASD), learning 
difficulties/disability, tic disorders or tourettes) and 
acquired brain injury.

 ► Children and young people with mood disorders.
 ► Looked- after children and young people.
 ► A close family member diagnosed with ADHD.
 ► Children and young people with oppositional defiant 
disorder or conduct disorder.

 ► Children known to the Youth Justice System and those 
with history of substance misuse.

 ► Be aware that ADHD in girls is thought to be under- 
recognised and underdiagnosed. Girls are more likely to 
receive an incorrect diagnosis of another mental health 
or developmental disorder.

ADHD, attention deficit hyperactivity disorder.

assessment to determine the severity of the problems, 
how they affect the child and family and the extent to 
which they pervade different settings.

Options for management in those whose attention 
and behavioural problems are adversely affecting their 
development or family life (when seen in primary 
care):

 ► Watchful waiting for up to 10 weeks.
 ► Offer referral to a group- based ADHD focused support 

(referral for this support does not required a formal 
diagnosis).

 ► If the problems persist with at least moderate impair-
ment, referral to secondary care in indicated.

 ► If the problems are associated with severe impairment, 
referral should be made directly to secondary care.

 ► The schools special educational needs coordinator can 
support the family with behaviour and direct the parents 
to local parent- training/education programmes.

 ► Primary care providers should not make the initial diag-
nosis or start medication in children or young people 
with suspected ADHD.

diagnosis
A diagnosis of ADHD should only be made by a 
specialist psychiatrist, paediatrician or other appropri-
ately trained healthcare professional with expertise in 
ADHD diagnosis.

Diagnosis is based on:
 ► Full clinical and psychosocial assessment of the child, 

including their behaviour and symptoms in different 
domains. See box 2 for risk factors for ADHD.

 ► A full developmental, medical and psychiatric history.
 ► Reports from school/nursery or other observers.
 ► Rating scales such as the Conners’ rating scales and the 

‘Strength and difficulties Questionnaire’ can be useful 

adjuncts; however, the diagnosis cannot be ruled in or 
out based on these.

 ► Other considerations should include the child’s socio-
economic situation including their parent/carers mental 
health.

As per DCM-5 or ICD-10, a combination of the symp-
toms of inattention, hyperactivity and impulsivity must 
be present. Symptoms will cause moderate impairment 
and be pervasive (occurring in two or more important 
settings, eg, family, social and education).

supporting families and carers
When giving a diagnosis of ADHD, a structured discus-
sion should take place, covering the areas detailed in 
box 3 and including a shared treatment plan.

 ► Patients receiving a diagnosis of ADHD should be given 
information about local and national support groups and 
voluntary organisations.

 ► Parent training courses may be beneficial to assist with 
children’s difficult behaviour.

 ► A structured routine is important for these children 
and the child needs clear and consistent rules about 
behaviour.

 ► Children whose symptoms are below the threshold 
required for a diagnosis may also benefit from being 
signposted to support groups and information sources.

communicating the diagnosis to other agencies
In children with ADHD, the involvement of their 
school is a vital part of their ongoing management. 
Share the diagnosis with the child’s school and explain 
how the symptoms are likely to affect the child. There 
may be coexisting conditions such as learning disabil-
ities that require additional adjustments. Ensure that 
a treatment plan is given; identifying the presence of 
special educational needs and any advised reasonable 
adjustments or environmental modifications.
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Box 3 Issues to discuss with patients with 
diagnoses of ADHD

 ► Positive impacts of receiving a diagnosis: improved 
understanding of symptoms, being able to build on 
individual strengths, improved access to services.

 ► Negative impacts of receiving a diagnosis: stigma and 
labelling.

 ► Difficulties of living with ADHD:
 – Tendency for impulsive behaviour.
 – Social relationship issues.
 – An increased risk of substance misuse and 

self- medication.
 – Future employment issues (eg, impact on career 

choices and rights to reasonable adjustments in the 
workplace).

 ► Management strategies:
 – Environmental modifications to reduce the impact of 

ADHD symptoms.
 – Reasonable adjustments at school and college.

 ► People with ADHD must declare their diagnosis to the 
driver and vehicle licensing agency (DVLA) if their ADHD 
symptoms or medication affect their ability to drive 
safely.

ADHD, attention deficit hyperactivity disorder.

Figure 1 Management of ADHD according to age. Based on the 
NICE recommendations. ADHD, attention deficit hyperactivity disorder; 
CBT, cognitive behavioural therapy; DSM-5, Diagnostic and Statistical 
Manual of Mental Disorders, 5th edition; ICD-10, International 
Classification of Diseases, 10th revision.

Figure 2 Recommended pharmacological treatment of ADHD in 
over 5 year olds. ADHD, attention deficit hyperactivity disorder.

Ensure that any other healthcare professionals 
involved with the patient are made aware of the 
ADHD diagnosis.

treatment
Patients with ADHD need a comprehensive, holistic 
treatment plan that addresses psychological, 
behavioural and educational needs. A detailed discus-
sion is needed prior to starting treatment, about the 
treatment options, their benefits and harms. See 

figure 1 for management of ADHD according to age 
group: under 5 years and over 5 years.

Non-pharmacological treatments
 ► ADHD focused support groups and parent training 

programmes.
 ► Balanced diet, and if certain foods appear to exacerbate 

hyperactive behaviour, consider referral to a dietician 
for further advice. Do not routinely advise elimination 
of artificial colouring and additives from the diet.

 ► Regular exercise.
 ► Cognitive behavioural therapy (CBT) if still significantly 

symptomatic once medication has been given (in over 
5 year olds). This can help address specific problems such 
as difficulties with social skills, problem solving, self- 
control, active listening and dealing with and expressing 
emotions.

Pharmacological treatments
 ► Ensure a full medical and drug history is taken. Focus on 

the presence of coexisting mental health and neurode-
velopmental conditions.

 ► Medications should only be initiated by a specialist in 
ADHD. There are ongoing concerns about the long- term 
effects of medication on young children. Parents should 
be made aware of the risks and benefits when prescribing 
medication.

 ► Medications are only licensed for children of 6 years and 
over,5 although the British National Formulary for Chil-
dren (BNFc) has a recommended dose of methylpheni-
date for those aged 4 and 5 years. See figure 2 for the 
flowchart of treatment in children over 5 years of age.

 ► Baseline investigations:
 – Height, weight.
 – Blood pressure (BP) and pulse against normal ranges 

for age/sex.
 – Cardiovascular examination.
 – ECG, if treatment may affect the QT interval.

 – BNFc advises caution in using atomoxetine and 
guanfacine if there is QT interval prolongation.6

 – Refer to cardiology if there are abnormalities in the 
history or examination that suggest a cardiac disease 
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or family history of sudden death in an under 40 year 
old.

 ► Medication needs to be titrated up to the optimum dose. 
Children with coexisting neurodevelopmental disor-
ders, mental health conditions and other physical health 
conditions need to have their dose titrated up slowly.

 ► When using stimulant medications, a combination of 
immediate release and modified release preparations can 
be used to optimise the effect throughout the day.

Medication issues:
 ► Stimulant medications (methylphenidate and lisdexam-

fetamione) can affect appetite:
 – Measure height every 6 months in children.
 – Weight should be measured every 3 months in those 

under 10 years of age, and at 3 months, then 6 month-
ly intervals in children over the age of 10 years.

 ► Monitor the BP and heart rate of people taking 
medication.

 ► If a child or young person with ADHD experiences an 
acute psychotic or manic episode, stop their ADHD 
medication. You can consider restarting a new ADHD 
medication, but only after this episode has resolved.

 ► Guanfacine (a non- stimulant ADHD medication) can 
cause orthostatic hypotension; if this occurs, the dose 
can be reduced or stopped.

 ► Patients with coexisting conditions such as anxiety, tics 
and ASD should be offered the same choice of medica-
tion as those without.

 ► During the titration phase, ADHD symptoms and side 
effects should be recorded on standard scales by parents 
and teachers to review the efficacy of treatment.

What can I contInue to do as before?
 ► Manage ADHD in partnership with the patient’s GP in a 

Share Care Protocol arrangement.
 ► Continue to use non- pharmacological treatments as first 

line in children under 5 years.
 ► Non- specialists (GPs or general paediatricians) should 

continue to refer patients to specialist ADHD services 
and not make diagnoses or start medication.

What should I start doIng?
 ► Offer group- based parent training ADHD support as a 

first line in children over 5 years diagnosed with ADHD. 
Consider offering individualised support if there are 
more complex issues.

 ► When advising the need for parenting classes, explain 
that children with ADHD have a need for enhanced 
parenting skills, compared with non- ADHD children. 
Emphasise to parents/carers that this is not a judgement 
on their parenting.

 ► Review patients on ADHD medications at least once a 
year. Consider the ongoing need for medication and the 
presence of new or coexisting conditions.

 ► Monitor height and weight as recommended and 
consider planned breaks from medication or referral to a 
dietician if growth is affected.

What should I stoP doIng?
 ► Do not advise elimination of artificial colouring and 

additives from the diet.
 ► Do not advise fatty acid supplementation.
 ► Stop using the terms, mild, moderate and severe ADHD. 

The current categorisation focuses on the presence 

of significant impairment in the different domains of 
everyday life.

crItIcal revIeW/unresolved questIons
 ► There are limited resources within child and adoles-

cent mental health and community services. Funding 
for ADHD specific parenting support are not available 
in all areas, despite it being a first- line treatment for all 
age groups. Likewise, the availability of CBT, dietetic 
support and joint clinics for transition is also in ques-
tion. However, there may be services within education, 
social services and the voluntary sector that may be 
accessible to your patients; it is worth discussing with 
your wider multidisciplinary colleagues and thinking 
outside the box. Similarly, the difference between a 
referral to a ‘tertiary referral unit’ and ‘obtaining advice 
from a specialist ADHD service’ may be dependent on 
geographical location.

 ► A recent meta- analysis of 81 randomised controlled trials 
in over 10 000 children with ADHD supported the use 
of methylphenidate as the first- line treatment,5 which 
fits with the recommendations in the guideline. Amphet-
amines were actually the most effective, but were less 
well tolerated in comparison to methylphenidate. All 
drug treatments were more effective than placebo. In 
adults, amphetamines were the most effective, best toler-
ated and most acceptable.

 ► There is limited evidence for the use of medication to 
treat children who are aged 5 or under, and most ADHD 
specialists are reluctant to prescribe to children less than 
6 years of age. Long- term side effects on growth and 
development are not known. More research is needed 
to determine the best approach with these children, as 
symptoms may disrupt the child’s early school experi-
ence and affect their ongoing learning.

 ► The guideline recommends the care programme 
approach (CPA) during transition. This is a package of 
care used for patients with mental health problems. It 
involves a care co- ordinator who manages a tailored 
care plan, which addresses medications, financial issues, 
housing, support and helping the patient to understand 
their individual strengths, goals and difficulties. We 
would question if all patients with ADHD require this 
level of support during their transition.

 ► More research is needed to guide the management of 
patients who have not responded to the monotherapies 
detailed in the guideline. Could a stimulant and non- 
stimulant combination be effective?
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