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ADHD: Referral

• The possibility of this diagnosis is often raised 
because of concerns regarding a child's 
behaviours.

• Assessment needs consideration of possible 
individual factors (the child), family factors, 
and social / environmental / educational 
factors.



ADHD: Co-morbidity

• Other disorders or difficulties are frequently 
present with ADHD, including

• Parents with ADHD themselves

• Learning difficulties in child and/or parent(s)

• Autistic spectrum disorder in child and/or parent(s)

• Possible “attachment disorder”, perhaps after adoption

• Conduct disorder

• Tic disorder / Tourette’s

• Foetal alcohol syndrome



ADHD: Classification

• ICD-10 (published by the World Health 
Organization in 1992):

• Inattention
• Hyperactivity
• Impulsivity

• DSM-5 (published by the American Psychiatric 
Association in 2013):

• Inattention and hyperactivity or impulsivity.

• Note: Clinical diagnostic criteria are not “written in stone”. They 
change in line with new clinical and research findings. They should 
be used by clinicians trained in their use.  



ADHD

• Assessment for ADHD (and possible comorbid / co-
existing difficulties) requires information from child, 
parents(s) / carers, and school.

• Research shows that most of us (children and adults) 
can cope with one adversity but when we are trying to 
cope with multiple adversities all at the same time, the 
effects don’t just add up, they multiply. 

• All interventions work best when a chid feels safe, 
loved, and contained, and has clear and consistent 
boundaries, with authoritative (not authoritarian) 
parenting.



Parenting tasks

Competent parents:

• are there when needed; 

• protect their children from harm; love their children (provide affection, provide 
support, provide comfort, provide food and shelter);

• use their authority (so that they are in charge of their children, rather than vice 
versa);

• respect their children’s immature status and judge it accurately;

• keep adult business (sex, marital conflict, etc.) away from their children;

• set reasonable limits of tolerance on their children’s behaviour;

• establish a moderate amount of justifiable household rules; 

• have their own lives and do not live through their children; 

• maintain their own self-esteem and personal development.



Parenting styles

A framework based on observations of parenting practice is the work of Diana 
Baumrind, who characterised three main groups of parenting style:

• Authoritarian (power-imposed, autocratic, detached, unaffectionate):
– Children may become compliant but withdrawn and dependent. 
– Can be neurotic if low emotional warmth (inwardly directed hostility).

• Permissive (laissez-faire, indulgent, affectionate):
– Children may become immature, lacking purpose, self-control and self-direction
– Increased risk of future drug or alcohol abuse.

• Authoritative (use parental authority and household rules/limits with some 
explanation, attend to child’s view, grant some responsibility to child but retain 
veto):  
– Children more likely to develop characteristics valued by Western society, such as 

independence, assertiveness, creativity, and friendliness.



ADHD: Psychiatric assessment

• A comprehensive psychiatric assessment includes the following:
– The presenting concerns
– The history of the presenting concerns
– Family history
– Personal history
– Past psychiatric history
– Involvement of other agencies.
– Previous medical history
– Medication
– Allergies
– Social history
– Premorbid personality
– Mental State Examination
– Height, weight, blood pressure, pulse.
– Further information – from school, etc.
– Questionnaires and standardised assessments
– Formulation / Diagnosis
– Risk assessment
– Recommendations / Plan for care
– Review



ADHD: Interventions

• Use reliable and trustworthy sources of information:  
e.g. www.rcpsych.ac.uk

• Behavioural management: Star charts and ABC charts 
can be useful. Changes the behaviours / responses of 
the adults as well as those of the child. 

• Environmental supports: sit at front of class, work 
appropriate to child's ability / smaller chunks, may 
need EHCP. Parent Partnership Services may be able to 
offer advice. 

• Praise and rewards. 

• Medication, with regular CAMHS reviews.

http://www.rcpsych.ac.uk/


ADHD: Medication

• Stimulants: methylphenidate / dexamfetamine

• Immediate-release methylphenidate

• Slow-release methylphenidate:
– Medikinet-XL, Concerta-XL, Xenidate-XL, Equasym-XL

• Others:
– Atomoxetine (‘Strattera’)

– Lisdexamfetamine (‘Elvanze’)

– Guanfacine (‘Intuniv’)

– Clonidine (with tics)



Medication in ADHD

• Age:
– Methylphenidate is not usually prescribed in children under 6 years old.
– Dexamfetamine is sometimes used in younger children.

• Dose: 
– Start at low dose and titrate upwards, to ensure that child takes a dose that is helpful but not 

excessive. 

• Specialist reviews:
– To monitor regularly for progress, dosage and any possible adverse side-effects.
– Child should be involved in decision-making as much as is possible (taking into account 

developmental considerations, age, level of understanding, etc.).
– Remember: A child who is not involved may well  refuse to take any medication!

• Duration:
– Some may  decide to discontinue medication at age 16/17 years, when they leave school, 

don’t require to concentrate so much, and don’t get encouragement to take it from others e.g. 
parents, teachers, or when hyperactivity a less prominent concern

– But some benefit from continuing medication into adulthood (annual specialist review 
recommended).



Other common co-morbid conditions

• Tic disorders

– Tics are quick, sudden, non-rhythmic, 
circumscribed movements which recur 
isomorphically and can be reproduced voluntarily

– Experienced as irresistible but can be suppressed 
voluntarily for short periods.



Tic Disorders

▪ 10-20% of children will have a tic at some stage in 
childhood.

▪ Chronic tic disorder – one or more tics fade, to be 
followed by others, for more than a year.

▪ Tourette’s is combined motor and vocal tics, 
persisting for more than a year, onset before age 
18 years. 



Autistic spectrum disorders (ASD)

• Presentation:
– Initial development may appear normal but, often at age 3 years or so,  the 

child is noted to have a lack of warmth and lack of interest in social 
relationships, or to have tantrums when routines are upset or when the child 
does not get his/her own way.

• How common are autistic spectrum disorders?
– The condition affects about 3 to 4 per 1,000 children.  It is four times more 

common in boys than girls.
– There may be a history of social/communication difficulties and/or language 

difficulties in the family, with individuals having varying degrees of difficulty.

• What is the cause?
– The cause(s) of autistic spectrum disorders is/are unknown but it is suspected 

that genetic factors are of major importance. 



ASD: Features

Eye contact:
– They may avoid eye contact with others.

Speech:
– The quality of speech is often impaired, with lack of variety and intonation.  
– Speech may appear pedantic, due to its monotonous delivery and often laborious emphasis on exactitude 

and the use of language.
– Comments and everyday sayings (such as “Pull your socks up”, “I laughed my head off”) may be taken 

literally.   
– They may find it difficult to hold alternative, ambiguous, or contradictory viewpoints in mind, and may tend 

to see things in a very concrete or certain way.   
– They may have difficulty picking up on vocal intonations, such as anger or sarcasm, with the result that they 

misinterpret what is being said or implied.
– Sometimes they may be very pedantic over details.
– They may tend to turn conversations around to what they are interested in.   
– They may find it difficult to use language in a subtle way.
– They may use words or language in a rather idiosyncratic way, and have difficulty in choosing the most 

appropriate words to use.   

Regulation of emotion:
– The child may react out-of-proportion to the situation when upset. 
– They may have trouble expressing emotions in a proportionate way, so that even small upsets may result in 

tantrums or violent outbursts.  



ASD: Features

Play:
– Lack of social sensitivity is prominent and this sometimes leads to the child giving offence 

when none is intended.  
– The child may lack an understanding of how to play with other children. 
– The child may appear unaware of social conventions or codes of conduct and make 

inappropriate actions and comments. 

Empathy:
– The child may lack empathy. 
– They may find it difficult to share.  

Egocentricity:
– The child may expect others to know their thoughts, feelings, and opinions. 
– There may be a limited appreciation of other people’s personal space. 
– They may tend to see the world from a very egocentric viewpoint, and have difficulty 

recognising that other people have their own, differing views or opinions.  
– They may prioritise their own needs over those of others.  

Rigidity:
– They may find it difficult to change their views, even when new information is received. 
– They may remember details of something that happened many years ago in excessive detail.



ASD: Features

Routines:
– The child may have particular routines and become distressed if these are changed without 

careful planning. 
– They may avoid certain actions, certain clothes/ fabrics/ colours.

Social judgements:
– The child may have difficulty in recognising that there are different hierarchies of people and 

thus talk to everyone in the same way. 
– The child may have difficulty distinguishing between public and private spaces. 
– They may say what they think, regardless of whether it is offensive or rude to others. 
– They may tend to prefer to be on their own, rather than be in large, noisy or complex social 

situations.  
– They may have difficulty picking up on how other people are feeling from their tone of voice, 

facial expression or body language.
– They may mis-perceive others as hostile. 
– As the child gets older, he is likely to be isolated socially both by the fact that other children 

find him odd and by the fact that he appears to have little interest in making friends.



ASD: Features

Areas of interest:
– The individual may have areas of special interest or fascination, such as particular toys, 

computers, dinosaurs, trains, cars, etc., about which they accumulate information.  
– The child is likely to spend more and more time reading about any particular areas of special 

interest. 
– The area of special interest may change from time to time.

Feelings:
– They may expect others to know what they are thinking or feeling without telling them.  
– They may tend not to talk about feelings very much, and not to seek out comfort from others 

when upset, or to comfort others who are upset.  

Other features:
– There may be other features, including clumsiness in motor movement, sensitivity to noise, 

and a dislike of being touched.  
– They may be relatively insensitive to low levels of pain and, for example, go out in the winter 

without wearing a coat.



ADHD: SUMMARY OF PRESENTATION

• ADHD is common.
• It often co-exists with other difficulties.
• Full and detailed assessment is required.
• Interventions include the child, the family, school 

and CAMHS, and other agencies may also 
become involved.

• If on medication, regular reviews at CAMHS are 
arranged.

• Some individuals may benefit from continuing 
medication into adult life.


