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Introduction 

Among the most common neurobehavioral disorders in children seeking treatment is attention-

deficit/hyperactivity disorder (ADHD). It has a high prevalence of co-occurring mental health 

issues, including conduct disorder, mood and anxiety disorders, oppositional defiant disorder 

(ODD), and drug and cigarette use disorders. Untreated ADHD has significant negative effects on 

society and the economy over the course of a person's life, including poor performance in school 

and the workplace, criminality, car accidents, and interpersonal difficulties. An estimated 4% to 

12% of school-age children worldwide are estimated to have ADHD, and survey and 

epidemiologically derived data indicate that 4 to 5% of adults and college students worldwide have 

ADHD. The identification and diagnosis of ADHD in adults has grown in recent years, but treatment 

for adults with the disorder still lags far behind that for children. Men and women with ADHD are 

equally likely to present for diagnosis and treatment as adults, in contrast to the disproportionately 

high rate of boys diagnosed with the disorder compared to girls in childhood. 

 

Diagnosing ADHD- 

Abstract- 

Among the neurobehavioral disorders that children and adolescents most frequently 

seek treatment for is ADHD. ADHD frequently has long-lasting effects that persist 
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It is possible to accurately diagnose ADHD in kids, teens, and adults. The child or adult patient 

must satisfy the requirements listed in the Diagnostic and Statistical Manual of Mental Disorders 

(DSM-IV-TR), according to the most recent guidelines. It is crucial to remember, though, that the 

DSM-IV-TR criteria for ADHD symptoms were developed for children up to the age of 17, not with 

adults in mind. As a result, adults with the disorder may not always "fit" the criteria. The following 

categories apply to the disorder's symptoms: impulsivity—difficulty waiting one's turn and 

frequently interrupting others—hyperactivity—fidgeting, excessive talking, and restlessness; and 

inattention—difficulty maintaining attention and mental effort, forgetfulness, and distractibility. 

The DSM-IV-TR criteria also include more than six months of duration, onset by age 7, and 

impaired functioning in at least two settings (home, work, school, and job). There are currently 

three subtypes of the syndrome identified: the combined type, which is the most common, usually 

more severe, and with more comorbidity, and the predominantly inattentive and hyperactive-

impulsive subtypes. The inattention cluster of symptoms is present in 90–95% of adults and 

adolescents with ADHD, at least in part because of the disorder. 

Ancillary scales are used in a clinical setting to diagnose ADHD. During the patient and/or parent 

interview, the patient's symptoms, degree of impairment, potential comorbidity, family history, and 

psychosocial stressors may be ascertained. Paediatric evaluations include an assessment of the 

child's school, medical, and neurological status in addition to behaviour and parent-child 

interactions. There are numerous follow-up and diagnostic scales available. The Brown Attention-

Deficit Disorder Scales for Children, the Conners Rating Scales-Revised, the SNAP-IV Teacher and 

Parent Rating Scale, the ADHD Symptom Checklist, and others are among the symptom scales used 

with all age groups to evaluate performance at home, school, and at work. These instruments 

should not be used exclusively to confirm or deny the diagnosis, even though they can quantify 

behaviour that deviates from norms. 

The pathophysiology of ADHD in children and adults is linked to abnormalities in the structure and 

function of the brain, according to a large body of research. Decades of research have shown that 

children with ADHD perform worse on tasks measuring vigilance, motoric inhibition, planning, 

organisation, complex problem solving, verbal learning, and memory. Significant 

neuropsychologically derived executive dysfunction is linked to learning impairments and a worse 

long-term prognosis in children with ADHD. Adult ADHD sufferers are starting to show similar 

results. Neuropsychological testing is helpful in identifying learning disabilities, subaverage 

intelligence, and specific information processing deficits, but it is not a clinical tool for diagnosing 

ADHD in adults. 

 

Treatment- 

The two main areas of management for ADHD are non-pharmacological (individual and family 

psychotherapy, educational remediation) and pharmacological. 2. Support groups offer an 

invaluable and reasonably priced setting where people can learn about ADHD and resources 

available for themselves or their children. These groups cater to children, adolescents, and their 

families as well as adults with ADHD. You can find support groups online, by calling an ADHD 

hotline, or by joining a sizable support group organisation (like Adults with ADHD-ADDA, or 

Children and Adults with ADHD-CHADD). 

Most of the time, specialised educational planning based on the child's challenges is required. 

Since one-third of youth with ADHD also have learning disorders, screening for ADHD should be 

done, and appropriate individualised educational plans should be created for each child. Working 

closely with the child's school guidance counsellor, who can establish direct communication with 
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the child and act as a valuable intermediary between educators and school administrators, is 

something that parents should be encouraged to do. The psychologist at the school can be useful 

in both developing and carrying out the individualised education plan and in providing cognitive 

testing. When an individual with ADHD experiences behavioural or academic difficulties, 

educational modifications should be taken into account. More structure, a set schedule, study aids, 

resource room time, and completed assignments are some of the common educational concerns 

for these people. To maximise the ability to finish homework, similar changes should be made to 

the home environment. For young people, regular parent-school communication regarding the 

child's development is crucial. 

 

Psychosocial treatment- 

The antecedent behaviour consequence model is frequently used in parent education. It is carried 

out through a variety of techniques, such as parent education with individual families, videotapes, 

small and large parent training groups, and child-involved behavioural sessions. Almost all 

children with ADHD have to deal with behavioural and organisational expectations and demands in 

the classroom. Training teachers in the application of these strategies is a common component of 

classroom behavioural interventions. 

Using antecedents and/or consequence techniques, teachers can carry out both individual and 

whole class interventions. Understanding the variety of antecedents (such as boredom, peer 

provocation, unclear inconsistent rules, etc.) that lead to behavioural problems is the foundation 

for antecedent interventions. Understanding the causes of inappropriate behaviour and using 

rewards to reinforce appropriate behaviour are key components of antecedent/consequence 

interventions. In consequence-based interventions, appropriate classroom behaviour is promoted 

through the prudent application of punishment. 

To help the child with ADHD, accommodations should be taken into account. To promote 

attention, for example, different behavioural techniques can be applied in the classroom 72. These 

include putting the ADHD child close to the teacher, removing distractions from the surroundings, 

and setting up the chairs in traditional rows as opposed to clusters. It has been demonstrated that 

children with ADHD benefit from lessons that incorporate novelty and stimulation in simple, 

repetitive tasks rather than in novel or challenging ones. Peer-mediated interventions and token 

economies are two more strategies that have been proven successful in the academic context. 

 

Summary- 

Globally common, attention-deficit/hyperactivity disorder is a heterogeneous condition that often 

lasts from adolescence into adulthood. The diagnosis of attention-deficit/hyperactivity disorder is 

still made after a thorough history and consideration of the symptoms of the condition as well as 

how typical behaviour develops during development. It is now understood to be a more chronic 

illness, with about half of children displaying symptoms and impairment well into adulthood. The 

majority of people with ADHD also suffer from a comorbid condition, such as conduct, 

oppositional, anxiety, or mood disorders. Furthermore, ADHD is associated with severe impairment 

in the social, occupational, intrapersonal, and academic domains, all of which call for treatment. 

The central finding is that catecholaminergic dysfunction is a neurobiological and genetic basis for 

ADHD, which is strongly supported by convergent data. 

In the treatment of ADHD, psychosocial interventions like educational remediation, 

structure/routine, and cognitive behavioural approaches should be taken into account. Research 

from the present shows that adults with ADHD who receive particular cognitive therapies have 
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better results. A large body of research demonstrates that pharmacotherapy is beneficial for 

improving associated impairments in addition to the primary behavioural symptoms of ADHD. The 

presentation, traits, neurobiology, and response to treatment of ADHD are similar in paediatric and 

adult populations, indicating that the disorder persists throughout life. 

 

References- 

1. Greenhill LL, Pliszka S, Dulcan MK, et al. Practice parameter for the use of stimulant 

medications in the treatment of children, adolescents, and adults. Journal of the American 

Academy of Child and Adolescent Psychiatry. 2002 Feb;41(2 Suppl):26S–49S. [PubMed] [Google 

Scholar] 

2. Clinical practice guideline: treatment of the school-aged child with attention-

deficit/hyperactivity disorder. Pediatrics. 2001 Oct;108(4):1033–1044. [PubMed] [Google 

Scholar] 

3. Biederman J, Monuteaux M, Mick E, et al. Young Adult Outcome of Attention Deficit 

Hyperactivity Disorder: A Controlled 10 year Follow-Up Study. Psychological Medicine. 

2006;36:167–179. [PubMed] [Google Scholar] 

4. Swanson J, Lerner M, Gupta S, Shoulson I, Wigal S. Development of a new once-a-day 

formulation of methylphenidate for the treatment of ADHD: Proof of concept and proof of 

product studies. Archives of General Psychiatry. 2003;60(2):204–211. [PubMed] [Google 

Scholar] 

5. Barkley R. Major life activity and health outcomes associated with attention-deficit hyperactivity 

disorder. Journal of Clinical Psychiatry. 2002;63(Supp 12):10–15. [PubMed] [Google Scholar] 

6. Wilens T, Spencer T. Attention-Deficit/Hyperactivity Disorders, Lifetime Course and Strategies 

for Intervention. In: Howlin P, Charman T, Ghaziuddin M, editors. The SAGE Handbook of 

Developmental Disorders. SAGE Publications; London: 2010. [Google Scholar] 

7. Polanczyk G, de Lima MS, Horta BL, Biederman J, Rohde LA. The worldwide prevalence of ADHD: 

a systematic review and metaregression analysis. The American Journal of Psychiatry. 2007 

Jun;164(6):942–948. [PubMed] [Google Scholar] 

8. Kessler RC, Adler L, Barkley R, et al. The prevalence and correlates of adult ADHD in the United 

States: Results from the national comorbidity survey replication. American Journal of Psychiatry. 

2006;163(4):716–723. [PMC free article] [PubMed] [Google Scholar] 

9. Centers for Disease Control and Prevention (CDC) Mental health in the United States. Prevalence 

of diagnosis and medication treatment for attention-deficit/hyperactivity disorder-United 

States, 2003. Morbidity and Mortality Weekly Report. 2005;54:842–847. [PubMed] [Google 

Scholar] 

10. Biederman J, Faraone SV, Monuteaux M, et al. Gender effects of attention deficit hyperactivity 

disorder in adults, revisited. Biological Psychiatry. 2004;55(7):692–700. [PubMed] [Google 

Scholar] 

11. Anderson JC, Williams S, McGee R, Silva PA. DSM III disorders in preadolescent children. 

Prevalence in a large sample from the general population. Archives of General Psychiatry. 

1987;44:69–76. [PubMed] [Google Scholar] 


