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The Australian evidence-based clinical practice guideline for Attention Deficit Hyperactivity Disorder 
(ADHD) was drafted by a multidisciplinary working group (the Guideline Development Group; GDG) 
led by the Australian ADHD Professionals Association (AADPA).  

The process was designed to answer a series of clinical questions identified by AADPA, in 
consultation with stakeholders, and refined through a structured prioritisation process conducted by 
a multidisciplinary group representing a broad range of perspectives and including people with lived 
experience of ADHD. The draft was completed between 2020 and March 2022, following a 
systematic process of identifying existing evidence-based guidelines and assessing the evidence to 
answer the clinical questions. 

Public consultation took place in April–May 2022. Reviewers were invited to download a template 
(Appendix 1) from the public consultation web portal on the AADPA website, complete it, and upload 
it by the due date. 

Notification was issued through the following channels: 

• advertisements in The Age and Sydney Morning Herald newspapers for 3 days 28 Feb, 1, 2 
March 2022 

• article in The Conversation online national newspaper 15 March 2022 with link to the public 
consultation web portal 

• emails to all relevant organisations 
• emails to selected individuals with an interest in ADHD. 

Consultation was open between 5 May and 10 April (35 days) 

Approximately 420 people registered interest and the draft guidelines was downloaded more than 
1750 times. 

A total of 54 submissions were received, including 3 that were not accepted because they were not 
submitted using the required form.1 

Submissions were received from 36 individuals, 15 respondents represented or stated affiliations 
with organisations (Table 1).  

Three people did not identify status. Individuals submitting on their own behalf represented a range 
of medical disciplines, other health professions, and lived experience of ADHD (Table 2).  

The 51 accepted submissions contained 755 items of feedback (comments or suggestions for 
amendments). All feedback was collated according to Chapter (Table 3). A full list of submissions 
from respondents who agreed to publish their comments will be available on the AADPA website. 

1 The reviewers were contacted and invited to resubmit their comments. 

https://theconversation.com/adhd-looks-different-in-adults-here-are-4-signs-to-watch-for-178639


Table 1. Participating organisations/stated affiliations of respondents 

Applied Neuroscience Society of Australasia 

Australian Association of Psychologists Inc 

Australian Clinical Psychology Association 

Australian Psychological Society 

ADHD Melbourne 

ADHD United 

ADHD Victoria 

ADHD Whisperer 

Department of Developmental Disability Neuropsychiatry, UNSW Sydney 

Matrix Neuropsychology 

National Mental Health Nurse Practitioner, Special Interest Group 

Queensland Health 

Screening Attention Variables in Education (SAVED) 

Sydney Cognitive Development Centre 

The Royal Australian College of General Practitioners  

Victorian Adult ADHD Interest Group (VAADHDIG) 

Note: One reviewer submitted on behalf of three organisations, one on behalf of two organisations, 
and one organisation was represented by two separate review submissions. 

 

Table 2. Participation individuals 

Expertise Number 

Doctor (not otherwise specified) 2 

GP 1 

Addiction medicine 1 

Paediatrician 4 

Clinical Neuropsychologist 3 

Psychiatrist 6 

Clinical Psychologist (practising, graduate trainee) 2 

Therapist 1 

PhD candidate in medicine and public health  1 

Pharmacist 2 

Lived experience 13 

Other 2 



Note: Some reviewers stated more than one discipline; those with lived experience stated various 
professions not listed here 

 

Table 3. Public consultation feedback by guideline draft Chapter 

Chapter Number of items 

Editorial 180 

Chapter 1. High risk groups, screening 39 

Chapter 2. Diagnosis, information needs 129 

Chapter 3. Combined treatment, transitions 25 

Chapter 4. Nonpharmacological treatment 110 

Chapter 5. Pharmacological  145 

Chapter 6. Subgroups (people in prison, Aboriginal and Torres Strait Islander 
people, people with substance use disorders) 

42 

Chapter 7. Service organisation, policy, training 70 

Chapter 8. Research priorities 15 

Consideration of the public consultation feedback resulted in a large volume of amendments to the 
draft. The main changes included: 

• addition of further conditions or groups that were at high risk of ADHD (Chapter 1) 
• more information on ADHD in girls and women, including possible effects of hormonal 

fluctuations and menstruation on symptoms (Chapter 1) 
• more information on diagnosis, including differential and co-occurring disorder diagnosis 

(Chapter 2) 
• more information on the roles of various health professionals, such as neuropsychologists, in 

the diagnostic assessment (Chapter 2) 
• more information and clarification of neurofeedback evidence included in the guideline and 

reasoning for not including a recommendation (Chapter 4) 
• more detailed information on types of nonpharmacological treatments, including evidence from 

comparative studies and evidence on outcomes not covered by the evidence review (Chapter 4) 
• withdrawal of a recommendation on cognitive training (Chapter 4) 
• new practice points on parent/family training and cognitive behaviour-based interventions 

(Chapter 4) 
• modifying the recommendation for first-line pharmacological treatment (Chapter 5) to either a 

short-acting or long-acting stimulant 
• a new section on substance use disorders (Chapter 6) 
• acknowledgement of the roles of specialised nurses (mental health nurses and nurse 

practitioners) and pharmacists 
• provision of more information regarding the interpretation of recommendations at prior to the 

summary of recommendations 



Other dominant themes in the review comments included the roles of psychologists and 
neuropsychologists, and the roles and credentialing of ADHD coaches. Coaching was the most 
controversial topic, with different reviewers arguing for and against a greater role for ADHD coaches. 
There were also many comments affirming the recommendations and guidance approach. 

Several reviewers identified the need for brief summaries of the key points for education and 
training purposes. While these are not part of the main guideline document, AADPA and the GDG 
agree that developing such resources should be part of the implementation strategy. 

Responses to submitted evidence are summarised in Table 4. The table on page 11 summarises key 
themes emerging from consultation.  



Table 4. Submitted evidence 

Citation* GDG comments 

 

Barth, B., Mayer-Carius, K., Strehl, U., Wyckoff, S.N., Haeussinger, F.B., Fallgatter, A.J., & Ehlis, A. (2021).” A 
randomized-controlled neurofeedback trial in adult attention-deficit/hyperactivity disorder.” Scientific Reports 

Outside of the search dates but will be 
added to the evidence discussion section 

Cortese, S., Adamo, N., Del Giovane, C., Mohr-Jensen, C., Hayes, A. J., Carucci, S., Atkinson, L. Z., Tessari, L., 
Banaschewski, T., Coghill, D., Hollis, C., Simonoff, E., Zuddas, A., Barbui, C., Purgato, M., Steinhausen, H. C., 
Shokraneh, F., Xia, J. & Cipriani, A. 2018. Comparative efficacy and tolerability of medications for attention-
deficit hyperactivity disorder in children, adolescents, and adults: a systematic review and network meta-
analysis. Lancet Psychiatry, 5, 727-738. 

Already included in the evidence review. 
Further detail was added to Chapter 5 and 
the pharmacological section of the technical 
report 

Haimov-Kochman, R. and Berger, I., 2014. Cognitive functions of regularly cycling women may differ 
throughout the month, depending on sex hormone status; a possible explanation to conflicting results of 
studies of ADHD in females. Frontiers in Human Neuroscience, 8, p.191. 

Cited (Chapter 1) 

Hasslinger, J., Bölte, S., & Jonsson, U. (2022). Slow cortical potential versus live Z-score neurofeedback in 
children and adolescents with ADHD: A multi-arm pragmatic randomized controlled trial with active and 
passive comparators. Research on Child and Adolescent Psychopathology, 50(4), 447-462. 
doi:http://dx.doi.org/10.1007/s10802-021-00858-1 

Outside of the search dates but added to the 
evidence discussion section (Chapter 4) 

Lee, E.J.; Jung, C.H. Additive effects of neurofeedback on the treatment of ADHD: A randomized controlled 
study. Asian J. Psychiatr. 2017, 25, 16–21 

Cited (Chapter 4) 



Pettersson, Söderström, & Nilsson (2018) Diagnosing ADHD in Adults: An Examination of the Discriminative 
Validity of Neuropsychological Tests and Diagnostic Assessment Instruments. 

Did not alter recommendations. The GDG did 
not believe this met the required level of 
evidence.  

Pigott, H. E., Cannon, R., & Trullinger, M. (2021). “The Fallacy of Sham-Controlled Neurofeedback Trials: A 
Reply to Thibault and Colleagues (2018).” Journal of attention disorders, 25(3), 448–457. 

Cited (Chapter 4) 

Pigott HE, Trullinger M, Harbin H, Cammack J, Harbin F, Cannon R. (2017). “Confusion regarding operant 
conditioning of the EEG.” Lancet Psychiatry. 4(12):897. doi: 10.1016/S2215-0366(17)30436-4. PMID: 
29179924.https://doi.org/10.1177/1087054718790802. 

Cited (Chapter 4) 

Rezaei, M.; Kamarzard, T.S.; Razavi, M.N. The effects of neurofeedback, yoga interventions on memory and 
cognitive activity in children with attention deficit/hyperactivity disorder: A randomized controlled trial. Ann. 
Appl. Sport Sci. 2018, 6, 17–27. 

Not identified by the initial search or 
updated search (may not be indexed in 
Medline). Reviewing the article, it would not 
have been included due to it being unclear if 
the method of diagnosis met our PICO; no 
useable outcomes; randomisation method 
not described and unclear whether RCT. 
Added to discussion section. (Chapter 4) 

Roberts, B., Eisenlohr-Moul, T. and Martel, M.M., 2018. Reproductive steroids and ADHD symptoms across the 
menstrual cycle. Psychoneuroendocrinology, 88, pp.105-114. 

Cited (Chapter 1) 

 

Excluded because the diagnosis method of 
the study did not meet our PICO. Added to 
the evidence discussion section. (Chapter 4) 

Sudnawa, K.K.; Chirdkiatgumchai, V.; Ruangdaraganon, N.; Khongkhatithum, C.; Udomsubpayakul, 

U.; Jirayucharoensak, S.; Israsena, P. Effectiveness of neurofeedback versus medication for attention-

deficit/hyperactivity disorder. Pediatr. Int. 2018, 60, 828–834 



 

Ellis LA, Blakely B, Hazell P, Woolfenden S, Hiscock H, Sarkozy V, Gould B, Hibbert PD, Arnolda G, Ting HP, 
Wiles LK, Molloy CJ, Churruca K, Warwick M, Braithwaite J . Guideline adherence in the management of 
attention deficit hyperactivity disorder in children: an audit of selected medical records in three Australian 
states. PLOS One. January 2021. 

Chapter 2 differential diagnosis updated 

Justice, A., de Wit, H. Acute effects of d-amphetamine during the follicular and luteal phases of the menstrual 
cycle in women. Psychopharmacology 145, 67–75 (1999). https://doi.org/10.1007/s002130051033 

Issue referred to in Chapter 1 and Chapter 8, 
noting more research is required to confirm 
findings 

Evidence-based Practice in Biofeedback & Neurofeedback 3rd Edition Neurofeedback section comprehensively 
revised 

Arns M, Clark CR, Trullinger M, deBeus R, Mack M, Aniftos M.(2020). “Neurofeedback and Attention-
Deficit/Hyperactivity-Disorder (ADHD) in Children: Rating the Evidence and Proposed Guidelines.” Appl 
Psychophysiol Biofeedback. 45(2):39-48. doi: 10.1007/s10484-020-09455-2. PMID: 32206963; PMCID: 
PMC7250955.11. 

Topic otherwise revised – neurofeedback 
evidence reviewed 

ADHD Australia Limited 2020, ‘ADHD Australia National Survey Report: the voice of the ADHD community’ 
Saatchi and Saatchi Wellness, NSW, viewed 15 February 2022, https://www.adhdaustralia.org.au/wp-
content/uploads/2020/10/ADHD_Australia_National_Survey_Report-Gaps__Priorities-October-2020-FINAL.pdf 

Reviewed – no change 

https://doi.org/10.1007/s002130051033


Baeza-Velasco C. et al. (2018) “Attention-deficit/hyperactivity disorder, joint hypermobility-related disorders 
and pain: expanding body-mind connections to the developmental age.” Atten Defic Hyperact 
Disord.10(3):163-175. https://doi.org/10.1007/s12402-018-0252-2 

Reviewed – no change 

Biederman, Monuteaux, Doyle, et al. (2004) Impact of Executive Function Deficits and Attention-
Deficit/Hyperactivity Disorder (ADHD) on Academic Outcomes in Children. 

Reviewed – no change 

Csecs, J.L.L. et al. (2022)  “Joint Hypermobility Links Neurodivergence to Dysautonomia and Pain” Frontiers 
in Psychiatry (Research Topic: Neurodevelopmental, Neuropsychiatric and Psychosocial Correlates of Joint 
Hypermobility and Related Disorders) 12. https://doi.org/10.3389/fpsyt.2021.786916 

Reviewed – no change 

Cutting, L 2021, 'Teen's ADHD diagnosis a revelation for 39-year-old mum after lifelong battle with anxiety', 
ABC, 15 November, viewed 15 November 2021, https://www.abc.net.au/news/2021-11-15/adult-adhd-
diagnosis-for-tasmanian-mum/100615088 

Reviewed – no change 

Glans M. et al.(2021) Association between adult attention-deficit hyperactivity disorder and generalised joint 
hypermobility: A cross-sectional case control comparison. J Psychiatr Res. 143:334-340. 
https://doi.org/10.1016/j.jpsychires.2021.07.006  

Reviewed – no change 

Hallowell, EM & Ratey JJ 2011, Driven to distraction, revised edn, Anchor Books, New York. Reviewed – no change 

Hartman, T 2019, ADHD: A hunter in a farmer’s world, 3rd edn, Healing Arts Press, Rochester. Reviewed – no change 

Horowitz, L. M. et al. (2009). “Suicide screening in schools, primary care and emergency departments.” 
Current opinion in pediatrics, 21(5), 620–627. https://doi.org/10.1097/MOP.0b013e3283307a89  

Reviewed – no change 

Hupfeld, KE, Abagis, TR & Shah, P 2018, ‘Living “in the zone”: hyperfocus in adult ADHD’, ADHD Attention 
Deficit and Hyperactivity Disorders, vol. 11, no. 2, p. 191–208, https://doi.org/10.1007/s12402-018-0272-y 

Reviewed – no change 

https://doi.org/10.3389/fpsyt.2021.786916


Ireland, L, Gibson, A & Smith, R 2021, ‘All kinds of minds neurodiversity pilot’, Queensland Government 
Department of Education, viewed 21 November 2022, 
https://drivenxdesign.com/GOV21/project.asp?ID=21574" 

Reviewed – no change 

Kok, F.M., Groen, Y., Fuermaier, A.B. and Tucha, O., 2020. The female side of pharmacotherapy for ADHD—a 
systematic literature review. PloS one, 15(9), p.e0239257.  

Topic otherwise revised – issue 
acknowledged in Chapter 1 and Chapter 8, 
noting more research is required 

Lambek, Tannock, Dalsgaard, et al. (2011). Executive Dysfunction in School-Age Children With ADHD The GDG did not believe this met the 
required level of evidence 

Quinn, P.O. (2005), Treating adolescent girls and women with ADHD: Gender-Specific issues. J. Clin. Psychol., 
61: 579-587. https://doi.org/10.1002/jclp.20121  

The GDG noted these suggestions were 
specific and a broader approach was 
preferred. 

Sedgwick, JA, Merwood, A, Asherson, P 2019, ‘The positive aspects of attention deficit hyperactivity disorder: 
a qualitative investigation of successful adults with ADHD’, Attention Deficit Hyperactivity Disorder, vol. 11, 
no. 3, pp. 241–253.  

Reviewed – no change 

Solden, S & Frank, M 2019, A radical guide for women with ADHD, New Harbinger Publications, Oakland. Topic otherwise revised – issue 
acknowledged in Chapter 1 and Chapter 8, 
noting more research is required 

Stephen E. Brock & Amanda Clinton (2007). Diagnosis of Attention-Deficit/Hyperactivity Disorder (AD/HD) in 
Childhood: A Review of the Literature. 

The GDG did not believe this met the 
required level of evidence 

https://drivenxdesign.com/GOV21/project.asp?ID=21574
https://doi.org/10.1002/jclp.20121


Trullinger M., Novian A., Russell-Chapin L., & Pradhan D. (2019) “Perspectives on Type III Statistical Errors: 
Exaggerating the Effects of Placebo in Neurofeedback. Neuroregulation.” Vol 6 (1). 
DOI: https://doi.org/10.15540/nr.6.1.38 

Topic otherwise revised – neurofeedback 
evidence reviewed 

Van Doren J, Arns M, Heinrich H, Vollebregt MA, Strehl U, K Loo S. (2019). “Sustained effects of 
neurofeedback in ADHD: a systematic review and meta-analysis”. Eur Child Adolesc Psychiatry. 
Mar;28(3):293-305. doi: 10.1007/s00787-018-1121-4. Epub 2018 Feb 14. PMID: 29445867; PMCID: 
PMC6404655. 

Already cited 

*As provided 

https://doi.org/10.15540/nr.6.1.38


Reviewer comment Section/Recommendation GDG response 

Criticism that the multidisciplinary Guideline 
Development Group included only four people 
with lived experience of ADHD. 

N/A Prior consultation during scoping stage and public consultation engaged 
many more people with lived experience of ADHD.  

Suggestion to  provide more detail on how clinical 
questions were prioritised 

Introduction Accepted and amended 

Criticism of bias toward quantitative studies, with 
neglect of qualitative studies 

Throughout Not accepted – qualitative studies were included (e.g. several on 
adherence and starting, adjusting and discontinuing pharmacological 
treatment) 

Criticism of research bias: section on which 
groups are at higher risk of developing ADHD only 
lists those groups that have been studied in 
studies that meet the criteria for inclusion  

Chapter 1 No change – guideline planned to be based on evidence, so some 
publication bias is unavoidable; clinical consensus recommendations were 
also included in Chapter 1 to address this 

Criticism that only published studies considered, 
not incorporating perspectives of people with 
lived experience of ADHD 

Throughout Not accepted – clinical experience and the lived experience of people with 
ADHD through GDG membership were considered throughout the planning 
and drafting process 



Several clinical papers submitted for 
consideration (Table 4) 

See Table 4 All clinical papers reviewed and considered (Table 4) 

 

Objections to word ‘impairment’ to describe 
features of ADHD (e.g. ‘functional impairment’); 
suggestions to replace ‘impairment’ with terms 
like symptoms, challenges, difficulties, 
differences, limitations, or atypical. Objections to 
framing ADHD as a disorder. Suggestions for 
more consistent use of consumer-
friendly/neurodiversity-affirming language 

Executive summary 

Throughout 

Accepted and amended – ‘functional impairment’ replaced throughout with 
‘functional challenges or difficulties’; replaced ‘disorder’ with ‘condition’ 
throughout except in the diagnostic term ADHD or similar 

Opposing suggestions: suggestion to avoid term 
‘recovery’ on the grounds that ADHD is not a 
disease but a neurodivergence to be embraced, 
accommodated and understood, not a disease to 
‘recover’ from, versus suggestions to adopt a 
recovery-focused approach; others argued for a 
recovery-oriented approach 

Recommendation 4.1.2 

Chapter 4 

Throughout  

Recovery removed from places where it may have implied ADHD was not 
lifelong. The wording was kept in context of recovery oriented approaches. 

Query why ‘neurodiverse’/neurodivergent/brain-
based difference not used throughout 

Throughout  No change – neurodiverse is broader than ADHD; term ADHD more precise 
in most contexts in the guideline 

We have discussed the need to balance the medical model and social 
disability models and have a language section where this is addressed 



Suggestion for greater emphasis on strengths-
based approach 

Chapter 4 Accepted and amended – more statements on strengths added 

Suggestions to provide list and definitions of 
specific learning disorders, definition of mental 
health disorders 

Section 2.2 

Glossary 

Accepted and amended – definitions added 

Suggestion to provide more explanation on the 
strength of recommendations and certainty of 
evidence in the table of recommendations within 
the executive summary 

Executive summary Accepted and amended – more explanation of CPPs, CCRs and EBRs 
before the summary of recommendations 

Suggestion to distinguish more clearly between 
consensus recommendations and clinical 
practice points 

Executive summary Accepted and amended 

Suggestion to replace recommendations on what 
clinicians ‘should’ do with ‘should consider’ doing 
on grounds of medicolegal risk for clinicians 
prescribing psychostimulant medication for ADHD 

Throughout No change – ‘should’ retained to indicate the GDG’s judgment that the 
benefits of the recommended action exceed the harms, as per other 
guidelines. 

Suggestions to replace ‘ADHD services’ with 
‘services for people with ADHD’ in line with the 
lack of specialised services; clarify meaning of 
agencies and organisations 

Throughout Accepted and amended 

Suggestions to replace terms for duration of 
effect of stimulants ‘immediate-release/modified-

Chapter 5 Accepted and amended 



release formulations’ (terminology used in the 
Therapeutic Goods Administration-approved 
product information) with ‘short-acting/long-
acting formulations’ (terminology commonly used 
in clinical practice) 

Suggestion to define attention/memory/cognitive 
training 

Section 4.4 Accepted and amended – definition added including term being replaced 
by ‘cognitive training’ 

 

Disagreement with statement that ADHD is a 
neurodevelopmental disorder that occurs while 
brain is developing, and suggestion to instead 
state and emphasise that ADHD is present at 
birth. Disagreement with statement that onset is 
typically before age 12 years 

Executive summary and 
Background 

In part accepted; wording amended  

Suggestion for greater emphasis on cognition Background Accepted and amended with cognitive section added 

Objection to summary of hypothesised 
environmental risk factors (on grounds that could 
cause undue concern and self-blame among 
parents), given that this is followed by statement 
‘In most children with ADHD, no environmental 
risk factors are identified’ 

Background No change – the GDG believed it was still important to summarise 
hypotheses about environmental factors. 



Suggestion to clarify statement that ‘inattentive 
presentation may not be identified until 
secondary school, following increased demands 
for organisation and independent study’ by 
stating that that DSM-5 criteria for ADHD include 
presence of several symptoms before age 12 

Recommendation 2.1.6 Accepted and amended 

Suggestion to state ADHD can go undiagnosed 
until tertiary or postgraduate education in high-
functioning adults 

Recommendation 2.1.7 Accepted and amended – modified to: Clinicians should be aware that 
inattentive symptoms may not be identified until secondary school (or 
later), following increased demands for organisation and independent 
study or work. 

 

Suggestion to include internal symptoms of 
hyperactivity 

Introduction Accepted and amended – internal restlessness added 

Suggestions to broaden description of ADHD Introduction: cognitive 
subsection with aetiology 

Accepted and amended 

Suggestion to mention rejection sensitivity  Not accepted – Rejection sensitivity is not a recognised condition  

Suggestion to include suicidal behaviours  with 
suicidal ideation 

Chapter 1 Accepted and amended 

Suggestion to recommend that information 
provided to people with ADHD should be in a 

Chapter 2 Accepted and amended – recommendation 2.3.4 added: Information 
provided by clinicians should be: multimodal, taking into consideration 
different information processing preferences and needs 



medium that suits their  information-processing 
preferences and needs 

 

Objection to statement that existing guidelines 
noted that neuropsychological testing was not 
required for the diagnosis of ADHD noting it is 
required for when there is diagnostic uncertainty. 

Suggestion to include neuropsychological 
assessment  

Chapter 2 Accepted in part and amended – amended to clarify the role of 
neuropsychological evaluation; retained that neuropsychological testing is 
not required for diagnosis of ADHD but noting it is helpful for when there is 
diagnostic uncertainty. 

 

Suggestion to state explicitly that both physical 
and  mental health should be assessed 

Recommendation 2.1.2 Accepted and amended 

Suggestion to include assessment of individual’s 
strengths and factors that the person may have 
identified that mitigate symptoms or their impact 

Recommendation 2.1.2 Accepted and amended 

Suggestion to mention psychometric 
assessments 

Recommendation 2.1.2 Accepted and amended 

Questioning of reason for assessing carers’ 
mental health 

Recommendation 2.1.2 accepted and amended – amended to ‘for children and young people 
enquire about family functioning and  parents' or carers' mental health to 
enable provision of support at the time of diagnosis’ 

Questioning of necessity for use of rating scales 
as implied by ‘should’ in recommendation 

Recommendation 2.1.3 Accepted and amended – removed ‘should’ 



Suggestion to provide more detail on rating 
scales 

Recommendation 2.1.3 Accepted and amended – box added near recommendation 2.1.3 

Disagreement with statement that diagnostic 
assessment should determine that symptoms 
cause ‘at least moderate psychological, social 
and/or educational or occupational impairment’ 

Recommendation 2.1.3 accepted and amended – amended from ‘at least moderate’ to ‘clinically 
significant’ 

Suggestion for greater emphasis on masking of 
symptoms 

Recommendation 2.1.6 Accepted and amended 

 

Suggestion to explain why routine screening for 
ADHD in preschools and schools is not 
recommended 

Executive summary 

Recommendation 1.2.1 

Accepted and amended 

Suggestion for stronger recommendation that 
clinicians conducting diagnostic assessments 
with people from high-risk groups could screen 
for ADHD by replacing ‘could’ with ‘should’ 

Recommendation 1.2.3 Not accepted – retained  this instance of ‘could’ because the set of risk 
factors that might increase suspicion is very broad and limitations of 
current screening tools; GPG considered screening for ADHD not always 
appropriate. This CCR is is followed immediately by CPP on screening in a 
narrower group, which uses word ‘should’. 

 

Suggestions for greater emphasis on comorbid 
disorders, fact that a person with ADHD could 
also have one or more other 

Executive summary  

Background 

Accepted and amended 



neurodevelopmental/learning disorders (e.g. 
Asperger’s), mental health disorders or medical 
problems that make diagnosis and treatment 
more complex 

Various suggestions to add mental health 
disorders including drug-induced-psychosis, 
eating disorders, behavioural addictions 
(including gambling disorders, internet addiction), 
bipolar disorder 

Recommendation 1.1.1 

Chapter 1 

Accepted and amended  

Suggestion acknowledge that people who seek 
treatment for PTSD have a high prevalence of 
ADHD 

Recommendation 1.1.1 

 

Accepted and amended 

Suggestion to make distinction between mood 
(anxiety) and disruptive (conduct) disorders 

Recommendation 2.2.1 Accepted and amended – clarified 

Suggestion to mention trauma Recommendation 2.2.1 Accepted and amended  – added to high-risk groups in Chapter 1 and 
assessment in Chapter 2 

High volume of suggestions to provide more 
guidance on the care of people with ADHD and 
substance use disorders, management of self-
medication with off-label 
amphetamines/cannabis, managing risk of 
diversion of ADHD stimulant medications, role of 
urine testing 

Section 6.3 Accepted and amended – new section 6.3 added on substance use and 
substance use disorders 



 

Suggestion to provide more specific training and 
credentialing requirements for clinicians, and to 
recommendation clinicians only deliver care to 
people with ADHD when they have the 
competence to do so 

Principles and assumptions 

Recommendation 2.1.1 

Accepted and amended – statement added to Principles and assumptions 
section: Professionals should be appropriately trained and credentialled. 
They should ensure they only deliver care to people with ADHD when they 
have the competence to do so and new CPP added (2.1.1): 

Clinicians conducting diagnostic assessments should be: 

- appropriately registered (such as with Australian Health Practitioner 
Regulation Agency) (seer the Principles section) 

- adequately trained in diagnostic assessment using the Diagnostic and 
Statistical Manual of Mental Disorders (DSM) and/or International 
Classification of Diseases (ICD) 

- experienced with conducting clinical interviews, administering and 
interpreting standardised rating scales, and assessment of functional 
impairment 

- experienced in ADHD diagnostic assessment or undergoing ADHD 
specific supervision with an experienced clinician. 

Several suggestion for greater emphasis on role 
of specialised nurses (paediatric nurse 
practitioners, mental health nurse practitioners, 
mental health nurses) 

Chapter 7 / Introduction Accepted and amended – added to list of health professionals 

Suggestion to mention role of pharmacists Chapter 7 / Introduction Accepted and amended – added to list of health professionals 



Multiple suggestions on role of ADHD coaches 
(for and against) – see nonpharmacological 
treatment 

Chapter 4 Amendments made to clarify role of coaching and who can appropriately 
deliver coaching 

Suggestion to mention roles of peer workers Chapter 7 Accepted and amended – added to recommendation 7.4.5 

Suggestion for greater emphasis on referring to 
specialists expert in dosing ADHD medicines  

Chapter 5 Accepted and amended 

Suggestion to mention need for education on 
ADHD for addiction physicians and addiction 
psychiatrists 

Chapter 6 Accepted and amended – new section on substance use disorders added 
(new section 6.3) 

 

Suggestion to change ‘function more effectively’ 
to ‘meet own realistic goals’ 

Recommendation 2.3.1 Accepted and amended 

Suggestion to clarify treatment targets Chapter 3 Accepted and amended – text amended for clarity and table added (Box 3.1 
Main targets for pharmacological and non-pharmacological treatment) 

 

Suggestions for greater emphasis on BP 
monitoring and for more detailed guidance 

Executive summary 

Chapter 5 and 
recommendations 5.1.2, 
5.1.3 

Accepted and amended – wording amended to highlight significance of BP 
>95 mmHg and innocent murmurs 



Suggestion to provide practical guidance on how 
to determine whether changes in BP and weight 
loss are ‘clinically concerning’ 

 

Recommendation 5.1.2 Accepted and amended – percentile charts added to 5.1.2 

Suggestion for greater emphasis on sleep and 
circadian rhythms 

Section 4.1 Accepted and amended – sleep comparisons in lifestyle section have been 
expanded, noting that the GDG has included only evidenced treatments 
that met the inclusion criteria of the guideline 

 

Suggestion to provide more detailed information 
and guidance on the choice and content of 
psychological therapies 

Chapter 4 Accepted and amended  – more information on study outcomes added to 
narrative reviews, and resources will be developed for implementation 
stage 

Several comments questioning accuracy of 
reported evidence on neurofeedback 

Recommendation 4.7.3 Accepted and amended – errors in source  material identified and 
corrected: 

Error in coding and interpretation of one study (Lim) corrected and updated 
in the technical report and guideline text. 

Error in NICE guideline reporting of one study (Gevensleben 2009) 
corrected and updated in the technical report and guideline text. 

Statements on children/adolescents modified – more studies added to the 
narrative review section 

Suggestion to recommend neurofeedback Chapter 4, recommendation 
4.7.3 

Not accepted – The GDG came to the conclusion that the evidence was 
insufficient to recommend neurofeedback as standard practice. 



Criticism of accuracy of evidence statements on 
cognitive training and reliability of related 
recommendations 

Section 4.4 Accepted and amended – evidence reviewed, with correction of errors 
identified in source material: incorrect study cited due to error in year in the 
reference, misreporting of one study (Virta 2010) in the NICE guideline. The 
GDG also noted that some reviewer claims of apparent errors in citing 
original studies were not upheld: we have reported findings from meta-
analyses of pooled data performed for this guideline, which may differ from 
claims made by investigators in the conclusions of papers reporting 
individual studies. 

Criticism of recommendations on 
attention/memory/cognitive training (former 
recommendations 4.3.9 and 4.4.4) due to 
weakness of supporting evidence 

Recommendations 4.3.9, 
4.4.4 

Accepted and amended – two recommendations deleted: 

4.3.9 EBR Attention/memory/cognitive training could be offered to children 
and young people with ADHD. ** ⨁◯◯◯ VERY LOW 

4.4.4 EBR Attention/memory/cognitive training could be offered to adults 
with ADHD. ** ⨁◯◯◯ VERY LOW 

Several suggestions to either emphasise or de-
emphasise the role of ADHD coaching and 
coaches. Themes included suggestions to clarify 
expertise required, concerns about lack of 
regulation of coaching, criticism that 
recommendation for coaching not based on 
sufficient evidence 

Section 4.5 

Recommendations 4.3.1, 
4.3.2, 4.3.3 

Accepted and amended – coaching section modified, coaching 
recommendations edited, CPP added.  

Recommendations amended from: ADHD coaches could be considered as 
part of a treatment plan for adolescents/adults with ADHD, to ADHD 
coaching could be considered with reference to who can perform coaching 
and requirement of appropriate credentials. 

Several suggestions to provide more information 
on parent/family training and clarify its content, 
role and evidence 

Chapter 4 Accepted and amended – background information about parent/family 
training and components of the therapy added to provide further guidance 
for clinicians. Details including box 4.2 and CPPs added 



Several suggestions to describe the content of 
evidence-based CBT for ADHD 

Chapter 4 Accepted and amended  

Various suggestions to add information on 
aspects of CBT and adaptions, and on other 
psychological treatment approaches (e.g. 
acceptance and commitment therapy, 
interpersonal psychotherapy) 

Chapter 4 Not accepted – each statement considered and found to be out of scope or 
based on insufficient evidence. No evidence meeting inclusion criteria was 
found for ACT or IPP (amended to state this) 

Criticism that recommendation on adherence to 
nonpharmacological treatment is framed in a 
problem-focussed rather than solution-focussed 
way and misrepresents the experience of 
receiving non-pharmacological intervention 

Recommendation 4.4.1 Accepted and amended – recommendation reworded from: 

Clinicians should support adherence to non-pharmacological treatments by 
discussing the following with the person with ADHD and/or their 
parents/caregivers or family: • the balance of risks and benefits (e.g. how 
the treatment can have a positive effect on ADHD symptoms, the time and 
costs of treatments) • the potential barriers to continuing treatment, 
including: o not being sure if it is making a difference o the time and 
organisational skills needed to commit to the treatment o the time that 
might be needed outside of the sessions • the fact that treatment could 
result in increased self-awareness, and the potential impact this may have 
on the person with ADHD • the potential need for long-term adherence 
beyond the duration of any initial program (e.g. by attending follow-
up/refresher support to sustain learned strategies). Clinicians should 
provide strategies to overcome any barriers to adherence, e.g.: • scheduling 
sessions to minimise inconvenience or seeking courses with childcare 
provision • following recommendations for monitoring progress, such as 
using standard symptom rating scales 



to: 

Clinicians should support adherence to non-pharmacological treatments by 
discussing the following with the person with ADHD and/or their 
parents/caregivers or family: 

• potential benefits of intervention, including the opportunity to develop 
life-long skills in reducing the impact of ADHD symptoms, and the 
opportunity to improve self-esteem, mental health and broader 
wellbeing. 

• time required to complete a sufficient duration of intervention to 
access the benefits 

• likely costs involved and funding considerations such as Medicare 
rebates 

• options for changing intervention providers should the person wish to 
do so. 

Suggestion to discuss methodological issues 
with one study reported (Schonenberg et al., 
2017) 

Chapter 4 Accepted and amended – the methods for identifying evidence for 
intervention studies did not include parameters to identify letters to 
editor/correspondence. Amended to note this debate 

Various suggestion to change description of 
clinical studies to match the conclusions by 
investigators in the published articles. 

Chapter 4 Not accepted – guideline development method involved calculating effect 
sizes from the study data and using those, not the authors’ conclusions. 
Some statements were based on pooled analysis so differed from authors’ 
conclusions 

Suggestion to provide more details on 
environmental adjustments and accommodations 
and adjustments that may be useful to students 

Chapter 2 

Chapter 3 

Accepted and amended –  environmental modifications added to 
recommendation 3.1.1 (already addressed in Chapter 4). Adjustment 
resources will be included in resources 



with ADHD and acknowledge difficulties securing 
these 

 

Suggestions for greater emphasis on dose 
titration and on fact that choice and dosage of 
medication must be optimised for each individual 

Executive summary  

Chapter 5 

Accepted and amended – added to executive summary and Chapter 5 
amended 

Questioning of statements implying that 
pharmacological treatment is ineffective in 
improving function, social participation and co-
occurring mood disorders 

Chapter 2 

Chapter 3 

Accepted and amended – Chapter 3 (Treatment and support) text updated 
to clarify and Chapter 2 recommendation on management of co-occurring 
disorders amended 

Questioning of emphasis on pharmacological 
treatment, given evidence for effectiveness of 
non-pharmacological treatment strategies 

Chapter 3 Accepted and amended – table added to clarify (Box 3.1 Main targets for 
pharmacological and non-pharmacological treatment) 

Several comments questioning narrow 
recommendation on first-line pharmacotherapy 
and suggestion to broaden to other agents PBS-
listed for this indication 

5.3.1 and 5.4.1 Accepted and amended – treatment recommendations  5.3.1 and 5.4.1 
modified to recommend any of methylphenidate,  dexamfetamine or 
lisdexamfetame as first choice in children and adolescents and in adults 

Suggestion to better acknowledge 
pharmacological differences between 
lisdexamfetamine and dexamfetamine  

Sections 5.3 and 5.4  Accepted and amended 



Questioning of duration specified for treatment 
trials of short-acting stimulants before trialling 
long-acting stimulants 

Recommendations 5.3.2, 
5.4.2 

Accepted and amended – removed ‘at least 6 weeks’ from 
recommendation for trial of immediate-release 
methylphenidate/dexamphetamine before trialling a long-acting stimulant 
in recommendations for adults and children/adolescents 

Recommendation for children and adolescents; ages 6 to 17 years changed 
from: Lisdexamfetamine or modified-release methylphenidate could be 
offered to children and young people when both the following conditions 
are met: 

• The person has achieved a clinically significant reduction in ADHD 
symptoms after a trial of at least 6 weeks of methylphenidate and/or 
dexamfetamine at an adequate dose. 

• A longer-acting agent may be more convenient for the person. 

to: EBR. Methylphenidate or dexamfetamine or lisdexamfetame should be 
offered as the first-line pharmacological treatment for people with ADHD, 
where ADHD symptoms are causing significant impairment. 

[Similar change to recommendation for adults] 

Disagreement with recommendation to obtain 
second opinion if ADHD symptoms are 
unresponsive to stimulants and one non-
stimulant 

Former recommendation 
5.5.1 (consultation draft 
numbering) 

Accepted and amended – deletion of recommendation: A second opinion 
or peer review should be obtained if ADHD symptoms are unresponsive to 
stimulants and one non-stimulant. 

Suggestion to provide more information on side-
effects 

Recommendation 5.7.5 Accepted and amended  



Suggestion to provide more information on 
discontinuation symptoms 

Recommendation 5.9.4 Accepted and amended – recommendation 5.9.4 added 

Suggestion to provide more information on 
stimulant prescribing challenges, including 
combination of long- and short-acting 
formulations 

Chapter 7 Accepted and amended –  beyond scope of this guideline, but a CCR added 
to acknowledge importance of this issue: 7.4.4 An ADHD medication 
prescribing handbook, regarding treatment choice, initiation, side effects, 
dosing, combination therapy and product information, relevant to the 
Australian context, should be developed. Prescribers should be trained 
based on the handbook. 

Suggestion to provide information on apparent 
loss of efficacy anecdotally reported with some 
long-acting stimulant formulations 

Chapter 8 Accepted and amended – evidence not available but noted as an evidence 
gap 

Suggestion to reduce emphasis on clonidine as 
limited evidence and no TGA-approved indication 
for ADHD  

Executive summary Accepted and amended  

Questioning of inclusion of dextromethorphan 
and piracetam  

Section 5.3. Medication 
choice 

Accepted and amended – text amended, readers now referred to the 
technical report for information on both  

Suggestion to add agomelatine, aripiprazole, 
armodafinil, desvenlafaxine, lamotrigine, 
memantine 

Chapter 5, recommendation 
5.5.2 

Accepted and amended – added new CPP: The following could also be 
offered to adults with ADHD, in no particular order: 

lamotrigine  

aripiprazole 

agomelatine 



armodafinil 

desvenlafaxine 

Careful monitoring of adverse side effects is required. 

Suggestion to provide more detailed information 
on targeting specific symptoms including those 
of comorbid conditions, and on risk of adverse 
effects with other psychotropic medicines not 
recommended for ADHD 

Chapter 5 No change – out of scope 

Suggestion to remove guidance on ‘drug holidays’ Chapter 5 Not accepted – the issue of temporarily withdrawing treatment was 
identified as a key clinical question during scoping stakeholder phase. The 
GDG believes the information is correct and balances risks and benefits. 

Suggestion to provide clearer information on 
managing risk of treatment-induced psychosis 

Section 5.6, 
Recommendation 5.6.2 

Accepted and amended – Recommendation 5.6.2 changed from: 

If a person with ADHD experiences an acute psychotic or manic episode 
during treatment with stimulant medication, the clinician should do all the 
following: • stop stimulants and review other medication for ADHD • treat 
the psychotic or manic episode as necessary • consider alternate treatment 
for ADHD after the episode has resolved. 

to: 

If a person with ADHD experiences an acute psychotic or manic episode 
during treatment with stimulant medication, the clinician could do the 
following: 

• stop stimulants and review other medication for ADHD  



• treat the psychotic or manic episode as necessary 

• consider introduction of a mood stabiliser  

• consider alternate treatment for ADHD after the episode has 
resolved. 

consider costs and benefits of reintroducing stimulant medication. If there 
is a decision to reintroduce stimulant medication, take extra precautions in 
monitoring, such as using an inpatient setting. 

Suggestion to recommend lisdexamfetamine as 
the preferred medication for use in correctional 
facilities, due to its lower risk of abuse 

 

Chapter 6 Partially accepted – Section 6.1 amended to suggest that long-acting 
stimulants could be used in prisons.  

 

High volume of suggestions for greater emphasis 
on women’s and girls’ experience of ADHD, 
including hormonal influences on symptoms: 
menstruation, menopause, pregnancy, potential 
effects of birth control pills and HRT 

Chapter 1 

Chapter 8 

Accepted and amended – more information and evidence added, new 
citations added 

Topic listed as research priority 

The GDG agreed with the need for more information on this topic, but has 
not added specific recommendations or included women as a subgroup 
due to lack of evidence 

Suggestion to provide more information on prison 
populations 

Chapter 6  

Recommendation 6.1.5 

Accepted and amended – recommendation and text amended 



 

Noted: GPs declining to write referrals for ADHD 
assessments for people who self-identify as 
having ADHD traits 

N/A No change – beyond scope of main guideline document but an important 
target for the implementation strategy 

Implementation will include GP training 

Suggestion for greater emphasis on GP training N/A Acknowledged, no change – already discussed in Chapter 7 

Implementation will include GP training 

Suggestions to provide treatment algorithm, 
decision tree on choice of pharmacological 
treatment 

N/A Accepted – treatment flow charts will be provided in resources that 
accompany the guideline 

Suggestions to provide short summaries of 
guidance 

N/A Accepted – summarises will be developed for clinicians and for people with 
ADHD  in resources that accompany the guideline 
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