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The lion’s share of the discussion in
journals about vaccination focuses on
vaccinology – the scientific aspects of
vaccines and vaccination policy. How
best to deliver high vaccination coverage
is, relatively speaking, a neglected topic.
Although recent national guidance

describing standards for the delivery of
our national vaccination programme is
laudably comprehensive,1 it does not
readily answer the question as to what
interventions make the big difference in
improving coverage rates. Many of us 
have been inspired by the success of
colleagues at the Heart of Birmingham
Teaching Primary Care Trust.2 In
Manchester, we have borrowed their
practical ideas, but also been bolstered
by their uncompromising attitude
that high vaccination levels can

be delivered in ‘difficult’ populations: ‘If
services in your patch are failing to reach
the communities you serve, [then] … your
services are sub-standard!’.
The articles in this issue of Vaccines in

practice show how local areas improved
their services, often startlingly so. 
How did they do it? Various approaches

are described, including a health
promotion initiative and domiciliary
interventions, but a clear theme is that
better organisation of operational systems
is fundamental. That was the key lesson
from Birmingham, and an excellent review
from London reinforces that message.3 The
basis of high coverage is an effective
administrative system for call/recall,4 which
can increase coverage by up to 20%.5

Data cleansing is the vital first stage. 
The review from London rightly concluded
that, ‘[accurate data] underpins all other
interventions and should be the priority’.6

This is particularly important in urban
areas because of high population
transiency. In a cohort of children 
in Manchester, only 51% of those
born in Manchester still lived 
there by the age of three 

to five.7 Some had
moved 30 times

by the age 
of three. 

Many children will have a) been
vaccinated but not recorded as such in the
central child health information system, or
b) moved out of the area. Data cleansing
addresses these main causes of inaccurate
data and, although no additional children
are vaccinated directly as a result, this
allows the creation of a ‘fail-safe’ database
of children who have truly missed
vaccination(s). Defaulters can then be
more efficiently targeted (‘tail-gunned’).2

Sadly, the authors have not been able to
evaluate the cost-effectiveness of their
interventions, although costs are provided.
These are cash-strapped times, but it is
clear that improvements should not be
costly. The trick will be finding the effective
practical changes needed in your area to
improve routine vaccination coverage that
are the least expensive. Public health
leadership will be needed, as will strong
project management, to make change. We
hope you will be inspired to do just that �
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Gastroprotection with
NSAIDs – how can we
make things happen?

The National Institute for Health and
Clinical Excellence (NICE) guideline on
osteoarthritis (OA) (see Box 1) is one of
NICE’s better pronouncements.1 The advice
on the use of a proton pump inhibitor (PPI)
with a non-steroidal anti-inflammatory
drug (NSAID) or cyclo-oxygenase-2 
(COX-2) inhibitor could not be more
straightforward. Nor is it news – the
evidence has been available for years and
various sets of guidelines have said the
same for at least a decade. And yet this
guideline on using a PPI with an NSAID is
largely ignored. Moreover, even when a
PPI is prescribed with the NSAID, many
patients fail to adhere to the prescription. 

What are the reasons behind this? An
in-depth study of US physicians suggested
six possible reasons.8 These included:
� Lack of familiarity with guidelines
� Perceived limited validity of guidelines

� Limited applicability of guidelines
among specific patients

� Clinical inertia
� Influences of anecdotal experiences
� Medical heuristics, often derived from

physicians’ assessments
� Personal opinions/clinical experiences.

‘Getting your head 
around the problem’
We may have to be more specific and boil
the – very considerable – evidence down
to some simple bullet points. 
� Patients with chronic pain have a fairly

awful quality of life (QoL).
� Patients with untreated, or poorly

treated, pain will lose an important
portion of their life because of it.

� Patients want their pain to go away, or
to be mild at worst, so they can
continue to carry out normal activities.

� Many analgesic drugs and other
treatments, including lifestyle

Andrew Moore MA DPhil CChem FRSC FRCA DSc Director
of Research, Pain Research Unit, University of Oxford
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Chronic hepatitis B (CHB) remains a
global healthcare challenge. Despite the
availability of a vaccine for almost 40
years, an estimated 350 million people
are chronically infected worldwide and
the complications of persistent infection,
namely cirrhosis and hepatocellular
carcinoma (HCC), account for roughly one
million deaths per year.1,2 

Two treatment strategies exist for 
the management of CHB: interferon-alfa
(IFN-α) (standard or pegylated) and
nucleoside/nucleotide analogues (NUCs).
The oral antiviral agents, or NUCs, are
widely employed in the treatment of CHB;
they have an excellent safety profile and
potent anti-hepatitis B virus (HBV) efficacy
in adults. However, both these treatment
strategies are suboptimal, in terms of HBV
eradication, in the majority of patients. For
this reason, new approaches to HBV
treatment are needed to maximise
response and to approach a disease ‘cure’.
Recent debate has focused around the

Patrick Kennedy MB BCh BAO BMedSci MRCP MD
Senior Lecturer and Consultant Hepatologist
Upkar Gill MB ChB BSc (Hons) MRCP PGDip Specialist Registrar and
Clinical Research Fellow in Hepatology, Centre for Digestive
Diseases, Blizard Institute, Barts and The London School of
Medicine and Dentistry, Queen Mary, University of London
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International
normalised ratio testing 
is the recommended 
method for monitoring
vitamin K antagonist

effects

Oral anticoagulants are an increasingly
common therapy for a wide range of
conditions. Therapeutic indications include
the prevention and treatment 
of venous thromboembolism (VTE), 
and the prevention of thromboembolic
complications in patients with prosthetic
heart valves, valvular heart disease or atrial

fibrillation (AF).1 However, as with all
treatments, there are associated risks –
most notably, bleeding complications,
which are closely related to the

intensity of anticoagulation.2

Traditionally, vitamin K antagonists 
(VKAs) such as warfarin were the oral
anticoagulants of choice.1 VKAs have a
narrow therapeutic index and several factors

may influence a patient’s stability within this
window. These factors include individual
variation in drug pharmacokinetics and
pharmacodynamics, medication and food
interactions, and patient compliance.3,4 Thus,
careful and frequent monitoring is required
to keep the patient within this therapeutic
window, ensuring the beneficial effect of risk
reduction in thromboembolic events and
negation of the bleeding risk.
The international normalised ratio (INR) 

is the recommended method for monitoring
the physiological effect of VKAs. It is the 
ratio of an individual patient’s prothrombin
time to a normal control sample, raised to
the power of the international sensitivity
index value.5
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Communication and clarity pay off
Misconceptions about attention
deficit hyperactivity disorder 

(ADHD) are not only found among the
general public: I often come across teachers
and even doctors who believe certain myths
about ADHD. Improving knowledge of
transitioning to adult care, co-morbidities
and successful therapies, and breaking 
the silence about stigma is important for 
every new generation of patients, 
parents and care providers. 
It is refreshing to read the article by Ilina

Singh and Lauren Baker on the VOICES (Voices
on Identity, Childhood, Ethics & Stimulants:
Children join the debate) study, where
children’s thoughts on expectations, concerns,
labelling and treatment are investigated. As
professionals, we have to listen carefully to
these opinions, as we try to work in the most
effective and empathetic way on our patient’s
behalf. It is, therefore, astounding to read that
the communication between doctor and
patient is sometimes absent: like talking to the
person pushing the wheelchair instead of
communicating with the handicapped person
themselves. I hope the results from this study
can be replicated in other countries: the
lessons are important, not only for
professionals who care for children, but also for
those who treat adolescents and adults.
In her article on transition, Noreen Ryan

stresses the need for swift investigation into
the possibilities of adolescent and adult ADHD
services. Meanwhile, Nigel Humphrey reviews
some of the more or less objective methods
used to diagnose adult ADHD. Knowledge and
available support are very different in various
parts of the world. In some countries, ADHD
children and adolescents are treated by their
child psychiatrist or paediatrician well into their
20s, when they should be mature enough to
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function as adults. In contrast, some decades
ago, children were not treated past the age of
13. It would be useful to convey the messages
in Nigel Humphrey’s article to adolescents and
young patients.
We are progressing slowly towards more

comprehensive and evidence-based care for
adolescents and adults, with long-term studies
on the negative impact of delayed diagnosis
and treatment recently published.1,2 Risk
perception can be difficult to change in your
own life and more effort should be put into
adequate guidance. This also goes for other
(difficult to manage) health risks such as
obesity, drinking and smoking. The majority of
ADHD cases will have one or more comorbid
psychiatric or physical disorders, such as
enuresis, obesity or atopic disease. Hervé Caci
and Charles Lehéron conducted a small study
on the presence of atopic dermatitis in ADHD
patients and found a relationship between the
two. However, the reason for this is not clear
and more research is required.

Since the MTA (Multimodal Treatment of
Attention Deficit Hyperactivity Disorder) study
concluded, it has been common practice to
treat ADHD patients with evidence-based
therapy: psychoeducation and medication.
Isabel Hernández Otero and Maria Jose Ortega
Cabrera added emotional and cognitive
components to the psychotherapeutic
intervention for adolescents, introducing a
more functional way of mediating conflicts
between children and parents with the use 
of a reflective team. This method seems worth
trying in more complicated adolescent cases.
As ADHD is a complex and heterogenic
disorder, it is important to consider
treatment from an individual viewpoint.

Rob Rodrigues Pereira, Paediatrician
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The VOICES (Voices On Identity, Childhood,

Ethics & Stimulants: Children join the debate)

study investigated claims about the ethical

harms of attention deficit hyperactivity disor-

der (ADHD) diagnosis and stimulant drug

treatments. We focused on three ethical con-

cepts: authenticity, moral agency and moral re-

sponsibility. We also investigated children’s

perspectives on broader societal concerns

about behavioural norms and childhood expe-

riences; schooling expectations and academic

pressures; and stigma associated with ADHD. 

In this article, we report on the finding that

ADHD was viewed and experienced by diagnosed

children in different ways in the

USA and UK. We discuss the dif-

ferent forms of stigma experi-

enced in these two countries and

we show the close association be-

tween stigma and contextual un-

derstandings of ADHD. We argue

that medical professionals should do more to di-

rectly engage with their paediatric patients to bet-

ter understand, and to help combat, stigma. 

Method

A total of 151 families in the USA and the UK were

recruited into the study. Qualitative interviews

were supported by quantitative measures and

analyses. We held interviews of approximately

one hour with all child participants, and we ques-

tioned parents and caregivers about the family

context and the nature of support they had re-

ceived from health-related and educational serv-

ices. We gained a broad understanding of local

educational, socioeconomic and political pres-

sures by visiting support groups for parents of chil-

dren with ADHD and by talking with local

clinicians and teachers. We collected data on cur-

rent symptoms, self-perception and quality of di-

agnosis using standardised measures. 

Three groups of children aged between nine and

14 years were included in the study: children who

were taking stimulants for diagnosed ADHD, chil-

dren who had a diagnosis of ADHD but were un-

medicated and children without a psychiatric

diagnosis as a comparison group. The average

child in the VOICES study was an 11-year-old,

lower-middle class white boy (see Table 1).

Families with diagnosed children were recruited

through NHS clinics in the UK and through uni-

versity and community clinics in several US states.

Children without a diagnosis were recruited

through a market research firm

and through the snowball recruit-

ment technique. A brief behav-

ioural screen was used to recruit

undiagnosed children with some

experience of behavioural diffi-

culties, but who had not been re-

ferred for evaluation for ADHD. Current ADHD

symptoms were measured using the Conners

Comprehensive Behavior Rating Scales, Parent

Form. Overall, we found no significant differences

between US and UK children on the Conners’ test,

but UK children scored significantly higher on the

oppositional subscale (see Figure 1).

Assessment and treatment 
of ADHD in the USA and UK

Approaches to assessment and treatment of

ADHD can differ between the USA and the UK.1 In

both countries, clinicians use child behaviour

checklists that elicit information from multiple

sources, such as the Conners Comprehensive Be-

havior Rating Scales.2 However, in the USA, the

mental health-related expertise of the diagnosing

clinician can vary considerably: it is possible to ob-

tain an ADHD diagnosis from a primary care

physician (GP), a nurse, a paediatrician, a psychi-

atrist or a neurologist. In the UK, assessment for

ADHD is usually performed in a specialist child

psychiatric service. The VOICES study used a

‘quality of diagnosis’ questionnaire to ascertain

that the diagnosis received by recruited children

in both countries was broadly similar.

A recent analysis suggests that, in the USA, 15%

of school-age boys and 7% of school-age girls have

received a diagnosis of ADHD; approximately two-
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ADHD and stigma: the role
of environmental factors

Table 1. Demographic characteristics of children in the study 

Participants Gender Mean age Mean SES Ethnicity
(n=151)
USA 60.9% male, 11.41 years Class III–IV (middle 66.7% white, 23.2% 
(n=69) 39.1% female to lower-middle class) black, 10.1% other

UK 80.5% male, 10.87 years Class III–IV (middle 86.6% white, 3.7% 
(n=82) 19.5% female to lower-middle class) black, 9.8% other
SES = socioeconomic background

Approaches to
assessment and
treatment of ADHD
can differ between
the USA and the UK

Copyright © Hayward Medical Communications 2013. All rights reserved. No unauthorised reproduction or distribution. For reprints or permissions, contact edit@hayward.co.uk



thirds of those diagnosed receive pharmacological

treatment. Approximately 3% of school-age chil-

dren in the UK are thought to have ADHD. In the

UK, the National Institute for Health and Care Ex-

cellence (NICE) recommends drug treatment as the

first-line treatment for school-age children with se-

vere ADHD, but recognises parent training as the

first-line treatment for preschoolers.3 In both coun-

tries there is a lack of further, evidence-based alter-

native treatment options for children with ADHD. 

Ecological niches: good 
performance versus good conduct 

The VOICES study used the concept of the ecolog-

ical niche to analyse the complex and subtle dy-

namics between a child and the surrounding

environment.4 Two niches were discovered in the

VOICES study, the ‘performance niche’ and the

‘conduct niche’. These niches give rise to different

experiences with ADHD diagnosis and stimulant

drug treatments. 

In a performance niche, children’s cognitive

achievements and successes are strongly empha-

sised, and ADHD is viewed as a disorder of 

academic performance. Children articulate the 

effects of stimulant drugs in relation to classroom

behaviour, school work, intelligence and aca-

demic achievements.

We might say that in a performance niche, a

dominant preoccupation is ‘doing well’:

Interviewer: Tell me about a time when you 
weren’t very happy with how you behaved.
Child: I got my name on a board, and I got Fs on my
report card, and my mom was really mad. And she told
me that I need to do better ... I was really happy this year,
that it’s really good. But last year, I wasn’t paying
attention. (Rose, USA, aged 11)

In a conduct niche, children’s social behaviours

and social hierarchies are a dominant preoccupa-

tion among children and adults, and academic

achievement does not outrank other obligations.

ADHD is viewed as a disorder of anger and aggres-

sion, and stimulant drugs are seen by children to

improve emotional self-control, aggressive behav-

iours, social status and moral decision-making.

We might say that in a conduct niche, a main

preoccupation is ‘being good’:

Interviewer: Tell me about a time when you felt good
about your behaviour.
Child: I feel good about my behaviour if I’ve been, like,
good all that time and if someone’s, like, rewarded me at
school, like and said how good I am, or they write ... to
my parents saying how good I’ve been. Something like
that would make my day. It’s just like normal praise

really. Like, if I do good on tests and everything, that is a
bonus, but if I’ve been good because I’ve not been, like,
disrupting or anything all day, because I’ve controlled my
ADHD, that’s like, even better. (Sean, UK, aged 12)

Alongside the association with anger and ag-

gression, ADHD in a conduct niche was some-

times associated with being ‘thick’ or ‘slow’. Some

children wished they could be ‘more clever’, but

far fewer associated stimulant drug treatment with

academic achievement as compared with children

in the performance niche. 

These two niches are not exhaustive of all possi-

ble niches in an environment; nor are niches nec-

essarily wholly distinct. More research to describe

ecological niches and their contribution to ADHD

behaviours and the experience of ADHD is needed.

In the VOICES study, these niches were associ-

ated with national differences. Among the US chil-

dren we interviewed, the performance niche was

the most common niche environment, while

among the UK children, the conduct niche was the

most common niche environment (see Figure 2).

The study did not specifically investigate the

underlying reasons why, for example, the UK sam-

ple was found to be predominantly in the conduct

niche. However, in any small, non-randomised

sample, there is a recruitment bias. One source of

bias is that our UK sample did not include children

from public schools, where it is likely that more

emphasis is placed on academic performance. 

Epidemiological factors may also pertain; for ex-

ample, the predominance of the conduct niche in

the UK may reflect a socioeconomic class bias in
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� Figure 1. Conners’ test results by subscale and country (n=151)
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a) Proportion 
of children who
spontaneously report
that stimulants help 
to manage anger and
aggressive behaviours.
b) Proportion of
children who
spontaneously report
that stimulants help 
to improve classroom
and academic
performance
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ADHD diagnoses. Although no difference was

found in the average socioeconomic class status of

US and UK children in the sample, there is (as yet

unpublished) evidence that ADHD diagnosis in

the UK is more likely among children of lower so-

cioeconomic status.5

Finally, stigma (discussed below) is a relevant so-

cial driver that maintains biased social under-

standings of ADHD and may, therefore, impact on

the way difficulties with self-control are identified

and assessed by adults, as well as how they mani-

fest themselves in children’s behaviour. 

Stigma and ecological niche

Children’s experiences of stigma differed

markedly across the two ecological niches. In the

conduct niche, children with an ADHD diagnosis

were frequently well known to others as having an

‘anger problem’; they were a

highly visible part of the social

fabric. Most children did not try

to keep their diagnosis a secret. In

the conduct niche, many chil-

dren with and without a diagno-

sis of ADHD reported experiences of active and

persistent bullying. Many children with ADHD

admitted that they were both victims and vic-

timisers of others. As victims of bullying, children

with ADHD were frequently targeted specifically

for their behavioural difficulties. They were pur-

posely ‘wound up’ by other children: 

Because I told them about my ADHD, they thought if
they could wind me up I’d get really upset and they love
to do that … [Teachers] know what I’m like, but I don’t
think they really know how hard it is for me to cope. 
(Heidi, UK, aged 11)

In the performance niche, most children

wanted to keep their ADHD diagnosis a secret –

from friends, teachers (where possible) and even

from family members outside immediate family. 

No one knows [about my ADHD diagnosis] except my
teacher. I don’t want anyone to know I have ADHD.
They’ll spread it all around school and then everyone will
laugh at me. (Brendan, USA, aged 11)

The consequences of secrecy

Secrecy was more possible in the performance

niche because many children in that niche had

less obtrusive symptoms than those in the con-

duct niche. Secrecy was also enabled by parents in

the performance niche, who felt strongly that chil-

dren should not tell peers about the diagnosis. Par-

ents thought that the child might feel shame or

embarrassment, or might be bullied by others. Par-

ents also worried about ‘courtesy stigma’ – that is,

that they would be seen as bad parents for having

pursued a diagnosis of ADHD and/or having ac-

cepted stimulant drug treatment for their child. 

There were several consequences of this secrecy

for diagnosed children. Many children worried

about stigma, even though they had never had

any stigmatising experiences and could not recall

any child who had been bullied or teased for hav-

ing a disability in their school. This is called ‘ex-

pected stigma’ and probably results, in part, from

children’s contact with the high level of parental

anxiety around an ADHD diagnosis.6 National dis-

ability legislation has had an impact on ADHD

children’s stigma experiences; for example, US

schools have strict rules about discriminatory be-

haviour by students and teachers (including bul-

lying) on the basis of disability.7 In the UK, the

Equality Act (2010) includes ADHD as a disability,

but the act has not motivated a clearly enforced

set of anti-bullying or anti-discrimination guide-

lines for ADHD pupils in UK schools.8

In addition, many performance niche children

we interviewed did not know what ADHD is. Some

children who had been diagnosed with ADHD, but

were not taking stimulant medication, were un-

sure whether they had a diagnosis of ADHD. 

I don’t know what it [ADHD] means but I know it means
lying and being nosy. (Ron, USA, diagnosed, aged 10)

ADHD is kind of like a cancer disease but you’re not
going to die from it. (Sylvia, USA, diagnosed, aged 11)

We hypothesise that children’s lack of knowl-

edge about ADHD may be due, in part, to the per-

vasive silence around the diagnosis. Children who

are urged to keep ADHD a secret are unlikely to ask

for clarification of what it is, or whether they have

it. It is also possible that our findings represent

how children manage their ADHD in public at a

particular age. Older children may feel more con-

fident about sharing the fact of their ADHD diag-

nosis with others. 

Research suggests that silence and secrecy are

not a good way to tackle stigma.9 These coping

strategies are likely to encourage anxiety and

shame in children, and to prevent them from ac-

cessing resources to respond to inaccurate or de-

meaning accounts of ADHD. Secrecy can also have

a negative impact on friendships.

Research on stigma suggests that one of the best

ways to combat stigma around mental disorder is

to meet a person with that disorder.10 While con-

duct niche children report that peers, and even

some teachers, engage in stigmatising and bully-

ing behaviour around ADHD, diagnosed children

Research suggests
that silence and
secrecy are not a good
way to tackle stigma
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in the conduct niche have more opportunity to 

disprove stereotypes than children who keep their

diagnosis a secret.

We think that the opportunity to have a say in

what ADHD means, and to defy stigmatising as-

sumptions, is profoundly important. Children

should be actively supported in this opportunity

by adult caregivers and medical professionals.

Medical professionals as a means 
of support for children with ADHD

US and UK children in the VOICES study reported

that they had little meaningful contact with med-

ical professionals. After the initial evaluation, clinic

visits tended to focus on side effect checks, during

which children were weighed and measured. Most

children were not asked any questions, nor did

they volunteer any questions during these visits: 

When I see the doctor, he doesn’t say anything to me. He
just asks my mum questions and I go and get weighed.
It’s OK because it doesn’t take long, but it’s not helpful or
anything. (Reese, UK, aged 11)

Sometimes he looks at me and, like, asks if I’m taking my
pill, like regularly. But mostly it’s just, um, stuff, like, about
getting a prescription and talking to my parents.
(Rhonda, USA, aged 12)

Given the ethical concerns that arise from

ADHD diagnosis and stimulant drug treatment, it

is imperative that children are able to openly dis-

cuss their experiences of ADHD behaviours,

stigma and medication with medical profession-

als. The clinic visit should be a time when children

are invited to speak and to ask questions. Follow-

up visits should encompass discussion about how

to manage potential problems the child is experi-

encing as a result of having ADHD. Children who

had contact with medical professionals who pro-

vided an open, non-judgemental space for this dis-

cussion found it motivating and useful: 

I feel like I can talk to Dr X. She’s really nice and doesn’t
seem to think I’m doing stuff on purpose like other
people do ... I mean, she’s also helped me see that
sometimes I can control myself better if I try. 
(Tony, USA, aged 10)

Conclusion

An important discovery of the VOICES study is

that, with support, children with ADHD can be re-

flective about the inputs that help and hinder their

capacity for self-control. Stimulant medication is

reported to be helpful, but environmental factors

such as stigma, bullying and support from teachers

and medical professionals play an important role. 

Our interviews with children have been made

into an animated film that communicates the

VOICES study findings in their own words, which

you can view online (http://youtu.be/yyaVKvuE-

Bkk). The film has already helped many parents,

teachers and children to better understand ADHD

and stimulant drug treatments. 

The VOICES study also has a website with fur-

ther information, including academic publications

and a useful VOICES report created for parents,

teachers and children (www.adhdvoices.com) �
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� The VOICES (Voices On Identity, Childhood,
Ethics & Stimulants: Children join the
debate) study investigated claims about the
ethical harms of attention deficit
hyperactivity disorder (ADHD) diagnosis 
and stimulant drug treatments.

� Two niches were discovered in the VOICES
study that give rise to different experiences
with ADHD diagnosis and stimulant drug
treatments: in a performance niche, ADHD is
viewed as a disorder of academic
performance, while in a conduct niche, it is
viewed as a disorder of anger and aggression.

� The VOICES study found that children’s
experiences of stigma differed markedly
across the two niches. 

� Given the ethical concerns that arise from
ADHD diagnosis and stimulant drug
treatment, medical professionals should do
more to engage with their paediatric
patients to help to them better understand,
and combat, stigma. 

� A series of animated short films of VOICES
interviews with children can be viewed at:
http://youtu.be/yyaVKvuEBkk.

Key points
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Preparing for the move from young people’s to adult
healthcare services can be a daunting task for many
young people and their families. It has been found
that young people’s participation in this process is
hindered,1 but it is important for you to consider what
services you need in order to stay in good health once
you are no longer eligible to see child and adolescent
mental health services (CAMHS). There are concerns
that the high threshold of need required to access
adult services can mean that there is no healthcare
service available for young people after adolescence.
This means it is important to begin the discussion and
preparation as early as possible. 
With the introduction of National Institute for

Health and Care Excellence (NICE) guidelines2 and the
recognition that attention deficit hyperactivity
disorder (ADHD) is not a childhood-limited disorder,
there has been an increasing need for the provision of
adult services. The transition of young people to adult
services is common in many other disorders, such as
diabetes and asthma; however, there are different
considerations for transition when mental health and
well-being are concerned. 
This transition will come about at a time when

there may be many other changes happening in your
life; for example, changes in education, moving away

from home and meeting new friends. Adult services
tend to view young people as independent from their
families and have different expectations of how you
should participate in your own care. If you would like
your family and friends to remain involved in your
care, you should make this known to adult services.

What is transitioning?

Up until now you will have been cared for by young
person-oriented health services. We use the term
‘transition’ to describe consideration of, and preparing
and planning for, your future healthcare needs, which
may require you to be cared for by adult services. The
timing of this can vary depending on the service you
are in, but can happen from the age of 16 and should
be completed by the time you are 18 years old. This
process is to ensure that there are no gaps in your
care, that you have access to the appropriate
healthcare services and that all of your needs are met. 
It is important to determine if there are adult

services for ADHD in your area , as these are not yet
widely available everywhere in the UK. This is in spite
of the recommendation from NICE, which expects
transition between child and adult services to be
smooth.2 Your healthcare worker will know if there are
local services, and will provide advice on contacting
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What I tell young
people about
transitioning 
to adult services

�The transition from child
and young person’s services

to adult services can be
complicated, particularly in
those with attention deficit

hyperactivity disorder
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your local commissioner for health services via your
GP if there are none available. Differences in the
thresholds of need for some services may leave some
young adults without healthcare provision.3

The developmental course of ADHD

Frequently asked questions by young people include
‘How long will I have ADHD?’ and ‘How long will I have
to take treatment?’. Adequate preparation for transition
is vital. You will need to discuss plans for ongoing
treatment with your health worker, with whom you will
make a joint decision. A review of the symptoms of
ADHD that continue to impair your day-to-day
functioning is also needed. This will determine whether
ongoing treatment is required or, indeed, wanted. 
In adolescence, young people develop increasing

skills of independence and are able
to make their own choices. You will
have your own thoughts about
ADHD and how it affects your life,
and you will need to make decisions
about the future. Sometimes it can
be hard to see the effect ADHD has on your life and
what choices are available to you. This is why it is
important to discuss your understanding of your ADHD
with your family and health worker. This increasing
autonomy may cause conflict with those around you
about the decisions you want to make for yourself. 
The end of secondary education is a reasonable

time to review the symptoms of ADHD and consider
the choices that are available to you – especially
whether to continue with medication. It is not
unusual for young people to not always be able to 
see the problems and symptoms of ADHD and,
therefore, not see the need for continuing treatment.
However, it is known that ADHD symptoms can
persist into your adult life; they may not be as severe
as when you were a child, but can still cause problems
with day-to-day aspects of life, affecting education,
work and relationships.

What you need to consider

To help you make decisions about continuing with
treatment and transitioning to adult services, there
are a number of issues to consider.
� Decide who you need to discuss

your care with: parents/carers, health workers,
tutors and friends.

� Determine how well you understand ADHD and
how it has changed from when you were first
diagnosed. The treatments previously offered will
have been for the management of your symptoms,
to improve your concentration and to reduce

hyperactivity and impulsivity. You
probably do not have severe
symptoms of hyperactivity and
these may have changed to feelings
of inner restlessness. Understanding
your ADHD as an adult requires you

to review your symptoms and how they have
changed over time. Your parents and teachers will
have been given advice about the symptoms of
ADHD and how to manage behavioural issues. You
may have received talking treatments to help you
self-regulate your behaviour and get along with
others. You need to decide what treatments were
helpful and what you want to continue with.

� Get used to asking questions to your healthcare
worker about decisions and ensure that, even from
early on, you are encouraged to take part in your
own care.

� Understand your medication, how it works, what
the side effects are and how to order prescriptions
from your GP.

� Find out how to contact your health worker
(phone, text or email) should you require advice
from them. Use your mobile phone, mobile apps
and calendars to keep contacts and numbers, as
well as appointments times.

� Discuss your thoughts for the future with your
family and carers, and

ADHD IN PRACTICE 2013; Vol 5 No 2 Practical
resources

Young people 
should be encouraged 
to take responsibility for 
their own healthcare; for
example, by keeping track

of their medication

Useful advice sheets

• www.dawsonmarketing.co.uk/youngminds/shop/

PDF/YP-TRANS.PDF

• www.dawsonmarketing.co.uk/youngminds/shop/

PDF/PARENT-TRANS.PDF

• www.youngminds.org.uk/assets/0000/1331/YM_

Prof_Transitions_Guide_email_version.pdf

Sometimes it can 
be hard to see the
effect ADHD has 
on your life

GEOFF KIDD
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decide if you want them to be involved in your
ongoing care.

� Obtain advice from a young people’s mental health
charity, such as YoungMinds in the UK.4

Arranging transition

Your adolescent health worker will organise transition
with the adult service, but the next steps will depend
on the local protocol. You and your health worker will
decide what information will be shared with the adult
service about your previous care, as your health
records will not be passed on in full, only summarised.
It may be helpful to include the initial assessment and
diagnosis information and subsequent important
letters about treatment interventions, changes to
medication regimens, any information about times
when medication was withdrawn and the most recent
review of symptoms. If you have been taking
medication, then a copy of your growth charts
showing your health development over the years will
also be useful. You will have received this information
from your health worker as part of your ongoing
treatment, but it is useful to negotiate and agree on
what information to forward on to adult services.
Organising a joint appointment with the adult

team can help ensure the accurate transmission of
information and needs, as being with health workers
who know you well may help with the overall process. 
It is helpful to plan with your health worker what help
you need to inform the transition process, work with 
them to put this in writing and discuss this at the
transition appointment. 

Not enough help: what next?

If you feel you are not getting the help you need, talk
to your healthcare worker about this; it may be
helpful to write your thoughts down so that you can
be clear about them. Talk to your family and friends

and see if they can be an advocate for you at
your appointments. There may be other

agencies and services, aside from health services,
that can offer help and support to you as an adult
with ADHD: local ADHD support groups if they are
available, the CONNEXIONS service to help young
people (www.connexionslive.com) and the Adult
ADHD network (www.ukaan.org/index.htm) �
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resources

�The new ‘Practical resources’ section is intended as a tool 
to help ADHD specialists communicate complex matters
simply and clearly to non-specialists – from patients and
their parents to teachers and GPs. Download PDFs of 
the articles free of charge from the website:
www.adhdinpractice.co.uk

Information for parents/carers

This is a time of many changes for your child, 

but it is also a time to allow them to develop

independent living skills and become more

proactive with their healthcare decisions. You may

need to consider the following points.

• Acknowledge that your child now has the

autonomy to make decisions for themselves, even

though they may not be ones you agree with.

• Talk with your child, listen to their views and try

to support them through this period of change – it

may not be easy for either of you.

• Give your child responsibility for remembering

medication, appointments and prescriptions to

prepare them for adult life, as adult services will

deal with them directly – you may feel excluded

from this process and need to ensure that your

child can manage this situation for themselves.

Information for healthcare workers

To prepare young people for transition, you need 

to encourage them from early adolescence to take

control of their own healthcare. 

• Self-care should be encouraged as appropriate,

looking at safekeeping of medicines and making

sure they do not run out of medication.

• Use clinic appointments to help develop the

young person’s sense of self-awareness and their

inclusion in decisions about their healthcare.

• Write to the young person directly to begin to

develop their sense of responsibility for their 

own care.

• In family negotiations, act as an advocate with

the young person in the decisions that they wish

to make.

Key points

� The transition from child and adolescent services to adult
services can be particularly difficult for young people with
attention deficit hyperactivity disorder (ADHD).

� There may not be adult services for ADHD in all areas; some
young adults may be left without any further care.

� Discussions are required about ADHD symptoms, treatment and
effect on a young person’s everyday life, to determine the most
appropriate future course of action.

� Young people, parents/carers and healthcare workers all 
need to interact and discuss a number of key issues about the
process of transition.

� Young people should be encouraged to have independence and
take responsibility for their own care. Support is on offer from a
number of organisations and services to help them cope with
living with ADHD as an adult.
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The process of assessing attention deficit hy-

peractivity disorder (ADHD) in adults is

fraught with concerns about subjectivity, as

difficulties have been shown with self-report-

ing, both with over- and under-reporting, of

symptoms.1 There have been some shifts to

more objective measures such as infrared

tracking of eye movements, computerised 

continuous performance tests, functional 

MRI and quantitative electroencephalograms

(qEEGs).2–5 As these can be expensive to set 

up, the majority of assessments still tend to

rely on self-reporting and corroborative evi-

dence. This article will review some of the

more common adult assessment frameworks

in use. All of the following tools have been val-

idated empirically and cited widely in peer-re-

viewed research.6–10

Brown Attention-Deficit 
Disorder Scale for Adults

The Brown Attention-Deficit Disorder Scales

(BADDS) are based on Thomas Brown’s model of

ADHD as an underlying difficulty in executive

functioning. The scale for adults (18 years and up)

comprises 40 questions, designed to elicit execu-

tive functioning deficits in the following areas:

� Organising, prioritising and activating to work

� Focusing, sustaining and shifting attention 

to tasks

� Regulating alertness, sustaining effort and pro-

cessing speed

� Managing frustration and modulating emotions

� Utilising working memory and accessing recall.11

The assessments also include a guided interview

protocol and ask for the input of corroborative

sources who know the individual well. They take

10–20 minutes to administer and provide

‘normed’ scores indicating the probability of

ADHD. Software is available to purchase if a com-

puter-generated report is required. 

The strengths of the BADDS lie in their ease of

administration, and the use of executive function

helps those adults for whom the term ‘ADHD’ is

mired in the stigma of a childhood condition. A

few of the 40 questions can be hard to quantify in

terms of frequency, as the tool aims to elicit how

many times a week the various difficulties occur.

The scores do not incorporate adjustments for age

or gender.

Conners’ Adult ADHD Rating Scales

The Conners’ Adult ADHD Rating Scales (CAARS)

are designed to assess the core symptoms of

ADHD and related problems in adults ≥18 years

of age. Separate self-report and observer report

forms are available. The scales are based on the

same underpinnings as the Conners’ Rating

Scales-Revised for children and adolescents,

which have been in use for many years, and form

part of the overall Conners’ Adult ADHD Diag-

nostic Interview for DSM-IV (Diagnostic and Sta-

tistical Manual of Mental Disorders)™ (CAADID™).

The CAARS have been modified to target the ex-

perience of ADHD in adults. 

Both the self-report and observer report forms

comprise multimodal assessments of the same be-

haviours and problems, and contain an identical

set of scales, subscales and indexes. CAARS forms

are available in long, short and screening versions.

The test takes approximately 10–15 minutes to 

administer for the short form and approximately

30 minutes for the long form; it is hand-scored. 

A computerised report can be generated if the 

requisite software is purchased. 

The long version has 66 items and assesses be-

haviour across the following domains:

� Inattention/memory problems

� Impulsivity/emotional lability

� Hyperactivity/restlessness

� Problems with self-concept.

Results are then compared with normative data.

The long form also includes:

� DSM-IV ADHD symptom measures – to help as-

sess inattentive symptoms, hyperactive-impul-

sive symptoms and total ADHD symptoms

� ADHD index – 12 items that help identify 

respondents who may benefit from a more 

detailed clinical assessment

� Inconsistency index – to help identify random

or careless responding.

Like the BADDS, the CAARS also include a

guided interview format.The test’s strengths lie in

its ease of use and relatively short administration

time. The self-concept domain provides useful in-

formation for further psychotherapy in addition

to the core ADHD impairment features. 

In 2003, Macey found that no information had

been provided on the ethnic representation of the

normative sample, and no studies had addressed

issues of ethnic difference or bias, thus caution
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should be exercised when using the CAARS with

individuals from ethnic minorities.12 However,

they have been shown to have validity across a

number of cultural variations within Europe, in-

cluding Spain and Germany.7

Wender–Utah Rating Scale 

The Wender–Utah Rating Scale (WURS) was origi-

nally developed by Paul Wender as a research in-

strument, but has subsequently been validated as

a screening tool. It aims to capture the distinct fea-

tures of the disorder in adults, but is also reliant on

a retrospective rating of childhood ADHD symp-

toms. The tool consists of 61 questions that ask the

adult patient to recall their childhood behaviour,

with a subset of 25 questions relating to ADHD.

Each question has five possible responses, scored

from zero to four points. Using a cut-off score of 46,

after scoring only the 25 ques-

tions related to ADHD, it has been

shown to identify 86% of patients

with ADHD.13

The WURS assesses behaviours

across six categories: hyperactiv-

ity, attentional deficits, behavioural problems in

school, impulsivity, overexcitability and temper.

It takes 10–15 minutes to administer and, unlike

the BADDS and CAARS, is completely free. One of

its strengths is that it does go beyond the relatively

limited perspective of the DSM-IV criteria and thus

is able to target more areas for treatment. However,

it can be difficult for adults with ADHD to correctly

and objectively recall their adult functioning, let

alone their childhood functioning,1,14 which high-

lights the importance of corroborative input.

Adult ADHD Self-Report Scale 

The Adult ADHD Self-Report Scale  version 1.1

(ASRS-v1.1) is a six-item self-reporting tool devel-

oped by the WHO. It looks at the adult ADHD

symptoms that are the most predictive of having

the disorder. The first four questions relate to inat-

tentive symptoms and the last two questions

apply to hyperactive/impulsive symptoms. Signif-

icant symptoms are shaded and rated either

‘sometimes’ or ‘often’. If four or more marks ap-

pear in the darkly shaded boxes, the patient has

symptoms highly consistent with ADHD.

The ASRS-v1.1 only takes about one minute to

complete and is more likely to be useful as a

screening tool in a primary care setting to establish

whether to refer the patient for a more compre-

hensive assessment.

Current Symptoms Scale

The Current Symptoms Scale (CSS) forms part of

the Barkley Adult ADHD Rating Scale–IV (BAARS-

IV) tool for assessing current ADHD symptoms

and domains of impairment as well as recollec-

tions of childhood symptoms. It is directly linked

to the DSM-IV diagnostic criteria.

The scale includes both self-report and observer

report forms (the latter can be obtained, for exam-

ple, from a spouse, parent or sib-

ling). The long version takes  an

average adult five to seven min-

utes to complete, and the quick

screen version takes three to five

minutes. Additional features in-

clude a section of items assessing the symptoms of

sluggish cognitive tempo, also known as the inat-

tentive-only subtype of ADHD.

The CSS comprises 18 items that address the

symptoms listed in the DSM-IV diagnostic criteria.

Odd-numbered items assess the frequency of inat-

tentive symptoms, and even-numbered items hy-

peractive/impulsive symptoms, using a 0–3

Likert-type frequency scale (0 = never or rarely, 1

= sometimes, 2 = often, 3 = very often). Sample

items include ‘Leave my seat in situations in

which seating is expected’ and ‘Avoid, dislike, or

am reluctant to engage in work that requires sus-

tained mental effort’. The scale also asks patients

to report the age at onset of ADHD symptoms and

to note how often their symptoms interfere with

activities in social arenas (such as school, relation-

ships, work and home). Finally, it addresses oppo-

sitional defiant disorder (ODD) co-morbidity with

eight questions about symptoms of ODD. 

Barkley also has a Childhood Symptoms Scale

Self-Report Form, a Developmental Employment,

Health and Social History Form, and a Work Per-

formance Rating Scale Self-Report Form. All of

these can be sent to the patient to complete before

their first clinic visit. 

As with the other scales reviewed here, the CSS

and other Barkley forms provide scope for others

who know the individual well to provide corrob-

orative input – particularly parents of the adult.

Corroborative input is very important but also

prone to difficulties – not all adult patients have

parents who are still alive or able to accurately 

� The majority of assessments for attention deficit hyperactivity
disorder (ADHD) in adults tend to rely on self-reporting and
corroborative evidence.

� Ease of use and short administration time are significant
benefits in the use of scales to assess ADHD.

� Current scales will need to be adjusted under the new
Diagnostic and Statistical Manual of Mental Disorders-5 criteria.

Key points

They should not 
be the sole defining
assessment for a
diagnosis of ADHD
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reflect on what happened when their children

were young.

Conclusions

All the scales discussed here are in strong agree-

ment with one another in assessing ADHD symp-

toms. The question, thus, becomes which scale is

the least time-consuming and most pragmatic for

the evaluator to use. However, they all remain

fairly reliant on subjective input and, thus, should

not be the sole defining assessment for establish-

ing a diagnosis of ADHD. They need to be com-

bined with more objective measures, such as the

subtest variability within the cognitive assessment

of the Wechsler Adult Intelligence Scale, comput-

erised concentration/impulsivity assessments or

EEGs. A comprehensive assessment will also check

for both comorbid conditions and differential di-

agnoses, as depression, anxiety and substance

abuse can all mimic or mask the symptoms of

ADHD.10 The data gained from the assessment

scales are rich with information that psychother-

apy can be used to modify self-concept and iden-

tify goals for ADHD coaching. 

There is likely to be a need for a readjustment of

these assessment scales under the new DSM-5 cri-

teria. The DSM-5 adds symptoms and alters the di-

agnosis criteria for children and adults, which will

affect the majority of assessment scales as they are

reliant on DSM-IV criteria, with the possible ex-

ception of the BADDS, which rely on the executive

functioning framework instead. We are likely to

see a new raft of assessment scales developed over

the next few months �
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Update – nurse 
prescribing

Nurses working with children and young
people with attention deficit hyperactivity
disorder (ADHD) have been anticipating a
change in legislation that improves patient
access to medicines for ADHD. 
Before the change in legislation in April 2012,

the independent prescribing of controlled
drugs (CDs) was restricted by law to a limited

range of medicines. Independent nurse prescribers were only able
to prescribe stimulant medication for ADHD as a supplementary
prescriber. This required a voluntary prescribing partnership
between an independent prescriber (doctor) and a supplementary
prescriber (nurse) to implement an agreed clinical management
plan (CMP) with the patient’s agreement. Nurses were able to
prescribe atomoxetine independently, as it is not a CD, but not
methylphenidate or dexamphetamine. This restriction inhibited
patient care and access to appropriate interventions. It also, as
Warburton argues, did not recognise the educational skills and
competences of nurses to prescribe safely and appropriately.1

The amendment to the Misuse of Drugs Regulations allows
appropriately trained and competent nurses to independently
prescribe CDs for ADHD.2 Independent nurse prescribers are now
allowed ‘to prescribe any Schedule 2–5 CDs for any medical
condition, within their clinical competence, removing the previous
limitations’. This change in legislation offers new ways of working
and allows for the redesign of services for children and families
with ADHD.
At Bolton NHS Foundation Trust (as at many others) we continue

to use CMPs as a safeguard. The service is nurse-led: the nursing
team initiates treatment regimens within the CMP, following the
trust’s standard operational policy for prescribing for ADHD,
reviewing medicines and their effectiveness, titrating doses and
changing medicines. This allows our medical colleagues to focus on
different clinical tasks, such as prescribing for other needs, and
makes more effective use of the clinical team. Children and families
usually respond well to nurses prescribing and, to date, no one has
requested a doctor to prescribe in place of a nurse.
However, nurses working with children and families with ADHD

must seek local advice from their NHS trusts about how to
implement this change safely: as ever, the practice of prescribing is
granted to nurses as a privilege by legislation and their
organisations, and these should ensure that the nurses have the
adequate competences and skills to undertake this skilled task3 �
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Attention deficit hyperactivity disorder

(ADHD) is a frequent neurodevelopmental 

disorder characterised by both its clinical het-

erogeneity and co-existing comorbid disor-

ders. The prevalence of these disorders is

higher in patients with ADHD than in those

without the condition and, conversely,

ADHD is more prevalent in patients diag-

nosed with these comorbid conditions than

in those without them. This can be observed,

for example, with anxiety disorders, tics,

reading disability, sleep disorders and enure-

sis.1 In our department at Nice Paediatric Hos-

pitals, we have drawn attention to some such

comorbid disorders; namely, enuresis,2 obe-

sity and atopy.

Allergy and neuropsychiatric disorders

Atopy, a term derived from the Greek atopia,

meaning ‘different’ or ‘out of place’, was origi-

nally proposed in 1923 to include asthma and al-

lergic rhinitis. Eczema, or atopic dermatitis (AD),

was added to the group in 1933. Its prevalence in

childrem increased from 3% before 1960 to at

least 16% in 2000,3 although this strongly varies

according to local environmental conditions (air

pollution, latitude, and so on). Atopic manifes-

tations follow a typical sequence of progression,

with clinical signs of AD predating the develop-

ment of asthma and allergic rhinitis – a phenom-

enon known as the ‘atopic march’.3

From an immunology point of view, atopy is

defined as the propensity to develop immediate

allergic reactions (mediated by IgE) to common

environmental allergens. Clinical criteria have

been developed for all three manifestations and,

in addition, the World Allergy Organization de-

fines atopy as the positivity of skin prick tests

and/or the presence of serum IgE specifically di-

rected toward environmental allergens. In most

cases, atopic manifestations are conditions that

cause lifetime impairment and may lead to 

depression, anxiety and stress-related disorders;

that is, the spectrum of co-morbidity extends 

beyond allergy.

Studying the potential relationship

There is a long-lasting debate regarding the rela-

tionships between immunology and psychiatric

disorders. We can cite the Pediatric Autoimmune

Neuropsychiatric Disorders Associated with

Streptococcal Infections (PANDAS) hypothesis

described in the 2000s by Hamilton and Swedo

in New York.4 Twenty years earlier, the

Geschwind–Behan hypothesis had opened the

question by suggesting a correlation between

brain laterality (that is, left-handedness), im-

mune disease, migraine and developmental

learning disorder.5 Negative results were re-

ported, which might have led to the definitive re-

jection of the Geschwind–Behan hypothesis,6

but the question persisted to be addressed in

many studies, which were recently reviewed.7

This review of the literature retained 20 interna-

tional studies published either in English or 

German and highlighted their numerous method-

ological flaws, which, in the end, precluded any

meta-analysis. The central criticism was that, in

most studies, clinical diagnoses (of asthma, AD

and ADHD) did not rely on validated clinical cri-

teria; for example, ADHD was clinically diagnosed

in only three studies, and diagnosed on the basis

of parental or teacher reports and ratings on non-

specific scales in the other studies. 

From a qualitative point of view, however, it can

be noted that:

� Out of six studies that specifically assessed AD

and ADHD, four reported a significant positive

relationship between AD and ADHD, with odds

ratio (OR) estimates of >2 for two studies. A mul-
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�The link between
atopic dermatitis
(pictured) and ADHD is
being explored, and
physicians should
screen for both
conditions

ADHD and atopy
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tivariate analysis to control for confounding

variables such as asthma or rhinitis was con-

ducted in only three studies. The OR remained

significant in two of these studies, and in the

three studies analysed, the significant relation-

ship between asthma/rhinitis and ADHD disap-

peared in the multivariate model.

� Out of the 20 studies, all 12 studies focusing on

the relationship between asthma and ADHD re-

ported a significant result, with ORs ranging

from 1.23 to 2.42. Unfortunately, AD was con-

sidered in only one of these

12 studies; the significant

relationship disappeared

when AD was added to the

multivariate model.

� Out of the 20 studies, no

significant result was reported in those two

studies that investigated the relationship be-

tween rhinitis and ADHD.

� Sleep disorders were considered in a few studies

only, even though AD is a recognised cause of

sleeplessness and night respiratory symptoms

are part of the diagnosis of asthma.

Two further studies were identified after the re-

view – one in children8 and one in adults9 – but

neither reported OR estimates for the association

between AD and ADHD diagnosis or symptoms.10

Paediatric screening in Nice

In our paediatric department, all children referred

to the first author of this article for ADHD diagno-

sis were systematically screened for atopy over a

period of one year. The diagnosis of ADHD strictly

followed Diagnostic and Statistical Manual of Mental

Disorders (DSM)-IV criteria. 

As part of our pre-treatment battery for those pa-

tients who needed pharmacological intervention,

the Phadiatop® blood test was used to detect IgE

specifically directed toward a set of the ten most

common aeroallergens.11 Out of 102 children

screened, 63 (61.8%) had a positive result. Atopy

was confirmed in all 40 positive children who un-

derwent a subsequent allergy evaluation by the

second author: all had at least one atopic disease.

Out of 40 patients, 34 (85%) had rhinitis; for 14

(41.2%), this was of intermittent duration, and for

20 (58.8%) it was enduring. Eleven of the 34 

patients (32.4%) experienced rhinitis of mild 

intensity, while for 23 the condition was of mod-

erate-to-severe intensity (67.7%). Hence, an active

drug for rhinitis was indicated for two-thirds of 

the sample. 

Additionally, 21 patients (52.5%) had a history

of conjunctivitis. AD was present in seven cases

(17.5%) at the time of examination: three without

rhinitis, one with intermittent rhinitis and three

with enduring rhinitis. Two patients (5%) had a

food allergy – one to peanuts and one to apples

(oral allergy syndrome). Finally, 15 patients

(37.5%) presented with symptoms of bronchia hy-

perreactivity (one with conjunctivitis without

rhinitis, six with intermittent rhinitis and eight

with enduring rhinitis). 

Out of these 40 ADHD patients with atopy, only

nine (22.5%) had ever been examined by an al-

lergy specialist. All these relationships were signif-

icant for ADHD only, not for oppositional defiant

disorder or conduct disorder.

Our study suggests that the

prevalence of atopy is up to

three times higher in children

with ADHD than in the gen-

eral population. More research

is warranted before atopy can be considered as a

true comorbid condition or, perhaps, a true en-

dophenotype of ADHD. However, we already en-

courage psychiatrists and paediatricians to screen

their patients for atopy and ADHD, respectively �
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� Attention deficit hyperactivity disorder (ADHD) has a high
prevalence of comorbid disorders.

� The link between atopic dermatitis and ADHD is currently being
explored, and there is a long-lasting debate about the
relationships between immunology and psychiatric disorders.

� One small study in France showed that atopy prevalence was 
up to three times higher in children with ADHD than in the
general population.

� Clinicians should be encouraged to screen for atopic
manifestations alongside ADHD.

Key points

More research is
warranted before atopy
can be considered as a
true comorbid condition
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ADDISS (Attention Deficit Disorder Information and
Support Services) was established in the late 1990s
by Andrea Bilbow in response to the clear gap in the
understanding and social acceptance of what is now
more commonly understood as attention deficit
hyperactivity disorder (ADHD).
One of the problems identified was the lack of

support for sufferers and their families. ADDISS exists
to support these people, their friends and associated
professionals. We act as a main point of contact for
those directly affected by ADHD through our
telephone service (operating from 10 am to 3 pm,
Monday to Friday), and have an extensive selection of
books, DVDs and reference materials available from
our office and our website (www.addiss.co.uk). Our
telephone service, the only one of its kind in the UK,
receives over 300 calls (on average) each month.
Funding for longer hours and more staff would
enable us to respond to many more calls. 
We are passionate about changing the social and

professional perception of ADHD. We believe that
early diagnosis is key to helping not only the sufferer
and their close circle, but society as a whole. We also
recognise the many adults who need our support.

How else do you support people? 

ADDISS has seen an alarming increase in the number
of parents getting in contact directly after their
children have been threatened with exclusion from
school. We can help them write clear, constructive
letters to schools, objecting to exclusions, and often
accompany parents at tribunals to act as an advocate
for the child in question and help the panel
understand the disability aspect of ADHD. In addition,
we offer support to help the school understand
ADHD, how it affects behaviour and how best to work
with the child and family to improve their condition.
We are setting up a new pilot project supporting

adults with ADHD. This will be a weekly drop-in 
offering support and skill building, including money
management. We are also the UK licence holder for 
1-2-3 Magic, a behaviour management programme
designed to deal with the core symptoms of ADHD,
and have now trained over 120 practitioners who are
able to share this training with parents across the UK.
ADDISS is currently involved with the European

WHAAM project, aimed at developing a web and
phone application to support young people with
ADHD and professionals working with them. 

How wide is your reach?

As well as parents, ADDISS works with teachers and
healthcare and youth justice professionals. We
understand the importance of giving clear, factual

advice to people likely to deal with ADHD. We also
give regular talks and dedicated training to user and
professional groups across the country. CEO Andrea
Bilbow is often requested to speak at conferences
across the UK and Europe, and respond to the
national press on topical news items as needed.

How big is your operation?

ADDISS is run using a limited but very dedicated
number of staff and volunteers. Andrea Bilbow is
supported by Colin McGee, a specialist in ADHD and
education, and a psychotherapist with skills
invaluable to the ADDISS helpline. We have several
volunteers, including our trustees, who support the
national phone line and assist at various training
courses and conferences. Our quarterly newsletter is
full of interesting and helpful articles and advice from
contributors across the globe.

What is your vision for the future?

ADDISS has achieved a huge amount in the last 19
years in helping sufferers and their families, as well as
starting to change the broader perception of ADHD.
We hope to extend our helpline operating hours, as
well as expand our number of staff and volunteers. We
are proud of our achievements, and thankful to our
supporters over the years. We are even more proud to
announce that, in June, Andrea Bilbow was awarded
the OBE for services to families affected by ADHD.

How can people get involved?

There are a number of ways to support ADDISS. 
As a professional, please encourage your patients to
become members; the more we have, the stronger
our voice will be when campaigning for change. 
If you would like to get in touch or refer someone 

to us, you may contact us via email at
info@addiss.co.uk, call 020 8952 2800, or access our
website at www.addiss.co.uk �

�ADDISS

Events

� 11th International ADDISS Conference

10–12 October 2013, Liverpool, UK
A popular event that attracts speakers and delegates from 
across the world. The ADDISS conferences provide a huge
amount of current and practical information for both parents 
and professionals. They are lively, engaging and provide 
clinicians with effective tools to support their patients. For more
information visit the website at www.adhdconference.org.uk or
email Andrea at andrea@addiss.co.uk

ADDISS, Premier House, 112 Station Road, 

Edgware, Middlesex HA8 7BJ.

Tel: +44 (0)20 8952 2800. 

email: info@addiss.co.uk  www.addiss.co.uk
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Psychotherapy with adolescents is always a

challenge, even more so when impulsivity and

hyperactivity are associated with conduct dis-

orders and lead to difficulties in socialisation.

A combination of psychotherapy and medica-

tion has been broadly demonstrated to be the

most effective intervention for attention

deficit hyperactivity disorder (ADHD).1

Among the most promising systemic models,

the solution-focused therapy model described by

Steve de Shazer has been suggested as being par-

ticularly indicated for ADHD.2 However, this in-

tervention may be unsuccessful in those

adolescents who, in their  quest for identity for-

mation, sometimes question authority figures.3 In

addition, poor social skills and poor moral devel-

opment associated with psychopathology require

a more balanced relationship between therapists

and patients to facilitate co-responsibility.

This article aims to share our experience at the

Department of Child and Adolescent Psychiatry

at the University Hospital Virgen de la Victoria in

Malaga, Spain. Our unit is a tertiary service that of-

fers assistance to 1,000,000 people in Malaga and

the Costa del Sol. The unit provides specialised in-

terventions for children and adolescents with

mental health disorders. Once patients have been

evaluated in the outpatient clinic, they are referred

to specific programmes at the day centre accord-

ing to their needs. 

The ADHD team offers individual therapy, psy-

choeducation, psychopharmacological interven-

tions and group therapy. These interventions help

to improve moral and cognitive development

(grief, expression of feelings and introjections),

which also contributes to the enhancement of

self-esteem and social adjustment – key to build-

ing a successful adult identity. The team is multi-

professional, including doctors, psychologists,

nurses and therapists. Patients are seen in the out-

patient clinic; once a diagnosis has been made

and a therapeutic plan decided, they are referred

to the day centre for group therapy with a 

reflective team. 

The reflective team in group therapy

Children and adolescents with ADHD often find

it difficult to have successful relationships that

allow them to express their emotions and

thoughts. Adults who support them often priori-

tise their need for a structured environment, with

rules and actions to help them control their hy-

peractivity and self-manage.4 Our objective was to

add emotional and cognitive components to the

psychotherapeutic intervention, with the aim of

helping participants to connect their emotions

with a narrative and build their identity, and then

implementing specific interventions for adoles-

cents with ADHD. Using a reflective team allowed

us to move closer to this objective, with successful

results for therapists, patients and families. 

The reflective team is a modality within the sys-

temic paradigm of family therapy.5 It is based

around the idea of inverting the process of obser-

vation, to let the family and therapist listen to the

comments and reflections from the team observ-

ing the group therapy.6 The frontiers between pa-

tients and therapists are less strict than in other

interventions, providing a more equal relation-

ship. The reflective team also helps participants to

organise their thoughts through active listening.  

We scheduled the intervention for between Sep-

tember and June, to coincide with the academic

year. Patients and families came to our unit twice

a month, and sessions were 90 minutes long. We

worked with parents and adolescents simultane-

ously but separately, holding multi-family (par-

ents and children) sessions at the beginning and

end of the programme. With the adolescents, we

incorporated extra multi-family sessions accord-

ing to the reflective team’s observations. The pro-

fessionals involved had flexible roles.

We carried out the sessions in two different

rooms (see Figure 1). The reflective team listened

to and viewed the sessions, prioritising the adoles-

cent group over the parent group. When the re-

flective team found it necessary to participate in

the session, they used messages such as, ‘When
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Adolescent therapy: the
role of the reflective team
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� Figure 1.
Reflective team 
and therapy group
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you are ready we would like to say something’,

meaning that participation was not imperative.

The therapist and co-therapist who were part of

the therapy group felt free to contact the reflective

team when they wished to do so, but always with

agreement from the rest of the group. 

In every session we started with a meeting

where we established a space to introduce the key

points for discussion, and ended by sharing our

views with those of the adolescents.

What progress did the group make?

During the first sessions, the therapist in charge of

the group session led the direction of the discussion

and was asking the reflective team for their views.

However, after a few sessions, the reflective team

started to request more active participation. 

Adolescents felt uncomfortable with the idea of

having a reflective team at first, and it meant they

displayed defiant behaviour; eventually, however,

they requested the reflective team to participate.

They mentioned that they identified the therapist

as the authority figure and the reflective team as an

opportunity to express their own views from a

more equal position. We thought this was probably

the same model some families showed at home.

Conclusions

Using a relective team alongside the therapy group,

we found that:

� It was possible to create an atmosphere where

emotions were expressed and discussed, reveal-

ing alternative narratives

� More functional ways of communicating could

be used between adolescents and adults, and

these could be generalised to the adolescents’ re-

lationships with parents, teachers and other au-

thority figures

� Thoughts about the need to accept one’s 

parents unconditionally to overcome difficul-

ties were recognised, and families accepted 

the negative effect of unsolved conflicts in 

their children

� A dynamic, respectful and responsible relation-

ship could be created, where each individual has

to take care of what they do and say, with con-

sideration of others

� Conflicts between parents and children and be-

tween adults could be successfully addressed �
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� Psychotherapy may be unsuccessful in adolescents with
attention deficit hyperactivity disorder (ADHD), due to a
propensity to question authority figures and poor social skills.

� At University Hospital Virgen de la Victoria in Malaga, Spain, a
reflective team was used to add emotional and cognitive
components to group therapy, and provide a more equal
relationship between patients and therapists.

� Adolescents displayed defiance at first, but eventually viewed
the reflective team as a way to express their own views.

Key points

Case studies

� The invisible child who started to call for attention

M is 14 years old and has an average IQ, but his academic results

are poorer than expected, in spite of the hours he spends

studying. He is diagnosed with the inattentive subtype of ADHD

and treated with atomoxetine. His test results improve, but he is

not focused. He also has behaviour problems at home and is

often punished.

M is the youngest of four siblings – ten years younger than the

next youngest. The family is from Argentina and moved to

Spain to find work. M’s mother was depressed and did not want

another pregnancy. There is talk of returning to Argentina, but

the family decide to stay after M starts displaying difficulties. 

Before M joined the therapy group, his parents’ compliance

with treatment was poor. They seem more focused on their own

problems than M’s difficulties. We worked with the parents on

these issues, and the group was a safe atmosphere for M to

express his feelings about his home situation. He was rewarded

for his improvement and the group gave him advice. 

� The ‘difficult’ partner of the inattentive mother

L is a 15-year-old with an IQ of 113 who has a diagnosis of

combined-subtype ADHD and emotional difficulties. He is on

once-daily methylphenidate. His poor academic results are

explained by ADHD, alongside his inability to accept limits and

assume responsibility for his actions. 

He is an only child and his parents divorced when he was six.

He and his mother have a couple-like relationship, with L being

given the role of a partner by his mother. He looks after her and

makes decisions that should be made by her. His parents seem

to be pleased with the diagnosis of ADHD, as they have a chance

to hide their own difficulties with co-parenting behind the

scientific narrative of their child having a mental disorder. 

In the group session, the parents’ failure to emotionally

separate from each other and the conflict between them (in

which L is entangled) is underlined. This gave L the opportunity

to express his anger and to assume his own role, separate from

the conflict his parents have been involved in.
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Congratulations to Nathalie Viard
of Crolles, France, who is the winner of 

our prize draw and will receive 
an iPod touch �

Our readership

The European readership of ADHD in practice
continues to grow, with the majority of
respondents to the reader survey coming 
from the UK (37%), France (19%) and Italy
(11%). There were also a sizeable portion of
responses from Germany (7%), Sweden (6%)
and Denmark (5%; see Figure 1).
Child and adolescent psychiatrists

accounted for almost half of all respondents
(44%), while there were also responses from
paediatricians (21%), generalist adult
psychiatrists (12%) and child and adolescent
psychiatric nurses (8%; see Figure 2).
As for reading habits, 34% of respondents use 

the journal as a resource for reference, 31% to aid
treatment of their patients, 29% to aid their own
training and 14% to aid the training of others. Forty-
three per cent read specific articles, while 41% prefer
to read each issue in its entirety.

Print versus digital

Loyalty to print remains strong, with 77% of
respondents stating a preference for reading 
ADHD in practice in print; 31% would like to view it
online, while 44% would prefer to use a searchable
archive. Seventy-two per cent of respondents
expected to use an online archive at least once a
month, if not more frequently.
Most readers are happy with the frequency 

of publication, with 84% saying they would like 
to see the journal continued to be published 
quarterly; 14% would like it to be published 
more frequently, while only 3% would prefer 
fewer issues per year.
Almost three-quarters of respondents (72%) 

said they would be interested in completing online
continuing professional development modules if
they were offered on the ADHD in practice website.

Suggestions for the future

Respondents’ favourite aspects of ADHD in practice
are that it is topical, that it features a broad range of
topics and that it covers practical issues. Clinical
reviews and practice-focused articles are generally
found to be the most useful.
Topic suggestions for future issues included co-

morbidities; medication (and its side effects); and
diagnosis, assessment and screening issues.

Informative and influential

Ninety-five per cent of readers agree that ADHD in
practice is informative, while 77% say that information
in the journal sometimes influences the way they care
for their patients. 
In fact, only conferences matched ADHD in practice

in terms of utility as a source of information: 76% of
respondents said that both sources were ‘useful’ or
‘very useful’, marking the journal above the internet,
professional bodies and colleagues (see Figure 3).
An overwhelming majority – 98% – think that the

journal is of some, or great, benefit �
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Your views on ADHD in practice
Last year, we invited you to share your thoughts about 
ADHD in practice via a reader survey. Here, we report on the results
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What can we do for you?

Go to www.adhdinpractice.co.uk 

now to view the latest issue free of charge!

iPad app now available
Try the new ADHD in practice app for iPad. 
The app brings all the content of the printed
journal to the tablet, making it available
wherever you are. 

With a notification service to update you
whenever a new issue is published, the 
journal is more accessible than ever before.

New website
The website has been given a fresh look as 
well, with archive content now available free 
to individual users. European readers can also
download ADHD in practice in French, Spanish
and Italian from our dedicated websites.

Register online and sign up to our e-alert service
to keep up to date. Or use the online form to
request to join our print distribution list.
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