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Attention defi cit disorder in adults
Management in primary care
Nick Kates, MB BS, FRCPC

ABSTRACT

OBJECTIVE To review the ways attention defi cit disorder (ADD) presents in adults in primary care and to suggest 
treatment approaches.
SOURCES OF INFORMATION PsycINFO, PubMed, and Academic Search Elite databases were searched. Level I evidence 
supports the eff ectiveness of stimulants for treating ADD in adults, and mixed evidence (levels I and II) supports the 
eff ectiveness of antidepressants.
MAIN MESSAGE Attention defi cit disorder is a prevalent but often unrecognized disorder in adults. The diagnosis, which must 
include onset of symptoms before age 7, is often missed. This could be because family physicians are not always familiar 
with the presentation in adults, because it frequently presents with comorbid problems, or because specifi c questions are 
not asked to elicit the diagnosis. Diagnosis is based on clinical assessment often assisted by self-rating scales. Management 
includes support and education, helping patients develop additional structure in their lives and make necessary behavioural 
changes, enhancing self-esteem, supporting and educating families, and prescribing medication. Medication choices include 
stimulants and antidepressants; medication can benefi t up to 60% of people with ADD.
CONCLUSION It is crucial for primary care physicians to identify ADD in adults and to initiate treatment or referral. 
Several simple interventions can be employed.

RÉSUMÉ

OBJECTIF Faire le point sur le mode de présentation du trouble défi citaire de l’attention (TDA) chez l’adulte en 
médecine de première ligne et suggérer des stratégies de traitement.
SOURCE DE L’INFORMATION Une recherche a été eff ectuée dans les bases de données PsycINFO, PubMed et Academic 
Search Elite. Il existe des preuves de niveau I à l’eff et  que les stimulants constituent un traitement effi  cace du TDA et 
des preuves mixtes (de niveaux I et II) indiquant que les antidépresseurs sont effi  caces.
PRINCIPAL MESSAGE Même si le trouble défi citaire de l’attention est relativement fréquent chez l’adulte, il passe 
souvent inaperçu. Son diagnostic, qui doit inclure un début avant l’âge de 7 ans, est souvent manqué. La raison 
pourrait être que les médecins de famille ne sont pas toujours familiers avec son mode de présentation chez 
l’adulte, que sa présentation est souvent compliquée de comorbidité ou qu’on omet de poser les questions précises 
qui permettent de l’identifi er. Le diagnostic repose sur l’évaluation clinique, souvent complétée par des échelles 
d’auto-évaluation. Le traitement comprend du support et de l’éducation, des mesures pour permettre au patient 
de développer de nouvelles stratégies dans sa vie, de faire les changements comportementaux qui s’imposent et 
d’améliorer l’estime de soi, un support et de l’éducation pour la famille, et la prescription d’un médicament, soit un 
stimulant ou un antidépresseur. Jusqu’à 60% des personnes souff rant de TDA peuvent bénéfi cier de la médication. 
CONCLUSION Il est très important que le médecin de première ligne puisse identifi er le TDA chez l’adulte et instaurer un 
traitement, sinon demander une consultation. Plusieurs interventions simples sont disponibles.

This article has been peer reviewed. 
Cet article a fait l’objet d’une évaluation externe. 
Can Fam Physician 2005;51:53-59.
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ttention defi cit disorder (ADD) in adults is 
a common but unheralded problem.1 Recent 
studies have estimated its prevalence in chil-

dren at 6% to 9%,2 and have suggested that 40% to 
70% of these children will continue to experience 
symptoms as adults.3-7 Th is suggests that between 
3% and 6% of the adult population have symptoms 
of ADD that interfere to some degree with their day-
to-day vocational, social, and family functioning. 
Th is would make ADD one of the most prevalent 
of all psychiatric disorders, even though prevalence 
rates gradually decrease with age.8 Detecting ADD 
is particularly important because people with the 
condition have poor psychosocial outcomes includ-
ing higher rates of school failure, incarceration, work 
instability, and substance abuse,3,9 and higher levels 
of comorbid psychiatric disorders.4-6

Adult ADD is of particular relevance to family 
physicians because these people usually present in 
primary care, often with seemingly unrelated or 
coexisting problems, which is why the diagnosis 
is frequently missed. Family physicians’ role is to 
suspect the possibility of ADD, confirm the diag-
nosis, and initiate a comprehensive treatment plan 
that includes referral to mental health services if 
required. Family physicians can also manage and 
support those with ADD not being treated in, or 
having been discharged from, mental health services 
and can ensure that care remains well coordinated.

Quality of evidence
Databases searched were PsycINFO, PubMed, and 
Academic Search Elite. Although there are fewer 
studies of adults than of children, there is level I evi-
dence of the eff ectiveness of both short-acting and 
slow-release stimulants for patients with ADD. Some 
level I evidence supports use of antidepressants and 
other treatments for adults; most evidence is level II.

Etiologic theories
Neurobiologic factors appear to play a role in onset 
of ADD. Studies of twins and adoptions off er strong 
evidence of a genetic link, and 20% of parents of 
children with ADD have the problem themselves.10

Two dopamine receptor genes and the DAT gene11,12

have been identifi ed as possibly having a role.
People with ADD might have problems in 

the prefrontal cortex that would affect dopa-
mine and noradrenaline levels12 and structural 
changes in the striatum and the cortex.13 Barkley14

and Castellanos15 have both postulated a possi-
ble mechanism for ADD as a loss of some of the 
executive functions of the prefrontal cortex, such 
as emotional control and the ability to integrate 
various demands and emotions. Th is would dimin-
ish capacity for goal-directed behaviour and self-
regulation of mood and increase the likelihood of 
impulsive behaviour.

Comorbidity
Half of those with ADD have comorbid psychiat-
ric disorders3,4,16: 19% to 37% have mood disorders 
(depression, bipolar affective disorders, and dys-
thymia), 25% to 50% have anxiety disorders, 32% to 
53% have addiction problems, and 10% to 28% have 
personality disorders.3,4,13,17,18 Th is comorbidity is 
why the diagnosis is often missed, even though the 
comorbid problems are addressed and treated.

Assessment
Consider ADD when patients describe specific 
problems or behaviours. Clues that suggest pres-
ence of ADD include instability in work and relation-
ships; self-reports of disorganization or problems 
completing tasks; history of school problems of vari-
ous kinds; and in some instances, drug and alcohol 
use. Recurring (and consistent) problems in various 
areas of patients’ lives, rather than a single problem in 
just one area, suggest the possibility of ADD. Patients 
might also describe symptoms of restlessness or 
mood swings or problems focusing. Th ese problems 
are sometimes overlooked or mistaken for symptoms 
of other disorders, such as anxiety or depression.

Dr Kates, a Professor in the Department of Psychiatry 
and Behavioural Neurosciences with a cross-appoint-
ment in the Department of Family Medicine at 
McMaster University in Hamilton, Ont, is Director of the 
Hamilton Health Services Organization Mental Health 
and Nutrition Program.
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Ask specifi c questions. Table 1 lists questions that 
can easily be asked during a clinical interview.

Use self-rating scales. Self-rating scales19-21 can 
help detect specific behaviours, but in the end, 
diagnosis will be based on a clinical interview 
and presence of symptoms that meet the diagnos-
tic criteria outlined below. One easy-to-use scale 
developed for primary care providers by the World 
Health Organization is the Adult ADD Self-Report 
Scale, available to download at www.med.nyu.edu/
psych/assets/adhdscreener.pdf.

Assess for other psychiatric disorders. Physicians 
should assess symptoms suggesting anxiety, depres-
sion, mood swings, and addiction problems, all of 
which can mask or mimic symptoms of ADD.

Diagnosis
Th ere is no single diagnostic test, but there are at least 
three commonly used frameworks for diagnosing 
ADD in adults. Common to all cases is that symp-
toms started before age 7. If there were no symptoms 
before age 7, the diagnosis cannot be made.

One classification can be found in the fourth 
edition of the Diagnostic and Statistical Manual 
of Mental Disorders (DSM-IV),7 although the cri-
teria in the DSM-IV were developed primarily for 
children rather than adults. The DSM-IV groups 
ADD symptoms into inattention and impulsivity or 
hyperactivity, or a combination of the two (Table 2). 
Attention defi cit with hyperactivity is referred to as 
attention defi cit hyperactivity disorder (ADHD), but 
in this article, the term ADD covers both ADD and 
ADHD. To make the diagnosis there needs to be:

• a history of onset before age 7,
• at least six symptoms from a list of nine for atten-

tion problems or six from a list of nine for impul-
sivity or hyperactivity, and

• evidence that symptoms have been present for 
more than 6 months, are pervasive and mal-
adaptive, and aff ect at least two domains of the 
patient’s life.
Wender has broadened these criteria.3 He identi-

fi ed seven subcategories: inattention, motor hyper-
activity, impulsivity, disorganization, hot temper, 
emotional overactivity, and mood swings. To make 
the diagnosis, behaviours must be present in the 

Table 1. Questions for assessment

Do you ever have problems with concentration or paying attention to specifi c 
tasks?

Do you fi nd you are easily distracted or leave tasks uncompleted?

Do you lose things frequently?

Do you have diffi  culty staying organized or arriving at places on time?

Did you have problems with attention or concentration when you were at 
school?

Do you feel you underachieved at school or in your work career?

Table 2. DSM-IV criteria for attention defi cit disorder (ADD): Six 
or more symptoms out of nine of inattention or six or more symptoms out of 
nine of hyperactivity or impulsivity present for at least 6 months to a degree 
that is maladaptive and inconsistent with development level suggest ADD.

INATTENTION

• Fails to pay close attention to details or makes careless mistakes in 
schoolwork, work, or other activities

• Has diffi  culty sustaining attention in tasks or play activities

• Does not seem to listen when spoken to directly

• Does not follow through on instructions and fails to fi nish schoolwork, 
chores, or duties in the workplace

• Has diffi  culty organizing tasks and activities

• Avoids, dislikes, or is reluctant to engage in tasks that require sustained 
mental eff ort

• Loses things necessary for tasks or activities

• Easily distracted by extraneous stimuli

• Forgetful in daily activities

HYPERACTIVITY OR IMPULSIVITY

• Fidgets with hands or feet or squirms in seat

• Leaves seat in classrooms or other situations in which remaining seated 
is expected

• Runs about or climbs excessively in situations in which it is 
inappropriate

• Has diffi  culty playing or engaging in leisure activities quietly

• Is always “on the go” or acts as if “driven by a motor”

• Talks excessively

• Blurts out answers before questions are completed

• Has diffi  culty awaiting turn

• Interrupts or intrudes on others

SOME SYMPTOMS CAUSING IMPAIRMENT WERE PRESENT BEFORE AGE 7.

SOME IMPAIRMENT IS PRESENT IN TWO OR MORE SETTINGS.

EVIDENCE OF CLINICALLY SIGNIFICANT IMPAIRMENT IN SOCIAL, ACADEMIC, OR 
OCCUPATIONAL FUNCTIONING.
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inattention and hyperactivity subcategories and in 
at least two categories of the other fi ve(Table 33).

Hallowell and Ratey22 have further expanded the 
criteria by identifying a list of 20 behaviours; 12 
need to be present to make the diagnosis (Table 422). 
Th ese criteria are easy to use in primary care.

Diagnosis of ADD can be confi rmed by obtain-
ing corroborative history from partners, friends, or 
other family members who might highlight behav-
iour patients have overlooked or downplayed. It is 
worth asking for school records, as they can often 
reveal attention problems, and adults do not always 
report childhood symptoms accurately.23 Eliciting 
a full family history is important. Th is should also 
cover related problems, such as tics, criminal activ-
ities, and drug or alcohol use. Th e extent to which 
these symptoms interfere with daily activities is 
also important, as it will determine whether treat-
ment is required.

Management
Although there is little evidence from studies of 
adults, studies of children (level I evidence) suggest 
the best outcomes derive from integrated treatment 

Table 3. Wender’s criteria for attention defi cit disorder in adults

MOTOR HYPERACTIVITY

  Restlessness

  Diffi  culty relaxing

  Always on the go

  Diffi  culty with sedentary activities

  Dysphoria when inactive

ATTENTION DIFFICULTIES

  Cannot concentrate on conversations

  Cannot concentrate on reading materials

  Needs to read things several times

  Forgetful or loses things

AFFECTIVE LABILITY

  Mood swings

  Can range from depression to mild euphoria

HOT TEMPER

  History of tantrums

  Short fuse

  Transient loss of control

EMOTIONAL OVERACTIVITY

  Confused or uncertain

  Easily overwhelmed

  Frequently “stressed out”

  Crises when dealing with routine stress

DISORGANIZATION

  Cannot complete tasks

  Lack of job organization

  Lack of organization around household tasks

  Often late, poor time organization

  Haphazard

IMPULSIVITY

  Talks before thinking, blurts things out

  Impatient, interrupts frequently

  Acts on the spur of the moment

  Does not think through consequences

  Might be risk-taking behaviour

Adapted from Wender.3

Table 4. Hallowell and Ratey’s criteria for diagnosing attention 
defi cit disorder: 12 out of 20 criteria need to be present.

A sense of underachievement

Diffi  culty getting organized

Chronic procrastination or trouble getting started

Many projects going simultaneously; trouble with follow through

Tendency to say what comes to mind without necessarily considering the 
timing or appropriateness of the remark

A frequent search for high stimulation

An intolerance of boredom

Easy distractibility, trouble focusing attention, tendency to tune out or drift away

Often creative, intuitive, highly intelligent

Trouble in going through established channels, following “proper” procedure

Impatient; low tolerance for frustration

Impulsive, either verbally or in actions

Tendency to worry needlessly, endlessly

Sense of impending doom or insecurity

Mood swings, mood lability

Restlessness

Tendency toward addictive behaviour

Chronic problems with self-esteem

Inaccurate self-observation

Family history of attention defi cit disorder or other disorders of impulse 
control or mood

Adapted from Hallowell and Ratey.22
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approaches24 that include educating patients about 
ADD; maintaining self-esteem; suggesting behav-
ioural changes, including providing more structure; 
family interventions and support; and medication. 
Most of these approaches can be implemented suc-
cessfully in primary care.

Education. Helping patients recognize that ADD 
is a problem they can do something about begins 
to give them back a sense of control and paves the 
way to using specific structural and behavioural 
measures. Education can be facilitated by reading 
materials and use of websites such as Children and 
Adults with Attention Defi cit Disorder (CHADD) 
(www.chaddcanada.org).

Self-esteem. A common consequence of ADD 
is low self-esteem or self-confi dence that results 
from failure at school, diffi  culties in the workplace, 
negative comments of others, diffi  culties in social 
adjustment because of impulsive behaviour, or 
failure in relationships. Techniques for maintain-
ing and enhancing patients’ self-esteem include 
acknowledging accomplishments and changes 
made, challenging negative comments or thoughts 
people make about themselves and assisting them 
to replace these negative thoughts with more posi-
tive ones, helping patients avoid situations where 
they could be setting themselves up to fail, and set-
ting attainable goals.

Behavioural changes and providing structure. 
Ways to help patients put more structure or orga-
nization in their days, such as developing daily 
routines and using lists and reminders, are summa-
rized in Table 5. Setting goals helps; goals should 
be clear, short-term, and attainable, and should 
give a sense of accomplishment when reached.

People with ADD can also be helped to recog-
nize particular triggers for impulsive behaviour. 
Th ey can then learn various responses to these trig-
gers, including waiting before acting, evaluating 
a situation, and working out possible courses of 
action. Wilens and McDermott25 have summarized 
these responses using the acronym SPEAR (Stop, 
Pull-back, Evaluate, Act, Reassess).

Family interventions. Involving other family mem-
bers can be useful.22,26 They can provide corrob-
orative information on their relatives’ behaviour 
and symptoms and receive information on what 
ADD is and how it can be treated. Family members 
can also assist with strategies, such as preparing 
reminder lists, that will reduce patients’ symptoms.

Medication. For many people, especially those 
with milder, less disruptive symptoms, nonpharma-
cologic approaches suffi  ce. If symptoms are more 
severe or have a greater or destructive eff ect on 
patients’ lives, medication should be considered.24

Management of ADD relies on two groups of 
drugs: stimulants, such as methylphenidate (Ritalin) 
or dexamphetamine (Dexedrine), and antidepres-
sants, such as tricyclics, buproprion, and selective 
norepinephrine reuptake inhibitors (SNRIs).

Stimulants: Th e few double-blind trials of stim-
ulants have found variable response rates (25% to 
78%, mean 52%) with no evidence that their use 

Table 5. Strategies for managing symptoms of attention defi cit 
disorder

Make a daily list of tasks to be accomplished. Keep it manageable. Keep it 
with you.

Keep an appointment book or planning calendar. Circle important dates and 
deadlines in red.

Keep notepads in accessible places so you can write down ideas and things to 
remember when they hit you.

Use a portable dictaphone or a personal digital assistant (PDA) to help you 
remember if written lists do not work.

Post key messages (ie, appointment times and schedules) to yourself on 
bulletin boards in your house and somewhere visible in your car.

Use a desk or drawer organizer and develop an easy fi ling system to keep 
track of important pieces of paper and correspondence. Use this every time 
you have to fi le something.

Make lists of tasks for the day at work. Break each task down into 
manageable components on a piece of paper. Arrange these tasks in order of 
priority.

Ask a family member to remind you of important events and deadlines.

Set personal (attainable) short-term goals. Reward yourself when you have 
achieved these.

If things do not work out or you get upset at the outcome, take 5 minutes to 
yourself (a time-out) to think about what happened and how you should 
proceed.

Try to develop daily routines.

Maintain your sense of humour.
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led to tolerance or abuse.27,28 Recent meta-analy-
ses of placebo-controlled crossover trials found 
methylphenidate to be efficacious for treating 
ADD in adults29; average response rates were 58% 
for methylphenidate, 57% for dexamphetamine, 
and 10% for placebo.27 Symptom reduction might 
be related to dose, with higher doses (if tolerated) 
bringing better responses. Optimal doses are 
achieved when further increases in dose no longer 
bring clinical improvement.24

Long-acting drugs: Methylphenidate and dex-
amphetamine both come in short-acting forms 
(usually 3 to 4 hours’ duration) and a slow-release 
form that lasts about 7 to 8 hours. Newer slow-
release medications are Concerta,30 a combination 
of immediate-release and slow-release methylphe-
nidate, and Adderall,31 a combination of amphet-
amine salts. Both of these last for 10 to 12 hours. 
Atomoxitene (Stratera),32 an SNRI, is likely to be 
available soon in Canada.

Slow-release pills have a slower onset of action 
but a smoother course and fewer rebound symp-
toms as the dose wears off. Taking a medication 
just once a day can improve compliance. Slow-
release and short-acting drugs can be combined: 
short-acting agents can “top up” the effects of 
long-acting agents during the day. Side effects can 
include decreased appetite, disrupted sleep, rest-
lessness or agitation, and rebound symptoms as 
drugs wear off.

Some adults choose to take their stimulants only 
when required, such as when they have a particular 
task requiring concentration or a project to com-
plete. Others feel more comfortable if they have the 
protection medication offers around the clock.

Stimulants should be started with a small 
single dose (5 to 10 mg of methylphenidate 
or 5 mg of dexamphetamine) usually in the morn-
ing. Response should be monitored.24 The dose 
can then be titrated up in small (5-mg) incre-
ments every 4 to 7 days according to response, 
initially on a once-daily basis. Once response and 
benefits are ascertained, a second dose can be ini-
tiated, usually after lunch. A smaller dose can be 
tried in the early evening if sleep has not been 
a problem. If an increase in dose fails to further 

alleviate symptoms, the dose should be reduced to 
the previous effective level. An average daily dose 
is 20 to 80 mg of methylphenidate and 10 to 40 
mg of dexamphetamine.24

Antidepressants: All evidence supporting use of 
antidepressants is level II. The strongest evidence 
is for buproprion33,34 and tricyclics (desipramine 
or noradrenaline).35 Evidence is weaker for ven-
lafaxine,36 especially if there is an accompanying 
mood disorder. There is little evidence of bene-
fit from selective serotonin reuptake inhibitors.37 
Antidepressants should be initiated and increased 
as they would be for treating depression.

Choice of medication: Individual preference will 
always be an important factor, and many people 
have strong feelings about taking stimulants. In gen-
eral, if the problem is predominantly with cognitive 
symptoms and attention, the first choice should be 
a stimulant. If mood symptoms are severe, an anti-
depressant should be considered unless patients 
think treating problems with attention and disorga-
nization is their main priority.

Drugs can also be used in combination, but it is 
wise to start one first and assess response and resid-
ual symptoms before adding a second. One advan-
tage of stimulants is that they act fairly quickly, and 
a trial can be completed within a couple of weeks.

Symptoms of ADD might improve over the years, 
and this could reduce the need for medication.8 
Development of new skills and increased self-con-
fidence can also change medication requirements. 
It is worth reviewing progress after a 6-month trial 
of medication, and then at least annually, particu-
larly for adults who have continued taking the same 
dose since they were teenagers.

Conclusion
Attention deficit disorder is a prevalent condition 
that affects as many as 3% to 6% of all Canadian 
adults. Most cases are seen in primary care; a few 
cases are referred to mental health services. The 
condition is associated with a high degree of psy-
chiatric comorbidity, particularly depression. Other 
social problems include work difficulties and low 
self-confidence. While comorbidity might mask its 
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presence, clues to behaviour suggesting ADD can 
be elicited with routine questioning; a fuller inter-
view can confi rm the diagnosis.

Once the diagnosis is confi rmed, an integrated 
treatment plan, including education, behaviour 
management, family support, and medication, can 
be implemented. Family physicians have a key role 
in detecting ADD, initiating treatment, involv-
ing other family members, and monitoring their 
patients’ progress. 

Correspondence to: Dr N. Kates, Hamilton-Wentworth 
HSO Mental Health and Nutrition Program, 40 Forest 
Ave, Hamilton, ON L8N 1X1
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EDITOR’S KEY POINTS

• Attention defi cit disorder (ADD) is more common in adults than is 
usually recognized in family practice. About 3% to 6% of the adult 
population is aff ected. The multitude of psychosocial problems that 
stem from ADD make it important for family doctors to recognize 
and treat it.

• About half of ADD patients have comorbid conditions, such as mood 
disorders (depression, bipolar aff ective disorders, dysthymia), anx-
iety, addictions, or personality disorders.

• Diagnosis can be made by asking specifi c questions, (eg, diffi  cul-
ties concentrating, completing tasks), using self-rating scales, or 
applying criteria from the Diagnostic and Statistical Manual of Mental 
Disorders, fourth edition (DSM-IV) or from other sources.

• Management approaches work best if they integrate education, 
building self-esteem, behaviour modifi cation, providing structure, 
family support, and medication.

POINTS DE REPÈRE DU RÉDACTEUR

• Le trouble déficitaire de l’attention (TDA) est plus fréquent chez 
l’adulte qu’on ne le reconnaît généralement en médecine familiale. 
Environ 3 à 6% des adultes en sont aff ectés. Vu les nombreux pro-
blèmes psychosociaux que ce trouble entraîne, il est important que 
le médecin de famille sache le reconnaître et le traiter.

• Environ la moitié des cas de TDA s’accompagnent de comorbidité, 
telles des troubles de l’humeur (dépression, troubles aff ectifs bipo-
laires, dysthymie), de l’anxiété, de la toxicomanie ou des troubles de 
la personnalité.

• Le diagnostic peut être établi par des questions spécifi ques (p.ex. 
sur la diffi  culté à se concentrer ou à compléter les tâches), à l’aide 
d’échelles d’auto-évaluation ou à partir des critères provenant, 
entre autres sources, du Diagnostic and Statistical Manual of Mental 
Disorders, quatrième édition (DSM-IV).

• Les stratégies de traitement sont plus efficaces si elles intègrent 
l’éducation, l’amélioration de l’estime de soi, une modifi cation du 
comportement et l’apport de structure, d’un soutien familial et 
d’une médication. 


