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A B S T R A C T   

Attention-Deficit/Hyperactivity Disorder (ADHD) is often misdiagnosed or mistreated in adults because it is often 
thought of as a childhood problem. If a child is diagnosed and treated for the disorder, it often persists into 
adulthood. In adult ADHD, the symptoms may be comorbid or mimic other conditions making diagnosis and 
treatment difficult. Adults with ADHD require an in-depth assessment for proper diagnosis and treatment. The 
presentation and treatment of adults with ADHD can be complex and often requires interdisciplinary care. 
Mental health and non-mental health providers often overlook the disorder or feel uncomfortable treating adults 
with ADHD. The purpose of this manuscript is to discuss the diagnosis and management of adults with ADHD.   

Introduction 

A global multi-level mixed effect meta-analysis of adults who have 
symptoms of Attention-Deficit/Hyperactivity Disorder showed a prev-
alence of 6.67% (95% confidence interval [CI] 2.1–3.1) (Song et al., 
2021). Characteristics of ADHD seen in children tend to persist into 
adulthood, but they are often overlooked. This means the prevalence 
might be higher in adults than reported (Katzman, Bilkey, Chokka, Fallu, 
& Klassen, 2017). Studies have shown that characteristics seen in chil-
dren change when individuals enter their late teens or early adulthood. 
It is suggested that this might be due to changes in the environment and 
increased changes independent of responsibilities (Caye et al., 2016; 
Chung et al., 2019; Sandhu, Toll, & Poulton, 2020). If other disorders are 
present (such as depression, anxiety, or bipolar disorder), a diagnosis of 
ADHD could be missed and left untreated. Dual diagnosed individuals 
generally present with complex symptoms and are often difficult to 
manage. Evidence shows that adults with ADHD tended to score higher 
on assessment tools for these individual comorbid conditions (Bozkurt, 
Evren, Umut, Agachanli, & Evren, 2017; Richard-Lepouriel et al., 2016). 

Although the prevalence of adult ADHD is lower than most other 
psychiatric disorders, failure to recognize and treat individuals with 
ADHD can result in profound impairments in cognitive and social 
functioning. For example, impaired short-term memory was higher in 
college students with ADHD (Dudukovic, Gottshall, Cavanaugh, & 

Moody, 2014); adults with ADHD are more likely to procrastinate in 
activities of daily living and metacognition processes (Palacios-Cruz 
et al., 2018). In addition to cognitive impairment, adults with ADHD 
tend to be at higher risk for accidents (including automobile accidents), 
have more problems with employment and finances, have higher rates of 
substance misuse, more relationship issues, increased visits to health 
systems for comorbid mental and physical illnesses, and decreased life 
span (Owens, Zalecki, Gillette, & Hinshaw, 2017; Palacios-Cruz et al., 
2018; Reid, Campos, Selochan, & Fong, 2018; Sadeghi et al., 2020; 
Şahan, Zengin Eroğlu, & Sertçelik, 2020). These factors make it vital for 
both mental and non-mental health providers to identify and manage 
adults with ADHD in order to reduce the impact at the individual, 
community, and health system levels. 

At the individual level, young adults often delay seeking care 
because of the vague symptoms associated with the disorder. The trig-
gers for seeking care vary, such as impairment in employment and other 
daily activities. At the systems level, several factors influence diagnosis 
and treatment, including lack of provider proper education and training 
in recognizing and treating an adult with ADHD, the belief that ADHD is 
a disorder of childhood and abates as the prefrontal cortex develops in 
adulthood, limited clinical experience in the diagnosis and treatment of 
ADHD in adults, and the lack of multidisciplinary teams necessary to 
adequately diagnose and treat adults with ADHD (French, Perez Valle-
jos, Sayal, & Daley, 2020; Pidano et al., 2016; Pidano et al., 2017). 
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Additionally, clinical guidelines for assessment and treatment for pro-
viders are not consistent with the DSM-5, which tends to focus on 
characteristics seen in children (Amer et al., 2019). Many providers 
would feel more comfortable diagnosing and managing ADHD with the 
availability of proper resources (Adler, Shaw, Sitt, Maya, & Morrill, 
2009). 

Adults are usually unsure of their symptoms, and they find it chal-
lenging to describe their symptoms (Owens, Zalecki, Gillette, & Hin-
shaw, 2017). Once an accurate diagnosis is made, many adults express a 
feeling of relief. This is because they can better understand the root 
cause which often brings comfort to individuals and their significant 
others (Aoki, Tsuboi, Furuno, Watanabe, & Kayama, 2020). Health care 
providers (mental and non-mental health) are also more likely to feel 
comfortable caring for adults with ADHD if resources for diagnosing and 
management were available. The purpose of this manuscript is to discuss 
the general approach to the diagnosis and effective treatment of adults 
with ADHD. 

Neuropathology of ADHD 

Brain changes occurring during childhood contribute to symptoms 
seen in ADHD. Overall, general brain development in critical motor and 
cognitive function areas is delayed in individuals with ADHD (Kakuszi, 
Szuromi, Bitter, & Czobor, 2020). In ADHD, there is decreased gray 
matter volume in several brain areas responsible for information pro-
cessing and impulse control (Humphreys et al., 2018; Wang et al., 2020). 
These alterations from typical neurodevelopment are believed to be 
responsible for the impulsive behavior and other cognitive impairment 
in daily activities seen in individuals with ADHD (Giedd et al., 2014). 
Similar pathological changes and behaviors are also seen with other 
mood disorders, which could explain the similarities in clinical pre-
sentations and the risk for misdiagnosis (Zhao et al., 2020). 

There is growing evidence that altered neurotransmitter actions of 
dopamine, serotonin, and norepinephrine may play an essential role in 
ADHD symptomatology. Dopamine is involved in executive functioning, 
decision-making, and concentration; norepinephrine is responsible for 
working memory, attention, and attention control; and decreased sero-
tonin is associated with impulsivity (Bokor & Anderson, 2014). In 
ADHD, there is impairment in the functioning of these neurotransmitters 
similar to those seen in other mood disorders. Individuals with ADHD 
and major depression have shown an abnormality in dopamine and 
norepinephrine functioning (Katzman & Sternat, 2016). This further 
explains the difficulty in differentiating adult ADHD from other mood 
disorders, such as depression. This means that an individual could 
possibly have ADHD alone or comorbid with another mood disorder. 

ADHD is a neurodevelopmental disorder characterized by inatten-
tion, hyperactivity/impulsivity, or both (Diagnostic and Statistical 
Manual of Mental Disorders [DSM-5], 2013). The DSM-5 incorporates 
characteristics of ADHD across the lifespan. The defining characteristics 
does not take into account compensatory behaviors developed as an 
individual ages, which complicates diagnosing in adults. Children are 
required to meet six of the DSM-5 characteristics while adolescents and 
adults are only required to meet five (APA, 2013). The characteristics 
outlined tend to be more readily observed in children. The 18 criteria in 
the DSM-5 may not be readily recognized in adults making diagnosis 
difficult for clinicians. This could be because adults with ADHD may 
have advanced brain development and other compensatory behavior 
learned as they mature. Factor analysis of various ADHD characteristics 
have been shown to be much broader in adults than outlined in the DSM- 
5, which makes it difficult to make a clear diagnosis (Adler et al., 2017). 
For example, impaired executive functioning is predominately seen in 
adults while hyperactivity is the main characteristic in children. This is 
possibly due to impaired sensory processing (Papp et al., 2020). Inat-
tention in adults may present as hyper-focusing behaviors characterized 
by an inability to shift attention from one activity to another in adults 
with ADHD (Ozel-Kizil et al., 2016). The characteristics in adults are not 

clearly defined in the DSM-5. Because they are not clearly described 
characteristic, ADHD in adults can be easily overlooked and diagnosed 
as another disorder. 

Assessment 

As with most disorders, assessment begins at the time a referral is 
made to the provider. A review of the referral should be done to prepare 
necessary resources to assist with probable diagnoses. Children are more 
likely than adults to meet the DSM-5 criteria for ADHD hyperactivity or 
combined, but adults are more likely to meet the criteria for ADHD 
inattention. The challenge with using the characteristics as outlined in 
the DSM-5 is that it does not clearly describe some behaviors seen in 
adults. For example, hyperactive behavior in adults may manifest as 
emotional dysregulation, increased exercise, and excessive spending 
(Adler et al., 2017; Bangma, Tucha, Fuermaier, Tucha, & Koerts, 2020). 
These behaviors are also seen in other disorders, complicating the 
diagnosis. 

Characteristics of ADHD must be seen in two or more settings before 
a diagnosis can be made. This is easier in children because they tend to 
have consistent contact with the same individuals, such as parents and 
teachers. This makes corroboration of behavioral and cognitive prob-
lems easier in children. However, cognitive and behavioral impairments 
are not easily detected in adults since they often interact with multiple 
individuals daily, making it difficult to obtain collateral information of 
impaired function. Adults are also not under the supervisory control of 
parents or caregivers; thus, the impaired functioning may not be 
recognized and delay health-seeking behavior. Additionally, adults with 
ADHD also develop compensatory behaviors over time by learning new 
skills or adapting to their environment to meet their needs. For example, 
adults may compensate for cognitive difficulties by using checklists or 
electronic devices to aid with memory. The individual may create a 
highly structured environment to assist with focus and task completion; 
they may participate in sports to relieve the hyperactivity; they might be 
overly early for activities to compensate for inappropriate social skills, 
and conversations tend to be tangential and circumstantial in nature 
(Castagna, Roye, & Calamia, 2018). To compensate for occupational and 
other executive functioning deficiencies, adults with ADHD tend to do 
activities during quiet times to reduce distractions (Adler et al., 2017; 
Canela, Buadze, Dube, Eich, & Liebrenz, 2017; Castagna et al., 2018). 
Adults are able to adapt cognitive and emotional behavioral changes 
over time, which can mask impairment. These compensatory behaviors 
may not be apparent to others and are seen as normal adult behaviors 
making ADHD challenging to detect (Britton, 2011). These character-
istics are not clearly found in the DSM-5 criteria for ADHD, making it 
possible to miss the diagnosis in adults. 

Vague behaviors can complicate assessment, which contributes to 
misdiagnosis. Irritability, mood liability, increased activity, racing 
thoughts, paranoia, and worrying can be seen in adults with ADHD, but 
they are also DSM-5 criteria for anxiety, bipolar disorder, and ADHD, 
further complicating the diagnosis process. To reduce the chances of 
misdiagnosis, assessment tools to evaluate for other mood disorders 
should be completed to rule out other problems, including existence of a 
possible dual diagnoses. When other assessment tools are done, each 
should be scored separately, and the responses to items reviewed with 
the individual to ensure accuracy (Kooij et al., 2018). This ensures that 
the responses truly reflect their symptoms and allows clients to elaborate 
on their symptoms. Review of responses also assists the provider in 
making a more accurate diagnosis and treatment plan by picking up on 
some of the compensatory activities that may have developed. It may 
also help identify individuals who may engage in malingering behaviors 
for personal gains, such as stimulant medication, disability benefits, 
cognitive improvement at work and school, and general stress relief 
(Ramachandran, Dertien, & Bentley, 2020). 

Although the literature supports interviewing as important in 
assessing ADHD in adults, objective measures are also important. 
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Objective measures to assess for adult ADHD help reduce clinician bias 
and increase the accuracy of diagnosis (Emser et al., 2018). Several self- 
administered Adult ADHD instruments are available. This section will 
discuss two commonly used objective measures for ADHD. 

The first measure is the six-item version of the ADHD Self-Report 
Scale (ASRS-v1.1) is commonly used in ambulatory care settings. Ex-
perts at the World Health Organization used interviews, other ADHD 
scales, and the DSM-IV to develop the instrument (Kessler et al., 2005). 
The instrument is self-administered and can be easily utilized in any 
setting. There is both a short and long version of the instrument. 
Although it was developed using the DSM-IV, the instrument also re-
flects the DSM-5 criteria (Takeda, Tsuji, & Kurita, 2017). Scores for each 
item vary, and the results can range from 0 to 24. The score is an indi-
cator of the severity of ADHD. The higher the score Psychometric 
assessment of the ASRS-v1.1 demonstrated a sensitivity of 91.4%–91.9% 
and specificity of 74%–96.0% even when interpreted into other lan-
guages (Kessler et al., 2005; Takeda et al., 2017). Initial responses to 
items should be reviewed with the client to obtain a baseline score and 
periodically during treatment to assess response to treatment. Compared 
to other ADHD objective assessment measures, such as the Wender Utah 
Rating Scale, the ASRS accurately detects adult ADHD (Brevik, Lun-
dervold, Haavik, & Posserud, 2021). The scale has been used to differ-
entiate adult ADHD from other illnesses, such as bipolar and depression 
(Jhaveri, Rana, Shah, & Malhotra, 2019; Stanton, Forbes, & Zimmer-
man, 2018). The tool also demonstrated high validity and reliability in 
detecting ADHD in adults with other health problems, such as cystic 
fibrosis and substance misuse (Georgiopoulos et al., 2018; Tamburin 
et al., 2017). The ASRS is available for free and can be downloaded by 
providers for use in clinical settings. 

The second self-administered assessment tool is the Conner’s Adult 
ADHD Rating Scale (CAARS). The scale covers characteristics of ADHD 
in both adults and children. The CAARS is self-administered with 66 
items on a 4-point Likert-type scale. Scores range from 0 (not at all/ 
never) and 3 (frequently). Factors analyses of the tool reveal that four 
subscales are measured: Inattention/memory, hyperactivity/restless-
ness, impulsivity/labile mood, and self-concept problems. All subscales 
have high specificity and sensitivity. Internal consistency for this in-
strument subscales ranged from 0.82 to 0.85 (Smyth & Meier, 2016). 
The tool is designed to be completed by individuals with ADHD or their 
significant others and has been translated into several languages. The 
tool has also effectively differentiated adult ADHD from other illnesses 
(Christiansen et al., 2020; Grogan et al., 2017). 

Treatment and management of adult ADHD 

The overall goal of treatment of adults with ADHD is the relief of 
distressing symptoms and improvement in occupational and social 
performance. Treatment is usually individualized based on the client’s 
presentation and accompanying impairments. Pharmacological and 
nonpharmacological approaches have been shown to be effective in the 
treatment of adult ADHD. Pharmacological treatment for ADHD has 
been shown to improve daily activities positively, and adults receiving 
medication treatment reported great satisfaction with the outcomes 
(Sandhu et al., 2020). 

Treatment is guided by objective and subjective assessment findings 
and severity of symptom impairment. It may require multiple medica-
tions to relieve symptoms. Many times, ADHD occurs with other mental 
health disorders. In these situations, optimal treatment outcomes are 
accomplished by medication combinations targeting each disorder 
(Karlstad et al., 2016). If ADHD is comorbid with other mood disorders, 
it is recommended to initially treat the most impairing disorder (Bloch 
et al., 2016). For example, if the client with a mood disorder identifies 
the inability to focus or to complete a task as most impairing, ADHD 
should be considered, and symptoms should be treated before treating 
the mood disorder. 

Stimulant treatment 

Stimulant medications have been shown to be effective in the 
treatment of ADHD in both children and adults. The mechanism of ac-
tion for drug therapy is believed to be linked to an increase in extra-
cellular dopamine and norepinephrine levels in the frontal cortex by 
inhibiting the reuptake of these neurotransmitters (Contini et al., 2013). 
The overall outcome is improvement in impulsive behavior and cogni-
tive processes (Hawk et al., 2018). Methylphenidate (Ritalin) is a com-
mon stimulant medication prescribed for individuals diagnosed with 
ADHD and shown to decrease symptoms, such as frustration and anxi-
ety, and to improve cognitive functioning in adults. Methylphenidate is 
available in immediate-release and extended-release. Extended-release 
methylphenidate has proven effective in relieving both ADHD and mood 
disorder symptoms if individuals can tolerate the therapy (Koyuncu, 
Çelebi, Ertekin, Kök, & Tükel, 2017). However, methylphenidate can 
cause decreased appetite impaired sleep, palpitations, hypertension, and 
tremors in some clients. If this occurs, the dose should be lowered, dis-
continued, or changed to another stimulant (Pozzi et al., 2018). Table 1 
shows commonly prescribed stimulants for adults with ADHD. Other 
medications are constantly being developed with fewer side effects. The 
medication prescribed will be dependent on the provider, client pref-
erence, symptom alleviation, and tolerance (McCarthy, 2014). 

Non-stimulant therapy 

Although stimulant medications are usually the first-line treatment 
for adults with ADHD, there are times when alternate methods should be 
used. Non-stimulant medications can be an effective alternative. In-
dividuals at risk for adverse reactions include clients with a history of 
cardiac disease, substance misuse (especially cocaine or methamphet-
amine), sleep disorders, or anyone who may have experienced an in-
crease in anxiety or other emotional responses with stimulant use 
(Berro, Andersen, Spielman, Tufik, & Howell, 2017; Dogra, 2018; Fair-
man, Davis, Peckham, & Sclar, 2018). Individuals with comorbid mood 
disorder and ADHD show a decrease in inattentive depressive behaviors 
when treated with a non-stimulant (Shaker, Helmy, Adel, & Fahmy, 
2020). These findings are important in consideration of the adverse ef-
fects of stimulant therapy. 

Atomoxetine (Strattera) is a non-stimulant medication that can be 
prescribed to reduce the symptoms of adult ADHD. It does not exacer-
bate the symptoms of other comorbid disorders and has demonstrated 
efficacy in comorbid anxiety (Clemow, Bushe, Mancini, Ossipov & 
Upadhyaya, 2017). Tricyclic antidepressants (TCAs) such as imipramine 
and desipramine at doses of 200 mg/day have effectively treated anxiety 
and decreased ADHD symptoms (Elliott et al., 2020). Wellbutrin 

Table 1 
Commonly prescribed stimulant medication.  

Medication Doses Dosage form 

Amphetamine (Dexedrine) 5–40 mg/ 
day 

Immediate release tablet; long 
acting capsule 

Dextroamphetamine (Adderall) 5–40 mg/ 
day 

Immediate and extended release 
tablet 

Mixed amphetamine salts 
(Adderall XR, Evekeo) 

5–30 mg/ 
day 

Tablet, oral suspension 

Methylphenidate (Ritalin) 5–60 mg/ 
day 

Tablet 

Focalin 2.5–10 
mg 

Immediate and extended release 

Delayed release Methylphenidate 
(Concerta, Ritalin LA) 

10–60 
mg/day 

Tablet, transdermal patch, 
capsule, chewable tablet 

Lisdexamfetamine (Vyvanse) 30–70 
mg/day 

Capsule. Activated in the 
stomach and less likely to be 
abused 

Source: Stahl’s Essential Psychopharmacology Prescriber’s Guide 6th edition 
2017. 
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(bupropion) sustained-release dosed at 75–150 mg/day is also effective 
(Verbeeck, Bekkering, Van den Noortgate, & Kramers, 2017). However, 
cardiac abnormalities, such as QTc prolongation, are a major compli-
cation associated with Atomoxetine and TCAs (Aronow & Shamliyan, 
2020). Wellbutrin is contraindicated if there is a history of seizure dis-
order. Non-stimulant medications show the same efficacy as stimulant 
therapy and should be considered if stimulant therapy is not feasible, 
such as impaired tolerance or potential abuse. 

Nonpharmacological treatment 

Evidence supports the incorporation of cognitive enhancement 
therapies along with psychopharmacology to improve psychological 
functioning (Adhikari, Parul, Dhaliwal, & Sarin, 2021). Cognitive 
improvement therapies have demonstrated efficacy when combined 
with medication management or for individuals who do not respond to 
pharmacological treatment. Cognitive restructuring is an effective 
treatment for adults with ADHD and comorbid anxiety. Several therapy 
techniques have shown effective cognitive restructuring methods for 
adults with ADHD. Cognitive-Behavioral Therapy (CBT) and mindful-
ness are effective therapy techniques utilized to treat ADHD. These 
cognitive methods teach life skills, such as mood regulation, vital social 
skills, and attention regulation. Mindfulness approaches such as being 
present in the moment also reduce ADHD symptoms, increasing the 
overall quality of life (Hoxhaj et al., 2018). Similar results were seen 
with CBT. Therapy can be done face-to-face and internet-based for areas 
with limited mental health providers, such as rural remote areas 
(Månsson, Klintmalm, Nordqvist, & Andersson, 2017). Cognitive ther-
apies can be utilized as an adjunct with medication treatment or 
monotherapy. 

Education is essential in the treatment of adult ADHD. Education of 
individuals and health care providers has been shown to improve 
compliance in individuals and has increased the identification and 
treatment of the disorder. Families and communities can be educated 
about the illness and how to recognize ADHD symptoms in others, 
resulting in families or friends encouraging the individual to seek 
treatment. This can be a potentially promising outcome, especially 
among members of communities that may have a history of high levels 
of mistrust of the healthcare system. Lack of education is also a factor in 
ADHD treatment compliance. Compliance with treatment has been 
shown to increase when individuals and their significant others received 
education about ADHD, and the stigma associated with the disorder was 
reduced (Andrade & Harshe, 2019). Education is essential at the indi-
vidual, community, and system levels to improve effective outcomes. 

Technology has made mental health care delivery possible for in-
dividuals where mental health providers are not physically present. 
Delivering education to clients and the community can take place via 
telemedicine. Collaborative treatment between providers using tele-
medicine interaction is just as effective as face to face interactions 
(Rockhill, 2015). The use of technology for education and treatment can 
be an essential component of adult ADHD management. 

The education of providers is an essential intervention. In some 
cases, mental health providers might diagnose adult ADHD and initiate 
treatment, but management and compliance monitoring might be the 
responsibility of other providers. Primary care providers or mental 
health providers with limited exposure to adults with ADHD might be 
reluctant to treat these clients based on the bias that ADHD is a child-
hood illness. Fortunately, this bias can be reduced with provider edu-
cation. When providers were assessed, they identified several issues 
impacting their ability to care for adults with ADHD: lack of knowledge 
of signs and symptoms of adult ADHD, medication management of 
ADHD, preconceived beliefs about ADHD as a childhood disorder, 
available community resources, and inability to communicate with 
other mental health providers who understand adult ADHD. Physicians 
exposed to ADHD during their residency expressed comfort with diag-
nosing and treating the disorder (French et al., 2020). The “Curbside 

Consultation” is an example of a program available for self-paced 
training of health care providers. The programs incorporate an inter-
disciplinary approach to teaching providers how to manage adults with 
ADHD cared for at various integrated health clinics (Olufs, Valleley, 
Hembree, & Evans, 2016). The educational program information focuses 
on recognition and treatment of adult ADHD. The program has been 
shown to improve recognition of adult ADHD by providers and 
improved their knowledge about the management of ADHD in adults 
(Olufs et al., 2016). 

The Practitioner Training in Child and Adolescent Psychiatry (PTCAP) 
program is another example of an effective education strategy for 
providing education related to diagnosing and managing adult ADHD. 
The PTCAP was developed based on a survey of rural health care pro-
viders about issues affecting their ability to effectively care for in-
dividuals with ADHD and other psychiatric disorders (Espinet et al., 
2019). The program emphasizes therapeutic communication between 
local health care providers and mental health professionals. It also fo-
cuses on effective communication skills between the provider and in-
dividuals with ADHD. The goal of the training is to improve attitudes 
and stigma surrounding ADHD among primary care providers. The 
program has been shown to increase confidence in diagnosing and 
managing adults with ADHD. The educational program is an 8-hour 
training program for providers, and it uses didactic and interactive 
methods to deliver the training. As a result, providers participating in 
the program acknowledge greater confidence in communicating con-
cerns regarding diagnosis and management of ADHD and improved at-
titudes about the disorder (Espinet et al., 2019). 

The Triple Board Program is another computer-based training for 
providers with little exposure to adults with ADHD using vignettes. The 
program was developed for physicians specializing in pediatrics and 
psychiatry. An online portal containing various training modules is 
available to providers and can be used for continuing education in the 
area of ADHD. Vignettes have been used as an effective educational 
modality to assess healthcare providers’ skills in assessing and managing 
various clinical situations (Evans et al., 2015). The Triple Board 
approach uses this method to assess and increase health care providers’ 
confidence in diagnosing and managing adult ADHD (Khan & Parisa, 
2020). The programs are self-paced and can be reviewed by providers as 
needed. 

Stimulant misuse prevention 

Because of the potential for dependency and misuse, stimulants 
usually used to treat ADHD are classified by the U.S. Drug Enforcement 
Administration as Schedule II controlled substances. As a result, mea-
sures must be in place to reduce the potential for misuse of stimulants. 
Studies have shown increased prevalence and misuse of stimulants on 
college campuses among students in order to enhance academic per-
formance (Prosek et al., 2017). If an intervention is not in place to 
prevent misuse, serious consequences can result, such as diversion and 
dependency. Physicians surveyed indicated they had limited knowledge 
about drug diversion and misuse (Colaneri, Keim, & Adesman, 2018). 
This supports the need for interventions to reduce stimulant misuse. 

Several interventions are effective in reducing the likelihood of 
stimulant misuse by individuals. Prescription drug monitoring programs 
(PDMPs) are in place in most states for providers to monitor the po-
tential for controlled substance misuse. The system was initially devel-
oped to combat the opioid crisis but was soon expanded to include all 
substances with the potential for abuse (Holmgren, Botelho, & Brandt, 
2020). The system has been shown to be effective in several areas, 
including in the prevention of opioid overdosing, improved provider 
comfort in prescribing a controlled substance, identification of those 
clients going to multiple providers for prescriptions, and individuals 
securing large quantities of drugs, possibly for diversion, by allowing the 
providers access to multiple state control substance information (Pat-
rick, Fry, Jones, & Buntin, 2016). Although PDMPs have been shown to 
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be effective in monitoring controlled substance use, some providers felt 
a lack of state and institutional infrastructure to adequately monitor 
misuse (Yuanhong Lai et al., 2018). To reduce the burden of using 
PDMP, efforts have been made to ease use by providers, such as inte-
grating it into electronic medical records (Holmgren & Apathy, 2020). 

There are other ways to overcome misuse or diversion stimulants. 
For instance, clients asked to sign a controlled substance contract were 
less likely to divert or misuse their stimulant medication and more likely 
to adhere to urine screening, which is one way of assessing for diversion 
(Downey et al., 2017). In addition, providers can prescribe a long-acting 
stimulant or prescribe non-stimulant medication (Colaneri et al., 2018). 
However, diversion and misuse should always be considered when 
prescribing stimulants. Interventions to prevent them should be in place 
to reduce the chances of misuse or diversion. 

Clinical case presentation 

LB is a 31-year-old divorced woman who presented with complaints 
of racing thoughts, irritability, worrying, nervousness, labile sleep due 
to racing thoughts, and inability to remain focused on tasks. The 
symptoms were pervasive and interfered with her normal daily activ-
ities, such as work. She initially presented to her primary care provider 
and was treated for generalized anxiety disorder with a selective sero-
tonin reuptake inhibitor (SSRI). However, after weeks of treatment, her 
symptoms persisted. Finally, LB became more frustrated and made an 
appointment with a mental health provider. 

Given that her symptoms could be indicative of several mood dis-
orders, LB was given several assessment tools: 1) Patient Health Ques-
tionnaire 9 (PHQ-9) (a self-administered questionnaire utilized in 
primary care to assess for depression), 2) General Anxiety Disorder-7 
(GAD-7) to assess for anxiety, 3) Mood Disorder scale a 13 item scale 
indicative of bipolar disorder, and the 4) ASRS-6 questionnaire to assess 
for ADHD. The provider numerically scored the PHQ-9 and GAD-7, and 
the scores indicated the severity of symptoms. Total scores of the PHQ-9 
range from 0 to 27 indicate none to severe depression, while the GAD-7 
scale score ranges from 0 to 21, where 21 indicates severe anxiety. The 
Mood Disorder scale items are answered yes or no and used to indicate 
possible bipolar disorder. The ASRS-6 answers range from none to very 
often. Her PHQ-9 score was within the low range, which ruled out a 
diagnosis of depression. Her GAD-7 was in the moderate to high range. 
Therefore, anxiety was suspected as a possible diagnosis. She answered 
no to most of the questions on the mood disorder scale; therefore, bi-
polar disorder was ruled out. Interestingly, she indicated “often” and 
“very often” to several items on the ASRS-6 scale, which indicated the 
possibility of Attention-Deficit/Hyperactivity Disorder. To gather 
further information about her symptoms, LB’s answers were reviewed 
with her. During the assessment interview, LB endorsed she was anxious 
with the thought of starting a task because she believed she would be 
unable to focus and complete it. This led to procrastination and forget-
ting important appointments and events. She compensated by using a 
calendar to keep up with activities. LB reported a problem with con-
centration in school, average school performance, and easy distracti-
bility. Based on the information obtained from the assessment tools and 
interview, she was started on methylphenidate (Ritalin) 5 mg in addition 
to her SSRI because she also demonstrated signs and symptoms of 
ADHD. At her 1 month follow-up appointment, her anxiety symptoms 
decreased, as demonstrated by her GAD score of mild. She expressed 
more self-confidence in her ability to perform daily activities. Given the 
follow-up information, she was diagnosed with ADHD, predominately 
inattentive type. Ritalin 5 mg every morning and psychotherapy were 
prescribed. LB returned to work and daily activities with little to no 
impairment. 

Conclusion 

The purpose of this manuscript was to discuss adult ADHD and the 

role of health care providers in the diagnosis and management of the 
disorder. Fig. 1 summarizes suggested steps in caring for adults with 
ADHD and can guide providers with limited experience in treating the 
disorder. With improved science and longer life spans, many disorders 
once seen only during childhood are now continuing into adulthood. 
ADHD is one of many disorders once thought to only occur in children 
and resolve as individuals matured. This is untrue. ADHD does not go 
away and can result in serious personal and community consequences 
for individuals if unrecognized and not treated. Adult ADHD treatment is 
needed to improve individuals’ social and occupational functioning with 
the illness and reduce the burden on already stressed health and social 
systems. Providers are often challenged to diagnose and treat adults with 
ADHD. Given the complexity of ADHD and the possibility of other co-
morbid psychiatric disorders, appropriately normed and validated in-
struments should be used for each suspected illness, and an 
individualized treatment plan developed to address each problem. 
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