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This Position Statement acknowledges Attention-Deficit/Hyperactivity Disorder 
(ADHD) as a major mental disorder and presents principles to develop a more 
appropriate, accessible, equitable health system that caters for the needs of people 
with ADHD across their lifespan. 

 

Purpose 
The Royal Australian and New Zealand College of Psychiatrists (RANZCP) has 
developed this Statement to outline its position on ADHD as a major mental disorder, 
and the necessary requirements for the provision of services for the assessment, 
diagnosis, treatment and management of people with ADHD throughout their lives.  

Key messages 

• ADHD is a high prevalence neurodevelopmental disorder, often associated 
with impairment that extends across the lifespan. 

• ADHD frequently presents with comorbidities. 

• Un-treated ADHD has significant implications for the person with the disorder, 
their family and community. 

• Equitable access to services for people with ADHD requires system level 
change. 

• Effective ADHD diagnosis and treatment follows expert guidelines that use 
contemporary scientific evidence and a holistic approach. 

• Stimulant medications are medications that can be subject to abuse and 
diversion. Evidence based precautions must apply when prescribing these to 
ensure the safety of patients and community. 

• Psychiatrists have a key role in delivery of ADHD services and require expert 
knowledge and skills in the diagnosis, treatment and ongoing management of 
those with ADHD. 
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Definition 
ADHD is a clinical syndrome of pervasive inattention and/or hyperactivity and 
impulsivity, which is in excess of that typical for one’s developmental age. It 
adversely affects learning, interpersonal relationships, and occupational and overall 
functioning, and has a mortality rate above that in the general population.[1] 

ADHD’s complex presentation and persisting impairments from childhood into adult 
life arise from its heterogenous genetic, epigenetic, and environmental aetiology.[1-
7] Emotional dysregulation is a significant feature of ADHD, proposed as an 
additional diagnostic factor.[8-16] Anxiety is also associated with certain types of 
ADHD.[16] 

Background 
ADHD is the most common neurodevelopmental disorder, affecting 8.2% of children 
and 2.5% of adults in Australia, with a highly variable age of presentation.[8,17] 
Whilst there has been a significant increase in the recognition and diagnosis of 
ADHD over the last twenty years, it remains under-diagnosed and under-treated. In 
childhood, approximately three males are diagnosed with ADHD for every female 
(rising to six in clinical settings). This evens in adulthood, reflecting a combination of 
under-recognition and later onset in females, or remission in males.[18-22] 

Untreated and un-diagnosed ADHD has significant personal, family and community 
costs, associated with higher rates of behavioural and conduct problems, accidents, 
injuries and death, school and learning difficulties, workplace difficulties, substance 
use disorders, and family and interpersonal conflict. In Australia, untreated ADHD 
has enormous economic costs to society with estimates of overall cost amounting 
to $20 billion per year.[1-2, 23] The unique features of untreated ADHD often lead to 
significant personal and social costs, with higher mortality rates in individuals with 
ADHD than those without across both Australia and New Zealand.[24-28] 

Despite these significant costs, ADHD remains poorly understood by healthcare 
services, governments, the general public and many medical professionals. Often 
dismissed as a behavioural problem or personality disorder, it is underdiagnosed and 
undertreated in public sector mental health services. This effects people who are 
unable to afford psychiatric care through the private sector and is compounded by 
lack of public sector capacity to meet the need for assessment and treatment, 
particularly as they transition into adult services. 

In school settings, symptoms of ADHD can result in unsupported or untreated 
students falling behind academically in comparison to their peers and experiencing 
adverse social treatment by both peers and teachers.[29] There is evidence that 
many schools do not provide management plans or adequate support for students 
with ADHD. These gaps are compounded by punitive and exclusionary punishment 
practices.[30] 



Most young people under 26 in Australia highlight work as a challenge due to their 
ADHD, including difficulty with listening and recalling instructions at work, speaking 
and listening at meetings, time management, psychological distress and managing 
workplace burnout.[31] Individuals with ADHD are more likely to face difficulty 
gaining and maintaining employment compared to neurotypical adults, especially if 
they received no treatment in childhood.[32-33] In the United States, college 
graduates with ADHD earn much less per year than their peers.[34] 

Those with ADHD can reach high levels of achievement academically or 
professionally; however, the cognitive, socioeconomic and cultural effects of ADHD 
mean they are likely to encounter significant barriers and challenges across their 
lifespan. Remedying this requires improved services for individuals with ADHD 
across all healthcare and community settings.  

 

Diagnosis, Treatment & Ongoing Care 
A comprehensive assessment and management plan, collaboratively developed 
between a psychiatrist, individual with ADHD and/or their carer engaged 
in information sharing, is the basis of good clinical care. This ensures continuity of 
care as patients move between age groups, health services and community services, 
whilst proactively recognising and adjusting to new psycho-social/environmental 
factors that may emerge throughout their lifespan. This also reduces the impact of 
ADHD symptomatology and other comorbidities to improve quality of life and daily 
functioning.   

Clinical guidelines (see additional resources) provide the foundation for the provision 
of this assessment and treatment. Comprehensive assessment, taking a biological, 
psychological and social approach, with consideration of medical, interpersonal, 
educational and occupational needs, enables the following to be avoided:  

• The under-diagnosis and treatment of specific populations  
Females are a largely under-diagnosed and under-treated cohort. Those suspected 
of having ADHD should have their self-perceptions, social behaviours and treatment 
by others in school and peer groups in childhood explored. Masking and 
internalisation of symptoms and behaviours is common in females and social 
perceptions of, for example, the “chatty girl”, leads to the under-recognition of the 
disorder.[18-19] Culturally and linguistically diverse (CALD) populations also have 
complex needs and barriers to receiving a diagnosis and subsequent treatment, 
including a lack of general and health literacy, and cultural relevance regarding 
treatment programs. For Aboriginal and Torres Strait Islander and Māori peoples, 
system-wide recognition of the role of culture and community in the ADHD treatment 
process is required.  

• The differential diagnosis of ADHD from other disorders with similar 
presentations 

https://www.ranzcp.org/practice-education/guidelines-and-resources-for-practice/information-sharing-with-families-whanau-carers


ADHD is commonly co-morbid with other psychiatric disorders including depression, 
anxiety, trauma, and bipolar affective disorder.[8] ADHD can also complicate the 
clinical profile and chronicity of substance use disorder.[8] It shares many symptoms 
with other psychiatric disorders, including trauma and severe personality disorders, 
but can be distinguished uniquely.[35] Understandably, it is also often associated 
with, or substantially shares symptoms with, other neurodevelopmental disorders, 
such as autism spectrum disorders and Foetal Alcohol Syndrome Disorder.[36] 
ADHD also has heightened risks of serious physical disorders such as obesity, 
asthma, diabetes, epilepsy, and sleep disorders [10, 37-40] Associated symptoms 
are to be explored when conducting a comprehensive assessment, to expose and 
treat comorbidities that are likely to lead to a more severe presentation of ADHD if 
unrecognised and untreated.[8] 

 

The Role of the Psychiatrist  
Ambiguity over credentials to provide ADHD care can reduce access to care, silo 
services, and deprive professionals of autonomy. Psychiatrists’ unique and 
comprehensive understanding of the bio-psycho-social assessment and treatment 
of ADHD, puts them at the centre of ADHD services and in a position of clinical 
leadership within a multidisciplinary team. In the presence of complex comorbidities, 
the expertise of other relevant medical specialists may be required. 

The psychiatrist’s role is also central to the sound governance of services, providing 
review, direction and support where required, and promoting safe and rigorous 
practice. The psychiatrist has a key role in coordinating the appropriate prescription 
of medications such as stimulants, which play a key part (supported by 
psychological and educational treatments) of effective treatment for ADHD. In the 
presence or suspected presence of active SUD, the expertise of an addiction 
specialist is required to determine the efficacy of pharmacological treatments and to 
inform safety considerations and risk mitigating strategies. 

Noting that stimulant medications are subject to abuse and diversion, the role of the 
psychiatrist also involves ensuring that universal precautions are routinely applied 
when prescribing stimulants.[41] In particular, a patient background of addictive 
behaviour suggests extra prescribing caution e.g. a more prolonged assessment 
phase, a preference for long acting formulations, staged supply and close follow-up 
supervision. In this scenario, the use of third-party informants and collateral 
information becomes even more useful. 

 

Education  
As ADHD is a major mental disorder that causes impairments in several domains of 
life across the lifespan, its diagnosis, comorbidities and treatment should form part 
of the knowledge and experience base. Medical professionals engaged in provision 



of ADHD treatment, including all psychiatrists, should receive education and training 
in the aetiology, assessment, treatment and ongoing care of ADHD across the 
lifespan to a breadth and depth appropriate to their professional care. Developing 
the capacity of care providers to recognise and treat ADHD, outside of medical 
professions such as psychiatrists and paediatricians, would further support ADHD 
recognition and treatment. 

 

Systemic Change  
Across various settings, systemic change is required to equitably provide ADHD 
assessment and treatment, alongside the provision of appropriate social supports. 
Services should be co-produced and governed by experts in mental health, with 
patients, family (Whānau), carers and clinicians working in equal partnership. Shared 
care arrangements with a range of healthcare professionals, support services 
and carers, support ADHD treatment by broadening the understanding of the 
patient’s personal, educational, occupational and social functioning at key 
interventions across their lifespan.  

This model of co-production to assess and treat ADHD should extend into forensic 
systems, where under-diagnosis and under-treatment is high.[42] Youths with ADHD 
are more than twice as likely to be convicted of a crime and three times more likely 
to be incarcerated.[43] Estimates put the prevalence of ADHD in prison populations 
at 20.5%, close to ten times that in the general population.[44] 

People with ADHD would also benefit from the better articulation of child health 
services, child and adolescent mental health services (CAMHS) and adult mental 
health services. Multidisciplinary ADHD teams including paediatrics, child and 
adolescent psychiatrists, and adult psychiatrists can ensure that psychiatric services 
are age appropriate across one’s lifespan. If treatment is necessary, arrangements 
for a smooth transition to adult services are required to avoid clinical silos. 

Due to the common misunderstanding and stigma related to ADHD and its 
treatment, those undertaking assessment and treatment of individuals with ADHD 
are exposed to a risk of review by regulatory bodies. As a matter of integrity and 
competence, reviews should be informed by expertise in ADHD across the lifespan 
and its various settings. 

 

Recommendations 
The RANZCP recommends that: 

• Medical professionals engaged in provision of ADHD treatment, including 
psychiatrists, are trained in the aetiology, assessment, treatment and ongoing 
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care of ADHD across the lifespan to a breadth and depth appropriate to their 
provision of care. 

• Public mental health services develop and provide ongoing services for the 
assessment, monitoring and treatment of those with ADHD to ensure 
equitable access to health care. 

• ADHD service provision is developed in ways which make best use of 
specialist resources in shared care models with primary health care providers. 

• Health Services undertake development of, and provide ongoing monitoring 
and support for, Primary Health Care assessment, treatment and ongoing 
care within shared care arrangements. 

• Specialist psychiatrists with ADHD expertise provide clinical leadership, 
direction, governance and review for ADHD services in government and non-
government health services. 

• Regulatory bodies utilise professional opinions from experts in ADHD when a 
review of a psychiatric practice related to ADHD is considered. 

 

Additional Resources 

• Australian ADHD Professionals Association (AADPA) - Australian Evidence-
Based Guideline Clinical Guideline for ADHD (2022) 

• Canadian ADHD Resource Alliance (CADDRA) - Canadian ADHD Practice 
Guidelines (2018) 

• National Institute of Clinical Excellence (NICE) - Diagnosis and management 
of ADHD in children, young people and adults (Clinical Guideline 72) (2018) 

• British Association for Psychopharmacology (BAP) – Update on the Evidence-
based guidelines for the pharmacological management of attention deficit 
hyperactivity disorder (2014) 

 
Responsible committee: ADHD Network Committee  
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