
Diagnosing ADHD in adults in randomized
controlled studies: a scoping review

Igor Studart1 , Mads Gram Henriksen2,3 and Julie Nordgaard3,4

1Institute of Psychiatry, University of São Paulo, Sao Paulo, Brazil; 2Center for Subjectivity Research, University of
Copenhagen, Copenhagen, Denmark; 3Psychiatry East, Region Zealand, Roskilde, Denmark and 4Department of
Clinical Medicine, University of Copenhagen, Copenhagen, Denmark

Abstract

Background. The diagnosis of ADHD in adults is on the rise. Applying the ADHD diagnosis,
which originally was described in children, to adults has involved a “subjectivization” of some of
the diagnostic criteria, i.e., some behavioral features (signs) in children have become experiences
(symptoms) in adults. These issues raise the question of how ADHD is best diagnosed in adults?
Thus, we examined how ADHD is diagnosed in adults in research.
Methods. A review of how ADHD is diagnosed in adults in randomized controlled studies
(RCTs).
Results. We include 292 RCTs. We found substantial variation and no consensus about the
diagnostic method. More than half of the studies did not seem to include an assessment of
general psychopathology, and only in 35% of studies was the ADHD diagnosis allocated by
psychiatrists or psychologist. More than half of the studies included patients with psychiatric
comorbidity.
Conclusion. These findings raise concerns about the validity of the ADHD diagnosis in many of
the included RCTs. It is worrying that securing a reasonably accurate diagnosis is not prioritized
in more than half of the studies. If neither clinicians nor researchers can rely on the basic fact the
patients in scientific studies diagnostically resemble the patients they are facing, scientific studies
risk losing their clinical relevance. Since RCTs can lead to changes in clinical practice, they must
be conducted carefully. To advance research on adult ADHD, the quality of the diagnostic
assessment must be prioritized, requiring comprehensive differential diagnosis by a skilled
psychiatrist or psychologist.

Introduction

The number of adults receiving a diagnosis of Attention Deficit/Hyperactivity Disorder (ADHD)
is increasing [1, 2]. In the World Federation of ADHD International Consensus Statement from
2021 it is estimated that ADHD occurs in 2.5% of adults [3]. However, a recent systematic review
and meta-analysis found a global prevalence of symptomatic adult ADHD of 6.75% in 2020,
corresponding to more than 366 million affected adults globally [4]. This number also includes
individuals, who were diagnosed in childhood and who remained symptomatic in adulthood.
However, several longitudinal studies have shown that most individuals with adult ADHD have
not received a diagnosis of ADHD in childhood [4–6].

One factor that has been discussed as a contributing cause to the increasing number of adults
receiving anADHDdiagnosis, in addition to increased clinical awareness, is the growing visibility
of ADHD on social media platforms, where users are exposed to symptom descriptions and
personal accounts that may prompt self-identification and help-seeking behavior [1, 7].

Originally, ADHD was described in children. The scientific origin of ADHD is by many
considered to be the work of George F. Still at the turn of the 20th century, but clinical
descriptions of what we today call ADHD can be found a century earlier in the works of
Alexander Crichton [8]. In 1968, the diagnostic category of Hyperkinetic Reaction of Childhood
(or Adolescence) was included in DSM-II, which described the disorder in terms of “overactivity,
restlessness, distractibility, and short attention span, especially in young children; the behavior
usually diminishes in adolescence” [9].

In the subsequent versions of the DSM [10–15], the diagnostic criteria for ADHD have been
diluted and becomemore inclusive. Unlike most other adult mental disorders, which are defined
by a combination of diagnostic criteria targeting behavioral and experiential anomalies, i.e., signs
and symptoms, the diagnosis of ADHD is based on behavioral features (signs). Initially, this could
hardly be any different, as the original diagnostic criteria specified observable behavioral features
in children reported by adults (e.g., parents or teachers). Thus, the possibility of diagnosing
ADHD in adults has involved what might be called a “subjectivization” of the diagnostic criteria
of ADHD. Instead of basing a diagnostic assessment on reports of observed behavioral features
(signs) from parents or teachers (e.g., of “excessive running or climbing (…) having difficulty
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sitting still” [10, p. 41] or of “interrupting, grabbing objects (…)
excessive talking and by an inability to play quietly” [11, p. 50], the
adult person must now herself consider if she believes she, e.g., has
“difficulty sustaining attention in tasks,” is easily distracted by
“unrelated thoughts,” “squirms in seat,” feels “restless,” etc. [14,
p. 59f.]. Shemust also reflect uponwhether she believes that some of
these features were present in her childhood, making recall bias a
crucial issue. This change in the perception of the diagnostic criteria
from being ‘signs’ to being ‘symptoms’ may have lowered the
diagnostic thresholds of ADHD.

This change in the perception of the criteria is also reflected in
various national guidelines for diagnosing andmanaging ADHD in
adults. Such guidelines often recommend applying diagnostic inter-
views for assessing ADHD. Yet, the national guidelines do not
provide the level of evidence for interviews specifically aimed at
diagnosing ADHD, e.g., European guidelines [16], UK guidelines
[17, 18], and Australian guidelines [19]. A recent meta-analysis of
self-report diagnostic methods for ADHD showed that they often
yielded false-positive diagnoses [20]. Another systematic review
found that methods of diagnosing ADHD in adulthood varied
widely with respect to source of information, diagnostic instru-
ments, diagnostic symptom threshold, and whether impairment
was required for making the diagnosis. Here, sole reliance on self-
reports was linked to a low diagnostic persistence estimate [21].

The above-described changes in or perception of the diagnostic
criteria for ADHD may explain some of the global increase in
prevalence. Moreover, the possibility of diagnosing ADHD in
adults raises several issues, and scholars have stressed the need to
examine the validity of the diagnostic category of ADHD in adults
[22, 23]. Among the issues are difficulties in defining what
“impaired functioning” is. Many adults endorse experiences that
could perhaps sound like symptoms of ADHD [24] but if, say,
experiences of inattention do not interfere with functioning, such
experiences should not have the status of symptoms of ADHD
according to DSM-5 [15].

In sum, the diagnostic criteria pose challenges for diagnosing
ADHD in adults, since i) the original diagnostic criteria and tools for
assessing ADHD were developed for use in children [25], ii) retro-
spective recall of childhood symptoms is notoriously poor [26], iii)
the ADHD criteria were not tested in adults in theDSM-5 field trials,
and iv) collateral information (e.g., from school teachers or parents),
which previously was the foundation for the making the ADHD
diagnosis, is difficult, if not impossible, to retrieve or access in adults
[20]. Thus, we decided to examinehow research studies havehandled
the challenges surrounding ADHD diagnosis.

Aim

The aim of this study was to review howADHDhas been diagnosed
in adults in Randomized Controlled Trials (RCTs).

Methods

Search strategy and selection criteria

Following the PRISMA guidelines [27], we conducted a review,
focusing on the methods of diagnosing ADHD in adults in RCTs.
We focused on RCTs as they rank very high in the hierarchy of
evidence in evidence-based medicine and thus are likely to repre-
sent high-quality empirical research e.g., [28]. To be clear, we were
only interested in the diagnostic methods and not the findings of

these RCTs. We searched PubMed, using the following search
string “ADHD OR Hyperkinetic Disorder AND Adult” on
December 5, 2024. We restricted our search to humans and RCT,
using PubMed filters. Inclusion criteria were RCT studies with
adult samples (participants at least 18 years old) with a diagnosis
of ADHD/Hyperkinetic disorder, studies written in English, and
studies must include a direct patient assessment. Conference
abstracts were excluded as well as studies relying on registry data.
Authors IS and JN screened all titles and abstracts for inclusion in
the study. Disagreement was resolved through consensus between
the authors. We chose to only search one database (PubMed),
because the aim was to get an overview of the methodology used
to allocate the ADHD diagnosis in adults in RCTs.

Data extraction

We extracted data on diagnostic methods, whether an assessment
of general psychopathology was made, whether the study included
patients with comorbid disorders in the sample, and on the person
allocating the diagnosis (e.g., a medical doctor, psychologist,
trained rater, or unknown).

Categories

The diagnostic methods were categorized into five main groups
based on how the ADHD diagnosis had been established: 1) studies
that only used an ADHD-specific interview/rating scale; 2) Studies
that only used clinical diagnoses, 3) studies that used a structured
interview for assessing general psychopathology, 4) studies that used
a semi-structured interview for assessing general psychopathology,
and 5) studies that used other approaches. Some of these categories
were further subdivided if therewas an add-on to themaindiagnostic
approach, e.g., an ADHD-specific rating scale in addition to a
structured interview for assessing general psychopathology.

The categorization process followed a systematic strategy:

1) Diagnostic tools: in each of the included studies, we identified
the specific diagnostic instruments used (e.g., structured inter-
views, self-report scales, clinician-administered ADHD-
specific interviews). If this information was not explicitly
stated in the study itself, we traced it back to a parent paper
(i.e., an original or referenced study) that provided details on
the diagnostic method used. If studies did not describe assess-
ing general psychopathology or report procedures that would
allow such an assessment, we concluded that no such assess-
ment had been made.

2) Differential diagnosis and hierarchical considerations: The
presence of a systematic differential diagnostic process was
determined based on the study’s inclusion and exclusion criteria
or if it was explicitly described in the study, e.g., using a method
allowing for differential diagnosis. We assessed whether studies
adhered to a classical diagnostic hierarchy [29, 30], prioritizing
organic disorders, followed by schizophrenia spectrum and
bipolar disorders, and then other psychiatric conditions. If a
study explicitly stated that such hierarchical exclusion criteria
were applied, it was categorized accordingly.

3) Comorbidity: The handling of psychiatric comorbidities was
assessed based on whether studies allowed participants with
additional diagnoses (e.g., anxiety, depression) beyond ADHD.

4) Interviewer Qualifications: The qualifications of the individual
conducting the diagnostic assessment were extracted from the
article. We specifically looked for whether the study specified
that a psychiatrist, psychologist, trained rater, or another
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professional was responsible for diagnosing participants. If this
information was not available, we categorized it as “unknown.”

Definitions

In this study, we defined a structured diagnostic interview as an
interview consisting of a set of predetermined questions that should
be presented in a definite order. Diagnostic information is yielded
based on the patient’s responses to the questions and on the inter-
viewer’s observations (an example of a structured interview for
general psychopathology following this definition is the Structured
Clinical Interview for DSM (SCID-I) [31]. Structured diagnostic
interviews aim at identifying symptoms thatmeet diagnostic Criteria
[32] andwhich can result in the allocation of a diagnosis.We defined
a semi-structured diagnostic interview for general psychopathology
as a conversational interview, aiming at eliciting psychopathological
information but without using preformulated questions presented in
a definite order. The interviewer’s questions function as triggers that
encourage the patient to talk, and through his or her comments and
questions, the interviewer steers the interview to obtain the relevant
psychopathological data necessary for allocating a diagnosis [33].

Results

The PubMed search yielded 706 publications. 376 publications
were excluded, leaving 330 which were assessed for eligibility.
38 were excluded for not meeting the inclusion criteria. We

ultimately included 292 RCTs (see supplementary material for
the list of the included studies). The study selection can be seen
in Figure 1.

Diagnostic methods

The diagnostic methods used to allocate ADHDdiagnoses to adults
in the included studies are shown in Table 1. Generally, the
methods used to diagnose ADHD in adults varied considerably,
and 49.7 % of the studies allocated the ADHD diagnosis without an
assessment of general psychopathology. This group of studies is
composed of studies using only clinical diagnoses, with (29.5%) or
without (12.7%) an additional ADHD-specific rating scale and
studies using only an ADHD-specific interview/rating scale (7.5%).

Among the studies that included an assessment of general
psychopathology, the ADHD diagnosis was allocated either based
on this assessment alone or in combination with a self- or clinician-
rated scale targeting ADHD. When dividing studies that assessed
general psychopathology into studies using structured vs. semi-
structured interviews, the vast majority of studies used a structured
diagnostic interview (see Table 1 for details).

Who allocated the diagnosis?

In 190 studies (65%), the person who conducted the diagnostic
assessment was either not reported, not a psychiatrist or a psych-
ologist, or it was made by a computer (see table 2).

706 records identified from
Pubmed as 05.12.2024.

Records screened
(n = 706)

Records excluded
(n = 376)

Reports assessed for eligibility
(n = 330)

Reports of included studies.
(n = 292) 

Identification of studies via databases and registers
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Figure 1. PRISMA flow diagram for inclusion of papers.
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Table 1. Methods used for allocating ADHD diagnosis and the number of studies using the methods

ADHD specific Clinical diagnosis Structured interview Semi-structured interview Other

Diagnostic methods ADHD specific
interview or
rating scale
(either self-
or clinician
rated)

Clinical diagnosis/
Paper state that
patients met
DSM or ICD
criteria for
ADHD

Clinical diagnosis/
Paper state that
patients met DSM or
ICD criteria for ADHD
+ ADHD specific
rating scale

Structured interview
for general
psycho- pathology
schedule (SCID or
MINI)

Structured
interview for
general
Psycho-
pathology +
ADHD
specific
ratingscale

Structured
interview+
semi-
structured
+ ADHD
rating
scale

Semi-structured
interview for
general
psychopathology
(Kiddie SADS)

Semi-structured
interview for
general
psychopathology
+ ADHD specific
ratingscale

Other

Number of papers
using the
methods (total
N = 292)

22 (7.5%) 37 (12.7%) 86 (29.5%) 17 (5.8%) 91 (31.2%) 26 (8.9%) 4 (1.4%) 7 (2.4%) 2 (0.7%)
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Comorbidity

Table 2 shows that from the total of 292 studies, 157 studies (53.8%)
accepted some kind of psychiatric comorbidity in their sample.
Moreover, 256 of the studies (87.7%) stated that they adhered to a
diagnostic hierarchy, e.g., a diagnosis of an organic condition
overrules an ADHD diagnosis. Simultaneously, most of these stud-
ies did not apply a method that included an assessment of whether
the patients suffered from mental disorders, which they claimed
would overrule the ADHD diagnosis.

Discussion

This review examined how the ADHD diagnosis has been allocated
in 292 empirical studies of adult patients. Overall, there was con-
siderable variation in and no consensus about the method used for
diagnosing ADHD. Moreover, the review identified three, inter-
relatedmethodological issues that raise concern about the quality of
the allocated diagnoses in a substantial part of these studies.

First, half of the included studies did not describe conducting an
examination of general psychopathology or report procedures that
would have allowed for such an assessment, which is necessary for
allocating any diagnosis. In these studies, either no diagnostic
assessment was made (relying solely on clinical diagnoses), or the
diagnosis was allocated based on results from a self- or clinician-
rated scale targeting only ADHD, sometimes in combination with a
clinical diagnosis. Just stating that a clinical diagnosis was used
without any description of how andwhomade the clinical diagnosis
is not sufficient as this can cover a wide range of diagnostic
methods, diagnoses been made by untrained staff, different diag-
nostic traditions, errors, etc. [34, 35], and provides no transparency,
which is of greatest importance in research [36]. However, without
an assessment of general psychopathology, it is impossible to make
a differential diagnosis, e.g., ruling out the possibility of other (often
more severe) mental disorders that may present with similar signs
or symptoms. Although 87.7% of the studies asserted that they
adhered to a diagnostic hierarchy, this was practically impossible in
most of these studies as they included no assessment of general
psychopathology. Naturally, a general psychopathological assess-
ment is crucial in the case of ADHD, because none of the diagnostic
criteria of ADHD are specific to ADHD and similar signs and
symptoms can be seen in a range of other mental disorders such
as substance use disorder, schizophrenia spectrum disorders, mood
disorders, etc. For example, attention deficits and motor disturb-
ances have been described as parts of the psychopathology of
schizophrenia since Bleuler coined the concept of schizophrenia

in the early 20th century [37]. Also, disorders such as depression,
anxiety, and trauma-related conditions can give rise to attentional
complaints that mimic ADHD symptoms. These overlaps can lead
to diagnostic confusion, particularly in adult populations, where
developmental history may be less readily available or prone to
recall bias. Mølstrøm et al. [38] highlight this issue in a study of
first-admission psychiatric patients, demonstrating how affective
and anxiety symptoms often manifest in non-specific complaints,
including difficulties with concentration and attention. These find-
ings underscore the importance of a thorough differential diagnos-
tic process that takes into account the non-specific nature of
attentional symptoms and the disease pictures they are embedded
in. Thus, it is highly problematic that half of the included studies
diagnosed ADHD apparently without assessing general psycho-
pathology.

Although structured diagnostic interviews long have been
regarded as a “gold standard” for diagnosing mental disorders in
research, several studies have reported serious limitations with
structured diagnostic interviews. For example, studies comparing
the agreement of diagnoses allocated by a trained rater using
structured interviews with best consensus diagnoses allocated by
experienced psychiatrists using semi-structured diagnostic inter-
views and including all available information (e.g., from the clinic
and relatives) have reported worryingly low overall concordances
[39, 40]. The authors recommend that structured interviews should
only be used in research with certain precautions, e.g., only by
skilledmedical doctors or psychologists and not by for-the-purpose
trained raters. In our review, only 12.7% of the studies used a semi-
structured interview to assess general psychopathology (1.4% used
only a semi-structured interview, 2.4% used it in combination with
a self- or clinician-rated scale for ADHD, and 8.9% used it in
combination with a structured interview and an ADHD specific
rating scale). The high reliance on structured interviews for assess-
ing general psychopathology, amounting to a total of 45.9%, may
have compromised the validity of the allocated ADHD diagnoses in
these studies.

Second, only approximately one-third of the studies reported
that the diagnosis had been allocated by a medical doctor or a
psychologist. This is also a cause for concern because significant
discrepancies repeatedly have been demonstrated for psychiatric
diagnoses allocated by trained raters vs. clinicians [39, 40]. More-
over, self-rating measures to diagnose ADHD have a very low
positive predictive value, often in the 10% range [20]. The reliance
on specially trained raters and self-rating scales for diagnosing
ADHD elevates the likelihood of diagnostic errors.

Third, more than half of the studies included participants who
had some kind of psychiatric comorbidity. Although developmen-
tal disorders were removed as an exclusion criterion for the ADHD
diagnosis in DSM-5 [20], other mental disorders still function as
exclusion criteria for making the ADHD diagnosis—i.e., ADHD
cannot be diagnosed if the symptoms occur only during the course
of schizophrenia or another psychotic disorder or if the ADHD
symptoms are better explained by other disorders such mood
disorders, anxiety disorder, personality disorders, and substance
use disorder, etc. [15]. The above-described omission of assessment
of general psychopathology in half of the studies makes it impos-
sible to know if the ADHD symptoms here occurred during the
course of another disorder or if they were better explained by
another disorder. In these studies, we cannot conclude that the
ADHD diagnosis was made in accordance with the diagnostic
guidelines. Of course, ADHD can, in some cases, be diagnosed as
a comorbid condition [41].

Table 2. Allocation of diagnosis and psychiatric comorbidity

Who did the diagnostic interview? N (%)

Clinician 102 (35%)

Unknown 179 (61%)

Trained rater 10 (3%)

Other (computer allocated diagnosis, confirmed
by a neurologist or psychiatrist)

1 (0.5%)

Allow comorbid diagnosis?

Yes 157 (54%)

No 122 (42%)

Unknown 13 (4%)

European Psychiatry 5



The overall implication of thesemethodological issues is that the
validity of the ADHD diagnoses in many of the included RCTs
appears to be severely compromised. If these diagnoses were allo-
cated on insufficient grounds, it has most likely affected the out-
come of these trials, e.g., results of interventions in samples, whose
diagnostic status was assumed to be ADHD but which in fact
remain diagnostically unascertained. It also implies that comparing
results across studies in reviews ormeta-analyses comes with a high
degree of uncertainty. Here, it may prove useful to exclude studies
relying on insufficient diagnostic methods. For empirical studies
researching subjects related to specific disorders, e.g., testing effects
of treatment in ADHD, prioritization of careful allocation of diag-
nosis is of utmost importance.

With the sparse knowledge of how ADHD manifests in adults,
and the need to rely on the patients’ own descriptions of their
behavior as children to diagnose ADHD in adults, we are, diagnos-
tically speaking, standing on unstable ground. The lack of real-time
external observations of these patients, who are now adults, has
transformed some of the behavioral signs of ADHD in children into
symptoms of ADHD in adults, viz. the subjectivization of the
diagnostic criteria. This change in the perception of some diagnos-
tic criteria for a child vs adult ADHD raises the question as to
whether ADHD diagnosed in childhood and ADHD diagnosed in
adulthood is in fact the same disorder. Most patients, who are
diagnosed with ADHD in adulthood, have not been diagnosed with
ADHD in childhood [4–6]. Perhaps some of these adult ADHD
patients were overlooked as children, but a more likely explanation
seems to be that many of them did not attract psychiatric attention
as children, because they did not show the same degree of behav-
ioral manifestations as those children, who were diagnosed with
ADHD in childhood. Again, there is an urgent need to clarify how
exactly ADHDpresents in adults and to establish diagnostic criteria
to delineate the disorder from other conditions that also present
with attention- and hyperkinetic phenomena.

Consequently, it seems premature to include patients with
comorbid disorders in the empirical research studies of ADHD in
adults, which nonetheless was the case in more than half of the
studies. Due to the limited knowledge of ADHD disorder in adults,
the aim must first be to comprehensively examine a sample of
ADHD patients without comorbidities and follow them over time
[42]. For now, we do not know if ADHD symptoms in adults are
similar in patients with ADHD with or without psychiatric comor-
bidities. Psychopathological studies, clarifying the nature of the
subjective experiences of being distracted by “unrelated thoughts”
or “feeling restless” etc. in adult ADHD, may aid in differentiating
such ADHD symptoms from seemingly similar symptoms in other
mental disorders.

These diagnostic challenges underscore the importance of trans-
parency and rigor when conducting empirical studies on ADHD,
not the least RCTs, which are considered to be providing evidence
of high quality [43]. Without clear and consistent reporting of
diagnostic methods and procedures, the reliability of findings
becomes questionable, potentially intensifying the difficulties
already inherent in studying adult ADHD. As emphasized in
Guidelines for Reporting Health Research: A User’s Manual [36]:

“Poorly conducted trials are a waste of time, effort, and money.
The most dangerous risk associated with poor-quality reporting is
an overestimation of the advantages of a given treatment…What-
ever the outcome of a study, it is really hard for the average reader to
interpret and verify the reliability of a poorly reported RCT. In turn,
this problem could result in changes in clinical practice that are
based on false evidence and that may harm patients.” [36, p. 3].

Transparent reporting is therefore essential, not only to ensure that
RCTs provide reliable and interpretable evidence but also to safe-
guard clinical practice from being guided by potentially flawed
“evidence.”

In conclusion the results of this review point to a worrying shift
in the common understanding of how a psychiatric diagnosis
should be allocated in research studies, with a dwindling awareness
of the importance of making as accurate a diagnosis as possible,
which necessarily implies making a comprehensive general psy-
chopathological assessment. If we, both as clinicians and
researchers, cannot be reasonably sure that patients in scientific
studies actually suffer from the diagnosis which the study claims
that they do, we cannot rely on the study’s findings.

Our finding that half of the RCTs exhibited little or no interest in
securing the validity of the ADHD diagnosis and that it was unclear
who made the diagnosis in 2/3 of the studies is certainly alarming.
The diagnostic assessment is the foundation, which all subsequent
analyses are built upon. As long as it remains unclear precisely what
disorder is being examined in scientific studies, the findings of these
studies will have limited value. In this context, it is noteworthy that
we reviewed RCTs, and RCTs are considered high in the scientific
evidence hierarchy in evidence-based medicine. Still, many RCTs
had not made an effort to diagnose lege artis, thus rendering the
results of their otherwise comprehensive study questionable.

Supplementary material. The supplementary material for this article can be
found at http://doi.org/10.1192/j.eurpsy.2025.2447.

Data availability statement. Detailed information about dataextraction is
available upon request

Author contribution. I. Studart: Conceptualization, literature search and
selection, data extraction and writing. M.G. Henriksen: Conceptualization
and writing. J. Nordgaard: Conceptualization, literature selection, data extrac-
tion and writing.

Financial support. The authors received no funding for this project

Competing interests. All authors declare no conflict of interests

Ethics approval statement. The study is a literature review. All included data
and information is already published, thus no ethics approval is needed.

References

[1] Abdelnour E, Jansen MO, Gold JA. ADHD diagnostic trends: increased
recognition or overdiagnosis? Mo Med. 2022;119(5):467–73.

[2] Mohr Jensen C, Steinhausen HC. Time trends in incidence rates of diag-
nosed attention-deficit/hyperactivity disorder across 16 years in a nation-
wide Danish registry study. J Clin Psychiatry. 2015 Mar;76(3):e334–341.

[3] Faraone SV, Banaschewski T, Coghill D, Zheng Y, Biederman J, Bellgrove
MA, et al. The World Federation of ADHD International Consensus
Statement: 208 Evidence-based conclusions about the disorder. Neurosci
Biobehav Rev. 2021 Sep 1;128:789–818.

[4] Song P, Zha M, Yang Q, Zhang Y, Li X, Rudan I. The prevalence of adult
attention-deficit hyperactivity disorder: a global systematic review and
meta-analysis. J Glob Health. 2021 Feb 11;11:04009.

[5] Caye A, Rocha TBM,Anselmi L,Murray J,Menezes AMB, Barros FC, et al.
Attention-deficit/hyperactivity disorder trajectories from childhood to
young adulthood: evidence from a birth cohort supporting a late-onset
syndrome. JAMA Psychiatry. 2016 Jul 1;73(7):705–12.

[6] Agnew-Blais JC, Polanczyk GV, Danese A,Wertz J, Moffitt TE, Arseneault
L. Evaluation of the persistence, remission, and emergence of attention-
deficit/hyperactivity disorder in young adulthood. JAMAPsychiatry. 2016
Jul 1;73(7):713–20.

6 Studart, Henriksen and Nordgaard

http://doi.org/10.1192/j.eurpsy.2025.2447


[7] Yeung A, Ng, E, Abi-Jaoude E. TikTok and attention-deficit/hyperactivity
disorder: a cross-sectional study of social media content quality. Can J
Psychiatry. 2022 Dec;67(12):899–906.

[8] Lange KW, Reichl S, Lange KM, Tucha L, Tucha O. The history of
attention deficit hyperactivity disorder. Atten Deficit Hyperact Disord.
2010 Dec;2(4):241–55.

[9] American Psychiatric Association. Diagnostic and statistical manual of
mental disorders. 2nd ed. American Psychiatric Publishing; 1968.

[10] American Psychiatric Association. Diagnostic and statistical manual of
mental disorders. 3rd ed. American Psychiatric Publishing; 1980.

[11] American Psychiatric Association. Diagnostic and statistical manual of
mental disorders. 3rd ed., rev. American Psychiatric Publishing; 1987.

[12] American Psychiatric Association. Diagnostic and statistical manual of
mental disorders. 4th ed. American Psychiatric Publishing; 1994.

[13] American Psychiatric Association. Diagnostic and statistical manual of
mental disorders. 4th ed., text rev. American Psychiatric Publishing; 2000.

[14] American Psychiatric Association. Diagnostic and statistical manual of
mental disorders. 5th ed. American Psychiatric Publishing; 2013.

[15] American Psychiatric Association. Diagnostic and statistical manual of
mental disorders. 5th ed., text rev. American Psychiatric Publishing; 2022.

[16] Kooij JJS, Bijlenga D, Salerno L, Jaeschke R, Bitter I, Balázs J, et al. Updated
European Consensus Statement on diagnosis and treatment of adult
ADHD. Eur Psychiatry J Assoc Eur Psychiatr. 2019 Feb;56:14–34.

[17] National Institute for Health and Care Excellence. Attention deficit hyper-
activity disorder: diagnosis andmanagement [Internet]. London: National
Institute for Health and Care Excellence (NICE); 2019 [cited 2025 Jan 26].
(National Institute for Health and Care Excellence: Guidelines). Available
from: http://www.ncbi.nlm.nih.gov/books/NBK493361/

[18] Asherson P, Leaver L, Adamou M, Arif M, Askey G, Butler M, et al.
Mainstreaming adult ADHD into primary care in the UK: guidance,
practice, and best practice recommendations. BMC Psychiatry. 2022 Oct
11;22(1):640.

[19] May T, Birch E, Chaves K, Cranswick N, Culnane E, Delaney J, et al. The
Australian evidence-based clinical practice guideline for attention deficit
hyperactivity disorder. Aust N Z J Psychiatry. 2023 Aug;57(8):1101–16.

[20] Harrison AG, EdwardsMJ. The ability of self-report methods to accurately
diagnose attention deficit hyperactivity disorder: a systematic review. J
Atten Disord. 2023 Oct;27(12):1343–59.

[21] Sibley MH, Mitchell JT, Becker SP. Method of adult diagnosis influences
estimated persistence of childhood ADHD: a systematic review of longi-
tudinal studies. Lancet Psychiatry. 2016 Dec;3(12):1157–65.

[22] Fischer M, Barkley RA. The persistence of ADHD into adulthood: (once
again) it depends on whom you ask. ADHD Rep. 2007 Aug;15(4):7–16.

[23] McGough JJ, Barkley RA. Diagnostic controversies in adult attention
deficit hyperactivity disorder. Am J Psychiatry. 2004 Nov;161(11):1948–56.

[24] Matte B, Anselmi L, Salum GA, Kieling C, Gonçalves H, Menezes A, et al.
ADHD in DSM-5: a field trial in a large, representative sample of 18- to
19-year-old adults. Psychol Med. 2015 Jan;45(2):361–73.

[25] Sibley MH. Empirically-informed guidelines for first-time adult ADHD
diagnosis. J Clin Exp Neuropsychol. 2021 May;43(4):340–51.

[26] Breda V, Rohde LA, Menezes AMB, Anselmi L, Caye A, Rovaris DL, et al.
Revisiting ADHD age-of-onset in adults: to what extent should we rely on
the recall of childhood symptoms? Psychol Med. 2020 Apr;50(5):857–66.

[27] Page MJ, McKenzie JE, Bossuyt PM, Boutron I, Hoffmann TC, Mulrow
CD, et al. The PRISMA 2020 statement: an updated guideline for reporting
systematic reviews. BMJ. 2021 Mar 29;372:n71.

[28] Murad MH, Asi N, Alsawas M, Alahdab F. New evidence pyramid. Evid
Based Med. 2016 Aug;21(4):125–7.

[29] Jaspers K. General psychopathology. JHU Press; 1997. 532 p.
[30] World Health Organization. ICD-10 - Classification of mental and behav-

ioural disorders. Clinical descriptions and diagnostic guidelines. Geneva;
1992.

[31] FirstMB,Williams JBW, Karg RS, Spitzer RL. User’s guide for the SCID-5-
CV Structured Clinical Interview for DSM-5® disorders: clinical version.
Arlington, VA, US: American Psychiatric Publishing, Inc.; 2016. xii, 158p.

[32] Beck SM, Perry JC. The definition and function of interview structure in
psychiatric and psychotherapeutic interviews. Psychiatry Interpers Biol
Process. 2008 Mar;71(1):1–12.

[33] Jansson L, Nordgaard J. The psychiatric interview for differential diagno-
sis. Cham, Switzerland: Springer International Publishing; 2016. xii, 270p.

[34] Kendell R, Jablensky A. Distinguishing between the validity and utility of
psychiatric diagnoses. Am J Psychiatry. 2003 Jan;160(1):4–12.

[35] Nordgaard J, Jessen K, Sæbye D, Parnas J. Variability in clinical diagnoses
during the ICD-8 and ICD-10 era. Soc Psychiatry Psychiatr Epidemiol.
2016 Sep;51(9):1293–9.

[36] Altman DG, Moher D. Importance of Transparent Reporting of Health
Research. In: Guidelines for Reporting Health Research: A User’s Manual
[Internet]. John Wiley & Sons, Ltd; 2014 [cited 2025 Jan 26]. p. 1–13.
https://doi.org/10.1002/9781118715598.ch1

[37] Bleuler E. Dementia praecox: oder Gruppe der Schizophrenien. F. Deuticke;
1911.

[38] MølstrømIM,HenriksenMG,Nordgaard J.Differential-diagnostic confusion
and non-specificity of affective symptoms and anxiety: an empirical study of
first-admission patients. Psychiatry Research. 2020 Sep 1;291:113302.28

[39] Nordgaard J, Revsbech R, Sæbye D, Parnas J. Assessing the diagnostic
validity of a structured psychiatric interview in a first-admission hospital
sample. World Psychiatry Off J World Psychiatr Assoc WPA. 2012 Oct;
11(3):181–5.

[40] Kvig EI, Nilssen S. Doesmethodmatter? Assessing the validity and clinical
utility of structured diagnostic interviews among a clinical sample of first-
admitted patients with psychosis: a replication study. Front Psychiatry.
2023;14:1076299.

[41] Nordgaard J, Nielsen KM, Rasmussen AR, Henriksen MG. Psychiatric
comorbidity: a concept in need of a theory. Psychol Med. 2023 Oct;53(13):
5902–8.

[42] Robins E, Guze SB. Establishment of diagnostic validity in psychiatric
illness: its application to schizophrenia. Am J Psychiatry. 1970 Jan;126(7):
983–7.

[43] Gupta M. Is evidence-based psychiatry ethical? Oxford University Press,
Oxford; 2014.

European Psychiatry 7

http://www.ncbi.nlm.nih.gov/books/NBK493361/
https://doi.org/10.1002/9781118715598.ch1

	Diagnosing ADHD in adults in randomized controlled studies: a scoping review
	Introduction
	Aim
	Methods
	Search strategy and selection criteria
	Data extraction
	Categories
	Definitions

	Results
	Diagnostic methods
	Who allocated the diagnosis?
	Comorbidity

	Discussion
	Supplementary material
	Data availability statement
	Author contribution
	Financial support
	Competing interests
	Ethics approval statement
	References


