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Preface
I started working with young people with Attention Deficit Hyperactivity Disorder (ADHD) over 20 years
ago. The clinical picture has changed over these years due to research, which has considerably
advanced our scientific knowledge and understanding about the aetiology, presentation, treatment and
prognosis of ADHD. ADHD is now recognised to be a lifespan condition yet, despite international
guidelines on the assessment, treatment and management of ADHD, too many young people reach
adulthood with undiagnosed ADHD. This means that the diagnosis is being missed or that they are
misdiagnosed in childhood. It also means that these young people will not receive the optimal
treatment for their symptoms and associated problems; many will not reach their potential and for
some the future is bleak. The good news is that there are large treatment effects for ADHD
interventions and one can intervene at any age, but if children with ADHD are to mature into confident
young adults who experience psychological wellbeing and have a good quality of life we need to
intervene as early as possible. I therefore developed the ADHD Child Evaluation (ACE), available to
download from the resources section of http://www.psychology-services.uk.com, in the hope that this
semi-structured interview will support healthcare practitioners across the world in their assessment and
diagnosis of ADHD in childhood. ACE has been embraced across the world with translations in French,
Dutch, Turkish, Chinese, Spanish, Catalan, Italian, Swedish, Russian, Hungarian, Danish and Portuguese.
Following feedback from colleagues working in adult ADHD services, it seemed a natural progression to
extend ACE to include adult functioning. Hence, ACE+ has been developed to assess ADHD in adults.
I thank all of my colleagues who have kindly given feedback on previous drafts of the ACE and ACE+
interviews, in particular Nader Ali Perroud, Cornelius Ani, Philip Asherson, David Coghill, Gisli
Gudjonsson, Dietmar Hank, Rachel Kelly, Tami Kramer, James Kustow, Peter Mason, Kuben Naidoo, Paul
Ramchandani, Tony Rostain, Jade Smith, Isaac Szpindel and Eric Taylor. Special thanks go to Hannah
Mullens for her support in the creation and development of the project, the design of interviews and
for administrative support for their translation into so many languages.

Professor Susan Young
London, 1st April 2016
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Introduction to ADHD
Attention Deficit Hyperactivity Disorder (ADHD) is a neurodevelopmental disorder characterised by
symptoms of inattention, impulsivity and hyperactivity. For a diagnosis, the behaviours and difficulties
associated with ADHD must interfere significantly with an individual's functioning. As a result, ADHD is
related to a variety of problems including poor academic performance, interpersonal relationship
problems and employment problems (Shaw et al., 2012).
The prevalence of ADHD is suggested to be around 5% in children and 2.5% in adults (American
Psychiatric Association, 2013). In childhood, up to four times more boys than girls are diagnosed with
ADHD, whereas in adulthood females are just as likely to be diagnosed as males (Ford et al., 2003;
Kessler et al., 2006). This may be because young boys present with greater hyperactivity than girls, and
thus they are more likely to be noticed and referred for assessment.
Symptom presentation changes over time and most children will experience improvement in some
symptoms as they move into adulthood. However, despite a relative remission of symptoms, they may
continue to experience impairments (Young & Gudjonsson, 2008). For example, it is common for
motoric hyperactivity to remit by adulthood (due to improvement in behavioural control), and then
present as feelings of restlessness instead. Other people experience persisting symptoms, most
commonly inattention. Emotional lability may become more marked and many experts in the field
consider emotional dysregulation to be the fourth symptom of ADHD. However, there is no
developmental age or expectation for when symptoms will remit, nor do they remit uniformly. Hence,
the presentation of adults with ADHD is unique to each individual and for many individuals it will be a
lifespan condition. The ADHD Child Evaluation (ACE) was developed to be a diagnostic interview to
assess ADHD in childhood. ACE+ extends this interview to include presenting symptoms and associated
impairments in adulthood.

Diagnostic criteria
There are two diagnostic criteria in common use, the Diagnostic and Statistical Manual of Mental
Disorders 5th Edition (DSM-5) and the International Statistical Classification of Diseases and Related
Health Problems 10th Revision (ICD-10). These criteria differ in their classification of ADHD as they were
developed as guidance for healthcare practitioners and not a specific algorithm.
The DSM-5 criteria, defined by the American Psychiatric Association (2013), include three subtypes of
ADHD: predominantly inattentive, predominantly hyperactive/impulsive, and combined presentation.
DSM-5 criteria require the onset of symptoms by age 12 (but not necessarily causing impairment). For
children, six (or more) symptoms from each subtype are required for a diagnosis. These symptoms are
widely used and included in the SNAP-IV (Swanson, 1992), BAARS-IV (Barkley, 2011), ADHD Rating
Scale-IV (DuPaul et al, 1998), and Kiddie-Sads-Present and Lifetime Version (K-SADS-PL; Kaufman et al.,
1996). For older adolescents and adults (age 17 and older) at least five current symptoms are required.
Symptoms must have persisted for at least six months to a degree that is inconsistent with the person’s
developmental level and have caused impairment directly on social and academic/occupational
activities. For children, the academic criteria relate to educational performance and behaviours. For
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adults, the occupational criteria are broader and should encompass all occupational activities outside of
the home including paid and/or voluntary work, sports and social activities.
The ICD-10 criteria, defined by the World Health Organization (1992), diagnoses ADHD under the
classification ‘Hyperkinetic Disorder’. The symptoms are very similar to those in DSM-5, however the
nine hyperactivity/impulsivity symptoms of the DSM-5 are separated into their constituent parts, with
five hyperactivity symptoms and four impulsivity symptoms. ICD-10 requires onset of symptoms by the
age of seven years (but not necessarily causing impairment). For a diagnosis of Hyperkinetic Disorder to
be made, children must present with at least six inattention symptoms, in addition to at least three
hyperactivity symptoms and at least one impulsivity symptom. The number of symptoms required for a
diagnosis is not age dependent in ICD-10, and this is the same for both children and adults. Similar to
the DSM-5, ICD-10 requires symptoms to have been present for at least six months to a degree that is
inconsistent with typical developmental levels, and to cause impairment across more than one setting.
In contrast to the DSM-5, ICD-10 does not outline different subtypes of Hyperkinetic Disorder, instead
stating that many authorities will still recognise the condition if an individual is sub-threshold in only
one area of the diagnosis, e.g. if a person falls below threshold for hyperactivity but presents as highly
inattentive.

Co-existing problems and disorders
For a diagnosis of ADHD, symptoms must not be better explained by another mental disorder (e.g.
substance use, anxiety, depression), which involves an assessment for differential diagnoses. However,
individuals with ADHD often present with a second psychiatric disorder. Common comorbidities in
childhood include oppositional defiant and conduct disorder, anxiety and mood disorders, tic disorders
and autism spectrum disorders (Biederman et al., 1991; Goldman et al., 1998; Pliszka, 1998; Elia et al.,
2008). Common comorbidities in adulthood include anxiety and mood disorders, substance misuse and
personality disorders (UKAAN, 2013). Hence the assessor must distinguish between primary (i.e.
differential) and secondary (i.e. co-existing) conditions. The classification systems differ on this
criterion. The DSM-5 recognises and allows for comorbidities, whereas they are exclusion criteria in the
ICD-10. This contributes to a preference among practitioners for the broader DSM-5 criteria as this fits
more closely with clinical practice and experience.
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ACE+ Administration
The ACE+ is a semi-structured clinical interview designed to support healthcare practitioners in
assessing ADHD in adults (>16 years). The ACE+ interview leads the assessor through the diagnostic
process by assessing the core symptoms of ADHD in both adulthood and childhood, and the extent to
which they impair functioning. ACE+ sets out a series of questions that correspond with the core
symptoms of inattention, hyperactivity and impulsivity, and provides typical examples of the
manifestation of these symptoms which can be used to prompt the assessor and guide clinical
judgement. In order to assess whether the core symptoms are causing significant impairment in two or
more settings, ACE+ prompts the investigation of each symptom in both home and occupational
settings. If the ACE has previously been completed or if the interviewee has previously been diagnosed
with a clinical diagnosis of ADHD in childhood, it is not necessary to repeat the child sections of the
ACE+. At the beginning of the symptom interview (see section ‘Symptom Ratings’) record where/how
this was previously obtained.

Interviewee
ACE+ should be administered by a healthcare practitioner directly to the interviewee. It is good practice
to obtain corroborative information wherever possible, but this must be obtained from someone who is
familiar with the interviewee’s functioning in different settings, typically partners, parents/carers or
other family members. When assessing adults, it is problematic to obtain accurate accounts of
functioning in childhood as this involves retrospective recall so, whenever possible, interviews should
be supplemented with contemporaneous collateral information such as reports from school, social
services and/or occupational appraisals/performance reviews. In the event that accurate clinical
information is unavailable, the clinician needs to make their best judgement as to whether trait-like
symptoms were present in childhood.

Introduction to the ACE+ interview
Prior to administering the interview, the assessor should establish rapport with the interviewee in order
to make them feel comfortable, settled and at ease. It is recommended that the assessor begins by
finding out about the person and their personal circumstances using general open-ended questions, for
example “I’m here to learn as much as I can about you. What has brought you here today?”. It is useful
to establish what daily life is like for the interviewee, including their occupation, interests, hobbies, and
plans for the future. The assessor will enquire about their perspective, performance, functioning and
achievement over the lifespan (from childhood to adulthood) and the assessor should set the scene by
asking “Tell me about how things were when you were growing up”. Next, explain to the interviewee
that you will be asking specific questions that relate to the symptoms within the diagnostic criteria and
will ask them to consider how these symptoms presented as they were growing up; at home, school,
and in other activities. Then explain that you will move on to invite them to consider whether these
symptoms have been present more recently and, in particular, over the past six months.
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Administering the ACE+ interview
Commence the interview by completing the 'Background' section. In addition to demographic
information, this section enquires about the presence of early risk factors in the interviewee’s life, their
medical history, educational history, occupational history/relationships and family background. It is
important to carefully consider these questions as these details are necessary for understanding the
context of the person’s behaviour and may provide insight regarding impairment.
There follows items relating to the symptom criteria of inattention (nine items), hyperactivity (five
items) and impulsivity (four items). First read out the question and prompt the interviewee to consider
the presence of a symptom in their daily activities both inside and outside of the home setting. They are
asked to consider the symptom presentation during their childhood and more recently as an adult. The
assessor is guided by a brief description that summarises the common presentation of ADHD in home
and school/occupational settings in both childhood and adulthood. This written guidance serves to
prompt the assessor and it should not be read aloud to the interviewee. Prompt the interviewee to
describe specific situations and/or to give specific examples of when the symptom or problem is/was
present, the onset of the symptom or problem, its contextual presentation, its frequency, severity and
mediating factors. It is important to determine whether the symptom occurred more frequently in
childhood than would be expected for a child of a similar age and developmental level. Also consider
the current and past degree of impairment experienced by the interviewee due to this
symptom/problem. Make notes in the corresponding home and occupational sections; the notes should
be written in sufficient depth to guide and support the assessor’s decision about whether the symptom
was present or absent as a child and whether it is currently present or absent. From this in-depth
exploration of each symptom, the assessor will judge whether each symptom is (1) currently present
and impairing and (2) present in childhood and impairing. There follows a section where the assessor
can record notes regarding the individual's presentation during the assessment.

Co-existing problems and disorders
The assessor is steered to consider the issue of current differential or co-occurring presentations by
referring to a list of alternative and/or common co-existing problems. These include
neurodevelopmental/cognitive, behavioural, emotional, physical and medical disorders, and each
include a brief description that aims to prompt the assessor to consider the presentation of the
interviewee from a different perspective. When conducting the assessment it is not recommended that
the problems and disorders are disclosed (as labelled) to the individual. Preferably, the assessor should
lead with general questions that relate to the condition before focusing on specific symptoms. A space
is provided to make notes and classify whether the condition has been previously diagnosed or whether
further investigation is required. It is important to note that the DSM-5 criteria allow for comorbid
diagnoses, but the ICD-10 does not. This section is not intended to make a diagnosis; rather it aims to
identify symptoms that should be considered as potential differential or co-existing conditions that
require further investigation.

Scoring the interview
Instructions for scoring the ACE+ interview are provided at the end of the interview; one based on the
DSM-5 diagnostic criteria and the other on ICD-10 diagnostic criteria.
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INTERVIEW - Background
Name:
Date of birth:

___ /___ /___

Gender:

Male

Date of interview:

___ /___ /___

Female

Name of assessor:

If an interview has also been conducted with an informant:
Informant's name(s):
Relationship:

Early Risk Factors Present (tick those that apply and make notes below):
Premature birth*

Head injury involving loss of consciousness*

Low birth weight*

Parental mental health issues*

Early trauma (e.g. physical, sexual
emotional abuse)*

Maternal smoking and/or substance use during
pregnancy (including alcohol)*

*Please detail:

Has the interviewee had their cognitive ability assessed?
*Please detail:
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Yes*

No

Medical History
Does the interviewee have any medical diagnoses?

Yes*

No

Yes*

No

Yes

No*

Yes*

No

Yes*

No

*Please detail:

Is the interviewee currently taking any medication?
*Please detail:

Education
What is the interviewee’s highest qualification obtained?

What other qualifications does the interviewee have?

Did the interviewee attend a mainstream school?
*Please detail:

Did the interviewee have special educational needs?
*Please detail:

Did the interviewee receive extra support or help at school?
*Please detail:
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Was the interviewee ever excluded from school?
*How many times?

Once

Yes*

No

Twice

More than
twice

Yes*

No

*Please detail:

Did the interviewee ever fail a grade or repeat a subject class?
(i.e. not achieve an expected target)
*Please detail:

Occupation
Describe the interviewee’s occupational history, including paid/unpaid work, number of jobs, duration
of employment, reasons for a change in occupation and periods of unemployment

Relationships
Describe the quality of the interviewee’s friendships in childhood (both inside and outside of school)

Describe the quality of the interviewee’s relationships as an adult (including friends and work
colleagues)
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Does the interviewee currently have an intimate partner?

Yes*

No

*For how long have they been with this intimate partner?
Describe the number and quality of the interviewee’s intimate relationships (including duration and
reasons for ending of relationships)

Does the interviewee have any children?

Yes*

No

Yes*

No

*How many?
Describe the quality of the interviewee’s relationship with their children (if applicable)

Has the need arisen for interventions by external agencies e.g. social services?
*Please detail:
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Family Background
Do any family members have diagnosed or suspected ADHD?
Yes – diagnosed*

Yes – suspected*

No

*Please detail:

Do any family members have other neurodevelopmental conditions (e.g. Autism spectrum disorder,
Intellectual impairment)?
Yes*

No

*Please detail:

Do any family members have a specific learning difficulty?
Yes*

No

*Please detail:

Do any family members have a history of a psychiatric disorder?
Yes*

No

*Please detail:

Mother’s educational and occupational history (including highest level of education):

Father’s educational and occupational history (including highest level of education):
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Symptom Ratings
Questions 1-9 enquire about the interviewee’s ability to pay attention.
Questions 10-14 enquire about the interviewee’s restlessness and hyperactivity.
Questions 15-18 enquire about the interviewee’s impulsive behaviours.
You must assess for the presence of ADHD symptoms in both childhood and adulthood. If the ACE has
been previously completed, and/or the interviewee has been previously diagnosed with a clinical
diagnosis of ADHD in childhood, it is not necessary to repeat the child sections of the ACE+ but note:
ACE completed on (date) ________/________/________*
Interviewee has a documented diagnosis of ADHD as a child*
*Please detail:

When conducting the interview bear in mind and/or note the following points:
〉

Onset: When did this symptom first appear? (Symptoms must be present prior to age seven for
ICD-10 criteria and prior to age 12 for DSM-5 criteria)

〉

Duration: Has this symptom been present for six months or more?

〉

Pervasiveness:

〉

Persistence:

〉

Impairment:

Is this symptom appearing in more than one context (e.g. at school, in
occupational and/or other activities)? Note: For children the academic criteria relate to
educational performance and behaviours. For adults the occupational criteria are broader and
should encompass all occupational activities outside of the home including paid and/or voluntary
work, sports and social activities.
Is the symptom present ‘often’, i.e. the usual style of the interviewee and
occurring much or most of the time? (This will depend on the situation and is not invariant). When
assessing persistence in childhood, consider whether the symptom occurred more frequently than
that typically expected for the child’s age and development level.
To what extent did this symptom impair the interviewee’s functioning and
development in 1) childhood, and 2) currently as an adult?

ACE+ is administered directly to the interviewee; nevertheless, where possible, it is advisable to gain
corroborative information from appropriate informants. This is especially important when assessing for
presence of symptoms in childhood and their associated impairments. It will also be helpful to obtain
contemporaneous documents from childhood such as school or social services reports.
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1.

Do you often fail to give close attention to details
or make careless errors?

Criterion Met:
Childhood Adulthood
Home
Home
School
Occupation

Home Activities
The person may complete tasks inefficiently. They may not pay attention to instructions and miss out
steps in chores, leading to household items being assembled incorrectly and/or not working properly.
They make careless mistakes and become very stressed over making these errors. As a child they
avoided doing homework or made lots of careless mistakes in their homework. They paid insufficient
attention to road signs or signs of danger.
Give examples and probe about how this symptom causes/caused impairment at home
Is this symptom present in adulthood?
Was this symptom present in childhood?

Occupational Activities
Work is poorly presented, seems rushed and contains many errors. They may compensate by applying
an overly rigid routine, thus appear perfectionistic and needing too much time to complete tasks. They
find tasks that require a lot of detail particularly stressful and time consuming and avoid administrative
activities, which they find tedious. As a child in examinations or when completing test papers, they
skipped questions and/or did not check their work, leading to lower marks/grades. They may have
worked slowly to avoid making mistakes.
Give examples and probe about how it causes/caused impairment in occupational activities
Is this symptom present in adulthood?
Was this symptom present in childhood?
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2.

Do you often fail to sustain attention in tasks or
activities?

Criterion Met:
Childhood Adulthood
Home
Home
School
Occupation

Home Activities
The person may struggle to complete activities and tasks as they forget the objective and start
something else. They may avoid reading books or sitting through a movie. They have difficulty keeping
accounts, paying bills and writing letters. However, attention can often be sustained for new tasks or
those of special interest, such as using the internet and/or computer games. As a child they frequently
changed the activity they were doing and may only have stayed on task for a few minutes.
Give examples and probe about how this symptom causes/caused impairment at home
Is this symptom present in adulthood?
Was this symptom present in childhood?

Occupational Activities
The person may find tasks that are repetitive and/or require sustained mental effort notably difficult.
The person may state the task is boring and seem to lack the motivation to reach the end, becoming
irritable, and/or frustrated. By contrast, they may struggle less (or not at all) with tasks they enjoy. As a
child, they complained and/or struggled with essay based tasks. Teachers commented that they needed
frequent reminders and redirection to return to the task.
Give examples and probe about how it causes/caused impairment in occupational activities
Is this symptom present in adulthood?
Was this symptom present in childhood?
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3.

Do you often appear not to listen to what is being
said to you?

Criterion Met:
Childhood Adulthood
Home
Home
School
Occupation

Home Activities
It may seem that the person is not paying attention, or are preoccupied/daydreaming. Alternatively, the
person may appear to listen, but subsequently forget or be unable to repeat instructions. The person
describes having difficulty following a conversation so they change the subject. Partners may complain
that the person is ‘not there at all’. As a child, the person was described as a ‘day dreamer’.
Alternatively they may seem to have listened to the teacher or sports coach but failed to follow through
on instructions.
Give examples and probe about how this symptom causes/caused impairment at home
Is this symptom present in adulthood?
Was this symptom present in childhood?

Occupational Activities
Work colleagues, line managers and/or teachers may have commented that the person does not listen.
They may comment that the person seems to become easily overwhelmed. They may require
instructions to be repeated many times and/or broken down into small steps in order to successfully
complete a task. As a child, questions had to be repeated. Teachers may have moved the child to sit at
the front of the class. Teachers had to raise their voice or make eye contact to gain their attention.
Give examples and probe about how it causes/caused impairment in occupational activities
Is this symptom present in adulthood?

Was this symptom present in childhood?
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4.
4.

Do you often fail to follow through on instructions
or to finish tasks?

Criterion Met:
Childhood Adulthood
Home
Home
School
Occupation

Home Activities
The person may have difficulty completing tasks. They may complete a novel task satisfactorily, but
struggle to do so once the novelty has worn off. They may not finish everything they set out to do
and/or complete tasks incorrectly because they have missed out steps in the process. Even when
following written instructions, the person may miss out steps in a manual. As a child they may have
needed many reminders to complete chores and activities, including homework.
Give examples and probe about how this symptom causes/caused impairment at home
Is this symptom present in adulthood?
Was this symptom present in childhood?

Occupational Activities
The person may fail to follow and remember instructions, leading to incomplete tasks and unmet goals.
The person may seem to have difficulty following supervision and/or line management leading to
interpersonal problems at work or in further education. As a child, they required structure and direction
to complete tasks. They received warnings or detentions due to incomplete classwork and homework.
They may have been perceived by teachers to be oppositional.
Give examples and probe about how it causes/caused impairment in occupational activities
Is this symptom present in adulthood?

Was this symptom present in childhood?
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5.

Are you often impaired in organising tasks and
activities?

Criterion Met:
Childhood Adulthood
Home
Home
School
Occupation

Home Activities
The person may seem to always be in a rush, or running late. They may undertake tasks in an order that
seems illogical to others due to poor planning and organising skills. They may find it hard to balance
work and leisure activities. They present as chaotic and disorganised. They may have impaired
relationships due to missing events or letting down friends. As a child they were never ready on time.
They were untidy and had difficulty finding their toys or clothes.
Give examples and probe about how this symptom causes/caused impairment at home
Is this symptom present in adulthood?
Was this symptom present in childhood?

Occupational Activities
The person may miss critical deadlines as they have not organised or planned their work efficiently.
They may make notes that lack structure. They frequently turn up late for appointments and meetings.
They may leave things behind that they need, such as papers for work, their travel pass, keys or phone.
Difficulties with time management and organisation may be less marked when this is delegated to
others such as a personal assistant. As a child, they had difficulty planning tasks. Schoolwork was often
handed in late or not at all.
Give examples and probe about how it causes/caused impairment in occupational activities
Is this symptom present in adulthood?

Was this symptom present in childhood?
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6.
6.

Do you often avoid or strongly dislike tasks that
require sustained mental effort?

Criterion Met:
Childhood Adulthood
Home
Home
School
Occupation

Home Activities
The person may avoid or delay tasks requiring mental effort. They may put off administrative chores
and/or difficult tasks, such as completing tax returns or paying bills. They prioritise easy tasks over
important tasks. As a child, the person may have joined clubs but disengaged from activities that lacked
physical stimulation or activity. The child may have avoided games they perceived to be long, repetitive
and/or educational, becoming oppositional at these times as they found the task aversive.
Give examples and probe about how this symptom causes/caused impairment at home
Is this symptom present in adulthood?
Was this symptom present in childhood?

Occupational Activities
The person may try to avoid specific tasks that they find monotonous and require mental effort. They
spend a lot of time procrastinating rather than getting on with the task and may miss deadlines. The
person may underperform at work and become frustrated and irritable as they are not meeting critical
deadlines. As a child, they avoided reading. They may have made excuses to leave the classroom,
including feigning illness. In extreme cases the child may have feigned illness to stay at home, and/or
truanted from school.
Give examples and probe about how it causes/caused impairment in occupational activities
Is this symptom present in adulthood?

Was this symptom present in childhood?

[18]

7.
7.

Do you often lose things necessary for certain
tasks or activities?

Criterion Met:
Childhood Adulthood
Home
Home
School
Occupation

Home Activities
The person may frequently lose or misplace items such as their purse, wallet, travel pass, keys, phone,
clothing or where the car is parked. They often leave things behind which means that they may turn up
for activities unprepared and/or without the equipment or materials that they need. They lose lists that
remind them to do things. As a child, they mislaid toys and clothing and spent a lot of time searching for
them. They became upset if people moved or tidied their possessions.
Give examples and probe about how this symptom causes/caused impairment at home
Is this symptom present in adulthood?
Was this symptom present in childhood?

Occupational Activities
The person may lose or misplace items they need for work, such as a USB stick, documents, keys,
papers and tools. Colleagues complain that they have filed documents and folders in the wrong place.
They are criticised by others for being unprepared for meetings. As a child, they were often checking
lost property at school to search for lost clothing, pencil cases and books. Teachers reported the child
often attended lessons without the equipment or materials required for lessons.
Give examples and probe about how it causes/caused impairment in occupational activities
Is this symptom present in adulthood?

Was this symptom present in childhood?
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8.

Do you often become easily distracted by external
stimuli?

Criterion Met:
Childhood Adulthood
Home
Home
School
Occupation

Home Activities
The person may appear to be frequently daydreaming and/or be observed to quickly shift focus to
another (more stimulating) task. They may be easily distracted by their surroundings, including activities
and/or background noise (such as the television) that others seem to be able to block out or ignore.
They may have many (incomplete) projects going on simultaneously. As a child, they went off task due
to chatting to others or being distracted by the television and found it difficult to re-focus back on the
task.
Give examples and probe about how this symptom causes/caused impairment at home
Is this symptom present in adulthood?
Was this symptom present in childhood?

Occupational Activities
The person may be distracted by noise and activity in open-plan working environments and/or passing
activity in corridors or outside. They may have developed methods to compensate such as listening to
white noise, multi-tasking, requiring absolute quiet and/or imposing an emergency to raise arousal and
motivation (e.g. leave it up to the last minute). As a child, teachers complained they were chatting to
peers or looking out of the window. They required prompting to return to the task and worked better
one-to-one or in small groups.
Give examples and probe about how it causes/caused impairment in occupational activities
Is this symptom present in adulthood?

Was this symptom present in childhood?

[20]

9.
9.

Are you often forgetful in the course of daily
activities?

Criterion Met:
Childhood Adulthood
Home
Home
School
Occupation

Home Activities
The person may frequently forget where they left something, and spend a lot of time searching for
items. They forget to attend appointments and meetings and/or communicate important information.
They go shopping with a list but may still return with the wrong items. As a child, when visiting friends
or relatives, the child may not have collected all of their property, even items or toys that were
important to them. They even needed reminders to do routine tasks, such as brushing their teeth.
Give examples and probe about how this symptom causes/caused impairment at home
Is this symptom present in adulthood?

Was this symptom present in childhood?

Occupational Activities
The person may complain of memory problems due to feeling they have too much to do. They may feel
overwhelmed and overloaded with work. They regularly forget their timetable and/or leave behind
papers, tools and documents that they need for work. They make lists but forget to look at them. They
forget to attend meetings and appointments. As a child, they may have forgotten when homework was
due and failed to hand it in on time, even if it was completed.
Give examples and probe about how it causes/caused impairment in occupational activities
Is this symptom present in adulthood?
Was this symptom present in childhood?

[21]

10.

Do you often fidget with your hands or feet or
squirm on your seat?

Criterion Met:
Childhood Adulthood
Home
Home
School
Occupation

Home Activities
The person may feel restless, even when watching television, at the dinner table and/or in the car. They
may fidget with hands, legs or feet, even when engaged on a task or activity they find interesting, or
when feeling tired. They tap pens or other items, fiddle with hair and/or bite their nails. Adults can
control their restlessness but feel distressed and uncomfortable as a result. As a child, they were
frequently told to stop rocking back on their chair, kicking their legs and/or fiddling with objects.
Give examples and probe about how this symptom causes/caused impairment at home
Is this symptom present in adulthood?

Was this symptom present in childhood?

Occupational Activities
Work colleagues may complain that the person never seems to settle and distracts them from doing
their own work due to fidgeting. They are restless in meetings and distract others by fiddling with items
and fidgeting. They seem to be more occupied with doodling or playing with gadgets than following the
conversation. As a child, teachers commented that the child was more fidgety and restless than the
other children in class, irrespective of the topic or activity, and that their fidgeting disturbed other
children.
Give examples and probe about how it causes/caused impairment in occupational activities
Is this symptom present in adulthood?
Was this symptom present in childhood?

11.
11.
[22]

11.

Do you often leave your seat in situations in which
remaining seated is expected?

Criterion Met:
Childhood Adulthood
Home
Home
School
Occupation

Home Activities
As an adult the person reports an inner feeling of restlessness that they struggle to control. They prefer
to be active and walk around and have difficulty sitting for long periods of time such as in the cinema or
in church. They make frequent stops during long journeys. They feel distressed if they are not able to
move about. As a child, they struggled to stay seated, even when this was compulsory. They needed
constant engagement to help them cope with long journeys and stay seated on public transport.
Give examples and probe about how this symptom causes/caused impairment at home
Is this symptom present in adulthood?
Was this symptom present in childhood?

Occupational Activities
As an adult the person struggles to remain seated during conversations and/or in meetings. This
becomes more marked when waiting for something or someone. They avoid long meetings,
symposiums or conferences and become stressed if they feel ‘trapped’ in a set or environment they
can’t leave. As a child, they found excuses to get up and move around in class, such as to go to the
toilet, to go and talk to someone, or to look at something. The child was unable to modify their
behaviour, even when redirected or reprimanded.
Give examples and probe about how it causes/caused impairment in occupational activities
Is this symptom present in adulthood?

Was this symptom present in childhood?

12.
[23]

12.

Do you often run about or climb excessively in
situations in which it is inappropriate?

Criterion Met:
Childhood Adulthood
Home
Home
School
Occupation

Home Activities
Adults are more restless and fidgety than overtly active, but they may report an inner restlessness and
feelings of agitation. They may find it hard to unwind and relax due to a constant feeling that they need
to be doing something. As a child, they were always running around and climbing furniture, despite
attempts by parents/carers to manage this behaviour. They may have engaged in behaviours that were
risky or dangerous, such as climbing up on roofs, cars, trees, and running across the street or track lines.
Give examples and probe about how this symptom causes/caused impairment at home
Is this symptom present in adulthood?
Was this symptom present in childhood?

Occupational Activities
As an adult the person may seek out more stimulating and active occupations and avoid sedentary
work. They are more likely to pace up and down than run about. They insist on multi-tasking
simultaneous projects but are inefficient in managing their tasks or caseload. As a child, they were
reprimanded for running in corridors and on class trips they needed additional supervision to ensure
they stayed with the group and engaged in safe and considerate behaviour.
Give examples and probe about how it causes/caused impairment in occupational activities
Is this symptom present in adulthood?

Was this symptom present in childhood?

13.
13.
[24]

13.

Do you often appear unduly noisy in playing or have
difficulty engaging quietly in leisure activities?

Criterion Met:
Childhood Adulthood
Home
Home
School
Occupation

Home Activities
As an adult, the person may avoid staying at home and/or settling down to complete tasks on their
own. They may disturb others by talking during activities when this is not appropriate, for example
throughout television programmes or at the cinema. They draw the attention of others by talking in an
overly loud voice. As a child, they rarely engaged in quiet activities, but were described as loud and
overly active. When asked to play quietly, they were unable to settle but asked lots of questions and
made a lot of noise.
Give examples and probe about how this symptom causes/caused impairment at home
Is this symptom present in adulthood?
Was this symptom present in childhood?

Occupational Activities
The person may find it difficult to motivate themselves to complete tasks on their own and may appear
to others to be irresponsible. As a child they talked or shouted out during quiet time and/or activities
that required concentration. Reminders to be quiet and/or reprimands did not seem to help. Given the
choice, the child avoided quiet activities, preferring to choose physically active or noisy ones.
Give examples and probe about how it causes/caused impairment in occupational activities
Is this symptom present in adulthood?

Was this symptom present in childhood?

[25]

14.

Do you often exhibit a persistent pattern of excessive
motor activity that is not modified by context?

Criterion Met:
Childhood Adulthood
Home
Home
School
Occupation

Home Activities
The person is always busy and on the go. They are perceived by others to be excessive and driven.
Holidays may be described as exhausting by friends and family, with little opportunity to rest. As a child,
they were constantly on the go from morning to night and struggled to settle at bedtime. They were
described to be like a whirlwind, moving from task to task, aimlessly running around and not fully
engaging in activities. On public transport they required additional supervision and parents/carers
reported feeling worn out by the child.
Give examples and probe about how this symptom causes/caused impairment at home
Is this symptom present in adulthood?
Was this symptom present in childhood?

Occupational Activities
The person may describe themselves as a ‘workaholic’. They set a frantic pace and find it difficult to let
things go. Partners complain that they cannot switch off, working late in the evening and/or at
weekends. As a child they favoured break times and physical activities rather than class work. Given the
choice, extra-curricular activities involved physical activities rather than less active pursuits. At the end
of the day the child may not have seemed to be tired but instead presented as irritable or
overwhelmed.
Give examples and probe about how it causes/caused impairment in occupational activities
Is this symptom present in adulthood?
Was this symptom present in childhood?

[26]

15.

Do you often blurt out answers before questions have
been completed?

Criterion Met:
Childhood Adulthood
Home
Home
School
Occupation

Home Activities
The person may struggle to follow the ‘turn-taking’ rules of conversation. They interrupt and finish
other people’s sentences. They seem tactless and motivated to say what is on their mind (even if this is
unrelated to the topic of conversation). They complain that others talk too slowly and they find it
difficult to wait for them to finish. These behaviours negatively impact on their relationships with family
and friends, peers, teachers and siblings both in childhood and adulthood.
Give examples and probe about how this symptom causes/caused impairment at home
Is this symptom present in adulthood?
Was this symptom present in childhood?

Occupational Activities
The person may appear to talk over others in meetings and/or seems disinterested in the perspective of
others. They irritate colleagues by saying what comes to mind without considering whether this is
appropriate or confidential. As a child, they didn’t give others a chance to answer questions but blurted
out answers (even if they were wrong). In both childhood and adulthood these behaviours irritate
others and may lead to the person being considered unpopular.
Give examples and probe about how it causes/caused impairment in occupational activities
Is this symptom present in adulthood?

Was this symptom present in childhood?

[27]

16.

Do you often fail to wait in lines or await turns in
games or group situations?

Criterion Met:
Childhood Adulthood
Home
Home
School
Occupation

Home Activities
The person may find waiting aversive and become quickly impatient and irritated. They may avoid
standing in line in queues such as at bank machines or in shops waiting to pay. If they can’t avoid
queuing they must exert intense effort to wait, for example when in traffic jams. As a child they became
unmanageable in situations when they had to wait (even when queuing for something desirable, such
as a ride at a theme park) leading to parents/carers having to leave some situations.
Give examples and probe about how this symptom causes/caused impairment at home
Is this symptom present in adulthood?

Was this symptom present in childhood?

Occupational Activities
The person may be perceived by others to be unreliable and/or to lack social skills in the workplace due
to their lack of patience and tolerance. They make excuses to push to the front of queues and set
unrealistic deadlines (for themselves and others) that are impossible to meet. They walk out of
meetings and even quit jobs due to feelings of frustration and impatience. As a child they did not take
turns in class activities or when playing with friends, leading to unpopularity with peers.
Give examples and probe about how it causes/caused impairment in occupational activities
Is this symptom present in adulthood?
Was this symptom present in childhood?

[28]

17.

Do you often interrupt or intrude on others?

Criterion Met:
Childhood Adulthood
Home
Home
School
Occupation

Home Activities
The person may intrude on the conversations, private space or activities of others. They may not seem
to respect the privacy of others, using their possessions without asking. They may act without thinking
through the consequences of their behaviour. The person may understand social boundaries, but lack
the patience to manage them. In both childhood and adulthood these behaviours are perceived as
socially inept, inconsiderate and lacking in empathy. Reprimands have limited effect.
Give examples and probe about how this symptom causes/caused impairment at home
Is this symptom present in adulthood?
Was this symptom present in childhood?

Occupational Activities
The person may not respect boundaries. They may interrupt private conversations, use things that do
not belong to them, and/or appear to monopolise and take over the personal space and time of others.
The person may have little appreciation of how their behaviour is perceived by others and this may lead
to interpersonal conflict at work with both colleagues and managers. As a child, teachers complained
that they were disruptive and interrupted the activities of other children in class and in the playground.
Give examples and probe about how it causes/caused impairment in occupational activities
Is this symptom present in adulthood?

Was this symptom present in childhood?

18.
[29]

18.

Do you often talk excessively without appropriate
response to social constraints?

Criterion Met:
Childhood Adulthood
Home
Home
School
Occupation

Home Activities
The person may talk excessively. They may dominate conversations and appear to jump from topic to
topic, engaging in an endless narrative. The person may clown about and/or seem to be overbearing in
social interactions. Partners may complain that they are unable to have meaningful conversations. As a
child, they were told off for persistently chattering and parents/carers had to frequently remind the
child to be quiet, settle down and let others speak.
Give examples and probe about how this symptom causes/caused impairment at home
Is this symptom present in adulthood?
Was this symptom present in childhood?

Occupational Activities
The person may be perceived as being opinionated and unwilling to listen and consider the perspective
of others in meetings. Colleagues may avoid them as they never stop talking. Line-managers may
complain that they are not receptive to feedback or supervision. As a child, they often chatted to peers
in class, even when they had been asked to work quietly or during tests. They may have dominated
social interactions, appearing to be attention-seeking.
Give examples and probe about how it causes/caused impairment in occupational activities
Is this symptom present in adulthood?

Was this symptom present in childhood?

[30]

Presentation during the Interview
Please use this space to detail any observations of the interviewee’s behaviour and interactions. Make
sure to note the observed levels of inattention, hyperactivity and impulsivity displayed across the
timespan. Typical behaviours may include a general presentation of being chaotic and disorganised,
restlessness, shaking legs, fiddling with papers or other items, interrupting conversations and being
hard to interrupt, losing their train of thought, forgetting the question, giving tangential answers that
seem unrelated to the topic, and answering questions before they were completed.

[31]

2

Co-existing Problems and Disorders
Common differential and co-existing conditions are presented below. The assessor should consider each
in turn and decide whether it is a primary (i.e. differential diagnosis) or secondary (i.e. co-existing)
condition. It is important to establish whether the presenting problem is chronic or whether it has a
recent onset. When applying ICD-10 criteria, note that this classification system does not recognise
comorbid conditions. It is recommended that the assessor DOES NOT disclose (as labelled) the disorder
being discussed. Preferably, the assessor should lead with general questions that relate to the condition
before focusing on specific symptoms.

Autism Spectrum Disorder
Is there evidence of speech delay, problems with forming and maintaining social relationships and social
communication, rigid, and/or repetitive behaviours and sensory hypersensitivity?
Notes:

Previously
diagnosed:

Yes

No

Further investigation
required:

Yes

No

Cognitive Impairments
Is there evidence of generalised or specific learning difficulties such as reading, writing or arithmetic
difficulties?
Notes:

Previously
diagnosed:

Yes

No

Further investigation
required:

[32]

Yes

No

1

Speech and Language Impairments
In childhood, is there evidence of specific expressive and receptive language delay?
Notes:

Previously
diagnosed:

Yes

No

Further investigation
required:

Yes

No

Yes

No

Yes

No

Tics Disorder (Including Tourette’s)
Is there evidence of motor and/or vocal tics?
Notes:

Previously
diagnosed:

Yes

No

Further investigation
required:

Other Developmental Disorders
Is there evidence of gross motor or fine motor developmental difficulties?
Notes:

Previously
diagnosed:

Yes

No

Further investigation
required:

[33]

Traumatic Brain Injury
Is there evidence of a history of severe head trauma or recurrent head injuries (e.g. falls, sport
accidents, motor vehicle related injuries)? Note any loss of consciousness.
Notes:

Previously
diagnosed:

Yes

No

Further investigation
required:

Yes

No

Personality Disorders
Is there evidence of social and behavioural problems that may indicate a personality disorder (such as
antisocial or borderline disorders)?
Notes:

Previously
diagnosed:

Yes

No

Further investigation
required:

Yes

No

Oppositional Defiance Disorder or Conduct Disorder
In childhood, is there evidence of oppositional behaviour and refusal to comply with authority, or more
serious antisocial behaviours?
Notes:

Previously
diagnosed:

Yes

No

Further investigation
required:

[34]

Yes

No

Interpersonal Problems
Is there evidence of relationship problems (e.g. history of social rejection, social isolation, disrupted
relationships with family, no close friends, classifying acquaintances as ‘friends’, domestic violence)?
Notes:

Previously
diagnosed:

Yes

No

Further investigation
required:

Yes

No

Post-Traumatic Stress Disorder
Has the individual experienced any significant physical, sexual or emotional trauma?
Notes:

Previously
diagnosed:

Yes

No

Further investigation
required:

Yes

No

Yes

No

Anxiety Disorders
Is there evidence of phobia, panic, social and/or generalised anxiety?
Notes:

Previously
diagnosed:

Yes

No

Further investigation
required:

[35]

Obsessive Compulsive Disorder
Is there evidence of obsessions, compulsions or other ritualistic or stereotyped behaviour?
Notes:

Previously
diagnosed:

Yes

No

Further investigation
required:

Yes

No

Depression
Is there evidence of low mood, negative thinking, low self-esteem, fluctuating mood, and irritability?
(Note if there has ever been suicidal ideation or behaviour).
Notes:

Previously
diagnosed:

Yes

No

Further investigation
required:

Yes

No

Emotional Instability/Dysregulation
Is there evidence of changeable and volatile mood including anger, frustration and irritability?
Notes:

Previously
diagnosed:

Yes

No

Further investigation
required:

[36]

Yes

No

Disruptive Mood Dysregulation Disorder
In childhood, is there evidence of excessive irritability and/or anger, either in intensity, frequency,
and/or ease of provocation?
Notes:

Previously
diagnosed:

Yes

No

Further investigation
required:

Yes

No

Substance Misuse
Is there evidence of the individual using or misusing substances including alcohol, cigarettes,
prescription medication and/or illicit drugs? (Note also the severity of and the reasons for using drugs).
Notes:

Previously
diagnosed:

Yes

No

Further investigation
required:

Yes

No

Yes

No

Psychosis
Is there evidence of thought disorder, delusions or hallucinations?
Notes:

Previously
diagnosed:

Yes

No

Further investigation
required:

[37]

Bipolar Disorder
Is there evidence of an episodic disorder, including mania or hypomania?
Notes:

Previously
diagnosed:

Yes

No

Further investigation
required:

Yes

No

Other Medical Conditions
Does the individual have any other diagnoses or suspected inherited or acquired conditions (e.g.
hearing impairment, sleep apnea, nutritional deficiency, obesity, foetal alcohol syndrome, and genetic,
metabolic or endocrine disorders)?
Notes:

Previously
diagnosed:

Yes

No

Further investigation
required:

Yes

No

Other Mental Health Problems
Does the individual have any other mental health problems (e.g. eating disorder, sleep-wake disorders)?
Notes:

Previously
diagnosed:

Yes

No

Further investigation
required:

[38]

Yes

No

DSM-5 Scoring Sheet - Childhood
Using the DSM-5 criteria, the person must have six or more symptoms of inattention and/or
hyperactivity/impulsivity for a diagnosis of ADHD in childhood. Some of these symptoms must be
present across settings (e.g. at home and school) and have persisted and significantly negatively
impacted on the child's social and academic functioning. ADHD must be considered the primary
diagnosis and onset of symptoms must have been prior to the age of 12. Place a 'ü' in the boxes for
each symptom that was met in childhood at home and/or school. Child criteria C1-C3 must all be
marked ‘Yes’ and criterion C4 must be marked ‘No’ for a diagnosis in childhood.

Inattention Domain
Question

Hyperactivity/Impulsivity Domain

Symptom present
at home and/or
school

Question

1
2
3
4
5
6

10
11
12
13
14
15

7
8
9

16
17
18

Total number of
symptoms met:

Total number of symptoms
met:

Inattention Domain

Hyperactivity/Impulsivity
Domain

6 or more symptoms met
at home and/or school

Yes / No

Symptom present
at home and/or
school

6 or more symptoms met at
home and/or school

Yes / No

C1 - Were these symptoms found in more than one setting during childhood?

Yes

No

C2 - Were these symptoms present before the age of 12?

Yes

No

C3 - Were these symptoms impairing the child’s functioning and/or development?

Yes

No

C4 - Were these childhood symptoms better explained by another condition?

Yes

No

DSM-5 Diagnosis in Childhood
Predominantly Inattentive Classification (314.00)

Inattention criterion met but hyperactivity/impulsivity criterion not met
(i.e. Yes in the inattention domain only)

Predominantly Hyperactive/Impulsive Classification (314.01)

Hyperactivity/impulsivity criterion met but inattention criterion not met
(i.e. Yes in the hyperactivity/impulsivity domain only)

Combined Classification (314.01)

Both the inattention and hyperactivity/impulsivity criterion met
(i.e. Yes in both the inattention and hyperactivity/impulsivity domains)
[39]

DSM-5 Scoring Sheet - Adulthood
Using the DSM-5 criteria, the person must have five or more symptoms of inattention and/or
hyperactivity/impulsivity for a diagnosis of ADHD in adulthood. Some of these symptoms must be
present across settings (e.g. at home and in occupational activities) and have persisted and significantly
negatively impacted on the individual's social and occupational functioning (for at least the past six
months). ADHD must be considered the primary diagnosis and onset of symptoms must have been in
childhood prior to the age of 12. Place a 'ü' in the boxes for each symptom that was met in adulthood
in home and/or occupational activities. Adult criteria A1-A4 must all be marked ‘Yes’ and criterion A5
must be marked ‘No’ for a diagnosis in adulthood.

Inattention Domain
Question

Hyperactivity/Impulsivity Domain

Symptom present in
home and/or
occupational activities

Question

Symptom present in
home and/or
occupational activities

1
2
3
4
5
6
7
8
9

10
11
12
13
14
15
16
17
18

Total number of
symptoms met:

Total number of
symptoms met:

Inattention Domain

Hyperactivity/Impulsivity
Domain

5 or more symptoms met
at home and/or school

Yes / No

5 or more symptoms met at
home and/or school

Yes / No

A1 - Has the child ADHD criterion been met?

Yes

No

A2 - Are symptoms currently reported in more than one setting?

Yes

No

A3 - Have these symptoms been present for six or more months?

Yes

No

A4 - Are these symptoms impairing the person’s functioning and/or development?

Yes

No

A5 - Are these current symptoms better explained by another condition?

Yes

No

DSM-5 Diagnosis in Adulthood
Predominantly Inattentive Classification (314.00)
Inattention criterion met but hyperactivity/impulsivity criterion not met
(i.e. Yes in the inattention domain only)

Predominantly Hyperactive/Impulsive Classification (314.01)

Hyperactivity/impulsivity criterion met but inattention criterion not met
(i.e. Yes in the hyperactivity/impulsivity domain only)

Combined Classification (314.01)

Both the inattention and hyperactivity/impulsivity criterion met
(i.e. Yes in both the inattention and hyperactivity/impulsivity domains)
[40]

ICD-10 Scoring Sheet - Childhood
Using the ICD-10 criteria, the person must have six or more symptoms of inattention, plus three or
more symptoms of hyperactivity, plus one or more symptoms of impulsivity for a diagnosis of
Hyperkinetic Disorder in childhood. Some of these symptoms must be present across settings (e.g. at
home and school) and have persisted and significantly negatively impacted on the child's social and
academic functioning. ADHD must be considered to be the primary diagnosis and onset of symptoms
must have been prior to the age of seven. Place a 'ü' in the boxes for each symptom that was met at
home and/or school. Child criteria C1-C3 must all be marked ‘Yes’ and criterion C4 must be marked ‘No’
for a diagnosis in childhood.

Hyperactivity Domain

Symptom present
at home and/or
school

Question
10

Inattention Domain
Question

11
12

Symptom present
at home and/or
school

13
14

1

Total number of
symptoms met:

2

Hyperactivity Domain

3
4
5

Impulsivity Domain

6
7

Question

8
9
Total number of
symptoms met:
Inattention Domain
6 or more symptoms met
at home and/or school

Yes / No

3 or more symptoms met
at home and/or school

Symptom present
at home and/or
school

15
16
17
18

Yes / No

Total number of
symptoms met:
Impulsivity Domain

1 or more symptoms met
at home and/or school

Yes / No

C1 - Were these symptoms found in more than one setting during childhood?

Yes

No

C2 - Were these symptoms present before the age of 7?

Yes

No

C3 - Were these symptoms impairing the child’s functioning and/or development?

Yes

No

C4 - Were these childhood symptoms better explained by another condition?

Yes

No

ICD-10 Diagnosis in Childhood
Hyperkinetic Disorder (F90.0)
The inattention, hyperactivity and impulsivity criterion are all met (i.e. Yes in all three domains)
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ICD-10 Scoring Sheet - Adulthood
Using the ICD-10 criteria, the person must have six or more symptoms of inattention, plus three or
more symptoms of hyperactivity, plus one or more symptoms of impulsivity for a diagnosis of
Hyperkinetic Disorder in adulthood. Some of these symptoms must be present across settings (e.g. at
home and work) and have persisted and significantly negatively impacted on the individual's social and
occupational functioning for the past six months. ADHD must be considered to be the primary diagnosis
and onset of symptoms must have been prior to the age of seven. Place a 'ü' in the boxes for each
symptom that was met in home and/or occupational activities. Adult criteria A1-A4 must all be marked
‘Yes’, and criterion A5 must be marked ‘No’ for a diagnosis in adulthood.

Hyperactivity Domain
Inattention Domain
Question

Symptom present in
home and/or
occupational activities

Question

Symptom present in
home and/or
occupational activities

10
11

1

12

2

13

3

14

4

Total number of
symptoms met:
Hyperactivity Domain

5
6

3 or more symptoms met
at home and/or school

7
8

Impulsivity Domain

9
Total number of
symptoms met:
Inattention Domain
6 or more symptoms met
at home and/or school

Yes / No

Question

Symptom present in
home and/or
occupational activities

15

Yes / No

16
17
18
Total number of
symptoms met:
Impulsivity Domain
1 or more symptoms met
at home and/or school

Yes / No

A1 - Has the child Hyperkinetic criterion been met?

Yes

No

A2 - Are the symptoms currently reported in more than one setting?

Yes

No

A3 - Have these symptoms been present for six or more months?

Yes

No

A4 - Are these symptoms impairing the person’s functioning and/or development?

Yes

No

A5 - Are these current symptoms better explained by another condition?

Yes

No

ICD-10 Diagnosis in Adulthood
Hyperkinetic Disorder (F90.0)
The inattention, hyperactivity and impulsivity criterion are all met (i.e. Yes in all three domains)
[42]
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