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Appointed Director
March 2020 - Current

Past Director
(14 November 2018 - March 2020)

The board welcomed Dr Alicia Montgomery as 
Appointed Director and representative of NBPSA in 
March 2020.

The board would like to thank Dr Paul Hutchins for 
fulfilling this role for a number of years.

Dr Montgomery is a specialist in developmental and 
behavioural Paediatrics. She is currently leading an 
interdisciplinary project for the Sydney Local Health 
District on new models of care for ADHD, and running 
pharmacological clinical trials in Autism Spectrum 
Disorder and Tourette Syndrome for the School of 
Psychiatry at the University of New South Wales.  



This year we lost a dear colleague and distinguished child 
psychiatrist, Professor Florence (Flo) Levy.

The AADPA Board would like to commemorate Flo's outstanding 
achievements in research and clinical practice and in particular 
her commitment to encouraging those early in their careers, via 
an annual award that will be presented at our conference. 

Flo was a leading light in ADHD research internationally and a 
staunch advocate for women in medicine and science. She was 
a founding member of AADPA, a regular attendee at our 
conferences and contributor to our group email discussions.

Her much cited 1991 article on the Dopamine Theory of 
Attention Deficit Hyperactivity Disorder (ADHD) and her paper 
with Professor David Hay and Irwin Waldman utilising data from 
the Australian Twin Registry are highly recommend reading.





Letter to the PBAC requesting review of the PBS funding for long 
acting ADHD medications to be made available to those who 
receive diagnosis in adulthood (after 19th birthday).

At PBAC recommendation, AADPA contacted relevant 
pharmaceutical companies requesting that they make submissions 
to PBAC requesting further extensions of PBS listing.

AADPA sent a letter to the PBAC regarding the restriction of 
medication dosages used to treat ADHD. In line with the PBAC
subsidising other ADHD medications well above their PI levels 
e.g. subsidised Concerta up to 108mg daily (PI maximum daily 
dose for children being 54mg and for adults 72mg and 
subsidised dexamphetamine up to 60mg daily (PI maximum daily 
dose for all ages being 40mg), AADPA urged the PBAC to 
subsidise Vyvanse up to 140mg daily. 

The PBAC requested AADPA’s advice on the definition of retrospective 
diagnosis of ADHD in the context of funding for lisdexamphetamine. 
AADPA proposed the following and shared this response with RANZCP:

Proposed Restrictions For Lisdexamphetamine
Prescriber instructions: A retrospective diagnosis of ADHD for the 
purposes of administering this restriction is: (i) the presence of pre-
existing childhood symptoms of ADHD (onset during the developmental 
period, typically early to mid childhood); and (ii) documentation in the 
patient's medical records that conduct of at least 1 of the following has 
occurred: an in-depth clinical interview/obtainment of evidence 
(wherever possible) from parents, teachers or siblings that ADHD 
symptoms existed in childhood.”

AADPA continue to liaise with PBAC on the above matters. Please note, 
even when actioned, these changes take some time to come into effect, 
so patience is required.



Presented 15 July 2019, Assoc Prof Emma Sciberras and Dr 
Subhadra Evans presented an overview of a new program based 
on co-design principles, Parents That Mind, is presented, together 
with results from a recent pilot study testing the program’s 
feasibility and preliminary efficacy.

Presented 14 October 2019, Dr Alison (Sally) Poulton provided her 
approach for understanding and explaining behaviour in ADHD, 
including the overlap between ADHD and Oppositional Defiant 
Disorder. 

Presented 24 March 2020, Dr Ana Mantilla discussed the key strengths 
and abilities children and adolescents with ADHD can bring to 
educational settings together with a comprehensive range of evidence-
based strategies and best-practice tips for teaching children with ADHD.

Presented 7 May 2020 by Dr Jarret Johnston, Quirky, Twitchy, Thingy, 
Dreamy, Bouncy has developed into a tool for explaining and discussing 
the complexity, ambiguity, comorbidity, and utility of 
neurodevelopmental diagnoses/non-neurotypicality with patients and 
carers as well as professionals. 

https://aadpa.com.au/mindful-parenting-and-adhd/
https://aadpa.com.au/dr-alison-sally-poulton-adhd-webinar/
https://aadpa.com.au/classroom-strategies-for-children-with-adhd/
https://aadpa.com.au/quirky-twitchy-thingy-dreamy-bouncy/
https://aadpa.com.au/webinars/


Concern around COVID-19 and the social restrictions put in 
place to reduce the spread of the virus can impact on mental 
health and well-being. “Parenting Children with ADHD during the 
COVID-19 Crisis” and “How To Support Your Mental Health And 
Well-Being During Lockdown” were developed to support 
individuals with ADHD and their families through this 
challenging period. 

“ADHD Support And Management During The COVID-19 Crisis
Advice” was developed for health and social care professionals on the 
support and management of people with ADHD during the COVID-19 
crisis. 

Prof Mark Bellgrove joined a worldwide panel for this special webinar 
presented by the ADHD World Federation in June 2020 on helping 
patients with ADHD & their families cope with the COVID-19 pandemic.

https://bit.ly/covid-clinician-guidance
https://aadpa.com.au/category/covid-19/
https://aadpa.com.au/dealing-with-adhd-during-covid-19/
https://bit.ly/adhd-lockdown-fact-sheet
https://bit.ly/parenting-during-covid


The World Federation of ADHD has prepared a new international 
consensus statement on ADHD with input from national ADHD 
organisations.  

Professor’s Mark Bellgrove and Dave Coghill participated in this 
as co-authors on behalf of AADPA and the broader AADPA 
membership was invited to sign the statement in support.

https://aadpa.com.au/international-consensus-statement-on-adhd/


The AADPA Board initially put out a call for Expressions of 
Interest to participate in the Consumer Advisory Board and 
received 25 applications.

The potential applicants came from a wide range of backgrounds 
with a diverse set of experiences. It was not possible to choose 5 
or 6 to appoint to the advisory group as was originally planned.

The board therefore made the decision to involve all of those who 
had expressed an interest allowing us to get the breadth of 
experience and representation on the group. It also allowed people 
to dip in and out of the group as they felt appropriate and 
depending on circumstances.

The first task was to be the development of a consumer agenda for 
the Sunday of the Annual Conference. This had to be postponed 
due to the COVID-19 outbreak. Subsequent meetings also slipped 
due to COVID but will recommence in August 2020 at which point 
we will draw up Terms of Reference.



AADPA is registered as the lead organisation developing 
“evidence based guidelines for diagnosis, management and 
treatment of attention deficit hyperactivity disorder (ADHD)”. 

The guideline will be evidence-based and is designed to be a 
living guideline that can easily be updated in the future as new 
evidence arises.

It will, wherever possible, provide an update on the NICE 
guideline but will also address questions/issues pertinent to 
the Australian context.

https://www.clinicalguidelines.gov.au/register/evidence-based-guideline-diagnosis-management-and-treatment-attention-deficit-hyperactivity


• The Guideline Development Group (GDG) has been formed

• Questions to be addressed have been shortlisted

• PICO’s have been written and evidence synthesis has 
commenced. (NB: The PICO framework is also used to develop 
literature search strategies, for instance in systematic reviews. 
The PICO acronym stands for. P – Patient, Problem or 
Population. I – Intervention. C – Comparison, Control or 
Comparator).

• Assessing the evidence for each question is time consuming 
and will continue for the remainder of 2020 

The Guideline Development Group includes representation from a 
host of key stakeholder groups and AADPA has broad buy-in from 
these groups.  RACGP; RACP; RANZCP; NBPSA; APS; Speech 
Pathology Australia; Occupational Therapy Australia.

• Clinical Co-Chairs: Professor Katrina Williams and Dr Edward 
Petch.

• Conflict of Interest Assessment:  Professor Katrina Williams, Dr 
Edward Petch and Professor Lynn Gillam (University of 
Melbourne Bioethicist)

• Project Manager:  Professor Mark Bellgrove
• Methodologist:  Dr Marie Misso

https://aadpa.s3-ap-southeast-2.amazonaws.com/ADHD+Guideline+Gantt+Chart+July+2020.pdf


Applied (duplicates removed) 324 53 22 399

Applications awaiting more information 7 4 1 12

Not proceeding, lapsed or upgraded 37 6 5 48

Approved & invoiced 280 43 16 339

Paid at June 28, 2020 (19/20) 128 24 10 162

Unpaid at June 28, 2020 (19/20) 31 5 3 39



Opening Balance $41,852.27 $37,770.83 $79,623.10

• Membership Fees – Direct Debit $2,837.50 $2,837.50

• Membership Fees – PayPal $60,000.00 $60,000.00

• Dept. of Health Grant Payments $550,000.00 $550,000.00

• 2019 Conference Proceeds $69,253.70 $69,253.70

• 2019 Conference Sponsorships $17,600.00 $17,600.00

• 2020 Conference – Novotel Refund $29,543.77 $29,543.77

• ATO Refund 2018/2019 $3,769.00 $3,769.00

• Interest Received $50.93 $50.93

Total Incoming $733,003.97 $50.93 $733,054.90

Click to view the AADPA $500,000 Grant 2018/19 Financial Statement (received October 2019)

Click to view the AADPA 2018/19 Financial Statement (received October 2019)

Opening Balance $41,852.27 $37,770.83 $79,623.10

• 2019 Conference Costs $73,672.27 $73,672.27

• 2019 Stakeholder Meeting (30 June) $5,029.23 $5,029.23

• 2019 Stakeholder Meeting (9 Sep) $6,971.23 $6,971.23

• 2020 Conference costs (incl. airfares) $45,443.77 $45,443.77

• 2020 Travel Expenses $2,548.89 $2,548.89

• Administration Payments (Scarfe/Stefanac) $18,217.50 $18,217.50

• App Development Costs $59,317.50 $59,317.50

• ASIC Fees $1,104.00 $1,104.00

• ATO BAS Payments $30,861.17 $30,861.17

• Audit Fees $3,330.00 $3,330.00

• Bank Fees & Charges $120.00 $120.00

• Fact Sheet Development $9,460.00 $9,460.00

• Guidelines Methodologist $45,189.76 $45,189.76

• Staff Research Costs – Grant $245,979.23 $245,979.23

• Insurance – PI/PL $3,216.93 $3,216.93

• Misc $596.84 $596.84

• Website Development $21,052.12 $21,052.12

• Website License Fees $842.91 $842.91

Total Outgoing $572,953.35 $0.00 $572,953.35

BALANCE (at 30 June 2020) $201,902.89 $37,821.76 $239,724.65

https://aadpa.s3-ap-southeast-2.amazonaws.com/AADPA+%24500%2C000+Grant+-+2019+Financial+Statements.pdf
https://aadpa.s3-ap-southeast-2.amazonaws.com/Australian+ADHD+Professionals+Association+Ltd+-+2019+Financial+Statements.pdf


Current Assets

• Cash – Bank $582,682.81

• Cash – PayPal (at 27 June 2020) $8,045.59

Accounts Receivable 

• Membership fees $27,250.25

• GST owed on expenses $49,540.33

Total Current Assets $667,518.98

Non-Current Assets

• Business Premises $0

Total Non-Current Assets $0

TOTAL ASSETS $667,518.98

Current Liabilities

• Tax liability (GST) $69,123.27

• Sponsorship money (Takeda) $16,000.00

Total Current Liabilities $69,123.27

Non-Current Liabilities 

• Grant commitments out of $738k rec’d $323,504.00

Total Non-Current Liabilities $323,504.00

TOTAL LIABILITIES $392,627.27

NET ASSETS (at 27 June 2020) $274,891.71



2019 meetings that 
the board member was 

entitled to attend

2019 meetings that 
the board member 

attended

2020 meetings that the 
board member was 
entitled to attend

2020 meetings that the 
board member 

attended

Total attendance rate 
for 2019/2020 

board meetings

Mark Bellgrove (President) 6 5 7 6 11 out of 13

David Coghill (Vice-President) 6 6 7 6 12 out of 13

Roger Paterson 6 6 7 6 12 out of 13

Christel Middeldorp 6 6 7 5 11 out of 13

Emma Sciberras 6 4 7 7 11 out of 13

Michele Toner 1 1 n/a n/a 1 out of 1

Tim Silk 5 5 7 7 12 out of 12

Paul Hutchins (Appointed Director) *until 10/3/2020 6 6 3 3 9 out of 9

Alicia Montgomery (Appointed Director) *appointed 26/3/20 n/a n/a 5 5 5 out of 5

The number of Board meetings held between July 2019 and June 2020 (up to and including 30 June) and the number of meetings attended by each Board 

Member, including the Annual Board Strategy meeting.





Bringing together, and consulting with, members of the health 
sector to provide impartial information and advice to the 
Commonwealth on ADHD diagnosis, treatment and management;

Gathering high quality data on ADHD in Australia and its inter-
relationships with mental health problems (eg substance abuse) 
and its societal impact;

Advising the Commonwealth on international policy and best 
practice on ADHD;

1. Reviewing evidence around diagnosis, treatment and 
management of ADHD.

2. Developing materials in consultation with stakeholders.

3. Conducting consultations and focus groups.

4. Website and IT support to engage with the ADHD 
community and to collect data via surveys to inform 
guideline development.

5. Secretariat support.

Preparing guidance materials that promote and support standardised 
evidence-based approaches to diagnosis, treatment and management 
of ADHD for health professionals; and

Disseminating educational materials to inform Government, 
clinicians, carers and educators of the best practice in the care of 
children and adolescents with ADHD



Undertaking a review of current literature to gain a better 
understanding of how ADHD is identified and treated in adult 
prisoners worldwide. (In Progress)

This information will inform the development of an 
AADPA position statement regarding the identification 
and treatment of ADHD in prisoners and inform policy 
and practice in Australian forensic settings. 

Collaborative study investigating ADHD, comorbidities and 
functioning in juvenile offenders with the NSW Justice Health and 
Forensic Mental Health Network. (Preliminary ethics approval 
received)

Establishment of an expert working group made up of key 
stakeholders involved in criminal justice and committed to 
improving the mental health. (In Progress)



Life course study designed to identify key indicators of academic 
and school progress in school-children with ADHD e.g., literacy and 
numeracy, school attendance and engagement. (In Progress)

Review of educational service usage and 
experience of school-age children with ADHD 
using a mixed methods approach.

Data are drawn from two large Australian studies: Longitudinal Study 
of Australian Children (LSAC), Birth Cohort and the Children’s 
Attention Project (CAP).

Results will be used to propose a mechanism for national monitoring 
and reporting of key educational outcomes for school-age children 
with ADHD.

Additional input will be sought from key educational stakeholders 
including ADHD parent groups. Seek to establish mechanism for data 
collection and linkage.



 

*P<.01; **P<.001. 

Notes: NAPLAN test scores at grade 5. 
Notes: NAPLAN performance bands, parental report of child absenteeism & 
education expectations, child report of peer victimisation.



 NAPLAN Reading a 

β, 95% CI 

NAPLAN numeracy b 

β, 95% CI 

School engagement c 

β, 95% CI 

School absenteeism d 

OR, 95% CI 

Victimised by peers e 

OR, 95% CI 

Parental expectations for 

university degree f 

OR, 95% CI 

Control Ref Ref Ref Ref Ref Ref 

Groups  - LSAC Cohort 

ADHD Subthreshold -40.30 (-52.63, -27.96 -36.62 (-48.26, 24.98) -0.20 (-0.29, -0.10) 1.19 (0.85, 1.66 2.96 (2.16, 4.06) 0.25 (0.17, 0.37) 

ADHD -49.20 (-61.65, -36.75) -39.15 (-50.29, -28.01)    -0.23 (-0.32, -0.14) 1.33 (0.95, 1.86) 2.86 (2.06, 3.98) 0.19 (0.12, 0.29) 

Groups  - CAP Cohort 

Control Ref Ref Ref Ref Ref Ref 

ADHD Subthreshold -33.25 (-59.90, -06.59) -33.06 (-59.02, -0.71) -0.18 (-0.29, -0.06) 0.60 (-0.46, 1.67) 3.07 (1.56, 6.00) 0.95 (0.44, 2.04) 

ADHD -46.36 (-72.08, -20.63) -52.21 (-71.46, -32.96) -0.21 (-0.31, -0.11) 0.79 (-0.24, 1.60) 3.61 (2.02, 6.41) 0.67 (0.35, 1.26) 

 

Β, beta weight, OR, Odds Ratio. CI, Confidence Interval. a NAPLAN, National Assessment Program – Literacy and Numeracy reading grade 5, b NAPLAN numeracy grade 5, c Child self-report of school 
engagement, d Parent report of the number of school days child was absent in the past month, excluding school or public holidays (LSAC) or teacher report of whether or not the child is frequently absent (CAP), e 

Parent report of whether or not their child had been victimised at school this year. Results are dichotomised to 1 =if Yes, 2= if No (ref, not victimised), f Parental education achievement expectation for their child. 
ADHD, Attention Deficit Hyperactivity Disorder. LSAC regression models adjusted for child sex, Aboriginal or Torres Strait Islander, Grade 5, parental education, metropolitan location and school type and considers 
clustering effect of postcode. CAP regression models adjusted for child age, sex, and parental education and considers clustering effect of schools.



International survey of ADHD professionals on research priorities. 
(In Progress)

Conduct two reviews examining existing research on:
1. stigma/community attitudes towards ADHD; and, 
2. needs of ADHD consumers.

Conduct national studies on rates of ADHD with other common 
mental health problems such as substance abuse.

Develop a national study on community attitudes towards ADHD.



1. Recruited 10 ADHD professional associations internationally. 

2. 132 Stage 1 surveys completed, which generated 382 
research questions. (see table) 

3. Qualitative coding of questions completed. 

4. Stage 2 survey will rank importance of questions (in 
development).

Medication 64 (16.8%)

Comorbidities 57 (14.9%)

Neuro/biology 53 (13.9%)

Treatment (non-medication) 31 (8.1%)

Treatment (general) 31 (8.1%)

Measurement 30 (7.9%)

Health System 25 (6.5%)

Functioning 22 (5.8%)

Theory 20 (5.2%)

Education 14 (3.7%)

Social Issues 13 (3.4%)

Family 13 (3.4%)

Sex Differences 7 (1.8%)

Psychoeducation 2 (0.5%)

1. Review of questions by professional associations (Q3 2020)

2. Distribute Stage 2 survey (Q3 - Q4 2020)

3. Publication preparation/submission (Q4 2020). 



1. Manuscript under review at European Child & Adolescent 
Psychiatry (June 2020).

2. Examined attitudes of broader community samples from 
Australia, Sweden, Germany, Finland, Korea, Indonesia and 
United States.

3. Findings suggest that community attitudes are generally 
stigmatising towards those with ADHD.

4. Attitudes might be improved with targeted mental health 
literacy.

Updated search to be completed. Plan to collaborate with ADHD 
consumers for development of manuscript.



1. Application for data access is in progress.

2. Proposal currently under ethics consideration (approval required).

3. Plan: To document rates of comorbidity between ADHD and other 
mental health conditions (e.g., anxiety, depression**, suicidal 
ideation & self harm, conduct disorder, substance use**) measured 
across ages 4-17 years.

4. Parallel national studies (e.g., LSAC) could be used to model mental 
health outcomes for young people in Australia.

** Note: depression & substance use measured in adolescence



Are there unmet needs in children with ADHD treated in 
child and youth mental health service?

1. Observational study, children 5-17 years (N = 3040).

2. Three diagnostic groups: ADHD (n = 326), ASD (n = 147), 
and Other diagnoses (n = 2567). 

3. Compared characteristics and change in routine outcome 
measures (ROMs). 

4. ROMs:    HoNOSCA, CGAS, SDQ



Children with ADHD & ASD have poorer outcomes. 
This even holds in regression analyses when compared with children with similar start scores but other diagnoses.

Table 3 

Univariate ANOVA Comparisons of start and end ROMs for the ADHD, ASD and Other groups 

 Start of clinical episode  End of clinical episode 

   Tukey’s HSD Comparisons (p)    Tukey’s HSD Comparisons (p) 

Measures n  Mean (SD) ADHD ASD  n  Mean (SD) ADHD ASD 

          

HoNOSCA          

  ADHD   278  17.22 (6.08)       237  12.19 (6.45)    

  ASD   153  17.69 (5.99)  0.716      120 13.02 (6.68)  0.497   

  Other 2186  15.27 (5.94)  < 0.001 <0 .001   1690   9.53 (6.54)  <0.001  <0.001 

CGAS          

  ADHD   285  52.31 (9.36)     247    62.45 (11.37)    

  ASD   153  49.85 (9.76)  0.026   119 59.82 (10.31)  0.119   

  Other 2201  54.58 (9.46)  <0.001 <0.001   1798  65.82 (12.15)  <0.001 < 0.001  

SDQ          

  ADHD   247  21.46 (4.42)     72  18.11 (5.06)    

  ASD   130  21.78 (4.80)  0.793    27 20.33 (4.91)  0.090   

  Other 1772  20.12 (4.54)  <0.001 <0.001   382  16.58 (4.58)  0.030  <0.001 

Note. SD = Standard deviation 



Chart review looking at medication prescriptions of children with ADHD in 
CYMHS and developmental clinics, both in Brisbane and Melbourne.

Service use in children with ADHD in CYMHS (how many appointments, 
what kind, duration of length of episode) also compared to children with 
other diagnoses.



This work is accessing data that is available within the 
Footprints in Time longitudinal study (Longitudinal Study of 
Indigenous Children (LSAC). LSAC is a counterpart to LSIC.

The percentage of children within the LSAC cohort meeting clinical cut-
offs for the Hyperactive Scale of the SDQ.

By comparison with the LSAC data we will determine whether the SDQ has 
a similar factor structure in Indigenous and non-Indigenous children, 
thereby speaking to the issue of whether it is an appropriate measure of 
ADHD for Indigenous children.

ADHD behaviours are measured using the SDQ Hyperactivity 
subscale.  Also a host of other variables coded including 
cognitive performance (e.g., working memory), NAPLAN scores.

Investigate the relationships between SDQ scores and other variables of 
interest (cognitive, NAPLAN, SES).



𝑆𝑒𝑥 [𝑥2 1 = .130, 𝑝 = .719

***
***

***

*** p < .001

𝑥2 3 = 130.596, 𝑝 < .001

***
***

***
***

n = 653

n = 4,038



Winter, Leanne; Roest, Sanna L; Lu, Zhen Qi; Zendarski, Nardia; Bisset, 
Matthew;  Sciberras, Emma; Stathis, Stephen; Bellgrove, Mark; Coghill, 
David; and Middeldorp, Christel.

Background: ADHD is known for its chronic course and persistent 
symptoms compared with the often waxing and waning course of 
internalizing disorders.  However, there are few large-scale studies into 
outcomes for children and adolescents treated at community clinics and 
how they compare to outcomes for those with other diagnoses

Methods: Sample characteristics and routinely collected start and end of 
treatment outcomes for 3035 children and adolescents treated at Child 
and Youth Mental Health Service (CYMHS) clinics from 2013-2018 were 
analysed. Those with a diagnosis of ADHD were compared to those with 
ASD and those with “other diagnoses”.

Results: The ADHD and ASD groups had worse scores on the Health of the 
Nations Outcomes Scales for Children and Adolescents (HoNOSCA), and 
Children’s Global Assessment Scale (CGAS). They also had more 
difficulties on the Strengths and Difficulties Questionnaire (SDQ) at start 
and, for the ASD group, also at end-of-treatment. A more detailed look 
into the HoNOSCA items showed that the groups did not differ in 
improvement for emotional and self-harm problems. Post hoc-regression 
analyses showed that end scores were mostly accounted for by start 
scores, but diagnoses of ADHD and ASD approached significance as 
predictors for the HoNOSCA and CGAS, respectively.

Conclusions: Children and adolescents with neurodevelopmental 
disorders treated within CYMHS have poorer outcomes than those with 
other diagnoses. This applies to behavioural, attention and social 
problems, but not to the often comorbid emotional symptoms. Future 
research should focus on how to optimize treatment to reduce these 
symptoms in children with ADHD and/or ASD.

Bisset, Matthew; Winter, Leanne; Middeldorp, Christel M; Coghill, David; 
Zendarski, Nardia; Bellgrove, Mark A; Sciberras, Emma.

Objectives: Evidence suggests that attitudes towards attention-
deficit/hyperactivity disorder (ADHD) in the broader community can impact on 
important areas of functioning for individuals with ADHD, including the uptake 
of treatment. Understanding the broader community’s attitudes towards ADHD 
could highlight an important area for public health interventions that could 
help improve outcomes for individuals with ADHD. This systematic review 
aimed to understand what attitudes are held by the broader community 
towards ADHD.

Methods: A standardised search protocol was used to identify peer-reviewed 
studies focusing on the attitudes of broader community samples, published 
from January 2014 to February 2020 (inclusive).

Results: The search identified 1,318 articles for screening with 10 studies 
included in the final review. These studies examined attitudes of broader 
community samples from Australia, Sweden, Germany, Finland, Korea, 
Indonesia and the United States. Findings revealed the following attitudes 
within these broader community samples: that ADHD is over-diagnosed; that 
some believe using prescription medication to treat ADHD is unacceptable; 
that children with ADHD are less credible, truthful and competent; and that 
there is a desire for maintaining social distance from individuals with ADHD. 
Higher education level, younger participant age and greater ADHD-related 
knowledge or experience were generally associated with more favourable 
attitudes towards ADHD.

Conclusions: To date there is limited research examining recent attitudes in 
the broader community towards ADHD. Findings suggest that community 
attitudes are generally stigmatizing towards those with ADHD. Targeted 
mental health literacy could provide an important avenue for improving the 
broader community’s attitudes towards those with ADHD.



Sciberras E, Streatfeild J, Ceccato T, Pezzullo L, Scott JG, Middeldorp 
CM, Hutchins P, Paterson R, Bellgrove MA, Coghill D.

Objective: To determine the financial and non-financial costs of 
Attention-Deficit/Hyperactivity Disorder (ADHD) across the lifespan. 

Method: The costs of ADHD in Australia were estimated for the entire 
population in the financial year 2018-19 using a prevalence approach to 
cost estimation across all ages. Financial costs included: healthcare, 
productivity, education and justice systems, and deadweight losses. Non-
financial wellbeing was measured using Disability Adjusted Life Years 
(DALYs). 

Results: The total social and economic cost of ADHD in 2018-19 were 
US$14.08 billion (per person cost of US$17,299 per year). Productivity 
costs made up 79% of the total financial costs, followed by deadweight 
losses (11%), and health system costs (6%). Loss in terms of wellbeing 
was significant (US$5.24 billion). 

Conclusion: There is a need to raise public awareness of the considerable 
socioeconomic impact and burden of ADHD in order to drive investment 
and policy decisions that improve identification and treatment of ADHD.

Zendarski N, Guo, S, Sciberras E, Efron D, Quach J, Winter L, Bisset M, 
Middeldorp V & Coghill D.

Objective: The present study examined the impact of Attention Deficit 
Hyperactivity Disorder (ADHD) on core educational outcomes in two large 
community cohorts of Australian school children. 

Method: Academic (reading and numeracy) and non-academic (school 
engagement, attendance, peer victimisation and parental expectations) 
outcomes were compared between children with ADHD, subthreshold ADHD, 
and controls when children were in grade 5 (M age = 10.5). Data were drawn 
from the Longitudinal Study of Australian Children birth cohort (LSAC; N = 
3540) and the Children’s Attention Project (CAP; N = 366). 

Results: Both subthreshold ADHD and ADHD groups had poorer outcomes on 
all measures, with medium effects sizes. Differences were not evident between 
subthreshold ADHD and ADHD groups. 

Conclusions: Educational outcomes examined in this study highlight the 
educational risk for upper-primary school children with ADHD or subthreshold 
ADHD, in comparison to their peers. Monitoring these outcomes is necessary 
to inform policy, practice, and intervention.





•



No other business






