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ADULT ADHD: WHAT IT IS AND HOW TO 
ASSESS AND TREAT IT
Introduction
Adult ADHD is a significant problem for an estimated 
4.4% of the adult population, and is also prevalent in 
10% of those with depressive or anxiety disorders and in 
20% of those with chronic low mood.1 Among patients 
referred for treatment-resistant depression, one in three 
may have undiagnosed ADHD.2 Overall, ADHD is poorly 
understood, significantly undertreated, and a common 
reason for poor response to treatment in mood and 
anxiety disorders. 

ADHD is not a consequence of poor parenting, indulged 
laziness, or excessive consumption of sugar or food 
dyes. It is a neurodevelopmental disorder, a “hardwiring” 
problem, marked by delayed maturation of the Prefrontal 
Cortex and allied subcortical regions that constitute 
the “adult” brain.3

When we are young, we have limited self-control: we 
take what we want, say what we think, get excited, cry, 
and live in the moment. As our brains mature, we learn to 
control our behaviours, manage our emotional reactions, 

prioritize tasks, plan, and follow through on those plans. In 
individuals with ADHD, this maturation is delayed and too 
often remains incomplete.

Imaging studies on individuals not taking medication 
show that development of the prefrontal cortex in 
individuals with ADHD is approximately 3 years behind 
that of peers.4 Thus, a 14-year-old with ADHD may have 
the self-regulation ability of an 11-year-old. This immature 
behaviour puts them out of step with their peers and 
often leads to difficulties fitting in, having few friends, 
and being bullied. This rejection can reinforce a negative 
self image due to poor school performance, poor motor 
control, and overall lack of success. 

Most children with ADHD do not completely “grow 
out” of it. Most have lifelong difficulties with attention, 
impulsivity, or restlessness.5 Adults with ADHD often 
will describe feeling as though they are stuck at the 
developmental stage of a 14-year-old.

doi.org/10.58931/cpct.2024.2337



41

Volume 2, Issue 3, Fall 2024

Canadian Primary Care Today

ADHD is not a problem of being unable to pay 
attention, rather, it is a problem of being unable to 
regulate attention. If an activity is interesting/stimulating, 
those with ADHD have no problem paying attention, 
indeed they hyper-focus and cannot stop what they are 
doing. However, if the task is not of interest, then it is 
almost impossible for those with ADHD to focus on it. This 
phenomenon has been called “erectile dysfunction of the 
mind” (TE Brown) – without interest, nothing happens. 

ADHD is also marked by poor control over impulses 
and emotional reactions. Everyone experiences urges 
to buy things, to say what we think, or to indulge in 
an extra piece of cake. However, we automatically and 
unconsciously anticipate the consequences - “what comes 
next,” inhibit these impulses, and do not act on them. 
In individuals with ADHD, the first impulse too often 
goes unchecked and unregulated.  The ADHD brain is 
stuck in the “now” and has difficulty anticipating “what 
comes next”. As a result, adults with ADHD tend to make 
unfiltered comments, hasty decisions, and risk leading 
lives of regret. They not surprisingly have much higher 
rates of divorce, substance misuse, financial difficulties, 
and legal problems, including incarceration.6 

Those with adult ADHD often experience more intense 
emotional reactivity. Emotional dysregulation is a core 
feature of ADHD,7,8 experienced by 40–70% of patients 
and is marked by rapid and reactive shifts in mood. The 
adult brain, which normally buffers feelings, provides 
perspective, and maintains calmness, but in adult ADHD, 
these functions are often markedly underactive. This 
leads to anger outbursts, rapid emotional swings, and 
overall moodiness. The pattern of rapid triggered drops 
in mood and difficulty returning to normal seen in 
ADHD is the same pattern that is observed in borderline 
personality disorder (BPD).9 Consequently, ADHD is easily 
misdiagnosed as BPD, particularly in young women. At 
least one-third of patients diagnosed with BPD have 
untreated ADHD.10

Restlessness, the third domain of ADHD, is a less 
problematic component of adult ADHD. In adults, 
inner restlessness manifests as a strong need to keep 
constantly busy, along with an inability to relax. Those 
with adult ADHD, similar to the activity of their minds, 
cannot rest. For example, at work, they may overcommit 
by volunteering for too many committees, become 
overextended, and have track records of not finishing or 
following through on commitments. Even on holiday, they 
do not rest, but instead explore.

Because of lifelong problems with follow-through, 
prioritizing, and overall self-control, those with ADHD 
have difficulty building a fulfilling adult life. Frequently, 
they are stuck in jobs that are below their potential. If they 

are fortunate enough to marry or hire “a prefrontal cortex” 
they can be very successful. 

Who should be screened for adult ADHD?
If you suspect a patient may have ADHD, your intuition is 
likely correct. 

In general, it is always beneficial to screen patients who 
are frequently and easily overwhelmed, present with 
constantly changing problems, or have longstanding 
patterns of impulsivity, conflict, or financial difficulties. 
Consider screening patients who are very talkative or very 
moody, as well as those who are always “a day late and a 
dollar short.”  

It is especially important to screen patients showing a 
poor response to standard treatment for mood or anxiety 
disorders. Notably, over 75% of adults with ADHD present 
with a comorbid psychiatric disorder.11 Unfortunately, 
the comorbid illness usually becomes the focus of care, 
and the ADHD is missed, resulting in poor response 
to treatment.  

Next steps if you suspect ADHD
When ADHD is suspected, provide the patient with the 
Adult ADHD Self-Report Scale (ASRS), a validated 
18 question screening tool for ADHD developed by 
the World Health Organization. If a patient answers 
positively to four of the first six questions, there is over 
a 90% likelihood they have ADHD.12 Ask the patient to 
share the ASRS with people who know them well. Ask 
the patient to bring in old report cards and ideally have 
someone close to the patient come with them to the next 
meeting. You may also suggest that the patient conducts 
an online search of adult ADHD to see if the descriptions 
resonate with their experiences (Table 2). To increase 
confidence in the screening, add the Weiss Functional 
Impairment Scale – Self Report (WFIRS-S), which is 
also self-rated.

At the next visit, review the screeners and report cards 
and ask the family member or friend about problems 
such as talking over others, impulsivity, disorganization, 
procrastination, and moodiness.

ADHD is a lifelong disorder, and a review of childhood 
behaviours will usually reveal problems with fitting in and 
longstanding problems with self-regulation.

Neuropsychiatric testing and psychiatry consults
ADHD is a clinical diagnosis that is based on presentation 
and history. Formal neuropsychiatric testing is rarely 
needed for the diagnosis and is financially out of reach 
for most. Unfortunately, seeking a consultation from a 
psychiatrist can be of limited value unless they have some 

https://www.caddra.ca/wp-content/uploads/ASRS.pdf
https://www.caddra.ca/wp-content/uploads/WFIRS-S.pdf
https://www.caddra.ca/wp-content/uploads/WFIRS-S.pdf
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expertise in ADHD. Psychiatry training programs provide 
little or no attention to adult ADHD and supervisors, 
themselves untrained in assessing ADHD, may minimize 
or dismiss it. Consequently, it is advisable for family 
physicians to rely on their own assessments and proceed 
with treatment accordingly.  

Treatment
When in doubt, treat. Treatment changes the trajectory of 
the lives of people with ADHD. 

While full treatment involves patient education, skill 
development, and therapies such as cognitive behavioural 
therapy (CBT) or dialectical behaviour therapy (DBT), 
these are not typically provided by family physicians.  
The principal role for family physicians is to thoughtfully 
prescribe stimulants. Though non-stimulant treatments 
(i.e. atomoxetine, bupropion, guanfacine) can be 
beneficial, their effects are less pronounced, making 
stimulants the preferred first-line treatment for ADHD. 

Stimulants increase activity in the “adult” regions of the 
brain and have an overall calming effect, rather than being 
experienced as excitatory or stimulating.13 Improving 
activity in the “adult” regions increases the time between 
stimulus and response, reduces emotional lability, and 
improves focus. The key sign of stimulant effectiveness is 
that the patient feels calmer and more in control. 

Some family physicians may feel uncomfortable 
prescribing stimulants, due to concerns such as abuse, 
divergence, or that prescribing stimulants may lead 
to substance abuse problems. However, the literature 
clearly supports that treating ADHD reduces rather than 
increases the risk of subsequent substance abuse.14 While 
stimulant diversion is in fact a relatively minor problem, 
the highest risk is among college students, and even then, 
it involves a small minority who misuse or re-sell their 
medication. The benefits to the patient almost always 
outweigh the risk of misuse.

Stimulants can elevate blood pressure and should be 
treated if this becomes significant.15 An electrocardiogram 
is not required as part of the standard workup and is 
recommended only if the patient or patient’s family has a 
significant cardiac history. 

Initiating stimulant treatment
Treatment can be started with either an amphetamine or 
a methylphenidate stimulant (Table 1). The key factor in 
selecting an agent is its duration of action. Longer-acting 
compounds are preferred because they provide more 
consistent benefits, improve adherence, and reduce the 
risks of diversion or misuse. 

Stimulants should be started at the lowest dose for 
the specific compound and increased weekly to 
biweekly by one dosing increment. Most patients notice 
improvements by the second or third dose increase. They 
experience a less busy mind, feel calmer, and accomplish 
more with less effort. Family or friends notice that the 
patient is easier to live with, less interruptive, less moody, 
and is completing tasks. 

With each dose increase, advise the patient to watch for 
any worsening of their condition. When the dose is too 
high, patients report feeling stimulated, “edgy”, “sketchy”, 
anxious, or in some cases tired, flat, or depressed. If this 
occurs, they should immediately lower their dose back to 
the previous level.16

It is of primary importance that the patient feel and be in 
control through the entire day. It is vital that parents with 
ADHD maintain control in the evening when they face the 
full demands of parenting. Treatment is not successful if 
they can function well at work but are irritable, moody, 
and unfocused with their children in the evening.

It is therefore essential to determine the duration of the 
stimulant’s effect. Although longer-acting stimulants 
are reported to last 12 hours, this estimate is based on 
problem-solving tests administered in quiet settings, not 
on one’s ability to self-regulate in a noisy and chaotic 
world.17 Actually, most long-acting stimulants lose 
optimal effect after approximately 8 hours. Patients are 
usually good at identifying when the stimulant wears 
off – they again feel overwhelmed, scattered, moody, 
and unfocused.18

Patients often need a second dose of stimulant in the 
mid-afternoon. This dose is usually one-half to two-thirds 
of the morning dose, but sometimes it matches the full 
morning dose. Each patient is unique. 

If the second dose worsens sleep, switch the second dose 
to a shorter-acting stimulant. Most patients with ADHD 
actually sleep better when using stimulants, because of 
their overall calming effect.  

With a second dose, the patient may exceed the 
“maximum daily dose”.  This recommended maximum 
assumes that long-acting stimulants last the full day, 
which is often not the case. When exceeding the 
maximum dose, record that the stimulant appears to be 
metabolized rapidly, and that full coverage requires going 
above the recommended daily dose. Among the currently 
available stimulants, the most reliably long-acting agent 
is Foquest, which provides coverage for patients for a full 
16 hours.
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Table 1. The Canadian ADHD Resource Alliance (CADDRA) Guide to Long-Acting Adult ADHD Pharmacological Treatments in  
Canada – July 2024 (Abridged Version); original version of this sheet developed by Dr. Annick Vincent in collaboration with Direction des 
communications et de la philanthropie, Laval University.

Medications & Illustrations Delivery Duration 
of Action1 Starting Dose2

Amphetamine-Based Psychostimulants

First Line Adderall XR® Capsules 5, 10, 15, 20, 25, 30 mg Granules can 
be sprinkled

~12 h 5–10 mg q.d. a.m.

First Line Vyvanse® Capsules 10, 20, 30, 40, 50, 60, 
70 mg

Chewable Tablets 10, 20, 30, 40, 
50, 60 mg

Capsule content can 
be diluted in liquid 
or sprinkled

Chewable tablets 
should be chewed 
thoroughly

~13–14 h 20–30 mg q.d. a.m.

Methylphenidate-Based Psychostimulants

First Line Biphentin® Capsules 10, 15, 20, 30, 40, 50, 
60, 80 mg

Granules can be 
sprinkled

~10–12 h 10-20 mg q.d. a.m.

First Line Concerta® Extended Release Tablets 18, 27, 
36, 54 mg

Osmotic-Controlled 
Release Oral Delivery 
System (OROS®)

~12 h 18 mg q.d. a.m.

First Line Foquest® Capsules 25, 35, 45, 55, 70, 85, 
100 mg

Granules can 
be sprinkled

~13–16 h 25 mg q.d. a.m.

Up to one-third of patients may not achieve an optimal 
outcome with the first stimulant. If, after several dose 
increases, the patient does not feel any improvement, 
you can switch to the alternative stimulant category.19 
Simply stop the first and immediately start the 
alternative at lower doses. No washout period is needed. 

Stimulants are usually well tolerated, however, if appetite 
decreases, encourage the patient to have a larger 
breakfast, consume protein-rich light snacks throughout 
the day, and eat a larger meal later in the day. If these 
problems persist, consider switching to a non-stimulant 
such as atomoxetine, which tends to have fewer effects 
on appetite.

A full review of strategies for treating disorders comorbid 
with ADHD is beyond the scope of this article. However, 
the basic principle is to “treat the worst first”.  If the 
patient has chronic low mood, treat the ADHD first; if the 
patient is severely depressed, treat the depression first. 
When managing ADHD-related depression, it is best to 
use a non-selective serotonin reuptake inhibitor (SSRI) 
antidepressant, because increases in serotonin reduce 
activity in dopamine circuits, which is already a problem 
in ADHD. Consider using antidepressants that do not have 
this inhibitory effect, such as bupropion (Wellbutrin), 
vortioxetine (Trintellix), or levomilnacipran (Fetzima). Once 
the mood has stabilized, the treatment can then focus on 
managing the ADHD by introducing a stimulant.
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For most patients with ADHD, stimulants reduce anxiety. 
If the patient experiences general anxiety, it may be 
beneficial to treat the ADHD first to determine whether 
this provides adequate reduction of the persistent anxiety. 

Conclusion
ADHD is a common problem that has a significant 
impact on a person’s ability to function. It is a 
neurodevelopmental disorder often described as a 
“hardwiring” problem, which can be effectively treated 
in most patients. Treating ADHD is enormously satisfying 
because of the often-profound effect treatment has on a 
patient’s life and trajectory. Instead of rapid, fragmented 
thoughts, strong emotional reactions, and difficulty 
staying on task, the patient can gain control and function 
more effectively, finally able to “adult”, and simply 
be themselves.
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Websites/Youtube Comments
CADDRA  
https://www.caddra.ca 

Unquestionably the best website for information, tracking forms, screening tools 
and supports, including therapists and coaches

ADDitude Magazine 
https://www.additudemag.com/ 

Short, accurate articles about ADHD and helpful, practical strategies for those 
with ADHD

How to ADHD 
https://howtoadhd.com/  

Somewhat dramatic, aimed at 15–25 year olds, however, it includes accurate 
information about the experience of having ADHD across the lifespan

r/ADHD and r/adhdwomen reddit – A lot of real-world discussion about ADHD and various strategies

https://totallyadd.com/ A bit chaotic but many love its humour and friendly approach

Books Comments
Driven to Distraction 
Ed Hallowel and John Ratey

A good overview of the condition and treatment and coping strategies

A Radical Guide for Women with ADHD 
Sari Solden and Michelle Frank 

A self-guided workbook that helps women understand the unique problems 
ADHD presents for them

Order From Chaos 
Jaclyn Paul

Practical approaches to dealing with the daily chaos of ADHD

ADHD 2.0 
Ed Hallowel and John Ratey

Practical coping strategies for patients trying to manage their ADHD

Taking Charge of Adult ADHD.  
Russell Barkley

Solid information and useful workbook from the leading expert on ADHD

You Mean I’m not Lazy, Stupid or Crazy 
Kate Kelley and Peggy Ramundo 

Helpful for patients to understand the impact of ADHD and coping strategies

Change Your Brain, Change Your Life 
Daniel Amen

Controversial, but provides understandable explanations about regional brain 
functioning in ADHD

Table 2. Information Resources for Patients and Physicians; courtesy of  Lawrence Martin, MD.

https://www.caddra.ca
https://www.additudemag.com/
https://howtoadhd.com/
https://totallyadd.com/
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