
International consensus statement for the screening, diagnosis, and
treatment of adolescents with concurrent attention-
deficit/hyperactivity disorder and substance use disorder
Ozgen, H.; Spijkerman, R.; Noack, M.; Holtmann, M.; Schellekens, A.S.A.; Glind, G. van de;
... ; Hendriks, V.

Citation
Ozgen, H., Spijkerman, R., Noack, M., Holtmann, M., Schellekens, A. S. A., Glind, G. van
de, … Hendriks, V. (2020). International consensus statement for the screening, diagnosis,
and treatment of adolescents with concurrent attention-deficit/hyperactivity disorder and
substance use disorder. European Addiction Research, 26(4-5), 223-232.
doi:10.1159/000508385
 
Version: Publisher's Version
License: Creative Commons CC BY-NC 4.0 license
Downloaded from: https://hdl.handle.net/1887/3184817
 
Note: To cite this publication please use the final published version (if applicable).

https://creativecommons.org/licenses/by-nc/4.0/
https://hdl.handle.net/1887/3184817


Research Article

Eur Addict Res 2020;26:223–232

International Consensus Statement for the Screening, 
Diagnosis, and Treatment of Adolescents with 
Concurrent Attention-Deficit/Hyperactivity Disorder 
and Substance Use Disorder

Heval Özgen 
a, ξ    Renske Spijkerman 

a    Moritz Noack 
b    Martin Holtmann 

b    Arnt S.A. Schellekens 
c, d     

Geurt van de Glind 
d, e    Tobias Banaschewski 

f    Csaba Barta 
g, h    Alex Begeman 

i    Miguel Casas 
j    

Cleo L. Crunelle 
k    Constanza Daigre Blanco 

l–n    Søren Dalsgaard 
o    Zsolt Demetrovics 

p    

Jacomine den Boer 
i    Geert Dom 

q    Valsamma Eapen 
r    Stephen V. Faraone 

s    Johan Franck 
t     

Rafael A. González 
u, v    Lara Grau-López 

l–n, T    Annabeth P. Groenman 
w, x    Malin Hemphälä 

t    

Romain Icick 
y, z, A    Brian Johnson 

s    Michael Kaess 
B, C    Máté Kapitány-Fövény 

D, E     

John G. Kasinathan 
F    Sharlene S. Kaye 

G    Falk Kiefer 
H    Maija Konstenius 

t    Frances R. Levin 
I    

Mathias Luderer 
J    Giovanni Martinotti 

K    Frieda I.A. Matthys 
L    Gergely Meszaros 

M     

Franz Moggi 
N    Ashmita P. Munasur-Naidoo 

O, P    Marianne Post 
Q    Sharon Rabinovitz 

R     

J. Antoni Ramos-Quiroga 
m, n, S, T    Regina Sala 

U    Abu Shafi 
V    Ortal Slobodin 

W    Wouter G. Staal 
X, Y     

Rainer Thomasius 
Z    Ilse Truter 

α    Michiel W. van Kernebeek 
β    Maria C. Velez-Pastrana 

γ    

Sabine Vollstädt-Klein 
H    Florence Vorspan 

z, δ, ε, ζ    Jesse T. Young 
θ, η, ι, κ    Amy Yule 

λ     

Wim van den Brink 
e, μ    Vincent Hendriks 

a, ξ

aParnassia Addiction Research Centre (PARC), Parnassia Psychiatric Institute, The Hague, The Netherlands;  
bDepartment of Child and Adolescent Psychiatry, LWL-University Hospital, Ruhr-University Bochum, Hamm, 
Germany; cDepartment of Psychiatry, Donders institute, RadboudUMC, Nijmegen, The Netherlands; dNijmegen 
Institute for Scientist-Practitioners in Addiction (NISPA), RadboudUMC, Nijmegen, The Netherlands; eInternational 
Collaboration on ADHD and Substance Abuse (ICASA) Foundation, Nijmegen, The Netherlands; fDepartment of Child 
and Adolescent Psychiatry, Central Institute of Mental Health Mannheim (CIMH), Heidelberg University, Mannheim, 
Germany; gDepartment of Medical Chemistry, Molecular Biology and Pathobiochemistry, Semmelweis University, 
Budapest, Hungary; hInstitute of Psychology, Faculty of Humanities and Social Sciences, Pázmány Péter Catholic 
University, Budapest, Hungary; iDe Hoop GGZ, Dordrecht, The Netherlands; jDepartment of Psychiatry and Legal 
Medicine, Autonomous University of Barcelona, Barcelona, Spain; kDepartment of Psychiatry, University Hospital 
Brussels, Brussels, Belgium; lDepartment of Psychiatry, Mental Health and Addictions, Addiction and Dual Diagnosis 
Section, Hospital Universitari Vall d’Hebron, Barcelona, Spain; mGroup of Psychiatry, Mental Health and Addictions, 
Vall d’Hebron Research Institute (VHIR), Barcelona, Spain; nBiomedical Network Research Centre on Mental Health 
(CIBERSAM), Barcelona, Spain; oDepartment of Economics and Business Economics, Aarhus University, Aarhus, 
Denmark; pInstitute of Psychology, ELTE Eötvös Loránd University, Budapest, Hungary; qCollaborative Antwerp 
Psychiatric Research Institute (CAPRI), Antwerp University (UA), Antwerp, Belgium; rAcademic Unit of Infant, Child, 
Adolescent Psychiatry South West Sydney, University of New South Wales, Sydney, NSW, Australia; sDepartment of 
Psychiatry, SUNY Upstate Medical University, Syracuse, NY, USA; tChild- and Adolescent Department, Piteå Hospital, 
Region Norrbotten, Piteå, Sweden;  

Received: April 8, 2020
Accepted: May 4, 2020
Published online: July 7, 2020

Dr. Heval Özgen 
Parnassia Addiction Research Centre (PARC)
Parnassia Psychiatric Institute
Zoutkeetsingel 40, NL–2512 HN The Hague (The Netherlands)
m.h.ozgen@parnassiagroep.nl

© 2020 S. Karger AG, Baselkarger@karger.com
www.karger.com/ear

DOI: 10.1159/000508385

Heval Özgen, Renske Spijkerman, Wim van den Brink and Vincent Hendriks contributed equally to this paper.



Özgen et al.Eur Addict Res 2020;26:223–232224
DOI: 10.1159/000508385

Keywords
Consensus statement · Attention-deficit/hyperactivity 
disorder · Substance use disorder · Adolescents

Abstract
Background:  Childhood attention-deficit/hyperactivity 
disorder (ADHD) is a risk factor for substance misuse and 
substance use disorder (SUD) in adolescence and (early) 
adulthood. ADHD and SUD also frequently co-occur in 
treatment-seeking adolescents, which complicates diagno-

sis and treatment and is associated with poor treatment 
outcomes. Research on the effect of treatment of childhood 
ADHD on the prevention of adolescent SUD is inconclusive, 
and studies on the diagnosis and treatment of adolescents 
with ADHD and SUD are scarce. Thus, the available evidence 
is generally not sufficient to justify robust treatment recom-
mendations. Objective:  The aim of the study was to obtain 
a consensus statement based on a combination of scien-
tific data and clinical experience. Method:  A modified Del-
phi study to reach consensus based upon the combination 
of scientific data and clinical experience with a multidisci-
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plinary group of 55 experts from 17 countries. The experts 
were asked to rate a set of statements on the effect of treat-
ment of childhood ADHD on adolescent SUD and on the 
screening, diagnosis, and treatment of adolescents with co-
morbid ADHD and SUD. Results:  After 3 iterative rounds of 
rating and adapting 37 statements, consensus was reached 
on 36 of these statements representing 6 domains: general 
(n = 4), risk of developing SUD (n = 3), screening and diag-
nosis (n = 7), psychosocial treatment (n = 5), pharmacologi-
cal treatment (n = 11), and complementary treatments (n = 
7). Routine screening is recommended for ADHD in adoles-
cent patients in substance abuse treatment and for SUD in 
adolescent patients with ADHD in mental healthcare set-
tings. Long-acting stimulants are recommended as the first-
line treatment of ADHD in adolescents with concurrent 
ADHD and SUD, and pharmacotherapy should preferably 
be embedded in psychosocial treatment. The only remain-
ing no-consensus statement concerned the requirement of 
abstinence before starting pharmacological treatment in 
adolescents with ADHD and concurrent SUD. In contrast to 
the majority, some experts required full abstinence before 
starting any pharmacological treatment, some were against 
the use of stimulants in the treatment of these patients (in-
dependent of abstinence), while some were against the al-
ternative use of bupropion. Conclusion:  This international 
consensus statement can be used by clinicians and patients 
together in a shared decision-making process to select the 
best interventions and to reach optimal outcomes in ado-
lescent patients with concurrent ADHD and SUD. 

© 2020 S. Karger AG, Basel

Introduction

Attention-deficit/hyperactivity disorder (ADHD) 
and substance use disorder (SUD) often co-occur, in 
both adults and adolescents seeking treatment [1]. The 
co-occurrence of ADHD and SUD complicates screen-
ing, diagnosis, and treatment and is associated with 
poor treatment outcomes (e.g., [2]). Childhood ADHD 
is a prominent risk factor for substance misuse and the 
development of SUD in adolescence and early adult-
hood, even when the most common comorbidities dur-
ing childhood – conduct disorder and oppositional de-
fiant disorder – are accounted for (e.g., [3, 4]). Some 
studies suggest that stimulant treatment of children 
with ADHD has a protective effect on the development 
of SUD in adolescence and early adulthood (e.g., [5, 6]), 
but other studies did not find such a protective effect 
(e.g., [7, 8]).

Existing guidelines on ADHD pay little attention to 
adolescents with comorbid SUD as a distinctive sub-
group. Most guidelines only provide some general advice 
to screen adolescents with ADHD for substance misuse 
and SUD, recommend to use medications with little or no 
misuse potential, and/or mention that clinicians should 
be alert for signs of misuse or diversion of ADHD medi-
cation in this group (Guidelines of the Netherlands [9], 
Australia [10], Scotland [11], Germany [12], Canada [13], 
the USA [14], and the UK [15]). Moreover, most studies 
on treatment efficacy of ADHD in youth were conducted 
in mixed samples of children and adolescents (5–18 years) 
without separate reporting on the adolescent subgroup 
(12–18 years). This is unfortunate, because compared 
with children and adults with ADHD, adolescents with 
ADHD experience different challenges and treatment de-
mands [16, 17].

Early detection of comorbid ADHD among adoles-
cents receiving SUD treatment and detection of SUD and 
age-inappropriate use of substances among adolescents 
receiving ADHD treatment is of vital importance for suc-
cessful treatment of these comorbid disorders. Although 
reliable and valid screening instruments and structured 
diagnostic interviews are available for both disorders [18–
21], systematic screening for ADHD in SUD treatment 
settings and, conversely, for SUD in psychiatric settings 
is not routine in clinical practice. Consequently, comor-
bid ADHD and SUD often remains undetected and hence 
untreated.

Evidence on the psychosocial and pharmacological 
treatment of comorbid ADHD and SUD in adolescents is 
limited. There are currently no meta-analyses or random-
ized controlled trials (RCTs) that have investigated the 
efficacy of psychosocial treatments or complementary in-
terventions in adolescents with concurrent ADHD and 
SUD. However, there are 11 RCTs that examined psycho-
social interventions in adolescents with ADHD but with-
out SUD comorbidity, either in a school setting [22–26] 
or in a clinical setting [27–32]. A few of these studies pro-
vide some indication that adolescents with ADHD may 
benefit from psychosocial treatment; however, method-
ological quality of the studies was generally low and treat-
ment types, treatment components, and treatment set-
tings were heterogeneous. Hence, there is no robust evi-
dence to recommend specific psychosocial treatments for 
ADHD in adolescents with or without comorbid SUD. 
Recently, the first trial comparing cognitive behavioral 
therapy (CBT) for SUD with CBT targeted at both ADHD 
and SUD in adults with concurrent SUD and ADHD 
showed a favorable add-on effect of this integrated CBT 
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over CBT for SUD only on ADHD symptoms but not on 
substance use [33]. Taken together, these findings suggest 
that CBT may be an effective treatment not only for SUD 
but also for comorbid ADHD in SUD patients.

Five RCTs have been conducted to study the effect of 
complementary treatments in adolescents with ADHD 
but without SUD: cognitive training [26, 34], neurofeed-
back [35], dietary supplementation with omega-3/6 fatty 
acids [36], and physical exercise [37]. None yielded ro-
bust evidence that these complementary interventions re-
duce ADHD symptoms in these patients. It is, therefore, 
unlikely that these interventions will be effective in 
ADHD adolescents with SUD.

To examine the efficacy of pharmacotherapy in pa-
tients with ADHD and concurrent SUD, Cunill et al. [38] 
conducted a meta-analysis of 13 RCTs and reported 
mixed results: pharmacotherapy had a (small) beneficial 
effect on ADHD symptoms, but no effect on substance 
use or abstinence. Unfortunately, in this meta-analysis, 
no distinction was made between adult and adolescent 
patients, and no attention was paid to the heterogeneity 
within and between samples, to the methodological dif-
ference between studies or to variations in dosing. In their 
systematic review of ADHD pharmacotherapy trials in 
SUD patients, Carpentier and Levin [39] provide some 
possible explanations for the mostly negative study find-
ings, including the high prevalence of polydrug use in 
most study samples, the presence of psychiatric comor-
bidity in addition to ADHD and SUD, the possibility of 
suboptimal dosing of stimulant medication, the generally 
low treatment retention in the trials, and the influence of 
concurrent treatment, mostly CBT.

To date, only 4 (placebo-)controlled studies have been 
conducted on the efficacy of pharmacotherapy in adoles-
cents with concurrent ADHD and SUD with a total of less 
than 500 patients: 2 trials with long-acting methylpheni-
date [40, 41], 1 trial with pemoline [42], and 1 trial with 
atomoxetine [43] as the active compound. None of these 
studies showed a robust treatment effect on either ADHD 
or SUD. One study found an effect on ADHD, but in-
cluded only 16 patients [41]; one study reported an effect 
on ADHD, but with contradictory findings between the 
primary and secondary ADHD outcome measures [42]; 
one study reported an effect on ADHD and SUD, but with 
contradictory findings between the primary and second-
ary ADHD outcomes and between the substance use self-
report and urinalysis data [40]; and one study found no 
effect on ADHD and SUD on any of the outcome mea-
sures [43]. In contrast, virtually, all trials of ADHD phar-
macotherapy in adolescents with ADHD but without 

SUD comorbidity showed a moderate-to-large effect of 
the medication on ADHD symptoms, including studies 
with long-acting methylphenidate [44–47], lisdexamfet-
amine [48], extended-release mixed amphetamine salts 
[49], pemoline [50], atomoxetine [51], and long-acting 
guanfacine [52–54] as the active compound.

Pharmacological treatments in adolescents with con-
current ADHD and SUD were well tolerated in all 4 stud-
ies [40–43]. Adverse events were generally more preva-
lent in adolescents in the active medication groups, but 
these were mostly mild and transient. Reported study-
related serious adverse events (SAEs) in the active medi-
cation groups were absent or rare (≤1 SAE) in all studies, 
with no excess of SAEs in any of the active medication 
groups, compared with placebo. Negative interactions 
between study medication and the adolescent’s substance 
use were only investigated in the trial of Riggs et al. [40] 
and were reported only by 2.8% of the patients receiving 
methylphenidate. There was no indication that stimulant 
medication resulted in deterioration of SUD.

While generally well tolerated, stimulant medications 
and atomoxetine have been associated with a range of 
short- and long-term cardiovascular adverse effects. Chil-
dress [55] reviewed the extended-release stimulants [56] 
for treating ADHD and found an overall small increase in 
blood pressure and heart rate for both amphetamines and 
methylphenidate. In a recent, comprehensive meta-anal-
ysis of RCTs on this subject, Liang et al. [56] found that 
both methylphenidate and atomoxetine in children and 
adolescents were associated with increased heart rate and 
systolic blood pressure but were not associated with the 
number of adverse cardiac events, compared with place-
bo. Earlier large-scale registry studies have found no evi-
dence that ADHD medications, including stimulants, 
were associated with increased risk of serious cardiovas-
cular events in children and young adults [57] or in young 
and middle-aged adults [58].

In conclusion, research on the diagnosis and treatment 
of adolescents with ADHD and SUD is scarce, and the 
evidence from the few available studies in this subgroup 
is not strong enough to justify robust treatment recom-
mendations. Therefore, as part of the initiative of the In-
ternational Collaboration on ADHD and Substance 
Abuse (ICASA), we performed a modified Delphi study 
based on scientific and clinical evidence with a large mul-
tidisciplinary international group of experts who were 
asked to rate a set of statements regarding (a) the effect of 
ADHD treatment of children on the development of SUD 
in adolescence and early adulthood, and (b) the possi-
bilities for screening, diagnosis, and treatment of adoles-
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cent patients with co-occurring ADHD and SUD. ICASA 
previously initiated the development of a comparable 
consensus document on the screening, diagnosis, and 
treatment of adult patients with concurrent ADHD and 
SUD [59].

Methods

We conducted a modified Delphi process [60] with the follow-
ing steps:
1. A systematic literature review was performed by 3 members of 

the expert group (V.H., H.Ö., and R.S.) [61] on (a) the effect of 
ADHD treatment of children on the development of SUD in 
adolescence and (b) the possibilities for screening, diagnosis, 
and treatment of adolescent patients with co-occurring ADHD 
and SUD [61].

2. Based on this systematic review, initial statements for a consen-
sus document were selected by the authors of the review (V.H., 
H.Ö., and R.S.) and 4 members of ICASA: W.v.d.B., G.v.d.G., 
A.S., M.N., and M.H.

3. A multidisciplinary international group of 62 experts was in-
vited for the consensus process: 44 ICASA members (71%) and 
18 child and adolescent ADHD-SUD experts nominated by 
these ICASA members (29%). Of these 62 invited experts, 55 
participated in the Delphi process: 37 (67%) ICASA-members 
and 18 (33%) invited child and adolescent experts. The 55 par-
ticipating experts (including the 8 experts involved in the se-
lection of the statements) were from 17 countries and 5 conti-
nents (Europe, North America, Australia, Asia, and Africa) 
and included 15 (child and adolescent) psychiatrists, 14 (child 
and adolescent) psychologists, 16 addiction physicians, 6 sci-
entists, 2 pharmacists, 1 mental health nurse, and 1 epidemi-
ologist.

4. All statements (resulting from step 2) and the systematic review 
(resulting from step 1) were sent to the group of 55 experts. 
They were asked to (a) rate all statements on a scale of 1–5 (1 = 
most disagree, 2 = disagree, 3 = neutral, 4 = agree, and 5 = 
strongly agree) based on their knowledge, clinical experience, 
and – if desired – the systematic review, (b) provide comments 
on the content and/or the phrasing of the statements if they felt 
that this was needed or useful, and (c) propose any additional 
statements they felt would be useful. Consensus between ex-
perts for each statement was defined a priori as at least 95% of 
all the ratings being greater than or equal to 3 (strongly agree, 
agree, and neutral), and thus, no more than 2 experts with a 
rating on a specific statement equal to or smaller than 2 (dis-
agree and most disagree). Although arbitrary, we considered a 
“neutral” rating in our dichotomous consensus measure to re-
flect (some) agreement rather than disagreement, because the 
rater at least did not disagree with the statement. The same 
procedure was used in a recent consensus article on baclofen as 
a viable treatment for alcohol dependence [62].

5. After all ratings and comments were received and consensus 
was calculated, all statements without consensus, statements 
with consensus but useful comments that resulted in a different 
phrasing, and additional statements proposed by the experts 
were sent out for a second round of rating by all experts.

6. Based on this second round of ratings, consensus was calcu-
lated for this subgroup of statements using the same a priori 
defined rules. Statements that still did not reach expert consen-
sus were sent out to all experts for a final rating and a final re-
quest for comments. In addition, all experts received the full 
text of the international consensus statement (including ab-
stract, introduction, methods, and discussion/conclusion) with 
a request to comment on the text.

7. Based on the final round of ratings and comments, the text of the 
paper was finalized by the senior authors of the current article 
(H.Ö., R.S., W.v.d.B., and V.H.) and submitted for publication.

Results

Of the 55 experts in the consensus group, 52 (95%) 
participated in the first round, 55 (100%) participated in 
the second round, and again 55 (100%) participated in the 
third round of ratings and comments on statements and 
on the text of the consensus document.

Based on our a priori definition of consensus, 10 of the 
36 selected initial statements did not reach consensus in 
the first round (Table 1). These were adapted and were 
sent out again for the second round of rating and com-
menting. In addition, we identified 3 statements with 
consensus, but with comments that stimulated us to 
slightly rephrase these statements. These adapted state-
ments were also sent out for the second round of rating 
and commenting. Finally, some experts proposed addi-
tional statements, and of these, we added 1 statement (Ta-
ble 1, Statement 30) that was also sent out for the second 
round of rating and commenting. Thus, the second round 
of rating and commenting involved 14 of the 37 (36 + 1) 
statements.

In the second round of ratings and comments, 11 of 
the 14 (adapted) statements reached consensus. The re-
maining 3 statements were further adapted and sent out 
for a third round of rating and commenting, together 
with the draft text of the consensus document and a re-
quest to provide comments.

In the third round of rating and commenting, 2 of the 
3 (adapted) statements reached consensus. Hence, con-
sensus was reached on 36 of the 37 statements. The state-
ment without consensus (Table  1, Statement 22) con-
cerned the requirement of abstinence before starting 
stimulant pharmacotherapy in adolescents with ADHD 
and concurrent SUD. In contrast to the majority of ex-
perts, some experts required full abstinence before start-
ing any pharmacological treatment, some were against 
the use of any stimulant in the treatment of these patients 
(independent of abstinence), and some experts were 
against the alternative use of bupropion.
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Table 1. Statements on screening, diagnosis, and treatment of adolescents with concurrent ADHD and SUD

Statements Consensus reached 
in round No.

General statements
1 The treatment of concurrent ADHD and SUD in adolescents has received little attention in research and in guidelines. The 

evidence-base pertaining to the pharmacological and non-pharmacological treatment of this group is very small, and the few trials 
that have been conducted provide insufficient evidence for strong treatment recommendations. The recommendations in this 
consensus statement are, therefore, mainly based on a combination of clinical practice and the available trials conducted in 
adolescents with ADHD without SUD comorbidity and/or adults with ADHD and SUD

1

2 In adolescents with concurrent ADHD and SUD, treatment of ADHD usually does not result in reduced substance use, and neither 
does treatment of SUD generally have a positive impact on ADHD symptoms. It is, therefore, recommended that treatment should 
focus on both disorders concurrently, should pay attention to their interrelationship, and should follow the guidelines for each 
separate disorder and the general guidelines about treatment of comorbid patients

2

3 In most cases of concurrent ADHD and SUD in adolescents, it is advisable to start treatment aimed at abstaining from or reducing/
stabilizing the use of substances first, since current SUD may complicate diagnosis and treatment of ADHD. However, start of 
treatment of ADHD should not unnecessarily be delayed

2

4 In all cases, it is sensible to ask adolescents with ADHD and SUD whether and how they would like to involve their parents and/or 
other confidants in the treatment

1

Risk of developing SUD
5 Childhood ADHD is a serious risk factor for developing SUD in adolescence, especially when ADHD occurs in combination with 

conduct disorder or oppositional defiant disorder
1

6 Data from the available scientific studies strongly suggest that stimulant treatment of childhood ADHD does not increase the risk of 
developing SUD in adolescence

1

7 Data from the available scientific studies indicate that stimulant treatment of childhood ADHD may reduce the risk of developing 
SUD in adolescence. The overall effect size of the reduced risk is probably small, but some studies suggest that an earlier start of 
stimulant treatment with adequate doses is associated with a larger preventive effect

1

Screening and diagnosis of ADHD and SUD
8 Heavy substance use predicts worse treatment outcomes for both ADHD and SUD. Early detection of these disorders and their 

comorbidity plays a crucial role in prevention and in the treatment of both disorders in psychiatric and addiction treatment settings
1

9 Given the high rate of concurrent ADHD and SUD, routine screening for at-risk use of substances and SUD is recommended in 
adolescents with ADHD entering primary care and mental health treatment settings. Clinicians are advised to explain the 
confidentiality of the information, and to assess and evaluate the adolescent’s substance use in an open and non-judgmental way, 
preferably with the adolescent alone, without the parent(s) being present

1

10 Vice versa, routine screening for ADHD is recommended in adolescents entering substance abuse treatment settings 1

11 It is recommended that screening and diagnostic assessment take place when the patient’s substance use is sufficiently stabilized. 
Only in case of acute intoxication or severe withdrawal symptoms should these assessments be postponed to a later date

1

12 When diagnosing concurrent ADHD and SUD, the clinician should follow the diagnostic procedures for each separate disorder and 
should pay special attention to the potential overlap, interactions, and chronological order of symptoms

1

13 The diagnostic evaluation of ADHD and SUD should be considered as a dynamic process, given that both disorders and their 
interaction may fluctuate over time

1

14 The diagnosis of concurrent ADHD and SUD in adolescents should be based on a thorough diagnostic assessment by a trained 
professional (e.g., child and adolescent psychiatrist, psychiatrist, pediatrician, clinical psychologist, and addiction medicine 
physician). The use of standardized structured diagnostic instruments is recommended

2

Psychosocial treatment of comorbid ADHD and SUD
15 Concurrent ADHD and SUD in adolescence is a severe condition and although environmental adaptations (e.g., at home or school) 

are important in the management of ADHD, psychosocial and/or pharmacological treatment of this comorbid condition should 
start as soon as possible

2

16 Psychological treatment in adolescents with comorbid ADHD and SUD should include psychoeducation and motivational 
interviewing to enhance treatment engagement and retention and CBT for either SUD or both conditions

2

17 In younger adolescents with SUD and comorbid ADHD, a family-based treatment (e.g., multidimensional family therapy or 
functional family therapy) should be considered

1

18 In adolescents with concurrent SUD and moderate or severe ADHD, clinicians are recommended to offer ADHD 
pharmacotherapy, in addition to psychosocial treatment for SUD

2

19 Adolescents who do benefit from ADHD pharmacotherapy but still experience functional impairment should be offered additional 
CBT

1
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Table 1 (continued)

Statements Consensus reached 
in round No.

Pharmacological treatment of comorbid ADHD and SUD
20 Despite the lack of evidence for the efficacy of pharmacotherapy in adolescents with concurrent ADHD and SUD, it is 

recommended that pharmacological treatment of ADHD, particularly with psychostimulants, should be considered for this group
1

21 Each adolescent with concurrent ADHD and SUD and his/her parents should receive information about the option of 
pharmacotherapy for ADHD and its preconditions and monitoring

1

22 Before starting stimulant pharmacotherapy in adolescents with concurrent ADHD and SUD, it is important that the adolescents  
are abstinent or have reduced/stabilized their substance use. If this is not the case, the clinician should consider non-stimulant 
pharmacotherapy (e.g., atomoxetine, guanfacine, or bupropion)

No consensus 
reached

23 Before starting psychostimulant treatment, the clinician should communicate that treatment will only be continued if it has a 
demonstrably favorable effect in terms of reduced ADHD symptoms and/or improved functioning

1

24 Pharmacological treatment in adolescents with concurrent ADHD and SUD should preferably be embedded in psychosocial 
treatment

2

25 If the clinician suspects psychostimulant medication misuse or diversion, this is an urgent reason to discuss, and if necessary, 
terminate psychostimulant treatment and consider non-stimulant treatment. To minimize the risk of misuse and diversion of 
stimulant medication, it is best to prescribe long-acting instead of short-acting psychostimulants, to avoid long-term and repeat 
prescriptions and to carefully monitor progress and possible problems

3

26 Pharmacological treatment of ADHD requires careful titration and monitoring of its effect and possible adverse effects. Higher 
doses of psychostimulants may be required in patients with ADHD and concurrent SUD than in those without SUD for a favorable 
effect on both the ADHD symptoms and reduction of substance use

1

27 First-line pharmacotherapy of ADHD in adolescents with concurrent ADHD and SUD consists of long-acting psychostimulants 
(e.g., methylphenidate, lisdexamfetamine, dexamphetamine, and mixed amphetamine salts). As second-line pharmacological 
treatments atomoxetine, guanfacine XR or bupropion can be considered

3

28 Although comparable at the population level, the efficacy and tolerability of long-acting methylphenidate, (lis)dexamphetamine 
and extended-release mixed amphetamine salts may differ between individuals. It is, therefore, recommended to test the effect with 
one of these stimulant medications in a patient with concurrent ADHD and SUD, and, in case of nonresponse at an adequate dose, 
switch to the next stimulant medication

1

29 An electrocardiogram is needed before initiating psychostimulant treatment only in adolescents with ADHD and SUD who have a 
(family) history, symptoms or signs of cardiac disease, and/or who use a medication or illicit drug (e.g., cocaine and amphetamine) 
that may increase cardiac risk. Heart rate and (systolic) blood pressure should be monitored throughout the course of 
pharmacological ADHD treatment in all adolescents with concurrent ADHD and SUD

2

30 In adolescents with ADHD and SUD treated with psychostimulants or atomoxetine, growth and weight should be monitored 2

Complementary treatment
31 As a “common sense” recommendation, it is wise to discuss the benefits of a healthy lifestyle (balanced diet, good nutrition, regular 

exercise, scheduled bed and wakening hours, etc.) with the adolescent
1

32 In adolescents with concurrent ADHD and SUD, no studies have been conducted that provide convincing evidence for a beneficial 
effect of computerized cognitive training programs on ADHD symptoms or related functional impairment. Computerized 
cognitive training programs are, therefore, not recommended

1

33 In adolescents with concurrent ADHD and SUD, no studies have been conducted that provide convincing evidence for a beneficial 
effect of (EEG) neurofeedback on ADHD symptoms or related functional impairment. (EEG) Neurofeedback is, therefore, not 
recommended

1

34 In adolescents with concurrent ADHD and SUD, no studies have been conducted that provide convincing evidence for a beneficial 
effect of dietary interventions (e.g., restrictive or elimination diets) on ADHD symptoms or related functional impairment. Dietary 
interventions are, therefore, not recommended

1

35 In adolescents with concurrent ADHD and SUD, no studies have been conducted that provide convincing evidence for a beneficial 
effect of meditation/mindfulness-based therapies on ADHD symptoms or related functional impairment. Meditation/mindfulness-
based therapies are, therefore, not recommended as primary treatment but may be used as an add-on intervention in some patients

2

36 In adolescents with concurrent ADHD and SUD, no studies have been conducted that provide convincing evidence for a beneficial 
effect of physical exercise interventions on ADHD symptoms or related functional impairment. Physical exercise interventions are, 
therefore, not recommended as primary treatment but may be used as add-on interventions in some patients

2

37 In adolescents with concurrent ADHD and SUD, no studies have been conducted that provide convincing evidence for a beneficial 
effect of traditional and/or herbal medicine on ADHD symptoms or related functional impairment. Traditional and/or herbal 
medicine are, therefore, not recommended

1

Agreement with the statement was rated on a 5-point scale (1 = most disagree, 2 = disagree, 3 = neutral, 4 = agree, and 5 = strongly agree). In each of the 3 
rounds, consensus for a statement was reached if at least 95% of the experts provided a score of 3 or higher. ADHD, attention-deficit/hyperactivity disorder; SUD, 
substance use disorder; CBT, cognitive behavioral treatment. 
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In summary, consensus was reached on 23 of the 36 
statements in round 1 (64%) and – after adaptation of the 
remaining 13 statements plus 1 new statement – on 11 of 
the 14 statements in round 2 (overall consensus 23 + 11 
of 37 statements = 34/37 = 92%). After adaptation of the 
remaining 3 statements, consensus in round 3 was reached 
on 2 of the 3 statements, resulting in an overall consensus 
about 36 of the 37 statements (97%).

Discussion and Conclusion

The effect of treatment of childhood ADHD on the 
development of adolescent SUD and the screening, di-
agnosis, and treatment of concurrent ADHD and SUD 
in adolescents has received little attention in research 
and in treatment guidelines. The evidence-base on these 
issues is limited and not robust enough for strong clini-
cal recommendations. At the same time, adolescent pa-
tients with ADHD and concurrent SUD are in serious 
need of treatment to improve clinical and psychosocial 
outcomes and to prevent chronicity. In an attempt to fill 
this need, we performed a modified Delphi study with 
the aim of obtaining a set of consensus statements per-
taining to these issues.

The study shows that a multidisciplinary internation-
al group of experts was able to reach a high level of con-
sensus on 36 of 37 statements about the treatment of 
childhood ADHD to prevent the development of SUD 
later in life and about the screening, diagnosis, and treat-
ment of adolescents with co-occurring ADHD and SUD. 
Consensus was easily reached in the first round for 64% 
of the statements and – after adaptations of the original 
statements – this percentage mounted to 92% in the sec-
ond and 97% in the third round. The only statement 
with no consensus concerned the requirement of absti-
nence or reduced/stabilized substance use before pre-
scribing psychostimulants to adolescents with concur-
rent ADHD and SUD. The reasons for this lack of con-
sensus were multiple. Some experts preferred to 
minimize the potential risks by demanding strict absti-
nence as a precondition for pharmacotherapy, while 
others were worried that a strict abstinence policy would 
exclude a large group of patients from receiving effective 
treatment. Some other experts were against the use of 
psychostimulants in these patients altogether (i.e., inde-
pendent of whether patients were abstinent at the start 
of such a treatment) mainly because of the risk of abuse 
and/or diversion. Finally, some experts were strongly 
opposed to the use of bupropion as an alternative to psy-

chostimulants in non-abstinent patients, mainly due to 
a lack of evidence of its effect and the risk of bupropion-
induced seizures. It is important to note that the existing 
national treatment guidelines on treating ADHD in 
children and adolescents show similar disagreements on 
these issues.

The current study has both strengths and limitations. 
The main strengths are (1) the presence of a systematic 
review as a shared knowledge base for all participating 
experts, (2) a sizable group of experts from different 
countries with different treatment cultures, and (3) a 
very high initial and final response rate. The main limi-
tations are (1) possible bias in the selection of the ex-
perts, given that most participating scientists and clini-
cians had a special interest in the topic of ADHD and 
SUD, child and adolescent experts were recruited 
through co-optation by the ICASA Network, and pedia-
tricians and patient representatives were absent in the 
expert group, and (2) the lack of an official approval of 
our consensus statement by scientific, professional, and 
patient organizations. In order to (partly) remedy the 
latter limitation, we will circulate the results of this con-
sensus article directly to the international scientific, pro-
fessional, and patient organizations in the mental health 
and addiction field. In addition, we will present the re-
sults at national and international conferences.

The current set of consensus statements can be used 
by clinicians and patients together in a shared decision-
making process to select the most appropriate treat-
ments and to reach optimal outcomes for adolescents 
with complex problems based on the integration of sci-
entific knowledge, clinical experience, and patient pref-
erence. Finally, we would like to emphasize that our con-
sensus statement on concurrent ADHD and SUD is not 
a replacement for an evidence-based guideline and that 
more high-quality studies, including both RCTs and 
long-term naturalistic follow-up studies are needed 
[63].
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