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R E P O R T

ADHD IN OLDER ADULTS

The worldwide prevalence of ADHD 
is estimated at 5.0% among children 
and 4.4% among adults (Polanczyk, 
De Lima, Horta, Biederman, & Ro-
hde, 2007). Population-based studies 
showed that ADHD is prevalent in 
around 3% among those aged 60 and 
above (Das, Cherbuin, Easteal, & An-
stey, 2014; Guldberg-Kjar, Sehlin, & 
Johansson, 2013; J. J. Kooij, Michielsen, 
Kruithof, & Bijlenga, 2016; Michielsen 
et al., 2012; Surman & Goodman, 2017). 
According to DSM-5 criteria, ADHD 
is a neurodevelopmental disorder that 
has an onset before the age of 12. Be-
sides the core ADHD symptoms of 
problems with attention, impulsivity, 
and hyperactivity, it has been shown 
that emotional dysregulation and 
mind-wandering are associated with 
ADHD (Mowlem et al., 2016; Skirrow 
& Asherson, 2013).  In this article, we 
summarize the recent literature on 
ADHD in adults aged 60 years and 
over (J. J. Kooij et al., 2016). 

Prevalence

Three studies have investigated the 
prevalence of ADHD at older age, 
showing that ADHD can be identified 
in around 3% of the general Dutch and 
Swedish population above 60 years 
of age (Guldberg-Kjar et al., 2013; J. 
J. Kooij et al., 2005; Michielsen et al., 
2012; Semeijn, Michielsen et al., 2013). 
The results from the most extensive 
study using a two-phase design of 
screening and diagnostic assessment, 
the Longitudinal Aging Study Am-
sterdam (LASA), showed that younger 
elderly adults (60–70 years) reported 
more ADHD symptoms than the old-
est group (71–94 years) (Michielsen et 
al., 2012). This may be an indication of 
earlier death in those with ADHD, but 
more research is needed on this sub-
ject. However, similar findings were 

found in the Australian PATH Through 
Life Project, which used a screening list 
(Das et al., 2014). 

Clinical Picture 

Literature is scarce on the manifesta-
tion and accompanied problems of 
ADHD in older age. This particular 
group may have experienced a life-
long struggle due to their ADHD 
symptoms, because they may never 
have had recognition of or support 
for their problems earlier in life. In the 
Dutch LASA study, ADHD diagnosis 
and ADHD symptoms were associated 
with clinically relevant levels of anxiety 
and depressive symptoms (Michielsen 
et al., 2013); and also in the Australian 
PATH Through Life Project, increased 
comorbid depressive symptoms were 
found (Das et al., 2014). In addition, the 
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LASA study showed that older adults 
with ADHD have lower self-esteem, 
lower self-efficacy, lower sense of mas-
tery, and higher levels of neuroticism 
and social inadequacy than older adults 
without ADHD (Michielsen et al., 2014). 

Older adults with ADHD compared 
with their age-matched peers without 
ADHD report a worse quality of life 
that was associated with unemploy-
ment and severity of ADHD symp-
toms (Lensing, Zeiner, Sandvik, & Op-
jordsmoen, 2015). In a study among 24 
older adults with ADHD, averaging 66 
years of age, lower income was report-
ed due to impulsive spending, lower 
educational attainment, poorer work 
performance, and greater social isola-
tion (Brod, Schmitt, Goodwin, Hodg-
kins, & Niebler, 2012). In another study, 
the majority of the nine women who 
were diagnosed with ADHD after their 
60th year experienced peer rejection in 
their past, as well as at present (Henry 
& Hill Jones, 2011). Some of these wom-
en have felt different from others since 
childhood. 

In the Dutch LASA study, 17 older 
adults aged 67–86 years were exam-
ined on how ADHD symptoms may 
have affected their lives (Michielsen, de 
Kruif, et al., 2015). About half reported 
having low self-esteem, overstepping 
boundaries, and feeling different from 
others throughout their lives. In an-
other study, subjects reported negative 
impacts of ADHD–associated behavior 
over their life span. The impairments 
remained stable over time in the areas 
of family life, social relationships, deal-
ing with money, and organization of 
daily life. These results reflect the bur-
den of ADHD, not only in young and 
middle adulthood, but also in senior-
ity (Philipp-Wiegmann, Retz-Junginger, 
Retz, & Rosler, 2016). 

In addition, since ADHD is associ-
ated with relationship problems, social 
isolation and loneliness in old age may 
be more apparent in this group (Mich-
ielsen, Comijs et al., 2015). Older adults 
with ADHD are more often divorced 
and indeed report more loneliness than 
their peers without ADHD, similar to 
younger adults (Guldberg-Kjar & Jo-

hansson, 2009; Michielsen, Comijs et al., 
2015).

A review of the validity of the DSM 
criteria for ADHD for older people re-
ported evidence that various ADHD 
criteria identify subjects with clinical 
presentations similar to that seen in 
younger adults. ADHD traits may be 
less common in the general population 
of older adults than in younger adults, 
suggesting that the threshold for ADHD 
traits may be lower in older populations 
(Surman & Goodman, 2017).

Clinical Case Vignette. Mrs. Weisman* 
was diagnosed with ADHD at age 52. 
She recognized symptoms of inatten-
tion, impulsivity, and hyperactivity in 
herself from childhood until the pres-
ent time, but had never considered that 
these characteristics might be part of 
ADHD. Thanks to her intelligence and 
the support of her husband, she was 
able to compensate for the symptoms 
for a long time. Mrs. Weisman chroni-
cally suffered from emotional instabil-
ity that increased in the premenstrual 
period and after childbirth. She has 
been treated for depression twice in her 
life. At age 48, she started having meno-
pausal symptoms, and from that time 
on, she had difficulty coping with her 
increasing mood swings and cognitive 
impairment. She thought she was de-
veloping dementia, as she had difficulty 
remembering daily tasks and appoint-
ments. She started having relationship 
difficulties in her stable marriage of 23 
years, and was fired from her job. After 
the diagnosis of ADHD, she was treated 
with psychoeducation, methylpheni-
date, and cognitive behavioral thera-
py (CBT). For her menopausal mood 
problems, she was prescribed hormone 
replacement therapy by her primary 
care physician (GP). These interven-
tions helped both her cognitive and her 
mood problems.

Cognitive and Physical Health

Few studies have been performed on 
ADHD in older adults and their cog-
nitive functioning. In the LASA study, 
performance on different tasks in the 
areas of executive functioning, informa-
tion processing speed, memory, and at-

*Names and details have been disguised to protect patient privacy.
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tention/working memory was lower in 
those with ADHD, but this was mainly 
due to depressive symptoms (Semeijn 
et al., 2015). There were similar findings 
in the Australian PATH study, which 
showed that in older adults with ADHD 
(68–74 years), depression is a stronger 
predictor of poorer cognitive perfor-
mance than in younger adults (48–52 
years) with ADHD (Das et al., 2014). 
Another study on neuropsychological 
functioning of older adults with ADHD 
(60–75 years of age) showed that 80% 
had a deficit in any neuropsychologi-
cal domain, but the majority performed 
within the average range on each test 
(Thorell et al., 2017).

Few studies have focused on the rela-
tionship between ADHD and cognitive 
impairment or dementia later in life. In 
both Lewy body dementia (LBD) and 
ADHD, a hypodopaminergic and nor-
adrenergic substrate appears to play a 
central role in the development of the 
disorder (Dougherty et al., 1999; Dur-
ston et al., 2003; Golimstok et al., 2011). 
One study showed a relationship be-
tween LBD and a retrospective diag-
nosis of childhood ADHD (Golimstok 
et al., 2011). In contrast, a review found 
no association between a retrospective 
diagnosis of childhood ADHD and 
mild cognitive impairment (MCI) or 
Alzheimer’s disease (Ivanchak, Fletch-
er, & Jicha, 2012). Another review sug-
gests that ADHD is not directly related 
to MCI, but that the disorders are more 
likely to be related because of common 
factors such as an adverse lifestyle (Cal-
lahan, Bierstone, Stuss, & Black, 2017). 
A recent retrospective cohort study 
found that patients with ADHD had a 
more than doubled risk of developing 
early-onset Parkinson’s and Parkin-
son’s disease–related disorders, com-
pared to matched controls (Curtin et al., 
2018). The risk was even six- to eight-
fold higher in ADHD patients that were 
prescribed stimulant medications. The 
authors commented that this increased 
risk for Parkinson’s disease may reflect 
a more severe phenotype of ADHD, 
rather than an effect of the stimulant 
medication, but that more research is 
needed to disentangle these effects. 

Not only in research, but also in clini-
cal practice there is yet little focus on 
ADHD in older adults. A U.S. survey 

shows that ADHD later in life is often 
not identified by memory clinics (Fisch-
er, Gunter-Hunt, Steinhafel, & Howell, 
2012). Only one-fifth of the investigated 
memory clinics reported they regularly 
screened for ADHD, although about 
60% reported seeing older ADHD pa-
tients.

The physical functioning of older 
adults with ADHD was also assessed in 
the LASA study. Here, ADHD was as-
sociated with chronic non-specific lung 
diseases, cardiovascular diseases, and 
poorer self-perceived health (Semeijn, 
Kooij et al., 2013). However, there were 
no associations between either symp-
toms of ADHD and smoking or drink-
ing alcohol, or with obesity or diabetes. 
These associations may have been ab-
sent in this age group due to their ear-
lier deaths, a hypothesis that is backed 
because in the oldest group (71–94 
years), the prevalence of ADHD was 
lower than in the younger group (60–70 
years) (Michielsen et al., 2012).

Assessment of ADHD in Older 
Adults

The DSM-5 requirements for an ADHD 
diagnosis are:

• An onset of ADHD symptoms before 
the age of 12 

• At least several symptoms of inatten-
tion and/or hyperactive/impulsive 
behavior in childhood, and at least 
5/9 of either or both domains in 
adulthood

• At least moderate severity of symp-
toms 

• Lifetime persistence 
• Lifetime impairment in two or more 

areas of functioning [American Psy-
chiatric Association (APA), 2013]

The early onset and chronicity of ADHD 
over the lifespan may be helpful to dif-
ferentiate ADHD from other psychiatric 
disorders with a different course, such 
as a later onset or an episodic course. 
The clinician always investigates co-
morbidities and differential diagno-
ses. Whenever possible, information is 
gathered from family members, spouse, 
and children in order to establish sever-
ity and chronicity of symptoms over the 
lifespan. If available, the teachers’ com-
ments in childhood school reports may 

give insight into the childhood func-
tioning. 

ADHD often runs in families, and it 
may be helpful to identify these pat-
terns of inattention, and/or hyperac-
tive and impulsive behavior in other 
members of the family. In our clinic, we 
found that many of our older patients 
sought care because they recognized 
and acknowledged their own ADHD 
symptoms after their (grand)children 
were assessed and treated for ADHD. 

Screening

While there are several validated 
screening and diagnostic tools for adult 
ADHD, so far there is no validated scale 
or diagnostic interview specific for the 
assessment in older adults. However, 
the validity and reliability of the 9-item 
screening list developed by Barkley and 
Murphy were tested on older adults in 
the general Dutch population (Bark-
ley, Murphy, & Fischer, 2007; Semeijn, 
Michielsen et al., 2013) against a struc-
tured interview. While the screener 
performed with reasonable sensitivity 
(0.80) and specificity (0.77), the test–re-
test validity was moderate, with an ICC 
of 0.56. 

Diagnostic Assessment in Older 
Adults

Diagnostic assessment in older adults 
can be done using a semi-structured 
diagnostic interview for ADHD in 
adults, like the updated version of the 
validated DIVA 2.0, the DIVA-5, based 
on the DSM-5 criteria for ADHD, or the 
validated Conners’ Adult ADHD Di-
agnostic Interview for DSM-IV (CAA-
DID) in adults, available in English and 
Spanish, and based on the DSM-IV TR 
criteria for ADHD (APA, 2000; Epstein, 
Johnson, & Conners, 2001; J. J. Kooij, 
2013; Pettersson, Soderstrom, & Nils-
son, 2015). The DIVA is available online 
in 19 languages at www.divacenter.eu, 
and there is also a DIVA 2.0 app. The 
DIVA and CAADID must be used by a 
professional who is licensed to investi-
gate psychiatric disorders. 

Following the DSM-5 criteria, there 
must be at least two areas of impair-
ment, specified as: work and educa-
tion, relationship and/or family, social 
contacts, free time/hobbies, and self-
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confidence/self-image. As many older 
adults are retired, the work and educa-
tion area should be investigated retro-
spectively. 

The clinician has to weigh all infor-
mation from patient and family and de-
cide whether, and which type of presen-
tation of ADHD should be established.  

Comorbidity

Psychiatric as well as somatic com-
plaints and disorders other than ADHD 
should be investigated in the diagnostic 
procedure, as ADHD is almost always 
accompanied by one or more other dis-
orders (Biederman et al., 1993; Fayyad 
et al., 2017). Patterns of psychiatric co-
morbidity found in younger adults, 
such as binge eating, sleep disturbanc-
es, substance use disorders, autism, 
and personality disorders should also 
be considered in older adults (Bieder-
man et al., 1993; S. J. Kooij et al., 2010). 
There are also somatic comorbidities 
associated with ADHD in adults that 
should be assessed, such as obesity, 
asthma, sleep disorders, migraines, and 
autoimmune disorders like Crohn’s 
disease and colitis ulcerosa, especially 
in females (Hegvik, Instanes, Haavik, 
Klungsoyr, & Engeland, 2017; Instanes, 
Klungsoyr, Halmoy, Fasmer, & Haavik, 
2018). It is more important with older 
adults to pay attention to somatic dis-
eases associated with older age, such as 
cardiovascular problems, as the phar-
macological treatment of ADHD may 

have cardiovascular side effects (Liang 
et al., 2018).

Differential Diagnosis

ADHD must also be differentiated from 
other psychiatric and somatic disorders 
(J. J. Kooij, 2013). Older adults with 
ADHD suffer from more anxiety and 
depressive symptoms compared to con-
trols (Michielsen et al., 2013). The fol-
lowing psychiatric disorders must be 
differentiated from ADHD: depressive 
disorder, bipolar disorder, borderline 
and antisocial personality disorders, 
and neurocognitive disorders. In the 
process of differential diagnosis, it is im-
portant to ask about the specific symp-
toms, the age of onset, and the course 
of the symptoms over time (chronic or 
episodic). Similarities and differences 
between the emotional dysregulation 
in ADHD, bipolar disorder, borderline 
personality disorder, and neurocogni-
tive disorders can be found in Table 1.  
It should be acknowledged that ADHD 
often also coexists with any of these 
disorders, which makes the diagnostic 
assessment more complex in some pa-
tients. Therefore, we advise clinicians to 
gain training in the diagnostic assess-
ment of ADHD.

When assessing and treating ADHD 
in older people, the clinician needs to 
pay extra attention to concentration 
and memory problems due to cogni-
tive decline, dementia, or Parkinson’s 
disease. Mild or more advanced cogni-
tive decline occurs in about 16% of the 

older population and may mimic the 
symptoms of ADHD due to behavioral 
changes, changes in attention, executive 
functioning, and memory (Ivanchak 
et al., 2012). Alzheimer’s disease and 
vascular dementia are the most com-
mon neurocognitive disorders (Aposto-
lova, 2016; Smith, 2016). Less frequent, 
but with more symptom overlap with 
ADHD than other dementias, is fronto-
temporal dementia (Ducharme, Price, 
Larvie, Dougherty, & Dickerson, 2015). 
The early onset and lifetime history of 
ADHD symptoms may help differenti-
ate from the later onset of symptoms 
of cognitive decline. Collateral infor-
mation is needed for the assessment of 
both disorders. 

It is not only psychiatric and cogni-
tive comorbidities, but also some so-
matic illnesses, that may present with 
symptoms similar to ADHD. These are, 
among others, endocrine disorders, 
such as hyperthyroidism, hyperpara-
thyroidism; infectious diseases, such 
as syphilis; (para)malignant disorders, 
such as in lung carcinoma or brain tu-
mors; and finally, side effects of medi-
cations such as bronchodilators, an-
tipsychotics, and levothyroxine. The 
best way to differentiate from lifetime 
ADHD symptoms is, again, the later 
age of onset of these disorders, or side 
effects. 

TABLE 1. Differences and Similarities Between ADHD, Bipolar Disorder,  
Borderline Personality Disorder, and Neurocognitive Disorders

Symptoms and Course ADHD Bipolar Borderline Neurocognitive disorders

Mood swings, agitated + + + +

Frequency of mood swings 4–5 x/day 2–3 days 4–5 x/day 0–15 x/day

Hyperactive + + - Possible

Impulsive + + + Possible

Attention problems + + - Possible

Increased associative + + - -

Feelings of grandiosity - + - -

Sexual disinhibition - + - Possible

Childhood onset + +/- - -

Chronic/episodic course Chronic Episodic Chronic Chronic

  Memory problems + - - +
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Treatment of ADHD in Older Adults

The multimodal treatment of ADHD in 
older people follows the treatment for 
adult ADHD in general and consists 
of psychoeducation, medication for 
ADHD and comorbid disorders, sup-
port groups, and coaching and/or cog-
nitive behavioral therapy (J. J. S. Kooij 
et al., 2019).

Psychoeducation. The treatment of 
ADHD always starts with psychoedu-
cation on all facets of ADHD. Patients 
need this information to gain insight 
into their lifetime difficulties. A bet-
ter understanding of the background 
of all impairments may help improve 
relationships and daily activities. Sig-
nificant others may need information 
too, and they should be invited to share 
their experiences during the assessment 
phase, and later on if needed. As a rule 
of thumb, the most impairing disor-
der should be treated first, for instance 
mood, anxiety, and substance use disor-
ders. These disorders need to be suffi-
ciently remitted before starting medica-
tion for ADHD (J. J. Kooij, 2013).

Medication for Older Adults with 
ADHD. While there are no randomized 
controlled ADHD medication studies 
available specifically for older adults, 
the prescription of ADHD medication 
follows the results of studies among 
younger adults. According to interna-
tional guidelines, the stimulants (meth-
ylphenidate and dexamphetamine) are 
the first choice medications for ADHD, 
and based on a meta-analysis, specifi-
cally methylphenidate in children and 
dexamphetamine in adults with ADHD 
(Cortese et al., 2018). Stimulants have 
the highest effect size and relatively 
limited side effects. Second and third 
choice medications in adults are atom-
oxetine and bupropion (Biederman et 
al., 2006; Biederman, Spencer, & Wilens, 
2004; Bolea-Alamanac et al., 2014; CAD-
DRA, 2011; Kendall, Taylor, Perez, & 
Taylor, 2008; Rosler, Fischer, Ammer, 
Ose, & Retz, 2009; Seixas, Weiss, & 
Muller, 2012; Spencer et al., 2005). 

When prescribing stimulants to older 
adults with ADHD, clinicians must pay 
attention to somatic comorbidities, and 
to interactions and side effects of medi-
cation used. As older people generally 
need lower medication dosages (Chang, 
O’Hare, Miao, & Steinman, 2015), the 

advice is to start low and to increase the 
dosage based on the clinical evaluation 
of (side) effects, until the optimal dosage 
is reached. Stimulants have dose-relat-
ed cardiovascular side effects (Kendall 
et al., 2008). They usually increase the 
heart rate and may increase or decrease 
blood pressure. In clinical practice, in 
adults using stimulant medication, 
mean systolic blood pressure elevates 
by 1–5 mmHg and pulse by 4–10 bpm. 
These changes are usually not clinically 
relevant, but have to be monitored be-
fore and during medical treatment. In 
older adults, who have increased risk 
of cardiovascular diseases, existing 
cardiac disorders may be aggravated, 
and risks may increase with the use of 
stimulants because of an elevated heart 
rate and/or blood pressure. Therefore, 
any cardiovascular diseases need to be 
identified and treated by the GP or car-
diologist before the start of any stimu-
lant treatment,. The long-term effects of 
the cardiovascular changes from stimu-
lant use are yet unknown. So far, no 
significant increases of the QT interval 
on ECG in adults using stimulants have 
been found (Westover & Halm, 2012). In 
Appendix 1, a checklist of cardiovascu-
lar risk factors in adults of 50 years and 
over can be found. 

In case of cardiovascular side effects, 
adjustment of the dosage and/or the 
medication should be considered. If 
there is a clinical valuable decrease of 
ADHD symptoms with the medication, 
a low dose beta-blocker may be added 
to reduce a persistent elevated heart 
rate.

Methylphenidate and 
Dexamphetamine

Methylphenidate is a dopaminergic and 
noradrenergic reuptake inhibitor (Kend-
all et al., 2008). The clinical effect is a re-
duction of the core symptoms of ADHD: 
inattention, impulsivity, hyperactivity, 
and mood instability. Dexamphetamine 
is an amphetamine that increases the 
release of dopamine and noradrenaline 
that has similar effects on the core symp-
toms of ADHD. It is advised to try both 
stimulants in case the first is not effec-
tive or well tolerated. Both medications 
are the first choice for ADHD (Adler et 
al., 2008; Paterson, Douglas, Hallmay-
er, Hagan, & Krupenia, 1999; Weiss & 

Hechtman, 2006), although based on 
a recent meta-analysis, amphetamines 
are preferred above methylphenidate in 
adults (Cortese et al., 2018).

In older adults with ADHD, no stud-
ies have been performed so far to exam-
ine the effect and safety of stimulants; 
there is however more information 
available on treatment of older patients 
with methylphenidate in depression 
and dementia that may be informative 
(see paragraphs below) (Torgersen, 
Gjervan, Lensing, & Rasmussen, 2016). 
Case studies have already shown ben-
eficial effects of stimulants for ADHD 
in this age group (Biederman, 1998; 
da Silva & Louza, 2008; Lensing et al., 
2015; Manor, Rozen, Zemishlani, Weiz-
man, & Zalsman, 2011; Standaert, Kooij, 
& Kok, 2010). 

Relative contraindications for the 
use of stimulants are epilepsy, cardiac 
arrhythmia, glaucoma, hyperthyroid-
ism, hypertension, and anxiety; these 
disorders need to be treated first before 
considering stimulant treatment for 
ADHD. In case of (vulnerability for) 
psychosis, stimulants are contraindi-
cated, and atomoxetine or bupropion 
should be considered. Known side ef-
fects of the stimulants are dry mouth, 
decreased appetite, gastrointestinal 
problems, (increased) anxiety, elevated 
heart rate, palpitations, hypertension, 
insomnia, and headache. These side ef-
fects should be monitored before and 
during treatment (Kendall et al., 2008; 
Kooij et al., 2004). 

Methylphenidate in Depression and De-
mentia. Some case reports described 
successful treatment using stimulants 
of therapy-resistant depression in older 
people, even in patients with medical 
illnesses (Fisch, 1985; Katon & Raskind, 
1980; Kaufmann, Cassem, Murray, & 
MacDonald, 1984). These reports men-
tioned rapid improvement of mood, 
without severe side effects. This is en-
couraging for treating older people 
with ADHD with stimulants. 

In a randomized controlled trial 
(RCT), methylphenidate was added to 
treatment with citalopram in 143 older 
people with depression (Lavretsky et 
al., 2015). Improvement of mood was 
higher and faster in the group using 
the combination, as compared to each 
medication alone. A review on patients 
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with dementia concluded that methyl-
phenidate can be used to treat apathy 
(Dolder, Davis, & McKinsey, 2010). It is, 
however, yet unknown if medical treat-
ment of ADHD in patients with cogni-
tive impairment or dementia is benefi-
cial for either or both disorders. 

Atomoxetine and Bupropion. Atom-
oxetine is a selective inhibitor of the 
presynaptic noradrenaline transporter 
reuptake (Adler et al., 2009). Atomox-
etine is active for about 24 hours and ef-
fective for treating ADHD, though effect 
sizes are lower than in stimulants (Cor-
tese et al., 2018). No controlled studies 
with atomoxetine in older adults with 
ADHD have been published. 

Bupropion is a noradrenergic and do-
paminergic reuptake inhibitor and an 
atypical antidepressant. In adults with 
ADHD, bupropion is effective, though 
with lower effect size than stimulants 
or atomoxetine (Cortese et al., 2018; 
Maneeton, Maneeton, Intaprasert, & 
Woottiluk, 2014; Maneeton, Maneeton, 
Srisurapanont, & Martin, 2011; Wilens 
et al., 2005). 

One RCT with bupropion for de-
pression in older adults has been per-
formed, showing that this medication 
is effective in treating depression and 
safe in this age group (Hewett et al., 
2010). Side effects of bupropion are dry 
mouth, headache, and insomnia. When 
using high dosages, the risk of epileptic 
seizures is increased. A history of epi-
lepsy has to be evaluated before start-
ing this medication. 

Psychological Treatment. Depending on 
the needs of older adults with ADHD, 
psychological treatment for this age 

group should be adjusted or devel-
oped. In general, support groups serve 
well for mutual recognition of lifetime 
symptoms and impairment, and are of-
ten very useful to reduce stigma and self 
blame (J. J. Kooij, 2013). Coaching is an 
important complement to the medical 
treatment of ADHD. During coaching, 
attention is paid to common problems 
like sleep difficulties, anxiety, organi-
zational skills, low self-esteem, depres-
sion, relationship issues, and financial 
problems due to a lifetime of ADHD, 
as well as acceptance of the diagnosis at 
older age. Learning practical skills alone 
may not be enough, as persistent nega-
tive cognitions often hinder treatment 
progress. In older adults, loneliness and 
physical health may be more relevant 
compared to younger adults. Coaching 
may be offered individually, in a group, 
or using e-health. Cognitive behavior 
therapy (CBT) is advised in cases of 
low self-esteem or negative experiences 
due to failure or impulsive behavior (J. 
J. Kooij, 2013). Older adults proved as 
responsive to a CBT group interven-
tion on inattention as younger adults, 
although the comparison group also 
showed improvement on several mea-
sures (Solanto, Surman, & Alvir, 2018). 

Treatment of Comorbidity. ADHD is 
usually comorbid with other psychiat-
ric and/or somatic disorders. In case 
of comorbidity, the order of treatment 
is established. The most impairing dis-
order should be treated first, usually 
anxiety or depressive disorders, severe 
sleep disruption, mania, addiction, or 
psychosis (J. J. S. Kooij et al., 2019; S. J. 
Kooij et al., 2010). From clinical experi-

ence with adults, SSRIs, lithium, valpro-
ate, and even antipsychotic medication 
can be combined with stimulant medi-
cation for ADHD, but controlled trials 
are lacking (J. J. Kooij, 2013).  

Organization of Care for a Lifespan 
Disorder

In order to provide qualitative care for 
older people with ADHD, mental health 
care professionals need to be trained 
to recognize and treat ADHD in older 
adults. In many countries, patients are 
treated based on their age in child, adult, 
or geriatric psychiatry. Patients with 
lifelong ADHD may therefore have to 
change mental health care professionals 
and/or institutions at least three times 
during their lives, which can be quite 
cumbersome. In most cases, expertise in 
treating ADHD will be most advanced 
in child psychiatry, but much less, or 
even absent, in adult and geriatric psy-
chiatry. This problem can be solved by 
better cooperation between child and 
adult, and between adult and geriatric 
psychiatry, to facilitate each transition 
phase (Buitelaar, 2017), or by specialized 
lifespan ADHD clinics, where patients 
of all ages can be diagnosed and treated. 
Such lifespan clinics should have mul-
tidisciplinary teams, with professionals 
specialized in child, adult, and geriatric 
psychiatry working together. Our expe-
riences at the lifespan ADHD clinic at 
PsyQ in The Hague in the Netherlands 
have been that both patients and profes-
sionals appreciate this improvement in 
the organization of mental health care 
for people with ADHD. 

APPENDIX 1. SCREENING OF CARDIOVASCULAR RISK FACTORS IN ADULTS ≥ 50 YEARS OF AGE

Evaluate in patients ≥ age 50:
1. Cardiac complaints in the last 6 months

 Shortness of breath during exertion
 Chest pain/pain between shoulder blades
 Arrhythmia
 Tiredness
 Shortness of breath at night
 Nocturia (> 1x)
 Peripheral edema

2. Cardiac history
 High cholesterol/triglycerides
 Hypertension
 Diabetes
 Medications for these disorders

3. Family history regarding cardio- and cerebrovascular  
diseases, stroke or TIA, heart attack, cardiac death

4. Physical exam: pulse, blood  
pressure, weight, edema

5. ECG

In case of limited cognitive impairment and/or age ≥ 65,  
also evaluate: 

Laboratory assessment: 
 Hematology
 Electrolytes
 Kidney and liver functions
 Vitamins B1, B6, B12, D, folic acid,  

fasting blood glucose, TSH,  
creatinine CRP

Evaluate after start with ADHD medication, after every dose increase, 
and after stabilization every 6 months: 

 Heart rate 
 Blood pressure
 Pulse
 Weight 

Other evaluations when indicated.
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This article is a summary and update of a 
paper previously published by the authors 
in 2016: ADHD in old age: A review of the 
literature and proposal for assessment and 
treatment. Expert Review of Neurothera-
peutics, 16(12), 1371-1381. Correspondence 
can be sent to s.kooij@psyq.nl, d.bijlenga@
psyq.nl, or m.michielsen@psyq.nl
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