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Abstract
Objective: The Review of health services for children, young people and families within the NSW Health system
identified that novel models of care were needed to improve access to clinical management for people with ADHD. The
present study aimed to evaluate GPs’ knowledge of and attitudes towards ADHD and the challenges and opportunities
for a more substantial role for GPs in ADHD management.
Method: An online survey of Australian GPs was conducted, with recruitment via email invitation.
Results: Out of 230 respondents, 213 surveys could be analysed. Of these, 97% believed ADHD was a genuine
condition, with 90% identifying inattention as a primary symptom.Most (92%) had seen and diagnosed ADHDwithin
the past year. Prevalent concerns included inadequate access to specialist assessment and treatment; 77% felt that GPs
should have a more substantial role in ADHDmanagement. Barriers included lack of time, knowledge and experience.
Conclusions: There was willingness amongst respondents take on a greater role in managing individuals with ADHD.
However, a need for further training and education was highlighted. The Australian Evidence-Based Clinical Practice
Guideline for ADHD may resolve an identified need for clinical guidance.
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Attention-deficit hyperactivity disorder (ADHD) is
characterised by inattention and/or hyperactivity/
impulsivity and impaired functioning. It is esti-

mated to affect 5%–8% of children1,2 and 1%–3%3 of
adults. Despite being designated a neurodevelopmental
disorder, a lower prevalence of ADHD in adulthood may
indicate that people generally cope better as they mature.
However, the lifetime trajectories of ADHD suggest amore
complex situation, with some adults being diagnosedwho
did not meet diagnostic criteria during childhood.4 Fur-
thermore, people who have been struggling to manage
their lives with undiagnosed ADHD may present with
secondary problems such as anxiety, depression or

substance use disorder, which may mask the underlying
ADHD.

For ADHD to be adequately recognised, diagnosed and
managed, sufficient numbers of skilled practitioners are
required. The prescription of stimulant medication for
ADHD in Australia is overseen by both state and federal
governments. With few exceptions, the legislation
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dictates that treatment should be initiated by paedia-
tricians or psychiatrists. Ongoing treatment may involve
a shared-care arrangement with the GP. In 2019 the Re-
view of health services for children, young people and
families within the NSW Health system (The Henry Re-
view)5 identified lack of access to ADHD services as
a major issue. The Henry Review supports the de-
velopment of novel models of care that include GP pre-
scribing, for which they would require adequate skills.6 A
recent publication indicated widespread dissatisfaction
among the ADHD support organisations about the
shortage of trained specialists, the lack of provision for
ADHD in the public sector and the high fees for private
psychiatrists.7 The issue of ADHD services in Australia is
now being investigated with a Senate Inquiry.

Previous studies support the need forGP upskilling in order
for them to take a more active role in the diagnosis and
management of ADHD; however, barriers to this include
time pressure and lack of formal training.8–10 Studies have
also revealed wide variation in GPs’ understanding of
ADHD and its treatment.11,12 For example, from survey
responses, 55%ofQueenslandGPs considered ADHDover-
diagnosed12 and 79% of GPs in South London considered
ADHD to be stigmatising to the individual.13

However, despite lacking the time and knowledge for
diagnosis and treatment, the Queensland GPs were
comfortable with a supportive and monitoring role for
their patients with ADHD.12

This study aimed to survey Australian GPs regarding their
understanding and attitudes towards ADHD and their
perceptions about the capacity of their local services for
accepting referrals for assessment of ADHD in children,
adolescents and adults.

Methods
Based on findings from previous studies,9,11,12 a survey
was developed to explore GPs’ knowledge of and attitudes
towards ADHD, their current practices in managing pa-
tients and their perceptions of local referral pathways. A
critical appraisal checklist14 was utilised to develop the
questionnaire items, which were then piloted with GPs
and GP registrars. The electronic survey consisted of
multiple-choice, rank-order scales, yes/no questions and
free-text answer fields and was accessible via an email link
to the survey platform (SurveyMonkeyTM).

The questionnaire was distributed across all Australian
states between December 2020 and January 2022, via the
local Primary Health Networks, with email contact to GP
practices, social media GP groups and personal commu-
nication to GP colleagues. Demographic data were col-
lected but no personal identifiers.

Analyses weremainly descriptive; free-text responses were
collated and analysed thematically.

Ethics approval was granted for this study (Project Identifier
2019/ETHXXXX). All participants gave informed consent.

Results
A total of 230 responses were received from all Australian
states and territories, apart from theNorthern Territory, of
which 214 were sufficiently complete to be included.
There was a strong female predominance (72%). The
sample characteristics are shown in Table 1.

Many (42%) reported no previous training on ADHD;
some had covered ADHD during their undergraduate
(19%) or postgraduate (6%) training; 21% had attended
a course or conference. Almost all respondents (97%)
believed that ADHD was a genuine condition and most
(94%) recognised that it could also affect adults. Only 23%
considered ADHD over-diagnosed but 66% thought that
the diagnosis of ADHD could be stigmatising.

Over the previous year, 91% had identified or suspected
ADHD among their patients (Figure 2). In free-text re-
sponses, 88% specified inattention, 66% hyperactivity and
24% impulsivity as primary symptoms of ADHD; 5% also

Table 1. Sample demographics

No (%)

Gender Female 152 (71.4)
Male 60 (28.2)
Not specified 1

State New South Wales 97 (45.5)
Victoria 52 (24.4)
Queensland 27 (12.7)
Western Australia 14 (6.6)
South Australia 10 (4.7)
Australian Capital Territory 6 (2.8)
Tasmania 2 (0.9)
Not specified 5 (2.3)

GP setting Group practice 188 (88.3)
Solo practice 23 (10.8)
Not specified 2

Qualification RACGP fellow 174 (81.7)
ACRRM fellow 3 (1.4)
Non-VR GP 4 (1.9)
VR GP 3 (1.4)
GP registrar 22 (10.3)
Other 7 (3.3)

Experience in GP 0–5 years 56 (26.3)
5–10 years 54 (25.4)
10–20 years 52 (24.4)
20+ years 51 (23.9)

Full or part time Full time 111 (52.1)
Part time 98 (46)
Not currently working 4 (1.9)

RACGP: The Royal Australian College of General Practitioners;
ACRRM: The Australian College of Rural and Remote Medicine;
VR GP: Vocationally recognised GP; Non-VR GP: Non-Vocationally
recognised GP.
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specified emotional dysregulation. The most frequently
volunteered common comorbidities were anxiety and
depression (61% and 45%, respectively), autism spectrum
disorder (ASD) (43%), substance misuse (18%) and oppo-
sitional defiant disorder (14%).

Almost all respondents (97%) considered it appropriate
for a GP to take a medical history and perform a physical
examination (Figure 1). Most also felt that GPs could
arrange hearing and vision assessments (83%), review
academic progress (77%), arrange rating scales (63%); 89%
would find a diagnostic/screening tool helpful.

Not all would refer every person with suspected ADHD to
a specialist, however, 74% would refer at least 75% of
children and adolescents, but only 51% would refer more
than 75% of adults. Children and adolescents were pre-
dominantly referred to private paediatricians and adults
to private psychiatrists. Some respondents (23%) reported
no option of public sector referral for adults; for children
and adolescents this was 6%. Lack of clear management
guidelines and referral pathways were noted by 68% and
60%, respectively.

Most GPs expected specialists to diagnose ADHD (92%),
start medication (79%) and provide an explanation
(67%). Most GPs (93%) felt confident in referring patients
for psychology, counselling or behavioural therapy.

When invited, 101 respondents (47%) provided free-text
comments regarding their local referral pathways for
ADHD (Table 2). These overwhelmingly reported diffi-
culties, including lack of availability of specialist services
(81), lengthy waiting periods (38), difficulty accessing
mental health services (30) and lack of referral options for
adults (20). Fourteen found referrals time- and effort-
intensive and 29 noted that public services were either
unavailable or difficult to access.

Most of respondents felt that medication was appropriate
1st-line (53%) or 2nd-line (35%) therapy for ADHD; only

5% thought that medications should be reserved for se-
vere ADHD, although 32% were concerned about medi-
cation abuse.

Most respondents (77%) were amenable to a greater role
in the management of ADHD. Most (52%) were com-
fortable monitoring medication adherence and evaluat-
ing side effects. Two-thirds (63%) were willing to liaise
with educational providers or employers. Half were
confident in making adjustments to medications to im-
prove efficacy (50%) or reduce side effects (51%).

Barriers to independent GP treatmentwere lack of time for
assessment (68%) lack of diagnostic or screening tools
(64%) and a lack of knowledge and experience (70%).
Interestingly, 30% did not consider that specialist in-
volvement was always necessary.

When the GPs’ views on medication for ADHD and the
number of individuals they had identified with ADHD
were analysed in relation to their years of experience,
there were no consistent patterns. Similarly, for most of
the group there was no significant relationship between
training received and the identification of ADHD
(Figure 2). However, there was a small group of 10 GPs
among those who had identified >10 people with ADHD
in the past year, who had either organised their own self-
directed learning (8), had come across a lot of patients
with ADHD (2) or had lived experienced of ADHD in their
own family (3).

Discussion
Despite inconsistencies in training more than 90% of
respondents recognised possible ADHD among their pa-
tients. Most could volunteer the two predominant
symptom categories and name at least one common co-
morbidity. Almost all were happy to evaluate the pre-
senting history and most were amenable to monitoring
and supporting their patients with ADHD. Most referred

Figure 1. Assessments and investigations felt appropriate for General Practitioners to perform and/or arrange for
children, adolescents and adults with suspected ADHD.
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to private specialists. However, their free comments ex-
pressed frustration with the inadequacy of referral path-
ways, particularly in the public sector and for adults.

A narrative review published in 2016 found widespread
scepticism among GPs about the validity of ADHD as
a diagnosis.11 By contrast 97% of our respondents con-
sidered ADHD to be a genuine condition.

Our study contrasts with the 2002 survey of Queensland
GPs7 perhaps suggesting a reduction in the perception of
overdiagnosis of ADHDamongAustralianGPs (23%vs 55%).

Our finding of a willingness among GPs to become more
involved in ADHD management contrasts with previous
studies.9,11,12 There were a few GPs who had successfully
addressed their lack of formal training in ADHD.

With further training and the aid of clearer guidelines
and/or a diagnostic tool, our respondents felt well-placed
to gather information, refer for counselling or behavioural

therapy, manage disordered sleep, and monitor medica-
tion adherence and side effects.

Formal shared-care arrangements have been established
in the United Kingdom, where GPs can monitor and
prescribe medication for ADHD, after initiation and ti-
tration by a specialist.15 Such models might be applicable
in Australia. The majority of respondents expected spe-
cialists to commencemedication for patients with ADHD.
This would be particularly important for individuals with
complex comorbidities or with other conditions that
could mimic ADHD, such as developmental trauma, de-
pression, untreated bipolar spectrum disorder, severe
personality disorder, substance use disorder and emerging
psychosis.

The finding of frustration with the referral pathways
among GPs is reflected in contemporaneous feedback
from the ADHD community,7 indicating that this is an
Australian problem that needs to be addressed.

Table 2. Sample of free-text comments provided by respondents regarding referral pathways for individuals with
suspected or diagnosed ADHD

‘It is nearly impossible to get a timely appointment for a patient with possible ADHD’.
‘Very hard and tedious process’.
‘Difficult, almost impossible. … Time consuming for all’.
‘All their books are closed or their waiting list is impossibly long. Absolutely frustrating’
‘There is frequently a rejection of any referral of adults…’

‘Currently very difficult to find any psychiatrists taken new patients for diagnosis of ADHD in adolescents or adults’.
‘So few public options available’.

Figure 2. Number of children, adolescents and adults identified or diagnosed with ADHD in relation to the General
Practitioners’ training in ADHD.
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A strength of this study includes the number of survey
responses from almost all states and territories in Australia.
A limitation of this study includes the likely selection bias
towards respondents already interested in ADHD. Even
though our results may not reflect the full range of GPs’
opinions, they do indicate that there are GPs who are
interested in ADHD and are concerned about the lack of
provision of care. GPs are well-placed to participate more
substantially in the care of these patients, given the
traditional GP model of longitudinal, holistic, family-
based care. GPmanagement could be particularly suited
to those individuals with less complex ADHD, which
might include less severely affected relatives of in-
dividuals already diagnosed.

The role of the GP in the identification, diagnosis and
treatment of individuals with ADHD, including the
prescription of stimulants, needs to be further in-
vestigated with pilot studies of new models of care.5

Participating GPs would need to be supported with
specific education, skill-based training and specialist
support and informed by evidence-based guidelines.6

Ongoing collaboration between GPs, paediatricians
and psychiatrists is suggested, including the RACGP
Specific Interest Group in ADHD, ASD and Neuro-
diversity and the Australian ADHD Professionals Asso-
ciation, with the aim to co-design and develop
educational resources and models of care. GPs would
need to have access to specialists for managing ADHD
associated with complex comorbidities, or situations
when the diagnosis is unclear, together with training to
recognise when referral is needed.

Conclusion
GPs who responded to the survey were aware of the
existence of ADHD among their patients and were
willing to play a more significant role in their man-
agement. In the longer term, upskilling and accrediting
GPs for the identification, diagnosis and treatment of
ADHD could supplement the existing referral pathways
and relieve some of the frustration with treatment
access.
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