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Introduction

Attention-deficit hyperactivity disorder (ADHD)
is an increasingly common diagnosis in child and
adolescent mental health.The prevalence of ADHD
has risen most sharply in the USA but in England
the current prevalence is now estimated at

between 1.4% and 6% (Meltzer et al., 2000). One
of the most commonly used diagnostic criteria in
the identification of ADHD are those of the
Diagnostic and Statistical Manual of mental disorder
IV (DSM IV) (American Psychiatric Association,
1994), where six or more behaviours/symptoms of
inattention, hyperactivity and impulsivity must
have persisted for at least six months and be
judged to be maladaptive in order for a child to 
be diagnosed with the disorder. There is a range 
of treatments for ADHD from psychological and
behavioural therapies (such as behavioural or
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Attention-deficit hyperactivity disorder (ADHD) is a growing diagnosis in child mental
health in the UK and is increasingly being treated with methylphenidate (Ritalin,
Equasym, Concerta). There are, however, clinical and public controversies over the
diagnosis and ‘labelling’ of ADHD as a disorder, the use of drug treatments, and a rela-
tive paucity of guidance on the initial diagnosis and referral of the disorder. General
practitioners (GPs) are involved in the assessment, diagnosis and treatment of children
with ADHD and in liasing with the other parties involved, such as parents, teachers and
specialists. Therefore their understanding of ADHD and its treatment is important. This
study explores Wandsworth (South West London) GPs’ understanding of ADHD as a
disorder and their views of its management in order to provide more precise detail
about the issues concerning the management of ADHD in primary care by GPs.

Qualitative information was collected by semi-structured interviews (with 13 GPs)
and quantitative information by means of questionnaires (93 completed by GPs) in
Wandsworth.

Whilst GPs had differing views of the aetiology of ADHD, there was a consensus view
about the division of responsibility in the treatment of those diagnosed with ADHD. GPs
felt uncomfortable initiating the prescribing of methylphenidate and stressed the impor-
tance of ongoing specialist involvement in the management of ADHD. There was also a
feeling of inadequacy in terms of the training that GPs had received.

It is suggested that guidance on the initial diagnosis of ADHD is drafted for GPs and
that shared care protocols are agreed between primary care and secondary care so
that the ongoing division of labour in the management of ADHD is made explicit,
ensuring continuity of care.
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family therapy) to licensed stimulant medications,
the most common of which is methylphenidate
(Ritalin) (Williams et al., 1999). However, the valid-
ity of ADHD as a diagnostic category and the
appropriateness of its treatment with stimulants 
is viewed as controversial by some (Jensen, 2000;
DeGrandpre, 2000; Wolraich, 1999).

Traditionally in the UK, the treatment of ADHD
has been managed predominantly in secondary
care. However, this responsibility has recently
shifted towards community and primary care
(Thapar and Thapar, 2003) and GPs are now import-
ant ‘gate-keepers’ to treatment for those who
might suffer from the disorder. Whilst in other
countries there is guidance for primary care pro-
fessionals on the diagnosis and management of
ADHD (Homer et al., 2000; Perrin et al., 2001),
in the UK the published guidance does not fully
elaborate the role of GPs (National Institute for
Clinical Excellence, 2000; Scottish Intercollegiate
Guidelines Network, 2000; South West London &
St George’s Mental Health NHS Trust, 2002), and
published protocols on initial investigations of the
disorder are aimed at secondary care. Given that
Bramble (2003) reports that between 1995 and 2000
there was a 10-fold increase in the rate of prescrib-
ing of methylphenidate in community situations,
clarity over management and treatment of ADHD
by GPs is essential.

When it comes to research into the management
of ADHD there is a relative paucity of studies of
primary care in comparison to those concerning
secondary care (e.g., Kwasman et al., 1995; Sayal
and Taylor, 1997; Lobar et al., 1999) or even con-
cerning its identification in education (e.g., Brook
et al., 2000; Sciutto et al., 2000). What little primary
care focused research there is comes mainly from
outside the UK, which limits its applicability to the
UK context, and has tended to centre, directly or
indirectly, on stimulant prescribing rather than on
wider primary care management (Wolraich et al.,
1990; Eppright et al., 1998; Jensen et al., 1999;
Angold et al., 2000; Shaw et al., 2002).The only UK
survey of GPs was conducted by Ball (2000) in
Wales, which presented a consensus of opinion
amongst respondents regarding drug treatments
for ADHD. Here a majority of respondents reported
that these should be initiated by a specialist who
would continue to provide clinical monitoring, but
many felt that GPs could provide ongoing pre-
scribing and physical monitoring. The study also

highlighted GPs perceived lack of training in this
area, an element that is mirrored by Shaw and col-
leagues findings (Shaw et al., 2002; 2003) amongst
Australian GPs. Previous studies also tend towards
quantitative methods when researching ADHD in
primary care either through surveys of profession-
als or by assessing patients with diagnostic tools
and comparing this to the diagnosis they received
from their family practitioner, or a combination of
both. As a consequence of these methodologies
the specific details of the primary care manage-
ment of ADHD have not been tackled and may
more easily be explored by qualitative methods.
Klasen (2000) and Klasen and Goodman (2000)
both report qualitative methodology in research
on ADHD and primary care conducted in the UK.
In these studies the focus was on highlighting the
differences in the conceptualizations of the disorder
between GPs and parents, the dynamics between
the two parties and the motivations for a diagnosis
of ADHD in each party rather than exploring the
wider issues in management. In this respect, the
intricacies of GPs understandings of ADHD and
how these relate to treatment and management
have yet to be fully explored.

This paper reports on research that elaborates
on the issues that UK GPs face in the management
of ADHD in primary care. It is crucial to have
more evidence in this area in a British context, as
there are significant differences between inter-
national health care systems. This study was based
in Wandsworth, South West London and aimed to
explore local GPs’ conceptions of ADHD and its
treatment and management in primary care. To
reflect the aims of the research, the study utilizes
both quantitative and qualitative methods to pro-
vide a broader view of the issues in primary care. It
has not sought to engage in the debate concerning
over- or under-diagnosis of ADHD, or over- or
under-use of methylphenidate. Instead it aims to
make useful recommendations on improving the
ability of primary care to deal with ADHD in an
effective and confident manner.

Method

The research comprised two parts: a) a question-
naire survey sent to all GPs in Wandsworth
Primary Care Trust and b) interviews with GPs
working in the Battersea locality of Wandsworth.
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Ethical approval was obtained from Wandsworth
Local Research Ethics Committee.

Questionnaire survey
A questionnaire was designed to elicit

Wandsworth GPs’ perceptions and understand-
ings of ADHD. This was piloted before being sent
out to the full sample. The questionnaire covered
the following areas:

a) demographic characteristics of the practitioner
respondent;

b) influences on the development of ADHD;
c) symptoms and diagnosis;
d) specialist referrals;
e) shared care;
f) attitudes towards ADHD.

The sample frame was a list of 179 GPs obtained
from the locality offices of Wandsworth Primary
Care Trust. Questionnaires were sent out in two
waves over a two-month period to maximize the
response. A letter signed by the lead researcher
(who is a local GP) was included with the ques-
tionnaire and questionnaires were returned in
reply-paid envelopes to the lead researcher at the
Battersea Research Group offices. The data was
analysed using the statistics package SPSS
(Statistical Package for the Social Sciences, V.10).

Fifty-three per cent (98) of the questionnaires
were returned, five of which were excluded from
the analysis (three were returned blank and two of
the addressees had moved away) leaving a sample
size of 93. Rather more (60%) of the respondents
were female than male reflecting the sample frame.

Interviews
An interview topic guide was created by the

researchers on the basis of key issues identified
from the literature to explore the concerns of local
GPs. It covered the following areas:

a) GPs’ presonal beliefs about ADHD (including
its causal factors);

b) their confidence in recognizing and making a
formal diagnosis of the disorder;

c) their referral procedures;
d) previous training in the area;
e) their clinical experience of managing patients

with ADHD;

f) their knowledge of, and attitudes towards, the
various treatments of ADHD;

g) their specific feelings regarding the prescribing
of methylphenidate.

A convenience sampling method was used to
recruit GPs into this part of the study and 13 GPs
from within the Battersea locality were inter-
viewed. Seven were male and five were female and
the average age was 41.3 years (S.D., 9.3). Each
interview lasted approximately half an hour and
two researchers conducted the 13 interviews
between them. The recordings of the interviews
were transcribed and these transcripts were
analysed using the computer package NVivo (QSR
International). Qualitative summaries of issues
raised by the GPs in each section of the interview
schedule are presented.

Results

Questionnaire survey
The questionnaire items were analysed to look

at high consensus items to highlight the level of
agreement between GPs on each topic.

Influences on the development of ADHD
The respondents’ understandings of the influ-

ences on the development of ADHD were mixed
(see Figure 1). The factors believed to influence
ADHD the most were genetic, chemical imbal-
ance and quality of parenting. Those least likely to
influence ADHD were reported as social class,
peer group and ethnicity.

Symptoms of ADHD
It is possible to see from Figure 2 that most GPs

included the three diagnostic criteria from the
DSM (impulsivity, inattention and hyperactivity)
when listing symptoms of ADHD. However, over
75% of GPs thought ‘educational underachieve-
ment’, ‘antisocial behaviour’ and ‘sleep problems’
were also symptoms of the disorder despite their
non-inclusion in standard DSM diagnostic criteria.
Only three GPs restricted themselves to just three
symptoms/behaviours.

Referral for treatment
Sixty-nine per cent of respondents indicated that
they would refer a patient with ADHD to a child
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psychiatrist, followed by 28% who would refer to a
paediatrician, 15% to an educational psychologist,
10% to a clinical psychologist, 2% to a psy-
chotherapist and 1% to a counsellor or to another
specialist. Seventeen per cent of respondents indi-
cated more than one specialist to whom they
would refer.

Types of treatment
Overall, almost 90% of respondents indicated

more than one treatment that they thought was
effective and the number of those who indicated
each treatment can be seen in Figure 3. Methyl-
phenidate was the most common treatment (92%),
followed by family therapy and behavioural ther-
apy. Twelve respondents did not think that
methylphenidate was the most effective treatment
for ADHD and one of these suggested another
pharmacological treatment in its place.

Aspects of shared care
In relation to the management between the GP

and specialist of the treatment of the patient, the
shape of shared care in the eyes of GPs seemed
consistent (see Table 1). They preferred to let the
specialist have primary responsibility for the
investigation and diagnosis of the disorder and
also for the initial prescribing of methylphenidate.
The majority of GPs were happy to take responsi-
bility for repeat prescribing. However, the majority
of GPs felt that the specialist should have primary
responsibility for the ongoing monitoring of patients
although almost 35% thought that the GP, or the
GP in combination with the specialist, could fulfil
this role.
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Figure 1 Influences on the development of ADHD.
Percentage of respondents who thought the following list
of factors influenced the development of ADHD. The per-
centages for the two extreme response categories (‘influ-
ential’ and ‘very influential, ‘no influence’ and ‘little
influence’) have been collapsed and the middle response
(‘somewhat influential’) is omitted. n � 93.
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Figure 2 Symptoms of ADHD. Percentage of respond-
ents who thought the indications given in the figure were
symptomatic of ADHD. n � 93. *: DSM IV diagnostic criteria.
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Figure 3 Treatments for ADHD. Percentage of respond-
ents who thought the indications given in the figure were
effective treatments for ADHD. n � 93.
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Attitudes towards ADHD
GPs attitudes to ADHD are summarized in

Figure 4. GPs cited strongest agreement with the
statement that the disorder could lead to the patient
being stigmatized and strongest disagreement with
the statement that ADHD is uncontroversial. On
the whole, GPs thought that the media had a sig-
nificant effect on the public’s conception of the dis-
order, that a diagnosis of the disorder could lead to
the patient being stigmatized and that the disorder
was not solely one of childhood. There was more
variation in attitudes over how well defined a dis-
order ADHD is and its treatment with drugs.

Interviews
GPs’ understanding and conceptions of ADHD

The interviews confirmed questionnaire findings
to the extent that GPs offered different definitions
of ADHD but most of these included the three 
criteria of inattention, hyperactivity and impulsive-
ness of the DSM IV diagnosis (American
Psychiatric Association, 1994). However, GPs’ con-
fidence in their conceptions varied.

A child’s behaviour was defined as problematic to
the extent that it affected others.GPs tended to focus
on inattention and poor concentration, especially
when in school. This aspect was especially salient in
the regular comment that children could not ‘sit still’:

Well for me its (ADHD) when you have a
child who is extremely inattentive, does not
comply with instructions and is very disruptive,
and when amongst his peers tends to distract
everybody. He doesn’t sit down normally, he
has to be doing something or wanting to be
doing something whilst the others are concen-
trating. If the mother brings the child with
that particular problem then ADHD comes
into my mind.

(GP 3)

Basically it is a case which I have seen some-
times in the past where behaviour seems to
be the biggest problem … behaviour in any
organisation, behaviour at home, at school,
or in any nurseries. People find it difficult to

Table 1 Aspects of shared care. Individual with primary responsibility for the management of various aspects of
ADHD. Percentage of respondents (majority response in bold). n � 93.

Specialist Specialist GP and 
Specialist GP Other and GP and other other All

Initial investigations 75 19 0 4 0 0 0
Formal diagnosis 96 1 1 0 1 0 0
Initial prescribing 97 0 0 0 0 0 0
Repeat prescribing 21 73 0 3 0 0 0
Patient monitoring 60 14 0 20 0 1 1
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1. Patients can be stigmatized and disadvantaged by the
diagnosis of ADHD;

2. ADHD is an uncontroversial disorder;
3. One should avoid treating ADHD with drugs;
4. Parents have a vested interest in having their children

being diagnosed with ADHD (e.g., it shifts blame);
5. The media has little effect on people’s conception of

ADHD;
6. ADHD is a well-defined psychiatric disorder;
7. Successful drug treatment proves that ADHD is a bio-

logical disorder;
8. It is hard to know which type of behaviour is age appro-

priate and which is due to ADHD;
9. ADHD only exists in children.

Figure 4 Attitudes towards ADHD. Percentage respond-
ing to each attitude item. n � 93. 
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either communicate with these kids or to lis-
ten to them and what they’re asking for.

(GP 12)

As far as causes of ADHD were concerned, all
GPs were either unsure or stated that the true
cause was still unknown:

The cause is not known, I don’t think it’s
known. I think it’s the action of a genetic
switch or mutant somewhere, but I don’t
think I know the cause.

(GP 5)

However, most offered some sort of explanation
of causes. Causation was seen by GPs as being
multi-factorial with both biological and social
components. However, a statement about the multi-
factorial nature of causation was usually accom-
panied by statements about the GP’s own beliefs
on key influences:

I’m really split between the biochemical thing
and Ritalin and parenting. I think it’s prob-
ably going to be a combination of both, like
depression is a combination of biochemical
problems usually secondary to life events,
isn’t it? But I think there’s an environmental
thing as well. Saying its purely genetic is a bit
of a cop out; your don’t have to point fingers
at anybody, it makes life a lot easier.

(GP 9)

GPs also highlighted their awareness of controversy:

I think that there is a lot of argument over
this but I think that it is behavioural, parenting
causing a lot of it, but I don’t know whether
that’s necessarily what’s diagnosed as
ADHD… there’s a lot of controversy at the
moment.

(GP 7)

All GPs were uncertain about the precise rate of
diagnosis in this country. Over half of GPs thought
that the disorder was under-diagnosed whereas the
others either did not know, thought it was over-
diagnosed or that the level was dependent on the
precise circumstances being discussed. The GPs
cited varying reasons for their answers.The divided
opinions surrounding the disorder, as well as the
difficulty in its diagnosis, were cited by GPs who did
not know the level of diagnosis for ADHD as well
as those who thought it was both over- and under-
diagnosed. Those who thought that ADHD was

under-diagnosed justified this through comparison
with the prevalence of the disorder with the USA:

I would say at this time as a condition it’s
probably under-diagnosed. Because I mean
I’m thinking about the amount I see in a list
of 2000, I’ve got one child. I mean compared
to America, where it’s much higher … It
depends where you compare it to … Depends
whether you’re comparing it generally, or
comparing it to America.

(GP 10)

In their justifications, those who thought it was
under-diagnosed also cited the fact that the dis-
order was relatively newly defined and that GPs
did not have adequate training in its recognition:

Basically it’s a new diagnosis. It’s been iden-
tified for some time but it’s quite fashionable
now, along with dyslexia and the rest.

(GP 4)

It’s like a lot of illnesses, certainly when I was
at medical school, which was a long time ago
now, ADHD was not actually even heard of.

(GP 2)

Those GPs who said they did not know the exact
prevalence, or that the prevalence was variable,
justified this assumption by emphasizing that it
was hard to gauge the level of diagnosis:

I don’t know what the rates of diagnosis are.
And I’m sure that there are those who have
it that don’t reach the health authorities and
because of social construct, there are chil-
dren in one context who may be diagnosed
with it and in another aren’t

(GP 11)

Management and experience of ADHD
GPs were asked about their confidence in diag-

nosing ADHD and over half lacked confidence 
in recognizing the condition. Most GPs stressed
the importance of specialist involvement in the
diagnosis:

I think it’s a specialist decision and if I sus-
pected, I would want a specialist to confirm
it. I would want a specialist to say nine out of
ten it’s ADHD or three out of ten it’s not
ADHD. I do not think it’s my decision.

(GP 12)
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Most GPs would refer to the child psychiatric/
mental health unit and only one GP was unclear
about whom to refer to having never done so. Most
GPs would prefer to refer the child to a specialist,
but if they did want to confirm their suspicions they
knew they had to take a thorough history of the
patient and to have confirmation from the parents
and the child’s school. However, they did not seem
to be completely sure about the specific diagnostic
procedures – one GP mentioned that they would
observe the child in the consultation room and no
GPs mentioned any specific ratings scales. The rea-
sons for GPs’ reticence about making the diagnosis
themselves included the limits of their own training,
the negative consequences of labelling and the con-
tentiousness of the treatment. However, it seemed
that the actual shape of ‘shared care’ that GPs were
offered, differed from that which they would prefer.
In talking about local ‘shared care’ between pri-
mary and specialist services, one GP highlighted
problems in collaboration with secondary care,
which impacted on patient management:

Basically we got a letter from our local con-
sultant … [which said they were] handing
back all uncomplicated cases of ADHD for
us to deal with, even though the drug and
therapeutic guidelines have said, and a cer-
tificate has been issued saying that initially
diagnosis should be by a specialist, and then
for routine monitoring they can be handed
back. But every year the specialist has to col-
laborate with the GP, so the patient is still
monitored under some specialist care. …
There was not collaboration between pri-
mary and secondary care, basically the spe-
cialists were just chucking it all back to us
and we were left to deal with it …

(GP 10)

No GP received any undergraduate training con-
cerning ADHD and this was explained in relation
to the fact that ADHD is a ‘new diagnosis’ and was
not in their curriculum. Some GPs had read up on
the subject and only one had attended any lectures
on child and adolescent mental health.

All GPs have had contact with at least one
patient with ADHD and one was familiar with half
a dozen.The GPs gave examples in which the major-
ity of patients were on Ritalin (methylphenidate)
or had been prescribed it in the past. The majority

of GPs described their involvement in the repeat
prescribing of stimulants:

Well we’ve got some children here. We don’t
actually see them very much, we tend to sort
of continue prescribing, and then they’re fol-
lowed up by the psychiatrist.

(GP 13)

In describing their experience of patients with
ADHD, GPs would often give a vignette in which
social factors concerning the child’s family back-
ground were emphasized:

Right, he’s twelve, he’s from, what’s the word,
a very dysfunctional family, he’s on Ritalin.
He’s not eating very well. He goes to a day
centre, and he’s OK, he’s quite hyperactive
when he comes in. He walks around the
room, starts playing with toys and gets out
stuff from cupboards and drawers …

(GP 10)

I’ve dealt with one patient with ADHD. He’s
eight years old and has all the typical clinical
symptoms, you know, he can’t concentrate
on anything, can’t sit still, lots of problems at
home. The parents are having marital dis-
cord I think … I think that’s what the prob-
lem is.

(GP 8)

All GPs were aware of methylphenidate (Ritalin)
as a treatment for ADHD and were also aware of
other types of treatment including family therapy
and counselling. Most thought that a combined
approach was most appropriate in the treatment
of ADHD and that both methylphenidate and
behavioural techniques were important:

I think the psychiatric diagnosis should always
have behavioural support associated with it.
It’s not just the drug and the doctor, it’s the
whole situation.

(GP 1)

All of them together is best I think. I think
they go hand in hand. Behavioural therapy is
useful and Ritalin stabilizes the child.

(GP 13)
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Again the shape of shared care that came across
was that GPs were unhappy in initiating the pre-
scribing of methylphenidate and they wanted this
done by specialists but that they were happier in
continuing its prescribing:

I would not be happy to initiate it. Once 
the diagnosis has been made by a specialist
though then I would be quite happy to initi-
ate it.

(GP 5)

Their contentment with continuing prescribing
was reliant to a certain extent on specialists in the
follow-up and monitoring of patients:

… you want to see the child every six months
because you want to get their weight and
blood pressure and that sort of thing. But
again you see, that sort of follow-up had
been done by the hospital. The hospital tells
us what to do and we just do it …

(GP 9)

Despite this conception of the division of respon-
sibility between specialist and GP, GPs did have
their own reservations about the prescribing of
methylphenidate:

I suspect Ritalin is prescribed because it is
easier than giving counselling. I don’t know
how effective counselling might be. I’d prefer
some kind of counselling myself because I’m
inherently suspicious about the use of drugs
in children and what it does to their long-
term development.

(GP 6)

Several GPs had explicit reservations about con-
tinuing to prescribe the drug whereas others were
more comfortable with the situation. GPs did not
seem concerned about the costs associated with
the prescribing of methylphenidate but were wor-
ried that patients might not draw the appropriate
monitoring from specialists.

Probably in legal terms the liability lies with
me but I can cope with that … Difficulty 
in liasing with specialists is not a problem 
I have had, but again I only have one case.
Certainly if the specialist was being difficult 
I would say ‘well look I don’t want to keep
doing this if you’re not playing your part’.
But I would hope they wouldn’t do that.

(GP 2)

In terms of the follow-up checks conducted on
children prescribed methylphenidate,GPs appeared
to be guided by the specialist, if they were aware of
checks at all. As far as specific side effects were
concerned, several GPs said there were none or
could not remember what they were. Those side
effects that were mentioned included fears about
dependence, increased aggression and agitation,
and insomnia.

Discussion

Despite a variation in understanding of causes, and
to some extent the symptoms, of ADHD, there
seems to be a consensus amongst GPs in the sample
about the management of ADHD in primary care.
Both the interviews and questionnaire survey paint
a picture of shared care in which specialists take pri-
mary responsibility for the diagnosis of the disorder
and also take responsibility for the initial prescrib-
ing of methylphenidate in its treatment. GPs were
reasonably comfortable in repeat prescribing of
methylphenidate but it seemed that they did not
have the necessary experience or knowledge to be
able to manage the monitoring of children on stimu-
lant treatment. GPs felt ongoing monitoring was a
responsibility of the specialist involved and this also
came out in the questionnaire analysis.

It is interesting that GPs were willing to consider
both biological and social influences on the devel-
opment of ADHD but that the treatment of the dis-
order seemed to be mainly psychopharmacological.
This might be a reflection of the lack of availability
in general practice of other treatments or perhaps a
reflection of the guidance that is published on the
treatment of the disorder. It may be that GPs felt
unable to question the treatment given to patients
due to their lack of knowledge of the subject, which
itself was something they often commented on. A
more pressing corollary of GPs’ limited knowledge
was the fact that they were unclear about the side
effects of methylphenidate and the ongoing moni-
toring required. If the assumption on their behalf 
is that this would be dealt with by the specialist
involved, it could be the case that important signs
are missed if there is inadequate communication
with the specialist. This would be especially true if
specialists assumed a higher level of monitoring of
cases by GPs.
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The interviews brought up interesting findings
that merit further exploration, such as the relation-
ship between GPs understanding of ADHD and
how this impacts on actual treatment. Sayal et al.
(2002) from their study suggest that parents have
more influence on a child’s access to care than GPs
so this issue might be inconsequential. However,
given the possibility of disempowerment of parents
by a lack of a diagnosis (Klasen, 2000), GPs’ concep-
tualization of ADHD should still be given attention.
It would also be worthwhile expanding the study to
include the specialists with responsibilities for chil-
dren in Wandsworth to see whether their concep-
tions of shared care conflict with those of GPs.

Limitations of the study
This study was an exploratory investigation and

did not look at the actual provision of care for
those with ADHD by Wandsworth GPs.This would
be worthwhile, as would expanding the study to
include the specialists with responsibilities for
children in Wandsworth to see whether their con-
ceptions of shared care conflict with those of GPs.
The results from this study should therefore be
generalized with caution. Some results in particular
are likely to be specific to the Wandsworth area.
For instance, the particular specialist to whom GPs
refer is likely to be dependent on local service pro-
vision more than anything else. However, the
shape of shared care preferred by the GPs, and the
wider lessons for GP training, are probably trans-
ferable to most services in the UK.

Recommendations
Given the variety of conceptions of ADHD

found, and the controversy that still exists in the
literature, we suggest that evidence-based guidance
on the initial diagnosis and referral of ADHD for
GPs would be helpful.This could include protocols
for structured communication between primary
and secondary care. However, guidelines on their
own may not be enough. In the interview element
of the study we found that GPs could be more
fully aware of the possible side effects from
methylphenidate. This type of lack of information
would probably be best tackled through training,
something which previous research has also sug-
gested (Ball, 2000; Shaw et al., 2002). Perhaps there
is also a need for training for GPs on how to deal

with ‘incompletely medicalized’ (Klasen, 2000)
disorders, such as ADHD.
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