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Disclaimer

The recommendations in this guideline represent the view of NICE, arrived at after careful
consideration of the evidence available. When exercising their judgement, professionals are
expected to take this guideline fully into account, alongside the individual needs, preferences
and values of their patients or service users. The recommendations in this guideline are not
mandatory and the guideline does not override the responsibility of healthcare professionals
to make decisions appropriate to the circumstances of the individual patient, in consultation
with the patient and, where appropriate, their carer or guardian.

Local commissioners and providers have a responsibility to enable the guideline to be
applied when individual health professionals and their patients or service users wish to use it.
They should do so in the context of local and national priorities for funding and developing
services, and in light of their duties to have due regard to the need to eliminate unlawful
discrimination, to advance equality of opportunity and to reduce health inequalities. Nothing
in this guideline should be interpreted in a way that would be inconsistent with compliance
with those duties.

NICE guidelines cover health and care in England. Decisions on how they apply in other UK
countries are made by ministers in the Welsh Government, Scottish Government, and
Northern Ireland Executive. All NICE guidance is subject to regular review and may be
updated or withdrawn.

Copyright
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Non-pharmacological efficacy

Introduction

In the broadest sense, treatment of ADHD falls into two major categories, approaches that
involve medication (i.e., ‘pharmacological’) and approaches that do not (i.e., ‘non-
pharmacological intervention’). At this simple level, non-pharmacological intervention is an
umbrella term defined by exclusion (i.e., anything other than medication) however this
dichotomy obscures that intervention packages may and are likely to contain both
pharmacological and non-pharmacological approaches.

Within the broad category of non-pharmacological intervention lies a wide range of diverse
strategies that vary considerably on key parameters, such as the theories underpinning
treatment content, the targets for change, the methods of delivery, and the time involved. In
the research literature, the term non-pharmacological approach can be used interchangeably
with other descriptors, such as ‘psychosocial treatments,’ ‘talking therapies’ or ‘cognitive
training’, even though these represent only a subset of interventions within the wider concept
of non-pharmacological methods of behaviour change. Even within a single subset of a non-
pharmacological approach, such as ‘psychoeducation’, there is no unifying definition of the
intervention, its core features, or most active elements.

The diversity can appear attractive to individuals and families who feel hesitant to pursue
medical management of ADHD and non- pharmacological treatments can be seen as risk
free. This may not be the case and the diversity of treatments and approaches creates
considerable challenges when examining the evidence base and drawing any meaningful
conclusions.

The potential adverse events and harm associated with pharmacological treatment for ADHD
are often discussed. However the adverse impacts of non-pharmacological treatment are
much less frequently considered and very rarely recorded in trials. The intervention review on
non-pharmacological treatments listed adverse events as an outcome. With the
acknowledgment that this is a rarely reported outcome the committee also evaluated this
topic with a qualitative review to explore what people with ADHD or people close to them
reported as the adverse impacts of non-pharmacological treatment.

The aim of these reviews are to identify the most clinically and cost-effective non-
pharmacological treatments for children and young people and adults with ADHD (review
1.1), as well as exploring the perceptions about these treatments (review 1.2). This review
should be read alongsideevidence report F on combination treatment for evidence on when
to decide which treatment approach to take.

Review question: What is the most clinically and cost-
effective non-pharmacological treatment, and combination
of treatments, for people with ADHD?

PICO table

For full details see the review protocol in appendix A.

Table 1: PICO characteristics of review question
Population Children, young people and adults with ADHD
Interventions e Cognitive behavioural therapy (CBT)/dialectical behaviour therapy (DBT)
e Coaching, mentoring and other counselling approaches

© National Institute for Health and Care Excellence, 2017
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o Attention/memory/cognitive training

¢ Neurofeedback

e Parent/family/carer training

e Psychoeducation

o Relaxation techniques

e Organisational skills/school or workplace targeted interventions
e |nterventions to improve sleep

e Exercise

o Play based therapies (for children)

o Ecotherapies/outdoor activities

o Non-specific supportive therapy

e Combinations of the above

Any of the above compared to each other, usual care or sham
Critical:

Quality of life

ADHD symptoms

Important:

Discontinuation due to intervention
Serious adverse events
Behavioural/functional measures
Emotional dysregulation
Academic performance

RCTs

1.1.2 Methods and process

This evidence review was developed using the methods and process described in
Developing NICE guidelines: the manual.*** Methods specific to this review question are
described in the review protocol in appendix A.

Declarations of interest were recorded according to NICE’s 2014 conflicts of interest policy.

Studies in which either arm was randomised to use pharmacological interventions were
excluded from this review and considered elsewhere in the combination review. Studies were
included in this review regardless of whether or not concurrent medication was permitted
during the trial period, as long as the permission was granted or denied to both arms. Studies
in which >80% of the participants in either arm were using medication were considered to
represent a combination of medication and non-pharmacological treatments and included in
the combination review.

Evidence was separated into short term (under 3 months) and longer term (greater than 3
months. Evidence was also separated into whether the outcomes were assessed at the end
of treatment (post-treatment/PT) or at the end of a follow-up period beyond the treatment
(follow-up/FU).

© National Institute for Health and Care Excellence, 2017
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1 1.1.3 A network meta-analysis was considered for this question but deemed
2 inappropriate due to concerns over differences in trial populations, exact
3 trial interventions and insufficient data available for the relevant
4 outcomes (see the methodology chapter for further details).Clinical
5 evidence
6 1.1.3.1 Included studies
7 Sixty_three RCTS were inCIUded in the reVieW'l 4,5 ,10 ,24 ,48 ,55,90 ,99 ,114 ,116 ,136 ,145-147 ,151 ,153 ,156 ,159
8 ,164,180,184 ,195 ,205 ,222 ,226 ,231 ,235,246 ,250 ,261 ,278-280 ,?,:01 ,308 ,311 ,324 ,335 ,337 ,351 ,359,360 ,362 ,364 ,367 ,370 ,395 ,412
9 A13 423 427 437-440 451 457 463 466 470 474 484 thase gre summarised in Table 2 below. Evidence
10 from these studies is summarised in the clinical evidence summary tables below (Table 3,
11 Table 4, Table 5, Table 6, Table 7, Table 8, Table 9, Table 10, Table 11, Table 12, Table 13,
12 Table 14, Table 15, Table 16, Table 17, Table 18, Table 19, Table 20, Table 21, Table 22,
13 Table 23, Table 24, Table 25, Table 26, Table 27, Table 28, Table 29).
14 See also the study selection flow chart in appendix C, study evidence tables in appendix D,
15 forest plots in appendix E and GRADE tables in appendix F.
16 There were 10 RCTs in adults, 49 RCTs in the over 5 to 18 years and 4 RCTs in the under 5
17 years category.
18 The majority of studies (n=44) compared a non-pharmacological intervention to usual care, 6
19 studies compared an intervention to a non-specific supportive therapy, 2 study compared an
20 intervention to a sham, 6 studies compared two interventions to each other and 7 studies
21 compared a combination of interventions with usual care or a single intervention.
22 A number of the above studies included more than two arms and therefore contributed to
23 more than one comparison.

24 1.1.3.2 Excluded studies

25 See the excluded studies list in appendix I.

26 1.1.3.3 Summary of clinical studies included in the evidence review

27 Table 2: Summary of studies included in the evidence review
Intervention and
Study comparison Population Outcomes Comments
Abikoff, Organisation/school-  Children (8-11 Academic 35% of participants
2013 * based (n=125), 10- years old) outcomes used medication
12 weeks, 1:1 (M=9.06, throughout the trial
versus SD=0.84) Reported at end of
Waitlist/Usual care intervention and
(n=33), 10-12 weeks USA 40-64 weeks
follow-up
Severity of ADHD
not stated
Abikoff, Parent/family Children (Range ADHD symptoms — Neither group were
2015 ° training ADHD =3-4.11 years total, ADHD permitted to use
(n=130), 8 weeks, old) symptoms — ADHD medication
1:1 USA inattention, ADHD  during the trial
Versus symptoms —
Waitlist/Usual care  Severity of ADHD hyperactivity
(n=34), 8 weeks not stated

Reported at end of
intervention and

© National Institute for Health and Care Excellence, 2017
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Study

Ahmed, *°

Anon, 1999
! Jensen
2007%%°
(MTA
study)

Au, 2014 %

Bink, 2016
48

Intervention and
comparison

Exercise (n=42), 10
weeks, group
intervention

Versus

Waitlist/Usual care
(n=42), 10 weeks

Parent/family
training
&organisation/school
-based (n=144), 60
weeks, 1:1 and
group contact
Versus

Waitlist/usual care
(n=146), 60 weeks

Parent/family
training (n=8), 9
weeks, Group
intervention
Versus

Waitlist/usual care
(n=9), 9 weeks

Neurofeedback
(n=59), 25 weeks,
1:1

Versus
Waitlist/usual care
(n=31), 25 weeks

Population

Children (11-16
years old) (Range
=11-16 years
old)

Saudi Arabia

Severity of ADHD
not stated

Children (7 and
9.9 years old)
(M=8.4, SD=0.8)

USA

Severity of ADHD
not stated

Children (5 - 10
years old)
(M=7.4, SD=1.9)

China

Majority
moderate
symptoms of
ADHD

Children (12 — 24
years old)
(M=15.95,
SD=3.33)

Netherlands

Severity of ADHD
is mixed

Outcomes
next year follow-up

ADHD symptoms —
inattention,
Function/behaviour
and Academic
outcome

Reported at end of
intervention

ADHD symptoms —
inattention, ADHD
symptoms —
hyperactivity,
Function/behaviour
, Academic —
numeracy,
Academic —
literacy, Emotional
dysregulation

Reported at end of
intervention and 3
year follow-up

Function/behaviour

Reported at end of
intervention (and 3
month follow-up for
the intervention

group only)

Quiality of life,
ADHD symptoms —
total, inattention,
hyperactivity, CGI-
l,
Function/behaviour
, Discontinuation
due to adverse
events, Serious
adverse events,
Academic
outcomes and
Emotional
dysregulation

Reported at end of
intervention and 1

© National Institute for Health and Care Excellence, 2017
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Comments

Medication status
of each group was
unclear

At 14 months -
66% of usual care
arm received
medication during
first year of the trial
and 26% of
intervention arm
crossed over to
medication. By 3
years 62% of the
usual care arm and
45% of the
intervention arm
were using
medication.

Neither group were
using ADHD
medication during
the trial

Both groups
received
medication
treatment ‘as usual’
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Study

Bor, 2002
55

Chacko,
2009 ¥

Christianse
n, 2014 %

Cowley,
2016 4

Daley,
2013 M¢

Egeland,
2013 ¥

Intervention and
comparison

Parent/family
training (n=55), 15-
17 weeks, 1:1
Versus

Usual care (n=32),
17 weeks

Parent/family
training(n=80), 9
weeks, Group
intervention
Versus

Waitlist/usual care
(n=40), 9 weeks

Neurofeedback
delivered by slow
cortical potential
training, (n=14), 12
weeks, 1:1

Versus

Psychoeducation
based on self-
instruction training
(n=15), 12 weeks,
group sessions
Neurofeedback
(n=25), 8-20 weeks,
11

Versus

Waitlist/usual care
(n=21), 8-20 weeks

Parent/family
training (n=24), 7
weeks, self-help
Versus
Waitlist/usual Care
(n=19), 7 weeks,
self-help

Attention/memory/co

gnitive training
delivered via
computer

Population

Children (0-6
years old),
(M=3.43,SD=0.30
5)

Austria

Severity of ADHD
not stated

Children (5-12
years old)
(M=7.85,
SD=2.16)

USA

Severity of ADHD
not stated

Children (6-13
years old)
(M=8.42,
SD=1.34)

Germany

Severity of ADHD
not stated

Adults (25-65
years old)
(M=36.11,
SD=10.33)

Finland

Severity of ADHD
is mixed

Children (4-11
years old)
(M=7.3, SD=1.6)

United Kingdom

Severity of ADHD
not stated

Children (6-13
years old)
(M=10.4, SD=0.7)

Outcomes
year follow up.

ADHD symptoms —
inattention,
Function/behaviour

Reported at end of
intervention and
67-69 weeks
follow-up

ADHD symptoms —
inattention, ADHD
symptoms —
hyperactivity,
Function/behaviour

Reported at end of
intervention and 22
weeks follow-up

ADHD symptoms —
inattention

Reported at end of
intervention

ADHD symptoms —
inattention,
hyperactivity

Reported at end of
intervention

ADHD symptoms —
total, ADHD
symptoms —
inattention, ADHD
symptoms —
hyperactivity

Reported at end of
intervention

ADHD symptoms —
total, ADHD
symptoms —
inattention, ADHD

© National Institute for Health and Care Excellence, 2017
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Comments

Neither group were
permitted to use
ADHD medication
during the trial

Both groups were
permitted to use
any previously
prescribed ADHD
medication during
the trial and asked
to maintain the
type and dose of
for the duration of
the study. 38%
were using
medication

Medication status
of each group was
unclear

Medication status
of each group was
unclear

Neither group were
permitted to use
ADHD medication
during the trial

Both groups were
permitted to use
any previously
prescribed ADHD
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Study

Evans,

2011
147

Evans,
2014 ¢

Evans,
2016 **

Fabiano,
2010 ™3

Intervention and
comparison
programme (n=38),
5-7 weeks, mixed
contact

Versus

Waitlist/usual care
(n=37), 5-7 weeks

Organisational/scho
ol-based delivered
by counsellors via
Challenging
Horizons
Programme (n=31),
39 weeks, mixed
contact

Versus

Waitlist/usual care
(n=14), 39 weeks

Parent/family
training &
organisation/school-
based training
delivered via
coaching sessions
(n=24), 39 weeks,
mixed contact
Versus

Waitlist/usual care
(n=12), 39 weeks

Organisational/scho
ol-based delivered
via after-school
programme (n=222),
39 weeks, mixed
contact

Versus

Waitlist/usual care
(n=104), 39 weeks

Organisational/scho
ol-based delivered
by consultants and
teachers (n=33), 35
weeks, mixed
contact

Versus

Waitlist/usual care
(n=30), 35 weeks

Population
Norway

Severity of ADHD
not stated

Children (10-13
years old),
(Median=11,
Range 10-13)

USA

Severity of ADHD
not stated

Adolescents (13-
17 years old),
(M=15.4, SD=1)

USA

Severity of ADHD
not stated

Adolescents (13-
18 years old)
(Range=11-14)

USA

Severity of ADHD
not stated

Children (6-12
years old),
(M=8.17,
SD=1.69)

USA

Severity of ADHD
not stated

Outcomes
symptoms —
hyperactivity,
Function/behaviour
, Academic
outcomes —
numeracy,
Academic
outcomes - literacy

Reported at end of
intervention and 8
months follow-up

ADHD symptoms —
inattention, ADHD
symptoms —
hyperactivity

Reported at end of
intervention

ADHD symptoms —
inattention, ADHD
symptoms —
hyperactivity,
Academic outcome

Reported at end of
intervention

ADHD symptoms —
inattention, ADHD
symptoms —
hyperactivity,
Function/behaviour
, Academic
outcome

Reported at end of
intervention

ADHD symptoms —
total,
Function/behaviour
Academic
outcomes —
literacy, Academic
outcomes —
numeracy

Reported at end of

© National Institute for Health and Care Excellence, 2017
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Comments
medication during
the trial. 73% were
using medication

Medication status
of each group was
unclear

Protocol for
medication use
unclear, control
group were using
medications at a
lower rate than
treatment group
(41.7% compared
to 54.2%).

49/112
(intervention via
after school
programme),
57/110 (
intervention via
mentoring),

47/104 (usual care)
of population using
medication at
baseline.

46% of intervention
arm and 60% of
control arm using
medication but
unclear when this
was prescribed.
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Study

Fabiano,
2012 ™t

Fehlings,
199115%

Ferrin,
2016 *°

Fleming,
2015 **

Gelade,
2016 *8°

Gevensleb

en, 2009
184

Intervention and
comparison

Parent/family
training delivered by
clinical psychologist
(n=27), 8 weeks,
mixed contact
Versus

Waitlist/usual care
(n=28), 12 weeks

CBT/DBT delivered
by trained therapist
(n=13), 17 weeks,
1:1

Versus
Non-specific
supportive therapy
(n=13), 17 weeks,
1:1

Psychoeducation
(n=35), 6 weeks,
group sessions
Versus

Waitlist/usual care
(n=34), 6 weeks

CBT/DBT delivered
through group
sessions (n=19), 8
weeks, mixed
contact

Versus

Waitlist/usual care
with skills hand-outs
from a manual
(n=16), 8 weeks,
self-help

Neurofeedback
(n=39), 10-12
weeks, 1:1

Versus

Exercise (n=37), 10-
12 weeks

Neurofeedback
system self-
regulation and
attention
management

Population

Children (6-12
years old)
(M=8.52,
SD=1.29)

USA

Severity of ADHD
not stated

Children (7-13
years old)
(M=9.35,
SD=1.58)

Canada

Severity of ADHD
not stated
Children (5-18
years old)
(MD=10.71,
SD=3.12)

UK

Severity of ADHD
is mixed

Young adults (18-
25 years old)
(M=21.35,
SD=1.43)

USA

Severity of ADHD
not stated

Children (7-13
years old)
(M=9.63,
SD=1.76)

Netherlands

Severity of ADHD
is mixed

Children (8-12
years old)
(M=9.6, SD=1.2)

Outcomes
intervention

Function/behaviour

Reported at end of
intervention and 16
weeks follow-up

ADHD symptoms —
inattention, ADHD
symptoms —
hyperactivity

Reported at end of
intervention and 22
weeks follow-up

ADHD symptoms —
inattention,
hyperactivity,
Function/behaviour

Reported at end of
intervention and 6
months follow-up

Quality of life,
ADHD symptoms
inattention,
Academic
outcome,
Emotional
dysregulation

Reported at end of
intervention and 13
weeks follow-up

ADHD symptoms —
inattention,
hyperactivity,
Function/behaviour

Reported at end of
intervention

ADHD symptoms —
total, ADHD
symptoms
inattention, ADHD
symptoms —

© National Institute for Health and Care Excellence, 2017
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Comments

54% of trial
population were
using ADHD
medication during
trial.

Neither group were
using ADHD
medication during
the trial.

Both groups
received treatment
as usual.

75% of trial
population were
using ADHD
medication at
baseline.

Medication status
of each group was
unclear - none
detailed.

Neither group were
permitted to use
ADHD medication
during the trial.
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Study

Gu, 2017
195

Handen,
2015 **

Hepark,
2015 #*

Hirvikoski,
2011 %%

Intervention and
comparison
training delivered via
computer game
(n=64), 3-4 weeks,
mixed contact
Versus

Attention/memory/co
gnitive training
delivered via
computer software
(n=38), 3-4 weeks,
mixed contact

CBT/DBT
supervised by
psychologist (n=30),
6 weeks, 1:1
Versus
Waitlist/usual care
(n=26), 6 weeks

Parent/family
training (n=32), 10
weeks, 1:1
Versus

Waitlist/usual care
(n=32), 10 weeks,

CBT/DBT conducted
by experienced
mindfulness
teachers (n=55), 12
weeks, group
intervention

Versus

Waitlist/usual care
(n=48), 12 weeks

CBT/DBT delivered
in group sessions by
clinical psychologists
(n=26), 14 weeks,
group intervention
Versus

Non-specific
supportive therapy
with a loosely
structured
discussion group
supported by two

Population
Germany

Majority mild
symptoms of
ADHD

Adult (19 — 24
years old)
(M=20.29,
SD=7.34)

China

Severity of ADHD
mixed

Children (5 - 14
years old)
(M=7.95,
SD=1.95)

USA

Severity of ADHD
mixed

Adults (25-65
years old)
(M=35.85)
(SD=9.5)

Netherlands

Severity of ADHD
not stated

Adults (25-65
years old)
(M=38.96,
SD=9.33)

Sweden

Severity of ADHD
not stated

Outcomes
hyperactivity,
Function/behaviour

Reported at end of
intervention and 26
weeks follow-up

ADHD symptoms
total, inattention,
hyperactivity,
Emotional
dysregulation

Reported at end of
intervention and 3
month follow-up

ADHD symptoms
total, ADHD
symptoms
inattention, ADHD
symptoms —
hyperactivity, CGI-I
and behaviour
outcomes

Reported at end of
intervention

ADHD symptoms —
total, ADHD
symptoms —
inattention, ADHD
symptoms —
hyperactivity,
function/behaviour,
emotional
dysregulation

Reported at end of
intervention

Serious adverse
events

Reported at end of
intervention and 66
weeks follow-up

© National Institute for Health and Care Excellence, 2017
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Comments

Participants
receiving
pharmacological
medication for
ADHD must have
remained at a
stable dose for 1
month prior to
enrolment.

Neither group were
permitted to use
ADHD medication
during the trial.

Both groups were
permitted to use
any previously
prescribed ADHD
medication during
the trial provided it
had been stabilised
2 weeks prior to
participation. 56%
of the population
were using ADHD
medication.

Both groups were
permitted to use
medication that has
been stable for at
least 3 months;
those who could
not stay on stable
treatment would
not be included in
the statistical
analysis. 58% of
the population
were using
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Study

Hoath,
2002 #*

Horn, 1990
235

Iseman,
2011 2%

Kermani,
2016 >

Langberg,
2008 2"°

Intervention and
comparison

clinical psychologists
(n=25), 14 weeks,
group intervention

Parent/family
training delivered by
a trained practitioner
(n=10), 12 weeks,
group intervention
Versus

Waitlist/usual care
(n=11), 12 weeks,

Parent/family
training delivered by
therapists (n=15), 12
weeks, (group
intervention)

Versus

Relaxation delivered
by therapists (n=13),
23 weeks, group
intervention

Versus

Relaxation &
Parent/family
training programmes
delivered by
therapists (n=14), 12
weeks, group
intervention

Organisational/scho
ol-based (n=14), 10
days, group
intervention

Versus

Waitlist/usual care
with participants
receiving typical
mathematics
instruction (n=15),
10 days, group
intervention

Attention/memory/co
gnitive training
delivered through
structured games
(n=30), 12 weeks,
1:1

Versus
Waitlist/usual care
(n=30), 12 weeks

Organisational/scho
ol-based (n=24), 8
weeks, mixed

Population

Children (5-9
years old)
(M=7.70,
SD=1.37)

Australia

Severity of ADHD
not stated

Children
(Range=7-11
years old)

USA

Severity of ADHD
not stated

Children (10-15
years old) (M=13,
Range=10-15)

USA

Severity of ADHD
not stated

Children (6-13
years old)
(M=9.85,
Range=8.5-11.2)

Iran

Severity of ADHD
not stated

Children (9-14
years old
(Range=9-14)

Outcomes

ADHD symptoms —
inattention, ADHD
symptoms —
hyperactivity,
Function/behaviour

Reported at end of
intervention and 13
weeks follow-up

ADHD symptoms —
hyperactivity,
Function/behaviour
, Academic
outcomes —
numeracy,
Academic
outcomes — literacy

Reported at end of
intervention and 35
weeks follow-up

Academic
outcomes

Reported at end of
intervention

ADHD symptoms
total

Reported at end of
intervention

Academic
outcomes

© National Institute for Health and Care Excellence, 2017
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Comments
medication.

8/10 of intervention
arm and 7/11 of
control arm were
using medication.
No attempt was
made to control
medication
throughout.

Neither group were
permitted to use
ADHD medication
during the trial.

Medication status
of each group was
unclear - none
detailed.

Medication status
of each group was
unclear - none
detailed.

11/24 of
intervention arm
and 5/13 of control
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Study

Langberg,
2012 %"®

Lansbergje
n, 2011 “°

Looyeh,
2012 3

Matos,
2009 %

Mawijee,
2015

Intervention and
comparison

contact
Versus

Waitlist/usual care
(n=13), 8 weeks

Organisational/scho
ol-based (n=23), 11
weeks, 1:1

Versus
Waitlist/usual care
(n=24) 11 weeks,

Neurofeedback via
EEG (n=8), 17
weeks, directed self-
help

Versus
Sham via simulated

EEG signal (n=6), 17

weeks, directed self-
help

Psychoeducation
conducted by an
experienced

psychologist (n=7), 7

weeks, group
intervention

Versus

Waitlist/usual care
list (n=7), 7 weeks

Parent/family
training delivered by

therapists (n=20), 15

weeks, 1:1
Versus
Waitlist/usual care

list (n=12), 15 weeks

Attention/memory/co
gnitive training
(n=65), 5 weeks,
directed self-help
Versus

Versus
Non-specific
supportive therapy
with weekly calls
from a certified
coach (n=32), 5

Population
USA

Severity of ADHD
not stated
Children (6-13
years old)
(Range=11-14)

USA

Severity of ADHD
not stated

Children (8-15
years old)
(M=10.2, SD=2)

Netherlands

Majority
moderate
symptoms of
ADHD

Children (9-11
years old)
(Range=9-11)

Iran

Severity of ADHD
not stated

Children (0-6
years old)
(Range=4-6)

Puerto Rico

Severity of ADHD
not stated

Adults (18-25
years old)
(M=23.87,
SD=3.41)

Canada

Severity of ADHD
not stated

Outcomes

Reported at end of
intervention

ADHD symptoms —
total

Reported at end of
intervention

ADHD symptoms —
inattention, ADHD
symptoms —
hyperactivity

Reported at end of
intervention

ADHD symptoms —
total, ADHD
symptoms —
inattention, ADHD
symptoms —
hyperactivity

Reported at end of
intervention and 4
weeks follow-up

ADHD symptoms —
inattention, ADHD
symptoms-
hyperactivity,
Function/behaviour
, Emotional
dysregulation

Reported at end of
intervention

Function/behaviour
, ADHD symptoms
— total, Academic
outcomes —
numeracy,
Academic
outcomes — literacy

Reported at end of
intervention and 14
weeks follow-up

© National Institute for Health and Care Excellence, 2017

15

Comments

arm were using
medication.

69.9% of
intervention arm
and 62.5% of
control arm were
using medication.

Both groups were
permitted to use
any previously
prescribed ADHD
medication during
the trial. 64% were
using ADHD
medication.

Neither group were
permitted to use
ADHD medication
during the trial.

Neither group were
permitted to use
ADHD medication
during the trial.

Both groups were
permitted to use
any previously
prescribed ADHD
medication during
the trial. 57% were
using ADHD
medication.

Both groups had
weekly telephone
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Study

Merrill,
2016

Molina,
2008 **°

Moretti-
altuna,
1987 %'

Ostberg,
2012 **

Pettersson,
2017 **°

Pfiffner,
2007 %

Pfiffner,
2014 3°

Intervention and
comparison
weeks, facilitated
remotely

Parent/family
training (n=39), 8
weeks, group
intervention
Versus

Waitlist/usual care
(n=36), 8 weeks

Organisational/scho
ol-based (n=12), 10
weeks, mixed
contact

Versus
Non-specific
supportive therapy
(n=11), 10 weeks

Relaxation delivered
via mediation
training (n=9), 4
weeks, 1:1

Versus
Waitlist/usual care
with standard control
therapy (n=8), 4
weeks
Parent/family
training(n=36), 10
weeks, group
intervention

Versus
Waitlist/usual care
(n=34), 10 weeks

CBT/DBT (n=27), 10
weeks, group and
directed self help
Versus
Waitlist/usual care
(n=18), 10 weeks

Parent/family
training delivered by
therapist (n=36), 12
weeks, mixed
contact

Versus

Waitlist/usual care
(n=33), 12 weeks

Parent/family
training delivered by
therapist (n=148),

Population

Children (5-12
years old) (MD=8,
SD=1.70)

Country unknown

Severity of ADHD
not stated

Children (11-14
years old)
(Range=11-14)

USA

Severity of ADHD
not stated

Children (6-13
years old)
(Range=6-10)

USA

Severity of ADHD
not stated

Children (7-10
years old) (M=11,
SD=2)

Sweden

Mixed population

Adults (25-65
years old)
(M=37.09,
SD=10.81)

Sweden

Mixed population

Children (7-11
years old)
(M=8.7, SD=1.2)

USA

Severity of ADHD
not stated

Children (7-11
years old)
(M=8.6,

Outcomes

Academic
outcomes

Reported at end of
intervention

Emotional
dysregulation

Reported at end of
intervention

ADHD symptoms —
total

Reported at end of
intervention

Function/behaviour
, ADHD symptoms
— total

Reported at end of
intervention

ADHD symptoms —
total, emotional
dysregulation

Reported at end of
intervention

ADHD symptoms —
inattention

Reported at end of
intervention and
13-22 weeks
follow-up

ADHD symptoms —
inattention

© National Institute for Health and Care Excellence, 2017
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Comments
calls from a
certified CWMT
coach.

All children were
involved in a 3-
week double blind
placebo/medication
Crossover.

27% of intervention
arm and 67% of
control arm were
using medication.

Neither group were
permitted to use
psychoactive
medication during
the trial.

25/36 of
intervention arm
and 24/34 of
control arm were
using medication.

Patients who were
taking prescribed
ADHD medication
had to be stable on
the medication
during the whole
study time.

Both groups were
permitted to use
any previously
prescribed ADHD
medication during
the trial provided it
remained stable.

9% (family &
teacher training),
1.4% (parent
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Study

Philipsen,
2015 ***

Power,
2012 %7

Rabiner,
2010 37°

Schramm,
2016 3%

Sibley,
2013 “®

Intervention and
comparison

12-13 weeks, mixed
contact

Versus

Waitlist/usual care
(n=51), 12-13 weeks

CBT/DBT (n=106),
12 weeks

Versus
Non-specific
supportive therapy
(n=103), 12 weeks

Parent/family
training programmes
delivered by clinician
(n=100), 12 weeks,
mixed contact
Versus

Psychoeducation
(n=99), 12 weeks,
mixed contact

Attention/memory/co
gnitive training
delivered via
computer exercises
(n=25), 14 weeks,
mixed contact
Versus

Waitlist/usual care
(n=25), 14 weeks

Organisational/scho
ol based (n=40), 20
weeks, 1:1

Versus

Waitlist/usual care
(n=36), 20 weeks

Parent/family
training programme
delivered by
clinicians (n=18), 8
weeks, group
intervention

Versus

Waitlist/usual care

Population
Range=7-11)

USA

Severity of ADHD
not stated

Adults (18-58
years old) (M=35,
SD=10.5)

Germany

Severity of ADHD
not stated

Children (6-13
years old) (Mean
grade level=3.5)

USA

Severity of ADHD
not stated

Children (6-13
years old)
(Range=6-7)

USA

Severity of ADHD
not stated

Children (12-17
years old)
(MD=13.99,
SD=1.45)

Germany
Severity of ADHD
not stated
Children (Range
11-15 years old)
USA

Severity of ADHD
not stated

Outcomes

Reported at end of
intervention and
22-30 weeks
follow-up

ADHD symptoms —
total, ADHD
symptoms —
inattention, ADHD
symptoms —
hyperactivity,
emotional
dysregulation

Reported at end of
intervention and 1
year follow up

Academic
outcomes

Reported at end of
intervention and 14
weeks follow-up

ADHD symptoms —
inattention

Reported at end of
intervention and 38
weeks follow-up

ADHD symptoms —
inattention,
hyperactivity,
Function/behaviour

Reported at end of
intervention

ADHD symptoms —
inattention, ADHD
symptoms —
hyperactivity,
Function/behaviour

Reported at end of
intervention

© National Institute for Health and Care Excellence, 2017
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Comments

training) and 2%
(usual care) arms
taking stimulant
medication
completed a 1
week wash-out to
assess behaviour
off medication.

Groups were on
placebo
medication.

Both groups were
permitted to use
any previously
prescribed ADHD
medication during
the trial. 42% were
using ADHD
medication at
baseline.

Protocol for
medication use
unclear, 7% of
population were
receiving ADHD
medication.

Medication status
of each group was
unclear - none
detailed.

Both groups were
permitted to use
any previously
prescribed ADHD
medication during
the trial provided it
remained stable.
38.9% of
population
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Study

Sibley,
2016 “?

Smith,
2016 %

Solanto,
2010 **

Steeger,
2016 **'

Steiner,
2011 0

Steiner,
2014 **,

Intervention and
comparison

(n=18), 8 weeks

Parent/family
training (n=67), 10
weeks, group
sessions

Versus

Waitlist/usual care
(n=61), 10 weeks

Cognitive training &
exercise (n=48), 15
weeks, mixed
contact

Versus

Waitlist/usual care
(n=44), 15 weeks

CBT/DBT (n=45), 12
weeks, group
intervention

Versus

Non-specific
supportive therapy
(n=43), 12 weeks

Attention/memory/co
gnitive training &
BPT (n=26), 5
weeks, mixed
contact

Versus
Attention/memory/co
gnitive training
(n=26), 5 weeks

Neurofeedback via
computer game
(n=13), 17 weeks,
directed self-help
Versus
Attention/memory/co
gnitive training
(n=13), 17 weeks,
directed self-help
Versus
Waitlist/usual care
(n=15), 17 weeks

Neurofeedback
using EEG sensors

Population

Children (11-15
years old)
(MD=12.75,
SD=0.87)

USA

Severity of ADHD
is mixed

Children (5-9
years old)
(M=7.41,
SD=1.07)

China, USA

Severity of ADHD
is mixed
Adults(25-65
years old)
(M=41.69,
SD=11.86)

USA

Severity of ADHD
not stated

Children (11 — 15
years old)
(M=12.3,
SD=1.15)

USA

Severity of ADHD
is mixed

Children (6-13
years old)
(M=12.4, SD=0.9)

USA

Severity of ADHD
not stated

Children (7-11
years old)

Outcomes

ADHD symptoms
total,
Function/behaviour

Reported at end of
intervention and 6
month follow-up

ADHD symptoms
total

Reported at end of
intervention

ADHD symptoms —
inattention, ADHD
symptoms — total,
Function/behaviour

Reported at end of
intervention

ADHD symptoms —
inattention,
hyperactivity,
Function/behaviour

Reported at end of
intervention

ADHD symptoms —
inattention, ADHD
symptoms —
hyperactivity

Reported at end of
intervention

ADHD symptoms —
inattention, ADHD

© National Institute for Health and Care Excellence, 2017
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Comments

medicated for
ADHD.

Both groups were
permitted to seek
or continue
additional
medication/psycho
social treatments
during the study
and all treatment
was monitored.

Both groups were
permitted to use
any previously
prescribed ADHD
medication during
the trial provided it
remained stable.

Both groups were
permitted to use
any previously
prescribed ADHD
medication during
the trial.
Approximately half
of participants were
using ADHD
medication at
baseline.

Medication status
of each group was
unclear - none
detailed.

Medication status
of each group was
unclear. Children
were eligible
regardless of
medication use.

Both groups were
permitted to use
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Study

438

Tamm,
2013 **

Thom Pson,
2009 *’

Van den
hoofdakker
, 2007 %

Van der

oord, 2014
466

Van
dongen-

Intervention and
comparison
(n=34), 5 months,
1:1

Versus
Attention/memory/co
gnitive training
(n=34), 5 months,
1:1

Versus
Waitlist/usual care
(n=36), 5 months

Attention/memory/co
gnitive training
(n=54), 8 weeks,
mixed contact
Versus

Waitlist/usual care
and placed on
waiting list (n=51), 8
weeks

Parent/family
training programme
consisting of parent
training (n=21), 8
weeks,

Versus

Waitlist/usual care
(n=20), 8 weeks

Parent/family
training programme
consisting of
behavioural parent
training (n=47), 5
months, mixed
contact

Versus
Waitlist/usual care
(n=47), 5 months,
mixed contact

Attention/memory/co
gnitive training via
computer game
(n=21), 5 weeks,
mixed contact
Versus

Waitlist/usual care
and placed on
waiting list (n=22), 5
weeks

Neurofeedback
delivered by EEG

Population
(M=8.56, SD=1.1)

USA

Severity of ADHD
not stated

Children
(Range=7-5
years old)

USA

Severity of ADHD
not stated

Children (2¥2 to
6Y% years old)
(M=51.20
months,
SD=11.30
months)

UK

Severity of ADHD
not stated
Children (4-12
years old)
(M=7.4, SD=1.9)

Country Unknown

Majority
moderate
symptoms of
ADHD

Children (8-12

years old) (M=10,
SD=0.97)

Netherlands

Severity of ADHD
not stated

Children (8-15
years old)

Outcomes
symptoms —
hyperactivity
Function/behaviour

Reported at end of
intervention and six
month follow up

ADHD symptoms —
inattention, ADHD
symptoms —
hyperactivity,
Function/behaviour
, Discontinuation
due to adverse
events

Reported at end of
intervention

ADHD symptoms —
total

Reported at end of
intervention and 7
weeks follow-up

ADHD symptoms —
total

Reported at end of
intervention and 25
weeks follow-up

ADHD symptoms —
inattention, ADHD
symptoms —
hyperactivity,
Function/behaviour

Reported at end of
intervention and 9
weeks follow-up

ADHD symptoms —
total

© National Institute for Health and Care Excellence, 2017
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Comments

any previously
prescribed ADHD
medication during
the trial. 17% were
using ADHD
medication at
baseline.

Both groups were
permitted to use
any previously
prescribed ADHD
medication during
the trial provided it
was kept constant.
65% of the
population were
medicated for
ADHD.

Participants were
not using ADHD
medication.

Both groups were
permitted to use
any previously
prescribed ADHD
medication during
the trial. 55% of
participants were
using ADHD
medication.

During treatment
and during the wait
list period, the dose
of methylphenidate
was kept stable.
73% of participants
were using ADHD
medication.

Medication status
of each group was
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boomsma,
2013 4"

Virta, 2010
474

Webster-

stratton,
2011 482 484

(n=22) 15 weeks,
Versus

Sham consisting of
simulated EEG
signal (n=19), 15
weeks

CBT/DBT led by an
experienced
psychologist (n=10),
10 weeks

Versus

Attention/memory/co
gnitive training led
by a psychologist
(n=9), 10 weeks
Versus

Waitlist/usual care
(n=10), 10 weeks

Parent/family
training programmes
conducted by
therapists (n=49), 26
weeks, mixed
contact

Versus

Usual care and
placed on waitlist
(n=50), 26 weeks

(M=10.59,
SD=2.25)

Netherlands

Severity of ADHD
not stated

Adults (21-49
years old) (CBT:
M=38 range=25-
49), (CT: M=32
range=21-44),
(Control: M=34
range=22-49)

Finland

Severity of ADHD
not stated
Children (4-6
years old)
(M=5.35,
SD=0.67)

USA

Severity of ADHD
not stated

See appendix D for full evidence tables.
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Serious adverse
events

Reported at end of
intervention

Quality of life, CGI-
I, ADHD symptoms
— total

Reported at end of
intervention

ADHD symptoms —
inattention, ADHD
symptoms —
hyperactivity,
Function/behaviour

Reported at end of
intervention and 1
year follow-up

© National Institute for Health and Care Excellence, 2017

unclear.

5/10 of CBT arm,
5/9 of cognitive
training arm and
7/10 of usual care
arm were using
medication.

Neither group were
permitted to use
ADHD medication
during the trial.
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Children under 5
Table 3:

Outcomes

ADHD symptoms total, Parent
(PT, 8-15 weeks, Conners,
PACS, higher is poorer)

ADHD symptoms total, Parent
(FU, 15 weeks, PACS, unclear
range, higher is poorer)

ADHD symptoms total,
Teacher (PT, 8 weeks,
Conners (0-84), higher is
poorer)

No of
Participants
(studies)
Follow up

194
(2 studies)
8-15 weeks

30
(1 study)
15 weeks

164
(1 study)
8 weeks

Quality of
the

evidence
(GRADE)

(SISIGIS)
MODERAT
El

due to risk
of bias

(CISICIS)
VERY
Low?*?
due to risk
of bias,
imprecision

CISISIS)
Low*?
due to risk
of bias,
imprecision

Relative
effect
(95% ClI)

Quality assessment of clinical studies included in the evidence review

Clinical evidence summary: Parent/Family training versus waitlist/usual care

Anticipated absolute effects

Risk with Waitlist/Usual Care

The mean ADHD symptoms total,
parent (pt, 8-15 weeks, conners,
pacs, higher is poorer) in the control
groups was

60.96

The mean ADHD symptoms total,
parent (fu, 15 weeks, pacs, unclear
range, higher is poorer) in the
control groups was

17.3

The mean ADHD symptoms total,
teacher (pt, 8 weeks, conners (0-
84), higher is poorer) in the control
groups was

70.65

Risk difference with Parent/Family
training (95% CI)

The mean ADHD symptoms total,
parent (pt, 8-15 weeks, conners (0-
84), pacs, higher is poorer) in the
intervention groups was

1.13 standard deviations lower
(1.49 to 0.78 lower)

The mean ADHD symptoms total,
parent (fu, 15 weeks, pacs, higher is
poorer) in the intervention groups
was

6.43 lower

(20.65 to 2.21 lower)

The mean ADHD symptoms total,
teacher (pt, 8 weeks, conners (0-84),
higher is poorer) in the intervention
groups was

2.36 lower

(6.56 lower to 1.84 higher)
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ADHD symptoms total,
Clinician (PT, 8 weeks, ADHD-
Rating Scale-IV, unclear
range, higher is poorer)

ADHD symptoms inattention,
Parent (PT, 8-20 weeks,
Conners, DBRS, higher is
poorer)

ADHD symptoms inattention,
Clinician (PT, 8 weeks, ADHD-
Rating Scale-IV, unclear
range, higher is poorer)

ADHD symptoms inattention,
Teacher (PT, 8 weeks,
Conners (0-84), higher is
poorer)

164
(1 study)
8 weeks

259
(3 studies)
8-20 weeks

164
(1 study)
8 weeks

164
(1 study)
8 weeks

SODO
MODERAT
El

due to risk
of bias

CIISIS)
Low*?
due to risk
of bias,
imprecision

(CISIGIS)
MODERAT
El

due to risk
of bias

(CISICIS)
Low*?
due to risk
of bias,
imprecision

The mean ADHD symptoms total,
clinician (pt, 8 weeks, ADHD-rating
scale-iv, unclear range, higher is
poorer) in the control groups was
12.85

The mean ADHD symptoms
inattention, parent (pt, 8-20 weeks,
conners, dbrs, higher is poorer) in
the control groups was

44.46

The mean ADHD symptoms
inattention, clinician (pt, 8 weeks,
ADHD-rating scale-iv, unclear
range, higher is poorer) in the
control groups was

6.12

The mean ADHD symptoms
inattention, teacher (pt, 8 weeks,
conners (0-84), higher is poorer) in
the control groups was

68.22

The mean ADHD symptoms total,
clinician (pt, 8 weeks, ADHD-rating
scale-iv, higher is poorer) in the
intervention groups was

5.23 lower

(6.46 to 3.99 lower)

The mean ADHD symptoms
inattention, parent (pt, 8-20 weeks,
conners (0-84), dbrs (0-27), higher is
poorer) in the intervention groups
was

0.87 standard deviations lower

(1.38 to 0.35 lower)

The mean ADHD symptoms
inattention, clinician (pt, 8 weeks,
ADHD-rating scale-iv, higher is
poorer) in the intervention groups
was

2.91 lower

(3.78 to 2.04 lower)

The mean ADHD symptoms
inattention, teacher (pt, 8 weeks,
conners (0-84), higher is poorer) in
the intervention groups was

3.10 lower

(7.59 lower to 1.39 higher)
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ADHD symptoms hyperactivity,
Parent (PT, 8-20 weeks,
Conners, DBRS, higher is
poorer)

ADHD symptoms hyperactivity,
Teacher (PT, 8 weeks,
Conners (0-84), higher is
poorer)

ADHD symptoms hyperactivity,
Clinician (PT, 8 weeks, ADHD-
Rating Scale-IV, unclear
range, higher is poorer)

Function/behaviour, Parent
(PT, 15-20 weeks, ECBI,
DBRS, higher is poorer)

196
(2 studies)
8-20 weeks

164
(1 study)
8 weeks

164
(1 study)
8 weeks

95
(2 studies)
15-20 weeks

(CIGISIS)
Low™*
due to risk
of bias,
inconsisten

cy

CICISIS)
Low*?
due to risk
of bias,
imprecision

(CISIGIS)
MODERAT
El

due to risk
of bias

CISICIS)
VERY
Low??
due to risk
of bias,
imprecision

The mean ADHD symptoms
hyperactivity, parent (pt, 8-20
weeks, conners, dbrs, higher is
poorer) in the control groups was
60.49

The mean ADHD symptoms
hyperactivity, teacher (pt, 8 weeks,
conners (0-84), higher is poorer) in
the control groups was

70.26

The mean ADHD symptoms
hyperactivity, clinician (pt, 8 weeks,
ADHD-rating scale-iv, unclear
range, higher is poorer) in the
control groups was

6.73

The mean function/behaviour,
parent (pt, 15-20 weeks, ecbi, dbrs
(0-27), higher is poorer) in the
control groups was

37.05

The mean ADHD symptoms
hyperactivity, parent (pt, 8-20 weeks,
conners (0-84), dbrs (0-27), higher is
poorer) in the intervention groups
was

1.07 standard deviations lower

(1.43 to 0.72 lower)

The mean ADHD symptoms
hyperactivity, teacher (pt, 8 weeks,
conners (0-84), higher is poorer) in
the intervention groups was

2.31 lower

(6.74 lower to 2.12 higher)

The mean ADHD symptoms
hyperactivity, clinician (pt, 8 weeks,
ADHD-rating scale-iv, higher is
poorer) in the intervention groups
was

2.32 lower

(3.04 to 1.6 lower)

The mean function/behaviour, parent
(pt, 15-20 weeks, conners, ecbi, dbrs
(0-27), higher is poorer) in the
intervention groups was

1.23 standard deviations lower

(2.33 t0 0.13 lower)
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1 Downgraded by 1 increment if the majority of the evidence was at high risk of bias.
2 Downgraded by 2 increments if the majority of the evidence was at very high risk of bias.
3 Downgraded by 1 increment if the confidence interval crossed one MID.

4 Downgraded due to heterogeneity, unexplained by subgroup analysis.

Children aged 5to 18
Table 4:

Outcomes

ADHD symptoms total (7 - 10
weeks PT, parental account of
childhood symptoms, SNAP,
DBD, high is poor outcome)

ADHD symptoms total (10 weeks
PT, teacher rated SNAP, DBD,
high is poor outcome)

ADHD symptoms total (3-6
months FU, parent rated ADHD-
C Rating Scale, DBD, high is
poor outcome)

ADHD symptoms total (5 months
PT, Conners parent rating scale,

No of
Participan
ts
(studies)
Follow up

235

(3 studies)
7-10
weeks

192
(2 studies)
10 weeks

173
(2 studies)
3-6 months

94
(1 study)

Quality of the
evidence
(GRADE)

CISISIS)
Low'?

due to risk of
bias,
imprecision

DDODO
MODERATE®

due to risk of
bias

CISISIS)
Low?

due to risk of
bias,
imprecision

DDOO
Low?

Clinical evidence summary: Parent/family training versus waitlist/usual care

Relativ Anticipated absolute effects

e
effect
(95%
Cl)

Risk with Waitlist/Usual Care

The mean ADHD symptoms total (7
- 10 weeks pt, parental account of
childhood symptoms, snap, dbd,
high is poor outcome) in the control
groups was

5.21

The mean ADHD symptoms total
(10 weeks pt, teacher rated snap,
dbd, high is poor outcome) in the
control groups was

1.40

The mean ADHD symptoms total
(3-6 months fu, parent rated adhd-c
rating scale, dbd, high is poor
outcome) in the control groups was
3.96

The mean ADHD symptoms total (5
months pt, conners parent rating

Risk difference with Parent/Family
Training (95% CI)

The mean ADHD symptoms total (7
- 10 weeks pt, parental account of
childhood symptoms, snap, dbd,
high is poor outcome) in the
intervention groups was

0.68 standard deviations lower
(0.94 to 0.42 lower)

The mean ADHD symptoms total
(10 weeks pt, teacher rated snap,
dbd, high is poor outcome) in the
intervention groups was

0.06 standard deviations lower
(0.34 lower to 0.22 higher)

The mean ADHD symptoms total (3-
6 months fu, parent rated adhd-c
rating scale, dbd, high is poor
outcome) in the intervention groups
was

0.66 standard deviations lower
(0.96 to 0.35 lower)

The mean ADHD symptoms total (5
months pt, conners parent rating
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Outcomes
0-84, high is poor outcome)

ADHD symptoms total (6 months
FU, teacher rated DBD, 0-3, high
is poor outcome)

Inattention, Teacher (PT, 20
weeks, Conners (0-84), higher is
poorer)

ADHD symptoms inattention,
Parent (PT, 20 weeks, Conners
(0-84), higher is poorer)

ADHD symptoms inattention,
Parent (PT, 7-20 weeks, DBD,
DuPaul, Conners, DBRS, higher
is poorer)

ADHD symptoms inattention,
Teacher (PT, 8-20 weeks,

No of
Participan
ts
(studies)
Follow up

5 months

128
(1 study)
6 months

96
(1 study)
20 weeks

96
(1 study)
20 weeks

477

(6 studies)
7-20
weeks

278
(3 studies)

Quality of the
evidence
(GRADE)

due to risk of
bias

DODO
MODERATE®

due to risk of
bias

CICISIS)
Low'?

due to risk of
bias,
imprecision

(CICISIS)
Low'?

due to risk of
bias,
imprecision

SISISIS)
VERY LOW"?*
due to risk of
bias,
inconsistency,
imprecision

DDOO
Low?

Relativ Anticipated absolute effects

e
effect
(95%
Cl)

Risk with Waitlist/Usual Care

scale, 0-84, high is poor outcome)
in the control groups was
18.7

The mean ADHD symptoms total (6
months fu, teacher rated dbd, 0-3,
high is poor outcome) in the control
groups was

1.24

The mean ADHD symptoms
inattention, teacher (pt, 20 weeks,
conners (0-84), higher is poorer) in
the control groups was

57.5

The mean ADHD symptoms
inattention, parent (pt, 20 weeks,
conners (0-84), higher is poorer) in
the control groups was

66.25

The mean ADHD symptoms
inattention, parent (pt, 7-20 weeks,
dbd, dupaul, conners, dbrs, higher
is poorer) in the control groups was
5.3

The mean ADHD symptoms
inattention, teacher (pt, 8-20 weeks,

Risk difference with Parent/Family
Training (95% CI)

scale, 0-84, high is poor outcome) in
the intervention groups was

0.30 higher

(2.53 lower to 3.13 higher)

The mean ADHD symptoms total (6
months fu, teacher rated dbd, 0-3,
high is poor outcome) in the
intervention groups was

0.02 higher

(0.23 lower to 0.27 higher)

The mean ADHD symptoms
inattention, teacher (pt, 20 weeks,
conners (0-84), higher is poorer) in
the intervention groups was

2.20 higher

(3.2 lower to 7.6 higher)

The mean ADHD symptoms
inattention, parent (pt, 20 weeks,
conners (0-84), higher is poorer) in
the intervention groups was

1.60 lower

(6.57 lower to 3.37 higher)

The mean ADHD symptoms
inattention, parent (pt, 7-20 weeks,
dbd, dupaul, conners, dbrs, higher is
poorer) in the intervention groups
was

0.50 standard deviations lower

(0.82 to 0.19 lower)

The mean ADHD symptoms
inattention, teacher (pt, 8-20 weeks,

SIUSAS 3sIaApe pue Aoealys [eaifojodewreyd-uoN

NOILYLINSNOD H0O4 14vda :(erepdn) sapiosip AlanoesadAy 1oyap uonusny



9¢
/T0Z ‘92Ud||90xg areDd pue yYjesH Joj ainisu| [euonenN o

Outcomes
Conners, higher is poorer)

ADHD symptoms inattention (12
weeks PT, parent & teacher
rated Children symptom
inventory, 0-27, high is poor
outcome)

ADHD symptoms inattention (3-5
month FU, parent & teacher
rated Children symptom
inventory, 0-27, high is poor
outcome)

ADHD symptoms inattention (5-7
months FU, teacher rated
Children symptom inventory,
DBD, high is poor outcome)

ADHD symptoms inattention (3-7
months FU, parent rated DBD
rating scale, ADHD-IA, child
symptom inventory, high is poor
outcome)

No of
Participan
ts
(studies)
Follow up
8-20
weeks

66
(1 study)
12 weeks

54
(1 study)
3-5 months

232
(2 studies)
5-7 months

395
(4 studies)
3-7 months

Quality of the
evidence
(GRADE)

due to risk of
bias,
imprecision

CISISIS)
Low'?

due to risk of
bias,
imprecision

CISICIS)
VERY LOW??
due to risk of
bias,
imprecision

DPPO
MODERATE®
due to risk of
bias

OISICIS)
VERY LOW?*

due to risk of
bias,
inconsistency,

Relativ Anticipated absolute effects

e
effect
(95%
Cl)

Risk with Waitlist/Usual Care

conners, higher is poorer) in the
control groups was
4.06

The mean ADHD symptoms
inattention (12 weeks pt, parent &
teacher rated children symptom
inventory, 0-27, high is poor
outcome) in the control groups was
5.1

The mean ADHD symptoms
inattention (3-5 month fu, parent &
teacher rated children symptom
inventory, 0-27, high is poor
outcome) in the control groups was
4.4

The mean ADHD symptoms
inattention (5-7 months fu, teacher
rated children symptom inventory,
dbd, high is poor outcome) in the
control groups was

3.48

The mean ADHD symptoms
inattention (3-7 months fu, parent
rated dbd rating scale, adhd-ia,
child symptom inventory, high is
poor outcome) in the control groups

Risk difference with Parent/Family
Training (95% CI)

conners, higher is poorer) in the
intervention groups was

0.39 standard deviations lower

(0.65 to 0.13 lower)

The mean ADHD symptoms
inattention (12 weeks pt, parent &
teacher rated children symptom
inventory, 0-27, high is poor
outcome) in the intervention groups
was

2.10 lower

(3.23 to 0.97 lower)

The mean ADHD symptoms
inattention (3-5 month fu, parent &
teacher rated children symptom
inventory, 0-27, high is poor
outcome) in the intervention groups
was

1.20 lower

(2.37 to 0.03 lower)

The mean ADHD symptoms
inattention (5-7 months fu, teacher
rated children symptom inventory,
dbd, high is poor outcome) in the
intervention groups was

0.02 standard deviations lower
(0.31 lower to 0.27 higher)

The mean ADHD symptoms
inattention (3-7 months fu, parent
rated dbd rating scale, adhd-ia, child
symptom inventory, high is poor
outcome) in the intervention groups
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Outcomes

ADHD symptoms hyperactivity,
Teacher (PT, 20 weeks, Conners
(0-84), higher is poorer)

ADHD symptoms hyperactivity,
Parent (PT, 20 weeks, Conners
(0-84), higher is poorer)

ADHD symptoms hyperactivity,
Parent (PT, 7-20 weeks, DBD,
Du Paul, Conners, DBRS, higher
is poorer)

ADHD symptoms hyperactivity,
Teacher (PT, 8-20 weeks,
Conners, higher is poorer)

ADHD symptoms hyperactivity
(3-6 months FU, parent rated
DBD rating scale, ADHD-HI, high

No of
Participan
ts
(studies)
Follow up

96
(1 study)
20 weeks

96
(1 study)
20 weeks

283

(5 studies)
7-20
weeks

84

(2 studies)
8-20
weeks

201
(3 studies)
3-6 months

Quality of the
evidence
(GRADE)

imprecision

CIOISIS)
Low'?

due to risk of
bias,
imprecision

CIOISIS)
Low'?

due to risk of
bias,
imprecision

SPISISIS)
VERY LOW"?*
due to risk of
bias,
imprecision,
inconsistency

(CISISIS)
LOW™?

due to risk of
bias,
imprecision

DOOO
VERY LOW??
due to risk of

Relativ Anticipated absolute effects

e
effect
(95%
Cl)

Risk with Waitlist/Usual Care

was
3.36

The mean ADHD symptoms
hyperactivity, teacher (pt, 20 weeks,
conners (0-84), higher is poorer) in
the control groups was

65.2

The mean ADHD symptoms
hyperactivity, parent (pt, 20 weeks,
conners (0-84), higher is poorer) in
the control groups was

70.15

The mean ADHD symptoms
hyperactivity, parent (pt, 7-20
weeks, dbd, du paul, conners, dbrs,
higher is poorer) in the control
groups was

5.55

The mean ADHD symptoms
hyperactivity, teacher (pt, 8-20
weeks, conners, higher is poorer) in
the control groups was

2.81

The mean ADHD symptoms
hyperactivity (3-6 months fu, parent
rated dbd rating scale, adhd-hi, high

Risk difference with Parent/Family
Training (95% CI)

was

0.44 standard deviations lower

(0.84 to 0.04 lower)

The mean ADHD symptoms
hyperactivity, teacher (pt, 20 weeks,
conners (0-84), higher is poorer) in
the intervention groups was

4.00 lower

(8.18 lower to 0.18 higher)

The mean ADHD symptoms
hyperactivity, parent (pt, 20 weeks,
conners (0-84), higher is poorer) in
the intervention groups was

5.70 lower

(9.58 to 1.82 lower)

The mean ADHD symptoms
hyperactivity, parent (pt, 7-20
weeks, dbd, du paul, conners, dbrs,
higher is poorer) in the intervention
groups was

0.40 standard deviations lower
(0.76 to 0.04 lower)

The mean ADHD symptoms
hyperactivity, teacher (pt, 8-20
weeks, conners, higher is poorer) in
the intervention groups was

0.32 standard deviations lower
(0.77 lower to 0.14 higher)

The mean ADHD symptoms
hyperactivity (3-6 months fu, parent
rated dbd rating scale, adhd-hi, high
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Outcomes
is poor outcome)

ADHD symptoms hyperactivity (6
months FU, teacher rated
disruptive behaviour disorder
rating scale, 0-3, high is poor
outcome)

CGl-I ~ much improved or very
much improved (10 weeks PT,
investigator rated, 1-7)

Function/behaviour, Parent (PT,
20 weeks, Conners (0-84), higher
is poorer)

Function/behaviour, Teacher
(PT, 8-20 weeks, Conners,
SNAP, CBQ, AAPC, higher is
poorer)

Function/Behaviour (8 weeks PT,
self-reported CBQ-20, 0-7, high

No of
Participan
ts
(studies)
Follow up

36
(1 study)
6 months

64
(1 study)
10 weeks

96
(1 study)
20 weeks

288

(3 studies)
8-20
weeks

36
(1 study)

Quality of the
evidence
(GRADE)
bias,
imprecision

CISISIS)
Low'?

due to risk of
bias,
imprecision

CISICIC)
VERY LOW™®
due to risk of
bias,
imprecision
SIS ISIS)
Low"?

due to risk of
bias,
imprecision

DODO
MODERATE!

due to risk of
bias

DDOO
Low*?

Relativ Anticipated absolute effects

e
effect
(95%
Cl)

RR 1.5
(0.6 to
3.72)

Risk with Waitlist/Usual Care

is poor outcome) in the control
groups was
2.45

The mean ADHD symptoms
hyperactivity (6 months fu, teacher
rated disruptive behaviour disorder
rating scale, 0-3, high is poor
outcome) in the control groups was
0.6

Moderate
188 per 1000

The mean function/behaviour,
parent (pt, 20 weeks, conners (0-
84), higher is poorer) in the control
groups was

61.25

The mean function/behaviour,
teacher (pt, 8-20 weeks, conners,
shap, cbq, aapc, higher is poorer) in
the control groups was

22.34

The mean function/behaviour (8
weeks pt, self-reported cbqg-20, 0-7,

Risk difference with Parent/Family
Training (95% CI)

is poor outcome) in the intervention
groups was

0.34 standard deviations lower

(0.63 to 0.05 lower)

The mean ADHD symptoms
hyperactivity (6 months fu, teacher
rated disruptive behaviour disorder
rating scale, 0-3, high is poor
outcome) in the intervention groups
was

0.72 higher

(0.17 to 1.27 higher)

94 more per 1000
(from 75 fewer to 511 more)

The mean function/behaviour,
parent (pt, 20 weeks, conners (0-
84), higher is poorer) in the
intervention groups was

2.80 lower

(7.27 lower to 1.67 higher)

The mean function/behaviour,
teacher (pt, 8-20 weeks, conners,
snap, cbq, aapc, higher is poorer) in
the intervention groups was

0.21 standard deviations lower
(0.44 lower to 0.02 higher)

The mean function/behaviour (8
weeks pt, self-reported cbg-20, 0-7,
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Outcomes
is poor outcome)

Function/behaviour, Parent (PT,
8-20 weeks, ECBI, Conners,
DBD, SNAP, CBQ, AAPC, higher
is poorer)

Function/Behaviour (1-6 months
FU, parent reported DBD, ECBI,
SDQ, CBQ-20, AAPC, high is
poor outcome)

Function/Behaviour (6 months
FU, teacher rated AAPC, 0-3,
high is poor outcome)

Function/Behaviour (6 months
FU, self-reported CBQ-20, 0-7,
high is poor outcome)

Academic - Literacy (8 weeks

No of
Participan
ts
(studies)
Follow up

8 weeks

438

(7 studies)
8-20
weeks

375
(5 studies)
1-6 months

128
(1 study)
6 months

36
(1 study)
6 months

75

Quality of the
evidence
(GRADE)

due to risk of
bias,
imprecision

CISISIS)
Low'?

due to risk of
bias,
imprecision

CISICIS)
VERY LOW?>*

due to risk of
bias,
inconsistency

DDODO
MODERATE®

due to risk of
bias

(CISISIS)
Low'?

due to risk of
bias,
imprecision

S SISIS)

Relativ Anticipated absolute effects

e
effect
(95%
Cl)

Risk with Waitlist/Usual Care

high is poor outcome) in the control
groups was
2

The mean function/behaviour,
parent (pt, 8-20 weeks, echi,
conners, dbd, snap, chq, aapc,
higher is poorer) in the control
groups was

11.08

The mean function/behaviour (1-6
months fu, parent reported dbd,
ecbhi, sdqg, chg-20, aapc, high is poor
outcome) in the control groups was
10.29

The mean function/behaviour (6
months fu, teacher rated aapc, 0-3,
high is poor outcome) in the control
groups was

0.76

The mean function/behaviour (6
months fu, self-reported cbg-20, 0-
7, high is poor outcome) in the
control groups was

2.9

The mean academic - literacy (8

Risk difference with Parent/Family
Training (95% CI)

high is poor outcome) in the
intervention groups was

0.34 higher

(0.09 lower to 0.77 higher)

The mean function/behaviour,
parent (pt, 8-20 weeks, echi,
conners, dbd, snap, cbhq, aapc,
higher is poorer) in the intervention
groups was

0.39 standard deviations lower
(0.58 to 0.19 lower)

The mean function/behaviour (1-6
months fu, parent reported dbd,
ecbi, sdq, cbg-20, aapc, high is poor
outcome) in the intervention groups
was

0.30 standard deviations lower
(0.68 to 0.08 lower)

The mean function/behaviour (6
months fu, teacher rated aapc, 0-3,
high is poor outcome) in the
intervention groups was

0.10 higher

(0.14 lower to 0.34 higher)

The mean function/behaviour (6
months fu, self-reported cbg-20, 0-7,
high is poor outcome) in the
intervention groups was

0.66 lower

(1.22 to 0.1 lower)

The mean academic - literacy (8
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Outcomes

PT, reading/language arts (RLA)
accuracy %, high is good
outcome)

Academic - Numeracy (8 weeks
PT, math accuracy %, high is
good outcome)
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w

o
analysis.

1

2 Table 5:
Outcomes

ADHD symptoms total (12 weeks
PT parent rated, CBCL, unclear
range high is poor outcome)

No of
Participan
ts
(studies)
Follow up
(1 study)

8 weeks

75
(1 study)
8 weeks

Quality of the
evidence
(GRADE)
VERY LOW**
due to risk of
bias,
imprecision

(CISISIS)
Low?

due to risk of
bias

No of Quality
Participants  of the
(studies) evidence
Follow up (GRADE)
60 SPIPISIS)
(1 study) Low*
12 weeks due to
risk of
bias

Relativ Anticipated absolute effects

e
effect
(95%
Cl)

5 Downgrade by 2 increments if the confidence interval crossed both MIDs.

Relative
effect
(95% CI)

Risk with Waitlist/Usual Care

weeks pt, reading/language arts
(rla) accuracy %, high is good
outcome) in the control groups was
82.76

The mean academic - numeracy (8

weeks pt, math accuracy %, high is

good outcome) in the control groups
was

83.85

1 Downgraded by 1 increment if the majority of the evidence was at high risk of bias.
2 Downgraded by 1 increment if the confidence interval crossed one MID.
3 Downgraded by 2 increments if the majority of the evidence was at very high risk of bias.
4 Downgraded by 1 or 2 increments because the point estimate and or the confidence intervals varied widely across studies, unexplained by subgroup

Clinical evidence summary: Attention/memory/cognitive training versus waitlist/usual care

Anticipated absolute effects

Risk with Waitlist/usual care

The mean ADHD symptoms total
(12 weeks pt parent rated, cbcl,
unclear range, high is poor
outcome) in the control groups was
72.6

Risk difference with Parent/Family
Training (95% CI)

weeks pt, reading/language arts (rla)
accuracy %, high is good outcome)
in the intervention groups was

8.83 higher

(4.53 to 13.13 higher)

The mean academic - numeracy (8
weeks pt, math accuracy %, high is
good outcome) in the intervention
groups was

8.04 higher

(4.7 to 11.38 higher)

Risk difference with
Attention/memory/cognitive
training (95% CI)

The mean ADHD symptoms total
(12 weeks pt parent rated, cbcl,
unclear range, high is poor
outcome) in the intervention groups
was

27.60 lower

(30.67 to 24.53 lower)
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ADHD symptoms total (5-7weeks
PT, parent rated ARS-1V, 25-49,
high is poor outcome)

ADHD symptoms total (5-7weeks
PT, teacher rated ARS-1V, unclear
range, high is poor outcome)

ADHD symptoms total (8 months
FU, parent rated ARS-IV, 25-49,
high is poor outcome)

ADHD symptoms total (8 months
FU, teacher rated ARS-1V, unclear
range, high is poor outcome)

67
(1 study)
5-7 weeks

67
(1 study)
5-7 weeks

67
(1 study)
8 months

67
(1 study)
8 months

(CICISIS)
Low'?
due to
risk of
bias,
imprecisio
n

(CISICIS)
Low?
due to
risk of
bias,
imprecisio
n

(CISGISIS)
Low?
due to
risk of
bias,
imprecisio
n

GICISIS)
Low?
due to
risk of
bias,
imprecisio
n

The mean ADHD symptoms total
(5-7weeks pt, parent rated ars-iv,
25-49, high is poor outcome) in the
control groups was

27.6

The mean ADHD symptoms total
(5-7weeks pt, teacher rated ars-iv,
unclear range, high is poor
outcome) in the control groups was
21.9

The mean ADHD symptoms total
(8 months fu, parent rated ars-iv,
25-49, high is poor outcome) in the
control groups was

28.1

The mean ADHD symptoms total
(8 months fu, teacher rated ars-iv,
unclear range, high is poor
outcome) in the control groups was
22.6

The mean ADHD symptoms total (5-
7weeks pt, parent rated ars-iv, 25-
49, high is poor outcome) in the
intervention groups was

2.40 lower

(8.1 lower to 3.3 higher)

The mean ADHD symptoms total (5-
7weeks pt, teacher rated ars-iv,
unclear range, high is poor
outcome) in the intervention groups
was

2.00 lower

(7.68 lower to 3.68 higher)

The mean ADHD symptoms total (8
months fu, parent rated ars-iv, 25-
49, high is poor outcome) in the
intervention groups was

1.10 lower

(6.49 lower to 4.29 higher))

The mean ADHD symptoms total (8
months fu, teacher rated ars-iv,
unclear range, high is poor
outcome) in the intervention groups
was

2.50 lower
(7.82 lower to 2.82 higher)
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ADHD symptoms inattention (5-7
weeks PT, parent rated ARS-1V,
high is poor outcome)

ADHD symptoms inattention (12-20
weeks PT, parent rated Conners
Rating Scales—Revised, SNAP,
high is poor outcome)

ADHD symptoms inattention (6-8
months FU, parent rated ARS-IV,
Conners-3P, high is poor outcome)

ADHD symptoms inattention (5-7
weeks PT, teacher rated ARS-IV,
high is poor outcome)

107
(2 studies)
5-7 weeks

197
(3 studies)
12-20 weeks

137
(2 studies)
6-8 months

107
(2 studies)
5-7 weeks

(CICISIS)
Low'?
due to
risk of
bias,
imprecisio
n

(CISIIS)
LOW™®
due to
risk of
bias,
inconsiste
ncy

(CISISIS)
Low?
due to
risk of
bias,
imprecisio
n

CISISIS)
Low'?
due to
risk of
bias,
imprecisio
n

The mean ADHD symptoms
inattention (5-7 weeks pt, parent
rated ars-iv, high is poor outcome)
in the control groups was

16.48

The mean ADHD symptoms
inattention (12-20 weeks pt, parent
rated conners rating scales—
revised, snap, high is poor
outcome) in the control groups was
36.89

The mean ADHD symptoms
inattention (6-8 months fu, parent
rated ars-iv, conners-3p, high is
poor outcome) in the control
groups was

46.37

The mean ADHD symptoms
inattention (5-7 weeks pt, teacher
rated ars-iv, high is poor outcome)
in the control groups was

12.87

The mean ADHD symptoms
inattention (5-7 weeks pt, parent
rated ars-iv, high is poor outcome) in
the intervention groups was

2.31 lower

(4.54 to 0.09 lower)

The mean ADHD symptoms
inattention (12-20 weeks pt, parent
rated conners rating scales—revised,
snap, high is poor outcome) in the
intervention groups was

1.14 standard deviations lower
(1.91 to 0.38 lower)

The mean ADHD symptoms
inattention (6-8 months fu, parent
rated ars-iv, conners-3p, high is
poor outcome) in the intervention
groups was

0.47 standard deviations lower
(0.81 to 0.13 lower)

The mean ADHD symptoms
inattention (5-7 weeks pt, teacher
rated ars-iv, high is poor outcome) in
the intervention groups was

1.11 lower

(3.54 lower to 1.33 higher)
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ADHD symptoms inattention (12-20
weeks PT, teacher rated Conners
Rating Scales—Revised, SNAP,
high is poor outcome)

ADHD symptoms inattention (8
months FU, teacher rated ARS-1V,
12-24, high is poor outcome)

ADHD symptoms inattention (12
weeks PT, investigator rated SNAP,
0-3, high is poor outcome)

ADHD symptoms inattention (14
weeks PT, teacher rated CTRS-
R:L, more events is better)

201
(3 studies)
12-20 weeks

67
(1 study)
8 months

105
(1 study)
12 weeks

50
(1 study)
14 weeks

DDDO
MODERA

TE'
due to
risk of
bias

(CIGISIS)
Low?
due to
risk of
bias,
imprecisio
n

(GISGIGIS)
MODERA
TE'

due to
risk of
bias

CISISIS)
Low'?
due to
risk of
bias,
imprecisio
n

RR 2.75
(1.01 to
7.48)

The mean ADHD symptoms
inattention (12-20 weeks pt,
teacher rated conners rating
scales—revised, snap, high is poor
outcome) in the control groups was
33.7

The mean ADHD symptoms
inattention (8 months fu, teacher
rated ars-iv, 12-24, high is poor
outcome) in the control groups was
14.5

The mean ADHD symptoms
inattention (12 weeks pt,
investigator rated snap, 0-3, high is
poor outcome) in the control
groups was

2.39

Moderate
160 per 1000

The mean ADHD symptoms
inattention (12-20 weeks pt, teacher
rated conners rating scales—revised,
shap, high is poor outcome) in the
intervention groups was

0.06 standard deviations higher
(0.22 lower to 0.34 higher)

The mean ADHD symptoms
inattention (8 months fu, teacher
rated ars-iv, 12-24, high is poor
outcome) in the intervention groups
was

1.30 lower

(4.34 lower to 1.74 higher)

The mean ADHD symptoms
inattention (12 weeks pt, investigator
rated snap, 0-3, high is poor
outcome) in the intervention groups
was

0.55 lower

(0.74 to 0.36 lower)

280 more per 1000
(from 2 more to 1000 more)
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ADHD symptoms inattention (52
weeks FU, teacher rated CTRS-
R:L, more events is better)

ADHD symptoms hyperactivity (5-7
weeks PT, parent rated ARS-1V,
high is poor outcome)

ADHD symptoms hyperactivity (12 -
20 weeks PT, parent rated Conners
3-P, SNAP, high is poor outcome)

ADHD symptoms hyperactivity (6-8
months FU, parent rated ARS-IV,
Conners 3-P, high is poor outcome)

ADHD symptoms hyperactivity (5-7
weeks PT, teacher rated ARS-1V,
high is poor outcome)

50
(1 study)
52 weeks

107
(2 studies)
5-7 weeks

197
(3 studies)
12-20 weeks

137
(2 studies)
6-8 months

107
(2 studies)
5-7 weeks

(CIGISIS)
Low!?
due to
risk of
bias,
imprecisio
n

(CIGISIS)
Low?
due to
risk of
bias,
imprecisio
n

CISISIS)
Low?
due to
risk of
bias,
imprecisio
n

CISISIS)
Low'?
due to
risk of
bias,
imprecisio
n

(CICISIS)
LOW™?
due to

RR 0.79
(0.54 to
1.16)

Moderate
760 per 1000

The mean ADHD symptoms
hyperactivity (5-7 weeks pt, parent
rated ars-iv, high is poor outcome)
in the control groups was

12.8

The mean ADHD symptoms
hyperactivity (12 - 20 weeks pt,
parent rated conners 3-p, snap,
high is poor outcome) in the control
groups was

35.95

The mean ADHD symptoms
hyperactivity (6-8 months fu, parent
rated ars-iv, conners 3-p, high is
poor outcome) in the control
groups was

45.41

The mean ADHD symptoms
hyperactivity (5-7 weeks pt,
teacher rated ars-iv, high is poor

160 fewer per 1000
(from 350 fewer to 122 more)

The mean ADHD symptoms
hyperactivity (5-7 weeks pt, parent
rated ars-iv, high is poor outcome) in
the intervention groups was

2.08 lower

(4.38 lower to 0.21 higher)

The mean ADHD symptoms
hyperactivity (12 - 20 weeks pt,
parent rated conners 3-p, snap, high
is poor outcome) in the intervention
groups was

0.41 standard deviations lower

(0.7 to 0.13 lower)

The mean ADHD symptoms
hyperactivity (6-8 months fu, parent
rated ars-iv, conners 3-p, high is
poor outcome) in the intervention
groups was

0.2 standard deviations lower

(0.54 lower to 0.13 higher)

The mean ADHD symptoms
hyperactivity (5-7 weeks pt, teacher
rated ars-iv, high is poor outcome) in
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ADHD symptoms hyperactivity (17
weeks PT, teacher rated Conners

Rating Scales—Revised, 0-84, high
is poor outcome)

ADHD symptoms hyperactivity
(8months FU, teacher rated ARS-
IV, unclear range, high is poor
outcome)

ADHD symptoms hyperactivity (12
weeks PT, investigator rated SNAP,
0-3, high is poor outcome)

Discontinuation related to study
intervention (12 weeks)

26
(1 study)
17 weeks

67
(1 study)
8 months

105
(1 study)
12 weeks

105
(1 study)

risk of
bias,
imprecisio
n

CISISIS)
Low?
due to
risk of
bias,
imprecisio
n

(CISICIS)
Low?
due to
risk of
bias,
imprecisio
n

CISGISIS)
Low?
due to
risk of
bias,
imprecisio
n

S SISIS)
VERY

Low?

RR 1.7
(0.61 to

outcome) in the control groups was
8.58

The mean ADHD symptoms
hyperactivity (17 weeks pt, teacher
rated conners rating scales—
revised, 0-84, high is poor
outcome) in the control groups was
52.8

The mean ADHD symptoms
hyperactivity (8months fu, teacher
rated ars-iv, unclear range, high is
poor outcome) in the control
groups was

8.2

The mean ADHD symptoms
hyperactivity (12 weeks pt,
investigator rated snap, 0-3, high is
poor outcome) in the control
groups was

151

Moderate
98 per 1000

the intervention groups was
0.82 lower
(3.00 lower to 1.36 higher)

The mean ADHD symptoms
hyperactivity (17 weeks pt, teacher
rated conners rating scales—revised,
0-84, high is poor outcome) in the
intervention groups was

11.80 higher

(0.33 to 23.27 higher)

The mean ADHD symptoms
hyperactivity (8months fu, teacher
rated ars-iv, unclear range, high is
poor outcome) in the intervention
groups was

1.30 lower

(4.08 lower to 1.48 higher)

The mean ADHD symptoms
hyperactivity (12 weeks pt,
investigator rated snap, 0-3, high is
poor outcome) in the intervention
groups was

0.24 lower

(0.49 lower to 0.01 higher)

69 more per 1000
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Function/Behaviour (5-7weeks PT,
parent rated Global Executive
Composite, high is poor outcome)

Function/Behaviour (12-20 weeks
PT, parent rated BRIEF, global
executive subscale, BASC, high is
poor outcome)

Function/Behaviour (6-8 months
FU, parent rated BRIEF, global
executive subscale, high is poor
outcome)

Function/Behaviour (5-12 weeks
PT, teacher rated BASC, Global
Executive Composite, high is poor

12 weeks

107
(2 studies)
5-7 weeks

245
(2 studies)
12-20 weeks

137
(2 studies)
6-8 months

172
(2 studies)
5-12 weeks

due to
risk of
bias,
imprecisio
n

(CIGISIS)
Low?
due to
risk of
bias,
imprecisio
n

4.73)

CISISIS)
Low'?
due to
risk of
bias,
imprecisio
n

(CISGISIS)
Low?
due to
risk of
bias,
imprecisio
n

DODO
MODERA

The mean function/behaviour (5-
7weeks pt, parent rated global
executive composite, high is poor
outcome) in the control groups was
103.8

The mean function/behaviour (12-
20 weeks pt, parent rated brief,
behaviour regulation & global
executive subscale, basc, high is
poor outcome) in the control
groups was

60.7

The mean function/behaviour (6-8
months fu, parent rated brief,
global executive subscale, high is
poor outcome) in the control
groups was

65.25

The mean function/behaviour (5-12
weeks pt, teacher rated basc,
global executive composite, high is

(from 38 fewer to 366 more)

The mean function/behaviour (5-
7weeks pt, parent rated global
executive composite, high is poor
outcome) in the intervention groups
was

0.2 standard deviations lower

(0.59 lower to 0.18 higher)

The mean function/behaviour (12-20
weeks pt, parent rated brief,
behaviour regulation & global
executive subscale, basc, high is
poor outcome) in the intervention
groups was

0.40 standard deviations lower
(0.70 to 0.10 lower)

The mean function/behaviour (6-8
months fu, parent rated brief, global
executive subscale, high is poor
outcome) in the intervention groups
was

0.24 standard deviations lower
(0.58 lower to 0.10 higher)

The mean function/behaviour (5-12
weeks pt, teacher rated basc, global
executive composite, high is poor
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outcome)

Function/Behaviour (8 months FU,
teacher rated Global Executive
Composite, 0-100, high is poor
outcome)

Function/Behaviour (5 months PT,
investigator rated BOSS scale, 0-
100, high is good outcome)

Function/Behaviour (6 months FU,
investigator rated BOSS scale, 0-
100, high is good outcome)

Academic - Literacy (5-7 weeks PT,
LOGOS reading fluency % correct,
0-100, high is good outcome)

67
(1 study)
8 months

70
(1 study)
5 months

70
(1 study)
6 months

67
(1 study)
5-7 weeks

due to
risk of
bias

CISISIS)
Low?
due to
risk of
bias,
imprecisio
n

S SISIS)
VERY

Low?*
due to
risk of
bias,
imprecisio
n

S SISIS)
VERY

Low?*
due to
risk of
bias,
imprecisio
n

CISISIS)
Low'?
due to
risk of

poor outcome) in the control
groups was
62.83

The mean function/behaviour (8
months fu, teacher rated global
executive composite, 0-100, high is
poor outcome) in the control
groups was

69

The mean function/behaviour (5
months pt, investigator rated boss
scale, 0-100, high is good
outcome) in the control groups was
79.3

The mean function/behaviour (6
months fu, investigator rated boss
scale, 0-100, high is good
outcome) in the control groups was
81.23

The mean academic - literacy (5-7
weeks pt, logos reading fluency %
correct, 0-100, high is good
outcome) in the control groups was

outcome) in the intervention groups
was

0.11 standard deviations higher
(0.19 lower to 0.41 higher)

The mean function/behaviour (8
months fu, teacher rated global
executive composite, 0-100, high is
poor outcome) in the intervention
groups was

2.00 lower

(7.54 lower to 3.54 higher)

The mean function/behaviour (5
months pt, investigator rated boss
scale, 0-100, high is good outcome)
in the intervention groups was

2.20 lower

(8.57 lower to 4.17 higher)

The mean function/behaviour (6
months fu, investigator rated boss
scale, 0-100, high is good outcome)
in the intervention groups was

5.07 lower

(11.42 lower to 1.28 higher)

The mean academic - literacy (5-7
weeks pt, logos reading fluency %
correct, 0-100, high is good
outcome) in the intervention groups
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bias,
imprecisio
n

Academic - Literacy (8 months FU, 67
LOGOS reading fluency % correct, (1 study)
0-100, high is good outcome) 8 months

CISISIS)
Low'?
due to
risk of
bias,
imprecisio
n

Academic - Numeracy (5-7 weeks 67
PT, Key Math composite score, 0- (1 study)
18, high is good outcome 5-7 weeks

CISISIS)
Low'?
due to
risk of
bias,
imprecisio
n

Academic - Numeracy (8 months 67
FU, Key Math composite score, 0- (1 study)
18, high is good outcome 8 months

(CISISIS)
Low?
due to
risk of
bias,
imprecisio
n

95

The mean academic - literacy (8
months pt, logos reading fluency %
correct, 0-100, high is good
outcome) in the control groups was
96

The mean academic - numeracy
(5-7 weeks pt, key math composite
score, 0-18, high is good outcome
in the control groups was

7.8

The mean academic - numeracy (8
months fu, key math composite
score, 0-18, high is good outcome
in the control groups was

7.7

1 Downgraded by 1 increment if the majority of the evidence was at high risk of bias.

2 Downgraded by 1 increment if the confidence interval crossed one MID.
3 Downgraded by 2 increments if the confidence interval crossed both MIDs.

4 Downgraded by 2 increments if the majority of the evidence was at very high risk of bias.

was
1.00 higher
(1.39 lower to 3.39 higher)

The mean academic - literacy (8
months pt, logos reading fluency %
correct, 0-100, high is good
outcome) in the intervention groups
was

2.00 higher

(0.31 to 3.69 higher)

The mean academic - numeracy (5-
7 weeks pt, key math composite
score, 0-18, high is good outcome in
the intervention groups was

0.60 higher

(0.49 lower to 1.69 higher)

The mean academic - numeracy (8
months fu, key math composite
score, 0-18, high is good outcome in
the intervention groups was

0.50 higher

(0.63 lower to 1.63 higher)
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5 Downgraded due to heterogeneity, unexplained by subgroup analysis

Table 6:

Outcomes

ADHD symptoms inattention
(17-20 weeks PT, parent rated
Conners Rating Scales—
Revised, high is poor outcome)

ADHD symptoms inattention (6
months FU, parent rated
Conners 3-P, 0-84, high is poor
outcome)

ADHD symptoms inattention
(17-20 weeks PT, teacher rated
Conners Rating Scales—
Revised, high is poor outcome)

No of
Participants
(studies)
Follow up

90
(2 studies)
17-20 weeks

70
(1 study)
6 months

94
(2 studies)
17-20 weeks

Quality of
the

evidence
(GRADE)

(CICISIS)
Low'?
due to risk
of bias,
imprecision

GIGICIC)
Low"?
due to risk
of bias,
imprecision

(CISICIS)
Low'?
due to risk
of bias,
imprecision

Relative
effect
(95% ClI)

Clinical evidence summary: Neurofeedback versus waitlist/usual care

Anticipated absolute effects

Risk with Waitlist/usual care

The mean ADHD symptoms
inattention (17-20 weeks pt, parent
rated conners rating scales—
revised, high is poor outcome) in
the control groups was

74.59

The mean ADHD symptoms
inattention (6 months fu, parent
rated conners 3-p, 0-84, high is
poor outcome) in the control groups
was

74.58

The mean ADHD symptoms
inattention (17-20 weeks pt, teacher
rated conners rating scales—
revised, high is poor outcome) in
the control groups was

65.73

Risk difference with
Neurofeedback (95% CI)

The mean ADHD symptoms
inattention (17-20 weeks pt, parent
rated conners rating scales—revised,
high is poor outcome) in the
intervention groups was

4.97 lower

(9.17 to 0.77 lower)

The mean ADHD symptoms
inattention (6 months fu, parent
rated conners 3-p, 0-84, high is poor
outcome) in the intervention groups
was

4.52 lower

(10.03 lower to 0.99 higher)

The mean ADHD symptoms
inattention (17-20 weeks pt, teacher
rated conners rating scales—revised,
high is poor outcome) in the
intervention groups was

3.12 lower

(7.65 lower to 1.41 higher)
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ADHD symptoms inattention (1
year FU, self-rated DSM-IV, 0-9,
CS, high is poor outcome)

ADHD symptoms hyperactivity
(17-20 weeks PT, parent rated
Conners Rating Scales—

Revised, high is poor outcome)

ADHD symptoms hyperactivity
(6 months FU, parent rated
Conners 3-P, 0-84, high is poor
outcome)

ADHD symptoms hyperactivity
(17 weeks PT, teacher rated
Conners Rating Scales—
Revised, 0-84, high is poor
outcome)

90
(1 study)
1 years

90
(2 studies)
17-20 weeks

70
(1 study)
6 months

24
(1 study)
17 weeks

CISISIS)
VERY
Low*?
due to risk
of bias,
imprecision

CICISIS)
Low'?
due to risk
of bias,
imprecision

GISISIC)
Low"?
due to risk
of bias,
imprecision

CISICIS)
VERY
Low™?
due to risk
of bias,
imprecision

See comment®

The mean ADHD symptoms
hyperactivity (17-20 weeks pt,
parent rated conners rating scales—
revised, high is poor outcome) in
the control groups was

73.54

The mean ADHD symptoms
hyperactivity (6 months fu, parent
rated conners 3-p, 0-84, high is
poor outcome) in the control groups
was

77.16

The mean ADHD symptoms
hyperactivity (17 weeks pt, teacher
rated conners rating scales—
revised, 0-84, high is poor outcome)
in the control groups was

52.8

The mean ADHD symptoms
inattention (1 year fu, self-rated
dsme-iv, 0-9, cs, high is poor
outcome) in the intervention groups
was

0.06 standard deviations lower
(0.72 lower to 0.61 higher)

The mean ADHD symptoms
hyperactivity (17-20 weeks pt,
parent rated conners rating scales—
revised, high is poor outcome) in the
intervention groups was

2.18 lower

(8.34 lower to 3.97 higher)

The mean ADHD symptoms
hyperactivity (6 months fu, parent
rated conners 3-p, 0-84, high is poor
outcome) in the intervention groups
was

4.80 lower

(11.86 lower to 2.26 higher)

The mean ADHD symptoms
hyperactivity (17 weeks pt, teacher
rated conners rating scales—revised,
0-84, high is poor outcome) in the
intervention groups was

3.30 higher

(6.73 lower to 13.33 higher)
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ADHD symptoms hyperactivity
(1 year FU, self-rated DSM-IV,
0-9, CS, high is poor outcome)

Function/Behaviour (5 months
PT, parent rated BRIEF, global
executive subscale 0-100, high
is poor outcome)

Function/Behaviour (6 months
FU, parent rated BRIEF, global
executive subscale, 0-100, high
is poor outcome)

Function/Behaviour (5 months
PT, investigator rated BOSS
scale, 0-100, high is good
outcome)

Function/Behaviour (6 months

90

(1 study)
1 patient-
years

70
(1 study)
5 months

70
(1 study)
6 months

70
(1 study)
5 months

CISISIS)
VERY
Low?**
due to risk
of bias,
imprecision

CICISIS)
Low'?
due to risk
of bias,
imprecision

CIISIS)
Low?
due to risk
of bias,
imprecision

S SISIS)
VERY

Low?>*
due to risk
of bias,
imprecision

SISISIS)

See comment®

The mean function/behaviour (5
months pt, parent rated brief, global
executive subscale 0-100, high is
poor outcome) in the control groups
was

64.8

The mean function/behaviour (6
months fu, parent rated brief, global
executive subscale, 0-100, high is
poor outcome) in the control groups
was

65.48

The mean function/behaviour (5
months pt, investigator rated boss
scale, 0-100, high is good outcome)
in the control groups was

79.3

The mean function/behaviour (6

The mean ADHD symptoms
hyperactivity (1 year fu, self-rated
dsme-iv, 0-9, cs, high is poor
outcome) in the intervention groups
was

0.22 standard deviations lower
(0.89 lower to 0.45 higher)

The mean function/behaviour (5
months pt, parent rated brief, global
executive subscale 0-100, high is
poor outcome) in the intervention
groups was

2.70 lower

(6.89 lower to 1.49 higher)

The mean function/behaviour (6
months fu, parent rated brief, global
executive subscale, 0-100, high is
poor outcome) in the intervention
groups was

4.46 lower

(9.21 lower to 0.29 higher)

The mean function/behaviour (5
months pt, investigator rated boss
scale, 0-100, high is good outcome)
in the intervention groups was

1.30 lower

(7.92 lower to 5.32 higher)

The mean function/behaviour (6
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FU, investigator rated BOSS
scale, 0-100, high is good
outcome)

(1 study)
6 months

LOW!?

due to risk

of bias,

imprecision

months fu, investigator rated boss
scale, 0-100, high is good outcome)
in the control groups was

81.23

1 Downgraded by 1 increment if the majority of the evidence was at high risk of bias.

2 Downgraded by 1 increment if the confidence interval crossed one MID.

3 Control group mean unavailable.
4 Downgraded by 2 increments if the majority of the evidence was at very high risk of bias.

5 Downgraded by 2 increments if the confidence interval crossed both MIDs.

Table 7:

Outcomes

ADHD symptoms total (11
weeks FU, teacher rated
Children symptom inventory,
0-27, high is poor outcome)

ADHD symptoms total (7
weeks PT, teacher rated
Children symptom inventory,
0-27, high is poor outcome)

No of
Participants
(studies)
Follow up

14
(1 study)
11 weeks

14
(1 study)
7 weeks

Quality of
the

evidence
(GRADE)

S SISIS)
VERY

LOw™?
due to risk
of bias,
imprecision

S SISIS)
VERY

LOw™?
due to risk
of bias,
imprecision

Relative
effect
(95% ClI)

Clinical evidence summary: Psychoeducation versus waitlist/usual care

Anticipated absolute effects

Risk with Waitlist/usual Care

The mean ADHD symptoms total
(11 weeks fu, teacher rated children
symptom inventory, 0-27, high is
poor outcome) in the control groups
was

12

The mean ADHD symptoms total (7
weeks pt, teacher rated children
symptom inventory, 0-27, high is
poor outcome) in the control groups
was

11.86

months fu, investigator rated boss
scale, 0-100, high is good outcome)
in the intervention groups was

3.47 lower

(9.11 lower to 2.17 higher)

Risk difference with
Psychoeducation (95% CI)

The mean ADHD symptoms total (11
weeks fu, teacher rated children
symptom inventory, 0-27, high is
poor outcome) in the intervention
groups was

5.14 lower

(11.17 lower to 0.89 higher)

The mean ADHD symptoms total (7
weeks pt, teacher rated children
symptom inventory, 0-27, high is
poor outcome) in the intervention
groups was

4.86 lower

(10.49 lower to 0.77 higher)
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ADHD symptoms inattention
(7 weeks PT, teacher rated
Children symptom inventory,
0-27, high is poor outcome)

ADHD symptoms inattention
(11 weeks FU, teacher rated
Children symptom inventory,
0-27, high is poor outcome)

ADHD symptoms inattention
(6 weeks PT, parent rated
CPRS, 0-27, high is poor
outcome)

ADHD symptoms
hyperactivity (6 weeks PT,
parent rated CPRS, 0-27,
high is poor outcome)

ADHD symptoms

14
(1 study)
7 weeks

14
(1 study)
11 weeks

69
(1 study)
6 weeks

69
(1 study)
6 weeks

14

S SISIS)
VERY

LOw™?
due to risk
of bias,
imprecision

S SISIS)
VERY

LOw™?
due to risk
of bias,
imprecision

(CIGISIS)
Low??
due to risk
of bias,
imprecision

(CICISIS)
Low??
due to risk
of bias,
imprecision

SIS OIS

The mean ADHD symptoms
inattention (7 weeks pt, teacher
rated children symptom inventory,
0-27, high is poor outcome) in the
control groups was

6.57

The mean ADHD symptoms
inattention (11 weeks fu, teacher
rated children symptom inventory,
0-27, high is poor outcome) in the
control groups was

6.29

The mean ADHD symptoms
inattention (6 weeks pt, parent rated
cprs, 0-27, high is poor outcome) in
the control groups was

12.38

The mean ADHD symptoms
hyperactivity (6 weeks pt, parent
rated cprs, 0-27, high is poor
outcome) in the control groups was
11.21

The mean ADHD symptoms

The mean ADHD symptoms
inattention (7 weeks pt, teacher rated
children symptom inventory, 0-27,
high is poor outcome) in the
intervention groups was

2.43 standard deviations lower

(5.4 lower to 0.54 higher)

The mean ADHD symptoms
inattention (11 weeks fu, teacher
rated children symptom inventory, 0-
27, high is poor outcome) in the
intervention groups was

2.00 standard deviations lower

(5.43 lower to 1.43 higher)

The mean ADHD symptoms
inattention (6 weeks pt, parent rated
cprs, 0-27, high is poor outcome) in
the intervention groups was

1.45 higher

(0.61 lower to 3.51 higher)

The mean ADHD symptoms
hyperactivity (6 weeks pt, parent
rated cprs, 0-27, high is poor
outcome) in the intervention groups
was

1.65 higher

(0.46 lower to 3.76 higher)

The mean ADHD symptoms
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hyperactivity (7 weeks PT,
teacher rated Children
symptom inventory, 0-27,
high is poor outcome)

ADHD symptoms
hyperactivity (11 weeks FU,
teacher rated Children
symptom inventory, 0-27,
high is poor outcome)

Function/Behaviour (6 weeks
PT, parent reported SDQ, 0-
40, high is poor outcome)

Function/Behaviour (6 weeks
PT, teacher reported SDQ, O-
40, high is poor outcome)

Function/Behaviour (6
months FU, parent reported
SDQ, 0-40, high is poor
outcome)

(1 study)
7 weeks

14
(1 study)
11 weeks

69
(1 study)
6 weeks

69
(1 study)
6 weeks

69
(1 study)
6 months

LOW™?
due to risk
of bias,
imprecision

CISISIS)
VERY
LOw™?
due to risk
of bias,
imprecision

(CICICIS)
Low??
due to risk
of bias,
imprecision

(CIGISIS)
Low??
due to risk
of bias,
imprecision

GBEB(;)B@
LOW*”
due to risk
of bias,

hyperactivity (7 weeks pt, teacher
rated children symptom inventory,
0-27, high is poor outcome) in the
control groups was

5.29

The mean ADHD symptoms
hyperactivity (11 weeks fu, teacher
rated children symptom inventory,
0-27, high is poor outcome) in the
control groups was

5.71

The mean function/behaviour (6
weeks pt, parent reported sdq, 0-40,
high is poor outcome) in the control
groups was

21.46

The mean function/behaviour (6
weeks pt, teacher reported sdq, 0-
40, high is poor outcome) in the
control groups was

14.44

The mean function/behaviour (6
months fu, parent reported sdq, O-
40, high is poor outcome) in the
control groups was

hyperactivity (7 weeks pt, teacher
rated children symptom inventory, O-
27, high is poor outcome) in the
intervention groups was

2.43 lower

(5.66 lower to 0.8 higher)

The mean ADHD symptoms
hyperactivity (11 weeks fu, teacher
rated children symptom inventory, O-
27, high is poor outcome) in the
intervention groups was

3.14 lower

(6.46 lower to 0.18 higher)

The mean function/behaviour (6
weeks pt, parent reported sdq, 0-40,
high is poor outcome) in the
intervention groups was

1.04 higher

(2.09 lower to 4.17 higher)

The mean function/behaviour (6
weeks pt, teacher reported sdq, 0-
40, high is poor outcome) in the
intervention groups was

3.30 higher

(1.1 to 5.5 higher)

The mean function/behaviour (6
months fu, parent reported sdq, O-
40, high is poor outcome) in the
intervention groups was
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imprecision 22.43
Function/Behaviour (6 69 PPHOO The mean function/behaviour (6
months FU, teacher reported (1 study) Low?? months fu, teacher reported sdq, O-
SDQ, 0-40, high is poor 6 months due to risk 40, high is poor outcome) in the
outcome) of bias, control groups was

imprecision 18.15

1 Downgraded by 2 increments if the majority of the evidence was at very high risk of bias.
2 Downgraded by 1 increment if the confidence interval crossed one MID.

3 Downgraded by 1 increment if the majority of the evidence was at high risk of bias.

Table 8: Clinical evidence summary: Relaxation versus waitlist/usual care
No of Quality Anticipated absolute effects
Participants  of the Relative
(studies) evidence effect
Outcomes Follow up (GRADE) (95% CI) Risk with Usual Care
ADHD symptoms total (4 weeks 17 POBO The mean ADHD symptoms total (4
PT, parent rated Conners scale, (1 study) VERY weeks pt, parent rated conners
0-84, high is poor outcome) 4 weeks Low"? scale, 0-84, high is poor outcome) in
due to the control groups was
risk of 19
bias,
imprecisio
n
ADHD symptoms total (4 weeks 17 SICISIS) The mean ADHD symptoms total (4
PT, teacher rated Conners (1 study) VERY weeks pt, teacher rated conners
scale, 0-84, high is poor 4 weeks LOW™? scale, 0-84, high is poor outcome) in
outcome) due to the control groups was
risk of 12.63
bias,

imprecisio

1.22 lower
(4.39 lower to 1.95 higher)

The mean function/behaviour (6
months fu, teacher reported sdq, 0-
40, high is poor outcome) in the
intervention groups was

0.32 lower

(3.71 lower to 3.07 higher)

Risk difference with Exercise (95%
Cl)

The mean ADHD symptoms total (4
weeks pt, parent rated conners scale,
0-84, high is poor outcome) in the
intervention groups was

3.22 lower

(10.84 lower to 4.4 higher)

The mean ADHD symptoms total (4
weeks pt, teacher rated conners scale,
0-84, high is poor outcome) in the
intervention groups was

0.52 lower

(5.88 lower to 4.84 higher)
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Outcomes

No of

Participants

(studies)
Follow up

Quality
of the
evidence
(GRADE)

n

Relative
effect
(95% ClI)

Anticipated absolute effects

Risk with Usual Care

1 Downgraded by 2 increments if the majority of the evidence was at very high risk of bias.
2 Downgraded by 2 increments if the confidence interval crossed both MIDs.

Table 9:

Outcomes

ADHD symptoms inattention
(10 weeks PT, teacher rated
Behaviour Rating scale, 0-
54, High is good outcome)

Function/behaviour (10
weeks PT, teacher rated
Behaviour Rating scale, 0-
54, High is good outcome)

Academic performance (10
weeks PT, teacher rated
Behaviour Rating scale, 0-

No of
Participants
(studies)
Follow up

84

(1 study)
10 weeks

84
(1 study)
10 weeks

84
(1 study)
10 weeks

Quality of
the

evidence
(GRADE)

(CISICIS)
Low!?

due to risk of
bias,
imprecision

CISICIS)
VERY
Low*?

due to risk of
bias,
imprecision

CISISIS)
Low'?
due to risk of

Relative
effect
(95% CiI)

Clinical evidence summary: Exercise versus waitlist/usual care

Anticipated absolute effects

Risk with Usual Care

The mean ADHD symptoms
inattention (10 weeks pt, teacher
rated behaviour rating scale, 0-54,
high is good outcome) in the control
groups was

5.62

The mean function/behaviour (10
weeks pt, teacher rated behaviour
rating scale, 0-54, high is good
outcome) in the control groups was
3.45

The mean academic performance
(10 weeks pt, teacher rated
behaviour rating scale, 0-54, high is

Risk difference with Exercise (95%
Cl)

Risk difference with Exercise (95%
Cl)

The mean ADHD symptoms inattention
(10 weeks pt, teacher rated behavior
rating scale, 0-54, high is good
outcome) in the intervention groups
was

2.84 higher
(0.42 to 5.26 higher)

The mean function/behaviour (10
weeks pt, teacher rated behavior rating
scale, 0-54, high is good outcome) in
the intervention groups was

0.74 lower

(1.99 lower to 0.51 higher)

The mean academic performance (10
weeks pt, teacher rated behavior rating
scale, 0-54, high is good outcome) in
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54, High is good outcome) bias,

good outcome) in the control groups  the intervention groups was

imprecision was 7.24 higher
23 (4.42 to 10.06 higher)

1 Downgraded by 1 increment if the majority of the evidence was at high risk of bias.
2 Downgraded by 1 increment if the confidence interval crossed one MID.
3 Downgraded by 2 increments if the confidence interval crossed both MIDs.

Table 10: Clinical evidence summary: Organisation/School-based versus waitlist/usual care
No of Quality Anticipated absolute effects
Participants  of the Relative
(studies) evidence effect
Outcomes Follow up (GRADE) (95% ClI) Risk with Waitlist/usual care
ADHD symptoms total (teacher 60 POOO The mean ADHD symptoms total
rated 35 weeks PT, Disruptive (1 study) VERY (35 weeks pt, disruptive behaviour
Behaviour Disorders rating scale, 35 weeks Low?? disorders rating scale, 0-3, high is
0-3, high is poor outcome) due to poor outcome) in the control groups
risk of was
bias, 1.23
imprecisio
n
ADHD symptoms inattention (11- 123 SleleSlS) The mean ADHD symptoms
20 weeks PT, parent rated (2 studies) LOw™? inattention (11-20 weeks pt, parent
VADPRS, FBB-HKS, high is poor  11-20 weeks due to rated vadprs, fbb-hks, high is poor
outcome) risk of outcome) in the control groups was
bias, 1.92
imprecisio
n
ADHD symptoms inattention (39 371 SIS The mean ADHD symptoms

weeks PT, parent rated disruptive (2 studies) MODERA

inattention (39 weeks pt, parent
behaviour disorder questionnaire, TE?

rated disruptive behaviour disorder

Risk difference with
Organisational/school based
(95% CI)

The mean ADHD symptoms total
(35 weeks pt, disruptive behaviour
disorders rating scale, 0-3, high is
poor outcome) in the intervention
groups was

0.18 lower

(0.51 lower to 0.15 higher)

The mean ADHD symptoms
inattention (11-20 weeks pt, parent
rated vadprs, fbb-hks, high is poor
outcome) in the intervention groups
was

0.50 standard deviations lower
(0.86 to 0.14 lower)

The mean ADHD symptoms
inattention (39 weeks pt, parent
rated disruptive behaviour disorder
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high is poor outcome)

ADHD symptoms inattention (65
weeks FU, parent rated disruptive
behaviour disorder questionnaire,
0-27, high is poor outcome)

ADHD symptoms inattention (20-
39 weeks PT, teacher rated
disruptive behaviour disorder
guestionnaire, FBB-HKS, high is
poor outcome)

ADHD symptoms inattention (65
weeks FU, teacher rated
disruptive behaviour disorder
guestionnaire, 0-27, high is poor
outcome)

39 weeks

326
(1 study)
65 weeks

447
(3 studies)
20-39 weeks

326
(1 study)
65 weeks

due to
imprecisio
n

ODDD
HIGH

ODDD
HIGH

SO
HIGH

guestionnaire, high is poor
outcome) in the control groups was
15.37

The mean ADHD symptoms
inattention (65 weeks fu, parent
rated disruptive behaviour disorder
guestionnaire, 0-27, high is poor
outcome) in the control groups was
13.98

The mean ADHD symptoms
inattention (20-39 weeks pt,
teacher rated disruptive behaviour
disorder questionnaire, fbb-hks,
high is poor outcome) in the control
groups was

9.03

The mean inattention (65 weeks fu,
teacher rated disruptive behaviour
disorder questionnaire, 0-27, high
is poor outcome) in the control
groups was

10.36

guestionnaire, high is poor
outcome) in the intervention groups
was

1.88 lower

(3.23 to 0.52 lower)

The mean ADHD symptoms
inattention (65 weeks fu, parent
rated disruptive behaviour disorder
questionnaire, 0-27, high is poor
outcome) in the intervention groups
was

0.46 lower

(2.01 lower to 1.09 higher)

The mean ADHD symptoms
inattention (20-39 weeks pt, teacher
rated disruptive behaviour disorder
guestionnaire, fbb-hks, high is poor
outcome) in the intervention groups
was

0.10 standard deviations lower

(0.3 lower to 0.1 higher)

The mean ADHD symptoms
inattention (65 weeks fu, teacher
rated disruptive behaviour disorder
guestionnaire, 0-27, high is poor
outcome) in the intervention groups
was

0.21 lower

(1.96 lower to 1.54 higher)
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ADHD symptoms hyperactivity
(20-39 weeks PT, parent
disruptive behaviour disorder
guestionnaire, FBB-HKS, high is
poor outcome)

ADHD symptoms hyperactivity
(20-39 weeks PT, teacher
disruptive behaviour disorder
questionnaire, FBB-HKS, high is
poor outcome)

ADHD symptoms hyperactivity
(65 weeks FU, parent disruptive
behaviour disorder questionnaire,
0-27, high is poor outcome)

ADHD symptoms hyperactivity
(65 weeks FU, teacher disruptive
behaviour disorder questionnaire,
0-27, high is poor outcome)

447
(3 studies)
20-39 weeks

447
(3 studies)
20-39 weeks

332
(1 study)
65 weeks

326
(1 study)
65 weeks

ODDD
HIGH

CODD
HIGH

SO0
HIGH

SPISPISPIS)
HIGH

The mean ADHD symptoms
hyperactivity (20-39 weeks pt,
parent disruptive behaviour
disorder questionnaire, fbb-hks,
high is poor outcome) in the control
groups was

7.69

The mean ADHD symptoms
hyperactivity (20-39 weeks pt,
teacher disruptive behaviour
disorder questionnaire, fob-hks,
high is poor outcome) in the control
groups was

4.99

The mean ADHD symptoms
hyperactivity (65 weeks fu, parent
disruptive behaviour disorder
questionnaire, 0-27, high is poor
outcome) in the control groups was
8.2

The mean ADHD symptoms
hyperactivity (65 weeks fu, teacher
disruptive behaviour disorder
questionnaire, 0-27, high is poor
outcome) in the control groups was
5.74

The mean ADHD symptoms
hyperactivity (20-39 weeks pt,
parent disruptive behaviour disorder
guestionnaire, fbb-hks, high is poor
outcome) in the intervention groups
was

0.05 standard deviations lower
(0.25 lower to 0.14 higher)

The mean ADHD symptoms
hyperactivity (20-39 weeks pt,
teacher disruptive behaviour
disorder questionnaire, fbb-hks,
high is poor outcome) in the
intervention groups was

0.14 standard deviations lower
(0.33 lower to 0.06 higher)

The mean ADHD symptoms
hyperactivity (65 weeks fu, parent
disruptive behaviour disorder
questionnaire, 0-27, high is poor
outcome) in the intervention groups
was

0.91 lower
(2.27 lower to 0.45 higher)

The mean ADHD symptoms
hyperactivity (65 weeks fu, teacher
disruptive behaviour disorder
guestionnaire, 0-27, high is poor
outcome) in the intervention groups
was

0.73 lower
(2.26 lower to 0.8 higher)
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ADHD symptoms hyperactivity
(11 weeks PT, parent rated
VADPRS, hyperactive/impulsive,
0-3, high is poor outcome)

Function/Behaviour (20-39 weeks
PT, parent disruptive behaviour
disorder questionnaire, SDQ, high
is poor outcome)

Function/Behaviour (65 weeks
FU, parent disruptive behaviour
disorder questionnaire, 0-27, high
is poor outcome)

Function/Behaviour (20-39 weeks
PT, teacher disruptive behaviour
disorder questionnaire, SDQ, high
is poor outcome)

47
(1 study)
11 weeks

402
(2 studies)
20-39 weeks

326
(1 study)
65 weeks

462
(3 studies)
20-39 weeks

SISISIS)
VERY

Low!?
due to
risk of
bias,
imprecisio
n

ODDD
HIGH

SO
HIGH

CODD
HIGH

The mean ADHD symptoms
hyperactivity (11 weeks pt, parent
rated vadprs,
hyperactive/impulsive, 0-3, high is
poor outcome) in the control groups
was

1.18

The mean function/behaviour (20-
39 weeks pt, parent disruptive
behaviour disorder questionnaire,
sdq, high is poor outcome) in the
control groups was

8.01

The mean function/behaviour (65
weeks fu, parent disruptive
behaviour disorder questionnaire,
0-27, high is poor outcome) in the
control groups was

8.07

The mean function/behaviour (20-
39 weeks pt, teacher disruptive
behaviour disorder questionnaire,
sdq, high is poor outcome) in the
control groups was

4.06

The mean ADHD symptoms
hyperactivity (11 weeks pt, parent
rated vadprs, hyperactive/impulsive,
0-3, high is poor outcome) in the
intervention groups was

0.04 higher

(0.36 lower to 0.44 higher)

The mean function/behaviour (20-
39 weeks pt, parent disruptive
behaviour disorder questionnaire,
sdq, high is poor outcome) in the
intervention groups was

0.47 lower

(1.22 lower to 0.28 higher)

The mean function/behaviour (65
weeks fu, parent disruptive
behaviour disorder questionnaire, 0-
27, high is poor outcome) in the
intervention groups was

1.11 lower
(2.35 lower to 0.13 higher)

The mean function/behaviour (20-
39 weeks pt, teacher disruptive
behaviour disorder questionnaire,
sdq, high is poor outcome) in the
intervention groups was

0.16 standard deviations lower
(0.35 lower to 0.04 higher)
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Function/Behaviour (65 weeks
FU, teacher disruptive behaviour
disorder questionnaire, 0-27, high
is poor outcome)

Academic - Literacy (35 weeks
PT, Woodcock-Johnson reading
subscale, 0-132, high is good
outcome)

Academic (65 weeks FU, Teacher
rated Classroom performance
survey scale, unclear range, high
is poor outcome)

Academic (39 weeks PT, Teacher
rated Classroom performance
survey scale, unclear range, high
is poor outcome)

326
(1 study)
65 weeks

60
(1 study)
35 weeks

326
(1 study)
65 weeks

326
(1 study)
39 weeks

SPISPISIS)
HIGH

S SISIS)
VERY

Low??
due to
risk of
bias,
imprecisio
n

SPISPISPIS)
HIGH

SPIPISIS)
HIGH

The mean function/behaviour (65
weeks fu, teacher disruptive
behaviour disorder questionnaire,
0-27, high is poor outcome) in the
control groups was

3.75

The mean academic - literacy (35
weeks pt, woodcock-johnson
reading subscale, 0-132, high is
good outcome) in the control
groups was

94.37

The mean academic (65 weeks fu,
teacher rated classroom
performance survey scale, high is
poor outcome) in the control groups
was

24.66

The mean academic (39 weeks pt,
teacher rated classroom
performance survey scale, high is
poor outcome) in the control groups
was

24.48

The mean function/behaviour (65
weeks fu, teacher disruptive
behaviour disorder questionnaire, 0-
27, high is poor outcome) in the
intervention groups was

0.22 higher

(1.07 lower to 1.51 higher)

The mean academic - literacy (35
weeks pt, woodcock-johnson
reading subscale, 0-132, high is
good outcome) in the intervention
groups was

1.54 higher

(6.87 lower to 9.95 higher)

The mean academic (65 weeks fu,
teacher rated classroom
performance survey scale, high is
poor outcome) in the intervention
groups was

0.05 higher

(2.1 lower to 2.2 higher)

The mean academic (39 weeks pt,
teacher rated classroom
performance survey scale, high is
poor outcome) in the intervention
groups was

0.98 lower

(2.99 lower to 1.03 higher)
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Academic - Numeracy (35 weeks
PT, Woodcock-Johnson math
subscale, 0-132, high is good
outcome)

Academic performance (10-12
weeks PT, APRS, 19-95, High is
good outcome)

Academic - Numeracy (1 year PT,
WJ-11l math fluency, 0-98, high is
good outcome)

Academic - Numeracy (during 10
week intervention, Maths
worksheets, 0-100, high is good
outcome)

60
(1 study)
35 weeks

158
(1 study)
10-12 weeks

28
(1 study)
1 years

28
(1 study)
10 weeks

SISISIS)
VERY

Low??
due to
risk of
bias,
imprecisio
n

(CIGISIS)
Low?
due to
risk of
bias,
imprecisio
n

CISISIS)
VERY
Low??
due to
risk of
bias,
imprecisio
n

SISISIS)
VERY

Low?**
due to
risk of
bias,
imprecisio
n

The mean academic - numeracy
(35 weeks pt, woodcock-johnson
math subscale, 0-132, high is good
outcome) in the control groups was
95.63

The mean academic performance
(10-12 weeks pt, aprs, 19-95, high
is good outcome) in the control
groups was

54.53

The mean academic - numeracy (1
year pt, wj-iii math fluency, 0-98,
high is good outcome) in the
control groups was

14

The mean academic - numeracy
(during 10 week intervention,
maths worksheets, 0-100, high is
good outcome) in the control
groups was

37.8

The mean academic - numeracy (35
weeks pt, woodcock-johnson math
subscale, 0-132, high is good
outcome) in the intervention groups
was

1.68 higher

(6.42 lower to 9.78 higher)

The mean academic performance
(10-12 weeks pt, aprs, 19-95, high
is good outcome) in the intervention
groups was

8.51 higher

(4.65 to 12.37 higher)

The mean academic - numeracy (1
year pt, wj-iii math fluency, 0-98,
high is good outcome) in the
intervention groups was

2.08 higher

(2.87 lower to 7.03 higher)

The mean academic - numeracy
(during 10 week intervention, maths
worksheets, 0-100, high is good
outcome) in the intervention groups
was

4.90 higher
(10.66 lower to 20.46 higher)
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Academic - Numeracy (10 days
PT, WJ-lll ACH math fluency, 0-
98, high is good outcome

Academic performance (8 weeks
PT, parent rated APRS, total, 19-
95, High is good outcome)

27
(1 study)
10 days

37
(1 study)
8 weeks

SISISIS)
VERY

Low??
due to
risk of
bias,
imprecisio
n

S SISIS)
VERY

Low??
due to
risk of
bias,
imprecisio
n

The mean academic - numeracy
(10 days pt, wj-iii ach math fluency,
0-98, high is good outcome in the
control groups was

79.4

The mean academic performance
(8 weeks pt, parent rated aprs,
total, 19-95, high is good outcome)
in the control groups was

60.92

1 Downgraded by 1 increment if the majority of the evidence was at high risk of bias.
2 Downgraded by 1 increment if the confidence interval crossed one MID.
3 Downgraded by 2 increments if the majority of the evidence was at very high risk of bias.

4 Downgraded by 2 increments if the confidence interval crossed both MIDs.

Table 11:

Outcomes

ADHD symptoms total (3 years
FU, parent rated SNAP, 0-3,
high is poor outcome)

No of
Participants
(studies)
Follow up

243
(1 study)
3 years

Quality
of the
evidence
(GRADE)

DDDO
MODERA
TE!

Relative
effect
(95% ClI)

Anticipated absolute effects

Risk with Waitlist/Usual Care
The mean ADHD symptoms total (3
years fu, snap, 0-3, high is poor
outcome) in the control groups was

The mean academic - numeracy (10
days pt, wj-iii ach math fluency, 0-
98, high is good outcome in the
intervention groups was

6.70 higher

(20.03 lower to 33.43 higher)

The mean academic performance
(8 weeks pt, parent rated aprs, total,
19-95, high is good outcome) in the
intervention groups was

2.91 higher

(4.29 lower to 10.11 higher)

Clinical evidence summary: Parent/family training & Organisation/school based versus Waitlist/usual care

Risk difference with
Parent/Family Training &
Organisation/School-based (95%
Cl)

The mean ADHD symptoms total (3
years fu, snap, 0-3, high is poor
outcome) in the intervention groups
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ADHD symptoms inattention
(39-60 weeks PT, parent rated
disruptive behaviour disorder,
SNAP, high is poor outcome)

ADHD symptoms inattention (60
weeks PT, teacher rated SNAP,
0-3, high is poor outcome)

ADHD symptoms hyperactivity
(39-60 weeks PT, parents rated
disruptive behaviour disorder,
SNAP, 0-27, high is poor
outcome)

ADHD symptoms hyperactivity
(60 weeks PT, teacher rated

305
(2 studies)
39-60 weeks

247
(1 study)
60 weeks

295
(2 studies)
39-60 weeks

247
(1 study)

due to
risk of
bias

DDDO
MODERA

TE'
due to
risk of
bias

(GIGISIS)
LOW?
due to
risk of
bias

SODD
HIGH

DDOO
LOW?

1.26

The mean ADHD symptoms
inattention (39-60 weeks pt, parent
rated disruptive behaviour disorder,
snap, high is poor outcome) in the
control groups was

2.87

The mean ADHD symptoms
inattention (60 weeks pt, teacher
rated snap, 0-3, high is poor
outcome) in the control groups was
1.48

The mean ADHD symptoms
hyperactivity (39-60 weeks pt,
parents rated disruptive behaviour
disorder, snap, 0-27, high is poor
outcome) in the control groups was
2.20

The mean ADHD symptoms
hyperactivity (60 weeks pt, teacher

was
0.01 higher
(0.14 lower to 0.16 higher)

The mean ADHD symptoms
inattention (39-60 weeks pt, parent
rated disruptive behaviour disorder,
snhap, high is poor outcome) in the
intervention groups was

0.13 standard deviations lower
(0.35 lower to 0.1 higher)

The mean ADHD symptoms
inattention (60 weeks pt, teacher
rated snap, 0-3, high is poor
outcome) in the intervention groups
was

0.01 lower

(0.18 lower to 0.16 higher)

The mean ADHD symptoms
hyperactivity (39-60 weeks pt,
parents rated disruptive behaviour
disorder, snap, 0-27, high is poor
outcome) in the intervention groups
was

0.15 standard deviations lower
(0.38 lower to 0.08 higher)

The mean ADHD symptoms
hyperactivity (60 weeks pt, teacher
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SNAP, 0-3, high is poor
outcome)

ADHD symptoms hyperactivity
(60 weeks PT, classroom
observer, unclear range, high is
poor outcome)

Function/behaviour - ODD (60
weeks PT, parent rated SNAP,
0-3, high is poor outcome)

Function/behaviour ODD (60
weeks PT, teacher rated SNAP,
0-3, high is poor outcome)

Function/behaviour - ODD
aggression (60 weeks PT,

60 weeks

216
(1 study)
60 weeks

259
(1 study)
60 weeks

247
(1 study)
60 weeks

216
(1 study)

due to
risk of
bias

CISISIS)
VERY
Low?*?
due to
risk of
bias,
imprecisio
n

DODO
MODERA

TE'
due to
risk of
bias

(CISISIS)
LOW?
due to
risk of
bias

SISISIS)
VERY

rated snap, 0-3, high is poor
outcome) in the control groups was
1.25

The mean ADHD symptoms ADHD
symptoms hyperactivity (60 weeks
pt, classroom observer, unclear
range, high is poor outcome) in the
control groups was

0.18

The mean function/behaviour - odd
(60 weeks pt, parent rated snap, 0-
3, high is poor outcome) in the
control groups was

1.11

The mean function/behaviour odd
(60 weeks pt, teacher rated snap,
0-3, high is poor outcome) in the
control groups was

1

The mean function/behaviour - odd
aggression (60 weeks pt,

rated snap, 0-3, high is poor
outcome) in the intervention groups
was

0.15 lower

(0.35 lower to 0.05 higher )

The mean ADHD symptoms
hyperactivity (60 weeks pt,
classroom observer, unclear range,
high is poor outcome) in the
intervention groups was

0.11 higher

(0.05 to 0.17 higher)

The mean function/behaviour - odd
(60 weeks pt, parent rated snap, 0-
3, high is poor outcome) in the
intervention groups was

0.06 lower

(0.23 lower to 0.11 higher)

The mean function/behaviour odd
(60 weeks pt, teacher rated snap, 0-
3, high is poor outcome) in the
intervention groups was

0.03 lower

(0.23 lower to 0.17 higher)

The mean function/behaviour - odd
aggression (60 weeks pt, classroom
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classroom observer, unclear
range, high is poor outcome)

Social skills (60 weeks PT,
parent rated Social skills rating
system internalising subscale,
unclear range, high is poor
outcome)

Social skills (60 weeks PT,
teacher rated Social skills rating
system internalising subscale,
unclear range, high is poor
outcome)

Academic - Literacy (3 years
FU, WIAT, 0-132, high is good
outcome)

60 weeks

256
(1 study)
60 weeks

207
(1 study)
60 weeks

243
(1 study)
3 years

Low??®
due to
risk of
bias,
imprecisio
n

(GIGISIS)
LOW?
due to
risk of
bias

SISISIS)
VERY

Low?*?
due to
risk of
bias,
imprecisio
n

DODO
MODERA

TE?
due to
risk of
bias

classroom observer, unclear range,
high is poor outcome) in the control
groups was

0.006

The mean social skills (60 weeks
pt, parent rated social skills rating
system internalising subscale,
unclear range, high is poor
outcome) in the control groups was
0.82

The mean social skills (60 weeks
pt, teacher rated social skills rating
system internalising subscale,
unclear range, high is poor
outcome) in the control groups was
0.69

The mean academic - literacy (3
years fu, wiat, 0-132, high is good
outcome) in the control groups was
96

observer, unclear range, high is
poor outcome) in the intervention
groups was

0.00 higher
(0 to 0.01 higher)

The mean social skills (60 weeks pt,
parent rated social skills rating
system internalising subscale,
unclear range, high is poor
outcome) in the intervention groups
was

0.05 lower

(0.15 lower to 0.05 higher)

The mean social skills (60 weeks pt,
teacher rated social skills rating
system internalising subscale,
unclear range, high is poor
outcome) in the intervention groups
was

0.11 lower

(0.22 lower to O higher)

The mean academic - literacy (3
years fu, wiat, 0-132, high is good
outcome) in the intervention groups
was

2.30 higher
(2.32 lower to 5.92 higher)
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Academic (39 weeks PT,
Teacher rated Classroom
performance survey scale,
unclear range, high is poor
outcome)

Academic - Literacy (60 weeks
PT, Wechsler Individual
Achievement Test, 69-130, high
is good outcome)

Academic - Numeracy (60
weeks PT, Wechsler Individual
Achievement Test, 69-130, high
is good outcome

36
(1 study)
39 weeks

265
(1 study)
60 weeks

265
(1 study)
60 weeks

(CICISIS)
Low*?
due to
risk of
bias,
imprecisio
n

(SISIIS)
MODERA
TE!

due to
risk of
bias

(GISGIGIS)
MODERA
TE!

due to
risk of
bias

The mean academic (39 weeks pt,
teacher rated classroom
performance survey scale, unclear
range, high is poor outcome) in the
control groups was

25.5

The mean academic - literacy (60
weeks pt, wechsler individual
achievement test, 69-130, high is
good outcome) in the control
groups was

95.4

The mean academic - numeracy
(60 weeks pt, wechsler individual
achievement test, 69-130, high is
good outcome in the control groups
was

100.4

1 Downgraded by 1 increment if the majority of the evidence was at high risk of bias.
2 Downgraded by 2 increments if the majority of the evidence was at very high risk of bias.

3 Downgraded by 1 increment if the confidence interval crossed one MID.

Table 12:

Clinical evidence summary: Cognitive training & exercise versus waitlist/usual care

The mean academic (39 weeks pt,
teacher rated classroom
performance survey scale, unclear
range, high is poor outcome) in the
intervention groups was

5.00 lower

(9.99 to 0.01 lower)

The mean academic - literacy (60
weeks pt, wechsler individual
achievement test, 69-130, high is
good outcome) in the intervention
groups was

0.80 higher
(2.7 lower to 4.3 higher)

The mean academic - numeracy (60
weeks pt, wechsler individual
achievement test, 69-130, high is
good outcome in the intervention
groups was

0.10 lower

(3.59 lower to 3.39 higher)
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No of Quality Anticipated absolute effects
Participants of the Relative
(studies) evidence effect
Outcomes Follow up (GRADE) (95% CI) Risk with Waitlist/usual care
ADHD symptoms total (15 80 DPHOO The mean ADHD symptoms total (15
weeks PT, clinician rated (1 study) Low? weeks pt, clinician rated snap,
SNAP, unclear range, highis 15 weeks due to unclear range, high is poor outcome)
poor outcome) risk of in the control groups was
bias, 25.6
imprecisi
on
ADHD symptoms total (15 79 PO The mean ADHD symptoms total (15
weeks PT, parent rated (1 study) LOw?"? weeks pt, parent rated snap, unclear
SNAP, unclear range, high 15 weeks due to range, high is poor outcome) in the
is poor outcome) risk of control groups was
bias, 24.4
imprecisi
on
ADHD symptoms total (15 65 PPPHO The mean ADHD symptoms total (15
weeks PT, teacher rated (1 study) MODER weeks pt, teacher rated snap,
SNAP, unclear range, high 15 weeks ATE! unclear range, high is poor
is poor outcome) due to outcome) in the control groups was
risk of 25.2
bias

1 Downgraded by 1 increment if the majority of the evidence was at high risk of bias.
2 Downgraded by 1 increment if the confidence interval crossed one MID.

Table 13:
Outcomes

Clinical evidence summary: CBT/DBT versus Non-specific supportive therapy

No of Quality Relative  Anticipated absolute effects

Risk difference with Cognitive
training & exercise (95% ClI)

The mean ADHD symptoms total (15
weeks pt, clinician rated snap, unclear
range, high is poor outcome) in the
intervention groups was

1.20 higher

(2.24 lower to 4.64 higher)

The mean ADHD symptoms total (15
weeks pt, parent rated snap, unclear
range, high is poor outcome) in the
intervention groups was

1.00 lower

(4.89 lower to 2.89 higher)

The mean ADHD symptoms total (15
weeks pt, teacher rated snap, unclear
range, high is poor outcome) in the
intervention groups was

0.10 lower

(5.6 lower to 5.4 higher)
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ADHD symptoms inattention (17
weeks PT, parent rated Revised
behaviour problem checklist, 0-

27, high is poor outcome)

ADHD symptoms inattention (39
weeks FU, parent rated Revised
behaviour problem checkilist, 0-
27, high is poor outcome)

ADHD symptoms inattention (17
weeks PT, teacher rated
Revised behaviour problem
checklist, 0-27, high is poor
outcome)

ADHD symptoms inattention (39
weeks FU, teacher rated
Revised behaviour problem

Participants
(studies)
Follow up

25

(1 study)
17 weeks

25
(1 study)
39 weeks

25
(1 study)
17 weeks

25
(1 study)
39 weeks

of the
evidence
(GRADE)

(CISISIS)
Low!?
due to
risk of
bias,
imprecisio
n

S SISIS)
VERY

Low!?
due to
risk of
bias,
imprecisio
n

CIGISIS)
Low!?
due to
risk of
bias,
imprecisio
n

S SISIS)
VERY

Low?

effect
(95% ClI)

Risk with Non-specific supportive
therapy

The mean ADHD symptoms
inattention (17 weeks pt, parent
rated revised behaviour problem
checklist, 0-27, high is poor
outcome) in the control groups was
17.7

The mean ADHD symptoms
inattention (39 weeks fu, parent
rated revised behaviour problem
checklist, 0-27, high is poor
outcome) in the control groups was
14.5

The mean ADHD symptoms
inattention (17 weeks pt, teacher
rated revised behaviour problem
checklist, 0-27, high is poor
outcome) in the control groups was
17.7

The mean ADHD symptoms
inattention (39 weeks fu, teacher
rated revised behaviour problem

Risk difference with CBT/DBT
(95% ClI)

The mean ADHD symptoms
inattention (17 weeks pt, parent
rated revised behaviour problem
checklist, 0-27, high is poor
outcome) in the intervention groups
was

3.80 lower

(9.74 lower to 2.14 higher)

The mean ADHD symptoms
inattention (39 weeks fu, parent
rated revised behaviour problem
checklist, 0-27, high is poor
outcome) in the intervention groups
was

2.00 lower
(7.71 lower to 3.71 higher)

The mean ADHD symptoms
inattention (17 weeks pt, teacher
rated revised behaviour problem
checklist, 0-27, high is poor
outcome) in the intervention groups
was

4.20 lower
(7.97 to 0.43 lower)

The mean ADHD symptoms
inattention (39 weeks fu, teacher
rated revised behaviour problem
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checklist, 0-27, high is poor
outcome)

ADHD symptoms hyperactivity
(17 weeks PT, parent rated
modified Werry Weiss Activity
scale, 0-100, high is poor
outcome)

ADHD symptoms hyperactivity
(39 weeks FU, parent rated
modified Werry Weiss Activity
scale, 0-100, high is poor
outcome)

25
(1 study)
17 weeks

25
(1 study)
39 weeks

due to
risk of
bias,
imprecisio
n

(CIGISIS)
Low!?
due to
risk of
bias,
imprecisio
n

CICISIS)
Low!?
due to
risk of
bias,
imprecisio
n

checklist, 0-27, high is poor
outcome) in the control groups was
14.1

The mean ADHD symptoms
hyperactivity (17 weeks pt, parent
rated modified werry weiss activity
scale, 0-100, high is poor outcome)
in the control groups was

37.2

The mean ADHD symptoms
hyperactivity (39 weeks fu, parent
rated modified werry weiss activity
scale, 0-100, high is poor outcome)
in the control groups was

32.6

1 Downgraded by 1 increment if the majority of the evidence was at high risk of bias.
2 Downgraded by 1 increment if the confidence interval crossed one MID.

3 Downgraded by 2 increments if the confidence interval crossed both MIDs.

Table 14:

Outcomes

No of
Participants
(studies)

Quality
of the
evidence

Relative
effect
(95% ClI)

Anticipated absolute effects

checklist, 0-27, high is poor
outcome) in the intervention groups
was

1.20 lower

(8.58 lower to 6.18 higher)

The mean ADHD symptoms
hyperactivity (39 weeks fu, teacher
rated revised behaviour problem
checklist, 0-27, high is poor
outcome) in the intervention groups
was

11.00 lower

(22.90 lower to 0.90 higher)

The mean ADHD symptoms
hyperactivity (39 weeks fu, parent
rated modified werry weiss activity
scale, 0-100, high is poor outcome)
in the intervention groups was

7.70 lower

(20.12 lower to 4.72 higher)

Clinical evidence summary: Organisation/School-based versus Non-specific supportive therapy

Risk with Non-specific supportive Risk difference with

therapy

Organisational/school based (95%
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Follow up
Function/behaviour (10 weeks PT, 20

adolescent reported Aggression (1 study)
and Conduct Problems Scale, 0- 10 weeks
27, high is poor outcome)

Emotional dysregulation (10 20
weeks PT, adolescent reported (1 study)
BASC-I, 0-100, high is poor 10 weeks

outcome)

(GRADE)

S SISIS)
VERY

Low!?
due to
risk of
bias,
imprecisio
n

S SISIS)
VERY

LOwW™?
due to
risk of
bias,
imprecisio
n

The mean function/behaviour (10
weeks pt, aggression and conduct
problems scale, 0-27, high is poor
outcome) in the control groups was
10.33

The mean emotional dysregulation

(10 weeks pt, basc-i, 0-100, high is

poor outcome) in the control groups
was

45.11

1 Downgraded by 2 increments if the majority of the evidence was at very high risk of bias.
2 Downgraded by 1 increment if the confidence interval crossed one MID.

Table 15:
No of
Participants
(studies)
Outcomes Follow up
ADHD symptoms total (15 weeks 41
PT, teacher rated ADHD-RS-1V , (1 study)
0-54, high is poor outcome) 15 weeks

Quality of
the

evidence
(GRADE)

S SISIS)
VERY

Low'?
due to risk
of bias,
imprecision

Clinical evidence summary: Neurofeedback versus sham

Relative Anticipated absolute effects

effect
(95%
Cl)

Risk with Sham

The mean ADHD symptoms total
(15 weeks pt, teacher rated adhd-
rs-iv, 0-54, high is poor outcome)
in the control groups was

18.9

Cl)

The mean function/behaviour (10
weeks pt, aggression and conduct
problems scale, 0-27, high is poor
outcome) in the intervention groups
was

7.15 lower

(22.99 to 1.31 lower)

The mean emotional dysregulation
(10 weeks pt, basc-i, 0-100, high is
poor outcome) in the intervention
groups was

3.11 lower

(7.58 lower to 1.36 higher)

Risk difference with
Neurofeedback (95% CI)

The mean ADHD symptoms total (15
weeks pt, teacher rated adhd-rs-iv ,
0-54, high is poor outcome) in the
intervention groups was

0.40 higher

(6.21 lower to 7.01 higher)
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ADHD symptoms total (15 weeks
PT, investigator rated ADHD-RS-
IV, 0-54, high is poor outcome)

ADHD symptoms inattention (15
weeks PT, teacher rated ADHD-
RS-V ADHD symptoms
inattention, 0-27, high is poor
outcome)

ADHD symptoms inattention (15-
17 weeks PT, investigator rated
ADHD-RS-IV inattention, ADHD
DSM-1V, high is poor outcome)

ADHD symptoms hyperactivity
(15 weeks PT, teacher rated
ADHD-RS-IV hyperactivity, 0-27,
high is poor outcome)

41
(1 study)
15 weeks

41
(1 study)
15 weeks

55
(2 studies)
15-17 weeks

41
(1 study)
15 weeks

SPISIIS)
MODERAT
E3

due to
imprecision

S SISIS)
VERY

LOwW™?
due to risk
of bias,
imprecision

SPICISIS)
MODERAT
ES

due to
imprecision

DPOOO
VERY

LOw™?
due to risk
of bias,
imprecision

The mean ADHD symptoms total
(15 weeks pt, investigator rated
adhd-rs-iv , 0-54, high is poor
outcome) in the control groups was
26.3

The mean ADHD symptoms
inattention (15 weeks pt, teacher
rated adhd-rs-iv inattention, 0-27,
high is poor outcome) in the control
groups was

11

The mean ADHD symptoms
inattention (15-17 weeks pt,
investigator rated adhd-rs-iv
inattention, adhd dsme-iv, high is
poor outcome) in the control groups
was

13.49

The mean ADHD symptoms
hyperactivity (15 weeks pt, teacher
rated adhd-rs-iv hyperactivity, 0-27,
high is poor outcome) in the control
groups was

8

The mean ADHD symptoms total (15
weeks pt, investigator rated adhd-rs-
iv, 0-54, high is poor outcome) in
the intervention groups was

2.90 lower

(8.02 lower to 2.22 higher)

The mean ADHD symptoms
inattention (15 weeks pt, teacher
rated adhd-rs-iv inattention, 0-27,
high is poor outcome) in the
intervention groups was

0.30 higher

(2.91 lower to 3.51 higher)

The mean ADHD symptoms
inattention (15-17 weeks pt,
investigator rated adhd-rs-iv
inattention, adhd dsm-iv, high is poor
outcome) in the intervention groups
was

0.06 standard deviations lower

(0.59 lower to 0.48 higher)

The mean ADHD symptoms
hyperactivity (15 weeks pt, teacher
rated adhd-rs-iv hyperactivity, 0-27,
high is poor outcome) in the
intervention groups was

0.00 higher

(4.17 lower to 4.17 higher)
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ADHD symptoms hyperactivity
(15-17 weeks PT, investigator
rated ADHD-RS-IV hyperactivity,
ADHD DSM-IV, high is poor
outcome)

CGl-I ~ much improved or very
much improved (43 weeks FU,
investigator rated)

Serious adverse events (15
weeks PT, Pittsburgh Side Effects
Rating Scale, 0-27, high is poor
outcome)

55
(2 studies)
15-17 weeks

14
(1 study)
43 weeks

41
(1 study)
15 weeks

SISO
MODERAT
E3

due to
imprecision

SPICISIS)
LOW?

due to
imprecision

(GIGISIS)]
LOW?

due to
imprecision

Peto OR
5.75
(0.11to
302.04)

The mean ADHD symptoms
hyperactivity (15-17 weeks pt,
investigator rated adhd-rs-iv
hyperactivity, adhd dsm-iv, high is
poor outcome) in the control groups
was

13.03

Moderate

130 more per 1000
(from 180 fewer to 430 more)

The mean serious adverse events
(15 weeks pt, pittsburgh side
effects rating scale, 0-27, high is
poor outcome) in the control groups
was

3.9

1 Downgraded by 1 increment if the majority of the evidence was at high risk of bias.

2 Downgraded by 2 increments if the confidence interval crossed both MIDs.

3 Downgraded by 1 increment if the confidence interval crossed one MID.

Table 16:
Outcomes

Quality of

Relative

Clinical evidence summary: Neurofeedback versus Exercise
No of

Anticipated absolute effects

The mean ADHD symptoms
hyperactivity (15-17 weeks pt,
investigator rated adhd-rs-iv
hyperactivity, adhd dsm-iv, high is
poor outcome) in the intervention
groups was

0.46 standard deviations lower

(1 lower to 0.08 higher)

The mean serious adverse events
(15 weeks pt, pittsburgh side effects
rating scale, 0-27, high is poor
outcome) in the intervention groups
was

0.20 higher
(2.41 lower to 2.81 higher)
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ADHD symptoms hyperactivity,
(10-12 weeks PT, parent rated,
SWAN, 0-3, higher is poorer)

ADHD symptoms hyperactivity,
(10-12 weeks PT, teacher
rated, SWAN, 0-3, higher is
poorer)

ADHD symptoms inattention
(10-12 weeks PT, parent rated
SWAN, 0-3, high is poor
outcome)

ADHD symptoms inattention
(10-12 weeks PT, teacher
rated SWAN, 0-3, high is poor
outcome)

Participants
(studies)
Follow up

76
(1 study)
10-12 weeks

74
(1 study)
10-12 weeks

76
(1 study)
10-12 weeks

74
(1 study)
10-12 weeks

the
evidence
(GRADE)

CISICIS)
Low?
due to risk
of bias,
imprecision

CIOISIS)
Low?
due to risk
of bias,
imprecision

(CISIGIS)
MODERAT
El

due to risk
of bias

(CIPIGIS)
MODERAT
El

due to risk
of bias

effect
(95% ClI)

Risk with Exercise

The mean ADHD symptoms
hyperactivity, (10-12 weeks pt,
parent rated, swan, 0-3,higher is
poorer) in the control groups was
1.07

The mean ADHD symptoms
hyperactivity, (10-12 weeks pt,
teacher rated, swan, 0-3,higher is
poorer) in the control groups was
1.1

The mean ADHD symptoms
inattention (10-12 weeks pt, parent
rated swan, 0-3, high is poor
outcome) in the control groups was
1.11

The mean ADHD symptoms
inattention (10-12 weeks pt, teacher
rated swan, 0-3, high is poor
outcome) in the control groups was
1.33

Risk difference with
Neurofeedback (95% ClI)

The mean ADHD symptoms
hyperactivity, (10-12 weeks pt,
parent rated, swan,0-3, higher is
poorer) in the intervention groups
was

0.05 lower

(0.41 lower to 0.31 higher)

The mean ADHD symptoms
hyperactivity, (10-12 weeks pt,
teacher rated, swan, 0-3,higher is
poorer) in the intervention groups
was

0.06 higher

(0.41 lower to 0.53 higher)

The mean ADHD symptoms
inattention (10-12 weeks pt, parent
rated swan, 0-3, high is poor
outcome) in the intervention groups
was

0.00 higher

(0.31 lower to 0.31 higher)

The mean ADHD symptoms
inattention (10-12 weeks pt, teacher
rated swan, 0-3, high is poor
outcome) in the intervention groups
was

0.03 lower
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Function/Behaviour (10-12
weeks PT, parent reported
SDQ, 0-40, high is poor

outcome)

Function/Behaviour (10-12
weeks PT, teacher reported
SDQ, 0-40, high is poor

outcome)

76
(1 study)
10-12 weeks

74
(1 study)
10-12 weeks

(CISISIS)
Low?
due to risk
of bias,
imprecision

CIOISIS)
Low'?
due to risk
of bias,
imprecision

The mean function/behaviour (10-
12 weeks pt, parent reported sdq,
0-40, high is poor outcome) in the
control groups was

15.81

The mean function/behaviour (10-

12 weeks pt, teacher reported sdq,
0-40, high is poor outcome) in the

control groups was

15.97

1 Downgraded by 1 increment if the majority of the evidence was at high risk of bias.
2 Downgraded by 1 increment if the confidence interval crossed one MID.

Table 17:

Outcomes

ADHD symptoms hyperactivity
(12 weeks PT, parent rated
CBCL, 0-106, high is poor

outcome)

No of

Participants

(studies)
Follow up

24
(1 study)
12 weeks

Quality
of the
evidence
(GRADE)

SISISIS)
VERY

Low**
due to
risk of
bias,
imprecisio

Relative
effect
(95% CI)

Clinical evidence summary: Parent/family training versus relaxation

Anticipated absolute effects

Risk with Relaxation

The mean ADHD symptoms
hyperactivity (12 weeks pt, parent
rated cbcl, 0-106, high is poor
outcome) in the control groups was
70.5

(0.37 lower to 0.31 higher)

The mean function/behaviour (10-12
weeks pt, parent reported sdq, 0-40,
high is poor outcome) in the
intervention groups was

0.89 lower

(3.29 lower to 1.51 higher)

The mean function/behaviour (10-12
weeks pt, teacher reported sdq, 0-
40, high is poor outcome) in the
intervention groups was

0.59 lower

(2.88 lower to 1.7 higher)

Risk difference with Parent
Training (95% CI)

The mean ADHD symptoms
hyperactivity (12 weeks pt, parent
rated cbcl, 0-106, high is poor
outcome) in the intervention groups
was

0.00 higher
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ADHD symptoms hyperactivity
(47 weeks FU, parent rated
CBCL, 0-106, high is poor
outcome)

ADHD symptoms hyperactivity
(12 weeks PT, teacher rated
CTRS, 0-15, high is poor
outcome)

ADHD symptoms hyperactivity
(47 weeks FU, teacher rated
CTRS, 0-15, high is poor
outcome)

Function/behaviour (12 weeks
PT, parent rated CBCL, 0-106,
high is poor outcome)

24
(1 study)
47 weeks

24
(1 study)
12 weeks

24
(1 study)
47 weeks

24
(1 study)
12 weeks

SISISIS)
VERY

Low!?
due to
risk of
bias,
imprecisio
n

(CISISIS)
VERY
Low!?
due to
risk of
bias,
imprecisio
n

S SISIS)
VERY

Low*?
due to
risk of
bias,
imprecisio
n

SSISIS)
VERY

LOW?
due to

The mean ADHD symptoms
hyperactivity (47 weeks pt, parent
rated cbcl, 0-106, high is poor
outcome) in the control groups was
70.3

The mean ADHD symptoms
hyperactivity (12 weeks pt, teacher
rated ctrs, 0-15, high is poor
outcome) in the control groups was
13.6

The mean ADHD symptoms
hyperactivity (47 weeks pt, teacher
rated ctrs, 0-15, high is poor
outcome) in the control groups was
19.6

The mean function/behaviour (12
weeks pt, parent rated cbcl, 0-106,
high is poor outcome) in the control
groups was

(8.41 lower to 8.41 higher)

The mean ADHD symptoms
hyperactivity (47 weeks fu, parent
rated cbcl, 0-106, high is poor
outcome) in the intervention groups
was

1.10 standard deviations lower

(9.25 lower to 7.05 higher)

The mean ADHD symptoms
hyperactivity (12 weeks pt, teacher
rated ctrs, 0-15, high is poor
outcome) in the intervention groups
was

1.50 lower
(6.41 lower to 3.41 higher)

The mean ADHD symptoms
hyperactivity (47 weeks fu, teacher
rated ctrs, 0-15, high is poor
outcome) in the intervention groups
was

6.40 lower
(11.52 to 1.28 lower)

The mean function/behaviour (12
weeks pt, parent rated chcl, 0-106,
high is poor outcome) in the
intervention groups was
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Function/behaviour (47 weeks
FU, parent rated CBCL, 0-106,
high is poor outcome)

Function/behaviour (12 weeks
PT, teacher rated CTRS, 0-15,
high is poor outcome)

Function/behaviour (47 weeks
FU, teacher rated CTRS, 0-15,
high is poor outcome)

Academic - Literacy (12 weeks
PT, WRAT-R, 55-145, high is
good outcome)

24
(1 study)
47 weeks

24
(1 study)
12 weeks

24
(1 study)
47 weeks

24
(1 study)
12 weeks

risk of
bias,
imprecisio
n

S SISIS)
VERY

Low!?
due to
risk of
bias,
imprecisio
n

S SISIS)
VERY

Low™*
due to
risk of
bias,
imprecisio
n

S SISIS)
VERY

Low!?
due to
risk of
bias,
imprecisio
n

DPOOO
VERY

Low™?
due to
risk of
bias,

71.7

The mean function/behaviour (47
weeks pt, parent rated chcl, 0-106,
high is poor outcome) in the control
groups was

69.8

The mean function/behaviour (12
weeks pt, teacher rated ctrs, 0-15,
high is poor outcome) in the control
groups was

6.1

The mean function/behaviour (47
weeks pt, teacher rated ctrs, 0-15,
high is poor outcome) in the control
groups was

5.2

The mean academic - literacy (12
weeks pt, wrat-r, 55-145, high is

good outcome) in the control groups

was
106.4

1.30 higher
(4.7 lower to 7.3 higher)

The mean function/behaviour (47
weeks fu, parent rated chcl, 0-106,
high is poor outcome) in the
intervention groups was

1.60 higher

(3.72 lower to 6.92 higher)

The mean function/behaviour (12
weeks pt, teacher rated ctrs, 0-15,
high is poor outcome) in the
intervention groups was

1.40 lower

(4.56 lower to 1.76 higher)

The mean function/behaviour (47
weeks fu, teacher rated ctrs, 0-15,
high is poor outcome) in the
intervention groups was

0.70 higher

(3.54 lower to 4.94 higher)

The mean academic - literacy (12
weeks pt, wrat-r, 55-145, high is
good outcome) in the intervention
groups was

13.00 higher

(2.2 lower to 28.2 higher)
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[EEY

imprecisio
n

SISISIS)
VERY

Low!?
due to
risk of
bias,
imprecisio
n

Academic - Literacy (47 weeks 24
FU, WRAT-R, 55-145, high is (1 study)
good outcome) 47 weeks

Academic - Numeracy (12 24
weeks PT, WRAT-R, 0-145, high (1 study)
is good outcome) 12 weeks

S SISIS)
VERY

Low!?
due to
risk of
bias,
imprecisio
n

Academic - Numeracy (47 24
weeks FU, WRAT-R, 0-145, (1 study)
high is good outcome) 47 weeks

S SISIS)
VERY

Low!?
due to
risk of
bias,
imprecisio
n

The mean academic - literacy (47
weeks pt, wrat-r, 55-145, high is
good outcome) in the control groups
was

104.3

The mean academic - numeracy (12
weeks pt, wrat-r, 0-145, high is good
outcome) in the control groups was
95.2

The mean academic - numeracy (47
weeks pt, wrat-r, 0-145, high is good
outcome) in the control groups was
88.6

1 Downgraded by 2 increments if the majority of the evidence was at very high risk of bias.

2 Downgraded by 2 increments if the confidence interval crossed both MIDs.
3 Downgraded by 1 increment if the confidence interval crossed one MID.

4 Downgraded by 1 increment if the majority of the evidence was at high risk of bias.

Table 18:

Outcomes No of Quality of  Relative

Clinical evidence summary: Parent/family training versus psychoeducation

Anticipated absolute effects

The mean academic - literacy (47
weeks fu, wrat-r, 55-145, high is
good outcome) in the intervention
groups was

10.10 higher

(4.08 lower to 24.28 higher)

The mean academic - numeracy (12
weeks pt, wrat-r, 0-145, high is good
outcome) in the intervention groups

was

8.10 higher

(2.57 to 13.63 higher)

The mean academic - numeracy (47
weeks fu, wrat-r, 0-145, high is good
outcome) in the intervention groups

was

10.70 higher

(5.33 to 16.07 higher)
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N -

Participants

(studies)

Follow up
Academic (26 weeks FU, 188
teacher rated APRS (1 study)
guestionnaire, 0-5, high is 26 weeks
good outcome)
Academic (12 weeks PT, 188
teacher rated APRS (1 study)
questionnaire, 0-5, high is 12 weeks

good outcome)

the
evidence
(GRADE)

(CISIGIS)
MODERAT
El

due to risk
of bias

(CIIIS)
MODERAT
El

due to risk
of bias

effect
(95% ClI)

Risk with Psychoeducation

The mean academic (26 weeks pt,
teacher rated aprs questionnaire, O-
5, high is good outcome) in the
control groups was

3.36

The mean academic (12 weeks pt,
teacher rated aprs questionnaire, O-
5, high is good outcome) in the
control groups was

3.2

1 Downgraded by 1 increment if the majority of the evidence was at high risk of bias.

Table 19:

Outcomes

ADHD symptoms total (3-4 weeks
PT, parent rated German ADHD
rating scale, 0-3, high is poor
outcome)

No of Quality
Participants  of the Relative
(studies) evidence effect
Follow up (GRADE) (95% ClI)
94 SPIPISIS)
(1 study) Low"?
3-4 weeks due to

risk of

bias,

imprecisio

n

Clinical evidence summary: Neurofeedback versus Attention/memory/cognitive training

Anticipated absolute effects

Risk with
Attention/memory/cognitive
training

The mean ADHD symptoms total
(3-4 weeks pt, parent rated German
adhd rating scale, 0-3, high is poor
outcome) in the control groups was
-0.14

Risk difference with Family
Training (95% CI)

The mean academic (26 weeks fu,
teacher rated aprs questionnaire, 0-5,
high is good outcome) in the
intervention groups was

0.15 higher

(0.05 lower to 0.35 higher)

The mean academic (12 weeks pt,
teacher rated aprs questionnaire, 0-5,
high is good outcome) in the
intervention groups was

0.12 higher

(0.07 lower to 0.31 higher)

Risk difference with
Neurofeedback (95% CI)

The mean ADHD symptoms total
(3-4 weeks pt, parent rated German
adhd rating scale, 0-3, high is poor
outcome) in the intervention groups
was

0.25 lower

(0.42 to 0.08 lower)
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ADHD symptoms total (26 weeks
FU, parent rated German ADHD
rating scale, 0-3, high is poor
outcome)

ADHD symptoms total (3-4 weeks
PT, teacher rated German ADHD
rating scale, 0-3, high is poor
outcome)

ADHD symptoms inattention (3-4
weeks PT, parent rated German
ADHD rating scale, 0-3, high is
poor outcome)

ADHD symptoms inattention (17-20
weeks PT, parent rated Conners
Rating Scales—Revised, high is
poor outcome)

61
(1 study)
26 weeks

94
(1 study)
3-4 weeks

97
(1 study)
3-4 weeks

88
(2 studies)
17-20 weeks

SSISIS)
VERY

Low??
due to
risk of
bias,
imprecisio
n

DODO
MODERA
TE!

due to
risk of
bias

(CISGISIS)
Low'?
due to
risk of
bias,
imprecisio
n

CISISIS)
Low'?
due to
risk of
bias,
imprecisio
n

The mean ADHD symptoms total
(26 weeks fu, parent rated German
adhd rating scale, 0-3, high is poor
outcome) in the control groups was
1.24

The mean ADHD symptoms total
(3-4 weeks pt, teacher rated
German adhd rating scale, 0-3, high
is poor outcome) in the control
groups was

-0.3

The mean ADHD symptoms
inattention (3-4 weeks pt, parent
rated German adhd rating scale, O-
3, high is poor outcome) in the
control groups was

-0.19

The mean ADHD symptoms
inattention (17-20 weeks pt, parent
rated conners rating scales—
revised, high is poor outcome) in
the control groups was

67.51

The mean ADHD symptoms total
(26 weeks fu, parent rated German
adhd rating scale, 0-3, high is poor
outcome) in the intervention groups
was

0.16 lower

(0.47 lower to 0.15 higher)

The mean ADHD symptoms total
(3-4 weeks pt, teacher rated
German adhd rating scale, 0-3,
high is poor outcome) in the
intervention groups was

0.01 higher
(0.17 lower to 0.19 higher)

The mean ADHD symptoms
inattention (3-4 weeks pt, parent
rated German adhd rating scale, O-
3, high is poor outcome) in the
intervention groups was

0.29 lower

(0.5 to 0.08 lower)

The mean ADHD symptoms
inattention (17-20 weeks pt, parent
rated conners rating scales—
revised, high is poor outcome) in
the intervention groups was

3.25 higher

(0.42 lower to 6.92 higher)
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ADHD symptoms inattention (24
weeks FU, parent rated Conners 3-
P, 0-84, high is poor outcome)

ADHD symptoms inattention (26
weeks FU, parent rated German
ADHD rating scale, 0-3, high is
poor outcome)

ADHD symptoms inattention (3-4
weeks PT, teacher rated German
ADHD rating scale, Conners 3-T, 0-
3, high is poor outcome)

ADHD symptoms inattention (17-20
weeks PT, teacher rated, Conners
3-T, high is poor outcome)

ADHD symptoms hyperactivity (3-4
weeks PT, parent rated German

68
(1 study)
24 weeks

61
(1 study)
26 weeks

94
(1 study)
3-4 weeks

88
(2 studies)
17-20 weeks

94
(1 study)

SSISIS)
VERY

Low??
due to
risk of
bias,
imprecisio
n

DODO
MODERA
TE!

due to
risk of
bias

(CISGISIS)
Low?
due to
risk of
bias,
imprecisio
n

(CISGISIS)
Low'?
due to
risk of
bias,
imprecisio
n

DDOO
Low*?

The mean ADHD symptoms
inattention (24 weeks fu, parent
rated conners 3-p, 0-84, high is
poor outcome) in the control groups
was

67.56

The mean ADHD symptoms
inattention (26 weeks fu, parent
rated German adhd rating scale, O-
3, high is poor outcome) in the
control groups was

1.56

The mean ADHD symptoms
inattention (3-4 weeks pt, teacher
rated German adhd rating scale,
conners 3-t, 0-3, high is poor
outcome) in the control groups was
-0.06

The mean ADHD symptoms
inattention (17-20 weeks pt, teacher
rated, conners 3-t, high is poor
outcome) in the control groups was
64.69

The mean ADHD symptoms
hyperactivity (3-4 weeks pt, parent

The mean ADHD symptoms
inattention (24 weeks fu, parent
rated conners 3-p, 0-84, high is
poor outcome) in the intervention
groups was

2.50 higher

(2.87 lower to 7.87 higher)

The mean ADHD symptoms
inattention (26 weeks fu, parent
rated German adhd rating scale, 0-
3, high is poor outcome) in the
intervention groups was

0.07 lower

(0.37 lower to 0.23 higher)

The mean ADHD symptoms
inattention (3-4 weeks pt, teacher
rated German adhd rating scale,
conners 3-t, 0-3, high is poor
outcome) in the intervention groups
was

0.29 lower

(0.54 to 0.04 lower)

The mean ADHD symptoms
inattention (17-20 weeks pt, teacher
rated, conners 3-t, high is poor
outcome) in the intervention groups
was

1.73 lower

(6.13 lower to 2.67 higher)

The mean ADHD symptoms
hyperactivity (3-4 weeks pt, parent
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ADHD scale, 0-3, high is poor
outcome)

ADHD symptoms hyperactivity (17-
20 weeks PT, parent rated Conners
Rating Scales—Revised, high is
poor outcome)

ADHD symptoms hyperactivity (24
weeks FU, parent rated Conners 3-
P, 0-84, high is poor outcome)

ADHD symptoms hyperactivity (26
weeks FU, parent rated German
ADHD rating scale, 0-3, high is
poor outcome)

ADHD symptoms hyperactivity (3-4
weeks PT, teacher rated German
ADHD rating scale, 0-3, high is
poor outcome)

3-4 weeks

88
(2 studies)
17-20 weeks

68
(1 study)
24 weeks

61
(1 study)
26 weeks

94
(1 study)
3-4 weeks

due to
risk of
bias,
imprecisio
n

(CICISIS)
Low'?
due to
risk of
bias,
imprecisio
n

DODO
MODERA

TE'
due to
risk of
bias

GISICIS)
Low"?
due to
risk of
bias,
imprecisio
n

SISPISIS)
LOow"?
due to
risk of
bias,
imprecisio

rated German adhd scale, 0-3, high
is poor outcome) in the control
groups was

-0.12

The mean ADHD symptoms
hyperactivity (17-20 weeks pt,
parent rated conners rating scales—
revised, high is poor outcome) in
the control groups was

69.8

The mean ADHD symptoms
hyperactivity (24 weeks fu, parent
rated conners 3-p, 0-84, high is
poor outcome) in the control groups
was

72.19

The mean ADHD symptoms
hyperactivity (26 weeks fu, parent
rated German adhd rating scale, 0-
3, high is poor outcome) in the
control groups was

1

The mean ADHD symptoms
hyperactivity (3-4 weeks pt, teacher
rated German adhd rating scale, O-
3, high is poor outcome) in the
control groups was

-0.01

rated German adhd scale, 0-3, high
is poor outcome) in the intervention
groups was

0.19 lower

(0.37 to 0.01 lower)

The mean ADHD symptoms
hyperactivity (17-20 weeks pt,
parent rated conners rating scales—
revised, high is poor outcome) in
the intervention groups was

1.22 higher

(5.24 lower to 7.68 higher)

The mean ADHD symptoms
hyperactivity (24 weeks fu, parent
rated conners 3-p, 0-84, high is
poor outcome) in the intervention
groups was

0.17 higher

(6.83 lower to 7.17 higher)

The mean ADHD symptoms
hyperactivity (26 weeks fu, parent
rated German adhd rating scale, 0-
3, high is poor outcome) in the
intervention groups was

0.24 lower

(0.63 lower to 0.15 higher)

The mean ADHD symptoms
hyperactivity (3-4 weeks pt, teacher
rated German adhd rating scale, 0-
3, high is poor outcome) in the
intervention groups was

0.20 lower

SIUSAS 3sIaApe pue Aoealys [eaifojodewreyd-uoN

NOILYLINSNOD H0O4 14vda :(erepdn) sapiosip AlanoesadAy 1oyap uonusny



€L
/T0Z ‘90uUd||99x3 aJed pue yljeaH Joj a)niuisu| reuoneN o

ADHD symptoms hyperactivity (17
weeks PT, teacher rated Conners
3-T rating scale, 0-84, high is poor
outcome)

Function/Behaviour (3-4 weeks PT,
parent rated Oppositional
defiant/conduct disorders scale, 0-
3, high is poor outcome)

Function/Behaviour (5 months PT,
parent rated BRIEF, global
executive subscale 0-100, high is
poor outcome)

Function/Behaviour (24 weeks FU,
parent rated BRIEF, global
executive subscale 0-100, high is
poor outcome)

20
(1 study)
17 weeks

94
(1 study)
3-4 weeks

68
(1 study)
5 months

68
(1 study)
24 weeks

(CICISIS)
Low?
due to
risk of
bias,
imprecisio
n

(CISICIS)
Low?
due to
risk of
bias,
imprecisio
n

(CISGISIS)
Low'?
due to
risk of
bias,
imprecisio
n

SISISIS)
VERY

Low?*?
due to
risk of
bias,
imprecisio
n

The mean ADHD symptoms
hyperactivity (17 weeks pt, teacher
rated conners 3-t rating scale, 0-84,
high is poor outcome) in the control
groups was

64.6

The mean function/behaviour (3-4
weeks pt, parent rated oppositional
defiant/conduct disorders scale, O-
3, high is poor outcome) in the
control groups was

-0.07

The mean function/behaviour (5
months pt, parent rated brief, global
executive subscale 0-100, high is
poor outcome) in the control groups
was

61.5

The mean function/behaviour (24
weeks fu, parent rated brief, global
executive subscale 0-100, high is
poor outcome) in the control groups
was

60.29

(0.42 lower to 0.02 higher)

The mean ADHD symptoms
hyperactivity (17 weeks pt, teacher
rated conners 3-t rating scale, 0-84,
high is poor outcome) in the
intervention groups was

8.50 lower

(22.84 lower to 5.84 higher)

The mean function/behaviour (3-4
weeks pt, parent rated oppositional
defiant/conduct disorders scale, O-
3, high is poor outcome) in the
intervention groups was

0.18 lower

(0.39 lower to 0.03 higher)

The mean function/behaviour (5
months pt, parent rated brief, global
executive subscale 0-100, high is
poor outcome) in the intervention
groups was

0.60 higher
(3.49 lower to 4.69 higher)

The mean function/behaviour (24
weeks fu, parent rated brief, global
executive subscale 0-100, high is
poor outcome) in the intervention
groups was

0.73 higher

(3.87 lower to 5.33 higher)
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Function/Behaviour (26 weeks FU,
parent rated German ADHD scale,
0-3, high is poor outcome)

Function/Behaviour (3-4 weeks PT,
teacher rated German rating scale
for oppositional defiant disorders, 0-
3, high is poor outcome)

Function/Behaviour (5 months PT,
investigator rated BOSS scale, 0-
100, high is good outcome)

Function/Behaviour (6 months FU,
investigator rated BOSS scale, 0-
100, high is good outcome)

Emotional dysregulation (3-4 weeks
PT, parents rated SDQ

61
(1 study)
26 weeks

94
(1 study)
3-4 weeks

68
(1 study)
5 months

68
(1 study)
6 months

94
(1 study)

CISISIS)
VERY
Low?*?
due to
risk of
bias,
imprecisio
n

CISISIS)
Low'?
due to
risk of
bias,
imprecisio
n

(CISISIS)
Low?
due to
risk of
bias,
imprecisio
n

(CISICIS)
Low?
due to
risk of
bias,
imprecisio
n

OISISIS)
Low?

The mean function/behaviour (26
weeks fu, parent rated German
adhd scale, 0-3, high is poor
outcome) in the control groups was
0.97

The mean function/behaviour (3-4
weeks pt, teacher rated German
rating scale for oppositional defiant
disorders, 0-3, high is poor
outcome) in the control groups was
0.1

The mean function/behaviour (5
months pt, investigator rated boss
scale, 0-100, high is good outcome)
in the control groups was

77.1

The mean function/behaviour (6
months fu, investigator rated boss
scale, 0-100, high is good outcome)
in the control groups was

76.16

The mean emotional dysregulation
(3-4 weeks pt, parents rated sdq

The mean function/behaviour (26
weeks fu, parent rated German
adhd scale, 0-3, high is poor
outcome) in the intervention groups
was

0.11 lower

(0.48 lower to 0.26 higher)

The mean function/behaviour (3-4
weeks pt, teacher rated German
rating scale for oppositional defiant
disorders, 0-3, high is poor
outcome) in the intervention groups
was

0.23 lower

(0.41 to 0.05 lower)

The mean function/behaviour (5
months pt, investigator rated boss
scale, 0-100, high is good outcome)
in the intervention groups was

0.90 higher

(5.81 lower to 7.61 higher)

The mean function/behaviour (6
months fu, investigator rated boss
scale, 0-100, high is good outcome)
in the intervention groups was

1.60 higher

(5.41 lower to 8.61 higher)

The mean emotional dysregulation
(3-4 weeks pt, parents rated sdq
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guestionnaire, 0-10, high is poor
outcome)

Emotional dysregulation (3-4 weeks
PT, teacher rated SDQ
questionnaire, 0-10, high is poor
outcome)

3-4 weeks

94
(1 study)
3-4 weeks

due to
risk of
bias,
imprecisio
n

(CIGISIS)
Low?
due to
risk of
bias,
imprecisio
n

questionnaire, 0-10, high is poor
outcome) in the control groups was
0.03

The mean emotional dysregulation
(3-4 weeks pt, teacher rated sdq
questionnaire, 0-10, high is poor
outcome) in the control groups was
-0.82

1 Downgraded by 1 increment if the majority of the evidence was at high risk of bias.

2 Downgraded by 1 increment if the confidence interval crossed one MID.

3 Downgraded by 2 increments if the majority of the evidence was at very high risk of bias.

Anticipated absolute effects

Risk with Psychoeducation

The mean ADHD symptoms
inattention (17 weeks pt, parent rated
conners-3p, 0-15, high is poor
outcome) in the control groups was

Table 20: Clinical evidence summary: Neurofeedback versus psychoeducation
No of Quality of
Participants the Relative
(studies) evidence effect
Outcomes Follow up (GRADE) (95% ClI)
ADHD symptoms inattention 29 SISISIS)
(17 weeks PT, parent rated (1 study) VERY
Conners-3P, 0-15, high is 17 weeks Low'?
poor outcome) due to risk
of bias, 7
imprecision

guestionnaire, 0-10, high is poor
outcome) in the intervention groups
was

0.40 lower

(1.78 lower to 0.98 higher)

The mean emotional dysregulation
(3-4 weeks pt, teacher rated sdq
questionnaire, 0-10, high is poor
outcome) in the intervention groups
was

0.43 higher
(0.46 lower to 1.32 higher)

Risk difference with Neurofeedback
(95% ClI)

The mean ADHD symptoms
inattention (17 weeks pt, parent rated
conners-3p, 0-15, high is poor
outcome) in the intervention groups
was

0.71 higher
(3.28 lower to 4.7 higher)
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Outcomes

ADHD symptoms inattention
(17 weeks PT, teacher rated
Conners-3P, 0-15, high is
poor outcome)

No of
Participants
(studies)
Follow up

29
(1 study)
17 weeks

Quality of

the Relative
evidence effect
(GRADE) (95% ClI)

S SISIS)
VERY

Low??
due to risk
of bias,
imprecision

Anticipated absolute effects

Risk with Psychoeducation

The mean ADHD symptoms
inattention (17 weeks pt, teacher
rated conners-3p, 0-15, high is poor
outcome) in the control groups was
6.69

1 Downgraded by 2 increments if the majority of the evidence was at very high risk of bias.
2 Downgraded by 2 increments if the confidence interval crossed both MIDs.
3 Downgraded by 1 increment if the majority of the evidence was at high risk of bias.

Table 21:

Outcomes

ADHD symptoms hyperactivity
(12 weeks PT, parent rated
CBCL, 0-106, high is poor
outcome)

ADHD symptoms hyperactivity
(47 weeks FU, parent rated
CBCL, 0-106, high is poor
outcome)

No of
Participants
(studies)
Follow up

23

(1 study)
12 weeks

23
(1 study)
47 weeks

Quality of

the Relative

evidence effect

(GRADE)

S SISIS)
VERY

Low™?
due to risk
of bias,
imprecision

S SISIS)
VERY

LOW™?
due to risk

(95% Cl)

Clinical evidence summary: Parent/family training & relaxation versus parent/family training

Anticipated absolute effects

Risk with PT/FT
The mean ADHD symptoms

hyperactivity (12 weeks pt, parent

rated cbcl, 0-106, high is poor

outcome) in the control groups was

70.5

The mean ADHD symptoms

hyperactivity (47 weeks pt, parent

rated cbcl, 0-106, high is poor

outcome) in the control groups was

Risk difference with Neurofeedback
(95% ClI)

The mean ADHD symptoms
inattention (17 weeks pt, teacher rated
conners-3p, 0-15, high is poor
outcome) in the intervention groups
was

0.74 higher
(3.05 lower to 4.53 higher)

Risk difference with Parent
Training & Relaxation (95% CI)

The mean ADHD symptoms
hyperactivity (12 weeks pt, parent
rated cbcl, 0-106, high is poor
outcome) in the intervention groups
was

6.00 lower

(13.09 lower to 1.09 higher)

The mean ADHD symptoms
hyperactivity (47 weeks fu, parent
rated cbcl, 0-106, high is poor
outcome) in the intervention groups
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ADHD symptoms hyperactivity
(12 weeks PT, teacher rated
CTRS, 0-15, high is poor
outcome)

ADHD symptoms hyperactivity
(47 weeks FU, teacher rated
CTRS, unclear range, high is
poor outcome)

Function/behaviour (12 weeks
PT, parent rated CBCL, 0-106,
high is poor outcome)

Function/behaviour (47 weeks
FU, parent rated CBCL, 0-106,
high is poor outcome)

23
(1 study)
12 weeks

23
(1 study)
47 weeks

23
(1 study)
12 weeks

23
(1 study)
47 weeks

of bias,
imprecision

S ISISIS)
VERY

LOow"?
due to risk
of bias,
imprecision

S SISIS)
VERY

Low"?
due to risk
of bias,
imprecision

S SISIS)
VERY

Low™?
due to risk
of bias,
imprecision

SISISIS)
VERY

Low?

69.2

The mean ADHD symptoms
hyperactivity (12 weeks pt, teacher
rated ctrs, 0-15, high is poor
outcome) in the control groups was
12.1

The mean ADHD symptoms
hyperactivity (47 weeks pt, teacher
rated ctrs, unclear range, high is
poor outcome) in the control groups
was

13.2

The mean function/behaviour (12
weeks pt, parent rated cbcl, 0-106,
high is poor outcome) in the control
groups was

73

The mean function/behaviour (47
weeks pt, parent rated cbcl, 0-106,
high is poor outcome) in the control

was
5.50 lower
(12.07 lower to 0.07 higher)

The mean ADHD symptoms
hyperactivity (12 weeks pt, teacher
rated ctrs, 0-15, high is poor
outcome) in the intervention groups
was

2.60 higher
(2.32 lower to 7.52 higher)

The mean ADHD symptoms
hyperactivity (47 weeks fu, teacher
rated ctrs, unclear range, high is poor
outcome) in the intervention groups
was

3.00 higher
(2.7 lower to 8.7 higher)

The mean function/behaviour (12
weeks pt, parent rated cbcl, 0-106,
high is poor outcome) in the
intervention groups was

4.50 lower

(10.39 lower to 1.39 higher)

The mean function/behaviour (47
weeks fu, parent rated chcl, 0-106,
high is poor outcome) in the
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Function/behaviour (12 weeks
PT, teacher rated CTRS, 0-15,
high is poor outcome)

Function/behaviour (47 weeks
FU, teacher rated CTRS, 0-15,
high is poor outcome)

Academic - Literacy (12 weeks
PT, WRAT-R, 55-145, high is
good outcome)

Academic - Literacy (47 weeks
FU, WRAT-R, 55-145, high is
good outcome)

23
(1 study)
12 weeks

23
(1 study)
47 weeks

23
(1 study)
12 weeks

23
(1 study)
47 weeks

due to risk
of bias,
imprecision

S ISISIS)
VERY

LOow"?
due to risk
of bias,
imprecision

S SISIS)
VERY

Low"'?
due to risk
of bias,
imprecision

S SISIS)
VERY

Low™?
due to risk
of bias,
imprecision

S SISIS)
VERY

Low?
due to risk
of bias,

groups was
71.4

The mean function/behaviour (12
weeks pt, teacher rated ctrs, 0-15,
high is poor outcome) in the control
groups was

4.7

The mean function/behaviour (47
weeks pt, teacher rated ctrs, 0-15,
high is poor outcome) in the control
groups was

5.9

The mean academic - literacy (12
weeks pt, wrat-r, 55-145, high is
good outcome) in the control groups
was

119.4

The mean academic - literacy (47
weeks pt, wrat-r, 55-145, high is
good outcome) in the control groups
was

114.4

intervention groups was
5.80 lower
(10.33 to 1.27 lower)

The mean function/behaviour (12
weeks pt, teacher rated ctrs, 0-15,
high is poor outcome) in the
intervention groups was

1.40 higher

(1.62 lower to 4.42 higher)

The mean function/behaviour (47
weeks fu, teacher rated ctrs, 0-15,
high is poor outcome) in the
intervention groups was

0.40 higher

(3.86 lower to 4.66 higher)

The mean academic - literacy (12
weeks pt, wrat-r, 55-145, high is
good outcome) in the intervention
groups was

9.90 lower

(25.48 lower to 5.68 higher)

The mean academic - literacy (47
weeks fu, wrat-r, 55-145, high is
good outcome) in the intervention
groups was

7.10 lower
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Academic - Numeracy (12 23
weeks PT, WRAT-R, 0-145, high (1 study)
is good outcome) 12 weeks
Academic - Numeracy (47 23
weeks FU, WRAT-R, 0-145, (1 study)
high is good outcome) 47 weeks

imprecision

SISISIS)
VERY

Low"?
due to risk
of bias,
imprecision

S SISIS)
VERY

LOow"?
due to risk
of bias,
imprecision

The mean academic - numeracy (12
weeks pt, wrat-r, 0-145, high is good
outcome) in the control groups was
103.3

The mean academic - numeracy (47
weeks pt, wrat-r, 0-145, high is good
outcome) in the control groups was
99.3

1 Downgraded by 2 increments if the majority of the evidence was at very high risk of bias.

2 Downgraded by 1 increment if the confidence interval crossed one MID.
3 Downgraded by 2 increments if the confidence interval crossed both MIDs.

Table 22: Clinical evidence summary: Parent/family training & relaxation versus relaxation
No of Quality Anticipated absolute effects
Participants  of the Relative
(studies) evidence effect
Outcomes Follow up (GRADE) (95% CI) Risk with Relaxation
ADHD symptoms hyperactivity 23 SIcICSIS) The mean ADHD symptoms
(12 weeks PT, parent rated (1 study) VERY hyperactivity (12 weeks pt, parent
CBCL, 0-106, high is poor 12 weeks LOw™? rated cbcl, 0-106, high is poor
outcome) due to outcome) in the control groups was
risk of 70.5
bias,

(21.95 lower to 7.75 higher)

The mean academic - numeracy (12
weeks pt, wrat-r, 0-145, high is good
outcome) in the intervention groups

was

5.70 lower

(10.47 to 0.93 lower)

The mean academic - numeracy (47
weeks fu, wrat-r, 0-145, high is good
outcome) in the intervention groups

was

4.40 lower

(12 lower to 3.2 higher)

Risk difference with Parent
Training & Relaxation (95% CI)

The mean ADHD symptoms
hyperactivity (12 weeks pt, parent
rated cbcl, 0-106, high is poor
outcome) in the intervention groups
was

6.00 lower
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ADHD symptoms hyperactivity
(47 weeks FU, parent rated
CBCL, 0-106, high is poor
outcome)

ADHD symptoms hyperactivity
(12 weeks PT, teacher rated
CTRS, 0-15, high is poor
outcome)

ADHD symptoms hyperactivity
(47 weeks FU, teacher rated
CTRS, unclear range, high is poor
outcome)

Function/behaviour (12 weeks PT,
parent rated CBCL, 0-106, high is
poor outcome)

23
(1 study)
47 weeks

23
(1 study)
12 weeks

23
(1 study)
47 weeks

23
(1 study)
12 weeks

imprecisio
n

SISISIS)
VERY

Low!?
due to
risk of
bias,
imprecisio
n

(CISISIS)
VERY
Low*?
due to
risk of
bias,
imprecisio
n

S SISIS)
VERY

Low!?
due to
risk of
bias,
imprecisio
n

SSISIS)
VERY

LOW™?
due to

The mean ADHD symptoms
hyperactivity (47 weeks pt, parent
rated cbcl, 0-106, high is poor
outcome) in the control groups was
70.3

The mean ADHD symptoms
hyperactivity (12 weeks pt, teacher
rated ctrs, 0-15, high is poor
outcome) in the control groups was
13.6

The mean ADHD symptoms
hyperactivity (47 weeks pt, teacher
rated ctrs, unclear range, high is
poor outcome) in the control groups
was

19.6

The mean function/behaviour (12
weeks pt, parent rated cbcl, 0-106,
high is poor outcome) in the control
groups was

(13.46 lower to 1.46 higher)

The mean ADHD symptoms
hyperactivity (47 weeks fu, parent
rated cbcl, 0-106, high is poor
outcome) in the intervention groups
was

6.60 lower

(13.83 lower to 0.63 higher)

The mean ADHD symptoms
hyperactivity (12 weeks pt, teacher
rated ctrs, 0-15, high is poor
outcome) in the intervention groups
was

1.10 higher
(2.91 lower to 5.11 higher)

The mean ADHD symptoms
hyperactivity (47 weeks fu, teacher
rated ctrs, unclear range, high is poor
outcome) in the intervention groups
was

3.40 lower
(9.24 lower to 2.44 higher)

The mean function/behaviour (12
weeks pt, parent rated chcl, 0-106,
high is poor outcome) in the
intervention groups was
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Function/behaviour (47 weeks
FU, parent rated CBCL, 0-106,
high is poor outcome)

Function/behaviour (12 weeks PT,
teacher rated CTRS, 0-15, high is
poor outcome)

Function/behaviour (47 weeks
FU, teacher rated CTRS, 0-15,
high is poor outcome)

Academic - Literacy (47 weeks
FU, WRAT-R, 55-145, high is
good outcome)

23
(1 study)
47 weeks

23
(1 study)
12 weeks

23
(1 study)
47 weeks

23
(1 study)
47 weeks

risk of
bias,
imprecisio
n

S SISIS)
VERY

Low!?
due to
risk of
bias,
imprecisio
n

S SISIS)
VERY

Low™?
due to
risk of
bias,
imprecisio
n

S SISIS)
VERY

Low*?
due to
risk of
bias,
imprecisio
n

DPOOO
VERY

Low™?
due to
risk of
bias,

71.7

The mean function/behaviour (47
weeks pt, parent rated chcl, 0-106,
high is poor outcome) in the control
groups was

69.8

The mean function/behaviour (12
weeks pt, teacher rated ctrs, 0-15,
high is poor outcome) in the control
groups was

5.2

The mean function/behaviour (47
weeks pt, teacher rated ctrs, 0-15,
high is poor outcome) in the control
groups was

5.2

The mean academic - literacy (47
weeks pt, wrat-r, 55-145, high is

good outcome) in the control groups

was
104.3

3.20 lower
(10.31 lower to 3.91 higher)

The mean function/behaviour (47
weeks fu, parent rated chcl, 0-106,
high is poor outcome) in the
intervention groups was

4.20 lower

(9.87 lower to 1.47 higher)

The mean function/behaviour (12
weeks pt, teacher rated ctrs, 0-15,
high is poor outcome) in the
intervention groups was

0.90 higher

(2.87 lower to 4.67 higher)

The mean function/behaviour (47
weeks fu, teacher rated ctrs, 0-15,
high is poor outcome) in the
intervention groups was

1.10 higher

(3.32 lower to 5.52 higher)

The mean academic - literacy (47
weeks fu, wrat-r, 55-145, high is
good outcome) in the intervention
groups was

3.00 higher

(7.57 lower to 13.57 higher)
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imprecisio
n

SISISIS)
VERY

Low!?
due to
risk of
bias,
imprecisio
n

Academic - Literacy (12 weeks 23
PT, WRAT-R, 55-145, high is (1 study)
good outcome) 12 weeks

Academic - Numeracy (47 weeks 23
FU, WRAT-R, 0-145, high is good (1 study)
outcome) 47 weeks

S SISIS)
VERY

Low!?
due to
risk of
bias,
imprecisio
n

Academic - Numeracy (12 weeks 23
PT, WRAT-R, 0-145, high is good (1 study)
outcome) 12 weeks

S SISIS)
VERY

Low*?
due to
risk of
bias,
imprecisio
n

The mean academic - literacy (12
weeks pt, wrat-r, 55-145, high is
good outcome) in the control groups
was

106.4

The mean academic - numeracy (47
weeks pt, wrat-r, 0-145, high is good
outcome) in the control groups was
88.6

The mean academic - numeracy (12
weeks pt, wrat-r, 0-145, high is good
outcome) in the control groups was
95.2

1 Downgraded by 2 increments if the majority of the evidence was at very high risk of bias.

2 Downgraded by 1 increment if the confidence interval crossed one MID.
3 Downgraded by 2 increments if the confidence interval crossed both MIDs.

Table 23:

Outcomes No of Relative

Quality

Anticipated absolute effects

The mean academic - literacy (12
weeks pt, wrat-r, 55-145, high is
good outcome) in the intervention
groups was

3.10 higher

(9.92 lower to 16.12 higher)

The mean academic - numeracy (47
weeks fu, wrat-r, 0-145, high is good
outcome) in the intervention groups

was

6.30 higher

(2.06 lower to 14.66 higher)

The mean academic - numeracy (12
weeks pt, wrat-r, 0-145, high is good
outcome) in the intervention groups

was

2.40 higher

(4.24 lower to 9.04 higher)

Clinical evidence summary: Attention/memory/cognitive training & BPT versus Attention/memory/cognitive training
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ADHD symptoms inattention (5
weeks PT, mother rated ADHD-
RS, 0-27, high is poor outcome)

ADHD symptoms inattention (5
weeks PT, teacher rated ADHD-
RS, 0-27, high is poor outcome)

ADHD symptoms hyperactivity (5
weeks PT, mother rated ADHD-
RS, 0-27, high is poor)

ADHD symptoms hyperactivity (5
weeks PT, teacher rated ADHD-
RS, 0-27, high is poor)

Participants
(studies)
Follow up

45
(1 study)
5 weeks

45
(1 study)
5 weeks

45
(1 study)
5 weeks

45
(1 study)
5 weeks

of the
evidence
(GRADE)

DODO
MODERA

TE!

due to
imprecisio
n

(CIIGIS)
MODERA
TE'

due to
imprecisio
n

S SISIS)
VERY

Low??
due to
risk of
bias,
imprecisio
n

(GIGISIS)]
Low?

due to
imprecisio
n

effect
(95% ClI)

Risk with
Attention/memory/cognitive
training

The mean ADHD symptoms
inattention (5 weeks pt, mother
rated adhd-rs, 0-27, high is poor
outcome) in the control groups was
13.91

The mean ADHD symptoms
inattention (5 weeks pt, teacher
rated adhd-rs, 0-27, high is poor
outcome) in the control groups was
7.77

The mean ADHD symptoms
hyperactivity (5 weeks pt, mother
rated adhd-rs, 0-27, high is poor) in
the control groups was

9.81

The mean ADHD symptoms
hyperactivity (5 weeks pt, teacher
rated adhd-rs, 0-27, high is poor) in
the control groups was

4.95

Risk difference with
Attention/memory/cognitive
training & BPT (95% CI)

The mean ADHD symptoms
inattention (5 weeks pt, mother rated
adhd-rs, 0-27, high is poor outcome)
in the intervention groups was

0.59 higher

(2.61 lower to 3.79 higher)

The mean ADHD symptoms
inattention (5 weeks pt, teacher
rated adhd-rs, 0-27, high is poor
outcome) in the intervention groups
was

2.00 higher

(1.9 lower to 5.9 higher)

The mean ADHD symptoms
hyperactivity (5 weeks pt, mother
rated adhd-rs, 0-27, high is poor) in
the intervention groups was

0.26 lower

(3.77 lower to 3.25 higher)

The mean ADHD symptoms
hyperactivity (5 weeks pt, teacher
rated adhd-rs, 0-27, high is poor) in
the intervention groups was

0.40 lower

(3.36 lower to 2.56 higher)
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Function/Behaviour (5 weeks PT,
mother rated, BRIEF, Global
Executive Composite, unclear
range, high is poor outcome)

Function/Behaviour (5 weeks PT,
teacher rated, BRIEF, Global
Executive Composite, unclear
range, high is poor outcome)

1 Downgraded by 1 increment if the confidence interval crossed one MID.

45
(1 study)
5 weeks

45
(1 study)
5 weeks

(CIISIS)
Low!?
due to
risk of
bias,
imprecisio
n

S SISIS)
VERY

Low??
due to
risk of
bias,
imprecisio
n

The mean function/behaviour (5
weeks pt, mother rated, brief, global
executive composite, unclear range,
high is poor outcome) in the control
groups was

142.18

The mean function/behaviour (5
weeks pt, teacher rated, brief,
global executive composite, unclear
range, high is poor outcome) in the
control groups was

116

2 Downgraded by 1 increment if the majority of the evidence was at high risk of bias.

3 Downgraded by 2 increments if the confidence interval crossed both MIDs.

Adults over the age of 18

Table 24:

Outcomes

ADHD symptoms inattention
[8-20 weeks PT, self-rated
ADHD RS, 0-3, CS, high is
poor outcome]

No of
Participants
(studies)
Follow up

44

(1 study)
8-20 weeks

Quality of
the

evidence
(GRADE)

(CICISIS)
Low?
due to risk
of bias,

Clinical evidence summary: Neurofeedback versus waitlist/usual care
Anticipated absolute effects

Risk with Waitlist/usual care

The mean ADHD symptoms
inattention [8-20 weeks pt, self-rated
ADHD rs, 0-3, cs, high is poor
outcome] in the control groups was

The mean function/behaviour (5
weeks pt, mother rated, brief, global
executive composite, unclear range,
high is poor outcome) in the
intervention groups was

4.37 higher

(9.83 lower to 18.57 higher)

The mean function/behaviour (5
weeks pt, teacher rated, brief, global
executive composite, unclear range,
high is poor outcome) in the
intervention groups was

1.55 lower

(19.03 lower to 15.93 higher)

Risk difference with
Neurofeedback (95% CI)

The mean ADHD symptoms
inattention [8-20 weeks pt, self-rated
ADHD rs, 0-3, cs, high is poor
outcome] in the intervention groups
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No of Quality of Anticipated absolute effects
Participants the Relative
(studies) evidence effect Risk difference with
Outcomes Follow up (GRADE) (95% CI) Risk with Waitlist/usual care Neurofeedback (95% CI)
imprecision -0.14 was
1.06 lower
(2.06 to 0.06 lower)
ADHD symptoms hyperactivity 44 BPOeo The mean ADHD symptoms The mean ADHD symptoms
[8-20 weeks PT, self-rated (1 study) Low!? hyperactivity [8-20 weeks pt, self- hyperactivity [8-20 weeks pt, self-
ADHD RS, 0-3, CS, high is 8-20 weeks due to risk rated ADHD rs, 0-3, cs, high is poor rated ADHD rs, 0-3, cs, high is poor
poor outcome] of bias, outcome] in the control groups was  outcome] in the intervention groups
imprecision 0.38 was

1.46 lower
(2.64 to 0.28 lower)

1 Downgraded by 1 increment if the majority of the evidence was at high risk of bias.
2 Downgraded by 1 increment if the confidence interval crossed one MID.

Table 25: Clinical evidence summary: CBT/DBT versus waitlist/usual care
No of Quality Anticipated absolute effects
Participants of the Relative
(studies) evidence effect Risk with Waitlist/usual Risk difference with CBT/DBT (95%
Outcomes Follow up (GRADE) (95% CI) care Cl)
Quality of life [FU, self-rated, 21 33 SISl The mean quality of life [fu, The mean quality of life [fu, 21 weeks,
weeks, AAQoL, 0-100, higher is better] (1 study) Low'? self-rated, 21 weeks, aaqol, self-rated, aaqgol, 0-100,higher is
21 weeks due to 0-100, higher is better] in the  better] in the intervention groups was
risk of control groups was 6.21 higher
bias, 555 (4.18 lower to 16.6 higher)
imprecisio

n
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Outcomes

Quality of life [PT, 8-10 weeks, AAQoL,
Q-LES-Q general, higher is better]

ADHD symptoms total [6-10 weeks PT,
self-rated CAARS, CSS, high is poor
outcome]

ADHD symptoms total [3 months FU,
self-rated CAARS, unclear range, high
is poor outcome]

ADHD symptoms total [12 weeks PT,
investigator rated CAARS, high is poor
outcome]

ADHD symptoms total [12 weeks PT,

No of
Participants
(studies)
Follow up

46
(2 studies)
8-10 weeks

101
(2 studies)
6-10 weeks

56
(1 study)
3 months

83
(1 study)
12 weeks

83

Quality
of the
evidence
(GRADE)

(CICICIS)
Low?
due to
risk of
bias,
imprecisio
n

Relative
effect
(95% ClI)

S SISIS)
VERY

Low?>*
due to
risk of
bias,
imprecisio
n

DD
Low*
due to
risk of
bias

CISISIS)
VERY
Low?>*
due to
risk of
bias,
imprecisio
n

S SISIS)

Anticipated absolute effects

Risk with Waitlist/usual
care

The mean quality of life [pt, 8-
10 weeks, aaqol, g-les-q
general, higher is better] in
the control groups was

52.8

The mean ADHD symptoms
total [6-10 weeks pt, self-
rated caars, css, high is poor
outcome] in the control
groups was

54.57

The mean ADHD symptoms
total [3 months fu, self-rated
caars, unclear range, high is
poor outcome] in the control
groups was

72.15

Risk difference with CBT/DBT (95%
Cl)

The mean quality of life [pt, 8-10
weeks, aaqol, g-les-q general, higher
is better] in the intervention groups
was

0.71 standard deviations higher
(0.34 lower to 1.75 higher)

The mean ADHD symptoms total [6-
10 weeks pt, self-rated caars, css,
high is poor outcome] in the
intervention groups was

0.75 standard deviations lower
(1.17 to 0.34 lower)

The mean ADHD symptoms total [3
months fu, self-rated caars, unclear
range, high is poor outcome] in the
intervention groups was

10.65 lower

(15.43 to 5.87 lower)

The mean ADHD symptoms total [12
weeks pt, investigator rated caars,
high is poor outcome] in the
intervention groups was

0.83 standard deviations lower

(1.24 to 0.43 lower)

The mean ADHD symptoms total [12
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Outcomes

self-rated CAARS, high is poor
outcome]

ADHD symptoms inattention [PT self-
rated, 6-8 weeks, BAARS-1V, CAARS,
high is poor]

ADHD symptoms inattention [FU self-
rated, 12 - 21 weeks, BAARS-1V,
CAARS, high is poor]

ADHD symptoms inattention [12 weeks
PT, self-rated CAARS, 0 - 36, high is
poor outcome]

ADHD symptoms inattention [12 weeks
PT, investigator rated CAARS, O - 36,
high is poor outcome]

No of
Participants
(studies)
Follow up
(1 study)

12 weeks

89
(2 studies)
6-8 weeks

89
(2 studies)
12-21 weeks

83
(1 study)
12 weeks

83
(1 study)
12 weeks

Quality
of the
evidence
(GRADE)
VERY
Low?*
due to
risk of
bias,
imprecisio
n

(CIISIS)
Low!?
due to
risk of
bias,
imprecisio
n

(CIGISIS)
Low!?
due to
risk of
bias,
imprecisio
n

S SISIS)
VERY

Low?>*
due to
risk of
bias,
imprecisio
n

S SISIS)
VERY

LOw?*

Relative
effect
(95% ClI)

Anticipated absolute effects

Risk with Waitlist/usual
care

The mean ADHD symptoms
inattention [pt self-rated, 6-8
weeks, baars-iv, caars, high
is poor] in the control groups
was

47.74

The mean ADHD symptoms
inattention [fu self-rated, 12 -
21 weeks, baars-iv, caars,
high is poor] in the control
groups was

47.65

Risk difference with CBT/DBT (95%
Cl)

weeks pt, self-rated caars, high is
poor outcome] in the intervention
groups was

0.62 standard deviations lower

(1.01 to 0.22 lower)

The mean ADHD symptoms
inattention [pt self-rated, 6-8 weeks,
baars-iv, caars, high is poor] in the
intervention groups was

0.89 standard deviations lower
(2.83 lower to 0.05 higher)

The mean ADHD symptoms
inattention [fu self-rated, 12 - 21
weeks, baars-iv, caars, high is poor]
in the intervention groups was

1.00 standard deviations lower
(1.63 to 0.37 lower)

The mean ADHD symptoms
inattention [12 weeks pt, self-rated
caars, 0 - 36, high is poor outcome] in
the intervention groups was

0.65 standard deviations lower

(2.05 to 0.25 lower)

The mean ADHD symptoms
inattention [12 weeks pt, investigator
rated caars, O - 36, high is poor
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Outcomes

ADHD symptoms hyperactivity [6
weeks PT, self-rated CAARS, unclear
range, high is poor outcome]

ADHD symptoms hyperactivity [3
months FU, self-rated CAARS, unclear
range, high is poor outcome]

ADHD symptoms hyperactivity [12
weeks PT, investigator rated CAARS,
0 - 36, high is poor outcome]

ADHD symptoms hyperactivity [12

No of
Participants
(studies)
Follow up

56
(1 study)
6 weeks

56
(1 study)
3 months

83
(1 study)
12 weeks

83

Quality
of the
evidence
(GRADE)
due to
risk of
bias,
imprecisio
n

Relative
effect
(95% ClI)

(CIGISIS)
Low*
due to
risk of
bias

(CIGISIS)
Low*
due to
risk of
bias

S SISIS)
VERY

Low?>*
due to
risk of
bias,
imprecisio
n

S SISIS)

Anticipated absolute effects

Risk with Waitlist/usual
care

The mean ADHD symptoms
hyperactivity [6 weeks pt,
self-rated caars, unclear
range, high is poor outcome]
in the control groups was
71.15

The mean ADHD symptoms
hyperactivity [3 months fu,
self-rated caars, unclear
range, high is poor outcome]
in the control groups was
71.38

Risk difference with CBT/DBT (95%
Cl)

outcome] in the intervention groups
was

0.73 standard deviations lower

(1.13 to 0.33 lower)

The mean ADHD symptoms
hyperactivity [6 weeks pt, self-rated
caars, unclear range, high is poor
outcome] in the intervention groups
was

10.29 lower

(14.86 to 5.72 lower)

The mean ADHD symptoms
hyperactivity [3 months fu, self-rated
caars, unclear range, high is poor
outcome] in the intervention groups
was

12.17 lower

(16.71 to 7.63 lower)

The mean ADHD symptoms
hyperactivity [12 weeks pt,
investigator rated caars, 0 - 36, high
is poor outcome] in the intervention
groups was

0.68 standard deviations lower
(1.08 to 0.28 lower)

The mean ADHD symptoms
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Outcomes

weeks PT, self-rated CAARS, O - 36,
high is poor outcome]

Improvement of ADHD symptoms [FU,
21 weeks, BAARS-IV Inattention]

Improvement of ADHD symptoms [PT,
8 weeks, BAARS-IV Inattention,
Current ADHD Symptom Scale Self-
Report Form ]

Improvement of ADHD symptoms [PT,
10 weeks, BADDS, SCL-16, ASR]

Improvement of ADHD symptoms [PT,
10 weeks, CG-I]

No of
Participants
(studies)
Follow up
(1 study)

12 weeks

33
(1 study)
21 weeks

33
(1 study)
8 weeks

20
(1 study)
10 weeks

20
(1 study)
10 weeks

Quality
of the
evidence
(GRADE)
VERY
Low?*
due to
risk of
bias,
imprecisio
n

(CIISIS)
Low!?
due to
risk of
bias,
imprecisio
n

(CICICIS)
Low!?
due to
risk of
bias,
imprecisio
n

S SISIS)
VERY

Low?*
due to
risk of
bias,
imprecisio
n

SSISIS)
VERY

Low?*

Relative
effect
(95% ClI)

RR 2.59
(1.03 to
6.48)

RR 2.59
(1.03 to
6.48)

RR 3
(0.79 to
11.44)

RR 2.33
(0.83 to
6.54)

Anticipated absolute effects

Risk with Waitlist/usual
care

Moderate
250 per 1000

Moderate
250 per 1000

Moderate
200 per 1000

Moderate
300 per 1000

Risk difference with CBT/DBT (95%
Cl)

hyperactivity [12 weeks pt, self-rated
caars, 0 - 36, high is poor outcome] in
the intervention groups was

0.43 standard deviations lower

(0.82 to 0.04 lower)

397 more per 1000
(from 7 more to 1000 more)

397 more per 1000
(from 7 more to 1000 more)

400 more per 1000
(from 42 fewer to 1000 more)

399 more per 1000
(from 51 fewer to 1000 more)
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No of Quality Anticipated absolute effects
Participants of the Relative
(studies) evidence effect Risk with Waitlist/usual Risk difference with CBT/DBT (95%
Outcomes Follow up (GRADE) (95% CI) care Cl)
due to
risk of
bias,
imprecisio
n
Function/behaviour [12 weeks PT, self- 83 POOO 3 The mean function/behaviour [12
rated BRIEF-ASR, O - 54, high is poor (1 study) VERY weeks pt, self-rated brief-asr, O - 54,
outcome] 12 weeks Low?>* high is poor outcome] in the
due to intervention groups was
risk of 0.86 standard deviations lower
bias, (1.27 to 0.46 lower)
imprecisio
n
Emotional dysregulation [PT self-rated, 134 SISISIS) The mean emotional The mean emotional dysregulation [pt
6-10 weeks, BDI, BDI-2, higher is (3 studies) VERY dysregulation [pt self-rated, self-rated, 6-10 weeks, bdi, bdi-2,
poorer] 6-10 weeks Low?* 6-10 weeks, bdi, bdi-2, higher higher is poorer] in the intervention
due to is poorer] in the control groups was
risk of groups was 0.47 standard deviations lower
bias, 11.60 (0.83 to 0.11 lower)
imprecisio
n
Emotional dysregulation [FU self-rated, 89 PP The mean emotional The mean emotional dysregulation [fu
12- 21weeks, BDI, BDI-2, higher is (2 studies) LOw™? dysregulation [fu self-rated, self-rated, 12- 21weeks, bdi,bdi-2,
poorer] 12-21 weeks due to 12- 21weeks, bdi, bdi-2, higher is poorer] in the intervention
risk of higher is poorer] in the groups was
bias, control groups was 0.31 standard deviations lower
imprecisio 9.43 (0.81 lower to 0.2 higher)
n
Emotional dysregulation [12 weeks PT, 83 SIcICSIS) 3 The mean emotional dysregulation
self-rated BDI, 0-63, higher is poorer] (1 study) VERY [12 weeks pt, self-rated bdi, 0-63,
12 weeks Low?* higher is poorer] in the intervention
due to groups was

NOILYLINSNOD H0O4 14vda :(erepdn) sapiosip AlanoesadAy 1oyap uonusny



© No of Quality Anticipated absolute effects
=z Participants of the Relative
2 (studies) evidence effect Risk with Waitlist/usual Risk difference with CBT/DBT (95%
S Outcomes Follow up (GRADE) (95% ClI) care Cl)
Q:J risk of 0.25 standard deviations lower
7 bias, (0.64 lower to 0.14 higher)
= imprecisio
=1
= n
e Academic outcome [PT, 8 weeks, 33 SISISIS) The mean academic outcome The mean academic outcome [pt, 8
% GPA, 0-4, higher is better (1 study) VERY [pt, 8 weeks, gpa, 0-4, higher weeks, gpa, 0-4, higher is better in
g 8 weeks Low'® is better in the control groups  the intervention groups was
= due to was 0.08 lower
S ”_Sk of 3.1 (0.44 lower to 0.28 higher)
o bias,
o ; -
5 imprecisio
T n
>|'<” Academic outcome [FU, 21 weeks, 33 PPOO The mean academic outcome The mean academic outcome [fu, 21
© 2 GPA, 0-4, higher is better] (1 study) LOw™? [fu, 21 weeks, gpa, 0-4, weeks, gpa, 0-4, higher is better] in
P 21 weeks due to higher is better] in the control  the intervention groups was
3 ri_sk of groups was 0.22 lower
¢ oIS, e (0.59 lower to 0.15 higher)
N imprecisio
= n
\I
1 Downgraded by 1 increment if the majority of the evidence was at high risk of bias.
2 Downgraded by 1 increment if the confidence interval crossed one MID.
3 No mean for control group available.
4 Downgraded by 2 increments if the majority of the evidence was at very high risk of bias.
5 Downgraded by 2 increments if the confidence interval crossed both MIDs.
1
2 Table 26: Clinical evidence summary: Attention/memory/cognitive training versus waitlist/usual care
No of Quality of Anticipated absolute effects
Participants  the Relative Risk difference with
(studies) evidence  effect Attention/memory/cognitive training

Outcomes Follow up (GRADE) (95% CI) Risk with Waitlist/usual care  (95% CI)
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Outcomes

Quality of life [PT, 10 weeks, Q-
LES-Q general, 0-100]

Improvement of ADHD symptoms
[PT, 10 weeks, BADDS, SCL-16,
ASR]

/T0Z ‘92Ud||90xg areDd pue yYjesH Joj ainisu| [euonenN o

No of
Participants
(studies)
Follow up

14

(1 study)
10 weeks

18
(1 study)
10 weeks

19
(1 study)
10 weeks

Quality of
the

evidence
(GRADE)

(CISISIS)
VERY
Low!?
due to risk
of bias,
imprecisio
n

S SISIS)
VERY

LOW™?
due to risk
of bias,
imprecisio
n

S SISIS)
VERY

LOw™?
due to risk
of bias,
imprecisio
n

Relative
effect
(95% ClI)

RR 1
(0.18 to
5.63)

RR 0.74
(0.16 to
3.48)

Anticipated absolute effects

Risk with Waitlist/usual care

The mean quality of life [pt, 10
weeks, g-les-q general, 0-100]
in the control groups was

59.2

Moderate
222 per 1000

Moderate
300 per 1000

1 Downgraded by 2 increments if the majority of the evidence was at very high risk of bias.
2 Downgraded by 2 increments if the confidence interval crossed both MIDs.

(e}

N
Improvement of ADHD symptoms
[PT, 10 weeks, CG-I]

1

2 Table 27:

Outcomes

No of

Quality of

Relati

Clinical evidence summary: CBT/DBT versus Non-specific supportive therapy

Anticipated absolute effects

Risk difference with
Attention/memory/cognitive training
(95% CI)

The mean quality of life [pt, 10 weeks,
g-les-q general, 0-100] in the
intervention groups was

6.00 higher

(13.54 lower to 25.54 higher)

0 fewer per 1000
(from 182 fewer to 1000 more)

78 fewer per 1000
(from 252 fewer to 744 more)
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ADHD symptoms total [PT, 13 weeks, self-
reported, CAARS, higher is poorer]

ADHD symptoms total [12 weeks PT, self-
rated, Brown attention deficit disorder
scale, CS, high is poor outcome]

ADHD symptoms total [52 weeks FU, self-
rated CAARS, 0 - 36, high is poor
outcome]

ADHD symptoms total [13 weeks PT,
observer rated CAARS, 0 - 36, high is poor
outcome]

ADHD symptoms total [52 weeks FU,
observer rated CAARS, O - 36, high is poor
outcome]

Particip
ants
(studies
)

Follow
up

209

(1 study)
13
weeks

81

(1 study)
12
weeks

209

(1 study)
52
weeks

209

(1 study)
13
weeks

209

(1 study)
52
weeks

the
evidence
(GRADE)

GISISIS)
Low!?
due to risk
of bias,
imprecision

(CIPIGIS)
MODERAT
El

due to risk
of bias

(CISIGIS)
MODERAT
El

due to risk
of bias

(CIPIGIS)
MODERAT
El

due to risk
of bias

SIIIS)
MODERAT
El

due to risk
of bias

ve
effect
(95%
Cl)

Risk with Non-specific
supportive therapy

The mean ADHD symptoms total
[pt, 13 weeks, self-reported, caars,
higher is poorer] in the control
groups was

17.3

The mean ADHD symptoms total
[12 weeks pt, self-rated, brown
attention deficit disorder scale, cs,
high is poor outcome] in the control
groups was

76.80

The mean ADHD symptoms total
[52 weeks fu, self-rated caars, O -
36, high is poor outcome] in the
control groups was

18

The mean ADHD symptoms total
[13 weeks pt, observer rated
caars, 0 - 36, high is poor
outcome] in the control groups was
17.3

The mean ADHD symptoms total
[52 weeks fu, observer rated
caars, 0 - 36, high is poor
outcome] in the control groups was
17.5

Risk difference with CBT/DBT
(95% ClI)

The mean ADHD symptoms total
[pt, 13 weeks, self-reported, caars,
higher is poorer] in the intervention
groups was

1.20 higher

(0.41 lower to 2.81 higher)

The mean ADHD symptoms total
[12 weeks pt, self-rated, brown
attention deficit disorder scale, cs,
high is poor outcome] in the
intervention groups was

0.03 standard deviations higher
(0.41 lower to 0.46 higher)

The mean ADHD symptoms total
[52 weeks fu, self-rated caars, O -
36, high is poor outcome] in the
intervention groups was

1.10 lower

(2.92 lower to 0.72 higher)

The mean ADHD symptoms total
[13 weeks pt, observer rated caars,
0 - 36, high is poor outcome] in the
intervention groups was

1.10 higher

(0.51 lower to 2.71 higher)

The mean ADHD symptoms total
[52 weeks fu, observer rated caars,
0 - 36, high is poor outcome] in the
intervention groups was

1.10 lower

(2.92 lower to 0.72 higher)
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Outcomes

ADHD symptoms inattention [PT, 12
weeks, self-rated CAARS, higher is
poorer]

ADHD symptoms inattention [PT, 13
weeks, investigator rated CAARS, 0-36,
higher is poorer]

ADHD symptoms inattention [52 weeks
FU, observer rated CAARS, 0 - 36, high is
poor outcome]

ADHD symptoms hyperactivity [13 weeks
PT, observer rated CAARS, O - 36, high is
poor outcome]

ADHD symptoms hyperactivity [52 weeks
FU, observer rated CAARS, 0 - 36, high is

No of
Particip
ants
(studies
)

Follow
up

81

(1 study)
12
weeks

209

(1 study)
13
weeks

209

(1 study)
52
weeks

209

(1 study)
13
weeks

209
(1 study)
52

Quality of
the

evidence
(GRADE)

(CISICIS)
Low?
due to risk
of bias,
imprecision

S SISIS)
VERY

Low"™?
due to risk
of bias,
imprecision

(CIPIGIS)
MODERAT
El

due to risk
of bias

(CIPIGIS)
MODERAT
El

due to risk
of bias

DODO
MODERAT
EL

Relati
ve
effect
(95%
Cl)

Anticipated absolute effects

Risk with Non-specific
supportive therapy

The mean ADHD symptoms
inattention [pt, 12 weeks, self-rated
caars, higher is poorer] in the
control groups was

73.19

The mean ADHD symptoms
inattention [pt, 13 weeks,
investigator rated caars, 0-36,
higher is poorer] in the control
groups was

17.8

The mean ADHD symptoms
inattention [52 weeks fu, observer
rated caars, 0 - 36, high is poor
outcome] in the control groups was
17.5

The mean ADHD symptoms
hyperactivity [13 weeks pt,
observer rated caars, 0 - 36, high
is poor outcome] in the control
groups was

15.2

The mean ADHD symptoms
hyperactivity [52 weeks fu,
observer rated caars, 0 - 36, high

Risk difference with CBT/DBT
(95% ClI)

The mean ADHD symptoms
inattention [pt, 12 weeks, self-rated
caars, higher is poorer] in the
intervention groups was

0.52 standard deviations higher
(0.07 to 0.96 higher)

The mean ADHD symptoms
inattention [pt, 13 weeks,
investigator rated caars, 0-36,
higher is poorer] in the intervention
groups was

0.20 higher

(1.55 lower to 1.95 higher)

The mean ADHD symptoms
inattention [52 weeks fu, observer
rated caars, 0 - 36, high is poor
outcome] in the intervention groups
was

1.50 lower

(3.39 lower to 0.39 higher)

The mean ADHD symptoms
hyperactivity [13 weeks pt, observer
rated caars, O - 36, high is poor
outcome] in the intervention groups
was

0.60 higher

(1.51 lower to 2.71 higher)

The mean ADHD symptoms
hyperactivity [52 weeks fu, observer
rated caars, O - 36, high is poor
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Outcomes
poor outcome]

Improvement of ADHD symptoms [PT, 17
weeks, BAARS-IV Inattention, Current
ADHD Symptom Scale Self Report Form ]

Serious adverse events PT [17 weeks]

Function/behaviour [PT, 12 weeks, self-
rated BRIEF, higher is poorer]

Emotional dysregulation [12 weeks PT,
self-rated BDI, 0-63, higher is poorer]

Emotional dysregulation [13 weeks PT,

No of
Particip
ants
(studies
)

Follow
up
weeks

38

(1 study)
17
weeks

38

(1 study)
17
weeks

81

(1 study)
12
weeks

81

(1 study)
12
weeks

209

Quality of
the
evidence
(GRADE)
due to risk
of bias

CISICIC)
VERY
Low?*
due to risk
of bias,
imprecision

CISGISIS)
Low*
due to risk
of bias

CISISIS)
Low'?
due to risk
of bias,
imprecision

(CIPIGIS)
MODERAT
El

due to risk
of bias

S SISIS)

Relati
ve
effect
(95%
Cl)

Peto
OR
11.22
(2.39
to
52.57

RD
0.0 (-
0.10

0.10)

Anticipated absolute effects

Risk with Non-specific
supportive therapy

is poor outcome] in the control
groups was

15.2

420 more per 1000
(from 190 fewer to 650 more)

Risk difference with CBT/DBT
(95% ClI)

outcome] in the intervention groups
was

0.30 lower

(2.26 lower to 1.66 higher)

Zero serious adverse events reported in both arms.

The mean function/behaviour [pt,
12 weeks, self-rated brief, higher is
poorer] in the control groups was
78.64

The mean emotional dysregulation
[12 weeks pt, self-rated bdi, 0-63,
higher is poorer] in the control
groups was

9.08

The mean emotional dysregulation

The mean function/behaviour [pt,
12 weeks, self-rated brief, higher is
poorer] in the intervention groups
was

0.38 standard deviations higher
(0.06 to 0.82 lower)

The mean emotional dysregulation
[12 weeks pt, self-rated bdi, 0-63,
higher is poorer] in the intervention
groups was

0.08 standard deviations lower
(0.52 lower to 0.36 higher)

The mean emotional dysregulation
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© No of Anticipated absolute effects
pd Particip
2 ants Relati
S (studies Quality of ve
L ) the effect
g Follow evidence (95%  Risk with Non-specific Risk difference with CBT/DBT
= Outcomes up (GRADE) Cl) supportive therapy (95% ClI)
% self-rated BDI, 0-63, higher is poorer] (1 study) VERY [13 weeks pt, self-rated bdi, 0-63, [13 weeks pt, self-rated bdi, 0-63,
o) 13 Low™® higher is poorer] in the control higher is poorer] in the intervention
= weeks due to risk groups was groups was
% of bias, 10.8 0.10 lower
2 imprecision (1.92 lower to 1.72 higher)
5—; Emotional dysregulation [52 weeks FU, 209 GPPO The mean emotional dysregulation The mean emotional dysregulation
a2 self-rated BDI, 0-63, higher is poorer] (1 study) MODERAT [52 weeks fu, self-rated bdi, 0-63, [52 weeks fu, self-rated bdi, 0-63,
0O 52 E' higher is poorer] in the control higher is poorer] in the intervention
® weeks due to risk groups was groups was
@ of bias 10.1 0.70 lower
g (2.8 lower to 1.4 higher)
© ° 1 Downgraded by 1 increment if the majority of the evidence was at high risk of bias.
o 2 Downgraded by 1 increment if the confidence interval crossed one MID.
2 3 Downgraded by 2 increments if the confidence interval crosses two MIDs.
N 4 Downgraded by 2 increments if the majority of the evidence was at very high risk of bias.
o
1=
2 Table 28: Clinical evidence summary: Attention/memory/cognitive training versus Non-specific supportive therapy
Outcomes No of Quality Relative  Anticipated absolute effects
Participants  of the effect ; ; _ e : ; :
e Elierecl Kessite Risk with Non-specific Risk difference with

Follow up (GRADE)

ADHD symptoms total [PT, self- 97 PPHHO
rated, 8 weeks, ASRS(0-54), (1 study) MODERA
CAARS] 8 weeks TE!
due to
risk of

bias

supportive therapy

The mean ADHD symptoms total
[pt, 8 weeks, asrs(0-54), caars] in
the control groups was

47.25

Attention/memory/cognitive
training (95% CI)

The mean ADHD symptoms total [pt,
8 weeks, asrs(0-54), caars] in the
intervention groups was

0.69 lower

(5.3 lower to 3.92 higher)
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Functioning/Behaviour [PT, 8 97
weeks, self-report Barkley Deficits (1 study)
in Executive Functioning scale 8 weeks
short form, unclear range, higher

is worse]

Literacy [PT, 8 weeks, The Test of 97

Word Reading Efficiency-II, (1 study)
unclear range, higher is better] 8 weeks
Numeracy [PT, 8 weeks, The 97

Woodcock Johnson-Ill, unclear (1 study)
range, higher is better] 8 weeks

(CIISIS)
Low!?
due to
risk of
bias,
imprecisio
n

(CICICIS)
Low!?
due to
risk of
bias,
imprecisio
n

(CIGISIS)
Low?
due to
risk of
bias,
imprecisio
n

The mean functioning/behaviour
[pt, 8 weeks, barkley deficits in
executive functioning scale short
form, unclear range, higher is
worse ] in the control groups was
48.13

The mean literacy [pt, 8 weeks, the
test of word reading efficiency-ii,
unclear range, higher is better] in
the control groups was

153.58

The mean numeracy [pt, 8 weeks,
the woodcock johnson-iii, unclear
range, higher is better] in the
control groups was

114.66

1 Downgraded by 1 increment if the majority of the evidence was at high risk of bias.
2 Downgraded by 1 increment if the confidence interval crossed one MID.

Table 29: Clinical evidence summary: CBT/DBT versus attention/memory/cognitive training

Outcomes No of

Quality of

Relative Anticipated absolute effects

The mean functioning/behaviour [pt, 8
weeks, barkley deficits in executive
functioning scale short form, unclear
range, higher is worse] in the
intervention groups was

2.03 higher

(2.57 lower to 6.63 higher)

The mean literacy [pt, 8 weeks, the
test of word reading efficiency-ii,
unclear range, higher is better] in the
intervention groups was

2.78 lower

(9.33 lower to 3.77 higher)

The mean numeracy [pt, 8 weeks, the
woodcock johnson-iii, unclear range,
higher is better] in the intervention
groups was

2.34 higher

(9.08 lower to 13.76 higher)
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Participants  the effect Risk with
(studies) evidence  (95% Cl)  Attention/memory/cognitive
Follow up (GRADE) training
Quality of life [PT, self-rated,10 15 SISISIS) The mean quality of life [pt, self-
weeks, Q-LES-Q general, unclear (1 study) VERY rated, 10 weeks, g-les-q general,
range, higher is better] 10 weeks Low'? unclear range, higher is better | in
due to risk the control groups was
of bias, 65.2
imprecisio
n
Improvement of ADHD symptoms 37 POOO RR 2.06 Moderate
[PT, 10 weeks, BADDS, SCL-16, (1 StUdy) VERY (070 to 222 per 1000
ASR,CGlI] 10 weeks Low*? 6.11)
due to risk
of bias,
imprecisio
n

1 Downgraded by 2 increments if the majority of the evidence was at very high risk of bias.
2 Downgraded by 2 increments if the confidence interval crossed both MIDs.
3 Downgraded by 1 increment if the confidence interval crossed one MID.

See appendix F for full GRADE tables.

Risk difference with CBT/DBT
(95% ClI)

The mean quality of life [pt, self-
rated, 10 weeks, g-les-q general,
unclear range, higher is better] in
the intervention groups was

4.30 lower

(18.96 lower to 10.36 higher)

235 more per 1000
(from 67 fewer to 1000 more)
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Attention deficit hyperactivity disorder (update): DRAFT FOR CONSULTATION
Non-pharmacological efficacy

1.1.4 Economic evidence

Included studies
No relevant health economic studies were identified.

Original modelling was undertaken in CG72 for this question, however this model has been
updated and the new guideline model supersedes the CG72 model.

See also the health economic study selection flow chart in appendix G.

Excluded studies

No health economic studies that were relevant to this question were excluded due to
assessment of limited applicability or methodological limitations.

© National Institute for Health and Care Excellence, 2017
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1.4.3

Summary of studies included in the economic evidence review

Table 30: Health economic evidence profile: Parent training versus no parent training

NGC Directly Potentially A 1 year decision tree
Original applicable serious model comparing parent
guideline  (a) limitations(  training with no parent
model b) training in children with
(UK) ADHD.

A number of studies from
the clinical review were
used for effectiveness,
mostly individually in a
number of base case
scenarios due to
heterogeneity from
pooling them.

Costs included are
resource use associated
with the intervention, and
resource use associated
with response.

Base
case_CHAC
KO +
HANDEN

=£262

Base
case_CHAC
KO

= £677

Base case_
HANDEN

= £203

Base case__
PFFIFNER

=£1,478

Base case_
OSTBERG

= £564

Abbreviations: ICER: incremental cost-effectiveness ratio; QALY: quality-adjusted life years;
(a) Directly applicable because comparing relevant interventions and from a UK NHS perspective
(b) Only based on a few studies and mostly individual studies, that have different components of behavioural therapy, some involving the child and teacher as well. This lack

of pooling means we cannot be sure which ICER is most representative of the true cost effectiveness. Utilities are based on a study from children on medication, whereas

Base
case_CHA
CKO +
HANDEN

=0.0079

Base
case_CHA
CKO

=0.0073

Base case_
HANDEN

= 0.0087

Base case_
PFFIFNER

=0.0221

Base case_
OSTBERG

= 0.0068

quality of life of a responder or non-responder to a non-pharma therapy may be different to medication.

Base
case_CHAC
KO +
HANDEN

=£33,015

Base
case_CHAC
KO

=£92,531

Base case_
HANDEN

= £23,393

Base case_
PFFIFNER

=£66,891

Base case_
OSTBERG

= £82,915

Probabilistic sensitivity analysis based
on 10,000 simulations (for all abase
case analyses).

Threshold analyses on costs were
also undertaken for all base case
analyses.

Sensitivity analysis using the
outcomes from studies that measure
behavioural outcomes dichotomously
in the base case, rather than symptom
measures, had an ICER of £49,944.

Using data from the under 5’s
population showed that group
treatment could be cost effective, but
is highly dependent on effectiveness.
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Health Economic Model
Model overview

A model was previously built in CG72 comparing parent training to no treatment in children
with ADHD. It was decided to update this model so that more up to date clinical evidence
could be used, and also because the model was a key part of the decision to recommend
parent training in children in the previous guideline. Additionally, the decision was made that
the committee would decide which interventions they felt were clinically effective based on
continuous outcomes (the primary outcomes from the clinical review), and these
interventions would then be taken forward and focused on in a model, therefore the
committee decision was that parent training had some effect from the clinical review, and it is
also commonly used in the NHS for ADHD in children, and so the previous model was
updated.

The model was a decision tree model with a 1 year time horizon, comparing group parent
training with no treatment. No treatment implies no parent training is being offered to the
control group. However, in all of the studies included for treatment effect, a proportion of the
children are on other current treatment/treatment as usual, which most often is medication
but could also be a number of other things. Trials with a completely drug naive population
were not available. Therefore as there is some kind of current treatment (for at least some of
the participants in each trial) ongoing, then the baselines (because there are multiple base
case analyses) or underlying population for which the no treatment risk in this model is based
on is assumed to be the underlying response rate of a general population whereby some
children are on treatment and some children aren’t. No assumptions have been made about
any further treatment if a patient does not respond to parent training, as this would involve
assumptions about sequencing of treatments as well as data lacking on sequencing as
probabilities of response may be dependent, and so the model has been kept simple.

The intervention is group parent training and is dependent on what the studies report, and
can range from 8 weeks of treatment to 12 weeks of treatment with a certain length of
session per week. The intervention could also be only parent training, or also include child
and/or teacher training. It was assumed there are 10 families per group. There are no
booster sessions unlike the previous model. Children can either respond or not respond to
the two comparisons. If they respond then they remain responding in the base case
throughout the time horizon of the model.

Data

Studies were identified from the clinical review that had dichotomous outcomes, as this was

the only way to link to quality of life outcomes. Treatment effect was informed by 5 studies in
tOtalgO,205,362,351 151.

3 of these had similar post treatment timeframes (9 to 12 weeks) %°,2%° *2 however
attempting to pool these studies identified a large amount of heterogeneity (I* of 53%), and it
could be seen from the studies that they were very different, as Pfiffner for example had a
baseline risk and treatment risk that was much higher than that of the other studies. This
heterogeneity suggested that it wasn’t a good idea to pool these studies together as it would
give a large amount of uncertainty, that when propagated in the model through the PSA
would lead to a large variation in the results. It was therefore decided to keep the studies
separate and model each of them separately. Pfiffner 2007 reported outcomes at two
timepoints, and both of these were used in the analysis, as the study implied there would be
deterioration in both the baseline and treatment effect between the two timepoints. Ostberg
2012 had a longer outcome timepoint and was also kept separate. Fabiano 2012 and
Chacko 2009 reported behavioural outcomes (as well as Chacko reporting total symptom
outcomes) which were outcomes analysed in a sensitivity analysis. ITT outcomes were used
for all the clinical data.

© National Institute for Health and Care Excellence, 2017
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Attention deficit hyperactivity disorder (update): DRAFT FOR CONSULTATION
Non-pharmacological efficacy

Utilities were from Van Der Kolk 2014 *®*which used the UK EQ-5D tariff.

Resource use associated with the intervention was elicited from the committee, and included
1 hour of preparation by the clinical psychologist (Band 8a) for every session, as well as the
teaching time, and a Band 4 assistant to help set up, do the administrative tasks like contact
families, and attend the course to assist. This significantly increased the cost of the course
compared to the previous model where an assistant was not used and not as much time was
spent on preparation. The intervention cost varied for each base case analysis depending on
the resource use in the study/ies being used for treatment effect. No intervention cost was
assigned to the comparator arm.

Resource use associated with response or no-response over the time horizon of the model
was also included because committee opinion was that non-responders would usually be
seen more frequently by a psychiatrist/paediatrician than responders. As the underlying
population from the studies was children who were on a mix of concurrent treatments or no
treatment, rather than a population that were all on medication for example, then it wasn’t felt
possible to assume that there would be the same underlying resource use for both arms of
the model.

Results

A total of 5 analyses were undertaken as base case scenarios using various sources for
treatment effect; 1) using Chacko 2009 and Handen 2015 pooled (as heterogeneity was
smaller when excluding Pfiffner 2007), 2) using Chacko 2009 alone, 3) using Handen 2015
alone, 4) using Pfiffner 2007 alone, and 5) using Ostberg 2012 alone.

The ICERs ranged from £23,393 to £92,531, depending on which study was used for
treatment, as a higher relative treatment response from the intervention combined with lower
cost (if say the intervention was parent training only) would lead to a higher ICER. Showing
that the ICER is sensitive to the inputs and also that the treatment effects and intensity of the
intervention can vary.

A sensitivity analysis was undertaken using studies that reported response on behavioural
outcomes rather than total symptom outcomes. Two studies were pooled together for this
analysis. The ICER was £49,944,

It was also narratively explored what impact using the data from the under 5 population
would have. Of the clinical studies included in the clinical review for the under 5’s, only one
had dichotomous total symptom outcomes. This was evaluating the New Forest Parenting
Programme compared to no treatment. Using the outcomes from the study and amending
the cost of the intervention, as this is a 1:1 intervention provided in the child’s home, the
ICER was around £38,000. It was however around £900 if the intervention was provided in a
group. These results have to interpreted with caution however as they are only based on one
study.

Limitations of the model include; there are mostly individual studies informing the treatment
effect in the model as only dichotomous outcomes could be used in the model, which led to a
variation in the ICERs and uncertainty about the cost effectiveness of parent training. The
studies have varying populations (in terms of medication status) and also varying intensities
of treatments provided in the trials. Marrying up the dichotomous outcomes used in the
model and the continuous outcomes that were prioritised in the clinical review is also a
challenge, as dichotomous outcomes tend to show that the intervention is effective, which
isn’'t always the case for all the continuous outcomes in the clinical review. No assumptions
have been made about further treatment in the model.

See Table 30 for a summary of the model, and appendix 1 for the detailed model write-up.

© National Institute for Health and Care Excellence, 2017
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Attention deficit hyperactivity disorder (update): DRAFT FOR CONSULTATION
Non-pharmacological efficacy

Unit costs

Some unit costs are presented below of the staff that would be involved in providing a
behavioural therapy type program such as parent training.

Table 31: Staff costs associated with providing behavioural therapy

Staff Cost Source
Clinical psychologist (Band 8a) £62 per hour PSSRU 2016'*°
Assistant (Band 4) £30 per hour PSSRU 2016

1.1.5 Resource impact

It is likely that recommendations resulting from this review area will have a significant impact
on resources.

Additional savings are likely to be incurred/made for the following reasons: Potential cost
savings from educational support being recommended instead of parent training.

Further work is being carried out to quantify the potential resource impact in this area.
1.1.6 Evidence statements

Clinical evidence statements

Children under 5

Parent/Family training versus waitlist/usual care

No evidence was identified for quality of life, clinical global impression scale, discontinuation
due to side effects, serious adverse events, minor adverse events, emotional dysregulation,
literacy outcomes and numeracy outcomes.

There was a clinically important benefit for ADHD symptoms total (PT rated by parent; 2
studies moderate quality) (PT rated by clinician; 1 study moderate quality) (FU rated by
parent; 1 study very low quality), ADHD symptoms inattention (PT rated by clinician; 1 study
moderate quality) (PT parent rated; 3 studies low quality), ADHD symptoms hyperactivity (PT
clinician rated; 1 study moderate quality) (PT parent rated; 2 studies moderate quality) and
function/behaviour (PT parent rated; 2 studies very low quality).

There were no clinically important benefits for ADHD symptoms total (PT rated by teacher; 1
study low quality), ADHD symptoms inattention (PT teacher rated; 1 study moderate quality)
and ADHD symptoms hyperactivity (PT teacher rated; 1 study low quality).

Children aged 5 to 18

Parent/family training versus waitlist/usual care

No evidence was identified for quality of life, discontinuation due to side effects, serious
adverse events, minor adverse events and emotional dysregulation.

There was a clinically important benefit for ADHD symptoms total (PT rated by parent; 3
studies low quality) (FU parent rated; 2 studies low quality), ADHD symptoms inattention (PT
parent/teacher rated; 1 study low quality) (FU parent/teacher rated; 1 study very low quality),
clinical global impression scale (PT investigator rated; 1 study very low quality) and
function/behaviour (FU self-rated; 1 study low quality).

© National Institute for Health and Care Excellence, 2017
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There were no clinically important benefits for ADHD symptoms total (PT teacher rated; 2
studies moderate quality) (PT parent rated; 1 study low quality) (FU teacher rated; 1 study
moderate quality), ADHD symptoms inattention (PT teacher rated; 4 studies low quality) (PT
parent rated; 7 studies very low to low quality) (FU teacher rated; 2 studies moderate quality)
(FU parent rated; 4 studies very low quality), ADHD symptoms hyperactivity (PT teacher
rated; 3 studies low quality) (PT parent rated; 6 studies very low quality) (FU parent rated; 3
studies very low quality), function/behaviour outcomes (PT parent rated; 8 studies low
quality) (PT teacher rated; 3 studies moderate to low quality) (PT self-rated; 1 study low
quality) (FU parent reported; 5 studies very low quality) (FU teacher reported; 1 study
moderate quality), academic literacy outcomes (PT; 1 study very low quality) and academic
numeracy outcomes (PT; 1 study low quality).

There was a clinically important harm for ADHD symptoms hyperactivity (FU teacher rated; 1
study low quality).

Attention/memory/cognitive training versus waitlist/usual care

No evidence was identified for quality of life, clinical global impression scale, serious adverse
events, minor adverse events and emotional dysregulation.

There was a clinically important benefit for ADHD symptoms total (PT parent rated; 1 study
low quality), ADHD symptoms inattention (PT parent rated; 3 studies moderate quality) (PT
investigator rated; 1 study moderate quality) (PT teacher rated; 1 study low quality) and
discontinuation related to study intervention (PT; 1 study very low quality).

There were no clinically important benefits for ADHD symptoms total (PT parent rated; 1
study low quality) (PT teacher rated; 1 study low quality) (FU parent rated; 1 study low
quality) (FU teacher rated; 1 study low quality), ADHD symptoms inattention (PT parent
rated; 2 studies low quality) (FU parent rated; 2 studies low quality) (PT teacher rated; 5
studies low to moderate quality) (FU teacher rated; 1 study low quality), ADHD symptoms
hyperactivity (PT parent rated; 5 studies low quality) (FU parent rated; 2 studies low quality)
(PT teacher rated; 2 studies low quality) (FU teacher rated; 1 study low quality) (PT
investigator rated; 1 study low quality) and function/behaviour outcomes (PT parent rated; 4
studies low quality) (FU parent rated; 2 studies low quality) (PT teacher rated; 2 studies
moderate quality) (FU teacher rated; 1 study low quality) ( PT investigator rated; 1 study very
low quality) (FU investigator rated; very low quality), academic literacy outcomes (PT; 1 study
low quality) (FU; 1 study low quality) and academic numeracy outcomes (PT; 1 study low
quality) (FU; 1 study low quality).

There was a clinically important harm for ADHD symptoms inattention (FU teacher rated; 1
study low quality) and ADHD symptoms hypeactivity (PT teacher rated; 1 study low quality).

Neurofeedback versus waitlist/usual care

No evidence was identified for quality of life, ADHD symptoms total, clinical global impression
scale, discontinuation due to side effects, serious adverse events, minor adverse events,
emotional dysregulation, literacy outcomes and numeracy outcomes.

There were no clinically important benefits for ADHD symptoms inattention (PT parent rated,;
2 studies low quality) (FU parent rated; 1 study low quality) (PT teacher rated; 2 studies low
quality) (FU self-rated; 1 study very low quality), ADHD symptoms hyperactivity (PT parent
rated; 2 studies low quality) (FU parent rated; 1 study low quality) (PT teacher rated; 1 study
very low quality) (FU self-rated; 1 study very low quality) and behavioural outcomes (PT
parent rated; 1 study low quality) (FU parent rated; 1 study low quality) (PT investigator
rated; 1 study very low quality) (FU investigator rated; 1 study low quality).
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Psychoeducation versus waitlist/usual care

No evidence was identified for quality of life, clinical global impression scale, discontinuation
due to side effects, serious adverse events, minor adverse events, emotional dysregulation,
literacy outcomes and numeracy outcomes.

There was a clinically important benefit for ADHD symptoms total (FU teacher rated; 1 study
very low quality) (PT teacher rated; 1 study very low quality), ADHD symptoms inattention
(PT teacher rated; 1 study very low quality) (FU teacher rated; 1 study very low quality),
ADHD symptoms hyperactivity (PT teacher rated; 1 study low quality) (FU teacher rated; 1
study very low quality).

There were no clinically important benefits for ADHD symptoms inattention (PT parent rated;
1 study low quality), ADHD symptoms hyperactivity (PT parent rated; 1 study low quality) and
function/behaviour (PT parent rated; 1 study low quality) (FU parent rated; 1 study low
quality) (FU teacher rated; 1 study low quality).

There was a clinically important harm for function/behaviour (PT teacher rated; 1 study low
quality).

Relaxation versus waitlist/usual care

No evidence was identified for quality of life, ADHD symptoms inattention, ADHD symptoms
hyperactivity, clinical global impression scale, discontinuation due to side effects, serious
adverse events, minor adverse events, function/behaviour outcomes, emotional
dysregulation, literacy outcomes and numeracy outcomes.

There were no clinically important benefits for ADHD symptoms total (PT parent rated; 1
study very low quality) (PT teacher rated; 1 study very low quality).

Exercise versus waitlist/usual care

No evidence was identified for quality of life, ADHD symptoms total, ADHD symptoms
hyperactivity, clinical global impression scale, discontinuation due to side effects, serious
adverse events, minor adverse events and emotional dysregulation.

There was a clinically important benefit for ADHD symptoms inattention (PT teacher rated; 1
study low quality) and academic performance (PT teacher rated; 1 study low quality).

There was a clinically important harm for function/behaviour (PT teacher rated; 1 study very
low quality).

Organisation/School-based versus waitlist/usual care

No evidence was identified for quality of life, clinical global impression scale, discontinuation
due to side effects, serious adverse events, minor adverse events and emotional
dysregulation.

There were no clinically important benefits for ADHD symptoms total (PT teacher rated; 1
study very low quality), ADHD symptoms inattention (PT parent rated; 4 studies low to
moderate quality) (FU parent rated; 1 study high quality) (PT teacher rated; 3 studies high
quality) (FU teacher rated; 1 study high quality), ADHD symptoms hyperactivity (PT parent
rated; 4 studies very low to high quality) (PT teacher rated; 3 studies high quality) (FU parent
rated; 1 study high quality) (FU teacher rated; 1 study high quality), behavioural outcomes
(PT parent rated; 2 studies high quality) (FU parent rated; 1 study high quality) (PT teacher
rated; 3 studies high quality) (FU teacher rated; 1 study high quality), academic literacy
outcomes (PT; 1 study very low quality), academic outcomes (FU teacher rated; 1 study high
quality) (PT teacher rated; 1 study high quality), academic numeracy outcomes (PT; 3
studies very low quality) (during intervention; 1 study very low quality) and academic
performance (PT parent rated; 1 study very low quality) (PT; 1 study low quality).
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Parent/family training & Organisation/school based versus Waitlist/usual care

No evidence was identified for quality of life, clinical global impression scale, discontinuation
due to side effects, serious adverse events and minor adverse events.

There were no clinically important benefits for ADHD symptoms total (FU parent rated; 1
study moderate quality), ADHD symptoms inattention (PT parent rated; 2 studies moderate
quality) (PT teacher rated; 1 study low quality), ADHD symptoms hyperactivity (PT parent
rated; 2 studies high quality) (PT teacher rated; 1 study low quality), behavioural outcomes
(PT parent rated; 1 study moderate quality) (PT teacher rated; 1 study low quality) (PT
classroom observer; 1 study very low quality), emotional dysregulation (PT parent rated; 1
study low quality) (PT teacher rated; 1 study very low quality), academic literacy outcomes
(PT; 1 study moderate quality) (FU; 1 study moderate quality), academic numeracy
outcomes (PT; 1 study moderate quality) and academic performance (PT teacher rated; 1
study low quality).

There was a clinically important harm for ADHD symptoms hyperactivity (PT classroom
observer; 1 study very low quality).

Cognitive training & exercise versus waitlist/usual care

No evidence was identified for quality of life, ADHD symptoms inattention, ADHD symptoms
hyperactivity, clinical global impression scale, discontinuation due to side effects, serious
adverse events, minor adverse events, function/behaviour, emotional dysregulation, literacy
outcomes and numeracy outcomes.

There were no clinically important benefits for ADHD symptoms total (PT clinician rated; 1
study low quality) (PT parent rated; 1 study low quality) (PT teacher rated; 1 study moderate

quality).
CBT/DBT versus Non-specific supportive therapy

No evidence was identified for quality of life, ADHD symptoms total, clinical global impression
scale, discontinuation due to side effects, serious adverse events, minor adverse events,
function/behaviour, emotional dysregulation, literacy outcomes and numeracy outcomes.

There was a clinically important benefit for ADHD symptoms inattention (PT parent rated; 1
study low quality) (PT teacher rated; 1 study low quality) and ADHD symptoms hyperactivity
(PT parent rated; 1 study low quality) (FU parent rated; 1 study low quality).

There were no clinically important benefits for ADHD symptoms inattention (FU parent rated;
1 study low quality) (FU teacher rated; 1 study very low quality).

Organisation/School-based versus Non-specific supportive therapy

No evidence was identified for quality of life, ADHD symptoms total, ADHD symptoms
inattention, ADHD symptoms hyperactivity, clinical global impression scale, discontinuation
due to side effects, serious adverse events, minor adverse events, literacy outcomes and
numeracy outcomes.

There was a clinically important benefit for function/behaviour (PT adolescent rated; 1 study
very low quality).

There was no clinically important benefit for emotional dysregulation (PT adolescent rated; 1
study very low quality).

Neurofeedback versus sham
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Attention deficit hyperactivity disorder (update): DRAFT FOR CONSULTATION
Non-pharmacological efficacy

No evidence was identified for quality of life, discontinuation due to side effects, minor
adverse events, function/behaviour, emotional dysregulation, literacy outcomes and
numeracy outcomes.

There was a clinically important benefit for clinical global impression scale (FU investigator
rated; 1 study low quality).

There was no clinically important benefit for ADHD symptoms total (PT teacher rated; 1 study
very low quality) (PT investigator rated; 1 study moderate quality), ADHD symptoms
inattention (PT teacher rated; 1 study very low quality) (PT investigator rated; 2 studies
moderate quality), ADHD symptoms hyperactivity (PT teacher rated; 1 study very low quality)
(PT investigator rated; 2 studies moderate quality) and serious adverse events (PT; 1 study
low quality).

Neurofeedback versus Exercise

No evidence was identified for quality of life, ADHD symptoms total, clinical global impression
scale, discontinuation due to side effects, serious adverse events, minor adverse events,
emotional dysregulation, literacy outcomes and numeracy outcomes.

There was no clinically important benefit for ADHD symptoms hyperactivity (PT parent rated,;
1 study low quality) (PT teacher rated; 1 study low quality), ADHD symptoms inattention (PT
parent rated; 1 study moderate quality) (PT teacher rated; 1 study moderate quality) and
function/behaviour (PT parent rated; 1 study low quality) (PT teacher rated; 1 study low

quality).

Parent/family training versus relaxation

No evidence was identified for quality of life, ADHD symptoms total, ADHD symptoms
inattention, clinical global impression scale, discontinuation due to side effects, serious
adverse events, minor adverse events and emotional dysregulation.

There was a clinically important benefit for ADHD symptoms hyperactivity (FU teacher rated;
1 study very low quality).

There was no clinically important benefit for ADHD symptoms hyperactivity (PT parent rated,;
1 study very low quality) (FU parent rated; 1 study very low quality) (PT teacher rated; 1
study very low quality), function/behaviour (PT parent rated; 1 study very low quality) (FU
parent rated; 1 study very low quality) (PT teacher rated; 1 study very low quality) (FU
teacher rated; 1 study very low quality), academic literacy outcomes (PT; 1 study very low
quality) (FU; 1 study very low quality) and academic numeracy outcomes (PT; 1 study very
low quality) (FU; 1 study very low quality).

Parent/family training versus psychoeducation

No evidence was identified for quality of life, ADHD symptoms total, ADHD symptoms
inattention, ADHD symptoms hyperactivity, clinical global impression scale, discontinuation
due to side effects, serious adverse events, minor adverse events, behavioural outcomes
and emotional dysregulation.

There was no clinically important benefit for academic outcomes (FU teacher rated; 1 study
moderate quality) (PT teacher rated; 1 study moderate quality).

Neurofeedback versus Attention/memory/cognitive training

No evidence was identified for quality of life, clinical global impression scale, discontinuation
due to side effects, serious adverse events, minor adverse events and academic outcomes.
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There was a clinically important benefit for ADHD symptoms total (PT parent rated; 1 study
low quality), ADHD symptoms inattention (PT parent rated; 1 study low quality) (PT teacher
rated; 1 study low quality), ADHD symptoms hyperactivity (PT parent rated; 1 study low
quality) (FU parent rated; 1 study low quality) (PT teacher rated; 1 study low quality),
behavioural outcomes (PT parent rated; 1 study low quality) (PT teacher rated; 1 study low
quality) and emotional dysregulation (PT parent rated; 1 study low quality).

There was no clinically important benefit for ADHD symptoms total (FU parent rated; 1 study
very low quality) (PT teacher rated; 1 study moderate quality), ADHD symptoms inattention
(PT parent rated; 2 studies low quality) (FU parent rated; 2 studies very low to moderate
quality) (PT teacher rated; 2 studies low quality), ADHD symptoms hyperactivity (PT parent
rated; 2 studies low quality) (FU parent rated; 1 study moderate quality) (PT teacher rated; 1
study low quality) and behavioural outcomes (PT parent rated; 1 study low quality) (FU
parent rated; 2 studies very low quality) (PT investigator rated; 1 study low quality) (FU
investigator rated; 1 study low quality).

There was a clinically important harm for emotional dysregulation (PT teacher rated; 1 study
low quality).

Neurofeedback versus psychoeducation

No evidence was identified for quality of life, ADHD symptoms total, ADHD symptoms
hyperactivity, clinical global impression scale, discontinuation due to side effects, serious
adverse events, minor adverse events, behavioural outcomes, emotional dysregulation and
academic outcomes.

There was no clinically important benefit for ADHD symptoms inattention (PT parent rated; 1
study very low quality) (PT teacher rated; 1 study very low quality).

Parent/family training & relaxation versus parent/family training

No evidence was identified for quality of life, ADHD symptoms total, ADHD symptoms
inattention, clinical global impression scale, discontinuation due to side effects, serious
adverse events, minor adverse events and emotional dysregulation.

There was a clinically important benefit for ADHD symptoms hyperactivity (PT teacher rated;
1 study very low quality) (FU teacher rated; 1 study very low quality) and function/behaviour
(PT teacher rated; 1 study very low quality).

There was no clinically important benefit for ADHD symptoms hyperactivity (PT parent rated,;
1 study very low quality) (FU parent rated; 1 study very low quality), function/behaviour (PT
parent rated; 1 study very low quality) (FU parent rated; 1 study very low quality) (FU teacher
rated; 1 study very low quality), academic literacy outcomes (PT; 1 study very low quality)
(FU; 1 study very low quality) and academic numeracy outcomes (PT; 1 study very low
quality) (FU; 1 study very low quality).

Parent/family training & relaxation versus relaxation

No evidence was identified for quality of life, ADHD symptoms total, ADHD symptoms
inattention, clinical global impression scale, discontinuation due to side effects, serious
adverse events, minor adverse events and emotional dysregulation.

There was no clinically important benefit for ADHD symptoms hyperactivity (PT parent rated,;
1 study very low quality) (FU parent rated; 1 study very low quality) (PT teacher rated; 1
study very low quality) (FU teacher rated; 1 study very low quality), function/behaviour (PT
parent rated; 1 study very low quality) (FU parent rated; 1 study very low quality) (PT teacher
rated; 1 study very low quality), academic literacy outcomes (PT; 1 study very low quality)
(FU; 1 study very low quality) and academic numeracy outcomes (PT; 1 study very low
quality) (FU; 1 study very low quality).
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There was a clinically important harm of intervention for function/behaviour (FU teacher
rated; 1 study very low quality).

Attention/memory/cognitive training & BPT versus Attention/memory/cognitive
training

No evidence was identified for quality of life, ADHD symptoms total, clinical global impression
scale, discontinuation due to side effects, serious adverse events, minor adverse events,
emotional dysregulation and academic outcomes.

There was no clinically important benefit for ADHD symptoms inattention (PT mother rated; 1
study moderate quality), ADHD symptoms hyperactivity (PT mother rated; 1 study very low
quality) (PT teacher rated; 1 study low quality) and behavioural outcomes (PT mother rated;
1 study low quality) (PT teacher rated; 1 study very low quality).

There was a clinically important harm of intervention for ADHD symptoms inattention (PT
teacher rated; 1 study moderate quality).

Adults over the age of 18

Neurofeedback versus waitlist/usual care

No evidence was identified for quality of life, ADHD symptoms total, clinical global impression
scale, discontinuation due to side effects, serious adverse events, minor adverse events,
behavioural outcomes, emotional dysregulation and academic outcomes.

There was a clinically important benefit for ADHD symptoms inattention (PT self-rated; 1
study low quality) and ADHD symptoms hyperactivity (PT self-rated; 1 study low quality).

CBT/DBT versus waitlist/usual care

No evidence was identified for discontinuation due to side effects, serious adverse events,
and minor adverse events.

There was a clinically important benefit for quality of life (PT self-rated; 2 studies low quality),
ADHD symptoms total (PT self-rated; 3 studies very low quality) (PT investigator rated; 1
study very low quality), ADHD symptoms inattention (PT investigator rated; 1 study very low
quality) (PT self-rated; 3 studies very low to low quality) (FU self-rated; 2 studies low quality),
ADHD symptoms hyperactivity (PT investigator rated; 1 study very low quality), clinical global
impression scale (FU; 1 study low quality) (PT self-rated; 1 study low quality) (PT; 2 studies
very low quality) and function/behaviour (PT self-rated; 1 study very low quality).

There was no clinically important benefit for quality of life (FU self-rated; 1 study low quality),
ADHD symptoms total (FU self-rated; 1 study low quality), ADHD symptoms hyperactivity
(PT self-rated; 2 studies very low to low quality) (FU self-rated; 1 study low quality),
emotional dysregulation (PT self-rated; 4 studies very low quality) (FU self-rated; 2 studies
low quality) and academic outcomes (PT; 1 study very low quality) (FU; 1 study low quality).

Attention/memory/cognitive training versus waitlist/usual care

No evidence was identified for ADHD symptoms total, ADHD symptoms inattention, ADHD
symptoms hyperactivity, discontinuation due to side effects, serious adverse events, minor
adverse events, behavioural outcomes, emotional dysregulation and academic outcomes.

There was no clinically important benefit for quality of life (PT; 1 study very low quality) and
clinical global impression scale (PT; 1 study very low quality).

There was a clinically important harm for clinical global impression scale (PT; 1 study very
low quality).
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CBT/DBT versus Non-specific supportive therapy

No evidence was identified for quality of life, discontinuation due to side effects, minor
adverse events and academic outcomes.

There was a clnically important benefit for clinical global impression scale (PT self-rated; 1
study very low quality).

There was no clinically important benefit for ADHD symptoms total (PT self-rated; 2 studies
moderate quality) (FU self-rated; 1 study moderate quality) (PT observer rated; 1 study
moderate quality) (FU observer rated; 1 study moderate quality), ADHD symptoms
inattention (PT investigator rated; 2 studies low quality) (FU observer rated; 1 study
moderate quality), ADHD symptoms hyperactivity (PT observer rated; 1 study moderate
quality) (FU observer rated; 1 study moderate quality), serious adverse events (PT; 1 study
low quality), function/behaviour (PT self-rated; 1 study low quality) and emotional
dysregulation (PT self-rated; 2 studies moderate quality) (FU self-rated; 1 study moderate

quality).
Attention/memory/cognitive training versus Non-specific supportive therapy
No evidence was identified for quality of life, ADHD symptoms inattention, ADHD symptoms

hyperactivity, clinical global impression scale, discontinuation due to side effects, serious
adverse events, minor adverse events and emotional dysregulation.

There was no clinically important benefit for ADHD symptoms total (PT self-rated; 1 study
moderate quality), function/behaviour (PT self-rated; 1 study low quality), academic literacy
outcomes (PT; 1 study low quality) and academic numeracy outcomes (PT; 1 study low

quality).
CBT/DBT versus attention/memory/cognitive training

No evidence was identified for ADHD symptoms total, ADHD symptoms inattention, ADHD
symptoms hyperactivity, discontinuation due to side effects, serious adverse events, minor
adverse events, behavioural outcomes, emotional dysregulation and academic outcomes.

There was a clinically important benefit for clinical global impression scale (PT; 1 study very
low quality).

There was no clinically important benefit for quality of life (PT self-rated; 1 study very low
quality).

Health economic evidence statements

¢ One original model found that parent training was not cost effective compared to no
treatment for treating ADHD in children (ICER ranged from £23,393 to £92,531 in base
case analyses). This analysis was assessed as directly applicable with potentially serious
limitations.

Review question: What do people with ADHD feel are the
adverse impacts of non-pharmacological treatment for
ADHD?

1.2.1 Characteristics table

For full details see the review protocol in appendix A.
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1 Table 32: Characteristics of review question

To identify what people with ADHD feel are the potential adverse impacts that
may be associated with non-pharmacological treatments for ADHD to guide
decisions on treatment between people with ADHD and their clinicians

Children, young people and adults with ADHD, parents and teachers and
healthcare professionals

Any themes that emerge relating to the following treatments:

e Parent/family/carer training programmes

¢ Cognitive behavioural therapies/dialectical behaviour therapy
e Psychoeducation

o Attention/memory/cognitive training

¢ Neurofeedback

¢ Relaxation techniques

¢ Organisational skills/school or workplace targeted interventions
e Sleep targeted interventions

o Exercise

o Ecotherapies/outdoor activities

Qualitative interview and focus group studies (including studies using grounded
theory, phenomenology or other appropriate qualitative approaches);
quantitative data from questionnaires will only be considered if insufficient
qualitative evidence is identified

2 1.2.2 Methods and process

3 This evidence review was developed using the methods and process described in

4 Developing NICE guidelines: the manual.*** Methods specific to this review question are

5 described in the review protocol in appendix A.

6 Declarations of interest were recorded according to NICE’s 2014 conflicts of interest policy.
7 1.2.3 Qualitative evidence

8 1.2.3.1 Included studies

422

9 One qualitative study was included in the review; " this is summarised in Table 33 below.
10 Key findings from this study are summarised in Section 1.2.3.4 below. See also the study
11 selection flow chart in appendix C, and study evidence tables in appendix D.

12 1.2.3.2 Excluded studies

13 See the excluded studies list in appendix I.

14 1.2.3.3 Summary of qualitative studies included in the evidence review

15 Table 33: Summary of studies included in the review
‘Study  Design  Population  Researchaim  Comments
Smith Semi-structured 19 practitioners Understanding Setting: UK
20142 focus groups and running services the factors related
thematic analysis. for preschool to low uptake and

children with completion of
ADHD, and 13 parent
parents of interventions for
children with ADHD
ADHD (pre-
schoolers)
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See appendix D for full evidence tables.
Qualitative evidence synthesis

Table 34: Review findings
Main findings Statement of finding

Isolation Parents experienced feelings of isolation in group
parent-training interventions

Narrative summary of review findings

Review finding 1: Isolation

Parents reported feeling isolated during parent-training intervention. They had expectations
of gaining support when speaking to other parents of children diagnosed with ADHD. This
meant that when they listened to the experiences of other parents and couldn’t relate to
them, they felt more isolated, causing feelings of distress

Explanation of quality assessment: rated as low quality due to moderate methodological
limitations; minor concerns about coherence of the finding; no concerns about the relevance
of the finding due to the study being conducted in the UK; substantial concerns about
adequacy because the finding was based on only one study that did not offer rich and in
depth information, and only provided information specifically on the experiences parents had
in group parent training.
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Qualitative evidence summary

Table 35: Summary of evidence

1 Focus Parents experience feelings of isolation in group parent-training Limitations  Moderate limitations LOW

groups interventions Coherence  Minor concerns
Relevance  No concerns about
(UK) relevance

Adequacy Substantial concerns
about adequacy
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1.2.4 Economic evidence

Included studies

No relevant health economic studies were identified.

Excluded studies

No health economic studies that were relevant to this question were excluded due to
assessment of limited applicability or methodological limitations.

See also the health economic study selection flow chart in appendix G

1.2.5 Resource impact

We do not expect recommendations resulting from this review area to have a significant
impact on resources.

1.2.6 Evidence statements

Clinical evidence statements
e See section 1.2.3.4.1

Health economic evidence statements
¢ No relevant economic evaluations were identified

Recommendations
Children under 5 years

E1. Offer an ADHD-focused group parent-training programme to parents or carers of children
under 5 years with ADHD as first-line treatment. See recommendations 1.5.1t0 1.5.10 in
NICE’s guideline on antisocial behaviour and conduct disorders in children and young
people®.

E2. If after an ADHD-focused group parent-training programme, ADHD symptoms are still
causing severe impairment across more than one domain in a child under 5 years,
obtain specialist advice (ideally from a tertiary service).

Children and young people 5 years and over

E2. Offer parents and carers of all children and young people aged 5 years and over with
ADHD, group-based ADHD-focused support that includes education and information on
causes and impacts of ADHD and advice on parenting strategies.This may be as few as
1 or 2 sessions and should include both parents and carers if feasible.

E3. If a child or young person aged 5 years or over has ADHD and symptoms of oppositional
defiant disorder or conduct disorder, offer parents and carers a parent-training
programme in line with recommendations 1.5.1 to 1.5.10 in NICE’s guideline on
antisocial behaviour and conduct disorders in children and young people as well as
group-based ADHD-focused support.

21t should be noted that this does not imply that all children under 5 years with ADHD have antisocial behaviour
or a conduct disorder but that the same general principles of care apply.
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E4. Consider a course of cognitive behavioural therapy (CBT) for young people with ADHD
who have benefited from medication but whose symptoms continue to have a significant
impact on at least one domain of their everyday life, addressing the following areas:

¢ social skills with peers

e problem-solving

e self-control

e active listening skills

¢ dealing with and expressing feelings.
E5. Consider individual parent-training/education programmes for parents and carers of
children and young people with ADHD when:

¢ there are particular difficulties for families in attending group sessions (for example,
because of disability, needs related to diversity such as language differences,
learning disability (intellectual disability), parental ill-health, problems with transport,
or where other factors suggest poor prospects for therapeutic engagement)

¢ afamily's needs are too complex to be met by group-based parent-training/education
programmes.
Adults

E6. Consider non-pharmacological treatment for adults with ADHD who have:
¢ made an informed choice not to have medication
o difficulty adhering to medication
e found medication to be ineffective or cannot tolerate it.
E7. When non-pharmacological treatment is indicated for adults with ADHD, offer the
following as a minimum:
e a structured supportive psychological intervention focused on ADHD
¢ regular follow-up either in person or by phone.

Treatment may involve elements of or a full course of CBT.

1.3.1 Research recommendations

RR1. What is the clinical and cost effectiveness, and optimum length of a brief parent-
training intervention for parents and carers of children and young people with ADHD
aged 5 to 18 years?

RR2. What is the clinical and cost effectiveness of exercise and online self help resources for
children, young people and adults with ADHD?

See also the rationales in appendix J.

Rationale and impact

1.4.1 Why the committee made the recommendations

Children under the age of 5

Evidence showed a clinically important benefit of an ADHD-focused group parent-training
programme for children under 5 years. There was limited evidence on the efficacy of
medication and because of concerns about medication in very young children the committee
agreed to recommend a group-based parent-training programme as first-line treatment.
However, the committee acknowledged that some children may still have severe impairment
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after the programme. For these children, the committee drew on their experience to
recommend that healthcare professionals should seek specialist advice, ideally from a
tertiary service.

Children aged 5 to 18

Evidence indicated that parents and carers of children and young people aged 5 years and
over would benefit from group support. After discussion of current good practice and
consideration of the balance of benefits and costs, the committee decided to recommend
limited group-based ADHD-focused support (may be as few as 1 or 2 sessions) for parents
and carers of all children and young people with ADHD.

Evidence showed the benefit of medication in this age group and this was in line with the
committee’s experience. Medication offered a good balance of benefits and costs so the
committee agreed to recommend it when ADHD symptoms are having a significant impact on
at least one area of everyday life despite environmental modifications.

Combining a full parent-training programme with medication did not offer a good balance of
benefits and costs for all children and young people in this age group so the committee
decided to not to make a recommendation on this.

Some evidence showed a benefit of cognitive-behavioural therapy (CBT) in young people
with ADHD. The committee agreed that this should be considered when a young person has
benefited from medication but still have symptoms that are having a significant impact on
their lives and used their experience to recommend areas that a programme should address.

Adults

Evidence directly comparing medication with non-pharmacological treatment supported the
use of medication for first-line treatment of ADHD in adults. This was in line with the
committee’s experience so they agreed to recommend medication when ADHD symptoms
are having a significant impact on at least one area of everyday life despite environmental
modifications.

Evidence indicated a benefit of non-pharmacological treatment, although this was less than
for medication. There was also evidence of the importance of offering a choice of treatments
so the committee agreed that non-pharmacological treatment should be considered for adults
who have made an informed choice not to have medication, have difficulty adhering to
medication or have found medication ineffective or intolerable. Based on their experience,
the committee recommended that the treatment may include elements or a full programme of
CBT and should include a structured supportive psychological intervention focused on
ADHD, with regular follow-up and information.

Combining medication with non-pharmacological treatment did not offer the best balance of
benefits and costs so the committee decided that combination treatment should only be
considered when medication has offered some benefit but symptoms continue to have a
significant effect on everyday life.

1.4.2 Why we need recommendations on this topic

There are a wide range of non-pharmacological treatments available for ADHD that vary
considerably on key parameters, such as the theories underpinning treatment content, the
targets for change, the methods of delivery, and the time involved. These treatments are
often attractive to people with ADHD as they are typically seen as having less of a potential
harm than medication. It is important to identify the most clinically and cost-effective non-
pharmacological treatments for children and young people and adults with ADHD and to
categorise them into broader intervention groups that can be used to inform
recommendations.
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1.4.3 Impact of the recommendations on practice
Children under 5 years

The recommendations reflect good current practice.
Chldren and young people aged 5 years and over

Children aged 5 years and over and young people are only offered medication if symptoms
are having a significant impact in at least one area of their everyday life despite
environmental modifications. This may be a slightly different group from those with severe
ADHD who were offered medication in the 2008 recommendation. But there is considerable
overlap, and the 2018 recommendation is unlikely to result in a substantial increase in
prescribing and resource use.

Adults

The recommendations reflect good practice.

The committee’s discussion of the evidence

1.5.1 Interpreting the evidence

Non-pharmacological efficacy
The outcomes that matter most

The committee considered quality of life, ADHD symptoms and CGI assessment of response
to be critical outcomes. ADHD symptoms were separately considered as total, hyperactivity
and inattention subscales. The committee did not prioritise any one subscale. ADHD
symptoms were separately considered when reported by self, parent, teacher and
investigator/observer.

Teacher and observer outcomes were prioritised by the committee to be the most objective
assessment of effects.

The committee noted mainly ADHD symptoms were recorded compared to behavioural
outcomes. There was no evidence recorded for minor adverse events.

The committee considered intervention related discontinuations, minor adverse events,
serious adverse events, behavioural/functional measures, emotional dysregulation and
academic outcomes to be important outcomes.

The quality of the evidence

The committee noted the majority of the body of evidence for this review was generally low
or very low quality.

The largest body of evidence was for children aged 5 to 18, with the smallest body of
evidence being for children under 5. The review included a large number of studies that met
the review protocol, providing mainly imprecise results.

In determining the overall quality of evidence supporting the efficacy of any one intervention,
the committee noted that the quality of each outcome had to be considered alongside the
consistency across multiple outcomes (for example ADHD symptoms of different
subcategories and rated by different persons) and also across multiple comparisons that
broadly compared similar interventions. The committee noted the difficulty in separating out
certain components, for example although the committee agreed that psychoeducation and
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behavioural family training were two distinct categories of intervention — typically the
interventions included within trials had some degree of overlap.

The committee noted that the interventions which had the highest quality of evidence
supporting their use were parent/family training for children (both children under 5 and those
aged 5 to 18) and CBT/DBT for adults.

Benefits and harms
Children under the age of 5

The evidence identified here supported the previous recommendations in this age group in
which non-pharmacological treatment, in the form of parent/family training was first line.

The committee noted that most evidence for children focussed on parent/family training. The
evidence supported the intervention parent/family training with majority showing a clinically
important benefit for ADHD total symptoms parent and clinician rated, ADHD inattention
symptoms parent and clinician rated, ADHD hyperactivity symptoms parent and clinician
rated and behavioural outcomes parent rated when compared to no waitlist/usual care. The
committee noted that benefits generally appeared less impressive when rated by teachers,
the committee’s preferred rater but this was not a sufficient concern to deviate from current
practice and previous recommendations. The committee also noted that in this youngest age
group, teachers may spend less time with children compared with the older children.

Children aged 5to 18

In this age group there was also a clinically important benefit of parent/family training for
some outcomes which included ADHD symptoms total parent rated, ADHD inattention
symptoms parent and teacher rated, CGI-I investigator rated and behaviour outcomes self-
rated, when compared to waitlist/usual care. However the magnitude and consistency of the
benefit was less obvious than for children under the age of 5. Psychoeducation was also
noted by the committee to have a clinically important benefit compared to waitlist/usual care
for the outcomes of ADHD total symptoms teacher rated, ADHD inattention symptoms
teacher rated and ADHD hyperactivity/impulsivity symptoms teacher rated. Although the
evidence for psychoeducation came from very small trials, the general consensus from the
committee was that the techniques used in psychoeducation and parent/family training was
quite similar and it would be difficult to truly classify an intervention as wholly one or other.

Other interventions (for example neurofeedback and attention/memory training) did show
clinically important benefits for some outcomes including total ADHD symptoms as rated by
parents and ADHD inattention and hyperactivity symptoms as rated by parents and
teachers. However, the committee noted that many of these benefits were generally
supported by smaller studies and lower quality studies than for parent training and were less
consistent. The committee took into account current practice and their clinical experience
and agreed that the current evidence base for these other interventions was insufficient to
make specific recommendations for their use.

The committee were aware of the NICE conduct disorder guideline which is relevant to
individuals with ADHD in whom there is co-existing oppositional behaviour/conduct disorder
and agreed that the interventions in that guideline should be followed but with an emphasis
on ADHD in any intervention.

The committee noted that at the older end of the 5 to 18 age range, CBT/DBT also showed a
clinically important benefit for some outcomes ADHD inattention symptoms parent and
teacher rated and ADHD hyperactivity/impulsivity symptoms parent rated when compared to
non-specific supportive therapy. CBT/DBT alongside parent/family training may be
considered for older adolescents. The committee noted that the evidence for other
interventions in this age group may have had a similar quality of supportive evidence (for
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example attention training) however they did not have the additional support of the evidence
extrapolated from the adult population. Recommendations to provide CBT for the older
segment of this age group are also supported by service configuration, if CBT is already
being provided for those over the age of 18 there will be less resource impact to extend that
offer to those under 18 as opposed to establishing entirely new services.

The committee noted that the qualitative evidence suggested that some parents perceived
group interventions to have harms in terms of the level of support gained from others not
meeting expectations. The committee agreed that while this may be the case, in their
experience, many parents do gain benefit from group therapy through the sharing of mutual
experiences. The committee chose to recommend group therapy as the default option based
primarily on cost effectiveness but did include weaker recommendations to consider
individual therapy where group therapy was not appropriate.

Overall in this age group the committee recommended the use of parent/family training,
incorporating elements of psychoeducation and noted that the use of strategies more
commonly applied for adults may be appropriate at the older end of the age range.

Adults aged over 18

The evidence for CBT/DBT compared to waitlist/usual care was noted by the committee to
primarily show a clinical benefit for quality of life, ADHD total symptoms (investigator and
self-rated), ADHD inattention symptoms (investigator and self-rated), ADHD hyperactivity
symptoms (investigator rated), CGI-I self-rated and behavioural outcomes self-rated. The
committee also noted neurofeedback when compared to usual care/no treatment showed a
clinical benefit but that this was generally based on lower quality evidence from smaller trials.

The evidence for CBT/DBT compared to non-specific supportive therapy showed no clinical
difference. The committee was keen to emphasise that this did not necessarily imply a lack
of efficacy of CBT and noted that the non-specific supportive therapies typically involved
regular periods of face to face counselling.

Overall in this age group, the committee chose, when non-pharmacological treatment is
indicated, to recommend interventions that may involve elements of CBT but certainly as a
minimum involve a structured, supportive psychological intervention focused on ADHD with
regular follow-up and information about ADHD. These minimum requirements were based on
a combination of the details of the non-specific interventions in the studies that showed no
difference between CBT and NSST and the consensus of the committee. Typically these
studies featured an active control arm in which people with ADHD received face to face time
with a healthcare professional in which they were given time to discuss their concerns, their
condition and their treatment plan but the meetings did not follow any prescribed intervention
protocol.

Subgroups

There was insufficient evidence in this review to inform specific recommendations about
subgroups of people with ADHD, either based on the severity of their symptoms or on any
co-existing disorders.

Cost effectiveness and resource use
No economic evidence was identified for this question.

An original economic model was conducted comparing parent training with no treatment for
children with ADHD. This is an update of the previous guideline model. It was decided to
update this model utilising more up to date clinical evidence, and also because the model
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was a key part of the decision to recommend parent training in children in the previous
guideline.

The model was a decision tree model with a 1 year time horizon, comparing parent training
with no treatment. No treatment implies no parent training is being offered to the control
group. However, in all of the studies included for treatment effect, a proportion of the children
are on other current treatment/treatment as usual, which most often is medication but could
also be a number of other treatments. Therefore as there is some kind of current treatment
(for at least some of the participants in each trial) ongoing, then the baselines or underlying
populations represented by no treatment are assumed to be the underlying response rate of
a general population, where some children are on treatment and some children aren’t.

No assumptions have been made about further treatment if a patient does not respond to
parent training, as this would involve assumptions about sequencing of treatments as well as
data lacking on sequencing as probabilities of response may be dependent. Resource use
associated with response or no-response over the time horizon — represented by psychiatric
consultations — was also included because committee opinion was that non-responders
would usually be seen more frequently by a psychiatrist/paediatrician than responders. As
the underlying population from the studies was children who were on a mix of concurrent
treatments or no treatment, rather than a population that were all on medication, then it
wasn't felt possible to assume that there would be the same underlying resource use for both
arms (as if they were all on drugs they would be seen regularly to monitor the drug anyway
and there would be no duplication of resources specifically because of parent training). But
as that is not the case, the GC though it was a fair assumption to conclude that patients
would therefore be seen with a frequency based on their response to parent training,
because they may not be seeing them at all.

Due to heterogeneity in the studies, a number of base case scenarios have been
undertaken, most of which model the treatment effect from an individual study one at a time.
For this reason, the intervention can vary in terms of the number of sessions, the length of
sessions, and who the intervention is targeted at (parents only, parents and children, parents
and children and teachers). With the cost of the intervention being based on the resource
use from each study. No intervention cost was assigned to the comparator arm. Studies were
identified from the clinical review that had dichotomous outcomes, as this was the only way
to link to quality of life outcomes. 4 studies were used in the base case that reported total
ADHD symptoms dichotomously, and 2 studies (one study in both the base case and the
sensitivity analysis) informed a sensitivity analysis where the outcomes were based on
behavioural outcomes. This led to 5 base case analyses (one with each of the studies
separately and one with a pooling of two studies with similar outcome timeframes and that
also showed no heterogeneity.

The probabilistic results showed an ICER ranging from £23,393 to £92,531 in the 5 analyses.
This is because the effectiveness and resource use involved in the interventions varied, and
the ICER being very sensitive to the inputs. As all the ICERs are above £20,000 then
depending on the effectiveness of the intervention and the resources involved (and also
whether there is a relationship between the two — which we cannot be certain of), then at
best cost effectiveness of parent training is uncertain.

A sensitivity analysis was undertaken using studies that reported response on behavioural
outcomes rather than total symptom outcomes. Two studies were pooled together for this
analysis. The ICER was £49,944.

It was also narratively explored what impact using the data from the under 5 population
would have. Of the clinical studies included in the clinical review for the under 5’s, only one
had dichotomous total symptom outcomes. This was evaluation the New Forest Parenting
Programme compared to no treatment. Using the outcomes from the study and amending
the cost of the intervention, as this is a 1:1 intervention provided in the child’s home, the
ICER was around £38,000. It was however around £900 if the intervention was provided in a
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group. These results have to interpreted with caution however as they are only based on one
study.

This analysis was rated as directly applicable with potentially serious limitations. Limitations
of the model include; there are mostly individual studies informing the treatment effect in the
model as only dichotomous outcomes could be used in the model, which led to a variation in
the ICERs and uncertainty about the cost effectiveness of parent training. The studies have
varying populations (in terms of medication status) and also varying intensities of treatments
provided in the trials. Marrying up the dichotomous outcomes used in the model and the
continuous outcomes that were prioritised in the clinical review is also a challenge, as
dichotomous outcomes tend to show that the intervention is effective, which isn’t always the
case for all the continuous outcomes in the clinical review. The committee view was also that
it is likely the review in general has underestimated effect of non-pharmacological treatments
because these are not well captured in trials which focus more on ADHD outcomes rather
than wider emotional outcomes. No assumptions have been made about further treatment in
the model.

In summary; the model showed that the cost effectiveness of parent training is uncertain
given the results and the limitations of the model. Parent training is a staff intensive
intervention, and even more so if provided individually than in a group. The trade-off between
costs and benefits remains uncertain because it is dependent on the effectiveness of parent
training, the costs of the intervention (e.g. how many sessions, how many children per
group). The effectiveness remains from a small sample of studies which it is uncertain if
these represent the overall body of clinical evidence.

Children under the age of 5

In the under 5’s age group the committee felt that parent training was likely to be effective
based on the clinical evidence. As discussed above, a sensitivity analysis using the under 5’s
clinical data that had dichotomous outcomes showed that parent training may be cost
effective if provided in a group. However this has limitations as is based on a single study
that had a large difference in response rates between the control and intervention groups,
hence the low ICER. An intervention not so effective relative to a control group may not be
cost effective. The committee felt that; given parent training is already current practice in this
group, and because medication was not felt to be an alternative given the ages of the
children, and also taking the sensitivity analysis results for this age group, parent training
should remain recommended. This is also in line with the recommendation from the conduct
disorder guideline.

The wording of the recommendation was made more specific about the parent training being
ADHD focused. This is because maost parent training courses that exist are generic, and
some might also be more tailored to conduct disorder, as children under 5 generally present
with behavioural issues. There may be some implementation costs involved in adapting
current services to make parent training more ADHD focused. However in the longer term
this reflects an existing recommendation and is unlikely to have a resource impact.

Children aged 5to 18

In general, the committee’s interpretation of the clinical evidence was that parent training was
effective on some outcomes. Clinical benefit was shown for parent training on ADHD
symptom outcomes using a pooling of 3 studies that had a large combined population (235
people). There were also other interventions that had some effectiveness but the committee
view was that these were smaller studies, and the fact that parent training is the most
common form of non-pharmacological treatment for children with ADHD in the NHS and
therefore is already current practice was also a factor. Additionally, as previously mentioned,
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it is possible that there may be other beenfits associated with non-pharmacological
treatments like parent training that have not been captured in RCTs, and therefore not
translated into effectiveness that could be used in the model.

Linking to the above, there were other factors the committee felt the model may not have
captured, such as the impact on families which quality of life may not have captured,
particularly because parent training impacts the child through the parent but also because
improvements in the child’s ADHD could have a positive impact on family life. The long term
effects of parent training are also uncertain. Deterioration from not receiving treatment is also
something not considered in the model. However this would apply also to those whose
parent training course ends, and a completely drug naive group was not available to capture
this impact of not being treated.

A compromise reached by the committee based on uncertainty in the cost effectiveness
evidence, was that all those aged 5-18 should at minimum be receiving some
education/psycho-social support. This was felt by the committee to be minimum standard of
care — that people should have information about their condition. This is also touched upon in
NICE’s guideline on patient experience in adult NHS services. The recommendation also
states that this could be as ‘few as 1 or 2 sessions’. This is likely to be cost saving because it
involves fewer resources than the previous recommendations on parent training in this age
group (which it replaces). It is also possible that support is provided by the voluntary sector,
with examples being discussed by the committee of where local support groups are run, and
someone from the ADHD team is invited to speak.

Where non-pharmacological treatment is recommended for children, this is highlighted more
prominently for individuals. This is a population that is outside the model, as it is a small
group that would benefit more from individual treatment than in a group.

In older children/adolescents CBT may be more appropriate and was recommended. The
effect could be extrapolated from the adults where CBT was shown to be effective in the
clinical review. CBT is implied in combination with medication for this age group (and should
be after medication has been optimised), and although combinations were shown not be cost
effective, the committee felt that there is likely to be benefit that hasn’t been captured in trials
from non-pharmacological treatment, particularly around the impact on wider outcomes
rather than more core ADHD symptoms. See the combination evidence review for more
discussion on this.

These recommendations are unlikely to have a resource impact, as they are mostly based on
previous recommendations. Educational/psychosocial support may have a cost saving if it is
replacing parent training courses.

Adults aged over 18

CBT had the most data for adults, and also showed that this was effective on several
outcomes. No modelling was undertaken in adults for this question nor was there any
economic evidence identified. The costs of providing the interventions like CBT would be the
same as for children if the resource use and mode of delivery was the same. Cost
effectiveness is likely to depend on the additional benefit from the intervention compared to
no treatment, and the cost, and remains uncertain in adults.

The committee felt that given current practice where medication is usually first line, with
patients tending to use non-pharmacological treatments if they either; refuse medication, or it
hasn’t been effective/cannot be tolerated or adhered to, or if there are specific symptoms that
remain following medication that behavioural therapy could help with, then this should remain
recommended. Therefore in adults current practice based on the opinion of the committee is
that there tends to be a stepwise approach to different types of treatments where one
treatment type is tried first (pharmacological treatment), and following non-compliance/
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ineffectiveness/ intolerance then non-pharmacological treatment is tried. This means that the
population that will be using non-pharmacological treatment will be a subset of the adult
ADHD population. Non-pharmacolgical treatments in combination with medication who have
optimised their medication but still have some impairment is also recommended. Although
this was shown to not be cost effective from the previous guideline model, the committee felt
that there is likely to be benefit that hasn’t been captured in trials from non-pharmacological
treatment. See the combination evidence review for more discussion on this. As with the
children the committee felt it is important for people to have choices about the treatments
available.

This is an existing recommendation and is unlikely to have a resource impact.
Other factors the committee took into account

The committee noted that although there was insufficient evidence to specifically recommend
an exercise focused intervention, it is likely that regular exercise as part of a healthy lifestyle
will have benefits for people with ADHD. This was incorporated into the recommendations on
discussions prior to starting treatment.

Throughout these recommendations the committee agreed that ideally any non-
pharmacological intervention would be ADHD focused when provided to people with ADHD.
This was patrticular relevant to parent training programmes, generic versions of which are
more common as they are used for children without ADHD but with other behavioural
problems.

Impact of adverse events associated with non-pharmacological treatments of ADHD
11111 The quality of the evidence

The review finding was of low quality. There were moderate methodological limitations in the
contributing study. There were mainly only minor concerns about the coherence of the
finding, and no concerns about the relevance of the finding, as the contributing study was
conducted in the UK. There were substantial concerns about adequacy because the finding
was based on only one study that did not offer rich and in depth information, and only
provided information specifically on the experiences that parents had in group parent
training.

1.11.1.2 Findings identified in the evidence synthesis

This review identified one review finding related to group parent-training interventions.
Parents of children with ADHD reported feeling isolated during parent-training intervention.
They had expectations of gaining support when speaking to other parents of children
diagnosed with ADHD. This meant that when they listened to the experiences of other
parents and couldn’t relate to them, they felt more isolated, causing feelings of distress.

The committee felt that recommendations could not be made based only on one study that
was investigating group parent training. They felt that this review finding was not detailed
enough to make adequate recommendations, and could not be generalised to other types of
non-pharmacological interventions.

1.11.2 Cost effectiveness and resource use
No economic evidence was identified for this question.

This was a qualitative question looking to identify what people with ADHD feel are the
adverse impacts of non-pharmacological treatment for ADHD. There are often perceived to
not be any adverse events associated with non-pharmacological treatment, however this is
not the case. It may not be common for there to be physical adverse events like there would
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be from pharmacological treatments, but there can be behavioural adverse events or
psychological impacts.

The aim of a non-pharmacological therapy is to target ADHD symptoms and other aspects of
function affected by ADHD or commonly associated with it for example in young people and
adults non pharma therapy might address how they feel ADHD impacts on them, their
relationships learning, social life etc. Commonly associated behaviours in young children are
oppositional behaviours and impact on peer friendships and learning. Treatments may be
group based- more likely in children - or individual which is more usual in young people and
adults. If a patient doesn’t feel particularly supported from a non-pharmacological therapy
then this may manifest itself through ADHD symptoms or through adherence to the
treatment, and potentially impact quality of life of the patient and those around them, and
possibly even impact resource use. Group based treatments can sometimes make people
feel stigmatised or that they are not managing their condition appropriately, because being
put together in a room with others may make them feel as though those individuals have
been selected for a reason.

Therefore it is important that patients feel supported and it is stressed that participation in
non-pharmacological therapy isn’t any reflection on their ability to manage their condition or
their parenting.

There may be some additional staff time involved in making patients feel supported, and
explaining the purpose of the non-pharmacological treatment, which can help minimise any
potential adverse events. But this should already be good practice as part of providing the
treatment, and therefore this recommendation is not expected to have a resource impact.
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