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In the light of recent guidance published by The
National Institute for Health and Clinical Excellence
(NICE) on the diagnosis and management of atten-
tion deficit disorders in children, young persons and
adults, Gill Salmon, a consultant Child and Adoles-
cent Psychiatrist based in Swansea, South Wales,
and Amanda Kirby, Professor of Developmental
Disorders in Education based at the University of
Wales, Newport, give an overview of the rationale
for involving teachers in the assessment of children
with AD/HD and the development and implementa-
tion of subsequent educational interventions. They
also review the resulting training implications;
explore some of the obstacles to multi-agency,
multi-disciplinary working; and examine how
current special educational needs policy goes hand-
in-hand with the tiered approach to provision of
child and adolescent mental health services in offer-
ing a graduated response to these children.
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Background
The need for multi-disciplinary, multi-agency input into the
diagnosis and management of neurodevelopmental disor-
ders such as attention deficit hyperactivity disorder (AD/
HD) is clear and is in line with the current emphasis on the
importance of partnership working (Audit Commission,
1999; DfE, 1994; DfES/DoH, 2002; DoH, 1997; DoH/
DfES, 2004; HAS, 1995; House of Commons Health Select
Committee, 1997; WAG, 2002, 2004).

The Special Educational Needs Code of Practice (DfES,
2001a; WAG, 2002) highlights the importance of agencies
working in partnership with each other and suggests that
partnership working should be based on a number of prin-
ciples which include:

• early identification;
• continual engagement with the child and parent;
• focused intervention;
• dissemination of effective approaches and techniques;
• integrated high quality, holistic support focused on the

needs of the child;
• a flexible, child-centred approach to service delivery.

(DfES, 2001a, p. 135; WAG, 2002, p. 134)

The need for effective information sharing and communica-
tion between agencies at both management and practitioner
level is also emphasised. This is particularly relevant in the
assessment and subsequent management of children with
AD/HD. Removing Barriers to Achievement: the Govern-
ment’s strategy for SEN (DfES, 2004) also specifically high-
lights the importance of partnership working to improve
outcomes for children and young people with special edu-
cational needs.

The principles for multi-agency working in relation to chil-
dren suspected of having AD/HD have been outlined by a
working party of the British Psychological Society (2000). It
advises that the diagnosis of AD/HD should be made on the
basis of a holistic assessment, which is unlikely to be made
by a single clinician or in a single consultation, and may
include assessment information from a number of different
professionals. This approach is important because of the
high rate of co-morbid or co-occurring disorders in children
with AD/HD. For example, according to Kaplan, Dewey,
Crawford and Wilson (2001), if a child meets criteria for
AD/HD, they have an 80% chance of having at least one
other disorder. These additional difficulties might include
one or more of the following: oppositional defiant disorder;
conduct disorder; anxiety and mood disorders; Tourette’s
syndrome; specific learning or communication disorders
and/or problems with peer relations and co-ordination
(Beiderman, Newcorn & Sprich, 1991). Therefore a thor-
ough multi-disciplinary assessment, including writing,
reading and language skills, is essential in order to enable
each individual child’s particular pattern of difficulties to be
examined so that an appropriate treatment programme can
be devised (Philbrick, Tymms & Woodcock, 2004).

The National Institute for Clinical Excellence (NICE)
recently commissioned the National Collaborating Centre
for Mental Health to produce guidelines on the diagnosis
and management of AD/HD in children, young persons and
adults. This states:

‘The complexity of (AD/HD) assessment requires
cooperation among a number of professionals employed
by different agencies and using a wide variety of
techniques – in other words, a multi-modal,
multi-professional and multi-agency approach’.

(NICE, 2008, p. 24)

The importance of teachers in the assessment and manage-
ment of children with AD/HD is clearly emphasised
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throughout the guidance. In this article we discuss the ratio-
nale for involving teachers in the assessment and provision
of educational interventions for children with AD/HD and
the resulting training implications. Some of the obstacles to
multi-agency working are explored. We also look at how
current special educational needs policy goes hand in hand
with the tiered approach to provision of child and adolescent
mental health services in offering a graduated response to
these children.

The role of schools in the assessment ofAD/HD
Schools play an important part in the early identification of
children with AD/HD. For example, it is known that teach-
ers exert an influence on parental decisions to seek mental
health consultations for their children in the first place
(Lurie, 1974). Specifically where the parental concerns
involve their child’s behaviour, for school-aged children, at
least half of their parents will have consulted their child’s
teacher before approaching their General Practitioner (GP)
(Bailey & Garralda, 1989; Wolpert & Fredman, 1994).
Ford, Hamilton, Goodman and Meltzer (2005) followed up
a third of children who participated in the 1999 British
Child and Adolescent Mental Health Survey over three
years and asked parents for information regarding service
contacts for emotional, behavioural and concentration dif-
ficulties. They reported that contact with the teacher was
common if the child had a psychiatric disorder and usually
took the form of face to face discussion about the diffi-
culties or telephone conversations. Teachers were also seen
as a source of advice or reassurance about mental health
issues and, in some cases, actually alerted parents to the
child’s difficulties. Although many of the parents of chil-
dren who fulfilled diagnostic criteria for AD/HD in the
1999 British Child and Adolescent Mental Health Survey
had not presented to primary care, in contrast most had
discussed concerns about their child’s behaviour with the
school teacher (Sayal, Hornsey, Warren, MacDiarmid &
Taylor, 2006). Sayal, Taylor, Beecham and Byrne (2002)
and Sayal, Goodman and Ford (2007) also found that while
the main predictor of primary care attendance was parental
perception of the child’s behaviour as problematic and its
perceived burden, the GP’s subsequent non-recognition of
the difficulties was the main barrier to a child with AD/HD
accessing specialist care. Sax and Kautz (2003) surveyed
physicians in Washington DC, USA and found that teach-
ers (46.4%) were the most likely to make the first sugges-
tion of a diagnosis of AD/HD, followed by parents
(30.2%), primary care physicians (11.3%), school person-
nel other than teachers (6.0%), consultants such as child
psychiatrists or psychologists (3.1%) and others (3.0%).
The diagnosis of AD/HD was thus first suggested by a
teacher or other school employee in about one-half of chil-
dren subsequently diagnosed. A comparison of GP versus
teacher knowledge of AD/HD and other developmental
disorders in the UK also showed that knowledge was
greater among teachers than GPs (Kirby, Davies & Bryant,
2005). These findings strongly support the development of
referral pathways for children suspected of having AD/HD
that involve teachers in screening processes.

Training teachers
From the moment children enter the school system, teach-
ers are in a good position not only to identify those who
stand out as a result of impairments in concentration,
impulsivity and hyperactivity, but also associated neurode-
velopmental or learning difficulties such as reading or
writing problems, and to bring these concerns to the atten-
tion of parents. Teachers have a comparative group of chil-
dren of the same age from similar backgrounds, and will
have been exposed to large numbers of children throughout
their careers, both with and without difficulties. Therefore
they should be able to recognise children who present
behaviours outside of that normally expected for their age.
Sciutto, Terjesen and Frank (2000), in a study of teachers
in the USA, found that having a number of years of teach-
ing experience correlated positively with the correct iden-
tification of children with AD/HD, as did having previous
exposure to a child with AD/HD. Experienced teachers in
Canada were similarly found to be just as knowledgeable
about AD/HD as newly qualified teachers who had
received specific teaching about AD/HD during their train-
ing (Jerome, Washington, Laine & Segal, 1999). Bussing,
Gary, Leon and Wilson Garvan (2002) examined three
sources of teachers’ AD/HD information: exposure to stu-
dents with AD/HD, self-study and formal AD/HD training.
Almost all (93%) of the 365 primary school teachers ran-
domly selected to take part in the survey had taught at
least one student diagnosed with AD/HD in the last two
years. In addition, nearly all had read at least one article
and around 60% had read a book about AD/HD. Higher
rates of exposure to students with AD/HD were related to
higher levels of self-study. This implies that teachers seek
out their own sources of advice and training to help them
manage the students they have to teach. Around half of the
teachers had been taught about AD/HD during their
teacher training and 65% had received some postgraduate
training. Ninety-four percent wanted more training on the
subject.

Sayal et al. (2006) examined the impact of training teach-
ers in Croydon, UK, about AD/HD, to see if it improved
their recognition of children at risk of the disorder. The
intervention took the form of a 45-minute educational
session for teachers about AD/HD. This was delivered by a
child and adolescent psychiatrist and a research worker in
an interactive fashion, combining video clips with hand-
outs and presented material. Areas covered included a
description of AD/HD; how it presents at school and at
home; long-term outcomes; diagnostic challenges includ-
ing differential diagnosis and co-morbidity; and finally,
medical, behavioural and classroom management. Results
showed that following the intervention, there was an
increase in the proportion of children regarded by teachers
as having probable AD/HD and improved agreement
between teacher recognition and a diagnostic algorithm.
Barbaresi and Olsen (1998) found that in-service training
by paediatricians of teachers in the USA improved teach-
ers’ knowledge levels about AD/HD and decreased teacher
stress associated with managing children with AD/HD. The
training offered was similar in composition to that in Sayal
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et al.’s (2006) study. However, it also included an age-
appropriate case study and provided an opportunity for dis-
cussion of classroom interventions, and lasted 2.5 hours. It
was hypothesised that the decrease in teacher stress post-
intervention was a result of teachers’ attitudes towards
children with AD/HD becoming less negative as their mis-
conceptions about the aetiology of the disorder were
addressed. For example, before the training, 41% of teach-
ers thought that AD/HD could be caused by poor parent-
ing, compared with only 7% afterwards.

Ford (1996) suggests that there is a difference between
teachers in the USA and the UK in their stance towards
behaviour problems and educational difficulties, which may
contribute to the higher rates of diagnosis of AD/HD in the
USA compared with the UK. He hypothesises that teachers
in the USA are more likely to consider such problems as
amenable to assessment and treatment from doctors, com-
pared with teachers in the UK who often regard them as a
matter to be dealt with within the classroom by the teachers
themselves and a direct result of the child’s familial, social
or educational context.

Assessment and diagnosis
As there is no one definitive test for AD/HD, assessment
and diagnosis of the disorder necessitates the collection of
evidence from different sources to determine whether or
not the symptoms are pervasive and seen in a number of
different settings (usually home and school). For example,
the American Academy of Child and Adolescent Psychia-
try recommends, in its practice parameter for the assess-
ment and treatment of children and adolescents with
AD/HD (2007), that the clinician should obtain parental
permission to contact the child’s school for completion of
standardised behaviour questionnaires and other informa-
tion relating to how the child is functioning in school. This
represents a significant change in practice over the past 15
years or so, as evidenced by the findings of Jerome,
Gordon and Hustler (1994), who reported that 86% of
teachers had no contact with clinicians involved in the
diagnosis and treatment of children with AD/HD. One
reason for this is that diagnostic criteria for AD/HD have
changed with the Diagnostic and Statistical Manual of
Mental Disorders (fourth edition) (DSM-IV) (APA, 1994)
replacing DSM-IIIR (APA, 1987). DSM-IV added the
requirement that the child’s impairments needed to be
evident in more than one setting, thus emphasising the
need for information from multiple sources which usually
include home and school. Wolraich, Lambert, Bickman,
Simmons, Doffing and Worley (2004), however, report low
rates of agreement between parent and teacher reports of
AD/HD according to DSM-IV based questionnaires, thus
reducing diagnostic rates for all three subtypes of AD/HD
in their sample, when the two-setting requirement was
strictly enforced. It is unsure at present how frequently or
consistently multiple source information is used in the UK
as standard practice. In a survey comparing psychiatric and
paediatric practices in the assessment of children with
AD/HD in Wales, however, the majority of clinicians
reported using a multi-modal approach to assessment,

combining the use of clinical interview and observation
with collection of information from various sources by
questionnaire as well as by telephone call or correspon-
dence (Salmon & Kemp, 2002).

The teacher can contribute to the assessment process by
supplying information to the assessing clinician (usually a
child and adolescent psychiatrist or a paediatrician with a
special interest in AD/HD) on a number of areas, including
the child’s behaviour, relationships, attitude to learning,
motor skills, speech and language and any specific learning
difficulties. They can also provide information regarding the
additional support currently given to help the child with
his/her difficulties and the child’s Individual Education Plan
(IEP) and, where present, Statement of special educational
needs (Philbrick et al., 2004). Teachers are also routinely
asked to complete standardised behaviour rating scales to
assist the clinician in his/her assessment. These include the
Strengths and Difficulties Questionnaire (SDQ) (Goodman,
1997), a broad band instrument that evaluates general behav-
iour and social functioning, as well as scales that are specific
to AD/HD symptomatology, such as Conners’ rating scales
(Conners, 1997). Such scales are useful in that they allow the
child’s behaviours to be compared with population norms for
age and gender. When using the SDQ, teachers have been
found to be more sensitive at identifying children with hyper-
activity than their parents (Goodman, Ford, Simmons,
Gatward & Meltzer, 2000). Where teachers suspect that a
child’s difficulties might be secondary toAD/HD, they could,
for example, complete the SDQ online (www.youthinmind.
co.uk/sdqonline/Teacher/StartTeacher.php) before having a
discussion with parents to agree on a management plan in the
classroom and at what point further assessment should be
sought.

Sometimes the clinician may need to supplement information
provided by the school by arranging a period of direct obser-
vation of the child in the classroom and in playground set-
tings. The parental account of the child’s presentation at
home, along with a detailed developmental history, is also a
crucial part of the assessment process. Teachers are also key
partners in providing objective feedback to clinicians on the
effects of stimulant medications when provided as a treat-
ment for AD/HD, both during the initial period when it is first
prescribed as well as part of the ongoing monitoring process.

Difficulties associated with multi-agencyAD/HD assessments
One of the pitfalls of multi-disciplinary, multi-agency
AD/HD assessments, however, is pointed out by Sloan,
Jensen and Kettle (1999), who comment that in situations
where a child is assessed both medically and educationally,
these assessments may have different goals and utilise dif-
ferent criteria. Doctors tend to use internationally agreed
criteria to confirm or rule out specific diagnoses around
which to plan treatment. Educationalists focus less on label-
ling the problems and more on providing an educational
plan. They suggest that if these two elements could be inte-
grated then this would be likely to result in more compre-
hensive provision of care. Keen, Olurin-Lynch and Venables
(1997) outline other difficulties that can occur when profes-
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sionals from health and education work together, including
professionals who have evolved from separate institutional
bases, each with different roles and relationships to indi-
viduals and differences of opinion about labelling and mis-
understandings about the implications of the diagnosis of
AD/HD. Different terminology is also used in health and
education. In an attempt to address some of these difficul-
ties, the Department of Health and Department for Educa-
tion and Skills are working towards services using a
common assessment framework, which should lead to the
development of a common language among professionals
when they respond to the needs of children with special
educational needs and their families (DfES, 2004).

Differing views between health and education professionals
on the aetiology and meaning of disruptive behaviour (a
common outward manifestation of AD/HD in the classroom)
can lead to opposing ways of managing it. For example, an
Australian study of the use of exclusion as an intervention
suggests that the behaviour of disruptive pupils should be
viewed not only in terms of the impact it has on others, but
also in terms of the extent to which it may be evidence of a
disabling or handicapping condition such as AD/HD (Bain
& Macpherson, 1990). Bain and Macpherson argue that it
is possible that a significant number of pupils who are
excluded either for a fixed term or permanently may in fact
have undiagnosed and untreated AD/HD. Such children may
find themselves being schooled outside of mainstream pro-
vision because of their behaviours being too difficult to
manage. Tannock (1998) reported that approximately 25%
of pupils with AD/HD are excluded from secondary school
because of serious misconduct and about 80% are below
average in at least one academic subject. Place, Wilson,
Martin and Hulsmeier (2000) examined the prevalence rates
of a number of psychiatric disorders including AD/HD
within a primary school for emotionally and behaviourally
disturbed children (aged between six and 13 years, all with
a Statement of special educational needs), and found 70%
fulfilled diagnostic criteria for AD/HD, although many were
not being appropriately treated.

Interventions in schools
For those children who are identified as having problems with
attention, impulsivity or hyperactivity, it should be possible
for appropriate interventions to be put in place in the class-
room and for further assessments to be arranged for children
who require them (Philbrick et al., 2004). Awareness raising
and whole-school training about the needs of children with
AD/HD should be offered to all staff, including teaching
assistants and lunch supervisors as well as teachers.Attention
needs to be paid to classroom management, behaviour man-
agement, lesson organisation and the physical arrangement
of the classroom. However, this training should not only be
limited to AD/HD but should include an overall awareness of
co-occurring conditions which also impact on educational
outcomes, such as dyslexia, autistic spectrum disorders and
developmental co-ordination disorder. Educational psychol-
ogy and behaviour support services provided by the local
education authority could provide additional assessment,

monitoring and advice regarding appropriate strategies
where necessary (Philbrick et al., 2004).

DuPaul and Eckert (1997) and Purdie, Hattie and Carroll
(2002) have conducted meta-analyses of studies of school-
based interventions for children and adolescents with
AD/HD. Both found that educational interventions were at
least as effective as contingency management (that is, giving
points or tokens as rewards to be exchanged for a chosen
activity or treat at a later time and taking away points or
tokens if the child misbehaves) in improving AD/HD-related
behaviours, and to a much lesser extent in improving aca-
demic performance, but were not as effective as stimulant
medication. Similar results were found by Tymms and
Merrell (2006), who concluded that such interventions pro-
vided in the first two years of schooling are cost-effective and
could be used beneficially on a large scale. However, they
expressed the view that whole-school screening for AD/HD
in schools with feedback into the educational system could
not be recommended. The interventions studied consisted
primarily of classroom academic management or the arrange-
ment of the classroom environment; for example, reducing
the noise level; seating the child withAD/HD at the front or in
a place that is relatively free from distractions, and where the
teacher can easily intervene if the child needs to be brought
back to task; giving brief and clear instructions; breaking
down tasks into small achievable steps; avoiding repetitive
tasks; providing frequent breaks between learning tasks; and
giving frequent positive feedback. Further information on the
effectiveness of school-based interventions is provided by
Pfiffner, Barkley and DuPaul (2006).

Additional guidance has been published by the Department
for Education and Skills, entitled Promoting Children’s
Mental Health within Early Years and School Settings
(DfES, 2001b). This provides definitions and examples of
mental health problems for teachers and suggests interven-
tions to support individual children experiencing difficulties
that can be administered within primary and secondary
schools. It includes specific information on AD/HD on p. 27.

Relevant policy for children with special educational needs
The Special Educational Needs Code of Practice (DfES,
2001a; WAG, 2002) and Special Educational Needs and
Disability Act 2001 (SENDA) outline a number of statutory
responsibilities for local education authorities in relation to
identification, assessment and provision for children with
special educational needs. Local education authorities have
to develop and review their policy and practice in line with
current research and legislation to support all children with
learning difficulties. They must support schools to develop a
range of responses to meet the needs of these children, and
assist schools in developing their practice by providing a
range of continuing professional development opportunities
for staff.

Individual schools and their governors have a responsibility
to produce a special educational needs policy that should
enable the school to develop processes to identify children
who might have AD/HD and to monitor them in the class-
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room. The SENCo is well placed to offer support and guid-
ance to class teachers when making assessments of children
and considering how best to respond to their needs. An IEP
may need to be drawn up for some children in accordance
with the Special Educational Needs Code of Practice (DfES,
2001a; WAG, 2002). Teaching tasks, materials and
approaches may need to be differentiated in order to allow
particular children to access the curriculum. Moves between
schools pose additional challenges and highlight the impor-
tance of information sharing to ensure that children’s needs
continue to be met.

On the subject of the referral process for children with
AD/HD, Sloan et al. (1999, p. 25) state:

‘As children pass through each service stage, the
filtering process for all intents and purposes sorts
children according to the nature of their problems and
characteristics of the environment. Accordingly, all
children are being continuously screened through an
initial filtering process during the pre-service phase
until some are brought to professional attention. An
ideal service filter should efficiently “funnel” or direct
the child to appropriate and comprehensive services.
The severity of the disorder, co-morbidity, aggression
level and the absence of hyperactivity are all pertinent
variables involving the nature of the child’s problems’.

This description fits both with the graduated response used
by schools to help children who have special educational
needs (WAG, 2002; DfES, 2001a) and with the tiered model
of provision in CAMHS (HAS, 1995). The graduated
response approach recognises that there is a continuum of
special educational needs and ensures that full use is made
of all available classroom and school resources before bring-
ing specialist expertise to bear on the difficulties that a child
may be experiencing (WAG, 2002; DfES, 2001a).

NICE (2008) recommends a stepped care model for the
management of school-aged children and young people with
suspected AD/HD, which draws upon the four-tier model for
CAMHS. In this, each tier represents a distinct level of
service, from direct contact services through to highly spe-
cialised interventions (HAS, 1995). This document recogn-
ises that models of service provision vary widely across the
UK and recommends that multi-disciplinary, multi-agency
care pathways should be drawn up at local level, depending
on local resources and skills. Salmon et al. (2006) describe an
example of a referral pathway that has been operating in one
local authority area in South Wales and the way that it relates
to the Special Educational Needs Code of Practice (DfES,
2001a; WAG, 2002). In this pathway, the parent is directed to
discuss their concerns with a Tier 1 professional, in this case
a teacher. Initial management at school is at the ‘School
Action Level’with the class teacher drawing upon the SENCo
for advice and help to formulate an IEP for the child. Parents
might also draw upon community parenting support at this
point if it exists in their locality. If the child continues to have
difficulties despite these interventions, further advice on
appropriate interventions and/or assessment may be sought

through a referral to an educational psychologist or behaviour
support teacher (i.e. a Tier 2 professional). The child is now
moving on to the ‘School Action Plus’ phase of the Special
Educational Needs Code of Practice (DfES, 2001a; WAG,
2002). A referral might also be made at this point to the
community paediatrician (also a Tier 2 professional) for an
initial medical examination and screening assessment for
AD/HD, which would include the use of parent and teacher
questionnaires as previously described. Where concerns
about the child are ongoing at the IEP review, and if paediatric
screening for AD/HD suggests that this might be a possible
explanation for the child’s difficulties, then a referral to
specialist CAMHS, to the Tier 3 AD/HD assessment clinic,
can be made. Occasionally, where a child’s presentation is
diagnostically complex, or where standard pharmacological
interventions are unsuccessful, then a referral to a specialist
regional or national centre (at Tier 4) will be necessary.

Conclusions
An increasing number of multi-professional referral/care
pathways for AD/HD have now been described in the lit-
erature incorporating contributions from some/all of the
fields of education, community paediatrics, child and ado-
lescent mental health services, social services, parent part-
nerships and general practice (see, for example, Burgess,
2002; Keen, Olurin-Lynch & Venables, 1997; Philbrick
et al., 2004; Salmon, Cleave & Samuel, 2006). A driving
force behind a number of these developments has been
concerns about variations in practice between clinicians. A
graduated approach to the assessment and treatment of
AD/HD is in keeping with the Special Educational Needs
Code of Practice (WAG, 2002; DfES, 2001a) and the tiered
approach to CAMHS service provision, and is recom-
mended by NICE (2008). The importance of the role of
teachers in the assessment of children suspected of having
AD/HD and their subsequent management is being
increasingly recognised (see Table 1 for NICE recommen-
dations with specific relevance to schools). It is also impor-
tant to remember that children with AD/HD frequently have
co-existing learning difficulties (Cantwell & Scatterfield,
1978; Lambert & Sandoval, 1980). Szatmari, Offord
and Boyle (1989) report that approximately one-third of
children diagnosed with AD/HD also have specific problems
in spelling, reading and mathematics unaccounted for
by low intelligence and resulting in academic underachieve-
ment (Barkley, 1990) which is likely to be secondary to
inattention (Wolraich, Lambert, Baumgaertel, Garci-Tornel,
Feurer, Bickman & Doffing, 2003).

The teacher and school are in the ideal position to gather an
overall picture of the child’s educational, emotional and
behavioural profile. If this is not done, then children have a
greater risk of ending up either seeing the wrong profession-
als or going from service to service, rather than receiving a
joined-up approach. There is a need for inter-professional
training and for improved links between educational
psychology, SENCos, allied health professionals and
CAMHS, so that local practical models of joint working can
be developed.
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Table 1: Summary of NICE recommendations with specific relevance to schools

Consideration should be given to enhancing the education of trainee teachers about AD/HD.
The school SENCo should assess children with disordered conduct and possible AD/HD and contact their parents to consider the
referral to a local parent training programme.
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