
The fifth edition of the Diagnostic and Statisti-
cal Manual of Mental Disorders (DSM-5)1 revised
the diagnostic criteria for a number of mental
disorders, including attention deficit hyperac-
tivity disorder (ADHD). Prior to publication,
the DSM-5 ADHD and Disruptive Behavior Dis-
orders Work Group prepared the revisions to
the ADHD criteria, which was followed by a
public hearing of the proposed changes.
Overall, the revised diagnostic criteria of the

DSM-5 do not fundamentally change the concept
of ADHD. However, the definition of the disorder
has been updated, to more accurately characterise
adults affected by ADHD. In all previous ver-
sions,2–6 ADHD was depicted as a disorder affecting
mainly children, and to a lesser extent adoles-
cents, but not adults. Hence, the wording of the
18 symptoms, and corresponding examples, was
appropriate for assessing mainly school-age chil-
dren. With the DSM-5, efforts have been made to
more appropriately guide clinicians when assess-
ing adult ADHD.7 These changes are based on two
decades of research, which show that, although
ADHD is a childhood-onset disorder, the core
symptoms and resulting impairments can persist
into adulthood,8,9 and continue to have a signifi-
cant impact on everyday life.10–14

ADHD criteria in the DSM-5
The most important changes to the criteria for
ADHD in the DSM-5 are summarised in Box 1.

Classification and presentation
The DSM-IV chapter that included all diagnoses
usually first made in infancy, childhood or adoles-
cence has been removed from the DSM-5. ADHD
is now placed in the neurodevelopmental disorders
chapter, rather than with disruptive behaviours.
This reflects the similarities between ADHD and
many other neurodevelopmental disorders, such
as childhood onset, male predominance, aetiolog-
ically strong genetic components and changes in
volume, function and maturation of selected brain
areas. Shifting the perspective of the disorder from
disruptive behaviour to one with a neurobiological
basis is an important step towards recognising
ADHD as a real disorder.
Three subtypes of ADHD were defined in 

the DSM-IV. This has been revised to three differ-
ent presentations (combined presentation, 

predominantly inattentive presentation and pre-
dominantly hyperactive/impulsive presenta-
tion). However, the criteria for distinguishing
between these three presentations are identical to
those of the DSM-IV-subtypes.

Age of onset
In an attempt to reduce the risk of false-negative
diagnoses in adults, the age-of-onset criterion
has been increased from seven to 12 years. The
rationale for this change is that many adults
with ADHD have difficulty remembering when
symptoms began.15

In a study of lifetime prevalence of mental dis-
orders, only half of those diagnosed with ADHD
in adulthood reported experiencing symptoms
before the age of seven, whereas up to 95% re-
membered having symptoms before the age of
12.16 However, there is an inherent circularity in
this type of argument, as the diagnosis must have
been made without using the appropriate 
DSM-IV age criterion. This also resulted in a high
lifetime ADHD prevalence (8%). It could be ar-
gued that this study demonstrates that increasing
the age of onset increases the prevalence of ADHD
among adults, by expanding the boundaries of
the disorder. However, this change is not likely to
increase the prevalence of ADHD in children, as
very few children with ADHD experience symp-
tom onset after the age of 12.15

A further change in the DSM-5 is to the symp-
toms that must be present before a certain age.
The DSM-5 states that ‘several symptoms’ (not
impairment) should be present before the age of
12, whereas the DSM-IV stated that ‘symptoms
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Box 1. The most important changes to the diagnostic
criteria for ADHD in the Diagnostic and Statistical 
Manual of Mental Disorders, 5th edition1,2

• ADHD grouped with other neurodevelopmental disorders, 
rather than with behavioural disorders

• Subtypes changed to presentations
• Age of onset increased from seven to 12 years
• For adults and adolescents aged 17 and above, only five symptoms
now required instead of the six needed for younger children

• New symptom examples added
• Updated definition of situational pervasiveness
• Definitions of ADHD severity added
• Autism spectrum disorder removed as an exclusion criterion
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that cause impairment’ should be present before
the age of seven.

Number of symptoms
The DSM-IV required six of the nine inattentive,
or six of the nine hyperactive/impulsive, symp-
toms to be present in order to establish a diagnosis
of ADHD. The developmental course of ADHD
suggests that the inattentive symptoms are often
more persistent than the hyperactive/impulsive
ones.17,18 As a consequence, a large number of in-
dividuals previously diagnosed with ADHD in
childhood no longer meet the full diagnostic cri-
teria in adulthood, although individuals with
sub-threshold ADHD still have significant impair-
ment due to ADHD symptoms.19 Thus, applying
the same requirements for the number of symp-
toms in children and adults may lead to the un-
derdiagnosis of ADHD in this
group of impaired adults. 
To overcome this problem,

when diagnosing adolescents
and adults, the DSM-5 requires
the presence of only five of the
nine inattentive, or five of the nine
hyperactive/impulsive, symptoms. The impact of
this change has been examined in a population-
based study of 18–19 year olds, which suggests
that the prevalence of ADHD rises from 2.9% to
3.55% – a 27% relative increase.20

New symptom examples
The wording of the 18 core symptoms of ADHD is
largely unchanged in the DSM-5. Symptoms are
still divided into two lists, comprising nine symp-
toms of inattention (list A1.a–i) and nine symp-
toms of hyperactivity/impulsivity (A2.a–i).
For some symptoms, examples have been 

updated or new ones added, in order to make the
criteria more age-appropriate. Most, but seem-
ingly not all, of these new examples will make the
criteria more appropriate for adolescents and
adults. Only four of the 18 criteria remain un-
changed (A2.a, c, d and f).
For some criteria, part of the DSM-IV text has

been placed in parentheses, with new examples of
the situation or setting. In some instances, further
detail has been added. For example, in the crite-
rion assessing attention to detail and careless mis-
takes (A1.a), the example ‘work is inaccurate’ has
been added. While ‘work’ was already included in
the DSM-IV, ‘inaccurate’ was not. Rather than
offer a more age-appropriate example, this further
explains (or expands) the core symptom.
In A2.g (blurting out answers before a sentence

is completed), the new example ‘completes peo-
ple’s sentences and “jumps the gun” in conversa-

tions, cannot wait for next turn in conversation’
emphasises that this criterion focuses on impul-
sivity in conversations rather than in actions. 
In A2.h (difficulty waiting turn), the example
‘while waiting in line’ emphasises that this 
criterion focuses on impulsivity in actions in con-
trast to impulsivity in conversation. Again, these
additions provide further explanation of the
symptom, rather than offering a more age-appro-
priate example.
New examples of the hyperactive/impulsive cri-

teria A2.e (often ‘on the go’) and A2.i (interrupting
or intruding on others) include situations appro-
priate for adolescents and adults. The examples in
these criteria do not merely make them more age-
appropriate, but rather act as an expanded expla-
nation, regardless of patient age. This may
broaden the interpretation of these symptoms, in-

creasing the number of children
fulfilling these criteria. For in-
stance, in criterion A2.e, adding
the example ‘is unable or uncom-
fortable being still for an ex-
tended time, as in restaurants,

meetings; may be experienced by others as being
restless and difficult to keep up with’ includes a
typical adolescent/adult situation (meetings). This
may, however, also expand the criteria by explain-
ing that the criterion is fulfilled if the patient – in-
dependent of age – is experienced as being restless
by others. Using the word ‘restless’ introduces po-
tential overlap with criterion A2.c, which also
mentions restlessness. One behavioural symptom
may, therefore, now result in the fulfilment of two
separate diagnostic criteria.
In criteria A1.b, A1.e–i and A2.b, the new 

examples add new situations or settings that
make the criteria more age-appropriate. This
should simplify and improve the clinical assess-
ment of adolescents and adults. For example,
avoiding or disliking tasks that require sustained
mental effort (A1.f) may include ‘preparing 
reports, completing forms, reviewing lengthy 
papers’, and often leaving his/her seat (A2.b)
could be ‘in the office or other workplace’. These
examples clearly make the criteria more appropri-
ate for adolescents and adults and are unlikely to
expand the criteria.

Situational pervasiveness, 
impairment and severity
While the DSM-IV stated that ‘some’ ADHD symp-
toms that cause impairment in at least two differ-
ent settings were required to fulfil diagnostic
criteria, the DSM-5 states that ‘several’ ADHD
symptoms should be present in at least two differ-
ent settings. Although the revised text requires a
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ADHD is now 
placed in the neuro -
developmental
disorders chapter
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higher number of symptoms, impairment due to
these symptoms is no longer required. It is uncer-
tain whether these subtle changes in the wording
of pervasiveness and impairment will have any
impact on clinical practice.
Although references are often made to mild or

severe ADHD, the classifications had not previ-
ously specified how such cases can be distin-
guished. Breaking new ground, the DSM-5
attempts to do just that, by defining three degrees
of severity of ADHD. Mild ADHD is defined as 
having no, or only a few, symp-
toms in excess of those required
for making the diagnosis. At the
other end of the spectrum, severe
ADHD requires either many
symptoms in excess of the mini-
mum required, several very severe present 
symptoms or a very high degree of social or 
occupational impairment. Individuals with 
moderate ADHD are between the two 
extremes, either in terms of the number of ADHD
symptoms or the level of impairment. Although
this initiative is praiseworthy, in that it defines
terms that are already in use but lack specifica-
tions, the definitions are not particularly specific
or operationalised. It could also be argued that
adults with persisting ADHD may have a more se-
vere form of the disorder; this has not been incor-
porated in the definitions of severity, despite the
fact that adults with ADHD often have more prob-
lematic outcomes.14

Comorbid disorders
In the DSM-IV, a diagnosis of a pervasive devel-
opmental disorder (autism spectrum disorder
[ASD]) was an exclusion criterion for ADHD diag-
nosis. For decades, many clinicians have recog-
nised the substantial overlap between ASD and
ADHD,21 and that symptoms of both disorders
often co-occur, although sometimes below the
level of diagnosis.22 Clinicians have long provided
treatment for individuals with both disorders,23 a
practice substantiated by good evidence. Recent
studies have also documented possible genetic
overlaps between the two disorders.24–26 This evi-
dence has been incorporated into the DSM-5, and
ASD is no longer an exclusion criteria for ADHD.
Instead, ASD is now recognised as a common 
comorbid disorder. With this change, the diag-
nostic classification is in harmony with clinical
practice, and the revision will help more patients
with the two disorders to be properly recognised,
diagnosed and treated.
Another comorbid disorder that has been added

as a new differential diagnosis in the DSM-5 is 
substance intoxication or withdrawal.

Conclusion
Moving from the DSM-IV to the DSM-5 has not
fundamentally changed the concept of ADHD. The
new criteria will facilitate adult diagnosis, which
was one of the main objectives of the revision. Low-
ering the threshold for the number of symptoms 
required, increasing the age of onset and adding
new examples that more appropriately describe the
situations in which symptoms of ADHD typically
impact adults, will likely result in more adult diag-
noses. This is much needed, and the DSM-5 will

help these individuals to be prop-
erly diagnosed and treated. Simi-
larly, individuals with ADHD and 
comorbid ASD can now be for-
mally diagnosed with both disor-
ders. The attempt to distinguish

between mild, moderate and severe ADHD may
also be clinically helpful.
However, it seems that in wording the changes

to enable diagnosis in adults, smaller, unrelated,
corrections have also been made. In doing so, some
symptoms have been broadened and overlap has
been increased. This may increase the number of
children that fulfil the ADHD criteria. Although
the disorder remains fundamentally unchanged in
the DSM-5, the revisions will most likely result in
increased prevalence in children, adolescents and
adults. While the wording of many symptoms is
identical to that of the DSM-IV, the new or re-
phrased examples accompanying the symptoms
will have an impact on questionnaires, ratings
scales and diagnostic interviews, which must be 
revised accordingly n
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The DSM-5 has 
not fundamentally
changed the
concept of ADHD

� TheDiagnostic and Statistical Manual of
Mental Disorders, 5th edition (DSM-5) revised
the diagnostic criteria for a number of
mental disorders, including ADHD.

� A significant change in the DSM-5 is the
grouping of ADHD with neuro developmental
disorders, rather than with behavioural
disorders. Shifting the perspective to a
disorder with a neurobiological basis is an
important step forward.

� Other changes include increased age of
onset and new examples and definitions of
symptoms. One of the main objectives of
these revisions is to facilitate the diagnosis
of ADHD in adults

� Individuals with ADHD and comorbid autism
spectrum disorder can now be formally
diagnosed with both disorders.

Key points
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