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Probably the three most important components to a comprehensive evaluation of patients with attention-deficit
hyperactivity disorder (ADHD) are the clinical interview, the medical examination, and the completion and scoring of
behavior rating scales. Teachers and other school personnel are often the first to recognize that a child or adolescent
might have ADHD, and often play an important role in the help-seeking/referral process. A diagnostic evaluation for
ADHD should include questions about ADHD symptoms, other problems including alcohol and drug use, family history
of ADHD, prior evaluation and treatment for ADHD. Screening interview or rating scales as well as interviews should
be used. When it is feasible, clinicians may wish to supplement these components of the evaluation with objective
assessments of the ADHD symptoms, such as psychological tests. These tests are not essential to reaching a diagnosis,
however, or to treatment planning, but they may yield further information about the presence and severity of cognitive
impairments that could be associated with some cases of ADHD. Screening for intellectual ability and academic achieve-
ment skills is also important in determining the presence of comorbid developmental delay or learning disabilities. The
number and type of symptoms required for a diagnosis of ADHD vary depending on the specific subtype. To receive a
diagnosis of ADHD, the person must be experiencing significant distress or impairment in daily functioning, and must
not meet criteria for other mental disorders which might better account for the observed symptoms such as mental
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retardation, autism or other pervasive developmental disorders, mood disorders, anxiety disorders.
This report aims to suggest a practice guideline of assessment and diagnosis for children and adolescents with ADHD

in Korea.
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Table 1. Clinical and research scales for assessment and treatment response of ADHD

Scales

Notes

Conners Parent Rating Scale-Revised, CPRS-R

Ccnners Teacher Rating Scale-Revised, CTRS-R

Child Behavior Checklist, CBCL?)

Child Behavior Checklist- Teacher Rating Form, CBCL-TRF?
Home Situations Questionnaire-Revised, HSQ-R?

School Situations Questionnaire-Revised, SSQ-R
Academic Performance Rating Scale, APRS'Y

ADHD Rating Scale-lV for Parents and Teachers (ADHD RS-IV) 12

Inattention/Overactivity With Aggression IOWA) Conners
Teacher Rating Scale IOWA CRRS) 4

SNAP-V14

Self-report forms by parent and adolescent were developed.s!
Noh JS et al. developed Korean version of Conners scale.é)
Korean version of CBCL was developed by Oh KJ and Lee HR 8

HSQ-R corsists of 14 items, rated 0-9.

APRS is 19-item scale, rated 1-6 and designed for assessment of
academic performances and accuracies.

ADHD RS-V includes 18 items and Korean version was
standardized by So YK et al.’®

IOWA CTRS was 10-item scale for assessing inatlention,
hyperactivity, and oppositional defiant problems.
Korean version was standardized by Shin MS et al.!3)

SNAP-IV was 26-item scale.
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Table 2. Vdlidity of assessment methods for applicatian of ADHD diagnostic criteria*

Assessment methods

DSM-V criteria Psychiatric Chinical Psychological ~ Mental status Medical History
interview scale test examination coork-up taking
1. Sympiom
Frequency Y Y N Y N N
diuration Y Y N N N Y
developmental N Y N N N N
2. Onseet Y N N N N Y
3. Circumstance Y Y N Y N Y
4. Inpairment Y Y Y Y N Y
5. Exclusion Y Y Y Y Y Y
Anatopoulos and Shelton'?), and Ahn20. Y : Yes, N : No
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