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Introduction

ADHD-Europe

ADHD-Europe is a European non profit umbrella
organisation officially formed in 2008. At present, ADHD-
Europe represents 27 National and Regional (family and
adult) organisations concerned with AD/HD from 19
European countries who have worked together since 2005

for the improvement of the situation of those affected by
AD/HD.

AD/HD

AD/HD is a neurodevelopmental disorder with core
symptoms of inattention and impulsivity, with or without
hyperactivity. The origins of AD/HD are complex, but
around 80 % of the risk factor is genetic. Symptoms lie on
a continuum with approximately 5-6 % of children and 3-5
% adults being thought to meet diagnostic criteria. In
addition to impairments resulting from these symptoms,
and common comorbidities, sufferers and their families
may also be affected by social stigma.

Adequate diagnosis and treatment of AD/HD is needed to
improve social, academic and workplace functioning.
Evidence-based medicine supports a multimodal treatment
approach combining behavioural therapy, psycho-
education, educational interventions and a monitored

medication programme in many cases.

The Survey

We launched this survey to find out more about the work
of our member organisations, and about the existence of
policy, the provision of diagnosis, treatment, educational
support and employment measures for people with AD/HD
in our member countries in Europe.

Survey Methods

Three surveys were sent to all members and answers were
returned by organisations in all 19 countries in which we have
members. The first survey covered the availability of
medication, medication costs paid by people affected by
AD/HD and the degree to which those costs are reimbursed.
The second two surveys covered issues related to AD/HD
diagnosis, treatment, education, employment and policy;
these are presented together in this report. All national
information presented here is based on surveys completed by
organisations in all 19 of our member countries.
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Difficulties in Comparing AD/HD Care across
Europe

There are a number of difficulties in comparing European
countries in this way. Cultural differences and attitudes
may help support people with AD/HD or heighten the
impact of impairment and stigmatisation. Some other
difficulties
comparisons between countries are listed below; to address

en-countered in making meaningful
these factors systematically is beyond the scale of this

report.

Differences in Mental Health Professions

Differences in professional titles, job description and
training required for professionals to practise made
comparisons about quality of care and diagnosis difficult
to assess.

Some difficulties of this nature include the name given
to the primary health care physician who may be also
described as a family doctor, a general practitioner (GP),
or ambulatory-care physician, depending on the country.
slightly different job
descriptions in the different countries. One significant

These professions may have
variation for AD/HD patients, is that primary care
physicians may be ‘gate keepers® to specialists, i.e. their
referral is necessary to see a specialist in, for example,
Finland, UK, France, Spain and Italy. In other countries no
referral is needed, but often there are higher copayments or
insurance payments without a referral; examples include
Belgium and Germany.

Differences in job description, education and require-
ments to practise are particularly apparent in the mental
health professions where there has been more cultural
standardisation efforts.

resistance to Psychiatry s

especially diverse in this respect.

Differences in professions that are recognised within the
different countries make general comparisons difficult. In
the Netherlands and Belgium, for example, orthopedagogy
(remedial educationalist) exists as a separate discipline.
Academic training for educationalists is separate from that
of psychologists and is offered by specific university
faculties. The orthopedagoog focuses on educational and
developmental disturbances and learning and behavioural
disorders. His clients are the child, parents, schools and
other educators. In Austria and Germany, teachers and
other professionals can take a university course in
"Heilpaedagogik™ but this may well cover a broader area
(e.g. including the elderly) than the low countries’
orthopedagogy.
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Differences in professions recognised and the

terminology used to describe them also form a
considerable barrier to understanding. Thus, in Spain,
Norway and Italy child psychology is not a recognised
profession. However, in Italy a neuropsychiatrist works
only with children and carries out similar duties to a child

psychologist.

Differences in Health Funding

A greater difficulty is that in considering the cost of
diagnosis and treatment, it must be borne in mind that no
two financial systems for the provision of healthcare are
the same across Europe. Whilst all our member countries
have partially public, partially private funding of health-
care, it is easy to misunderstand payment information, if
you interpret it in light of the system in your own country.
Funding can be based on contributions to an insurance
company (which may be combined with co-payments),
direct payments to the provider, or payments taken directly
out of national taxes.

Moreover, there are two kinds of insurance systems: social
insurance (such as the Belgian mutuelles) and private
health insurance. The main differences are that social
insurance is more regulated by governments, is normally
compulsory, and usually offers benefits that are more
extensive to the general population than those of private
insurance.

There are three principal types of private health insurance:
a) substitutive, which involves opting out of public
insurance schemes altogether, as wealthy individuals may
do in Germany; b) supplementary, offering faster services
or better accommodation and ¢) complementary offering
additional health services not covered by the public
system.

Migration and Ethnic Differences within
Countries

Few of our membership countries are uniform in their
cultural and ethnic make up. Some are historical divisions;
some are new as more and more people cross European
borders looking for work. Migrants often look to the home
country for health information, obtaining little local
information; thus Poles in the UK contact the Polish-
association at home for information about AD/HD.
Surprisingly, migrant workers (English and Spanish first
language) from neighbouring countries came to an
ADHD-Belgium umbrella meeting in Brussels because it
offered English translation. AD/HD has been linked to
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novelty seeking traits and also to migratory populations.
We have presented survey returns from members of 2 of
the 3 official language communities in Belgium, and also
from the migrant international community. We hope that
this may represent some of the larger difficulties in Europe
where nations are divided by administrative region,
language and culture.

National Policy

We wanted to know how the situation has changed since
AD/HD organisations in eleven European countries were
asked about the existence of a national policy for the
diagnosis and treatment of AD/HD in the Knowing Me,
Knowing You project funded by the European
Commission (2000-2002). The findings at that time were
summarised as follows:

‘The overall answer is a big NO to the question about
National Policy concerning AD/HD. Only the Netherlands
is different: a Report from the Health Council of the
Netherlands, Diagnosis and Treatment of AD/HD, was
published in 2000. It has meant that a lot of study groups,
conferences and guideline committees were set up.’
(Excerpt from: Knowing Me, Knowing You project
report)

In the Netherlands, from the initiatives described in the
quotation came, for example, recommendations including
the drafting of guidelines for various professionals and
research into current practice. Guidelines for diagnosis and
treatment of children with AD/HD have been issued, with
guidelines for the diagnosis and treatment of AD/HD in
adults coming next. The national policy has also fostered
networking initiatives.

A few countries have policies covering some aspects of
AD/HD care.

‘We do not have a national AD/HD-policy in Norway.
However, we have National guidelines for diagnostic and
treatment prepared by the Norwegian Directorate of
Health in cooperation with other professionals and ADHD

Norway.’ ADHD-Norge, Norway

France is in a unique position, having a generally effective
and well-financed health care system, but psychodynamic
views of AD/HD are often more influential in health and

education policy than evidenced-based approaches. There
4



is no national policy specific to AD/HD and nothing
planned in the mental health care programme.

However, some recommendations exist: in September
2005 HAS (Haute Autorit¢é de Santé) or the French
national authority for health, issued some recommen-
dations on the testing of children under 6 years old. HAS
was set up in 2004 to liaise with government health
agencies, national health insurance funds, research
organisations, unions of healthcare professionals, and
patients' representatives on specific issues normally
requested by parliament.

INSERM (Health and Medical Research Institute) has
published some advisory reports such as: Diagnosis and
Prevention of Mental Disorders (2002), Behaviour
Disorders in Children and Teenagers (2005) as well as
recommendations in Proposals to Improve Children
Health Care (2009). A few recommendations exist at a
political level that deal with problems also experienced by
those who suffer from AD/HD, for instance, 2005
Recommendations on Diagnosis Tools, Detection and
Diagnosis  for Children Suffering from a Specific
Language Disorder (the definition of specific language
disorders can apply to AD/HD) by L. Vallée and G.
Dellatolas. Also The Sleep Report by DC JP Giordanella in
December 2006 was commissioned to examine the
relationship between sleep and a number of health
problems and to make recommendations for the treatment
of sleep problems. As sleep problems are also a feature of
AD/HD, the recommendations given are helpful for this
population.

Italy produced Ministerial Rules to create a National
AD/HD Register in April 2007. These regulate and allow
only registered pharmacies to dispense Ritalin and
Strattera and only registered hospitals and health centres to
diagnose AD/HD.

In Belgium, a resolution on AD/HD was unanimously
adopted by the Flemish parliament in November 2003, but
those promises were not realised, except for the
reimbursement of Ritalin and Ritalin MR for under 18
year-olds in 2004.

A number of independent initiatives exist in Flanders,
however, to compensate for the absence of a national
policy. For example, a) some professional fieldworkers
and scientists are working together to develop a
multidisciplinary treatment approach; b) Centrum ZitStil is
also part of a number of initiatives to stimulate multidisci-
plinary and multimodal treatment-models and pro-
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grammes, actively participating in scientific progress
reviews. In Wallonia (the French-speaking region of
Belgium), on the other hand, there are fewer professionals
interested in AD/HD and those who are often tend to be
fragmented from the mainstream.

Austria reported no national policy but welcomed the
emergence of a medical consensus on treatment in their
country.

Denmark has no national policy and until recently very
little professional recognition of AD/HD. However,
psychiatrists launched treatment and diagnosis guidelines
last year - but with little influence as yet on other
professionals.

In 2008, The Association for Child and Adolescent
Psychiatry launched a ‘Programme of Reference,
comprising guidelines for diagnosis and treatment of
children with AD/HD. The programme is directed to
doctors only and has a high scientific standard on
evidence-based medicine. However, this programme is
neither known nor used in the municipalities or amongst
professionals such as teachers, social workers, peda-

gogues etc.’ ADHD-Foreningen, Denmark

Other countries report regional policies; for example in
Spain, health issues have been transferred to the
autonomic communities and some arrangements and
policies have been formed in some regions e.g. Canarias,
Murcia and Principado de Asturias (with more or less
efficacy).

In the rest of Europe, the majority of organisations still
answered that there is no national policy including
Germany, Ireland, Luxembourg, Sweden, Malta, Hungary
and Poland. Some organisations offered reasons for the
lack of policy. These included the negative effect of
stereotypes and the possibly related lack of understanding
by media and politicians.

‘Unfortunately, there is no national policy for AD/HD in
Hungary. They try to put it into the integration, but it does
not fit there. They try to call it “badly behaving children”
so we will have a lot of work to do before they can even

understand the children's problems.” ADHD Hungary



‘There is no national policy regarding AD/HD. Public
interest is mainly focused on medication. The increasing
amount of stimulant prescriptions is still considered — by
many politicians and the vast majority of the media — to

prove the abuse of medication, the over diagnosis of

AD/HD and the decline of the school system. Up until
today, state agencies are not willing to accept AD/HD as a
valid diagnosis for adults in fear of increasing costs for the
public healthcare system and tax funded social services.
And under the influence of the OECD PISA studies, school
policy is focused on standardizing education and putting
pressure on pupils instead of acknowledging special
conditions of handicapped children.’ ADHS
Deutschland, Germany

Diagnosis and Treatment

Diagnosis of Children

In most countries, medical doctors, (psychiatrists, paedia-
tricians, neurologists) make the diagnosis together with
psychologists. In others, psychologists must be registered
to make the diagnosis while in a few, diagnosis is made by
medical doctors only. In some, diagnosis is limited to a
few recognised professionals or centres. Ideally, a multi-
disciplinary team makes the diagnosis. Psychologists must
refer to medical doctors to prescribe medication.

(See Table 1 for country by country information.)

Diagnosis of Adults

AD/HD is not considered a valid diagnosis for adults in a
number of countries, including Germany Italy and Spain.
Consequently, provision for the care of adults may be
poor, and in most countries, adults must cover the cost of
treatment themselves. In many countries finding professi-
onals able to diagnosis adults is more difficult. Only
Sweden said the cost of adult treatment is fully borne by
the public system while in the Netherlands it may be
covered by the individual’s insurance. Diagnosis of adults
by paediatricians remains rather common.

(See Table 2 for country by country information.)

Treatment

Table 3 summarises respondent’s experience of the
availability of the treatment in their countries. There is
remarkably limited availability of evidence-based
behavioural therapies in the majority of countries. Support
is of course mostly provided by parent or sufferer

SURVEY ADHD-EUROPE 2009

organisations; the therapeutic role of support from others
in the same situation is widely accepted, but it is surprising
to find that parent training is provided wholly or partly by
voluntary organisations in more than 50 % of responding
countries.

Parent training is an important intervention to help parents
cope with challenging children; all organisations must be
given every support to make the best possible and most
effective interventions. In Northern America, there is a
trend towards prescriptive rights for psychologists, this has
not spread to continental Europe where psychologists
cannot prescribe in any of our member countries.
Psychologists must work in cooperation with medical
doctors if medication is necessary.

(See Table 3 for country by country information.)

Evidence Base of Treatments

EINAQ (European Interdisciplinary Network for AD/HD
Quality Assurance) (2005) divided treatments into three
groups: a) those with a good evidence base, including
medications for AD/HD and behavioural modification
approaches at home and at school and cognitive behaviour
therapies; b) a group including four treatments with little
evidence: oligoantigenic diets, sensory feedback, neuro-
feedback and elimination diets (however, evidence exists
that a very few children with hyperactive behaviour may
have troublesome food reactions); and c) treatments with
no evidence, including psychodynamic/insight therapy,
play therapy, creative therapy, occupational therapies,
sensory integration and homeopathic therapies.

In many countries, products to ‘treat’ mental health
disorders are much less regulated then those to treat
physical health disorders. Some treatments may be
considered ‘worth a try’ but sometimes are expensive, and
in some cases time consuming too. If these give poor
results, the effect can be demoralisation of the treatment
seeker.

Both the cultural climate in some countries and poor
provision of recognised treatments may render people
affected by AD/HD more vulnerable to entrepreneurs and
quackery than people with other mental disorders. In some
European countries more than others, the cultural climate
is very much influenced by anti-psychiatry groups who
have targeted evidenced-based medications for the
treatment of AD/HD and even the status of AD/HD as a
disorder, giving the press and some professionals the false
impression that there is a large body of scientific doubt
about AD/HD and its treatment.



Professionals, their associations and health care authorities
have a duty to set clear guidelines, and in some cases to
consider the disciplining of health care practitioners and
the regulation of alternative products and their advertising
claims.

A few countries reported little availability of mainstream
treatments; in Italy, for example, even traditional
behavioural therapies have little availability, while in
Poland, the only programme used to help children with
AD/HD is Gordon’s Programme for training parents of
children affected by AD/HD.

Innovative Treatment Programmes

Some organisations expanded on treatments available,
including numerous alternative treatments. An Internet
search reveals more than 200 treatments for AD/HD, so
many treatments that it is sometimes confusing for people
with AD/HD, people working in ADHD-organisations and
even health professionals.

Some countries expressed their frustration with the
plethora of unproven treatments.

‘AD/HD is a major topic in child and adolescent
psychiatry, school development and media coverage.
There are plenty of so-called innovative treatment
programmes, mostly evaluated only by the inventors of the
specific programme. Since most of these programmes are
expensive, they are only offered as part of publically
funded academic research or at one’s own cost.” ADHS
Deutschland, Germany

‘Innovative treatment programmes in the Netherlands are:
neurofeedback, elimination diets, working memory
training, a type of computer game with levels of increasing
difficulty to improve the working memory. These
innovative treatment programmes are not scientifically
investigated or proven.’ Balans, the Netherlands

Denmark mentioned the negative effect of lack of policy
on dissemination of information about treatment

programmes.

‘Since no national policy exists, innovative programmes
take place as possible local initiatives, and the results are
not being spread to other professionals.” ADHD-
Foreningen, Denmark

Useful Programmes

Some countries provided information on programmes they
found useful.
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‘Meeting places, such as camps, Internet platforms and
other forms of interaction within the group are important.
Our experience is that meetings within the group generate
calmness, understanding and a better quality of life. Group
therapy to decrease stress factors is an escalating need.’
Riksforbundet, Sweden

Sweden has recently undergone big changes in the organi-
sation of care.

‘The whole of psychiatry, other caregivers and authorities
in this field are undergoing a structural renovation in the
sense of greater accessibility, reducing the number of
necessary contacts and simplifying communication and
decision-making. More interaction, effectiveness, IT-based
solutions will, in time, make problem-solving a lot simpler,
not to mention the time and effort/money saved by our
clients. We are looking forward to implementation of more
Centres of Intelligence and Information (CII) like the
AD/HD-Centre in Stockholm.”  Riksforbundet, Sweden

Other organisations favourably mentioned some new
programmes from their countries.

In France, more and more AD/HD children have a blood
test prescribed, in order to check the rate of ferritin in their
blood and they receive an iron supplement if the ferritin
rate is too low, following Eric Konafal’s paper last year.

Sweden was enthusiastic about the CogMed brain training
programme, a commercial initiative launched by Dr Kling-
berg. Others say it has yet to be evaluated by researchers
not connected to the new programme.

Others referenced ADHD-organisation initiatives.

‘As far as I know, there are no Innovative Programs at the
Public System level. There are some initiatives from
Parent associations with professionals from the Public
Health Care at the local level.’ ADANA, Spain

‘In Flanders, we have a simple cheap and effective method

for supporting adult support groups and their
coordinators. All the groups are run by people with
AD/HD  who meet monthly through the organisation
Aandacht to discuss common problems, for example,
applying structure to the meeting, dealing with and setting
limits on appeals for help outside the meeting (such as late
night phone calls), making sure everyone gets a chance to
speak. Our group works alongside Aandacht.’ Adult
Anglophone AD/HD Support Group, Belgium



ADHD Family Resources Brussels has been training
teachers and psychologists as Specialised ADHD/AS/
Dyslexia Coaches in a 6-month accredited course with
UK-based trainer Dianne Zaccheo. There are 5 teachers
now thoroughly knowledgeable in AD/HD and its
comorbidities within 5 international and European schools
in Belgium and next year as many (if not more) teachers
will be trained in this way. Family Resources Brussels are
targeting existing teachers in schools serving the
international communities and the trained teachers are now
proactive in their respective spheres. All of these teachers
were funded for this training by their schools, which is a
very positive development.

Centrum ZitStil is training professionals to be AD/HD-
Care-Monitors to provide support for parents, following
diagnosis of their child. During the process of care
monitoring, a professional caregiver introduces, monitors
and co-ordinates the child’s complex multidisciplinary
treatment. This project is based on an evidence-based care
model for AD/HD and the principles of parent-
empowerment. An individual care trajectory is developed
to monitor a long-term treatment programme during
childhood. Other projects in Belgium include:

» KULeuven designed a Toolkit AD/HD: An instrument
for teachers to work with the child with AD/HD within the
classroom.

» Psychosocial treatment programme for adults with
AD/HD;

» UPC-KULeuven, campus Kortenberg, has a dia-
gnostic, medical and psychosocial treatment programme
for adults with AD/HD,;

» VCLB Meetjesland created an AD/HD-monitoring
system to collect information about the functioning of
primary schoolchildren at school and at home (Centrum
ZitStil and CLB’s);

» University of Ghent: model of multimodal and

multidisciplinary way of following primary school
children with AD/HD.

Austria reported on some small developments and an
imaginative diagnostic test.
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‘The examples below may not be innovative for those
aware of AD/HD, but for Austria these are - considering
how little was done before - innovative here. A few psycho-
logists and doctors go out of their way to observe the child
in the school setting and to explain to the teaching staff
what AD/HD is about. One doctor films the child trying to
sit still in a chair as part of the diagnosis. One
psychologist holds parent education/ training meetings on
a regular basis. One doctor in Styria has organised
outdoor activities for youngsters with AD/HD .One
psychologist has set up group homework afternoons for the
AD/HD- children. Several doctors recommend hippo-
therapy or equestrian vaulting for the AD/HD-youngsters
with mixed results. A few psychologists offer neurofeed-
back, but the cost is not covered by the national health
insurance plans and so it is limited to wealthy patients.
Most recently, group therapy has started for adults with
AD/HD.’ Verein ADAPT, Austria

‘The Barclay method of parent training is becoming more
and more popular in Paris, Bordeaux, Strasbourg and
Marseille, parents of AD/HD- children take part in a
training session that teaches them, through 10 sessions,
how to cope with their child in everyday life.” Hypersupers
TDA/H France, France

Medication for AD/HD

The survey covered the availability of medication and
medication costs paid by people affected by AD/HD and
the degree to which those costs are reimbursed. Some
factors that may impact cost comparisons include cost of
living and wages. The results are reproduced in their
entirety in the two appendices to this report. A few
important points arising from this are presented here.

Availability of Medication

Ritalin, Concerta and Strattera, or their generic
equivalents, are available in all our member countries with
these exceptions: Ritalin is not available in Croatia;
Concerta is not available in Hungary and Italy and
Strattera is not available in France. Most countries have
some cheaper generic alternatives available.

Costs of Medication

We found the highest price for Ritalin in Germany, 27.04
Euro for 50x10mg pills (equivalent to 30 pills@ 16.20
Euro); however in Germany a much cheaper generic

product is available. Highest prices in Europe are in
8



Ireland where for example, Strattera (28x10mg) cost
140.37 Euro compared to 93.30 Euro for the same quantity
in Belgium and Turkey, which had the lowest prices.
Prices at the pharmacy may differentially impact low-
income families with poor budget management (more
common in families with AD/HD) even if high rates of
reimbursement are available. Since there is a strong
genetic factor to AD/HD, many families have multiple
prescriptions to fill, and monthly costs may be high.

Reimbursement of Medication

With the exception of Hungary and Malta, at least one
medication for AD/HD is partially or fully reimbursable by
public or private insurance for children under 18 years of
age. However, only Germany, Norway, Sweden and
Finland have schemes that allow adults to be partially or
fully reimbursed for medication. In Denmark, it may be
possible to find schemes offering co-payments for adults.

Other Restrictions on Medication

A further burden for patients arises from restrictions on the
amount of medication that can be prescribed to a patient at
one time (3 days supply only in Hungary) or on the place
from which medication can be obtained (always the same
pharmacy (Hungary); only from the main hospital (Ritalin
in Malta) and only from a day hospital (Italy). These
restrictions place an unnecessary burden on the time and
budget of families who may be struggling with a number
of problems.

Acces to Diagnosis and Treatment

Finding Diagnosis and Treatment

The majority of organisations report that finding
professional services offering diagnosis and treatment of
AD/HD is ‘difficult’ (Austria, Belgium (Wallonia),
Denmark, France, Luxembourg, Poland, Spain) or ’Very
difficult’ (Ireland, Italy). All responding countries
expressed some concern in this area, ranging from long
waiting times to poor or non-existent diagnostic and treat-
ment facilities for adults with AD/HD.

‘In many places there are no professionals with a good
knowledge of AD/HD (even in big towns). Many of them
have a poor knowledge.” Polish ADHD Association,
Poland

‘Sometimes it is truly an uphill battle. Some health
professionals and paramedics still know very little about
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this disorder. Doctors, including psychiatrists and
neurologists, look for psychological and/or educational
causes.’ TDA/H-Belgique, Wallonia, Belgium

‘There is a lack of treatment for both children and adults.’
ADHD-Foreningen, Denmark

Variations in Provision within European
Countries

Across Europe provision for the treatment of AD/HD
varied widely; we also found that within countries service
provision is seldom uniform.

Administrative Regions

In many countries, there are large regional variations in the
provision of treatment for people who have AD/HD; these
are often more marked where federal powers are devolved.
Thus in French-speaking Wallonia in Belgium, it has until
recently been very difficult to find professional services in
contrast to the more extensive services available in
Flanders, the Dutch speaking section of Belgium.
Likewise, in the million strong international communities
of Belgium, migrants are isolated from services by
language and culture and it can be difficult to find
adequate services for diagnosis and treatment. In German-
speaking Belgium, a different range of difficulties exists.
In Germany itself and in Spain, provision varies widely
across the 16 federal states or 17 autonomous communities
respectively.

Capitals, Regional Capitals and Population

In smaller countries, services are frequently concentrated
in the capital, at the expense of the regions, as is the case
in Malta and Croatia. In Austria, there are no specialists
outside the regional capitals of the federal states. Turkey is
divided into 81 administrative regions, each with a capital
city; in some regional capitals, there is considerable
difficulty finding diagnostic services. Sparsely populated
countries also bring problems: Finland, with a population
of 5 million extending over a large area, also suffers from
large regional variations in services.

‘In Finland, we have a large regional variety. In the big
cities, it is easier to find professional services, especially
for children. It is wusually more difficult to find
professionals who can diagnose adolescents and adults.’
ADHD-Association, Finland

Generally, regional variations extend to other services,
including educational support.



Waiting Times

Waiting lists are problematic, averaging more than a year
for publically funded services; Greece reported the longest
maximum waiting time (3 years), followed by Malta (2
years). Because the wait for diagnosis constitutes a wait
for treatment, many organisations argued that this delay is
particularly ~ deleterious to children, exacerbating
educational, behavioural and psychological outcomes.
Parents often feel obliged to use expensive private services
to obtain timely intervention, but not all parents can afford
to do this.

‘From 1998 to 2008, we had a National plan of action to
increase the diagnostic and treatment availability within
psychiatry. The situation is better, but still you have to
wait for diagnosis and treatment.” ~ ADHD-Foreningen,
Norway

In the Nordic countries, waiting lists for all specialties
have been on the political agenda and have resulted in
some political initiatives. In Finland, for example, a treat-
ment guarantee defines a timeframe for the health service
receiver. On the first of August last year (2008), the
Danish government guaranteed a maximum wait of two
months for the assessment of children to be followed by a
guaranteed maximum two-month wait for treatment to be
implemented on the first of August 2009. Similar guaran-
tees will be introduced for adults.

‘In Sweden, the waiting time varies from a couple of days
to 1.5 years. The Swedish government has recently ruled
that a wait of more than 30 days is not acceptable; the
support system is attempting to implement this, but it has
not yet happened. The Swedish organisation is therefore
campaigning for focus on the individual’s difficulties with
Sfull support being made available for those difficulties,

with or without a diagnosis.”  Riksforbundet, Sweden

Training of Professionals

Lack of Knowledge

In a majority of countries, including Austria, Belgium and
Ireland, patients find a doctor via referral through patient
organisations or referrals from other patients. This
preference for a recommendation reflects service users’
recognition of a lack of knowledge of AD/HD across
health and mental health service professionals. Despite the
prevalence of the disorder, the ability to confidently
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diagnose and treat AD/HD often reflects the special
interests of the practitioner.

A further problem is that comorbidities such as depression,
especially in cases involving previous treatment by mental
health professionals, may delay diagnosis, or even lead to
a previous diagnosis being ignored. This difficulty and
some other reasons for diagnostic delay, and their possible
causes, are summarised in a recent report on diagnosis in
France.

‘Paradoxically, previous contact with mental care
professionals was associated with a longer time to
diagnosis. Clinical presentation of symptoms, specifically
AD/HD with co-morbid anxiety/depressive disorders, was
also linked to a significantly larger diagnostic delay
related to overlapping symptoms (e.g. impaired sustained
attention) between the conditions.” Delay of Attention-
Deficit-Hyperactivity Disorder Diagnosis in France —
Reasons and Resolutions’ (Diane Purper-Ouakil and
Samuele Cortese)

An example from the survey:

‘We have met adults who were severely hyperactive as
children, diagnosed, and treated for minimal brain
damage (an obsolete name for AD/HD) ~ in the seventies
and eighties. There was no referral to adult psychiatric
services on leaving the care of children’s services. In all
cases comorbidities developed in adulthood, such as
depression, suicidal tendencies, chronic eating disorders,
drug problems and sometimes further diagnosis such as
borderline personality disorder, bipolar disorder, and
obsessive-compulsive disorder were given. The childhood
diagnosis of minimal brain disorder is not taken into
account by the psychiatric services. Patient accounts
suggest the original diagnosis was not only not revaluated,
but not considered at all.”  Adult Anglophone AD/HD
Support Group, Belgium

Training of health and mental health professionals in the
diagnosis of AD/HD 1is of vital importance; patients
presenting to mental health services with AD/HD-related
comorbidities are frequently incorrectly diagnosed and
treated. Moreover, the impact of AD/HD on adults who
were diagnosed as children is frequently poorly understood
by adult mental health services.

College Education
Almost half of surveyed countries commented that no

special training regarding the management and diagnosis
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of AD/HD was included in university professional training
(Austria,  Belgium, Denmark, Greece, Ireland,
Luxembourg, Malta Norway and the Netherlands).

‘Unfortunately, despite AD/HD being listed in both the
DSM IV and ICD 10, very little study time is allocated to it
in the study of psychology, neurology or psychiatry. Often
only 2 or 3 pages on this topic are required in the entire
course to become a practitioner. Interested practitioners
‘specialize’ in their practice and through conferences and
other training. This omission partly explains why some
health professionals do not recognize AD/HD.’ TDA/H-
Belgique, Wallonia, Belgium

Others said that AD/HD was included in a general view of
neuropsychiatric dysfunction at university (Croatia,
Flanders, Germany, Sweden and Turkey). The extent of
specific AD/HD coverage is unclear. Germany and Poland
commented that the quality of this training could be highly
variable. Italy has set up a national register of
professionals who can diagnose and treat AD/HD;
however, training courses for inclusion on the register
have not been funded.

‘There are good training courses in treatment and
diagnosis, but only in the private sector (in fact, good
professionals are teaching their colleagues how to cope
with such children and adolescents, but the Public Health
doesn’t pay for that). Sometimes the Ministry of Health
and the Ministry of Education give some grants to NGOs
to organise some free training for professionals.’ Polish
ADHD Association, Poland

Continuing Education of Professionals

In many countries, for instance, Hungary, ongoing
accredited training is offered to professionals by the
government; the extent to which this includes AD/HD is
again unclear.

Specific training sessions to cover AD/HD are sparse and
include special seminars sometimes provided by pharma-
ceutical companies or by local government initiatives. In a
few countries, the AD/HD organisations themselves help
provide training for doctors (as well as teachers), though
this may be limited to regions where the voluntary
organisations are strong (ADANA, Spain). In France, a
training course based on Barkley in Cognitive behavioural
therapy is available for psychologists and psychiatrists;
however there are not enough places available.
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The EINAQ Initiative to develop an effective specialised
training in AD/HD for healthcare professionals across
Europe is now, sadly, limited to Germany.

Do Professional AD/HD Services Network to
Improve Services?

AD/HD is a complex lifelong disorder, requiring
multimodal treatment. However, as we observed in our
previous survey, it is often by individual choice that
professionals learn about the diagnosis and treatment of
AD/HD rather than as a professional requirement. Those
who choose to specialise are often isolated from other
professionals and services are therefore fragmented.
Poorly integrated health care systems increase the risk of
duplication of diagnostic procedures, conflicting diagnosis,
conflicting treatments and medication recommendations.
Moreover, lack of networking can contribute to delays in
the recognition of comorbidities, lack of referral from
child to adult care and insufficient support when it is most
needed. Further the chaotic provision of treatment may
encourage the growth of commercial non evidence-based
treatments that fuel scientifically un-supported beliefs
about the validity of AD/HD as a disorder.

We therefore asked if services (education, health, social,
probationary etc.) concerned with AD/HD are networking
together. Of those who responded to this question, some
answered a straightforward ‘No,” including Italy,
Luxembourg, Ireland, Germany, Denmark and Poland,
many commenting that coordination of services would be
very welcome.

‘No such network exists. The professionals in the
municipalities are highly specialised, preferring to work
only within their own sector and have great difficulties
working in a multidisciplinary way even locally.’
ADHD-Foreningen, Denmark

In Germany, organisational and legal obstacles to
communication between services exist.

‘Germany has, in terms of results obtained, exceptionally
expensive health care services, schools and youth welfare

institutions.
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Networking is limited by the parallel existence of several
systems: 16 different school systems in the 16 German
states; public and private health care companies and
medical services offering a hardly comprehensible and
understandable variety of services; thousands of different
local social service policies since social welfare and youth
welfare is a community or county task framed by federal
law. Medical doctors and psychotherapists hardly get any
money for networking; they are only paid for services to
the patient. Teachers are neither obliged to talk to any
health care professional nor to take their advice into
account. Youth welfare departments are forced by law to
decide independently on the help they offer, they are not
allowed to pay for any program or service and parents
sign in before they talk to the department.’
ADHS Deutschland, Germany

Other countries mention rather informal networking
initiatives. In Austria, some doctors network with the
psychologists doing the diagnosis and vice-versa.

‘In Italy we do not have anything like this, although there
have been several efforts, to cooperate in a kind of net-
work between the local psychiatrists.’ AIFA Onlus,

Italy

‘Networking exists up to a certain point. Professionals
eagerly keep in mind that Malta is a small market, and that
sums it all up. At the same time there is collaboration,
mostly coming from the established psychologists and
psychiatrists who have a good source/client base (as seen
from the outside, I must say).” AD/HD Family Support
Group, Malta

In other countries, efforts to network are confined to
certain regions.

‘In Spain the three regions Canarias, Murcia and
Principado de Asturia have provision for networking in
education, health (paediatricians and mental health
services), and social services as well as justice. At the
national level, there is nothing yet. Some professionals
working with adults are joining other AD/HD adult
services in Europe (Hospital de Vall d’Hebron, Barcelona,
PIIDA).” ADANA, Spain

In Hungary and Norway, member associations themselves
have worked towards improving professional connections.
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‘Our association tries to build connections between the
professional service providers. Unfortunately, there is a
huge dissension, everyone trying to do something in
his/her own area, some of them only being available for a

family or professional days.’ ADHD Hungary

‘We pay great attention to establish and maintain good
relations to professionals. Thus, ADHD-Norway tries to

network to improve service.’ ADHD-Norge, Norway

Others described more extensive initiatives.
France

‘Psychiatric care in France is provided by local centres
(called CMP, Centre Médico-Psychiatrique) coordinating
psychomotricity, psychologists, orthophonists and psychia-
trists. Care is free in such centres, but most of them just
deny the reality of AD/HD.’ Hypersupers TDA/H France

For the main part, AD/HD is diagnosed and treated in
some regional teaching hospitals in France, (historically
AD/HD care developed in hospitals with language disorder
departments); however, the waiting list is 12-18 months.
Private care centres bring together specialists (ortho-
phonists, psychologists, psychiatrists etc.) to treat language
disorders and will also treat AD/HD free of charge (subject
to the agreement of the health care system), but there are
not enough of these centres.

At the moment there is only one association for adult
AD/HD and a little group of psychiatrists concerned with
adult AD/HD.

Belgium

‘We know of a professional ADHD-network consisting of
general health carers, psychiatrists, psychologists, centres
for mental health and family doctors covering all kinds of
care for AD/HD-people, in a part of Occidental Flanders.’
Centrum ZitStil, Belgium

Some networks co-operate with hospitals, others with
rehabilitation centres or even with school programmes.
Centrum ZitStil has cooperated with other organisations
providing care for people with AD/HD. These include the
Education Shops who provide parents and other carers
with information and access to services and organisations
to develop their parental role as educators, and provide
training and information for professionals. Centrum ZitStil

has participated in the Triple P-positive education project,
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which has brought together more than 300 health carers in
the province of Antwerp.

The Netherlands

In the Netherlands networking exists at different levels of
treatment, emerging from the initiatives in 2000, for
example, an AD/HD Physicians Network, which is a
forum for professionals to exchange knowledge and deve-
lopments.

Education

Are Accommodations Available in Schools?

In some countries, there are no special accommodations in
public school or university for examinations (Germany,
Hungary, Luxembourg, the Netherlands, and Poland).

If accommodations are available, they are not universal
and are often left to the initiative of the school or the
teacher, or the region (Spain) In the international schools
of Belgium accommodations are available; some schools
offer more than others.

‘There is No legal right for accommodations in exams, it is

up to each individual teacher.”  Verein ADAPT, Austria

In Sweden, accommodations are available but uncommon.
Greece allows oral examinations for the AD/HD child.
Denmark has a number of examination accommodations,
including taking short breaks, giving extended time and
breaking tasks into smaller steps. Some countries have
limited facilities to offer accommodations (see below).
Moreover, in all countries, accommodations are frequently
not specific to the needs of children with AD/HD.

Turkey offers accommodations. Finland offers different
accommodations for the AD/HD child. For example, a
student can do the exams in a separate room without
disturbance or s’/he can be given an oral examination
instead of a written one.

Parents’ Struggle
If accommodations are available in principle, obstacles to
obtaining them remain.

‘Accommodations are very limited and parents have to be

tenacious and demanding. ‘ INCADDS, Ireland
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‘For accommodations you have to fight at times to your
teeth.’ AD/HD Family Support Group, Malta

In general, the degree of classroom support depends on the
goodwill of the class teacher:

If the child has an official AD/HD diagnosis, s/he can
have accommodations at school and learning support, but
it is very difficult to have learning support for many hours
because of lack of money in our school system.
Cooperation between school and parents depends on the

good will of the individual teacher.”  AIFA Onlus, Italy

Other Help

If there is little or no facility in state schools to help the
AD/HD child, teachers can appear under pressure and
children with AD/HD frequently fall outside the state
school system.

‘The normal state schools have no prepared staff; they
don't like to treat these kind of children, in spite of the free
school- system, the AD/HD children soon find themselves
out of the system. Most attend on average 5-6 schools
yearly, or become private students, which is a high

financial expense for the family.’ ADHD Hungary

‘Teachers tend to see AD/HD children as an additional
burden and they tend to be sent to remedial special

schools.’ Verein ADAPT, Austria

In many countries, such as Hungary and Sweden, several
private schools offer specific classes and/or services for
children with AD/HD. In Austria, despite the lack of help
in the general school system there are no remedial schools
specifically for AD/HD; however a private school will be
opening in the coming year.

Norway has a Public School psychologist service in every
municipality. But often the service has too little capacity
and there is little knowledge about AD/HD in the school
psychological services.

Some interesting initiatives were reported, for example in

Denmark, some schools integrate parents into the

classroom. In Finland, vocational alternatives exist, with
support for adolescents with AD/HD.
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‘Adolescents with AD/HD have the option to study in the
special education vocational institutions, that provide

special facilities and services to enable them to succeed.’
ADHD-Association, Finland

Classroom Assistance

Classroom assistance is rare and is not available anywhere
to all diagnosed children, it often depends as much on the
school, teacher and local policy as the child’s assessed
needs. For example, in Croatia an individualised approach
and classroom assistant are available at the class teacher’s
discretion. In Fin-land and in Turkey, the student with
AD/HD may receive personal or classroom assistance
and/or part-time or whole-time special education given by
a special education teacher.

In Malta, AD/HD children used to be given a class helper/
facilitator for half the school hours. Now there is less
specific help available; a learning support assistant is in
the class keeping an eye on AD/HD children in addition to
duties with the other children. In Austria some schools will
provide supporting teachers after a special request has
been made. In the Netherlands, sometimes there is learning
support available.

‘In Flanders, schools have a great autonomy and the help
offered differs a lot from one school to another. However,
more and more schools are willing to make up an
agreement with student and parents to engage all parties
to respect limits; to motivate and not to resort constantly

to punishment.’ Centrum ZitStil, Belgium

Teachers Attitude to Teaching AD/HD Children

‘As regards attitude, it depends on the individual teacher;
you can find a very motivated teacher or you can find one
who is completely against AD/HD, influenced from the big
anti-AD/HD information, or one who does not know
anything about AD/HD (never heard).” AIFA Onlus, Italy

Most organisations said that teachers’ attitudes (and know-
ledge) were very variable, and some found it difficult to
give an average on those grounds (including Balans, the
Netherlands and Norway).

‘Negative attitude, extended exclusion from ordinary
classes.’ ... ADHD-Foreningen, Denmark

(See Table 4 for country by country information.)
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Communication

‘Education should be organized to meet the age level and
abilities of the pupil in cooperation with the parents.’
ADHD-Association, Finland

Networking on the part of parents, teachers and the
treatment provider can allow application of an indivi-
dualised programme. However, often communication
between these parties is poor. In France, registration with
the MDPH offers information and coordination of services
delivered to the handicapped in the departments (regions)
and the MDPH has the facilities to provide an indivi-
dualised programme.

In Austria, despite a stipulation that a facility to cooperate
should be available, there is none. Others also reporting
lack of cooperation were Luxembourg, Sweden, Flanders,
Croatia, Ireland, Germany and the Netherlands. In Spain, it
depends on the state. Poland and Italy commented that
cooperation depends only on the good will of teachers.
Turkey has in theory, the facility to cooperate between
parents, school and psychologist.

‘Teachers are neither obliged to talk to any health care
professional nor to take their advice into account.” ADHS
Deutschland, Germany

Training of Teachers

In general, AD/HD is partially covered in initial teacher
training with a few exceptions, including Denmark that
offers only a diploma in special needs education. In a few
countries, it may be included in general disability
education, but without specific mention. In Malta, the
teacher training course includes 13 hours of lectures on
disability issues, but AD/HD is not specifically mentioned.
Several countries commented that teacher training now
"mentions’ AD/HD, e.g. Hungary and Spain.

‘In general, AD/HD is not well covered. We note however
that more and more trainees chose to work on AD/HD
during their psychology or orthopaedics course as well
as for their final thesis.” TDA/H-Belgique, Wallonia,
Belgium

Continuous Pedagogical Education
In Germany, continuous pedagogical education offers
some training on AD/HD in some of the 16 federal states.
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‘In Flanders, a minority of teachers had the opportunity to
follow a course on learning disorders. All teachers have
now heard of AD/HD, but educating themselves in it is
very much a matter of personal interest and motivation.
Things have changed a lot; 10 years ago, there was
denial; now there is much good will, but there remain

some negative attitudes. ‘ Centrum ZitStil, Belgium

In most countries, the parent associations work with
partners to offer some teacher training. In Poland, the local
authority or the AD/HD associations may offer it. In Malta
teachers attend an annual In-Service training. Maltese
Family Resources offers a voluntary course through the
education department. The University of Malta has just
published a study on Social Emotional Behavioural
Difficulties in Schools in Malta, finding 10 % of students
fell within the SEBD classification, the majority having
hyperactivity. They hope to use this study to launch a
project to visit all schools with a half day seminar on
AD/HD.

‘Some teachers have had some small amount of training
about AD/HD and learning disabilities during training.

However, this does not prepare them for the reality of

working with children who have various types of AD/HD.
In the international and European schools in Belgium,
teachers are usually required to fulfil 16 hours each
school year of In-Service training, but this training is not
always about AD/HD; it depends entirely on the interest
level of the school authorities in this topic.” ADHD Family
Resources Brussels, Belgium

In Belgium both the Walloon community and the
international community have greatly improved the
profile of AD/HD in the schools compared to a few years
ago when knowledge was very low outside Flanders. In
Wallonia, TDA/H-Belgique has worked hard to raise
awareness of AD/HD in Wallonia. The international
community has benefited greatly from the willingness of
the other Belgian organisations to work with them through
ADHD-Belgium to exchange information. Five years ago,
there was no understanding of AD/HD in the European
schools (provided by the European Commission), and
support was variable in the international schools. It was
not unusual for parents to re-mortgage their house to raise
the money for their excluded AD/HD child to be educated
in the home country. Thanks to the efforts of our
organisations and especially the Family Resources pro-
gramme of teacher education, the situation has improved
greatly. Problems remain: the European school system still

SURVEY ADHD-EUROPE 2009

makes it difficult for children diagnosed late to enter the
support system at school, and the support is underfunded:
secondary school teachers expect AD/HD to have been
solved!

In some communities where there are strong parent
associations working with the authorities, there is a team
who works with the Department of Education. In Catalufia,
ADANA is the main provider of teacher training, most of
them coming because they have a student with AD/HD in
their classroom.’ ADANA, Spain
‘Teachers do have knowledge of AD/HD, but this is mostly
an individual choice. On the website ‘Kennisnet. nl’, they
can get information about AD/HD.’ Balans, the Nether-
lands

‘At Vadaskert Hospital we have accredited training for
parents, children, teachers, not for free of charge, of
course.’ ADHD Hungary

Conclusions on Teaching

Many professional courses do not prepare the teacher for
teaching the AD/HD child, despite the statistical likelihood
of at least one child in every class having AD/HD.
Ongoing training of teachers in AD/HD is provided for the
most part wholly or partly by AD/HD organisations.

Teachers’ attitudes to children with AD/HD correlate with
their knowledge of AD/HD. But this is not the only factor
determining teachers’ attitudes: in general the greatest
dissatisfaction with teachers’ attitudes was expressed by
countries with limited options available in dealing with the
AD/HD child and presumably their general teaching skills

and job satisfaction as well.

It is an urgent matter for Europe to offer teachers the best
possible training on AD/HD. Not surprisingly, the harshest
remarks about teachers came from the countries where
teachers have a limited range of options in dealing with the
children affected by AD/HD.

(See Table 5 for country by country information.)
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Adults in the Workplace

Discussion

AD/HD is the most common lifelong mental disorder; a
World Health Organisation study found 3.5 % of the work-
force and 5.5 % of the unemployed in 10 countries may
suffer from adult AD/HD. Moreover, the study found that
AD/HD employees lost on average 22 more workdays than
other employees.

Support for adults with AD/HD in the workplace is of vital
importance not only in terms of quality of life for people
affected by AD/HD and their families, but also in terms of
national productivity.

A recent consensus paper argues that the case for invest-
ment in a number of approaches to support people with a
mental health problem in the workplace is strong, with
costs avoided far outweighing the cost of workplace
programmes. Individualised and confidential interventions
are likely to be especially helpful for employees with
AD/HD.

Moreover, such measures are in line with the current
European Strategy for Health and Safety at Work, 2007-
2012.

‘The Commission encourages Member States to incor-
porate into their national strategies specific initiatives
aimed at preventing mental health problems and
promoting mental health more effectively, in combination
with Community initiatives on the subject, including the
employment of persons with a mental disability.’
Communication from the Commission to the European
Parliament: Improving quality and productivity at work
Feb 2007

Therefore, it is surprising to find from our survey
respondents that so little is being done to help adults with
AD/HD get suitable work, and to help them realise their
potential in the workplace.

Results

In the majority of countries, there was no support for
adults in the workplace (Croatia, Germany, Hungary,
Spain, Austria, Greece, Italy, Luxembourg, the Nether-
lands, Malta, Poland and Turkey) with no existing projects
to get adults into work or to help them retain work, except
for private coaches in some countries.
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However, Sweden has a number of different supportive
actions, mostly private company projects. There are also
state subsidies in some cases, up to 25 % of employment
capacity.

Disability, the Workplace and the Law

A few of our members cited laws aimed at people with a
disability in the labour market.

‘The Equality Act should prevent discrimination in theory
but in practice it has little effect.”  INCADDS, Ireland

In The Netherlands, special facilities exist aimed at any-
one with a handicap in the employment market, and tax
incentives are given to employers to provide work
accommodations.

The Public Employment Service in Finland follows
legally prescribed supportive actions if there is some
degree of disability. (A disabled jobsecker is defined as a
client who has a considerably lower chance of finding
suitable work, keeping his/her job or advancing in his/her
job because of a duly confirmed injury, disease or
disability.) Public employment services give educational
and vocational information services, guidance and career
planning. Vocational rehabilitation is offered by law; the
goal is promotion of career planning and vocational
development of disabled jobseekers and to help them find
work and stay in work. It includes:

» vocational guidance and career planning services and
related examinations of the jobseekers’ health and
aptitude, expert consultations, work and training try-
outs, visits to vocational institutions and work try-outs
at workplaces;

» advice and guidance in work placement and training;

» pre-vocational and vocational labour market training;

» assessment of the client’s working capacity, expert
opinions and consultations, work and training try-outs,
visits to vocational institutions, preparation for work
and work try-outs to support finding work and staying
at work.

Employment of a disabled person and his/her staying at

work can be subsidized through an employer’s subsidy for

arranging working conditions which is granted to the

employer. (Act on the Public Employment Service, 30

December, 2002/1295)

General employment subsidies exist for people with
disabilities, but no specific subsidies for adults with
AD/HD. Adults with severe AD/HD may - as everybody
else - apply for:
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» supported employment, which means a public subsidy
to the work place of 2/3 or 1/2 of the minimum wage;

» mentoring in the workplace for a limited period of
time;

» personal assistant for an unlimited period, maximum
20 hours a week.

There are no legal requirements for employing a certain

percentage of people with disabilities. However, some

Finnish associations have projects for adults with AD/HD

to get into work.

‘In practice we have a lot of challenges to help adults with
AD/HD find work and stay at work.” ADHD Association,
Finland

In Norway, a diagnosis of AD/HD does not in itself
guarantee any rights: rights to workplace support depend
on the level of impairment. However, in 2009, a new Anti-
Discrimination Act was passed which may make it easier
in the labour market for people with AD/HD. People
diagnosed as adults may have a right to rehabilitation and
educational benefits. Employers may get initial incentives
to employ people with AD/HD, but again, this will depend
on the level of impairment.

Small Projects

There were a few other member countries with small-scale
projects, either offered by government agencies:

‘Recently in Germany, some labour agencies have given
special training for staff members, but that is neither a
trend nor widespread.” ADHS Deutschland, Germany

or provided by member organisations themselves:
Centrum ZitStil, Belgium, is launching a project in coope-
ration with employees and organisations responsible for
unemployed people to give advice on getting into work:

‘But attitudes are still difficult: "I am not really well infor-
med about AD/HD in employment but I would advise any
starting employee not to mention they are diagnosed with
it. Centrum ZitStil, Belgium

s

INCADDS in Ireland also provides information and
lobbies the government on employment problems.

Nevertheless, some organisations remark on a welcome
change in employers’ attitudes:

‘Occasionally, in the last few years an employer contacts
our group for help and advice on an employee, I think this

SURVEY ADHD-EUROPE 2009

is happening with the other groups dealing with adults in
Belgium. I hope this represents a beginning of a change in

employers’ attitudes.’ Centrum ZitStil, Belgium

Finally

We note that stigma, sterecotypes and prejudice are
attached to mental health disorders, and the stereotypes
that surround AD/HD are extraordinarily pervasive, such
as the notions of ‘naughty children’, ‘bad parenting’ and
the use of ‘the chemical cosh’.

These stereotypes both influence and are spread by the
media and act on public opinion, local healthcare policies
and patient decisions and the diagnosis and treatment of
AD/HD.

A true picture of AD/HD is broader, and includes dreamy,
inattentive children, who together with hyperactive
children need extraordinary parenting skills from their
carers, their parents doing their very best with little
support. It further includes adults struggling to meet the
organisational demands of family and working life.

‘With reference to the epidemiological data, it seems very
likely that the number of people with AD/HD in Europe
seeking multimodal treatment including pharmacotherapy,
psychotherapy, coaching or other therapeutic services will
increase profoundly during the coming years.’

Michael Résler and Wolfgang Retz (2008) Adult
Attention-Deficit-Hyperactivity Disorder - Clinical
Features and Therapeutic Options European Psychiatric
Review

We note that problems persist in providing coherent
integrated health, educational and social services to people
with AD/HD and their families, despite projected increases
in the number of people seeking help across Europe.

We find that the overwhelming need for professional
training, guidance for teachers and integration of AD/HD
remains unfulfilled.
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Table 1 - Who Diagnoses Children?
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Austria 4} 4} 4} Also School Physician. Diagnosis & treatment paid
by public health service for children under 18 only
Belgium 4} 4} Multidisciplinary team recommended
(Flanders)
Belgium 4} 4} Few multidisciplinary teams.-patients &

(Wallonia) medical records travel between scattered
practitioners but information sometimes lost

Croatia ] ] ] ] Paid by public health system/private

Denmark 4} M * M only in 4} *According to guidelines (framework of reference
collaboration for AD/HD), GPs should not diagnose, but GPs are
with a not prohibited from making a diagnosis.
psychiatrist

Finland 4} 4} Mchild Medical doctors make the diagnosis usually together

with multidisciplinary team members depending on
comorbidities. Most often the public health system
pays the cost. In some cases, the public health
system covers payments in private clinics. That
happens if the client needs an intervention that
pubic health services are not able to offer (e.g.
occupational therapy, speech and language therapy,
rehabilitation, psychotherapy).

France 4} 4} 4} Diagnosis is always in a hospital, paid by public
health system. Treatment cost is covered 100 %
(65 % social security and 35 % mutuelles).

Germany ] ] ] ] Medical doctors & approved psychologists only

Greece Mchild Public service system pays cost of diagnosis and

treatment.

Hungary Mchild

Ireland | | | | 4| Multidisciplinary Group Child & Adolescent Mental
child Health Service; public health service will pay for
psychiatrist | some low-income families.

Italy M neuro-- | Diagnosis only in psychiatric departments and
psychia- certain hospitals or health centres - public health
trist (works | service pays for diagnosis & treatment of under 18s
only with
children)

Luxembourg 4} 4} ™ child
psychiatrist

Malta 4} M* M* 4} Diagnosis free in public health service

(but long waiting list); * if medication is warranted
psychologists must make referral.

The Nether- 4} M child | & ™ Clinical psychologist, child neurologist,
lands neuro- | GP child psychiatrist, (ortho)pedagogue
logist
Poland 4} 4} 4} 4} 4} 4}
Norway 4} M 4} Malso neuro- M (child) | Psychologist works with paediatrician,
psychologist neurologist or psychiatrist
Spain Malso | 4 4} 4} Mchild psycho- | & 4} Diagnosis & treatment free (but not medication)
neuro less logy not a recog-
paede- common nised speciality
trician
Sweden 4} M or other | Multidisciplinary team members depending on

physician | comorbidities; cost of diagnosis mostly borne by
system, thereafter treatment free.

Turkey Mor child | Paid by public health system and
psychiatrist | private
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Table 2 - Who Diagnoses Adults?

B paediatrician
SPsychologist

SIS Neurologist

Austria 4} 4} Mainly self financed (a few insurance companies cover

rarely AD/HD but the condition is not recognised in adults).

Belgium 4} Multidisciplinary team is recommended.

(Flanders)

Belgium 4} 4} Often concern raised for parent by neuropaediatrician

(Wallonia) or child psychiatrist who either treats or refers to a
neurologist or psychiatrist.

Croatia M M Paid by public health service/private

Denmark M %] Only a few doctors are interested in AD/HD

Finland 4} ™ more With multidisciplinary team members depending on

often comorbidities; especially neuropsychological testing is

makes the valuable. Usually it is more difficult to find

diagnosis professionals who can make diagnosis for
adolescents and adults.

France 4} M Diagnosis always in a hospital, paid by public health
system; treatment cost covered 100 % (65 % social
security and 35 % mutuelles)

Germany 4} 4} 4} 4} Medical doctors and approved psychologists only

Greece M

Hungary M child psychiatrist

Ireland 4} 4} In theory.

One avail- In practice: NO experienced
able professionals available
Italy M A public psychiatric department in Milan diagnoses
Very few, private only adults as part of a research programme.

Luxembourg M %] Paid by public health service/private

Malta ] ] Little visibility/knowledge about adult AD/HD

The 4} Paid by

Netherlands - Public Health System
- Insurance company sometimes partially (mostly with a

compensation limit of 500 Euro)

Norway M M* M *Only in cooperation with neurologist or psychiatrist

Poland M %] %]

Spain M rarely, 4} 4} M Few adults diagnosed

in private
practice

Sweden ™ or other physician Multidisciplinary team members, depending on
comorbidities

Turkey M Paid by public health system and private
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Table 3 — Treatment

Behavioural Parent Training
Therapy Coaching and Support Others/Comments on Training
Austria Mtraining Play therapy (not specific for AD/HD!), ergotherapy
™ support (occupational therapy); recently: group therapy
both provided by for adults: partially covered by the state
voluntary organisations
Belgium (Flanders) Mvery few 4} Mtraining All kinds of treatments are available if you can find them
specialised for M support & pay.
AD/HD Mpsycho-education. Centrum ZitStil, revalidation centres, child psychiatric
Both provided by services at universities, psychologists, therapists of all
ADHD-organisations kinds. Prices & quality differ a lot.
Belgium Mparent training Treatment multimodal but few centres; patients must
(Wallonia) Mpsycho-education travel between scattered practitioners, dilution
For adults information, loss of time).
Msupport via e-mail and | No treatment centre or treatment organised by state.
forum provided by TDA/H-
Belgique
Belgium M 4} MParent training This is a community that is isolated from mainstream
(International Mainly by AD/HD services in Belgium.
Community) Family Resources All non medication treatments may have limited
Msupport availability for adults in English.
support for adults by
English speaking
AD/HD org.
Croatia 4} Mrare Mtraining Gestalt therapy, play therapy, family therapy, cognitive
M support behaviour therapy; all available occasionally, mostly
in capital Zagreb
Denmark 4} MSome MParent training at some | Other support may be available but not nationally
not widely Municipa- hospitals (small-scale); known or widely spread.
spread lities some municipalities for
pay for marginalised families;
adult free parent courses:
coaching ADHD-Foreningen
Msupport
ADHD-Foreningen.
Voluntary adult support.
Finland 4} 4} Mtraining Clients with AD/HD ‘s individual needs should be
cognitive Msupport considered when planning the intervention:
behavioural - psycho-education
strategies & - therapies e.g. occupational therapy including sensory
classroom integration therapy (SI-therapy only for children), speech
modifications and language therapy, neuropsychological rehabilitation,
psychotherapy (cognitive), family therapy, play treatment
(for children)
- different kinds of rehabilitation courses
Treatments are provided by different organisations: public
health, social and educational services, private social and
health services and non-profit organisations and
foundations in the health and social welfare fields.
France M M Parent training Both only available privately; parents/individuals
must pay
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Behavioural
_Therapy

Coaching

Parent Training

_and Support

Others/Comments on Training

Germany 4} M parent training by Psychotherapy
social paediatric services, | Public health insurance companies do not pay
university studies or (mostly)| for adult diagnosis and treatments since AD/HD is
standardized trainings not considered a valid diagnosis for adults. Some
available examination & treatment of adult patients
(e. g. THOP based on with AD/HD may be paid if diagnosis and treatment
Russel A. Barkley's is in ICD-10. Coverage by private health care
training concepts) insurance companies depends on the specific plan
chosen.
Greece M provided by Mprovided Mtraining
the state by O Kyriakos Msupport
(member org.) provided by O
Kyriakos
Hungary Mchildren’s Private treatments (TSMT, IPPN, Ayres, neuro-
treatment paid biofeedback) very expensive.
by social security
Ireland ™ very limited ™ very Mtraining Support groups, mainly voluntary who struggle to
and not specific | limited and M support exist.
to AD/HD not specific Both provided by INCADDS is now funded for 9 months by
to AD/HD ADHD-org. the government.
Italy Monlyinafew | M Veryrarely ™ provided by AIFA Onlus | Nothing provided by the state
psychiatric depts. | available
Luxembourg M(very few M(very few Mtraining For comorbid learning disabilities: sensory integration
practitioners practitioners ™ support & psychomotor therapy, provided by the AD/HD
available) available) organisations SCAP, Spontan ADD adult,
Treffpunkt ADHS
Malta Mone Mtraining Occupational therapists offer some behavioural
coach provided by support Modification therapy & handwriting (must have
trained by group diagnosis (2 yr wait) & limited numbers).
the M support
parents org. Family Support Group
offers support, as do
some professionals.
The Netherlands | & 4} Mtraining Provided by state institutions for mental health,
Mpeer contact psychiatrists, psychologists, etc.; payment for
treatment depends on insurance and medication type.
Norway 4} Msmall scale/ Mparent training provided | Most therapies by public health system
private by public health service
Poland M Mparent training Group therapy
Kinesiology (as a supplementary treatment)
Aggression Replacement Therapy
Biofeedback( as a supplementary treatment)
Sensory therapy (as a supplementary treatment)
provided by some local authorities; sometimes
provided by NGOs; funded public/private sources
Spain M(mostly M rare Mtraining Psycho pedagogical help (private or parent
private) M support provided by associations)
public & some private, but
mostly by parent
associations
Sweden | ™ Mtraining We have the lot in uncountable varieties,
M support access variable depending on providers.
Turkey 4} 4} Mtraining Provided by state and or AD/HD organisations
M support
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Austria

0 (poor) 1
M?

Table 4 - Teachers’ Attitudes to Teaching Pupils with AD/HD

4

5 (excellent)

Belgium(Flanders)

7(2-3)

Belgium(Wallonia)

Belgium(International
Community)

7(2-3)

Croatia

Denmark

Finland

M(2-4)

France

Germany (1)

™

(0-5)

Greece

Hungary

M?

Italy

Ireland

Luxembourg

M(1-2)

Malta

The Netherlands

Norway

Poland

Spain

M(1-2)

Sweden

HIFE| [HEHE

Turkey

4]

(1) 0-5: If the teacher has knowledge about AD/HD, their attitude is mostly positive about teaching AD/HD children. It would be good to
have mandatory training for the teachers. ADHS-Deutschland

Table S - Teachers’ Knowledge of AD/HD

Austria

5 (excellent)

Belgium(Flanders)

Belgium (Wallonia)

Belgium(International)

Croatia

Denmark

Finland

(2-5)

France

Germany (1)

(0-5)

Greece

NFE| "

Hungary

Italy

™

Ireland

o)

Luxembourg

M(1-2)

The Netherlands

4]

Norway

Malta

Poland

Spain

M(1-2)

2?
™
™

Sweden

o)

Turkey

o)

(1)  Knowledge of AD/HD differs between 0 and 5; there are many training offers for teachers from AD/HD organisations, universities, and the
pharmaceutical industry; some use it, some not. ADHS-Deutschland, Germany

(2)  Knowledge of AD/HD varies on a scale of 2 to 5. It depends on the teacher, how much s/he knows about AD/HD. Preschool and basic
education teachers usually have better knowledge of AD/HD than teachers who work in secondary or vocational schools. Special
education teachers have good or excellent knowledge of AD/HD.
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Appendix 1

Prices of AD/HD Medication in Europe

Countr Availabilit Amount/mg Price

Austria Concerta, Strattera, Ritalin, Amphetamine (syrup and powder) all
available (but pharmacists often unwilling to supply powder).

Belgium Ritalin 20x 10mg 6.52 Euro
Ritalin SR 30x 20mg 31.41 Euro
Ritalin SR 30x 30mg 37.23 Euro
Ritalin SR 30x 40mg 62.62 Euro
Concerta 30x 18mg 56.33 Euro
Concerta 30x 36mg 69.03 Euro
Concerta 30x 54mg 82.35 Euro
Strattera 7x 10mg 30.97 Euro
Strattera 28x 10mg 93.30 Euro
Strattera 28x 18mg 93.30 Euro
Strattera 28x 25mg 93.30 Euro
Strattera 28x 40mg 93.30 Euro
Strattera 28x 60 mg 93.30 Euro

Croatia Concerta 30 x 400 Kuna 53.69 Euro
Strattera 28 x1000 Kuna 134.23 Euro
Concerta is partially reimbursable while Strattera is not covered by
government. Both medications are available only through medical
prescriptions.

Denmark It would take too much time to gather this information - and we think it is
impossible to compare the cost of medicine if you do not know the cost
of living, level of wages etc. in each country.

Finland Ritalin 200x 10 mg 7.09 Euro
Concerta 30x 18 mg 56.02 Euro
Concerta 30x 27 mg 66.34 Euro
Concerta 30 x 36 mg 76.30 Euro
Concerta 30 x 54 mg 97.06 Euro
Strattera 7x 10 mg 32.02 Euro
Strattera 28x 10 mg 119.75 Euro
Strattera 28x 18 mg 119.75 Euro
Strattera 28x 25mg 119.75 Euro
Strattera 28 x 40 mg 119.75 Euro
Strattera 28 x 60 mg 119.75 Euro
Equasym Retard 30x 10 mg 28.77 Euro
Equasym Retard 30x 20 mg 39.11 Euro
Equasym Retard (a special licence medicine) 28x 5mg 15.08 Euro
Dexedrine 30 x 30 mg 55.03 Euro

France Ritaline comprimés (reimbursed 65 %) 30x 10 mg 6.92 Euro
Ritaline LP (reimbursed 65 %) 28x 20 mg 26.49 Euro
Ritaline LP (reimbursed 65 %) 30x 30 mg 33.41 Euro
Ritaline LP (reimbursed 65 %) 28 x 40 mg 41.48 Euro
Concerta LP (reimbursed 65 %) 28x 18 mg 42.90 Euro
Concerta LP (reimbursed 65 %) 28 x 36 mg 56.48 Euro
Concerta LP (reimbursed 65 %) 28 x 54 mg 65.18 Euro

Germany Ritalin 50 x 10 mg 27.04 Euro
Ritalin 30 x 20 mg 36.10 Euro
Ritalin 30 x 30 mg 51.99 Euro
Ritalin 30 x 40 mg 68.53 Euro
Concerta 30 x 36 mg 61.70 Euro
Medikinet 50 x 10 mg 26.10 Euro
Medikinet 50 x 20 mg 45.99 Euro
Equasym 50 x 10 mg 6.10 Euro
Equasym 50 x 20 mg 45.99 Euro
Equasym Retard 60 x 20 mg 69.98 Euro
Equasym Retard 60 x 30 mg 106.18 Euro
Medikinet Retard 50 x 20 mg 58.21 Euro
Medikinet Retard 50 x 30 mg 87.37 Euro
Medikinet Retard 50 x 40 mg 117.74 Euro
Methylphenidat 1 A Pharma 50 x 10 mg 19.25 Euro
Methylphenidat Hexal 50 x 10 mg 19.27 Euro
Strattera 28 x 10 mg 119.49 Euro
Strattera 28 x 18 mg 111.49 Euro
Strattera 28 x 25mg 119.49 Euro
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Greece Concerta 30x 18 mg 73.88 Euro
Concerta PR 30x 18 mg 65.57 Euro
Concerta PR 30 x 36 mg 83.33 Euro
Concerta 30 x 54 mg 82.80 Euro
Ritalin 30x 10 mg 4.90 Euro
Strattera 7x 10 mg 29.49 Euro
Stratera 7x 18 mg 29.49 Euro
Stratera 7x 25mg 29.49 Euro
Stratera 7x 40 mg 29.49 Euro
Stratera 28x 10 mg 117.96 Euro
Stratera 28x 18 mg 117.96 Euro
Stratera 28x 25mg 117.96 Euro
Stratera 28x 40mg 117.96 Euro
Stratera 28 x 60 mg 117.96 Euro

Hungary Ritalin (2400 FT) 30x 10mg 10.00 Euro
Ritalin LA (5800 FT) 30x 20mg 20.00 Euro
Ritalin LA (7300 FT) 30x 30mg 15.00 Euro
Strattera 5: 10, 18, 25, 40 mg/monthly amount about (30000 FT) N/A 110.00 Euro

Ireland Ritalin LA 30x 20 mg 62.43 Euro
Ritalin LA 30x 30mg 84.23 Euro
Ritalin LA 30x 40mg 103.79 Euro
Ritalin 30x 10mg 12.69 Euro
Concerta XL 30x 18mg 69.21 Euro
Concerta XL 30x 36mg 93.05 Euro
Equasym 30x 10mg 14.44 Euro
Equasym 30x 20 mg 25.69 Euro
Equasym 30x 5mg 9.34 Euro
Equasym XL 30x 10mg 59.49 Euro
Equasym XL 30x 20 mg 70.72 Euro
Equasym XL 30x 30mg 99.21 Euro
Strattera  (Atomoxetin) 28x 10mg 140.37 Euro
Pexedrine (Dexamfetamine) 28x 5mg 8.92 Euro

Italy Ritalin (cost covered by health system, but only for children to 18) 10 mg FREE OF CHARGE
Strattera ¢ ¢ 10 mg FREE OF CHARGE
Strattera (It is possible for adults to get a prescription from a 28 mg 116.00 Euro
psychiatrist, but it is not reimbursed and nothing else is available for
them.)

Luxembourg Ritalin 20x 10mg 6,52 Euro
Concerta 30x 18mg 56.33 Euro
Strattera 30x 36mg 69.03 Euro

7 x 10 mg, 18 mg, 25 mg, 40 mg, 60mg = 30.97 Euro 30x 54 mg 82.38 Euro

28 x 10 mg, 18 mg, 25 mg, 40 mg, 60mg = 93.30 Euro

Malta Ritalin 30x 10 mg 9,65 Euro
Concera 30x 18 mg 96.00 Euro
Strattera (approximate price) 110.00 Euro

The Netherlands | Strattera 10/18/25/40/60 mg per 80 mg per month N/A 186.60 Euro
Concerta 18/27/36/54 mg per 30 mg per month N/A 43.12 Euro
Equasym XL 10/20/30 mg per 30 mg per month N/A 35.33 Euro
Medikinet CR 10/20/30/40 mg per 30 mg per month N/A 35.33 Euro
Medikinet 5/10/20 mg per 30 mg per month N/A 10.90 Euro
Methylfenidate 30 x5/10 mg 8.14 Euro
Ritalin 30x10mg 8.14 Euro
Modafinil 100 mg per 300 mg per month N/A 175.02 Euro
Natriumoxybaat ~ Xyrem drink 500 mg/ml per 7.5 g per month 983.26 Euro
Amfetamin
Dexamfetamin
Metylfenindat
Atomoxetine
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Poland Concerta 18 mg 55.00 Euro
Concerta 36 mg 90.00 Euro
Concerta 54 mg 120.00 Euro
Medikinet 10 mg 12.00 Euro
Medikinet 20 mg 20.00 Euro
Medikinet Retard 20 mg 59.00 Euro
Medikinet Retard 30 mg 85.00 Euro
Medikinet Rretard 40 mg 110.00 Euro
Strattera 10 mg 110.00 Euro
Strattera 18 mg 140.00 Euro
Strattera 25mg 160.00 Euro

Spain Rubifen 30x 5mg, 2.08 Euro
Rubifen 30x 10 mg 4.92 Euro
Rubifen 30 x20 mg 5.00 Euro
Concerta 30 x 54 mg 98.77 Euro
Concerta 30 x 36 mg 76.02 Euro
Concerta 30x 18 mg 55.86 Euro
Strattera 7x 5mg 30.36 Euro
Strattera 28x 5mg 121.45 Euro
Strattera 7x10 mg 30.36 Euro
Strattera 28x10 mg 121.45 Euro
Strattera 7x18mg 30.36 Euro
Strattera 28x18 mg 121.36 Euro
Strattera 7x25mg 30.36 Euro
Strattera 28 x25mg 121.36 Euro
Strattera 7 x40 mg 30.36 Euro
Strattera 28 x40 mg 121.36 Euro
Strattera 28 x 60mg 121.36 Euro

Sweden Ritalin T. 10 mg The patient pays a
Ritalin Caps 20, 30,40 mg maximum of 1800 SEK
Concerta 18, 27, 36 and 54 mg (appr 180 Euro) within a
Equasym LA. 10, 20, 30 mg year for all his/her
Equasym T 5,10,20 mg medication.
Medikinet ret. 10, 20, 30, 40 mg
Medikinet T 3,10,20 mg
Amphetamine:

Amphetamin 5mg
Metamina(Dexamfetamin) 5mg
Strattera (Atomoxetin) 10, 18, 25, 40, 60 mg.

Turkey Rilatin TB. 10 mg Approx. 4.23 Euro
Concerta 18 mg "46.00 Euro
Concerta 27 mg "54.00 Euro
Concerta 36 mg "62.50 Euro
Concerta 54 mg "70.00 Euro
Strattera (each mg. type costs the same) 10,18, 25, 40, 60 mg "93.00 Euro
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Appendix 2

Reimbursement of AD/HD Medication Costs in Europe

Are Medications Reimbursable? Any other Comments?

Austria 100 % for those with a valid AD/HD diagnosis and who are insured with one of the official health insurance companies (also
adults) (these companies are funded by compulsory contributions from blue or white-collar workers) and see a doctor who
works within this system; varying prices for others, depending on their (private) insurance company.

Concerta, Strattera, Ritalin, amphetamine syrup and powder all available. (pharmacists often unwilling to supply last)

Belgium Ritalin and Ritalin MR (only) are reimbursable by the mutuelles (health insurance) only for children up to their 18t birthday.
75 % of cost reimbursable

Croatia Concerta is partially reimbursable while Strattera is not covered by government; both medications are available only through
medical prescriptions.

Denmark Public health insurance: part reimbursement. Private health insurance: part reimbursement (for some). Law of social service,
cost dependable: children: possible co-financing. Adults: very difficult to get co-financing.

Finland The public social security pays 42 % of the medication.

If person has a private health insurance, insurance company pays other expenses. If a person does not have private health
insurance, s/he has to pay 58 % of the medication cost themselves.

France Security social 65 %
For Ritalin, Ritalin LP and Concerta
Private mutuelles (insurance) reimburse the remainder.

Germany Types of Medication:
Stimulants:
Methylphenidate in standard release and long acting forms
Amphetamine only in individual preparation by the pharmacy
Fenetyllin — preparation from outside Germany
Atomoxetine as alternative to stimulant treatment with minor effects on attention (law under controlled substance act
(Betdubungsmittelgesetz) doesn't apply).
Costs of Medication:
Depends on insurance company, health care plan and age (under 18 / 18 and older).
Children under 18: Medication prescribed by doctors gets paid without limit by either state insurance (public health care
companies) or private insurance companies. Fees may apply for prescription (private insurance) or a special brand if cheaper
products of the same formula are available (state insurance)
Adults 18 and older: Medication is paid by some of the private insurance companies depending on the chosen health plan.
Medication is not paid by public health care companies due to law restrictions. Exceptions may be made in case of former
treatment during childhood but hardly offered.
Adult treatment is available for everybody at one’s own charge. German pharmacy prices apply by law for all medication
under controlled substances act (Betdubungsmittelgesetz) since internet shops are not allowed to offer restricted substances
(class B drugs)

Greece Public/social insurances cover 100% of the medication cost

Hungary No subsidies at all, nor refund; strictly controlled medicines; for special medical condition, must be bought for only 3 days and
always at the same pharmacy.

Ireland Under the Drugs Payment Scheme, an individual or family in Ireland has to pay 100 Euro each month for approved
prescribed drugs, medicines and certain appliances for use by that person or his or her family in that month. The amount is
determined from time to time by the Minister for Health and Children. If you have a GP Visit Card or do not have a Medical
Card you should apply for a Drugs Payment Scheme Card.

Italy For children: RITALIN 10 mg and Strattera are completely free (cost covered by Italian health system,) but only for paediatric
use.

For adults: a few trials are running with Strattera; nothing else is available for adults.
Luxembourg Only Ritalin and Medikinet Retard are reimbursed up to 18 years of age. Not reimbursed afterwards!
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Malta AD/HD is not listed as a condition for which one would be entitled to free medication. Therefore, all medications are paid for
by the parents/sufferer, be it Ritalin, Concerta or Strattera.

Ritalin is a controlled drug and can only be purchased from the main hospital on a named basis with the person having been
granted permission for one calendar year by the Medical Board to be able to purchase Ritalin. This is renewable every year.
When purchasing you will only be given a maximum of a month’s supply and this according to the permit and the doctor’s
certification.

Concerta can be brought to Malta on a named basis: that is the psychiatrist issues the certificate, which is then presented to
the importer to be able to import the medication. Concerta is also a controlled drug.

Strattera costs approximately 110.00 Euro and is available in pharmacies, though usually stocked by the agent. This
medication, like the others, has to be purchased.

The Netherlands In the Netherlands the Ministry of Health, Welfare and Sports designates the medications, which are reimbursed and
establishes the compensation limit for each variety.

Some medicines (e.g. Concerta, Equasym, Strattera) are not or only partially reimbursable. It depends on one’s insurance
company which medicines are totally reimbursed and which are not. Ritalin is always fully reimbursable. Most insurance
companies have a compensation limit of 500 Euro.

Norway Amfetamin
Dexamfetamin
Metylfenindat
Atomoxetin
You have to start with Ritalin. All AD/HD medicines are given on “Blue Medical Prescription” in Norway. Up to the age of 18
years this medicine is free.

Adults have to pay a consumer fee on health service as for example treatment and medicines. The maximum consumer fee
is about 160 Euro — 1770 NOK per year. If you have paid up to 160 Euro in consumer fees, all treatments and medicine are
free.

Poland - Concerta (all doses)

- Medikinet (all doses)
- Strattera (all doses)
From the beginning of 2009 Concerta will be reimbursed by the Ministry of Health — the price with reimbursement will be only
1 Euro! However, the reimbursement is valid only for children up to 18 years of age.
Strattera and Medikinet are fully paid by patients. Medikinet was registered in Poland at the end of 2008.
Spain We have the following:
- Rubifén: 5 mg, 10 mg, 20 mg.
- Concerta: 18 mg, 36 mg
- Medikinet
- Strattera
All of them are reimbursed by the Ministry of Health (Social Services) up to 60%
The remaining 40% is paid by the parents
The Spanish Federation is lobbying the Medicament Agency at present to get AD/HD classified as a chronic disorder, so
parents have to pay only 10% of the cost of these medications.

Sweden All medications listed are included within the Swedish system in @ maximum consumer fee. This works in a reimbursement
stare, as below. The reimbursement percentage rises with the cost, with a ceiling of 163 Euro (1800 SEK) within a period of
twelve months, counting from the day of first purchase.

Please note that all children in a family, under the age of 18, count as one consumer! Notable is also the fact that the system
includes also most of the other non-AD/HD-specific medication, like antibiotics.
The total cost of all reimbursable medications consumed by a family thus never exceeds 163 Euro (1800 SEK.)
Cost: up to 82 Euro (900 SEK); consumer’s share of the cost is 100%.
Cost:  82-153 Euro(900-1700 SEK); consumer’s share is 50%
Cost: 153-298 Euro (1700-3300 SEK); consumer’s share of the cost is 25%.
Cost: 298-388 Euro (3300-4300 SEK); consumer’s share of the cost is 10%.
Cost: > 388 Euro (4300 SEK); consumer’s share of the cost is 0%, 0 SEK, reception of a freecard
Turkey In Turkey, Ritalin — Concerta — Strattera are reimbursed by The Turkish Minister of Health up to 80 %, 20 % being paid by

patients/parents.

Medicines can only be purchased from the main hospital on a named basis, the person having been granted permission by
the medical board to be able to purchase for one year. This is renewable every year. When purchasing you will only be given
a maximum of a month’s supply according to the permit and the doctor’s certification. The private health insurance system
does not work in this field.
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The Birth of ADHD-Europe

Every successful organisation has ‘humble’ beginnings
and this is especially so _for non-profit organisations.
ADHD-Europe is no different, but in our case, once we
began connecting with people in National organisations
throughout Europe, we began to grow in numbers at a
remarkable rate, motivated by a uniting goal to better the
lives of all those affected by AD/HD in Europe.

Our first opportunity to meet in person was nothing if not
‘humble’; it was in the lobby of a hotel in Dublin that we
held our first unofficial meeting during the conference
organized for ADHD-Global Network in June 2005.
Within the first half hour of that first meeting, it was clear
to us all that the need for a European voice on AD/HD was
real, as real as AD/HD was, and as Europe is a political
entity with a lot of influence on social matters, we all
recognized the importance of being present on the
European platform as one entity too. That was the
beginning of what is now legally known as ADHD-
Europe.

As a result, 20 participants from 12 organisations met in
Brussels in September 2005 in a more official way to
brainstorm and lay down the foundation for the European
umbrella organisation we wanted to create. We realized
that sharing information and working together to reduce
stigma on the one hand, and working together to influence
policies on the other would make this kind of cooperation
very useful. It was clear to us all that those affected by
AD/HD and their families would benefit from it most of
all.

In 2006 we had our next meeting to work on the process of
building up the organisation. At the same time, we
finalised our contribution to the Green Paper on Mental
Health, launched on the 14™ of October 2005; this
contribution was the first concrete result of our
collaboration.
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In April 2007, we met again in Brussels determined to put
an action plan in place that would lead to ADHD-Europe
being legalized. During that meeting, we voted in an
Interim Board for one year with specific instructions to
write statutes to use as a dialogue about what exactly we
wanted to be written into our Constitution. This agenda
was pushed forward aggressively by our President, the
result being that this hastily put-together Interim Board
accomplished more than what was requested of it.

At our next meeting, again in Brussels, in April 2008, we
were far enough ahead to be able to have our members
vote on this new ADHD-Europe Constitution. It was an
historical meeting where the Articles of Association were
discussed and 12 organisations became the founding
members of ADHD-Europe. A new Board was elected and
the signal to work was given. The official seat was chosen
to be in Belgium. In October 2008, we then launched our
website, www.adhdeurope.cu.

During the year of the legalization process, we built up
contacts, met new members, developed new work plans, so
we could start the Annual General Meeting in Budapest in
April 2009 with the news that ADHD-Europe had been
finally legalized. The organisation has already got
members from 27 organisations in 19 countries across
Europe, and we experience the reality of sharing best
practices and knowledge each time we meet, going home
afterwards with a lot of inspiration, courage and
enthusiasm. There is nothing ‘humble’ about us anymore
as we forge ahead with our plans to make Europe a better
place for children, adolescents and adults affected by
AD/HD.

Rita Bollaert

Coordinator ADHD-Europe
May 2009
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Membership Procedure

We have three membership categories at this
point, Full Members (regional and national
AD/HD organisations in FEurope), Affiliate
Members (other organisations whose objectives
are close to ours, such as Dyslexia, Autism, etc.)
and Honorary Members.

» Two member organisations should
recommend that the applicant be permitted to
join.

» The Articles of Association of ADHD-
Europe are then sent to the representatives of
the new organisation so that they know what
our goals and objectives are.

» At the same time, the representatives are
asked to send a copy of their original Statutes
to the Board together with information about
the goals and activities of the organisation;
the latter could be a Power Point
presentation.

» This should accompany a written application
to the Board, stating the reasons the
organisation wants to join ADHD-Europe.

» The final decision is made by the Board, with
the approval of the members, and the

applicant is duly informed.

» An invoice is then sent to the new applicant.
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Friends of ADHD-Europe

We invite you to become a Friend of ADHD-
Europe, showing that you support our goals and
objectives.

If you are:

» an individual with AD/HD, no matter how
young or how old

» aparent, a brother or sister, a grandmother or
grandfather, a friend, a neighbour ... of a
child with AD/HD

» an adult with AD/HD or a partner of an adult
with AD/HD

» a professional working in the field of AD/HD
(and/or related conditions), a teacher, a
coach, etc.

» an organisation such a hospital, clinic or
school

» acitizen worried about mental health

» apolitician willing to make the living
conditions of people with AD/HD better

who would like to be connected to ADHD-
Europe, becoming a Friend of ADHD-Europe
will enable you to show your support and
connectivity to our cause.

If you want to support financially, we would
appreciate that very much.

Our bank details: 068-2498297-89, IBAN:
BE45-0682-4982-9789, BIC: GKCCBEBB.

To become a Friend of ADHD-Europe, please
fill in the information form on our website and
send it to us. Your name will appear on
www.adhdeurope.eu/Friends of ADHD-
Europe.
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MEMBER ORGANISATIONS OF ADHD-EUROPE
v Verein ADAPT, Austria
’ Centrum ZitStil, Belgium
’ TDA/H-Belgique, Belgium
- ADHD Family Resources Brussels, Belgium
- Adult Anglophone AD/HD Support Group, Belgium
’ ADHD-Belgium, Belgium
’ Awakening - Organisation for Understanding AD/HD, Croatia
’ ADHD-Foreningen, Denmark
v ADHD-Association, Finland
v Hypersupers TDA/H France, France
v ADHS-Deutschland, Germany
’ BVAD, Germany
’ O Kyriakos, Greece
v ADHD-Hungary
v HADD, Ireland
v INCADDS, Ireland
’ AIFA Onlus, Italy
v ADANA Foundation, Spain
v FEEADHA, Spain
v Treffpunkt ADHS, Luxembourg
’ ADHD Family Support Group, Malta
v Balans, The Netherlands
v Impuls, The Netherlands
’ ADHD-Norge, Norway
v Polish AD/HD Association, Poland
’ Riksforbundet, Sweden

v Hiperaktivite, Turkey

SURVEY ADHD-EUROPE 2009
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Rachel, age 12, speaks for herself:

She has always voiced her own opinions and concerns surrounding her disablility and how the
world and the people she meets within it perceive her. She has struggled to gain acceptance
and understanding and is always keen to talk about her problems and these are the thoughts
she has expressed to her parents:

*  Why am I different?

*  Why do I have this disability?

*  Why do people talk about me and not to me?

* [don't understand lots of things at school but feel unable to express this

* [can’t cope with how I feel sometimes and get very angry and stressed

*  Why do I never get invited to meetings?

* [ am not a mental case

* [ am Rachel and I have needs and wants

* School wants to give me a detention because I forget my shoes or forget to do my
homework

* [ feel picked on and I feel I am made to feel like a troublemaker and lazy because of
AD/HD

* My sister calls me a troublemaker and headcase

* [ am normal in every sense of the word, just my brain gets mixed up now and then ...

Ref. Knowing me Knowing you: Mapping AD/HD Across Europe. 2001
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