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Erlduterungen zum Verstandnis der Evidenztabellen

Das vorliegende Dokument bietet Einsicht in alle den evidenzbasierten Empfehlungen der Version 2.0 der
interdisziplindren  evidenz- und  konsensbasierten S3  Leitlinie ,Aufmerksamkeitsdefizit-/
Hyperaktivitatsstorung (ADHS) im Kindes-, Jugend- und Erwachsenenalter zugrundeliegenden Studien und
die daraus beriicksichtigten Endpunkte. Die Auswahl erfolgte anhand der im Leitlinienreport (unter Kapitel
2.2) ausgefiihrten Einschlusskriterien der systematischen Literaturrecherchen. Die Evidenzibersichten
sind orientiert an den Themenbereichen und spezifischen Empfehlungen der Leitlinie gegliedert. Fiir jede
der evidenzbasierten Empfehlungen wurden die zugrundeliegenden Meta-Analysen (MAs) und
randomisiert kontrollierte Studien (RCTs) in separaten Tabellen aufbereitet. Zu Beginn einer jeden
Evidenzibersicht ist eine Tabelle aufgefihrt, in der alle berticksichtigten Endpunktkategorien (geclustert
nach Endpunkt und Rater*innen) zusammengefasst werden. Dort wird die Anzahl der Studien pro
Endpunktgruppe (MAs oder RCTs), die Anzahl der einbezogenen Endpunkte pro Cluster (m), sowie die
Aussagesicherheit der gesamten zugrundeliegenden Evidenz dieser Empfehlung berichtet. In den
Summary of Findings (SoF) Tabellen werden die einzelnen Endpunkte der jeweiligen Cluster inklusive
Referenz, Bewertung der Aussagesicherheit bzw. Risk of Bias (RoB), Effektstdrke (und deren klinischer
Implikation), Kommentare und zur Erhebung genutzte Messinstrumente berichtet.

Aus der Bewertung der methodischen Qualitat eines extrahierten Endpunktes (nach GRADE (Guyatt et al.,
2008) bei MAs, nach RoB Tool (Higgins et al., 2011) bei RCTs) ergibt sich die (gegenlaufigen) Abstufungen
der Aussagesicherheit, die in Tabelle 1 aufgefiihrt sind. Die aus den berichteten Effekten abzuleitenden
klinischen Implikationen werden fiir jeden Endpunkt angegeben und sind in Tabelle 2 erlautert.

Tabelle 1

Abstufungen der Aussagesicherheit der Evidenz entsprechend GRADE (Guyatt et al., 2008) fiir MAs und
des RoB Tools (Higgins et al., 2011) fiir RCTs

MAs RCTs

DDODD High certainty of o Very high risk
evidence

eee0 Moderate certainty o High risk
of evidence

1:]0]0) Low certainty of O No risk
evidence

000 Very Low certainty of
evidence

Anmerkung. MAs = Meta-Analysen, RCTs = Randomized Controlled Trials.
Tabelle 2

Ubersicht der klinischen Implikationen basierend auf dem CI (oder p-Wert) eines Endpunkts

Klinische Implikationen

| In favor of the intervention

U Does not favor intervention or control
C In favor of the control
Anmerkung. | = Intervention, U = Unclear, C = Control. Die klinische Implikation wird fiir jeden Endpunkt

separat angegeben.



Die Evidenztabellen der Empfehlungen des Diagnostikkapitels beinhalten ebenfalls Ubersichten mit
Endpunktkategorien, der Anzahl der enthaltenen MAs bzw. Primarstudien (PS) und der Qualitat der
Evidenz der Entpunktkategorien (Gesamt). In den SoF-Tabellen werden die Referenz, die Stichprobe
sowie die diagnostische Prozedur bzw. das diagnostische Kriterium, die Aussagesicherheit entsprechend
dem GRADE Ansatz (Guyatt et al., 2008) bzw. dem QUADAS-2 (Quality Assessment of Diagnostic
Accurycy Studies) Ansatz (Whiting et al., 2011), die Hauptschlussfolgerungen, sowie die diagnostischen
Validitats-/Reliabilitaitsmale berichtet. Die Interpretation der gekennzeichneten Aussagesicherheit nach
QUADAS-2 Ansatz wird in Tabelle 3 erlautert.

Tabelle 3.

Abstufungen der Aussagesicherheit der Evidenz entsprechend des QUADAS-2 Ansatzes

PS

++ High certainty of
evidence

+ Acceptable certainty of
evidence

0 Low certainty of
evidence

Anmerkung: PS = Primarstudien.

Referenzen
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1.1 Diagnostik

1.1.1 Bei welchen Personen sollte eine ADHS-Diagnose durchgefiihrt werden? 1.1.5 Welche Bedeutung
haben Fragebogenverfahren und Verhaltensbeobachtungen bei der Diagnostik von ADHS?

1.11A&1.15A

Beriicksichtigte Endpunktkategorien: Meta-Analysen

Endpunktkategorien

Inkrementelle/ differentielle Validitit Kinder und Jugendliche

Anmerkung. MAs = Anzahl der Meta-Analysen

Beriicksichtigte Endpunktkategorien: Primérstudien

Endpunktkategorien

Inkrementelle/ differentielle Validitat Kinder und Jugendliche

Inkrementelle/ differentielle Validitit Erwachsene

Interrater-Reliabilitat

Anmerkung. PS = Anzahl der Priméarstudien

Summary of Findings Tabelle: Meta-Analysen

Referenz

Stichprobe und
diagnostische
Prozedur

Aussagesicherheit
(GRADE)

Gesamtaussagesicherheit
der Evidenz

Moderat

Gesamtaussagesicherheit
der Evidenz

1 Moderat

Hauptschlussfolgerungen

Diagnostische
Validitats-/
ReliabilitaitsmaRe

Inkrementelle/ differentielle Validitit Kinder und Jugendliche

Staff et al., 2021

The Validity of
Teacher Rating Scales
for the Assessment of
ADHD Symptoms in
the Classroom: A
Systematic Review
and Meta-Analysis

J Atten Disord.
25(11), 1578-1593

Children

Teacher rating
scale: CTRS-R:S =
Conners’ Teacher

Rating Scale—

Revised: Short

Form, SWAN =

Strengths and

Weaknesses of
ADHD-Symptoms

and Normal-
Behaviors

Moderate
ee00

Based only on
“inconsistency”-
criterium of
GRADE-rating for
all outcomes in
comparison to
semi-structured
interview,

Based on the
“inconsistency” —
and “publication
bias”-criterium of
GRADE-rating for

Results support convergent validity
of teacher rating scales when
validated against semi-structured
clinical interview, with strong
correlations for all (sub)scales.
Divergent validity was confirmed for
rating scale measures validated
against semi-structured clinical
interview. Validated against
structured observations, convergent
validity of rating scales was further
confirmed, although correlations
with teacher rating scales were only
small to moderate. Divergent validity
was supported only for the
inattention symptom domain. Finally,

Convergent
validity,
Divergent validity
(correlations
measured)




all outcomes in as expected, overall, independent of

comparison to the type of instrument, convergent
structured validity was larger for ratings of
observations hyperactivity/impulsivity than for

ratings of inattention.

Anmerkung. n = Anzahl der Versuchspersonen, k = Anzahl der inkludierten Primarstudien. R = risk of bias, IC =
inconsistency, ID = indirectness, IP = imprecision, P = publication bias.

Summary of Findings Tabelle: Primdéirstudien

Stichprobe und Diagnostische
Hauptschlussfolgerungen Validitats-/

Reliabilitditsmafle

Aussagesicherheit
(QUADAS-2)

Referenz diagnostische
Prozedur

Inkrementelle/ differentielle Validitat Kinder und Jugendliche

Raiker et al., 2017

Accuracy of

Achenbach Scales in Parent-reported attention problems
the Screening of . were more useful than teacher- and
R Children and . .
Attention- self-report in identifying ADHD.
. . . . adolescents o

Deficit/Hyperactivity o Combining parent and teacher ROC-AUC
Disorder in a report improved identification.

. Achenbach . S .
Community Mental Multilevel likelihood ratios are

. . Scales . . . L
Health Clinic provided to facilitate routine clinical

use.

J Am Acad Child
Adolesc Psychiatry,
56(5), 401-409

Slobodin & . . . .
. Children aged 7- Children’s self-evaluations of their
Davidovitch, 2022 L .
10 years (n = functioning were often associated
190 with their teachers’ and parents’
Primary School ) . P
. . evaluations. However, these
Children's Self- . , .
. Children’s self- correlations were small to moderate .
Reports of Attention . Correlations
L. .. reports of their . (Cohen, 1988) and not symptom-
Deficit Hyperactivity . Not applicable. - between self-
. attention level specific.
Disorder-Related and ADHD report of ADHD-
Symptoms and Their Comments: not a . related
.. . related . . These results suggest that adding
Associations With diagnostic . symptoms and
.. symptoms, children self -report to the . .
Subjective and accuracy study . . impaired MOXO-
L. parent, and diagnostic process of ADHD may -
Objective Measures of > . CPT indices.
. . teacher forms of improve the low-medium
Attention Deficit
Hvoeractivity Disorder the Conners correspondence between
P ¥ ADHD rating informants’ reports and objective
. scales, Child measures of ADHD documented in
Front Hum Neurosci, . .
Behavior the literature.

16, 806047 Checklist (CBCL),




Teacher’s Report
Form (TRF), and
CPT scores

Gomez et al., 2021

Children aged 6-

The C 3-P(S) inattention and
hyperactivity/impulsivity scales, and
the CBCL attention problems scale,

are not only effective, but are

equally effective in

11 years (n = . A . .
identifying children with ADHD. ROC-AUC
ROC Anal f 264 !
OC Analyses o 64) Thus, it can be argued that the C 3- Sensitivity,
Relevant Conners 3~ T(S) inattention and Specificit
Short Forms, CBCL, Conners 3—short ++ hyperactivity/impulsivity scales ma Fllositivey,
and TRF Scales for form scales, Child P . A ¢ y y .

. . be a little better than the TRF Predictive Values,
Screening ADHD and Behavior attention problems scale for Negative
obD. Checklist (CBCL), identifying children with ADHD. Predictive Values

Teachers Report : . .
Assessment 28(1) Form (TRF) However, this needs to be viewed in
the context that we concluded that
both these scales may not be
favorable for
diagnosis of ADHD.
In sum, the parent SDQ HI subscale
scores discriminated well between
children with and without ADHD and
gave a higher risk for subsequent
Overgaard et al., 2019 ADHD than the SDQ conduct,
The predictive validity  Children aged 7- emotional and peer problem scores.
Although the sensitivity analyses
of the Strengths and 15 years (n = o . .
egr les were similar to earlier community ROC-AUC,
Difficulties 51096) ) L e e
. . studies with increased sensitivity at Sensitivity,
Questionnaire for . -

. . lower scores (> 4), they resulted in Specificity,
child atgntiogg strengths and * many false screening positive redictive validit
deficit/hyperactivity Difficulties . Y . g P . P y

. . . diagnoses. Including impact in scores
disorder Questionnaire . L .
(sDQ) addition to obtaining high HI scores

Eur Child Adolesc
Psychiatry, 28(5), 625-
633

reduced the number of false positive
predictions, but this rate would still
be a problem if the SDQ HI subscale
was to be used in the general
population with a low proportion of
ADHD.




Harvey et al., 2009

Predicting attention-
deficit/hyperactivity
disorder and
oppositional defiant
disorder from
preschool diagnostic
assessments

J Consult Clin Psychol.,
77(2), 349-54

168 children,
(their 168 female
primary
caregivers and
121 male
caregivers)

Based on
interviews and
ratings scales
(DISC-IV and
BASC scores)

Combining a DSM-IV based
diagnostic interview and a
standardized rating scale, children
with ADHD could be discriminated
from those with transient problems
as early as age 3 with reasonable
accuracy (76%).

Predictive Power

Vaughn, & Hoza, 2013

The Incremental
Utility of Behavioral
Rating Scales and a

Children aged 7-

11 years (ADHD:
n=185,CG:n=
85)

Semi-structured
clinical interview,

Not applicable.

Comment: In the
part of
incremental utility

Consistent with our expectations
and previous research (Pelham et
al., 2005), our results consistently

Structured Diagnostic parent- and they used as supported the superiority of both

L. teacher- parent-completed methods and of

Interview in the reference .
completed symptom-based rating scales when Incremental
Assessment of . . standard a . . -

. Disruptive S .. examined incrementally. Results utility
Attention- Behavior 9l (. were less consistent regarding the
Deficit/Hyperactivity ) the different . . garding

. Disorders (DBD) . incremental utility of empirically
Disorder . index test that . .
Rating Scales, derived rating scales beyond
. they measured .
. Computerized . symptom-based ratings.
Journal of Emotional after their each
. DISC-IV parent A
and Behavioral . incremental
Disorders, 21(4), 227 version, CBCL utilit
239 ! ! and TRF, and WJ- v
TC and WI-TA,
TOF.
Sisteré et al., 2014 Children and The DSM-Oriented scales showed
adolescents aged significant incremental validity in
Validity of the DSM- 8-17 years (n = conjunction with the Empirical
Oriented scales of the 420 CBCL; n = Syndrome scales for discriminating
Child Behavior 108 CBCL + YSR) + DSM-IV diagnoses, and considerable Incremental
Checklist and Youth incremental validity in conjunction validity

Self-Report

Psicothema, 26(3),
364-71

DSM-oriented
scales of the
ASEBA
inventories

with the diagnoses obtained
through the diagnostic interview for
predicting the level of functional
impairment.




Vugteveen et al., 2021

Validity Aspects of the
Strengths and
Difficulties
Questionnaire (SDQ)
Adolescent Self-
Report and Parent-
Report Versions
Among Dutch
Adolescents

Adolescents aged
12-17 years

Strengths and
Difficulties
Questionnaire
(SDQ) self- and
parent-report,
CBCL and YSR,

Both SDQ versions were found to be
useful for screening for three
specific types of problems:
anxiety/mood disorder,
conduct/oppositional deviant
disorder, and attention-
deficit/hyperactivity disorder.
Additionally, parent-rated SDQ
scores were found to be useful for
screening for autism spectrum

CFA and ESEM,
Cronbach’s alpha
coefficient, t test,

AUC values

ID5-2 disorder
Assessment, 28(2), ’
601-616
Schulz-Zhecheva et
al., 2019
ADHD Traits in
Ge.rman Scho.oI-A.ged Not applicable. Regarding its clinical utility, SWAN-  Validity ROC-AUC
Children: Validation of . . S
Children (n = DE and particularly SWAN-TOT (discrimination
the German Strengths .
405) Comments: not a showed an excellent ability to power),
and Weaknesses of . Y . . . e
ADHS Symbtoms and diagnostic differentiate between participants Sensitivity,
ymp R SWAN-DE accuracy study with and without ADHD. Specificity
Normal Behavior
(SWAN-DE) Scale
J Atten Disord, 23(6),
553-562
lzzo et al., 2019
The Conners 3-short Findings confirmed the original
forms: Evaluating the Children and Not applicable. . ~g . & internal
) multidimensional structures and .
adequacy of brief adolescents consistency as
. supported the Conners 3-Short
versions to assess Comments: not a . . measure of
. . Form scales as reliable and valid
ADHD symptoms and Conners 3-short diagnostic . . accuracy of the
tools to assess ADHD and its main
related problems form scales accuracy study . . test.
comorbid conditions.
Clin Child Psychol
Psychiatry, 24(4), 791-
808
Hall et al., 2019 Children and

The validity of the
Strengths and
Difficulties
Questionnaire (SDQ)
for children with
ADHD symptoms

adolescents aged
6—17 years with
ADHD (n = 250)

Strengths and
Difficulties
Questionnaire
(SDQ), parent

SDQ ratings of ‘probable’
hyperactivity disorder were good
predictors of clinical and research

diagnoses of ADHD, Further
examination of the SDQ
hyperactivity ‘probable’ rating

To evaluate ESEM
model fit,
Comparative Fit
Index (CFl), non-
normed fit index
(NNFI) and Root
Mean Square
Error of

10



PLoS One, 14(6),

and teacher

showed good specificity, but poor

Approximation

0218518 rating sensitivity for ADHD. (RMSEA) along
with x2 test were
examined
Inkrementelle/ differentielle Validitidt Erwachsene
Riglin et al., 2021
Inv.es'tlgatlng the Adults aged 25 We found the hyper-actlwt.y/-AD.HD ROC-AUC,
validity of the subscale to have high validity in e
years (n =4121) R . Sensitivity,
Strengths and distinguishing those meeting ADHD Specificit
Difficulties diagnostic criteria from those who P .\ v
X . Strengths and + . . Positive
Questionnaire to cper 1 did not. This suggests that the SDQ -
X Difficulties e A . Predictive Values,
assess ADHD in young . . subscale, which is widely used in .
adulthood Questionnaire child and adolescent populations, is Negative
(sbQ) ! Predictive Values

Psychiatry Res., 301,
113984

also suitable for use in young adults.

Interrater Reliabilitat

Sibley et al., 2019

Reexamining ADHD-
Related Self-Reporting
Problems Using
Polynomial Regression

Assessment, 26(2),
305-314

Adolescents aged
11-15 years (n =
107)

Self-reporting
(adolescent
versions of the
DSM-5 ADHD
Rating Scale,
Narcissistic
Personality
Inventory (NPI-
16))

a) Adolescents with ADHD reported
significantly lower levels of
inattention and H/I than parents.
b) Use of polynomial regression
provided no evidence that
discrepancies between parent and
adolescent symptom reports were
associated with any of the
hypothesized predictors.

Not applicable.

Comments: not a
diagnostic
accuracy study

Informant
discrepancies
(between parent
and adolescent
reports of
inattention and
H/I severity).
Predictors of
discrepancies.

Slobodin &
Davidovitch, 2022

Primary School
Children's Self-
Reports of Attention
Deficit Hyperactivity
Disorder-Related
Symptoms and Their
Associations With
Subjective and
Objective Measures of
Attention Deficit
Hyperactivity Disorder

Children aged 7-
10 years (n =
190)

Children’s self-
reports of their
attention level
and ADHD-
related
symptoms,
parent, and
teacher forms of
the Conners
ADHD rating
scales, Child

Children’s self-evaluations of their
functioning were often associated
with their teachers’ and parents’
evaluations. However, these
correlations were small to moderate
(Cohen, 1988) and not symptom-
specific.

Not applicable.

Comments: not a
diagnostic

accuracy study These results suggest that adding
children self -report to the

diagnostic process of ADHD may
improve the low-medium
correspondence between

informants’ reports and objective

Correlations
between self,
parent, and
teacher reports
of ADHD-related
symptoms
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Front Hum Neurosci,

Behavior

measures of ADHD documented in

16, 806047 Checklist (CBCL), the literature.
Teacher’s Report
Form (TRF), and
CPT scores
Takeda et al., 2020 Children and
adolescents (M = When predicting parent—teacher
Factors Associated 9.7 years, n = discrepancy from demographic
With Discrepancy in 894) Not applicable. variables, we found discrepancY
Parent-Teacher between parents and teachers, with
Reporting of ADHD Rating teachers reporting higher levels of Discrepancy

Symptoms of ADHD in
a Large Clinic-Referred
Sample of Children

J Atten Disord.,
24(11), 1605-1615

Scale, Fourth
Edition, Home
and School
Version
(ADHD-RS-IV,
Home, School)

Comments: not a
diagnostic
accuracy study

symptoms for ethnic minority
children than for non-minority
children. When the extreme groups
were examined, SES mattered more
than ethnicity.

measures

Vaughn, & Hoza, 2013

The Incremental
Utility of Behavioral
Rating Scales and a
Structured Diagnostic
Interview in the
Assessment of
Attention-
Deficit/Hyperactivity
Disorder

Journal of Emotional
and Behavioral
Disorders, 21(4), 227-
239

Children aged 7-

11 years (ADHD:
n=185,CG:n=
85)

Semi-structured
clinical interview,
parent- and
teacher-
completed
Disruptive
Behavior
Disorders (DBD)
Rating Scales,
Computerized
DISC-IV parent
version, CBCL
and TRF, and WJ-
TC and WI-TA,
TOF.

Not applicable.

Comment: In the
part of
incremental
utility, they used a
combination of
the different
index test that
they measured
after each
incremental utility
as reference
standard.

Consistent with our expectations
and previous research (Pelham et
al., 2005), our results consistently
supported the superiority of both
parent-completed methods and of
symptom-based rating scales when
examined incrementally. Results
were less consistent regarding the
incremental utility of empirically
derived rating scales beyond
symptom-based ratings.

Correlation and
rate of
agreement.
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de Nijs et al., 2004

Attention-
deficit/hyperactivity
disorder (ADHD):
parents' judgment
about school,
teachers' judgment
about home

Eur Child Adolesc
Psychiatry, 13(5), 315-
20

Not applicable.
Children (n=30) . hts: not a
diagnostic

DISC-IV
accuracy study

Parent and teacher often disagreed
about the child’s behaviours in
school and at home. Slight to
moderate levels of agreement were
also found between parents’ scores
about ADHD symptoms at home and
teachers’ scores about ADHD
symptoms at school.

Levels of
agreement
between parents’
and teachers’
about
children’s ADHD
symptoms at
home and at
school.

Vugteveen et al., 2021

Validity Aspects of the
Strengths and
Difficulties
Questionnaire (SDQ)
Adolescent Self-
Report and Parent-
Report Versions
Among Dutch
Adolescents

Adolescents aged
12-17 years

Strengths and
Difficulties
Questionnaire
(SDQ) self- and
parent-report,
CBCL and YSR,

Both SDQ versions were found to be
useful for screening for three
specific types of problems:
anxiety/mood disorder,
conduct/oppositional deviant
disorder, and attention-
deficit/hyperactivity disorder.
Additionally, parent-rated SDQ
scores were found to be useful for
screening for autism spectrum

Spearman rho
correlations

ID5-2 disorder
Assessment, 28(2), ’
601-616
Schulz-Zhecheva et
al., 2019
ADHD Traits in
hool-A
Ge.rman S¢ o.o .ged Not applicable. Regarding its clinical utility, SWAN-
Children: Validation of . .
Children (n = DE and particularly SWAN-TOT
the German Strengths . .
405) Comments: not a showed an excellent ability to Reliability
and Weaknesses of . . . . .
ADHS Svmbtoms and diagnostic differentiate between participants
ymp SWAN-DE accuracy study with and without ADHD.

Normal Behavior
(SWAN-DE) Scale

J Atten Disord, 23(6),
553-562
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lzzo et al., 2019

Reliability,
The Conners 3-short Across-informant
f : Evaluating th . . Findi firmed the original correlations
orms: Evalua |.ng e Children and Not applicable. in 'm.gs corT irmed the origina i
adequacy of brief multidimensional structures and between
. adolescents . .
versions to assess supported the Conners 3—Short different versions
Comments: not a . .
ADHD symptoms and . . Form scales as reliable and valid (parent—teacher
Conners 3-short diagnostic . . .
related problems tools to assess ADHD and its main ratings, parent—
form scales accuracy study . . .
comorbid conditions. youth rating, and
Clin Child Psychol teacher—youth
Psychiatry, 24(4), 791- ratings)

808

Anmerkung. n = Anzahl der Versuchspersonen. SG = sequence generation, CC = concealment, BP =
blinding participants, BA = blinding assessors, ID = incomplete data, OR = outcome reporting, CE = carry
over effects, SX = stopped early, UM = unvalidated measures, Ol = other issue.
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1.1.6 Welche Bedeutung haben testpsychologische Untersuchungen im Rahmen der
neuropsychologischen sowie der Entwicklungs- und Leistungsdiagnostik?

1.1.6A

Beriicksichtigte Endpunktkategorien: Primdrstudien

Gesamtaussagesicherh
eit der Evidenz

Endpunktkategorien

Differentielle Validitdt Kinder und Jugendliche

Differentielle Validitidt Erwachsene 13 Sehr schwach/
Inkrementelle Validitit Kinder und Jugendliche 4 schwach
Inkrementelle Validitat Erwachsene

Validitatsiiberpriifungen zu deutschsprachigen Verfahren 6
Anmerkung. PS = Anzahl der Primérstudien

Summary of findings Tabelle: Primdéirstudien

SEELEIEIE UAC e = Differentielle/ inkrementelle -
Pradiktoren

Referenz diagnostisches eit
(QUADAS-2)

Kriterium

Validitat

Differentielle Validitdt Kinder und Jugendliche

Areces et al., 2018

Efficacy of a
Continuous
Performance Test
Based on Virtual
Reality in the
Diagnosis of ADHD
and Its Clinical
Presentations

J Atten Disord.,
22(11), 1081-1091

Children aged 5-
16 years (89/28;
inattentive n = 28,
impulsive/hypera
ctive n =29,
combined n = 32)

Criterion n.a.

MANOVAS: significant differences
between ADHD subtypes and CG
with effect sizes d ~1.

The differentiation between both
subtypes with OE, CE, and TR is
dependent on visual and auditory
stimuli.

Aula Nesplora
(CPT VR)

Berger et al., 2017

Usefulness and
Validity of
Continuous
Performance Tests
in the Diagnosis of
Attention-Deficit
Hyperactivity
Disorder Children

Children aged 7-
12 years
(339/459)

Criterion n.a.

CPT total AUC .91-.96

Moxo-CPT
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Arch Clin
Neuropsychol.,
32(1), 81-93

Chen et al., 2022

Incremental

Validity of Multi- Children aged 5-7

. years (38/32; DBD-RS AUC .81; K-CPT AUC .74
:\:f::‘r:::tnd Multi- clinical sample) (total value); Among the individual
Evaluations in the 0 variables, HRT, HRT SD, variability, K-CPT2
Clinical Diagnosis of Criterion: and HRT ISI change showed
Preschool ADHD preliminary significant differences.
diagnosis

J Atten Disord.,
26(10), 1293-1303

Emser et al., 2018

Assessing ADHD

. 30/30 children
symptoms in

I
children and adults: >/ 38 2dults SE .80, SP .77, TQ. 78%
evaluating the role 0 QB & KITAP
Criterion: B TAP
of objective rrerion SE .82, SP .76, TQ 79% QB+ &
preliminary
measures . .
diagnosis

Behav Brain Funct.,
14(1), 11

Comparison ADHD — CG (AUC): HY

i . IA .67, IMP . Total .81
Hamadache et al., Children aged 5 80, IA .67, 589, Total .816
2021 years (37/55
. clinically Comparison ADHD —SLD all below
Is the QbMini a . .
. unremarkable, 26 .60 = insufficient

Valid Instrument 5LD) 0 QbMini
for ADHD .

For comparison: FBB-ADHD-V ADHD
AssessmERg Criterion: — CG: HY/IMP .87, IA .87, Total .88
J Atten Disord., preliminar.y ) -/, 1A .8/, Total.
25(10), 1384-1394 . .

(10) diagnosis ADHD - SLD: HY/IMP .768, 1A .613,
Total .698
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Hult et al., 2018

ADHD and the
QbTest: Diagnostic

Children aged 8-
12 years (124/-)

Measures for subscales only: SE 47—
67%; SP 72—84%; AUC 0.70-0.80

. Not applicable. QB-Test
Validity of QbTest Criterion n.a The test was unable to distinguish
J Atten Disord., between ADHD subtypes.
22(11), 1074-1080
Johansson et al.,
2021
The Ql.lantlfled Children aged 14-
Behavioral Test 16 years (89/248)
Failed to ¥
Differentiate ADHD L . ++ AUCs: Total .58; Act .49; Inatt .59 QB+
. . Criterion: twin
in Adolescents With .
study, clinical
Neurodevelopment diaenostic
al Problems &
J Atten Disord.,
25(3), 312-321
Labarga et al., 2019
Validierung des
QbMini Tests zur Children aged 5
Di 4 ;
oo i S
ofizit- P QbMini: HYP .818; IA .634, IMP .493
/Hyperaktivitdtssto Criterion: 0 FBB_ADHD_V:T'EEI 88:;2’ HY/IM .857; QbMini
rung (ADHS) bei diagnosis without CBCL: Ext .757, Attention probl. .919,
fiinfjahrigen predictors (Qb, Diss. Behav. .579; Aggr. Behav. .782
Kindern FBB-ADHD-V, ‘ $12/9 NEeT: .
CBCL)
Zeitschrift fiir
Neuropsychologie,
30 (3), 149-156
Tallberg et al., 2019  Children aged 9-
Incremental clinical 1‘Il' y'eazs (80/|38'; (a) Diagnosis
" clinical sample; CPT Confidence Index AUC 0.73
utility of other psychiatric
continuous disorder in 63% of . a) CPT-ll
b) MPD sett
performance tests the CG; 1Q. 87/92) * (b) SEHINg b) QB

in childhood ADHD
- an evidence-based
assessment
approach

Criterion: clinical
diagnosis (based
on e-interview,

parent & teacher

Qb: no statistical significance
regarding the prediction of
treatment success with medication
- irrelevant
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Scand J Psychol.,
60(1), 26-35

questionnaires
(SNAP-1V-30
Items)

Won et al., 2020

Application of
Attention-
Deficit/Hyperactivit
y Disorder
Diagnostic Tools:
Strengths and
Weaknesses of the
Korean ADHD
Rating Scale and
Continuous
Performance Test

Neuropsychiatr Dis
Treat., 16, 2397-
2406

Children aged 7-

12 62/12
years (62/12) AUCs: HI/IA: ADHD vs. CG .74/.731;
Criterion: ADHD+NOS vs. CG .779/.692; ADHD
VN 0 vs. NOS+CG .626/.625
ADHD, NO.S (not (Indication of correlation with 1Q)
otherwise

specified), CG

IVA-Plus (CPT)

Differentielle Validitdt Erwachsene

Adamou et al,,
2022

Efficacy of
Continuous
Performance

Adults aged 24-42
years (38/31)

(45/24) SE 70%, SP 43%

Testing in Adult + QB+
ADHD%n a Clinical Criterion: clinical Cutoff 1.5 SD: PPV
Sample Using diagnosis
QbTest including DIVA
J Atten Disord.,
26(11), 1483-1491
Alaghband-Rad et Adults (24/19);
al., 2021 clinical sample;
CG publicly
A Preliminary recruited CPT: no significant differences
Investigation of 0 between ADHD and CG CPT-2, TOL,
Deficits in Executive Criterion: Stroop, CAARS

Functions of Adults
With Attention
Deficit

comprehensive
assessment by
psychiatrist (no
further info on

Small sample
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Hyperactivity
Disorder

J Nerv Ment Dis.,
209(1), 35-39

methods;
duration 1 hour)

Baggio et al., 2020

Does the
continuous
performance test
predict ADHD
symptoms severity
and ADHD
presentation in
adults?

Journal of
Attention
Disorders, 24(6),
840-848

Adults (104/97)

Criterion:
preliminary
diagnosis (CG
clinical sample
without ADHD
diagnosis); no
info about
distribution of
comorbidities in
EG and CG

No difference for IA,

+ Significant difference for HY, 79.8 %
were identified as meeting ADHD
criteria

CPT3

Bijlenga et al., 2019

Objective
assessment of
attention-
deficit/hyperactivit
y disorder in older
adults compared
with controls using
the QbTest

Int J Geriatr
Psychiatry., 34(10),
1526-1533

Adults aged 55-79
years (97/112)

Criterion:
preliminary
diagnosis (CG
convenience
sample)

CFA: structure comparable to
younger patients; OCR 70 %

QB raw scores

Bottini et al., 2019

When Measures
Diverge: The
Intersection of
Psychometric
Instruments and
Clinical Judgment in
Multimodal Adult
Attention-
Deficit/Hyperactivit
y Disorder
Assessment

Adults (n = 45)

Criterion:
contamination
(retrospective, no
CG)

CAARS: SE 60.0, SP 70.4
Not applicable.
TOVA API: SE 80.0, SP 65.4

PASAT, TOVA,
TMT
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Professional
Psychology:
Research and
Practice, 50(6), 353-
363

Brunkhorst-Kanaan
et al., 2020

The Quantified
Behavioral Test-A
Confirmatory Test

Adults (94/20)

For QbAct, a significant difference
was found between ADHD and
non-ADHD (p =.019, SE .50, SP

.68, AUC .65).

No significant difference was
found for Qblna and Qblmp. The

in the Diagnostic Criterion: DIVA + tau of reaction timg va‘ri.ance also Qb Test
Process of Adult clinical judgement proved to be non-significant (p =
Front Psychiatry., High prevalence of comorbidities
11, 216 (depression 27 %/45 %). Only 40
% in the control group had no
clinical diagnosis.
Emser et al., 2018
?;::::::ﬁgm (30/30 children)
children and adults: 38/38 adulig
evaluating the role o SE .82, SP .76, TQ 79% QB+ & TAP
of objective CrlFer.lon:
measures pr.ellmln::?ry
diagnosis
Behav Brain Funct.,
14(1), 11
Hirsch, &
Christiansen, 2017 Children and
adults > 12 RTV CHI? 12.4**, OE 14.2**
Factorial Structure (5151/258)
and Validity of the Adults > 16 RTV SE 90%, SP 45%; Nagelkerke R? = Qb+
Quantified (206/91); .20, hit rate 76%, PPV 79%, NPV 67% TAP_GoNogo
Behavior Test Plus Clinical sample, - Inattention differentiates ADHD TAP_Get. Aufm.
(Qb+©) CG relatives from CG. No AUCs given.

Assessment, 24(8),
1037-1049

Criterion: n.a.
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Hsieh et al., 2021

Mismatch

Adults (52/62),
clinical sample,

ADHD-CG: F-test (ANOVA)

negativity and P3a matched CG OE 3.82(.053)
in drug-naive adults (publicly HRT 7.6 (.007)
with attention- recruited) HRT Var 4.55 (.035) CCPT
deficit hyperactivity CE 5.53 (.021)
disorder Criterion: clinical Perseverations 8.34 (.005)
diagnosis HRT ISI 4.41 (.038)

Psychol Med., according to HRT changed by ISIs 4.68 (.033)
52(15), 1-11 DSM, SNAP-IV
Nikolas et al., 2019
The role of Adults (ADHD
neurocognitive 109/ Depressive
:Z:ess::::t of adult 5u2tfliilea:22\r/u8it5¢iij DiffereRg@tion Q8- Healthy:

: publicly AUCs: RT .65, RT variability .66; OF TOVA
attention- 66
deficit/hyperactivit Criterion: \
y disorder preliminary

diagnosis
Psychol Assess.,
31(5):685-698
Pettersson et al.,
2018
Diagnosing ADHD in
Adults: An
DIVASE 90.0SP 72.9 AUC .83 T
Examination of the Adults (60/48), 82 4% Q
. .. . g ,47

szf;'i't“";?t“’e P Rgr'y CPT-Il OE SE 33.3 SP 85.4 AUC .74

v . . - CPT-II HRT Var SE 26.2 SP 85.4 AUC CPT-lI
Neuropsychological Criterion: 71
TD?:tsnz:::c p;?:";';;gy Kombi of Qb and CPT-II .SE .80 SP

& 8 66.7 TQ 74%

Assessment
Instruments
J Atten Disord.,
22(11), 1019-1031
Ulberstad et al., Adolescents and SE 82.6, SP 79; TQ 81%
2020 adults (12-60 AUC/effect size:

Obiective years old; 69/73) HYP: Microevents .80/1.36; (c(?)t::h_e'rc;st
) L IA: OE .75/.90; RT .73/.83; RT Var P
measurement of Criterion: clinical 81/1.29 online)
attention deficit diagnosis IMP" CE &4/ 84
hyperactivity (including Ob- o

disorder symptoms

Test, but not
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outside the clinic ObCheck =
using the QbCheck: predictor
Reliability and variable)
validity
Int J Methods
Psychiatr Res.,
29(2), e1822
Weyandt et al.,
2017 Students

(216/220;
Neuropsychological male:female ca.
functioning in 1:1) Total score F=6.83 (<.001) MANOVA. CPT2
college students 0 Cohen’s d small for HRT SE (.25) Confidence
with and without Criterion: clinical (min.) to .76 for CE index
ADHD diagnosis

(interview,
Neuropsychology, questionnaire)
31(2), 160-172

Inkrementelle Validitat Kinder und Jugendliche

Chen et al., 2022
Incremental Children aged 5-7
Validity of Multi- i
Method and Multi- years (38/32;
Informant clinical sample) DBD-RS + K-CPT .87 = increment
Evaluations in the o y above RS 6% K-cPT
Clinical Diagnosis of C”Fer.lon:
Preschool ADHD pr(lellmlna?ry

diagnosis
J Atten Disord.,
26(10), 1293-1303
Hollis et al., 2018 Multicentre, randomized, single-

blind study;

The impact of a study investigated whether
computerised test Children and knowledge of Ob-Test result had an
of attention and adolescents aged impact on diagnostic accuracy and
activity (QbTest) on 6-17 years time taken.
dlag?osFlc de.C|5|on- (171/96) Results: no dlffer.ence in c.llagno§t|c Ob AQUA-Trial
making in children ++ accuracy (comparison of diagnosis as
and young people Criterion: usual with and without Ob-Test;
with suspected DAWBA-Diagnosis criterion: DAWBA diagnosis); time
attention deficit system taken to reach diagnosis slightly

hyperactivity
disorder: single-
blind randomised
controlled trial

shorter (15 min) and investigators
felt more confident about diagnosis;
proportion of cases in which ADHD
was ruled out was higher
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J Child Psychol
Psychiatry, 59(12),
1298-1308

Article does not specify proportion of
ADHD diagnoses in the two study
conditions

Jarrett et al., 2018

Evidence-Based
Assessment of
ADHD in Youth

Children and
adolescents aged
5-17 years (n =

Using a Receiver 379); clinical Increment HRT-SD ca. 6% above CPT (HRT)
Operating sample CBCL and TRF (calculation unclear)
Characteristic
Approach Criterion:
J Clin Child Adolesc contamination
Psychol., 47(5),
808-820
Tallberg et al., 2019 (Bayesian inferential statistics)
diagnosis: decision depends on
Incremental clinical . questionnaire results; if Eand L
o Children aged 9- . - . . .
utility of combined yield diagnostic certainty
. 14 years (80/38; o .
continuous - of >85% (= criterion), no test is
clinical sample . . a) CPT-ll
performance tests with and without required; test can increase accuracy confide
in childhood ADHD if combined assessment of E and
. ADHD) - nce
- an evidence-based criterion does not meet threshold, index
assessment - which is the case when results are
Criterion: n.a. . .
approach inconsistent.

Scand J Psychol.,
60(1), 26-35

retrospective
study

Do the same criteria apply for ruling
out ADHD (probability of
misdiagnosis > 15%)?

Inkrementelle Validitat Erwachsene

Bijlenga et al., 2019

Objective
assessment of
attention-
deficit/hyperactivit
y disorder in older
adults compared
with controls using
the QbTest

Int J Geriatr
Psychiatry, 34(10),
1526-1533

Adults aged 55-79
years (97/112)

Criterion: Sample
preliminary
diagnosis (CG
convenience
sample)

Qb+: OCR 70%. Combined with
CAARS or ASRS improves the hit rate
21%

Ob raw scores
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Bottini et al., 2019

When Measures
Diverge: The
Intersection of
Psychometric
Instruments and
Clinical Judgment in
Multimodal Adult

Adults (n = 45)

CAARS + TOVA: SE 50.0, SP 82.1

Attention- Criterion: Not applicable. - Increase in specifity 11.7% PASAT, TOVA,
Deficit/Hyperactivit contamination through testing compared to T™MT
y Disorder (retrospective, no quenstionnaires
Assessment CG)
Professional
Psychology:
Research and
Practice, 50(6), 353-
363
Groom et al., 2016
The incremental
validity of a
computerised Adults ADHD (n =
assessment added 37) vs. ASS (n = The increase in Qb-total based on
. . . . ) : a0
to clinical rating 25) 0 the CAARS+ Autism Self-Report is 9%. Ob total
scales to
differentiate adult Criterion: sample Before 2017
ADHD from autism with preliminary
spectrum disorder diagnoses
Psychiatry Res.,
243,168-73
Nikolas et al., 2019
Adults (ADHD TOVA increment via Fb was 2.2% in
The role of . e
. 109/ Depressive distinguishing ADHD from control
neurocognitive - . .
. 52/ Healthy 85); group. A combination of interview
tests in the . s
sample publicly and TOVA RT variability was able to
assessment of adult . .
recruited 0 correctly classify 87% of cases. TOVA

attention-
deficit/hyperactivit
y disorder

Psychol Assess.,
31(5):685-698

Criterion: people
with relevant
clinical diagnoses

Differentiation from depression was
successful in 70.4% of cases using a
combination of TOVA and a word-
learning test
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Pettersson et al.,
2018

Diagnosing ADHD in
Adults: An
Examination of the
Discriminative
Validity of
Neuropsychological
Tests and
Diagnostic
Assessment
Instruments

J Atten Disord.,
22(11), 1019-1031

Adults (60/48),
clinical sample

Criterion:
preliminary
diagnosis

CPT increases specificity by 10.4 % to
81.3 compared with DIVA alone
(72.9). Nagelkerke’s R? increases

from 0.365 to 0.671.

The combination of Qb and CPT
variables increases TQ by 4.6 % and
specificity by 17 % compared to DIVA
alone (logistic regression analysis)

CPT-lI

Validitatsiiberprifungen zu deutschsprachigen Verfahren (auch vor 2017)

Bornert-Ringleb et
al., 2018

Uberpriifung der
differentiellen
Validitat der
Untertests
Alertness, Go/Nogo
und Flexibilitat der
Testbatterie zur
Aufmerk-
samkeitspriifung
(TAP) bei der
Diagnose-stellung
von
Aufmerksamkeitsd
efizit-/Hyper-
aktivitatsstorungen
im Jugendalter

Empirische
Sonderpadagogik
10(1), 85-99

Adolescents aged
11-17 years
(49/49)

Criterion:
preliminary
diagnoses
(parallel CG)

AUCs:
Alertness: .48-.59
Flexibilitat: .55-.58
Go/Nogo: .52-.65

TAP Alertness,
Go/Nogo,
Flexibility

Drechsler et al.,
2009

Zur klinischen
Validitat einer
computergestiitzte
n
Aufmerksamkeitste

Clinical sample
(50/50), CG no
abnormalities

Criterion:
preliminary
diagnoses

For 2 or more positive KITAP-UTs:
SE 40%, SP 94%, PPV 0.77

For 6 UTs:

AUC for Hy/Im 0.68
AUC for UA0.76

KITAP
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stbatterie fir
Kinder (KITAP) bei 7
bis 10-jahrigen
Kindern mit ADHS.

Kindheit und
Entwicklung, 18(3),
153-161

Dreisorner, &
Georgiadis, 2011

Sensitivitat und
Spezifitat
computer-
gestitzter
Verfahren zur
Diagnostik von
Aufmerksamkeitsd
efizit-
/Hyperaktivitéts-
storung (ADHS) im
Kindes- und
Jugendalter. Die
Testbatterie zur
Unaufmerksambkeit
sprifung (TAP) und
Testbatterie zur
Aufmerksamkeits-
priifung fiir Kinder
(KITAP)

Empirische
Sonderpadagogik
3(1), 3-19

Children aged 8-
10 years (24/24);
clinical sample,
CGno 0
abnormalities

Criterion: n.a.

TAP: Effect sizes d were significant
for 9 out of 18 parameters (mostly
>.8)

KITAP: Effect sizes d were significant
for 4 out of 18 parameters, and >.5
for 8 parameters

AUCs:
TAP flexibility, sustained attention,
alertness (RZ-SD): .668-.826

KITAP and TAP

Hellwig-Brida et al.,
2010

Intelligenz- und
Aufmerksamkeitslei
stungen von Jungen
mit ADHS
[Components of
intelligence and
attention in boys
with ADHD]

Zeitschrift fiir
Psychiatrie,
Psychologie und

Boys aged 6-10
(68/norm group);
clinical sample

Criterion: n.a.
(questionnaire,
clinical
assessment)

Not applicable.

Effect sizes d
Alterness (SD?) 1.25
Flexibilitat (SD?) 1.01

Significant deviations from standard
values were also observed in other
parameters

KITAP
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Psychotherapie,
58(4), 299-308

Lenhard, & Children aged 6-
Lenhard, 2013 12 years (43/323) Boys: AUC 6%, test above
ADHS-Test 6-12 Criterion: n.a. Not applicable. guestionnaire ADHD-Test 6-12

L Girls: 2%, test above questionnaire
(clinical sample

Gottingen: Hogrefe  vs. norm sample)

Renner et al., 2015

Psychometrische After Bonferroni-Holm correction

Eigenschaften der Children aged 6- barely any significant differences

"Testbatterie zur 10 years (32/183) (only ommissions)

Aufmerksamkeitspr MANOVA: ADHD vs. F83 and F91

tifung fur Kinder" Criterion: n.a. Not applicable.  only isolated instances of significance KITAP

(KITAP) in einer (clinical sample

klinischen with and without KITAP not suitable to distinguish

Stichprobe ADHD) between ADHD and other psychiatric
disorders

Diagnostica, 61(2),

63-75

Anmerkung. n = Anzahl der Versuchspersonen. SG = sequence generation, CC = concealment, BP =
blinding participants, BA = blinding assessors, ID = incomplete data, OR = outcome reporting, CE = carry
over effects, SX = stopped early, UM = unvalidated measures, Ol = other issue.
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1.3 Psychosoziale Interventionen

1.3.2 Psychosoziale Interventionen bei Kindern im Vorschulalter mit ADHS
1.3.2.1. Welche psychosozialen Interventionen sollten bei Kindern mit ADHS im Vorschulalter (ca. drei
bis sechs Jahre) eingesetzt werden?

1.3.2.1.A

Beriicksichtigte Endpunktkategorien: Meta-Analysen

Gesamtaussagesicherheit

Endpunktkategorien der Evidenz

ADHS Symptome gesamt (KL)
ADHS Symptome gesamt (E)
Kindliches Verhalten gesamt (E)
Kindliches Verhalten gesamt (KL)
Verhaltensprobleme (KU)
Verhaltensprobleme (KL)
Verhaltensprobleme (E)
Erziehungsverhalten (KL)
Erziehungsverhalten (E)
Anmerkung. MAs = Anzahl der Meta-Analysen, m = Anzahl der Endpunkte innerhalb dieser Endpunktkategorie. E

= Elternurteil, KL = Kliniker*innenurteil, KU = Kombiniertes Urteil, L = Lehrer*innenurteil, S = Selbsturteil, T =
kognitive Tests, U = Unbekanntes Urteil.

Sehr schwach/ schwach

R R R R R R R R
R N R 0N NN R

[EEN
N

Beriicksichtigte Endpunktkategorien: RCTs

Gesamtaussagesicherheit

Endpunktkategorien der Evidenz

Aufmerksamkeit (E) 1
Hyperaktivitat (E) 1 4
Verhaltensprobleme (E) 2 24 Sehr schwach/ schwach
Erziehungsverhalten (E) 2 44
Elterlicher Stress (E) 1 4

Anmerkung. RCTs = Anzahl der randomisierten kontrollierten Studien, m = Anzahl der Endpunkte innerhalb dieser
Endpunktkategorie. E = Elternurteil, KL = Kliniker*innenurteil, KU = Kombiniertes Urteil, L = Lehrer*innenurteil, S
= Selbsturteil, T = kognitive Tests, U = Unbekanntes Urteil.

Summary of Findings Tabelle: Meta-Analysen

AR Effektstdrke Kommentare Mess-

Referenz Endpunkt

(GRADE) instrument
ADHS Symptome gesamt. Kliniker*innenurteil

31



Rimestad et al.,
2019

Population:
Children with
ADHD or ADHD
symptoms, 2.5-6
years, preschool,

Number of
subjects not
certain,
calculated from
information on
sample size of

no medication n =403, k=6 |nc:|v(;(?|ual ind dentl
Intervention: ADHD Low g=.12 th > ul 'es E n epeg. EER;/
Parent training, symptoms, sllele) Cl(-12-.36) EMSElves. (Sugpassassec: '
details on bias. CPT, PDT, PSA,
effect post- Post-treatment (IC, IP)
V) Most commonly FP, FY
treatment and
used parent
follow-up ..
. training
Comparison:
Control program:
L Incredible Years
conditions,
. Parent The New
waitlist,
Forest Parent
treatment as .
.. Training.
usual, minimal
intervention
ADHS Symptome gesamt. Elternurteil
Number of
Rimestad et al., subjects not
2019 certain, but
calculated from
Population: information on
ADHD o1 ADHD o3 ke el GRS PLAY
tor g n= (103, = in tlv(;' ua PARK, WWP,
symptoms, o ADHD Low _551 " ms ”l '€3 - PKSB, PACS,
years, :'resttf ool, symptoms, DDOO y g3—3. - det §Ie V(:,Sfo' ew CBCL, ECBI,
:"‘; me 'ct,a ‘on Post-treatment (IC) (33-.69) Me at' 30 |as|. DBRS-I, DBRS-
Pn erv::n |?r!. | 0s ;ommo: y hi, BASC-PRS-h,
arent training, use .péren PKBS-0/i, DSM-
effect post- training "
treatment and program:
follow-up Incredible Years
Comparison: Parent The New
Control Forest Parent
conditions, Training.
waitlist,
treatment as n=705k=8 CPRS, PLAY
fjsual, m|r1|ma| ADHD Moderate g=.07 Nurnber of PARK, WWP,
intervention Cl(-.01-.15) subjects not PKSB, PACS,
symptoms, DDDO ;
Follow-up (IP) certain, CBCL, ECBI,
V) calculated from DBRS-I, DBRS-
information on  hi, BASC-PRS-h,
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sample size of
individual
studies
themselves. Few
details on bias.
Most commonly
used parent
training
program:
Incredible Years
Parent The New
Forest Parent

PKBS-o/i, DSM-
11

Training
Kindliches Verhalten gesamt. Elternurteil
Mingebach et al,, n=58214, k=
2018 Child behavior Very low 20 No further Multiple
overall, SMD = .51 . . .

Population: pre- Post ®OOO Cl (.39 - .64) information on mstruments

(BP, BA) RoB combined
school- and measurements
school-aged I
children with
externalizing
behavior
problems
Intervention:
parent-based
interventions for
children with n=38543, k=
rrjental health Child behavior Very low 6 No further Multiple
dlsorderf .or overall, 41000 SMD = .51 information on instruments
externalizing Follow-up (BP, BA) Cl(31-.71) RoB combined

behavior
problems; mostly
behavioral parent
interventions
Comparison:
Control group or
no control

Kindliches Verhalten gesamt. Kliniker*innenurteil
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Mingebach et al.,

2018 n=23426, k=
. Child behavior Very low > No further Multiple
Population: pre- overall, 101010 SMD = .62 information on instruments
school- and Post (BP, O|) Cl (18 - 106) RoB combined
school-aged measurements
children with I
externalizing
behavior
problems
Intervention:
parent-based
interventions for
children with n=17618, k =
mental health 2
disorders or Child behavior Very low SMD = .59 No further Multiple
externalizing overall, 1000 Cl(.24-.94)  informationon instruments
behavior Follow up (BP, OI) RoB combined
problems; mostly I
behavioral parent
interventions
Comparison:
Control group or
no control
Verhaltensprobleme. Kombiniertes Urteil

Bennett et al., Including
2019 supported self-
Population: help, supported
Children and and
studies with Disruptive 17 nonsuppported
mean age under behavior Low g=.44 self-help vs Multiple
18 (no lower age Self-help \;s ©SO00 Ci(.28-.60) control; Parer;t- measuring
limit) with ) (R, 1C) ! ! instruments
impaing control group | Obeserver - and
symptoms of Self-report;
depression studies with

. : mixed samples
anxiety and/ or up to 25 years
::::Sit::e included if mean
Intervention: age under 18
Self-help
interventions Disruptive Low n=n.a., k=9 Parent-, Multip.le
including biblio- behavior dDOO g=.62 Obeserver - and measuring
therapy and ! (R, 1C) Cl (.34 -.90) Self-report; instruments
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computerized Supported self- studies with
therapy, guided help vs. CG | mixed samples
self-help with up to 25 years
focus on self-help included if mean
Comparison: any age under 18
control group
(waitlist,
treatment as Parent-,
usual, placebo/ Disruptive n=n.a., k=3 Obeserver-and
attention control) behavior, Moderate g=.49 SeIf-.repo.rt; Multiple
and other Supported and Y 1@) C1(.27-.70) s.tud|es ' measuring
psychological unsupported (R) mixed samples instruments
treatment self-help vs. CG I _upto 25 years
included if mean
age under 18
Parent-,
n=n.a., k=5 Obeserver-and
nehaion, Moderste G5 eewty  Multiole
Nonsupported GBG?IS?O mixed samples i::ffj;!:i
self-help vs. CG I up to 25 years
included if mean
age under 18
Parent-,
Disruptive n=n.a., k=6 Obeserver-and
behavior, Moderate =-.28 Self-.repo.rt; Multiple
Self-help vs. Yol 1@) Cl(-43--13) s.tudles with measuring
face-to-face (R) mixed samples instruments
therapy C . up to 25 years
included if mean
age under 18
Verhaltensprobleme. Kliniker*innenurteil
Number of
Rimestad et al., subjects not
2019 certain,
n=232,k=5 calculated from
Population: Conduct g=.31 information on
Children with problems, Low Cl (-.07 - .69) samp!e'Size of FOS-RII, PDT,
ADHD or ADHD Post-treatment dDOO individual PSA
symptoms, 2.5-6 (IC, IP) U studies

years, preschool,
no medication
Intervention:
Parent training,

themselves. Few

details on bias.
Most commonly
used parent
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effect post-
treatment and

training
program:

follow-up Incredible Years
Comparison: Parent The New
Control Forest Parent
conditions, Training.
waitlist,
treatment as
usual, minimal
intervention
Verhaltensprobleme. Elternurteil
Number of
subjects not
certain,

Rimestad et al.,
2019

Population:
Children with
ADHD or ADHD
symptoms, 2.5-6
years, preschool,
no medication
Intervention:
Parent training,
effect post-
treatment and
follow-up
Comparison:
Control
conditions,
waitlist,
treatment as
usual, minimal
intervention

calculated from
information on
sample size of

n=1003, k = individual NYPRS, PKBS,
13 studies PACS, CBCL,
Conduct Low g=.44 themselves. Few ECBI, DBRS-
problems, DDOO ClI(.17-.70)  details on bias.  odd, PKBS-0/a,
Post-treatment (1C) Most commonly  BCL, BPB, DSM-
| used parent 11
training
program:
Incredible Years
Parent The New
Forest Parent
Training.
Number of
subjects not
certain, but
calculated from
n=705 k=8 information on NYPRS, PKBS,
Conduct Moderate g=.07 sa.mp.le.size of PACS, CBCL,
problems, oedO c1(01-.15) |nd|V|c.juaI ECBI, DBRS-
studies odd, PKBS-0/a,
Follow-up (IP) |

themselves. Few

details on bias.
Most commonly
used parent
training
program:
Incredible Years

BCL, BPB, DSM-
Il
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Parent The New
Forest Parent

Training.
Erziehungsverhalten. Kliniker*innenurteil
Rimestad et al.,
2019 Number of
. subjects not

Population: .

. . certain, but
Children with calculated from
ADHD or ADHD

symptoms, 2.5-6
years, preschool,

information on
sample size of

no medication n=604,k=9 'ns‘:LVé?:sa' GIPCI, FOS-RII,
Intervention: Negative . g=.33 naturalistic
- . High themselves. Few i
Parent training, parenting, DOOD CI(13-.53) tails on bias observation,
effect post- Post-treatment Most commonll DPICS, PDT,
treatment and I ¥ PSA, EE
used parent
follow-up ..
. training
Comparison: rogram:
Control program:
L Incredible Years
conditions,
e Parent, The New
waitlist,
Forest Parent
treatment as ..
.. Training.
usual, minimal
intervention
Erziehungsverhalten. Elternurteil
Rimestad et al., Number of
2019 subjects not
certain, but
calculated from
Population: information on
Children with sample size of
. n=692, k=8 s
ADHD or ADHD Negative Low - &3 individual
symptoms, 2.5-6 parenting, BB00 o (93—2-_ 03) studies PPI, PPS, PS
years, preschool,  Post-treatment (IC) oot themselves. Few

no medication
Intervention:
Parent training,
effect post-
treatment and
follow-up
Comparison:

details on bias.
Most commonly
used parent
training
program:
Incredible Years
Parent, The New
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Control Forest Parent

conditions, Training.
waitlist,

treatment as

usual, minimal Number of
intervention subjects not

certain, but
calculated from
information on
sample size of
individual
n=357,k=5 studies
g=.12 themselves. Few
Cl (-.01-.24) details on bias.
Most commonly
u used parent
training
program:
Incredible Years
Parent, The New
Forest Parent
Training.

Negative Moderate

parenting, SEEO)
Follow-up (IP)

PPI, PPS, PS

Anmerkung. n = Anzahl der Versuchspersonen, k = Anzahl der inkludierten Priméarstudien. R = risk of bias, IC =
inconsistency, ID = indirectness, IP = imprecision, P = publication bias.

Summary of Findings Tabelle: RCTs

Referenz Endpunkt Risk of Bias Effektstarke Kommentare Mess-

instrument

Aufmerksamkeit. Elternurteil

Stattin et al., 2015

=310 Swanson,
Population: parents ADHD Ve?ilsilgh d=.17 Pel\llr?;?'Raar']c?ng
of 3-12 year old Inattention, ® Cl(.10-.24) Scale (SNAP-
children Comet vs. CG )

. (BP, BA) IV) Inattention
Intervention: one of 4 | subscale
parent trainings:
behavioral programs Swanson
(Come-t, Cope, Very high n=326 Nolan anld
Incredible Years) or ADHD risk d=.08 PeIhamlRating
nonbehavioral Inattention, ® Cl(.01-.15) Scale (SNAP-
program (Connect) Cope vs. CG .
Comparison: waitlist (BP, BA) | V) Inattention
control subscale
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n=233 Swanson,
ADHD Very high d=.18 Nolan, and
Inattention, risk CI (.09 - .26) Pelham Rating
Incredible o Scale (SNAP-
Years vs. CG (BP, BA) | IV) Inattention
subscale
n=321 Swanson,
ADHD Very high d=.01 Nolan, and
Inattention, risk CI (.00 - .08) Pelham Rating
Connect vs. o Scale (SNAP-
CG (BP, BA) U IV) Inattention
subscale
Hyperaktivitat. Elternurteil
Swanson,
Very high n =310 Nolan, and
ADHD risk d=.15 Pelham Rating
Hyperacticity, PY Cl (n.a.) Scale (SNAP-
Comet vs. CG V)
(BP, BA) I Hyperactivity
subscale
Stattin et al., 2015 Swanson,
Very high n=326 Nolan, and
Population: parents ADHD risk d=.19 Pelham Rating
of 3-12 year old Hyperactivity, ® Cl(.12-.27) Scale (SNAP-
children Cope vs. CG V)
Intervention: one of 4 (BP, BA) | Hyperactivity
parent trainings: subscale
behavioral programs Swanson,
(Comet, Cope, ADHD Very high n=233 Nolan, and
Incredible Years) or y . : d=.22 Pelham Rating
. Hyperactivity, risk
nonbehavioral . Cl (.14 - .30) Scale (SNAP-
Incredible [ )
program (Connect) Years vs. CG (8P, BA) V)
Comparison: waitlist ) ’ I Hyperactivity
control subscale
Swanson,
ADHD Very high n=321 Nolan, anf:l
. - d=.10 Pelham Rating
Hyperactivity, risk
Cl(.02-.18) Scale (SNAP-
Connect vs. o V)
cG (BP, BA) | Hyperactivity
subscale

Verhaltensprobleme. Elternurteil

Day, & Sanders, 2018

Population: Parents

Frequency of
disruptive
behavior,

Very high
risk

n=117
d=.22

All
questionnaires

ECBI Intensity
Subscale
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of 2-8-year-old
children with
concerns about child’s
behavior and at least
one socioeconomic or
family risk factor
Intervention: Self-
directed TPOL (web-
based variant of
Triple P — Positive
Parenting Program)
Comparison: TPOL
enhanced with
practioner support
[TPOLe], wait-list
control

WL vs. TPOL, o Cl (-.14 - .58) online, no
pre-post (BP, BA) formal diagnosis
U required,
different
number of
modules
completed
All
questionnaires
Frequency of Very high n=117 online, no
dlsrupflve risk d=.16 formal dllagn05|s ECBI Intensity
behavior, ® Cl (-.21-.52) required, Subscale
WL vs. TPOL, different
Pre-follow-up (BP, BA) U number of
modules
completed
All
questionnaires
Frequency of Very high n=126 online, no
disruptive risk d=.76 formal d‘lagn05|s ECBI Intensity
behavior, ® Cl(.39-1.13) required, Subscale
WL vs. TPOLe, different
Pre-post (BP, BA) I number of
modules
completed
All
questionnaires
Frequency of Very high n=126 online, no
dlsrupFlve risk d=.70 formal dllagn05|s ECBI Intensity
behavior, ® Cl (.34 -1.06) required, Subscale
WL vs. TPOLe, different
Pre-follow-up (BP, BA) I number of
modules
completed
Frequency of All
disruptive Very high n=123 questionnaires
behavior, risk d=.50 online, no ECBI Intensity
TPOL vs. o Ci{.14-.86) formal diagnosis Subscale
TPOLe, Pre- (BP, BA) I required,
post different
number of
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modules

completed
All
Frequency of questionnaires
behavior, risk ol 1_4' 86) o uiregd ECBI Intensity
TPOL vs. o B -d ’ Subscale
different
TPOLe, (BP, BA) I number of
Pre-follow-up modules
completed
All
Disruptive questionnaires
child n=117 online, no
. Very high 3 i i
behaviors risk l C;g '61604 forn:eal d;ff;OSIS ECBI Intensity
considered a ° (@ 0%) di?f:rent' Subscale
problem,
WLvs.TPOL,  (BP.BA) : ”:]T:elre‘;’f
u
Pre-post
P completed
All
Disruptive guestionnaires
Chl|f.| Very high n=117 onlln.e, no '
behavnors risk d=.52 formal d'lagn05|s ECBI Intensity
considered a ® Cl (.15 -.89) required, Subscale
problem, different
WL vs. TPOL, (BP, BA) | number of
Pre-follow-up modules
completed
All
Disruptive guestionnaires
chllfi Very high n=126 f onlmt'e, no '
berrawors risk d=.93 ormal d‘lagn05|s ECBI Intensity
considered a PY Cl (.56 - 1.31) required, Subscale
problem, different
WL vs. TPOLe, (BP, BA) | number of
Pre-post modules
completed
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All

Disruptive guestionnaires
child Very high n=126 online, no
behaviors risk d=128 formal diagnosis ECBI Intensit
considered a ® Cl (.89-1.66) required, Subscale y
problem, different
vs. e, ’ number o
WL vs. TPOL (BP, BA) | ber of
Pre-follow-up modules
completed
. . All
DIS:::;We questionnaires
behaviors Very high n=123 online, no
considered a risk d=.26 fong! d‘|agn05|s ECBI Intensity
problem PY Cl(.11-.62) required, Subscale
! different
TPOL vs. (BP, BA) I number of
P-I;'Z?L:s’t modules
P completed
. . All
Dmu_ptwe questionnaires
child . n=123 online, no
behaviors very high d=.75 formal di::\gnosis
considered a risk Cl(.38-1.12) required ECBI Intensity
problem, o .q ' Subscale
different
TPOL vs. (BP, BA) | number of
TPOLe, modules
Pre-follow-up completed
Stattin et al., 2015 , n =310 Swanson,
oDD Very high d=.26 Nolan, and
Pooulation: ’ risk Cl(.19-.33) Pelham Rating
opulation: Parents Comet vs. CG ® Scale (SNAP
of 3-12 year old cale )
children (BP, BA) | V) ODD
Intervention: One of 4 subscale
parent trainings: Swanson,
: n=2326
behavioral programs Very high d= 23 Nolan, and
(Comet, Cope, oDD, risk ol 1_6' 20 Pelham Rating
Incredible Years) or Cope vs. CG o (.16-.30) Scale (SNAP-
nonbehavioral (BP, BA) I IV) ODD
program (Connect) subscale
Comparison: Waitlist
control oDD, VerY high n=233 Swanson,
risk d= 25 Nolan, and
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Incredible o Cl (.17 - .32) Pelham Rating
Years vs. CG (BP, BA) Scale (SNAP-
| IV) ODD
subscale
Swanson,
Very high n=321 Nolan, and
oDD, - d=.07 .
Connect vs. risk Cl (.01 -.14) Pelham Rating
G o ) ) Scale (SNAP-
(BP, BA) I IV) ODD
subscale
Swanson,
Intensity of Very high n =310 Nolan, and
child's risk d=.63 Pelham Rating
problems, o CI(.53-7) Scale (SNAP-
Comet vs. CG (BP, BA) | IV) ODD
subscale
n=326 Swanson,
Intensity of Very high d=.44 Nolan, and
child's risk Cl (.36 - .53) Pelham Rating
problems, o Scale (SNAP-
Cope vs. CG (BP, BA) | IV) ODD
subscale
Intensity of . n=233 swanson,
o Very high Nolan, and
child's sk d=.42 .
problems " Cl(.32-.52) Pelham Rating
4 [ Scale (SNAP-
Incredible (8P, BA) IV) ODD
Years vs. CG ’ |
subscale
Intensity of . n=321 swanson,
o Very high Nolan, and
child's isk d=.31 .
problems " Cl(.21-.41) Pelham Rating
! o Scale (SNAP-
Connect vs.
G (BP, BA) | IV) ODD
subscale
Swanson,
Problematic Very high n=310 Nolan, and
child risk d=.49 Pelham Rating
behavior, o Cl(46-.51) Scale (SNAP-
Comet vs. CG (BP, BA) I IV) ODD
subscale
Problematic Very high Swanson,
child risk n=326 Nolan, and
behavior, o d=.27 Pelham Rating
Cope vs. CG (BP, BA) Cl(.24-.29) Scale (SNAP-
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IV) ODD

I subscale
Problematic =233 swanson,
child Very high ':j__ > Nolan, and
behavior risk ol 2_3' - Pelham Rating
o o (:23-.29) Scale (SNAP-
Incredible V) ODD
Years vs. CG (BP, BA) | subscale
Problematic =321 Swanson,
child Very high r:j_— 17 Nolan, and
behavior risk ol 1_4' - Pelham Rating
Connect v's ® (14-20 Scale (SNAP-
G (BP, BA) | IV) ODD
subscale
Erziehungsverhalten. Elternurteil
All
questionnaires
Parenting Very high n=117 online, no
er::rtl::s_ risk cl (d 1=o 2663) forn:jéjilfegg P PSLaxness
Day, & Sanders, 2018 ’ YT ¢
y WL vs. TPOL, (BP.BA) different Subscale
Population: Parents Pre-post ' 0 numbelr of
of 2—-8-year-old modules
children with completed
concerns about child’s
behavior and at least Al
one socioeconomic or . .
- questionnaires
family risk factor Parenting n=117 online, no
Intervention: Selfy practice - very high d—- 18 formal di;gnosis
directed TPOL (web- Bncss risk o 1_9 - 54) required PS Laxness
_':a,s‘:d I‘)’a":"t,:f WL vs. TPOL, ® different Subscale
np'e \ QU Pre-follow-up (BP, BA) u number of
Parenting Program) modules
Comparison: TPOL completed
enhanced with
practioner support
[TPOLe], wait-list All
control Paretr.ltmg Very high n=126 questionnaires
er:)::nl:seS risk d=.43 online, no PS Laxness
! ) Cl (.08-.78)  formal diagnosis Subscale
WL vs. TPOLe, (8P, BA) required,
Pre-post I different
number of

44



modules

completed
All
questionnaires

Parenting . online, no

X Very high n=126 - .

Lamoss, isk d=sL T e PS Laxness
WL vs. TPOLe, ® ci(.16-.87) different Subscale
Pre-follow-up (BP, BA) number of

|
modules
completed
All
. uestionnaires

Parenting q online. no

practice - very high n=123 e ol disgnosis

Laxness, risk d=.15 o uiregd PS Laxness

TPOL vs. o Cl(-20 - 51) di?ferent' Subscale

TPOLe, (BP, BA) number of

Pre-post v modules

completed
All
\ uestionnaires

Parenting q online. no

practice - very high n=123 ¢ mal diagnosis

Laxness, risk d=.32 o uiregd PS Laxness

TPOL vs. [ ) Cl (-.04 - .68) dig‘erent’ Subscale

QLY (BP, BA) number of
Pre-follow-up U modules
completed
All
. uestionnaires

Parenting q online. no

practice — very high n=117 formal die,\ nosis
Overreactivity risk d=.24 re uireg 4 PS Overactivity

, o Cl(-.13-.61) d ’ Subscale
different
WL vs. TPOL, (BP, BA) number of
Pre-post v modules
completed
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All
questionnaires

Parenting online, no
practice - very high n=117 formal diall nosis
Overreactivity risk d=.44 o uireg f PS Overactivity
) o Cl (.07 - .81) -auired, Subscale
WL vs. TPOL different
) ’ (BP, BA) number of
Pre-follow-up |
modules
completed
All
b
practice - very high N = 12600 M Nuidenosis
Overreactivity risk d=.61 . uireg 4 PS Overactivity
) ® Cl (.25 -.97) auirec, Subscale
WL vs. TPOLe different
’ ! (BP, BA) number of
Pre-post |
modules
completed
All
westarares
practice - very high n=126 mal diagnosis
Overreactivity risk d=.82 re uireg 4 PS Overactivity
, ) Cl (.45 - 1.18) -quired, Subscale
WL vs. TPOLe different
’ . (BP, BA) number of
Pre-follow-up |
modules
completed
All
Parenting questionnaires
o practlc:—.t Very high r;: 123 f onI||r;(.e, no .
verreactivity risk =.39 orma llagn05|s PS Overactivity
’ P Cl (.03-.75) required, Subscale
TPOL vs. different
TPOLe, (BP, BA) | number of
Pre-post modules
completed
Parenting Very high n=123
) . d=.40 All -
practice — risk . . PS Overactivity
.. Cl (.04 - .76) questionnaires
Overreactivity [ ) . Subscale
online, no
’ (BP, BA) I

formal diagnosis
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TPOL vs. required,
TPOLe, different
Pre-follow-up number of
modules
completed
All
questionnaires
Parenting Very high n=117 online, no
pract.ufe - risk d=.00 formal dllagn05|s PS Hostility
Hostility, Cl (-.36-.36) required,
WL vs. TPOL, ® different Subscale
Pre-post (BP, BA) U number of
modules
completed
All
questionnaires
Parenting Very high n=117 online, no
pract.ltfe - risk d=.20 formal d‘lagn05|s PS Hostility
Hostility, Cl(-.16 - .57) required,
WL vs. TPOL, ® different Subscale
Pre-follow-up (BP, BA) U number of
modules
completed
All
guestionnaires
Parenting Very high n=126 online, no
pra.c.tlce - risk d=.27 formal dllagn05|s PS Hostility
Hostility, WL ® Cl (-.08 - .62) required, Subscale
vs. TPOLe, different
Pre-post (BP, BA) U number of
modules
completed
p ti ~ All
are: ing Very high Z‘_ 126 guestionnaires
F:z:til;;:y risk o 1_3'4883) online, no PS Hostility
’ B formal diagnosis
WL vs. TPOLe, (BP.BA) " quiregd Subscale
Pre-follow-up ’ I different
number of

47



modules

completed
All
Parentin questionnaires
. & . n=123 online, no
practice = very high d=.32 formal diagnosis
Hostility, risk Alos e " uireg g PS Hostility
TPOL vs. (] (-03-.67) d ’ Subscale
different
TPOLe, (BP, BA) U number of
Pre-post modules
completed
All
Parentin questionnaires
. g . n=123 online, no
practice = very high d=.35 formal diagnosis
Hostility, risk alad " uireg g PS Hostility
TPOL vs. o @m0} -d ’ Subscale
different
TPOLe, (BP, BA) u number of
Pre-follow-up modules
completed
All
guestionnaires
Total Very high n=117 online, no
parenting risk d=.39 formal diagnosis
practice, PY Cl (.02 -.76) required, PS Total
WL vs. TPOL, different
Pre-post (BP, BA) I number of
modules
completed
All
questionnaires
Total Very high n=117 online, no
parenting risk d=.40 formal diagnosis
practice, ® Cl (.02 -.77) required, PS Total
WL vs. TPOL, different
Pre-follow-up (BP, BA) I number of
modules
completed
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All
questionnaires

Total Very high n=126 online, no
parenting risk d=.73 formal diagnosis
practice, ® Cl (.36-1.09) required, PS Total
WL vs. TPOLe, different
Pre-post (BP, BA) I number of
modules
completed
All
questionnaires
Total Very high n=126 online, no
parenting risk d=1.06 formal diagnosis
practice, PY Cl (.69 -1.43) required, PS Total
WL vs. TPOLe, different
Pre-follow-up (BP, BA) I number of
modules
completed
All
questionnaires
Total
ota. Verv high online, no
parenting W n=123 formal diagnosis
practice, risk d=.36 required PS Total
TPOL vs. ) Cl(.00-.72) di?feren{
TPOLe, (BP, BA) number of
Pre-post v modules
completed
All
Total questionnaires
. . line,
parenting very high n=123 for:wr;llr(;(iea nr:)osis
practice, risk d=.70 re uiregd PS Total
TPOL vs. ) Cl(.33-1.08) di?ferent'
TPOLe, (BP, BA) number of
Pre-follow-up | rodules
completed
Stattin et al., 2015 Very high
Angry risk n=310 Angry
Population: Parents c::‘t;u‘::tsz G [ ) d=.30 Oustfal:;Sts
of 3-12 year old ) (BP, BA) Cl (.25 -.35)
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children

Intervention: One of 4
parent trainings:
behavioral programs
(Comet, Cope,
Incredible Years) or
nonbehavioral
program (Connect)
Comparison: Waitlist
control

Very high n =326
Angry risk d=.16 Angry
outbursts, ® Cl(.12-.22) Outbursts
Cope vs. CG scale
(BP, BA) |
. n=233
Angry Very high _
outbursts, risk d=.12 Angry
Incredible PY Cl (.06 - .18) Outbursts
Years vs. CG (BP, BA) I scale
. n=321
Angry Very high B
outbursts, risk D Angry
Connect vs PY Cl (.05 - .15) Outbursts
G (8P, BA) | scale
=310 Parents
Harsh Very high Z__ Practice
trea:::ent ) Cl( 5_2'5853) Interview,
Comet vs. CG ® Harsh
(BP, BA) I Treatment
subscale
=326 Parents
Nt Very high r‘;‘_ Practice
@ risk =39 Interview,
treatment, ® Cl (.33 - .45) Harsh
Cope vs. CG
(BP, BA) I Treatment
subscale
=933 Parents
Harsh Very high ’;__ 58 Practice
treatment, risk ol 2_1' 3 Interview,
Incredible o (:21-.35) Harsh
Years vs. CG (BP, BA) I Treatment
subscale
Harsh Very high Parents
treatment, risk n=321 Practice
Connect vs. o d=.18 Interview,
CG (BP, BA) Cl(.11-.25) Harsh
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Treatment

I subscale
: =310
Attempted Very high n
understanding risk d=.14 Attemptec;l
PY Cl(.10-.18) Understanding
Comet vs. CG (BP, BA) I subscale
. =326
Attempted Very high n
understanding risk d=.23 Attemptec;l
PY Cl(.19-.27) Understanding
Cope vs. CG (8P, BA) | subscale
Attemptefj Very high n=233
understanding risk d=.09 Attempted
’ P Cl (.05-.13) Understanding
Incredible subscale
Years vs. CG (BP, BA) |
Attemptefj Very high n=321
understanding risk d=.27 Attempted
’ P Cl (.24 - .31) Understanding
Connect vs. subscale
CG (BP, BA) I
Very high n=310 Parents
Use of risk d=.30 Practice
Rewards, ® Cl (.17 - .44) Interview,
Comet vs. CG Rewarding the
g
(BP, BA) I Child subscale
Very high n =326 Parents
Use of risk d=.25 Practice
Rewards, ® Cl(.11-.39) Interview,
Cope vs. CG Rewarding the
(BP, BA) I Child subscale
Use of Very high FF: aretr.lts
Rewards, risk n=233 | trac .Ice
Incredible o d=.30 Revr:/aer:jvilr:ewt’he
Years vs. CG (BP, BA) Cl (.15 - .46) g

Child subscale
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Use of Very high ';:_322;; Earetr.mts
Rewards, risk T ractice
Connect vs PY Cl(.13-.43) Interview,
G ) Rewarding the
(BP, BA) | Child subscale
Very high n=310 Parents' Sense
Parental risk d=.69 of
competence, ® Cl (.62 -.76) Competence
Comet vs. CG measure
(BP, BA) I (PSOC)
Very high n=326 Parents' Sense
Parental risk d=.47 of
competence, PY Cl (.40 - .54) Competence
Cope vs. CG measure
(BP, BA) I (PSOC)
parental Very high Z=_2§23 Parents]c Sense
competence, & Cl 2_4' 40) Com c()etence
Incredible o (-24-. mel:;sure
Years vs. CG (BP, BA) I (PSOC)
Parental Very high rl;:_3§51 Parentsf Sense
competence, risk N °
Cl (.28 -.42) Competence
Connect vs. o measure
cG (BP, BA) | (PSOC)
Elterlicher Stress. Elternurteil
Stattin et al., 2015 _ Caregiver
Parental very high ’ZI_- 33:»1(()) strain
Population: Parents Stress risk o ” 36) Questionnaire,
of 3-12 year old Comet vs' G o R objective
children (BP, BA) I strains
Intervention: One of 4 subscale
parent trainings: Very high Caregiver
behavioral programs Parental risk n=326 Strain
(Come't, Cope, coSt:‘elsss,CG ® d=.10 Questionnaire,
Incredible Years) or pevs. (BP, BA) Cl1(.03-.17) objective
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nonbehavioral strains

program (Connect) | subscale
Comparison: Waitlist
control Caregiver
Parental Very high n=233 Strain
Stress, risk d=.23 Questionnaire,
Incredible o CI(.15-.31) objective
Years vs. CG (BP, BA) I strains
subscale
Caregiver
Parental Very high n=321 Strain
Stress, risk d=.13 Questionnaire,
Connect vs. o CI(.05-.21) objective
CG (BP, BA) I strains
subscale

Anmerkung. n = Anzahl der Versuchspersonen. SG = sequence generation, CC = concealment, BP = blinding
participants, BA = blinding assessors, ID = incomplete data, OR = outcome reporting, CE = carry over effects, SX =
stopped early, UM = unvalidated measures, Ol = other issue.
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1.3.2.1.C

Beriicksichtigte Endpunktkategorien: Meta-Analysen

ADHS Symptome gesamt (KU) 1 1
Verhaltensprobleme (KU) 2 2
Prosoziales Verhalten (KU) 1 1
Lehrer*innenverhalten (L) 1 3

Endpunktkategorien

Gesamtaussagesich
erheit der Evidenz

Sehr schwach/
schwach

Anmerkung. MAs = Anzahl der Meta-Analysen, m = Anzahl der Endpunkte innerhalb dieser Endpunktka-
tegorie. E = Elternurteil, KL = Kliniker*innenurteil, KU = Kombiniertes Urteil, L = Lehrer*innenurteil, S =
Selbsturteil, T = kognitive Tests, U = Unbekanntes Urteil.

Referenz

Summary of Findings Tabellen: Meta-Analysen

Aussagesicher

Endpunkt Effektstarke Kommentare

heit (GRADE)

ADHS Symptome gesamt. Kombiniertes Urteil

Mess-
instrument

Aldabbagh R, et al., For ADHD
2022 outcome
behavior,
Population: children _ K= researchers
with ADHD and n _55_9’ =3 grouped
externalizing ADHD Low =47 hyperactivity
behaviors, 2-13 years DDO0O CI(.30-.65) symptoms and SDQ, CTRS
. symptoms . .
Intervention: teacher (R) | inattention
training symptoms
Comparison: waiting together if they
list, treatment as were listed
usual, other separately in a
treatment study.
Verhaltensprobleme. Kombiniertes Urteil
Externalizing
Aldabbagh R, et al., .
2022 behavior
problems domain  SDQ, SESBI,
Population: children ] n =639, k=12 het was CzTﬁ_SC'ISDSgSS
with ADHD and Externalizing ow d=.41 eterogeneous ! !
. . SDOO Cl (.25-.56) and comprised CTRF, TOCA-
externalizing behavior .
. (R) studies that C, SCP, SSIS-
behaviors, 2-13 years
. | measured RS, PBQ,
Intervention: teacher "
.. oppositional ECBI, SESBI-R
training .
. - behavior,
Comparison: waiting ]
challenging

list, treatment as

behavior, and
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usual, other
treatment

n=268,k=5
Very low d=.38 DPICS,
Conduct
problems eO00 Cl (.04 -.71) TCIDOS,
(R, 1C) TPOT, CCOF
|
Prosocial behavior. Kombiniertes Urteil
Aldabbagh R, et al.,
2022
Population: children
with ADHD and n=502,k=9 PRO, SDQ,
externalizing . Very low d= .46 WMCSC,
R Prosocial
behaviors, 2-13 years behavior 4]10]0]0) Cl (.28 - .64) SSBS-2,
Intervention: teacher (R, 1C) TPOT, TOCA-
training | A, SCP, SSIS
Comparison: waiting
list, treatment as
usual, other
treatment
Lehrer*innenverhalten. Lehrer*innenurteil
Aldabbagh R, et al., n=304,k=6
2022 Teachers Very low d=.48
warmth and bOO0O Cl(.15-.81) TPOT, STRS
Population: children closeness (R, 1C)
with ADHD and |
externalizing
behaviors, 2-13 years
Intervention: teacher n=262,k=5
training Teachers Low d=.13
Comparison: waiting conflict SIS OL@) ClI (.05 - .34) STRS
list, treatment as (R)
usual, other I
treatment
231 kg MOOSES,
n= , K=
Teachers Very low d=.71 DPICS,
o TCIDOS,
positive ©O00 Cl(.29-1.14) CMsSQ
i R, IC !
strategles (R, 1€) : TPOT, CLASS,
OREVS
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Anmerkung. n = Anzahl der Versuchspersonen, k = Anzahl der inkludierten Primarstudien. R = risk of bias, IC =
inconsistency, ID = indirectness, IP = imprecision, P = publication bias.

Referenzen
Aldabbagh, R., Glazebrook, C., Sayal, K. & others. (2024). Systematic review and meta-analysis of the effectiveness
of teacher-delivered interventions for externalizing behaviors. Journal of Behavioral Education, 33(3), 233—
274.
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1.3.2.1.D

Beriicksichtigte Endpunktkategorien: Meta-Analysen
Gesamtaussagesicherheit
der Evidenz

Sehr schwach/ schwach

Endpunktkategorien

Verhaltensprobleme (U)

Anmerkung. MAs = Anzahl der Meta-Analysen, m = Anzahl der Endpunkte innerhalb dieser Endpunktkategorie. E =
Elternurteil, KL = Kliniker*innenurteil, KU = Kombiniertes Urteil, L = Lehrer*innenurteil, S = Selbsturteil, T =
kognitive Tests, U = Unbekanntes Urteil.

Referenz

Summary of Findings Tabelle: Meta-Analysen
Aussagesicherheit

Endpunkt

(GRADE)
Verhaltensprobleme. Unbekanntes Urteil

Effektstarke

Mess-

Kommentare .
instrument

Studies
included if using
n =504, k= formalized
Externalizing 14 assessments of
behaviors, Low g=.34 externalizing
CCPT vs. no EBE(BRC))O CI-.525-17) behaviors; no n-a.
treatment | info on
sequence
Parker et al. (2021) generation +
concealment
Population:
children (2-12
years) treated for Studies
disruptive included if using
behaviors/ high formalized
scores on behavior Externalizing n=284,k=7 assessmer\Fs of
problem measures behaviors, Low g=.56 extern.allzmg
Intervention: Child CCPT vs. SDOO Cl (-.84 --.28) behaviors; to na.
centered play . prevent
alternative (R) T
therapy (CCPT) | publication
. treatment :
Comparison: no bias: funnel
treatment, plots, fail safe N
treatment as usual, and trim-and-fill
alternative statistics
treatment
n=303, k= Studies
Overall 10 included if
problem Very low g=.48 measure of all
behaviors, ©O00O Cl (-.71--.24) problem n.a.
CCPT vs. no (R, P) behaviors
treatment | (externalizing,

internalizing,
aggressive); to

57



prevent
publication
bias: funnel
plots, fail safe N
and trim-and-fill
statistics

Studies
included if
results reported
of formalized

Aggressive n= 1516’2k =4 assessment of
bgﬁaviors Very low | g _7' 6 outcome
; ©O000 ¢l (-57-.05) variable; to n.a.
CCPT vs. no
(R, IP) prevent
treatment U wen
publication
bias: funnel

plots, fail safe N
and trim-and-fill
statistics

Anmerkung. n = Anzahl der Versuchspersonen, k = Anzahl der inkludierten Primarstudien. R = risk of bias, IC =
inconsistency, ID = indirectness, IP = imprecision, P = publication bias.

Referenzen
Parker, M. M., et al. (2021). Exploring the impact of child-centered play therapy for children exhibiting behavioral
problems: A meta-analysis. International Journal of Play Therapy 30(4), 259-271.



1.3.3 Psychosoziale Interventionen bei Kindern und Jugendlichen im Schulalter mit ADHS
1.3.3.1. Welche psychosozialen Interventionen sollten bei Kindern im Schulalter und bei Jugendlichen
mit ADHS und leichter bis moderater Funktions-, Aktivitéits- und Teilhabebeeintrdchtigung
durchgefiihrt werden?

1.33.1.A

Beriicksichtigte Endpunktkategorien: Meta-Analysen

Gesamtaussagesicherheit
der Evidenz

Endpunktkategorien

ADHS Symptome gesamt (KU)
ADHS Symptome gesamt (E)
ADHS Symptome gesamt (L)

ADHS Symptome gesamt (KL)

Aufmerksamkeit (KU)
Hyperaktivitdt/Impulsivitit (KU)

ADHS Symptomverbesserung (KL)

Verhaltensprobleme (KU)
Verhaltensprobleme (E)
Verhaltensprobleme (L)

Verhaltensprobleme (KL) . / sch h
oderat/ schwac

sehr schwach

P PR NN R R R R R NN
P PR NN R R R R R N WO,

Emotionale Probleme (E)

Anmerkung. MAs = Anzahl der Meta-Analysen, m = Anzahl der Endpunkte innerhalb dieser Endpunktkategorie. E =
Elternurteil, KL = Kliniker*innenurteil, KU = Kombiniertes Urteil, L = Lehrer*innenurteil, S = Selbsturteil, T = kognitive Tests,
U = Unbekanntes Urteil.

Summary of Findings Tabelle: Meta-Analysen

Aussagesicherheit " Mess-
Effektstark ¢ t .
(GRADE) ekistarke ommentare instrument

Referenz Endpunkt

ADHS Symptome gesamt. Kombiniertes Urteil
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Dahl et al., 2020

Population: youth
(ages 5-17)
diagnosed with ADHD
Intervention:
psychoeducation-

Parent- and
teacher-ratings;
psychoeducation

. . . . ADHD-RS-IV,
based interventions — n=956,k=7 interventions: any ADHD
either in combination g=.787 professionally- SsYmptoms
with another Low Cl (.457 - delivered (;/ nf tom
treatment modality ADHD symptoms 212100 1.116) treatment Cf:/eclflist)
or on its own — (R) modality that o

. . Conners’ Rating
delivered to the | integrated both Scales
parents or teachers of psychotherapeutic ',

. . Conners
children/adolescents and educational
; . N Global Index
Comparison: material into
Individual counseling, didactic sessions
parent support, TAU,
no control group,
placebo pill and
psychoeducation
Hornstra et al., 2023
lindicat

Population: parents n=n.a., k= Blin |ca. es
of children and 26 change in

. ADHD total . standardized
adolescents with SvMBLOms Not applicable 6=.27 mean difference
ADHD Symp ! due to missing Cl (.00 - .53) n.a.

. Individual BPT vs. . . when

Intervention: information .

L group BPT technique
Individual parent | . .

. increases with one
training .

. unit
Comparison: group
parent training
Tourjman et al., 2022
Population: children
with ADHD already
med!cat!ed or no n=907, k=7 CBC, BASC,
medication SMD = 91 CPRS, PACS,
Intervention: NFPP, Very low o PKBS, DBRS,

DHD 54 - 1.

IY, The Parenting Your Cso:: ':0:15 eO00 C1(:54-1.28) ERC, Parenting
Hyperactive ymp (R, IC, P) | Scale, CCNES,
Preschooler program, AAPCI, SNAP-
Face to Face (F2F), IV, etc...

Barkley’s parent
training group, Triple
P program Mindful
parenting training +
pharmacotherapy
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(methylphenidate or
risperidone)
Comparison: wait list
or active controls
(Non-standard care
control excluded)

Conners rating

Not specified scale, ADHD
which parent rating scale,
trainings used; Daily parent
n=n.a., k= based on 107 rating of
n.a. studies (reported evening and
ADHD symptoms, Very low g=-.03 in 33 papers, morning
Parent-training vs. eO00 Cl(-.33-.27) n=9883), but behavior scale,
stimulants (R, IP, P) unclear how many Disruptive
U studies included in behavior

Yang et al., 2021 outcome; within

and between

disorder rating
scale, Conduct
Population: children group effects disorder score,
with ADHD (5 till 17 considered Irritability
years) Scale, etc.
Intervention: parent

training or parent

training combined Conners rating

with - scale, ADHD
) Not specified .
psychostimulants which parent rating scale,
Comparison: . P Daily parent
sychostimulants = k= trainings used; rating of
i " :2.’ i based on 107 evening and
ADHD symptoms, o studies (reported g
Parent training and Very low g=-26 in 33 papers morning
N & 1000 Cl (-.01 - .60) papers, behavior scale,
psychostimulants n=9883), but . .
. (R, IP, P) Disruptive
vs. stimulants unclear how many .
U behavior

studies included in
outcome; within
and between
group effects

disorder rating
scale, Conduct
disorder score,

considered Irritability
Scale, etc. ...
ADHS Symptome gesamt. Elternurteil
Fabiano et al., 2021
n=n.a., k=
Population: children 14 .
and adolescence with Low d=.32 Allocation to
ADHD/ ODD, max. 18 ADHD symptoms [51210]0) Cl(12- 52) primary stydles n.a.
years (IC, P) not possible

Intervention: |
behavioral Parent
Training
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Comparison:
different control
groups

Leijten et al., 2018

Population: children
with conduct
problems, 1-12 years
Intervention:
Incredible Years
parenting program
Comparison: control
condition, waitlist

n=1532, k=
11
SMD =-.30
Cl(-.44--17)

Moderate

1 O)
(P)

ADHD symptoms

SDQ (1 study:
PACS
converted in
SDQ)

ADHS Symptome gesamt. Lehrer*innenurteil

Fabiano et al., 2021

Population: children
and adolescence with
ADHD/ ODD, max. 18
years

Intervention:
behavioral Parent
Training
Comparison:
different control
groups

n=n.a., k=6
d=-.12
Cl(-.41-.17)

Allocation to
primary studies
not possible

Very low

®000O
(IC, 1P, P)

ADHD symptoms

u

n.a.

ADHS Symptome gesamt. Kliniker*innenurteil

Fabiano et al., 2021

Population: children
and adolescence with
ADHD/ ODD, max. 18
years

Intervention:
behavioral Parent
Training
Comparison:
different control
groups

n=n.a., k=2
Low d=.01

®e00 Cl(-.15-.17)
(1P, P)

Allocation to
primary studies
not possible

ADHD symptoms

U

n.a.

Aufmerksamkeit. Kombiniertes Urteil
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Hornstra et al., 2023

. B1indicates
Population: parents n=n.a., k= .
. change in
of children and 17 .

. . . standardized
adolescents with Inattention, Not applicable 6=.29 mean difference
ADHD Individual BPT vs. due to missing Cl(-.11-.69) when n.a.
Intervention: group BPT information .

. technique
Individual parent U . -
. increases with one
training .
. unit
Comparison: group
parent training
Hyperaktivitdt/Impulsivitit. Kombiniertes Urteil
Hornstra et al., 2023
Lindi
Population: parents n=n.a., k= B |nd|ca.tes
. change in
of children and 17 .

. . standardized
adolescents with Hyp./Imp., Not applicable 6=.55 mean difference
ADHD Individual BPT vs. due to missing Cl(.10- 1.00) when n.a.
Intervention: group BPT information .

- technique
Individual parent I . .

L increases with one
training .

. unit
Comparison: group
parent training
Symptomverbesserung. Kliniker*innenurteil
Dahl et al., 2020
Population: youth
(ages 5-17)
diagnosed with ADHD
Intervention:
psychoeducation-
b.ased !nterven.tlon.s - n=168 k=2
either in combination - 578
with another Global symptom Moderate é]l z 272
l e I, CGI-I

treatment modality improvement Y12 1@) 885) CGl, CG

or on its own —
delivered to the
parents or teachers of
children/adolescents
Comparison:
Individual counseling,
parent support, TAU,
no control group,
placebo pill and
psychoeducation

(R)

Verhaltensprobleme. Kombiniertes Urteil
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Dahl et al., 2020

Population: youth
(ages 5-17)
diagnosed with ADHD
Intervention:
psychoeducation-
based interventions —

either in combination " =g5—68£'16l3<6= i
ith anoth o
:::eatfnn;t fnrodalit Behavioral @EI;)SO Cl (.158 - Parent- and CBCL, SDQ,
. y problems .774) teacher-ratings EPC, SPI, FTF
or on its own — (R)
delivered to the |
parents or teachers of
children/adolescents
Comparison:
Individual counseling,
parent support, TAU,
no control group,
placebo pill and
psychoeducation
Hornstra et al., 2023
. B1indicates
Population: parents .
. n=n.a., k= change in
of children and . .
. Behavioral . 21 standardized
adolescents with Not applicable .
ADHD problems, due to missin 6=-.09 mean difference n.a
. Individual BPT vs. ) . & Cl(-.35-.18) when h
Intervention: information .
L group BPT technique
Individual parent . -
. U increases with one
training .
. unit
Comparison: group
parent training
Verhaltensprobleme. Elternurteil
Fabiano et al., 2021
Population: children
and adolescence with n=n.a., k=
ADHD/ ODD .18 14
/ L' . Very low Allocation to
years Externalizing SO00 d=.49 rimary studies na
Intervention: behavior problems Cl (.24 - .74) P v st o
(IC, P) not possible

behavioral Parent
Training
Comparison:
different control
groups

64



Leijten et al., 2018

Population: children
with conduct
problems, 1-12 years
Intervention:

n=1622, k=
Moderate SMle 35
Conduct problems ©000 cl (__51___:_19)

(P)

Ten studies
(prevention or
treatment trials)
70% of the
children scored
above clinical cut-
off on ECBI, four
studies (selective

ECBI (for 2
studies PACS
was converted

Incredible Years | prevention trials in ECBI)
parenting program for high-risk
Comparison: control families) 30% of
condition, waitlist children scored
above
Verhaltensprobleme. Lehrer*innenurteil
Fabiano et al., 2021
Population: children
and adolescence with
ADHD/ ODD, max. 18 n=na, k=4
years , . Externalizing Moderate =@ Allocation to
Intervention: behavior problems Y12 1@) Cl(-.32--.04)  primary st.udles n.a
. (P) not possible
behavioral Parent C
Training
Comparison:
different control
groups
Verhaltensprobleme. Kliniker*innenurteil
Fabiano et al., 2021
Population: children
and adolescence with
ADHD/ ODD, max. 18 n=na,k=8
years ’ : Externalizing Very low d=.04 Allocation to
Intervention: behavior problems +]0]0]0) Cl(-.23-.31) primary stydles n.a.
. (IC, IP, P) not possible
behavioral Parent U

Training
Comparison:
different control
groups

Emotionale Probleme. Elternurteil
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Leijten et al., 2018

Population: children n=1340, k =

with conduct Low 10 sDQ (for 2
problems, 1-12 years Emotional SMD = -.06 studies CBCL
Intervention: problems GB(?EC?))O Cl (-.18 - .06) converted in
Incredible Years ! sDQ)
parenting program U

Comparison: control
condition, waitlist

Dahl et al., 2020

Population: youth
(ages 5-17)
diagnosed with ADHD
Intervention:
psychoeducation-
based interventions —

either in combination N 3?7,;:7: 3 CGAS, Weiss

with another Very low gl _(_'01 i Functional

treatment modality Global functioning 21000 : Impairment
. .808) )

or on its own — (R, IP) Rating Scale,

delivered to the U WFIRS-P

parents or teachers of
children/adolescents
Comparison:
Individual counseling,
parent support, TAU,
no control group,
placebo pill and
psychoeducation

Fabiano et al., 2021

Population: children
and adolescence with

ADHD/ ODD, max. 18 n=na,k=6

ears Very low d=.00 Allocation to
y . Impairment eO000 Cl(-.16 - .16) primary studies n.a.
Intervention: (IC, IP, P) not possible
behavioral Parent T P

. U

Training
Comparison:
different control
groups
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Fabiano et al., 2021

Population: children

and adolescence with

ADHD/ ODD, max. 18 n=n.a., k=4

years Very low d=.02 Allocation to

Intervention: Impairment dO00 Cl(-.27-.31) primary studies n.a.
behavioral Parent (IC, IP, P) not possible

Training V)

Comparison:

different control

groups

Fabiano et al., 2021

Population: children
and adolescence with

ADHD/ ODD, max. 18 ngn. 3 NG= 3

ears Very low d=.41 Allocation to
y . Impairment 1000 Cl(-.16-.98) primary studies n.a.
Intervention: (IC, IP, P) not possible
behavioral Parent T P

. U

Training
Comparison:
different control
groups

Dahl et al., 2020

Population: youth
(ages 5-17)
diagnosed with ADHD
Intervention:
psychoeducation-
based interventions —

either in combination n= 1_80if9= 2

with another Moderate C% (_ '174 )

treatment modality Quality of life Y12 1@) 4'12) EQ-5D, CHIP-CE
or on its own — (IP) '

delivered to the U

parents or teachers of
children/adolescents
Comparison:
Individual counseling,
parent support, TAU,
no control group,
placebo pill and
psychoeducation




Dahl et al., 2020

Population: youth
(ages 5-17)
diagnosed with ADHD
Intervention:
psychoeducation-
based interventions —

either in combination n=154,k=3
with another g =1.037 Validation of Questionnaire
. Parent-teacher’s Very low . , .
treatment modality Cl (-.195 - questionnaire designed by
. knowledge of eO00 .
or on its own — 2.269) unclear; parent-  authorsin 3
: ADHD (R,1C, IP) : ;
delivered to the teacher-ratings studies
parents or teachers of U
children/adolescents
Comparison:

Individual counseling,
parent support, TAU,
no control group,
placebo pill and
psychoeducation

Dahl et al., 2020

Population: youth
(ages 5-17)
diagnosed with ADHD
Intervention:

psychoeducation- Children’s
bf':\sed !nterven.tlon.s R n=40,k=2 2included studies: ADHD
either in combination - 791 re-post desien Knowledge &
with another Child’s knowledge Very low g=- : .p & Opinions

. Cl1(.370 - without CG; . .
treatment modality of ADHD, OO0 1.072) validation of Questionnaire;
or on its own — Within group effect (R) ' Questionnaire

questionnaire in

delivered to the designed by
parents or teachers of I one study unclear authorsin 1
children/adolescents study

Comparison:
Individual counseling,
parent support, TAU,
no control group,
placebo pill and
psychoeducation
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Dahl et al., 2020

Population: youth

(ages 5-17)

diagnosed with ADHD

Intervention:

psychoeducation-

based interventions —

either in combination

with another Moderate
treatment modality Parenting stress Y121 @)
or on its own — (IP)
delivered to the

parents or teachers of

children/adolescents

Comparison:

Individual counseling,

parent support, TAU,

no control group,

placebo pill and

psychoeducation

n=249,k=3
g=.209
Cl (-.039 -
458) NCSQ, PSI-SF

u

Dekkers et al., 2022

Parental mental
health included
parenting stress

Population: children
and adolescence with

ADH.D' <. 18 years, no n=1155,k= and several
medication as part of

' . 20 indices of parental
Intervention Parental mental Low g=.41 psychopathology
Intervention: ee00 CI(.20-.61) (eg, depression,

health
; R, |

behavioral parent (R, 1C) anxiety, ADHD).
| No trim & fill

intervention

single/grou i

(single/group) considered, as
funnel plot not

BDI, PSI, CSQ,
GHQ, AARS,
DASS, SNQ

Comparison: active
control, treatment as

usual, no treatment/ asymmetric.
waitlist
Leij l., 201 .
eijten etal., 2018 BDI (3 studies
n=1359, k=
. . converted from
Population: children Low 11 Brief symptom
with conduct Parental mental ° SMD =-.08 . yme
roblems, 1-12 years health: depression ee00 Cl(-.17-.01) inventory and
P ’ y Fdep (IP, P) ’ ' General health

Intervention:
Incredible Years U
parenting program

questionnaire
in BDI)
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Comparison: control
condition, waitlist

n=542,k=5
Low SMD =-.18
Parental mental Parenting
health: stress ®e00 Cl(-44-.07) stress index
(IP, P)
U
n=417,k=4
parental mental Low SMD =-.32 Parental sense
health: self-efficacy 212100 Cl (-.77 - .13) of competence
(IP, P) scale
U

Dekkers et al., 2022

Population: children
and adolescence with
ADHD, < 18 years, no
medication as part of
intervention
Intervention:
behavioral parent
intervention
(single/group)
Comparison: active
control, treatment as
usual, no treatment/
waitlist

Positive parenting

Low

®e00
(IC)

n=1470, k =
15
g=.60
Cl(.39-.81)

No trim & fill
considered, as
funnel plot not

asymmetric.
Authors' note:

Study should be
seen as
hypothesis-
generating, not
confirmation of
effectiveness of
parent training. ES
not significantly
different for
probably blinded
(SMD =0.58) and
unblinded
measures (SMD =
0.63) on positive
parenting

PPI, DPICS,
GIPCI, CCNES,
APQ, PCRQ,
PPI, FIQ, PAMS,
Observation

Negative parenting

Very low

e000
(R, 1C)

Robust ES for all 5
outcome domains;
ES lower when
parent training
compared with
active control
conditions relative
to waitlists, but
only ES for
negative
parenting
dropped to non-
significant when

APQ, PCRQ,
PCRS, DPICS,
PS, CCNES,
Observation
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including only
studies with active
control
conditions. ES not
significantly
different for
probably blinded
(SMD =0.68) and
unblinded
measures (SMD =
0.54) on negative
parenting

Dekkers et al., 2022

Population: children
and adolescence with
ADHD, < 18 years, no
medication as part of
intervention
Intervention:
behavioral parent
intervention
(single/group)
Comparison: active
control, treatment as
usual, no treatment/
waitlist

Parenting sense of
competence

Low

ee00
(R, IC)

n=1239, k=
14
g=.54
Cl(.36-.72)

PSOC, PCEQ,
PES, PSCS, PSI,
PSBC

Fabiano et al., 2021

Population: children
and adolescence with
ADHD/ ODD, max. 18
years

Intervention:
behavioral Parent
Training
Comparison:
different control
groups

Parenting
behaviors

Very low

®000
(Ic, P)

n=n.a., k=6
d=.70
Cl (.44 - .96)

Allocation to
primary studies
not possible

n.a.

Parenting
effectiveness/stress

Low

®e00
(Ic, P)

n=n.a., k=
12
d=.51
Cl(.35-.67)

Allocation to
primary studies
not possible

n.a.
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To minimize

missing data

biases due to
large amounts of

n=630,k=6 missing data for PPI, APQ, PS,
Positive parenting: Moderate SMD =.26 somegpooled interview,
praise Y121 @) Cl(.01-.51) outcome mult.ple
(P) variables parenting
1 N measures
multilevel
modeling (random
effect modeling)
used
n=625k=6 PPI, APQ, PS,
Positive parenting: Low SMD = .15 interview,
) -.16-. Itipl
tangible rewards ee00 C (- 169mQ mu tlp. €
(1P, P) parenting
U measures
Leijten et al., 2018
n=1088, k =
Population: children 9 PI.DI, APQ, PS,
with conduct Positive parenting: Log SMD = .05 mterv.lew,
problems, 1-12 years monitoring ®e00 Cl (-.08 - .18) multlple
Intervention: (1P, P) parenting
Incredible Years U measures
parenting program
Comparison: control
" itli _ _
condition, waitlist n 1?1%3, k PPI, APQ, PS,
Negative parenting: Moderate interview,
SMD =-.22 .
corporal B @) multiple
; Cl(-.42--.01) .
punishment (P) parenting
| measures
n=999, k=9 PPI, APQ, PS,
Negative parenting: Moderate SMD =21 interview,
threatening Y12 1@) Cl (-.36--.06) multlple
(P) parenting
| measures
n=978,k=9 PPI, APQ, PS,
Negative Parenting: Low SMD =-.15 interview,
& & ®®0O0 Cl (-37-.07) multiple
laxness .
(1P, P) parenting
U measures
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n=967, k=

PPI, APQ, PS,
Moderate 15 interview
Negative parenting: 200 SMD =-.31 multi Iel
shouting Cl (-61--.01) P
(P) parenting
measures

Fabiano et al., 2021

Population: children
and adolescence with

ADHD/ ODD, max. 18 n=na,k=6

years Parenting Low d=.41 Allocation t_o

Intervention: behaviors EB(?(B:CF)))O Cl(.19-.63) p:::ta;y;ss;ciubcilees n.a.
behavioral Parent ’ |

Training

Comparison:

different control

groups

Dekkers et al., 2022

Population: children
and adolescence with

Significantly
ADHD, < 18 years, no .
s ey n=727,k= different for
medication as part of . GIPCI, PSI,
. . 11 probably blinded
intervention Quality of parent Very low - 37 (SMD = 0.53) and PPES, PBI, IRS,
Intervention: QR eO00 9= ) PSDQ, PCRQ,
. child relationship Cl (.07 - .67) unblinded
behavioral parent (R, 1C) CBQ, PFMSS,
. . measures (SMD =
intervention . Pasta Task,
. | 0.54) of child- .
(single/group) arent Observation
Comparison: active P . .
relationship.

control, treatment as
usual, no treatment/
waitlist

Anmerkung. n = Anzahl der Versuchspersonen, k = Anzahl der inkludierten Primarstudien. R = risk of bias,
IC = inconsistency, ID = indirectness, IP = imprecision, P = publication bias.
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1.3.3.1.B

Beriicksichtigte Endpunktkategorien: Meta-Analysen

Endpunktkategorien

ADHS Symptome gesamt (KU)
ADHS Symptome gesamt (E)
ADHS Symptome gesamt (L)

Verhaltensprobleme (KU)
Verhaltensprobleme (L)
Verhaltensprobleme (KL)
Verhaltensprobleme (U)
Prosoziales Verhalten (KU)
Beeintrachtigung (E)
Beeintrachtigung (L)
Beeintrachtigung (KL)

Akademisches Engagement/Motivation

Lehrer*innenverhalten (L)

MAs

N P P R R R R NNRP WL N

Gesamtaussagesicherheit

m der Evidenz
3
1
4
1
6
2
Schwach/ sehr
1
schwach
1
1
1
1
1
6

Anmerkung. MAs = Anzahl der Meta-Analysen, m = Anzahl der Endpunkte innerhalb dieser
Endpunktkategorie. E = Elternurteil, KL = Kliniker*innenurteil, KU = Kombiniertes Urteil, L =
Lehrer*innenurteil, S = Selbsturteil, T = kognitive Tests, U = Unbekanntes Urteil.

Summary of Findings Tabelle: Meta-Analysen

Referenz

Endpunkt

Aussagesicherheit

(GRADE)

Effektstarke

Mess-

Kommentare .
instrument

ADHS Symptome gesamt. Kombiniertes Urteil

Aldabbagh et al., 2022 Parent- and
teacher-ratings;
Population: children researchers
with ADHD and n _55_9'4,;_ > grouped
externalizing Low ol 3_0' 65) hyperactivity
behaviors, 2-13 years ADHD symptoms [215]10]0) ’ ’ symptoms and SDQ, CTRS
Intervention: teacher (R) | inattention
training symptoms
Comparison: Waiting together if listed
list, treatment as separately in a
usual, other treatment study.
wardetal, 2022 ADHD symptoms n=422,k=>5 Variety of CTRSR, YCI,
. . 0 Symp SMD = .71 Y COC, CBTC, TRF,
Population: children in pupils, Very low measurement
. Cl(-.11-1.52) . . K-ARS, BOSS,
and adolescence with Between- eO00 including .
. - . . Conner's 3

ADHD or identified as subjects, (R, IC, IP) vignettes, self-

. . V) teacher, non-
displaying ADHD-type Post-test report blinded

behaviors

questionnaire and .
observations,
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Intervention: teacher
training/ school
intervention
Comparison: waitlist
control, alternative
treatment, control

group.

blinded
observations

blinded
observations

Variety of CTRS-R, vCl,
Y COC, CBTC, TRF,
n=275,k=7 measurement K-ARS. BOSS
ADHD symptoms SMD =.78 including N
. . Very low . Conner's 3
in pupils, Cl (.37 -1.18) vignettes, self-
I . eO00 teacher, non-
Within-subjects, report .
(R, 1C) . ) blinded
Post-test 1 questionnaire and )
. observations,
blinded .
A blinded
observations .
observations
ADHS Symptome gesamt. Elternurteil
Fabiano et al., 2021
Population: children
and adolescence with n=na k=3
ADHD/ ODD 1 e
ears/o , max. 18 Moderate d=.35 Assignment to
y . ADHD symptoms Y121 @) Cl1 (.00 -.70) primary studies n.a.
Intervention: ®) not possible
Behavioral Classroom | P ’
Management
Comparison: control
group, between group
study design
ADHS Symptome gesamt. Lehrer*innenurteil
Fabiano et al., 2021
Population: children
and adolescence with n=na. k=3
C:al:?/ QAR 18 Moderate d=.66 Assignment to
Intervention: ADHD symptoms Y12 1@) Cl(.35-.97) primary st'udles n.a.
(P) not possible.

behavioral classroom
management
Comparison: control
group, between group
study design
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Veenman et al., 2018

Population: children

Symptoms of
ODD and CD
taken together.
Behavioral
programs defined
as programs using

‘g;g/’i%HsD;“‘:oms . ADHD n=13313 k=9 behavioral
12 years ymp ’ _S\(mptoms_, Low d=-.19 techr?iques ona DBD, CRS, ADS-
Intervention: Clinical, at-risk, e©e00 Cl (-.35--.02) daily basis; IV, ADHD-RS,
behavioral teacher/ and community (ID, P) comprehensive SNAP, TOCA
classroom program samples I treatigeny
Comparison: waitlist, inslruodggzr:;at
treatment as usual, ubed Behavioral
other intervention
classroom

program as one

main element
Ward et al., 2022.

ADHD symptoms n=180,k=2
Population: children in pupils, Moderate SMD = .50
and adolescence with Between ST Cl(.14-.87) TRF, Conners
ADHD or identified as subjects, (R)
displaying ADHD-type Follow-up !
behaviors
Intervention: teacher
training/ school n=138 k=3
ic”ter"e”_“on et ADHi: :Y‘:’if?ms Moderate SMD = .39 TRF, Conners-T,
omparison: waitlis 2 i )

control, alternative Within subjects, EBG(B:?O C1(15-.62) 55;'\:’(2:;11'};
treatment, control Follow-up

group.

Verhaltensprobleme. Kombiniertes Urteil

Aldabbagh et al., 2022

Population: children
with ADHD and
externalizing
behaviors, 2-13 years
Intervention: teacher
training

Comparison: waiting
list, treatment as
usual, other treatment

Externalizing
behavior

Low

ee00
(R)

n =639, k=12
d=.41
Cl (.25 -.56)

Parent- and
teacher-ratings;
externalizing
behavior
problems domain
was
heterogeneous
and comprised
studies that
measured
oppositional
behavior,
challenging
behavior, and
conduct behavior

SDQ, SESBI,
CTRS, SSBS-2,
TCIDOS, CTRF,
TOCA-C, SCP,
SSIS-RS, PBQ,
ECBI, SESBI-R
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Verhaltensprobleme. Lehrer*innenurteil

Fabiano et al., 2021

Population: children
and adolescence with

n=n.a.,k=1

ADHD/ODD, max. 18 Externalizing Moderate d=.26 Assignment to
years . Cl (.26 - .26) . .
Intervention: behavior Y12 1@) primary st.udles n.a.
behavioral classroom problems (P) | not possible.
management
Comparison: control
group, between group
study design
Behavioral
programs defined
as programs using
behavioral
Disruptive n=18074, k = techr?iques .on a
behavior, Very low 17 daily ba5|sf' CRS, SDQ, PBSI,
Clinical, at-risk 000 d=-.20 comprehensive SNAP, TOCA,
and community (R, IC, ID, IP) Cl (-.29--.10) treatment BASC, ADHD-
samples programs RS, TRF, DBD
1 included that
used behavioral
Veenman et al., 2018 classroom
program as one
Population: children main element
with ADHD and
ODD/CD symptoms, 6-
12 years Clinical sample: >
Intervention: 85% met
behavioral teacher/ diagnostic
classroom program criteria;
Comparison: waitlist, behavioral
treatment as usual, programs defined
other intervention n=828 k=7 as programs using CRS, SDQ, PBSI,
Disruptive Moderate d=-.19 behaworal SNAP, TOCA,
. techniques on a
behavior, oo Cl (-.35--.04) daily basis; BASC, ADHD-
Clinical sample (ID) comprehens;ve RS, TRF, DBD,
1 ADS-IV
treatment
programs

included that
used behavioral
classroom
program as one
main element
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Disruptive
behavior,
At-risk sample

Low

Lrlele)
(I, ID)

n=1081,k=6
d=-.26
Cl (-.42 - -.09)

At-risk samples
consisted of
participants with
elevated levels of
disruptive
behavior
problems at
school;
behavioral
programs defined
as programs using
behavioral
techniques on a
daily basis;
comprehensive
treatment
programs
included that
used behavioral
classroom
program as one
main element

CRS, SDQ, PBSI,
SNAP, TOCA,
BASC, ADHD-
RS, TRF, DBD,

ADS-IV

Disruptive
behavior,
Community
sample

Very low

eO00O
(I, ID, P)

n=16138, k=5
d=-.15
Cl (-.30--.01)

Behavioral
programs defined
as programs using

behavioral

techniques on a
daily basis;
comprehensive
treatment
programs
included that
used behavioral
classroom
program as one
main element

CRS, SDQ, PBSI,
SNAP, TOCA,
BASC, ADHD-
RS, TRF, DBD,

ADS-IV

oDD/CD
symptoms,
Clinical, at-risk
and community
sample

Low

®e00
(ID, P)

n=16743, k =
10
d=-.15
Cl (-.23 - -.06)

Symptoms of
ODD and CD
taken together;
behavioral
programs defined
as programs using
behavioral
techniques on a
daily basis;
comprehensive
treatment
programs
included that

TOCA, DBD,
TRF, PBSI,
SNAP, CRS
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used behavioral
classroom

program as one

main element

Verhaltensprobleme. Kliniker*innenurteil

Fabiano et al., 2021

Population: children
and adolescence with
ADHD/ ODD, max. 18

n=n.a., k=1

ears Externalizing Moderate d=1.12 Assignment to
y . behavior 1] @) Cl (.49 - 1.75) primary studies n.a.
Intervention: roblems (P) not possible
behavioral classroom P | P '
management
Comparison: control
group, between group
study design
Veenman et al., 2018
Population: children
with ADHD and . . n=907,k=4

Disruptive
ODD/CD symptoms, 6- . d=-.48
12 behavior, Very low Cl (-1.11 - -.15)
years . Clinical, at-risk 000 : ) Observation
Intervention: .
. and community (R, IC, ID, IP)
behavioral teacher/ U
samples

classroom program
Comparison: waitlist,
treatment as usual,
other intervention

Verhaltensprobleme. Unbekanntes Urteil

Aldabbagh et al., 2022

Population: children
with ADHD and
externalizing
behaviors, 2-13 years
Intervention: teacher
training

Comparison: waiting
list, treatment as
usual, other treatment

n=268,k=5
Very low d=.38
Conduct GBOVOO Cl(.04-.71)
problems R, I0)

DPICS, TCIDOS,
TPOT, CCOF

Prosoziales Verhalten. Kombiniertes Urteil
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Aldabbagh et al., 2022

Population: children
with ADHD and
externalizing
behaviors, 2-13 years
Intervention: teacher
training

Comparison: waiting
list, treatment as
usual, other treatment

n=502,k=9
d=.46

Very low Cl (.28 - .64)

®000O
(R, IC)

Prosocial
behavior
|

Included studies
measured peer
relationships,
prosocial skills
and social
behavior

PRO, SDQ,
WMCSC, SSBS-
2, TPOT, TOCA-

A, SCP, SSIS

Beeintrachtigungen. Elternurteil

Fabiano et al., 2021

Population: children
and adolescence with
ADHD/ ODD, max. 18
years

Intervention:
behavioral classroom
management
Comparison: control
group, between group
study design

n=n.a.,k=1
d=.15

Moderate
Cl (.03 -.28)

S110)
(P) i

Impairment

Assignment to
primary studies
not possible.

n.a.

Beeintrachtigungen. Lehrer*innenurteil

Fabiano et al., 2021

Population: children
and adolescence with
ADHD/ ODD, max. 18
years

Intervention:
behavioral classroom
management
Comparison: control
group, between group
study design

n=n.a., k=2
d=.72

Very |
erylow Cl (-10 - 1.54)

®O00O

(IC, IP, P)

Impairment

u

Assignment to
primary studies
not possible.

n.a.

Beeintrachtigungen. Kliniker*innenurteil (Obs)

Fabiano et al., 2021

Population: children

and adolescence with
ADHD/ ODD, max. 18
years

n=n.a., k=1
d=.18

Very low
v Cl (-1.66 - 2.02)

®O00O

(IC, IP, P)

Impairment

U

Assignment to
primary studies
not possible.

n.a.
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Intervention:
behavioral classroom
management
Comparison: control
group, between group
study design

Akademisches Engagement/Motivation

Veenman et al., 2018

Population: children
with ADHD and
ODD/CD symptoms, 6-
12 years

Intervention:
behavioral teacher/
classroom program
Comparison: waitlist,
treatment as usual,
other intervention

On-task
behavior,

Clinical, at-risk
and community

samples

Very low

eO00
(R, IC, ID)

n=1658, k=6
d=.39
Cl(.21-.57)

On-task behavior
defined as
academic

engagement time

(AET); percentage

of AET during
interval of 15 min

Observation

Lehrer*innenverhalten. Lehrer*innenurteil

Aldabbagh et al., 2022

Population: children
with ADHD and
externalizing
behaviors, 2-13 years
Intervention: teacher
training

Comparison: Waiting
list, treatment as
usual, other treatment

n=304,k=6
Teacher’s Very low c (dl=5.f1881)
warmth and eO00 ’ ’ TPOT, STRS
closeness (R, IC) |
n=262,k=5
Low d=.19
Teacher’s Cl (.05 -.34)
conflict ®e00 STRS
(R) |
n=231,k=8
Teacher’s Very | d=.71 MOOSES,
o ery 'ow ClI(.29-1.14) DPICS, TCIDOS,
positive eO00
. CMSQ, TPOT,
strategies (R, 1C)

CLASS, OREVS
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Ward et al., 2022.

Population: children
and adolescence with
ADHD or identified as
displaying ADHD-type
behaviors
Intervention: teacher
training/ school
intervention
Comparison: waitlist
control, alternative
treatment, control
group.

Variety of

measurement
including
Teacher ADHD n=753,k=6 Vlgm:;t?r’tself- Study own self-
knowledge, Very low SMD =1.56 . P . report
questionnaire and . .
Between 1000 Cl (.52 -2.95) blinded questionnaires,
subjects, (R, 1C) o KADDS, SRAQ
Post-test | observations; teacher
data at FU for
teacher
knowledge
between-group
Variety of
measurement
Teacher ADHD n =957, k=16 including Study own self-
knowledge Very low SMD = @5 vignettes, self- report
Within sub'geéts 10]0]0) Cl (1.48-2.43) & re or't questionnaires,
J8cts (R, D, P) repor KADDS, SRAQ
Post-test questionnaire and
| . teacher
blinded
observations
Variety of
measurement
n=330,k=5 . .
Tizﬂl‘:lreg::') Very low SMD =-1.21 Vig;”:t't“:s'nsgel . KADDS, SRAQ,
’ [(-2.02--.41 al
Within subjects, ®000 c(-20 ) report O.Wh .
(R, 1C) . . questionnaire
Follow-up questionnaire and
C .
blinded

observations

Anmerkung. n = Anzahl der Versuchspersonen, k = Anzahl der inkludierten Primarstudien. R = risk of bias,
IC = inconsistency, ID = indirectness, IP = imprecision, P = publication bias.
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1.33.1.D

Beriicksichtigte Endpunktkategorien: Meta-Analysen

Gesamtaussagesicherheit

Endpunktkategorien der Evidenz

Aufmerksamkeit (KU)
Aufmerksamkeit (E)
Aufmerksamkeit (L)

Hyperaktivitidt/Impulsivitit (KU)

Hyperaktivitidt/Impulsivitét (E) Schwach - Moderat
Funktionalitdt (E)
Funktionalitat (L)
Verhalten (E)
Metakognition (E)
Anmerkung. MAs = Anzahl der Meta-Analysen, m = Anzahl der Endpunkte innerhalb dieser Endpunktkategorie. E =
Elternurteil, KL = Kliniker*innenurteil, KU = Kombiniertes Urteil, L = Lehrer*innenurteil, S = Selbsturteil, T = kognitive Tests,
U = Unbekanntes Urteil.

R N W R P RN R
w N U1 W N R DN

[Eny
w

Beriicksichtigte Endpunktkategorien: RCTs

Gesamtaussagesicherheit

Endpunktkategorien der Evidenz

Allgemeine Symptome (E)
Allgemeine Symptome (L)
ADHS Symptome gesamt (E)
ADHS Symptome gesamt (L)
Aufmerksamkeit (E)
Aufmerksamkeit (L)

P OO N o o NN

Hyperaktivitdt/Impulsivitit (E)
20
18

Verhaltensprobleme (E)
Verhaltensprobleme (L)
Schwach - Moderat
Verhaltensprobleme (K)
Internalisierende Symptome (E)
Internalisierende Symptome (L)

Organisationale Fahigkeiten (E) 12

P W NN NN PN W R, N WDNNDN R

Organisationale Fihigkeiten (L)

Anmerkung. RCTs = Anzahl der randomisierten kontrollierten Studien, m = Anzahl der Endpunkte
innerhalb dieser Endpunktkategorie. E = Elternurteil, KL = Kliniker*innenurteil, KU = Kombiniertes Urteil,
L = Lehrer*innenurteil, S = Selbsturteil, T = kognitive Tests, U = Unbekanntes Urteil.
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Summary of Findings Tabelle: Meta-Analysen

Referenz

Endpunkt

Aussagesicherheit Effektstirke

Kommentare

Mess-
instrument

(GRADE)

Aufmerksamkeit. Kombiniertes Urteil

n=303, k=

Chen et al., 2021 6

. . Inattention symptoms, Very low g=.04 ADHD-RS,
Population: chlldre'n Working memory 10]0]0) Cl(-.23-.32) If’a.re.:nt- W BRIEF, DBDR,
and adolescents with .. clinician-rated Conners 3-P,

training (R, IC, IP)
ADHD (3 and 18 U CRS-P
years and probably
medicated)
Intervention:
cognitive training or
executive function
training targeting
domains of n=381, k=
neuropsychological 8
deficit . g=-51 Conners 3-P,
Comparison: control: '"al\tntel':.t"l’" sym'?tt.°ms’ gggg Cl(-72--  Parent-and  CRS-R, DBDRS,
TAU; waiting list, ) |tp e.c.ogm e .29) clinician-rated SNAP-IV,
raining (R, 1C)
active/placebo/sham ADHD-RS
(i.e., involving other |
computer based
activities), or
alternative training
programs
Aufmerksamkeit. Elternurteil
Bikic et al., 2017 Visual analysis
of funnel plot

Population: children and Trim and
and adolescents with Fill method
ADHD (5—.18 years) =893 k= SL'Jggests .
Intervention: 10 obtained point
organizational skills Very low - 56 estimate is
training (OST) Inattention eO00 N (938'_ 7a) lower than n.a.
delivered by humans (R, 1C) ) ) “true” ES.
in face-to-face | Differences in
Comparison: parent format
education, waitlist, intervention: 2
treatment as usual individuals, 1
(TAU) group+

individual and
rest in group.

86



Same about
randomized
trials included.

Chen et al., 2021 n =105, k =
1
Population: children Inattention, Low g=-1.46 SNAP-IV,
and adolescents with Attention intervention ®e00 C1(-1.90-- BRIEF
ADHD (3 and 18 (R, IP) 1.03)
years and probably
medicated) |
Intervention:
cognitive training or n =256, k=
executive function 5
L . . ADHD-RS,
training targeting Inattention symptoms, Very low g=.03 BRIEF. DBDR
domains of Working memory 1000 Cl (-.30-.37) Conn:ers 3—P,
neuropsychological training (R, IC, IP) CRS.R ’
deficit U :
Comparison: control:
TAU; waiting list,
active/placebo/sham n=322,k= CRS-R. BRIEF
(i.e., involving other 7 Conn('ers 3—P'
computer based Inattention symptoms, Very low g=-.48 ADHD-RS ’
activities), or Multiple cognitive 000 Cl(-.70-- ’
. BRIEF, DBDRS,
alternative training training (R, 1C) .26) SNAP-IV
programs CPRS-R
1
Aufmerksamkeit. Lehrer*innenurteil
Bikic et al., 2017
Population: children Differences in DBD-
and adolescents with format Inattention
ADHD (5-18 years) n=590, k= intervention: 2
. o subscale (k=4),
Intervention: 6 individuals, 1
organizational skills very low g=.26 group+ SNAP-
training (OST) Inattention ®000 ClI(.01-.52) individual and Inattention
: (R, 1C) . scale (k=1), or
delivered by humans rest in group; Csl-
in face-to-face 1 same about .
Comparison: parent randomized Inattention
) scale (k=1)

education, waitlist,
treatment as usual
(TAU)

trials included

Hyperaktivitat/Impulsivitdt. Kombiniertes Urteil
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Chen et al., 2021 n=303, k=
Hyperactivity/impulsivity Very low 6 ADHD-RS,
Population: children symptoms, g=.13 Parent- and BRIEF, DBDR,
and adolescents with Working memory fIECIDCOIg Cl(-.17 - .43) clinician-rated Conners 3-P,
ADHD (3 and 18 training T CRS-R
years and probably U
medicated)
Intervention:
cognitive training or
executive function
training targeting
domains of
neuropsychological n=381 k=
deficit Hyperactivity/impulsivity 8 ADHD-RS,
Comparison: control: symptoms, Very low g=-31 Parent- and BRIEF, DBDR,
TAU; waiting list, Multiple cognitive ®000 TR P™ clinician-rated Conners 3-P,
. . (R, 1C) .09) CRS-R, SNAP-
active/placebo/sham training "
(i.e., involving other |
computer based
activities), or
alternative training
programs
Hyperaktivitat/Impulsivitat. Elternurteil
n=105, k =
Chen et al,, 2021 1
Hyperactivity/impulsivity Very low g=-.57
Population: children symptoms, 210]0]0) Cl(-99-- SNAP-1V,
and adolescents with  Attention intervention (R, IP) .15) BRIEF
ADHD (3 and 18
years and probably l
medicated)
Intervention:
cognitive training or n=256,k=
executive function Hyperactivity/impulsivity 5 ADHD-RS,
L . Very low
training targeting symptoms, g=.06 BRIEF, DBDR,
domains of Working memory flzcl)colg Cl (-.27 - .39) Conners 3-P,
neuropsychological training T CRS-R
deficit U
Comparison: control:
TAU; waiting list,
active/placebo/sham n=362,k= CRS-R. BRIEF
(i.e., involving other A - 7 ‘YRe
computer based Hypera:‘tll;l:’t)\:g:sulmwty Very low g=-29 Cgr?r:'e?s?—IP,
activitie's), or Multiple cognitive ®000 a(-51-- SNAP-I,
alternative training training (R,IC,) .08) DBDRS, CPRS-
programs R

Funktionalitat. Elternurteil
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n=105, k=
Chen et al., 2021 1
Global executive Very low g=-.82
composite (GEC), o000 Cl(-1.22 - - BRIEF
Attention training (R, IP) A42)

Population: children
and adolescents with
ADHD (3 and 18
years and probably I
medicated)

Intervention:
cognitive training or
executive function
training targeting

n=244, k=
Global executive Very low 5
. composite (GEC), 000 g=.09
domains of Working memory (R IC. IP) Cl (-.16 - .34)
neuropsychological training 7
deficit U
Comparison: control:

BRIEF

TAU; waiting list,
active/placebo/sham
(i.e., involving other
computer based

n=399, k=

Global executive
composite (GEC),
activities), or Multiple cognitive
alternative training training
programs I

®e00 Cl(-71-- BRIEF
(R) .29)

Bikic et al., 2017

Children’s
Organizational
Skills Scale

Population: children

. Differences in
and adolescents with

n=697 k= format

ADHD (5-18 years) 6

Intervention:
organizational skills
training (OST)
delivered by humans
in face-to-face
Comparison: parent
education, waitlist,
treatment as usual
(TAU)

Organizational skills

Very low

®O00O
(R, 1C)

g=.83
Cl(.32-
1.34)

intervention: 2
individuals, 1
group+
individual and
rest in group.
RCTs and non-
RCTs included

(Coss),
Homework
Problem
Checklist
(HPC)-
Materials
Management
Scale

Powell et al., 2022

Population: children
and adolescents with
ADHD (<=18 years)
Intervention:
psychoeducational
intervention focused
on social skill
development
(undertaken in

Social skills

Very low

e000
(R, IC, IP)

n=423,k=

5

SMD = .39
Cl(.19-.59)

Only RCTs
included

SSRS, SSIS, SCS
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parents, child or
teachers)
Comparison: “pure”
control group
diagnosed with
ADHD

Funktionalitdt. Lehrer*innenurteil

Bikic et al., 2017

Population: children
and adolescents with
ADHD (5-18 years)
Intervention:
organizational skills
training (OST)
delivered by humans
in face-to-face
Comparison: parent
education, waitlist,
treatment as usual
(TAU)

Very low g=.54
Organizational skills 21000 Cl(.17-.91)
(R, 1C)
|

Differences in
format
intervention: 2
individuals, 1
group+
individual and
rest in group.
Same about
randomized
trials included.

DPICS,
TCIDOS, TPOT,
CCOF

Powell et al., 2022

Population: children
and adolescents with
ADHD (<=18 years)
Intervention:
psychoeducational
intervention focused
on social skill
development
(undertaken in
parents, child or
teachers)
Comparison: “pure”
control group
diagnosed with
ADHD

n=329, k=
4
Very low SMD = .32
Social skills eO00 Cl (.10 - .54)
(R, IP)
I

Only RCTs
included

SSRS, SSIS, SCS

Verhalten. Elternurteil

Chen et al., 2021

Population: children
and adolescents with
ADHD (3 and 18

=105, k =
Behavioral regulation Very low n !

index (BRI), 1000

=-.50
Attention training (R, IP) g

Cl(-.88 - -
.10)

BRIEF
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years and probably
medicated)
Intervention:
cognitive training or
executive function
training targeting
domains of
neuropsychological
deficit

Comparison: control: . . n=146, k=
TAU; waiting list, Behaylzral (r;g:x)latlon Very low 305
active/placebo/sham in .ex ’ g=. BRIEF
(i.e., involving other Worklnf?’ r'nemory G(BRC,)I(S,)IIS)) Cl(-.27 - .37)
computer based training
activities), or o
alternative training
programs =150, k =
Behavioral regulation 2
index (BRI), “éoggge g=-.21 BRIEE
Multiple cognitive (IP) Cl (-.58 - .16)
training
u
Metakognition. Elternurteil
n =105, k=
1
Metacognition index Very low g=-30
Chen et al., 2021 (M), 10100 C1(-1.30-- BRIEF
Attention training (R, IP) 50)
Population: children
and adolescents with |
ADHD (3 and 18
years and probably
medicated) -\ n=168 k=
. Metacognition index 3
Inter.vgntlon.: . (), Very low g=.25
cognltlye tra|n|r.1g 0% Working memory ®000 Cl (-.04 - .55) BRIEF
executive function - (R, IP)
L . training
training targeting U
domains of
neuropsychological
deficit No significant
Comparison: control: effects on
TAU; waiting list, n=190,k=  metacognition
active/placebo/sham 3 index but
(i.e., involving other Metaco?nit;on index Low g=-51 subgroup
computer based Mi), :
activities), or Multiple cognitive GBG(BSO d (12';’ :rr:ll\;:i BRIEF
alternative training training revealed
programs | significant
effect for
multiple
cognitive
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training; p-
value not
reported

Anmerkung. n = Anzahl der Versuchspersonen, k = Anzahl der inkludierten Primarstudien. R = risk of bias,
IC = inconsistency, ID = indirectness, IP = imprecision, P = publication bias.

Summary of Findings Tabelle: RCTs

Endpunkt

Referenz

Risk of Bias Effektstarke Kommentare

Mess-

Allgemeine Symptome. Elternurteil

instrument

Dépfner et al., 2004 Total il N

symptoms, Very high risk d=1.0 Clinical
Population: children Within group, o Cl(n.a.) implication based PSC
with ADHD (6-10 years) Phase 2 +3 (CC, BP, BA) on p-value
Intervention: I: PE (PE/BT) |
(multimodal). Il:
MED+PE or BT+PE. llI:
MED+PE+BT or BT or Total n=38
BT+PE. IV: MED+PE+BT symptoms, Very high risk d=.9 Clinical
or BT or-MED+PE Within group, [ J Cl(n.a.) implication based PSC
Comparison: no control Phase2 +3 (CC, BP, BA) on p-value
group (MED + PE/BT) I

Allgemeine Symptome. Lehrer*innenurteil
Dépfner et al., 2004
Total n=37

Population: children symptoms, Very high risk d=.8 Clinical
with ADHD (6-10 years) Within group, o Cl(n.a.) implication based TSC
Intervention: I: PE Phase2 +3 (CC, BP, BA) on p-value
(multimodal). Ii: (PE/BT) |
MED+PE or BT+PE. llI:
MED+PE+BT or BT or
BT+PE. IV: MED+PE+BT Total n=38
or BT or MED+PE symptoms, Very high risk d=1.8 Clinical
Comparison: no control Within group, o Cl(n.a.) implication based TSC
group Phase 2 +3 (CC, BP, BA) on p-value

(MED + PE/BT) I

ADHS Symptome gesamt. Elternurteil
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n=75

ADHD
Ssymbtoms Very high risk d=1.0 Clinical
ymp ! ° Cl (n.a.) implication based PSC-ADHD
Within group, (CC, BP, BA) on p-value
Dopfner et al., 2004 Phase | e | P
Population: children
with ADH.D (6-10 years) ADHD n=37
Intervention: I: PE . . .
(multimodal). Il symptoms, Very high risk d=1.1 Clinical
s Within group, (] Cl(n.a.) implication based PSC-ADHD
MED+PE or BT+PE. llI:
Phase 2 +3 (CC, BP, BA) on p-value
MED+PE+BT or BT or (PE/BT) I
BT+PE. IV: MED+PE+BT
or BT or MED+PE
Comparison: no control ADHD n=38
group o .
symptoms, Very high risk d=1.0 Clinical
Within group, [ ] Cl(n.a.) implication based PSC-ADHD
Phase2+3 (CC, BP, BA) on p-value
(MED + PE/ BT) |
Dépfner et al., 2014 .
No remaining
Population: 6-10 year Van?bh.a% changed
. . significantly
olds in 1.-4. Grade with n=3a between posttest
nonverbal 1Q = 80 ADHD . . i P
. Very high risk d=.18 and follow-up,
meeting the DSM-III-R symptoms, e
. o o Cl(n.a.) indicating FBB-ADHS
or ICD-10 criteria for Within group (CC, BP, BA) treatment effects
ADHD Post-FU - o
U were maintained;

Intervention: I: PE
(multimodal). II:
MED+PE or BT+PE: IlI:
MED+PE+BT or BT or

Clinical
implication based
on p-value
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BT+PE. FU: MED+PE+BT
or BT or MED+PE
Comparison: no control

No remaining
variables changed

significantly
n=32 between posttest
syrﬁ[;:)zs, Very high risk d=.10 and follow-up,
Within group o Cl(n.a.) indicating FBB-ADHS
! (CC, BP, BA) treatment effects
Post-FU L
U were maintained;
Clinical
implication based
on p-value
No remaining
variables changed
significantly
n==66 between posttest
syrﬁE:)?ns, Very high risk d=.14 an.d f(?IIoYV—up,
Within group o Cl(n.a.) indicating FBB-ADHS
! (CC, BP, BA) treatment effects
Post-FU L
U were maintained;
Clinical
implication based
on p-value
ADHS Symptome gesamt. Lehrer*innenurteil
ADHD n=75
symptoms, Very high risk d=1.2 Clinical
Within whole [ ] Cl(n.a.) implication based TSC-ADHD
Dopfner et al., 2004 group, (CC, BP, BA) on p-value
Phase | I
Population: children
with ADHD (6-10 years)
Intervention: I: PE ADHD n=37
(multimodal). Il: symptoms, Very high risk d=1.0 Clinical
MED+PE or BT+PE. lli: Within group, o Cl(n.a.) implication based TSC-ADHD
MED+PE+BT or BT or Phase 2 + 3 (PE/ (CC, BP, BA) on p-value
BT+PE. IV: MED+PE+BT BT) |
or BT or MED+PE
Comparison: no control ADHD gj;%
group symptoms, Very high risk a (_n ‘_;‘ ) Clinical
Within group, [ ] h implication based TSC-ADHD
Phase2 +3 (CC, BP, BA) | on p-value
(MED + PE/ BT)
Dépfner et al., 2014 ADHD
symptoms, . . n=25 No remaining
Population: 6-10 year Within group Very high risk d=.18 variables changed
. . - [ J L FBB-ADHS
olds in 1.-4. Grade with (no medication (CC, BP, BA) Cl(n.a.) significantly
nonverbal 1Q = 80 at FU), T between posttest
meeting the DSM-III-R Post-FU U and follow-up,
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or ICD-10 criteria for
ADHD
Intervention: I: PE

indicating
treatment effects
were maintained;

(multimodal). Il: Clinical
MED+PE or BT+PE: IliI: implication based
MED+PE+BT or BT or on p-value
BT+PE. FU: MED+PE+BT
or BT or'MED+PE ADHD
Comparison: no control symotoms n=28
W\ilthi‘r: rou' Very high risk =-.61 Clinical
. g P o Cl(n.a.) implication based FBB-ADHS
(medication at
(CC, BP, BA) on p-value
FU), U
Post-FU
No remaining
ADHD varla.ablgs. changed
symptoms significantly
ymp ! between posttest
Within group . . n=53
(medication Very high risk d=-31 and follow-up,
and no ([ J C (n.a ) indicating FBB-ADHS
. (CC, BP, BA) - treatment effects
medication at were maintained,;
FU), U . ’
Post-FU Clinical
implication based
on p-value
Aufmerksamkeit. Elternurteil
Curtis et al., 2021
Population: children 8-
12 years with (ADHD)
combined type
Intervention: structured
Dyadic Behavior n=39
Y Inattention,  Very high risk ES=.24 Clinical .
Therapy (SDBT) N Parent ratings
. . Between group, o Cl(n.a.) implication based
Comparison: Child- Posttreatment (Cc, BP) on p-value on DBRS
Centered Dyadic ’ | P
Therapy (CCDT),
nondirective,
experiential
psychotherapy without
contingency
management methods
Dépfner et al., 2004 Attention n=75
S problems, Very high risk d=.9 Clinical
Pt?pulatnon. children Within whole [ ] Cl(n.a.) implication based CBCL Attention
with ADHD (6-10 years)
. group, (CC, BP, BA) on p-value
Intervention: I: PE
Phase | I

(multimodal). II:
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MED+PE or BT+PE. Ill:

MED+PE+BT or BT or Attention n=37
BT+PE. IV: MED+PE+BT problems, Very high risk d=1.0 Clinical
or BT or MED+PE Within group, o Cl(n.a.) implication based CBCL Attention
Comparison: no control Phase 2 + 3 (PE/ (CC, BP, BA) on p-value
group BT) 1
Attention ,(;:_33
problems, Very high risk ol (;‘ 'a ) Clinical
Within group, [ ] B implication based CBCL Attention
Phase 2 +3 (CC, BP, BA) | on p-value
(MED + PE/ BT)
No remaining
variables changed
Attention significantly
lems, . =34
;?ro.b ems Very high risk n=3 between posttest
Within group d=-.02 and follow-up, .
. .. [ . CBCL Attention
(no medication Cl(n.a.) indicating
(CC, BP, BA)
at FU), treatment effects
Dépfner et al., 2014 Post-FU U were maintained;
clinical implication
Population: 6-10 year based on p-value
olds in 1.-4. Grade with
nonverbal 1Q > 80 .
A
meeting the DSM-III-R :;E'I‘:;:: n=32
or ICD-10 criteria for Wpithin ro"J Very high risk d=.06 Clinical
ADHD . g P (] Cl(n.a.) implication based CBCL Attention
. (medication at
Intervention: I: PE FU) (CC, BP, BA) on p-value
(multimodal). II: P |’=U u
MED+PE or BT+PE: lll:
MED+PE+BT or BT or
BT+PE. FU: MED+PE+BT No remaining
or BT or MED+PE Attention variables changed
Comparison: no control problems, significantly
Withir:n gr?up Very high risk n =66 between posttest
(medication d=.02 and follow-up, .
[ ] o CBCL Attention
and no Cl(n.a.) indicating
. (CC, BP, BA)
medication at treatment effects
FU), U were maintained;
Post-FU clinical implication
based on p-value
Aufmerksamkeit. Lehrer*innenurteil
Dopfi t al., 2004 .
opinereta Attention n=75
blems, ighri =11 Clinical .
Population: children ;':ro. ems Very high risk d L |r.1|ca TRF Attention
. Within whole [ ] Cl(n.a.) implication based
with ADHD (6-10 years) Problems
. group, (CC, BP, BA) on p-value
Intervention: I: PE
Phase | 1

(multimodal). Il:
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MED+PE or BT+PE. Ill:

MED+PE+BT or BT or Attention n=37
BT+PE. IV: MED+PE+BT problems, Very high risk d=.7 Clinical
or BT or MED+PE Within group, o Cl(n.a.) implication based TRF Attention
Comparison: no control Phase 2 + 3 (PE/ (CC, BP, BA) on p-value
group BT) 1
Attention g;fi
problems, Very high risk Cl(n E'] ) Clinical
Within group, [ J B implication based TRF Attention
Phase2 +3 (CC, BP, BA) | on p-value
(MED + PE/ BT)
No remaining
variables changed
Attention =25 significantly
roblems, . . ween
Wpitl(:i:egrosup Very high risk d=29 b(:f'\def(z)lIc};’\;\)::([:St
o . (] Cl(n.a.) o TRF Attention
(no medication indicating
(CC, BP, BA)
at FU), U treatment effects
Dépfner et al., 2014 Post-FU were maintained;
clinical implication
Population: 6-10 year based on p-value
olds in 1.-4. Grade with
nonverbal 1Q = 80 .
meeting the DSM-III-R A:ti'l‘t;:" n=28
or ICD-10 criteria for Wpit:inegrost';p Very high risk d=-.42 Clinical
ADHD (medication at (] Cl(n.a.) implication based TRF Attention
Intervention: I: PE FU) (CC, BP, BA) on p-value
(multimodal). II: Post-|’=U u
MED+PE or BT+PE: lll:
MED+PE+BT or BT or
BT+PE. FU: MED+PE+BT No remaining
or BT or MED+PE Attention variables changed
Comparison: no control problems, n=53 significantly
Within grou between posttest
(medicgtionp Very high risk =-14 and follgw-up
o Cl(n.a.) o ! TRF Attention
and no indicating
. (CC, BP, BA)
medication at U treatment effects
FU), were maintained;
Post-FU clinical implication

based on p-value

Hyperaktivitat/Impulsivitit. Elternurteil

Curtis et al., 2021

Population: children 8-
12 years with (ADHD)
combined type
Intervention: structured
Dyadic Behavior
Therapy (SDBT)

Hyperactivity/i
mpulsivity,
Between group,
Posttreatment

Very high risk
[ J
(Ccc, BP)

n=39
ES=.38
Cl(n.a.)

Clinical
implication based
on p-value

Parent ratings
on DBRS
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Comparison: Child-
Centered Dyadic
Therapy (CCDT),
nondirective,
experiential
psychotherapy without
contingency
management methods

Verhaltensprobleme. Elternurteil
Study design:
Curtis et al., 2021 With g t.o
small sample size,
Population: children 8- Behavioral n=39 stat?;cfiggllenc:wer
12 years with (ADHD) symptoms  Very high risk ES = .39 { y .
. achieved to assess Parent ratings
combined type (overall), [ J Cl(n.a.) )
. differences on DBRS
Intervention: structured Between group, (cc, BP)
. . between two
Dyadic Behavior Posttreatment | roups in pilot
Therapy (SDBT) group _ IO
. . study; clinical
Comparison: Child- Lo
. implication based
Centered Dyadic on p-value
Therapy (CCDT), P
nondirective,
iential
e);p:l::)et?\;?a without n=39
psyc! Py Oppositionality,  Very high risk ES = .24 Clinical .
contingency . - Parent ratings
management methods Between group, o Cl(n.a.) implication based on DBRS
J Posttreatment (cc, BP) on p-value
I
OoDD/CS n=75
symptoms, Very high risk d=. Clinical
Within whole [ ] Cl(n.a.) implication based PSC-ODD/CD
BP, BA -
Dépfner et al., 2004 group, (CC, BP, BA) on p-value
Phase | |
Population: children
with ADH-D (6-10 years) oDD n=37
Intervention: I: PE . . .
(multimodal). II: symptoms, Very high risk d=.7 Clinical
s Within group, [ J Cl(n.a.) implication based PSC-ODD/CD
MED-+PEQQBTFE. Iil: Phase 2 + 3 (PE/ (CC, BP, BA) on p-value
MED+PE+BT or BT or BT) T | P
BT+PE. IV: MED+PE+BT
or BT or MED+PE
C:Jor:parlson: no control oDD =38
group symptoms, Very high risk d=.4 Clinical
Within group, [ ] Cl(n.a.) implication based PSC-ODD/CD
Phase2 +3 (CC, BP, BA) on p-value
(MED + PE/ BT) U

98



Behavior n=75
problems, Very high risk d=1.0 Clinical
Within whole o Cl(n.a.) implication based IPC-P
group, (CC, BP, BA) on p-value
Phase | |
Behavior n=37
problems, Very high risk d=1.0 Clinical
Within group, [ J Cl(n.a.) implication based IPC-P
Phase 2 + 3 (PE/ (CC, BP, BA) on p-value
BT) I
Behavior n=38
problems, Very high risk d=11 Clinical
Within group, [ ] Cl(n.a.) implication based IPC-P
Phase2+3 (CC, BP, BA) on p-value
(MED + PE/ BT) |
Externalizin y- <
. & Very high risk d=1.0 Clinical CBCL
Within whole T ..
group o Cl(n.a.) implication based Externalizing
’ BP, BA -
Phase | (CC, BP, BA) | on p-value Problems
Externalizin n=37
. 9 & Very high risk d=1.1 Clinical
Within group, e CBCL
Phase 2 +3 (PE/ [ J Cl(n.a.) implication based Externalizing
(CC, BP, BA) on p-value
BT) |
Externalizing n=38
Within group, Very high risk d=.8 ‘ ‘CI|r~1|caI CBCL
o Cl(n.a.) implication based .
Phase 2 +3 (CC, BP, BA) on p-value Externalizing
(MED + PE/ BT) » P | P
0 . oDD
Dépfner et al., 2014 symotoms n=3a4
o ! ighri d=-. Clinical
Population: 6-10 year Within group Very high risk L |r.1|ca
. . ... [ ] Cl(n.a.) implication based FBB-SSV
olds in 1.-4. Grade with (no medication (CC, BP, BA) on p-value
nonverbal 1Q > 80 at FU), T U P
meeting the DSM-III-R Post-FU
or ICD-10 criteria for oDbD
ADHD . . -
Intervention: I: PE symptoms, Very high risk n=32 No remaining
. o Within group o - variables changed FBB-SSV
(multimodal). Ii: (medication at (CC, BP, BA) d=-11 significantly
MED+PE or BT+PE: Ilil: FU), Cl(n.a.) between posttest
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MED+PE+BT or BT or
BT+PE. FU: MED+PE+BT
or BT or MED+PE
Comparison: no control

Post-FU and follow-up,
U indicating
treatment effects
were maintained;
clinical implication
based on p-value
No remaining
oDD variables changed
symptoms, significantly
Within grou n =66 between posttest
(medicgtionp Very high risk d=-16 and foll(?w—u
° cl (n.a.) N, el FBB-SSV
and no indicating
.. (CC, BP, BA)
medication at treatment effects
u . .
FU), were maintained;
Post-FU clinical implication
based on p-value
No remaining
variables changed
Total child significantly
behavior, A S between posttest
o avion Very high risk d=.03 P
Within group and follow-up,
o . o Cl(n.a.) s CBCL
(no medication indicating
(CC, BP, BA)
at FU), U treatment effects
Post-FU were maintained;
clinical implication
based on p-value
No remaining
variables changed
Total child n=32 significantly
l.)ef.lavior, Very high risk d=.01 between posttest
Within group ° Cl(n.a.) and follow-up, CBCL
(medication at (CC, B, BA) indicating
FU), e U treatment effects
Post-FU were maintained;
clinical implication
based on p-value
Total child No remainin
behavior, n==66 . 8
. variables changed
Within group L d=.02 L
(medication Very high risk Cl (n.a) significantly
and no [ ] h between posttest CBCL
., (CC, BP, BA) and follow-up,
medication at U S
FU) indicating
Post-FU treatment effects

were maintained;
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clinical implication
based on p-value

Externalizing

No remaining
variables changed
significantly

. n=34
I.aeP.\awor, Very high risk d= o1 between posttest
Within group ° Cl(na) and follow-up, CBCL
(no medication B indicating Externalizing
(CC, BP, BA)
at FU), U treatment effects
Post-FU were maintained;
clinical implication
based on p-value
No remaining
variables changed
Externalizing n=32 significantly
behavior, Very high risk d=.03 between posttest
Within group ° Cl(n.a.) and follow-up, CBCL
(medication at (CC, BP, BA) indicating Externalizing
FU), U treatment effects
Post-FU were maintained;
clinical implication
based on p-value
No remaining
Externalizing variables changed
behavior, n=66 significantly
Within group S d=.02 between posttest
(medication very h;gh risk Cl(n.a.) and follow-up, CBCL
a.nd |.1o (CC, BP, BA) indicating Externalizing
medication at U treatment effects
FU), were maintained;
Post-FU clinical implication

based on p-value

Verhaltensprobleme. Lehrer*innenurteil

Dopfner et al., 2004

Population: children
with ADHD (6-10 years)
Intervention: I: PE
(multimodal). II:
MED+PE or BT+PE. Ill:
MED+PE+BT or BT or
BT+PE. IV: MED+PE+BT
or BT or MED+PE

OoDD/CS n=75
symptoms, Very high risk d=.7 Clinical
Within whole [ ] Cl(n.a.) implication based TSC-ODD
group, (CC, BP, BA) on p-value
Phase | 1
oDD
symptoms, Very high risk n=37 Clinical
Within group, [ ] d= implication based TSC-ODD/CD
Phase 2 + 3 (PE/ (CC, BP, BA) c (n.‘a.) on p-value

BT)
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Comparison: no control
group

oDD n=38
symptoms, Very high risk d=1.0 Clinical
Within group, o Cl(n.a.) implication based TSC-ODD/CD
Phase2 +3 (CC, BP, BA) on p-value
(MED + PE/ BT) I
Behavior n=75
problems, Very high risk d=11 Clinical
Within whole [ J Cl(n.a.) implication based IPC-T
group, (CC, BP, BA) on p-value
Phase | 1
Behavior n=37
problems, Very high risk d=.9 Clinical
Within group, [ ] Cl(n.a.) implication based IPC-T
Phase 2 + 3 (PE/ (CC, BP, BA) on p-value
BT) |
Behavior n=38
problems, Very high risk d=14 Clinical
Within group, o Cl(n.a.) implication based IPC-T
Phase2 +3 (CC, BP, BA) on p-value
(MED + PE/ BT) I
Externalizing, n=75 .
i Very high risk d=.9 Clinical TRF
Within whole S .
Neud [ ] Cl(n.a.) implication based Externalizing
Phase | (CC, BP, BA) | on p-value Problems
Externalizing, . . n=37 .
Within group, Very high risk d=. . ‘Cllhlcal TRE
Phase 2 + 3 (PE/ o Clna) implication based Externalizing
(CC, BP, BA) on p-value
BT) i
Externalizing n=38 -
. ! Very high risk d=1.2 Clinical
Within group, T TRF
Phase 2 + 3 [ J Cl(n.a.) implication based Externalizing
(CC, BP, BA) on p-value

(MED + PE/ BT)
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Dépfner et al., 2014

Population: 6-10 year
olds in 1.-4. Grade with
nonverbal 1Q > 80
meeting the DSM-III-R
or ICD-10 criteria for
ADHD

Intervention: |: PE
(multimodal). Il:
MED+PE or BT+PE: IlI:
MED+PE+BT or BT or
BT+PE. FU: MED+PE+BT
or BT or MED+PE
Comparison: no control

No remaining
variables changed

OoDD significantly
symptoms n=25 between posttest
W\ilthi‘r: rou' Very high risk d=-16 and foIIcF:w-u
group ° cl (n.a.) o tolowrup, FBB-SSV
(no medication (CC, BP, BA) indicating
at FU), e U treatment effects
Post-FU were maintained;
clinical implication
based on p-value
No remaining
variables changed
oDD n=28 significantly
t » . . bet ttest
Withingroup VeV hERTISK d=-30 e,
n erotip ° Cl (n.a.) 4P owup, FBB-SSV
(medication at (CC, BP, BA) indicating
FU), e U treatment effects
Post-FU were maintained;
clinical implication
based on p-value
No remaining
oDD variables changed
o
(medicgtionp P MBisk d=-21 and follgw-u
and no P Clna,) indicatin i FBB-SSV
\. (CC, BP, BA) &
medication at U treatment effects
FU), were maintained;
Post-FU clinical implication
based on p-value
No remaining
variables changed
Total child significantly
behavior n=25 between posttest
Iy ! Very high risk d=.14 and follow-up,
Within group
- [ J Cl(n.a.) indicating TRF
(no medication
at FU) (CC, BP, BA) treatment effects
! U were maintained;
Post-FU L L
clinical implication
based on p-value
Total child n=28
behavior, . . d=-36 No remaining
Within group Very h;gh risk Cl(n.a.) variables changed TRE
(medication at (CC, BP, BA) significantly
FU), T u between posttest
Post-FU and follow-up,
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indicating
treatment effects
were maintained;
clinical implication
based on p-value

No remaining

Total child variables changed
behavior, n=>53 significantly
Withir:n grt')up Very high risk d=-.11 between posttest
(medication ° Cl(n.a.) and follow-up, TRE
a_nd r.\o (CC, BP, BA) indicating
medication at U treatment effects
FU), were maintained;
Post-FU clinical implication
based on p-value
No remaining
variables changed
Externalizing significantly
behavior n=25 between posttest
. ! Very high risk d=.09
Within group ° Cl(na) and follow-up, TRF
(no medication h indicating Externalizing
(CC, BP, BA)
at FU), U treatment effects
Post-FU were maintained;
clinical implication
based on p-value
No remaining
variables changed
Externalizing n=28 significantly
behavior, Very high risk d=-.29 between posttest
Within group ° Cl(n.a.) and follow-up, TRF
(medication at (CC, BP, BA) indicating Externalizing
FU), U treatment effects
Post-FU were maintained;
clinical implication
based on p-value
No remaining
Externalizing variables changed
behavior, n=53 significantly
Within group . . d=-11 between posttest
(medication Very h;gh risk Cl(n.a.) and follow-up, TRF
a_nd r.1o (CC, BP, BA) indicating Externalizing
medication at u treatment effects
FU), were maintained;
Post-FU clinical implication

based on p-value
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Verhaltensprobleme. Kliniker*innenurteil

Dépfner et al., 2014

Population: 6-10 year
olds in 1.-4. Grade with
nonverbal 1Q > 80
meeting the DSM-III-R
or ICD-10 criteria for
ADHD

Intervention: I: PE
(multimodal). Il:
MED+PE or BT+PE: Ill:
MED+PE+BT or BT or
BT+PE. FU: MED+PE+BT
or BT or MED+PE
Comparison: no control

No remaining 8-item scale
variables changed constructed,
Behavior at n=3a significantly measuring
home, L - between posttest children’s
o Very high risk d=.01 .
Within group ° Cl(na) and follow-up, behavior at
(no medication B indicating home;
(CC, BP, BA)
at FU), U treatment effects completed by
Post-FU were maintained;  child’s therapist
clinical implication  based on parent
based on p-value interview data
No remaining 8-item scale
variables changed constructed,
Behavior at n=32 significantly measuring
home, L _ between posttest children’s
_ Very high risk d=-.01 .
Within group ° Cl(n.a) and follow-up, behavior at
(medication at h indicating home;
(CC, BP, BA)
FU), U treatment effects completed by
Post-FU were maintained;  child’s therapist
clinical implication  based on parent
based on p-value interview data
No remaining 8-item scale
Behavior at variables changed constructed,
home, n=66 significantly measuring
Withir:n gr?up Very high risk d =_.OO between posttest childr.en’s
(medication ° Cl(n.a) and follow-up, behavior at
a_nd r.mo (CC, BP, BA) indicating home;
medication at U treatment effects completed by
FU), were maintained;  child’s therapist
Post-FU clinical implication  based on parent
based on p-value interview data
No remaining 8-item scale
variables changed constructed,
Behavior at significantly measuring
school, Verv high risk n=25 between posttest children’s
Within group y .g d=.07 and follow-up, behavior at
(no medication (CC, BP, BA) Cl(n.a.) indicating home;
at FU), T treatment effects completed by
Post-FU U were maintained;  child’s therapist
clinical implication  based on parent
based on p-value interview data
8-item scale
ighri =28 -
Behavior at Very h;gh risk g_ 18 No remaining constructed,
school, (CC, BP, BA) Cl (n.a) varlaj\blgs' changed me.asurlr)g
significantly children’s
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Within group between posttest behavior at
(medication at U and follow-up, home;
FU), indicating completed by
Post-FU treatment effects  child’s therapist
were maintained; based on parent
clinical implication  interview data
based on p-value
No remaining 8-item scale
Behavior at variables changed constructed,
school, significantly measuring
Within group . . n=>53 between posttest children’s
. . Very high risk d=.13 .
(medication ° Cl(na) and follow-up, behavior at
and no indicating home;
.. (CC, BP, BA)
medication at U treatment effects completed by
FU), were maintained;  child’s therapist
Post-FU clinical implication  based on parent

based on p-value

interview data

Internalisierende Symptome. Elternurteil

n=75
| lizing, .
n?er.na 'zing Very high risk d=.6 Clinical CBCL
Within whole T .
group [ ] Cl(n.a.) implication based Internalizing
’ CC, BP, BA - Probl
Dépfner et al., 2004 Phase | ( ) | on p-value roblems
Population: children
with ADHD (6-10 years) n=37
Inter\{entlon: \: PE In-ter.nallzmg, Very high risk d=. Clinical CBCL
(multimodal). II: Within group, o Cl(n.a.) implication based Internalizin
MED+PE or BT+PE. Il Phase2+3(PE/ . oo oy 2 pon e Problemsg
MED+PE+BT or BT or BT) e | P
BT+PE. IV: MED+PE+BT
or BT or MED+PE
Comparison: no control n=38
I lizing, - .
group n.ter.na '2Ing Very high risk d=.6 Clinical CBCL
Within group, . L ..
[ ] Cl(n.a.) implication based Internalizing
Phase 2 +3 (CC, BP, BA) on p-value Problems
(MED + PE/ BT) » P | P
Dopfner et al., 2014 .
Internalizing No remaining
. . n=34 variables changed
Population: 6-10 year behavior, Very high risk d= 01 sienificant]
olds in 1.-4. Grade with Within group ery high ris o g v CBCL
s . [ ] Cl(n.a.) between posttest .
nonverbal 1Q > 80 (no medication Internalizing
. (CC, BP, BA) and follow-up,
meeting the DSM-III-R at FU), U indicatin
or ICD-10 criteria for Post-FU &

ADHD

treatment effects
were maintained;
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Intervention: I: PE
(multimodal). Il:
MED+PE or BT+PE: IlI:
MED+PE+BT or BT or
BT+PE. FU: MED+PE+BT
or BT or MED+PE
Comparison: no control

clinical implication
based on p-value

Internalizing

No remaining
variables changed
significantly

I.aeP.\avior, Very high risk ;:-%026 between posttest
Within group ° Cl(na) and follow-up, CBCL
(medication at B indicating Internalizing
(CC, BP, BA)
FU), U treatment effects
Post-FU were maintained;
clinical implication
based on p-value
No remaining
Internalizing variables changed
behavior, significantly
Within grou g | between posttest
. & . P Very high risk d=-.02 P
(medication ° Cl(na) and follow-up, CBCL
and no o indicating Internalizing
- (CC, BP, BA)
medication at U treatment effects
FU), were maintained;
Post-FU clinical implication

based on p-value

Internalisierende Symptome. Leherer*innenurteil

Dopfner et al., 2004

Population: children
with ADHD (6-10 years)
Intervention: I: PE
(multimodal). Il:
MED+PE or BT+PE. lll:
MED+PE+BT or BT or
BT+PE. IV: MED+PE+BT
or BT or MED+PE
Comparison: no control

group

Internalizin n=75
Within whole  VerY high risk d=.3 Clinical
group o Cl(n.a.) implication based  TRF Internalizing
’ CC, BP, BA :
Phase | (CC, BP, BA) | on p-value
Internalizin n=37
Within roug’ Very high risk d=. Clinical
Phase 2 f 3 (:é/ L Cl(n.a.) implication based  TRF Internalizing
(CC, BP, BA) on p-value
BT) U
Internalizin n=38
Within roug’ Very high risk d=.6 Clinical
phasegz + 3p, o Cl(n.a.) implication based  TRF Internalizing
(CC, BP, BA) on p-value

(MED + PE/ BT)

Dépfner et al., 2014

Internalizing
behavior,

Very high risk

° n=25
d=.27

CC, BP, BA
(CC, BP, BA) Cl(n.a.)

No remaining
variables changed
significantly

TRF Internalizing
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Population: 6-10 year
olds in 1.-4. Grade with
nonverbal 1Q > 80
meeting the DSM-III-R
or ICD-10 criteria for
ADHD

Intervention: |: PE
(multimodal). Il:
MED+PE or BT+PE: lll:
MED+PE+BT or BT or
BT+PE. FU: MED+PE+BT
or BT or MED+PE
Comparison: no control

Within group between posttest
(no medication u and follow-up,
at FU), indicating
Post-FU treatment effects
were maintained;
clinical implication
based on p-value
No remaining
variables changed
Internalizing significantly
. n=28
behavior, . . between posttest
e Very high risk =-.08
Within group and follow-up, ..
. [ J Cl(n.a.) _, . TRF Internalizing
(medication at indicating
(CC, BP, BA)
FU), U treatment effects
Post-FU were maintained;
clinical implication
based on p-value
No remaining
Internalizing variables changed
behavior, n=t3 significantly
Withir.1 gr?up Very high risk d =_.08 between posttest
(medication and follow-up, .
(] Cl(n.a.) s TRF Internalizing
and no indicating
I (CC, BP, BA)
medication at treatment effects
u S
FU), were maintained;
Post-FU clinical implication

based on p-value

Organisationale Fahigkeiten. Elternurteil

n=130 Clinical
DuPaul et al., 2018 Organization Very high risk =-4 implication based Children’s
skills: task [ ] Cl(n.a.) on p-value of organizational
Population: middle planning (BP, BA) group x time skill scale (COSS)
School Students with I interaction
ADHD
Intervention:
Challenging Horizons Organization n=130 Clinical
Program skills: Very high risk d=-.58 implication based Children’s
Comparison: commuity organizing o Cl(n.a.) on p-value of organizational
care . (BP, BA) group x time skill scale (COSS)
actions . .
| interaction
Harrison et al., 2020 Very high risk
Binder [ J n=55 Clinical Observation
Population: students organization (BP, BA, ID, parial n? = .23 implication based
(11-15 years old) with uM) Cl(n.a.) on p-value of

ADHD
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Intervention:

group x time

organization training, | effects
self-management, note-
taking
Comparison:
accomodations
(organizination support,
extended time, copy of
theacher notes)
n=274 Clinical
L Children’
. Very high risk d=-.05 implication based ! . ref‘ >
Task planning, ° Cl(na) on sienificance of Organizational
HOPS vs. CHIEF e & W Skills Scale
(BP, BA) pairwise (COSS)
U comparisons
n=274 Clinical
hil !
. Very high risk =-.79 implication based chi Firer? >
Task planning, ° Cl(na) on significance of Organizational
HOPS vs. WLC (3P, BA) X gairwise Skills Scale
‘ pairw (COSS)
| comparisons
Langeberg et al., 2017
Population: middle n=274 Clinical . ,
. b, N T Children’s
school students with . Very high risk d=-.72 implication based o
Task planning, N Organizational
ADHD [ ] Cl(n.a.) on significance of .
. CHIEF vs. WLC - Skills Scale
Intervention: (BP, BA) pairwise
. (Coss)
Homework, | comparisons
Organization and
Planning Skills (HOPS) or
Completing Homework n=274 Clinical . ,
h . I T Children’s
by Improving Organized Very high risk d=-.68 implication based -

. . . L Organizational
Efficiency and Focus actions, ([ J Cl(n.a.) on significance of Skills Scale
(CHIEF) HOPS vs. CHIEF (BP, BA) pairwise (COSS)
Comparison: | comparisons
HOPS/CHIEF/Waiting
List

n=274 Clinical Children’s
Organized Very high risk d=-1.14 implication based -
. N Organizational
actions, [ ] Cl(n.a.) on significance of Skills Scale
HOPS vs. WLC (BP, BA) pairwise (COSS)
| comparisons
n=274 Clinical
Children’
Organized Very high risk d=-46 implication based ! ) rer.m >
. N Organizational
actions, [ ] Cl(n.a.) on significance of Skills Scale
CHIEF vs. WLC BP, BA irwi
Vs ( ) pairwise (COSS)

comparisons
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n=274 Clinical Children’s
Material Very high risk d=-.24 implication based -
L Organizational
management, [ ] Cl(n.a.) on significance of Skills Scale
HOPS vs. CHIEF (BP, BA) pairwise
. (COss)
U comparisons
n=274 Clinical
Chil !
Material Very high risk d=-.81 implication based ! f:lrer.1 >
- Organizational
management, o Cl(n.a.) on significance of Skills Scale
HOPS vs. WLC (BP, BA) pairwise
. (Coss)
| comparisons
n=274 Clinical
h . Children’
Material Very high risk d=-57 implication based ! . rer.m >
) - Organizational
management, [ ] Cl(n.a.) on significance of Skills Scale
CHIEF vs. WLC (BP, BA) pairwise
. (Coss)
| comparisons
Organisationale Fihigkeiten. Lehrer*innenurteil
n=274 Clinical
N hil !
. High risk d=-.02 implication based chi Firer? >
Task planning, 0 Cl(na) on significance of Organizational
HOPS vs. CHIEF & gnice skills Scale
(BP) pairwise
. (Coss)
U comparisons
Langeberg et al., 2017 n=274 Clinical ‘ ,
High risk =-.06 implication based Children’s
Population: middle Task planning, gO CI_(n.a ) onpsi ificance of Organizational
school students with HOPS vs. WLC (BP) o gairwise Skills Scale
ADHD pairw! (COSS)
. U comparisons
Intervention:
Homework,
Organization and .
=274 cl | .
Planning Skills (HOPS) or L § T |h|ca Children’s
. . High risk d=-.09 implication based o
Completing Homework Task planning, L Organizational
h o Cl(n.a.) on significance of .
by Improving CHIEF vs. WLC (BP) airwise Skills Scale
Efficiency and Focus U co?n arisons (coss)
(CHIEF) P
Comparison:
:(S)tPS/CHIEF/Waltmg n=274 Clinical Childrer's
Organized High risk =-.43 implication based -
. N Organizational
actions, J Cl(n.a.) on significance of Skills Scale
HOPS vs. CHIEF (BP) pairwise
. (COss)
| comparisons
Organized High risk . ,
actions, [ n=274 Clinical OrCZ:?z;etri]o;al
HOPS vs. WLC (BP) d=-55 implication based g
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Cl(n.a.) on significance of Skills Scale
pairwise (COss)
I comparisons

n=274 Clinical Children’s
Organized High risk d=-.09 implication based o
. N Organizational
actions, ] Cl(n.a.) on significance of Skills Scale
CHIEF vs. WLC (BP) pairwise
. (Coss)
V) comparisons
n=274 Clinical ) ,
Material High risk =-3 implication based Chl|fﬂrel:‘l >
-~ Organizational
management, J Cl(n.a.) on significance of Skills Scale
HOPS vs. CHIEF (BP) pairwise
) (Coss)
U comparisons
n=274 Clinical . ,
Material High risk d=-53 implication based Chllldrer.1 >
s Organizational
management, ] Cl(n.a.) on significance of Skills Scale
HOPS vs. WLC (BP) pairwise
. (Coss)
| comparisons
n=274 Clinical ) ,
Material High risk =-.18 implication based Chllfirer.m >
. Organizational
management, o Cl(n.a.) on significance of .
- Skills Scale
CHIEF vs. WLC (BP) pairwise
. (coss)
U comparisons

DuPaul et al., 2018

Population: middle

. n =130 Clinical
School Studegimgith Very high risk d=-.44 implication based Homework
ADHD Homework
. [ ] Cl(n.a.) on p-value of problems
Intervention: problems . .
. 5 (BP, BA) group x time checklist (HPC)
Challenging Horizons . .
| interaction
Program
Comparison: commuity
care
Langeberg et al., 2017 n=274 Clinical
Homework Very high risk d=.21 implication based Homework
Population: middle problems total, o Cl(n.a.) on significance of problems
school students with HOPS vs. CHIEF (BP, BA) pairwise checklist (HPC)
ADHD U comparisons
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Intervention:
Homework,
Organization and

Planning Skills (HOPS) or
Completing Homework

by Improving

Efficiency and Focus

(CHIEF)
Comparison:

HOPS/CHIEF/Waiting

List

n=274 Clinical
Homework Very high risk d=1.29 implication based Homework
problems total, [ ] Cl(n.a.) on significance of problems
HOPS vs. WLC (BP, BA) pairwise checklist (HPC)
| comparisons
n=274 Clinical
Homework Very high risk d=1.08 implication based Homework
problems total, o Cl(n.a.) on significance of problems
CHIEF vs. WLC (BP, BA) pairwise checklist (HPC)
| comparisons
Homework n=274 Clinical
. Very high risk d=-19 implication based Homework
completion -
behavior [ ] Cl(n.a.) on significance of problems
HOPS vs. CHIEF (BP, BA) palrw'lse checklist (HPC)
U comparisons
Homework n=274 Clinical
. Very high risk d=-1.27 implication based Homework
completion L
. [ Cl (n.a.) on significance of problems
behavior, (BP, BA) airwise checklist (HPC)
HOPS vs. WLC ’ pairw!
| comparisons
Homework n=274 Clinical
- Very high risk d=-1.06 implication based Homework
completion L
; [ ] Cl(n.a.) on significance of problems
behaViRg, (BP, BA) airwise checklist (HPC)
CHIEF vs. WLC ’ P .
| comparisons
Homework n=274 Clinical
. Very high risk d=.07 implication based Homework
material -
management o Cl(n.a.) on significance of problems
HOPS vs. CHIEF (BP, BA) palrw'lse checklist (HPC)
U comparisons
Homework n=274 Clinical
. Very high risk d=-.87 implication based Homework
material L
management [ ] Cl(n.a.) on significance of problems
) BP ID - .
HOPS vs. WLC (BP, ID) palrw'lse checklist (HPC)
| comparisons
Homework S
material Very high risk n=274 Clinical Homework
® N problems
management, (BP, BA) d=-.94 implication based checklist (HPC)
CHIEF vs. WLC ’ Cl(n.a.) on significance of
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pairwise
comparisons

Langeberg et al., 2017

Population: middle
school students with
ADHD

Intervention:
Homework,
Organization and
Planning Skills (HOPS) or
Completing Homework
by Improving
Efficiency and Focus
(CHIEF)

Comparison:
HOPS/CHIEF/Waiting
List

n=274 Clinical
Homework High risk =-1 implication based Homework
problems total, ] Cl(n.a.) on significance of problems
HOPS vs. CHIEF (BP) pairwise checklist (HPC)
V) comparisons
n=274 Clinical
Homework High risk =-.15 implication based Homework
problems total, o Cl(n.a.) on significance of problems
HOPS vs. WLC (BP) pairwise checklist (HPC)
U comparisons
n=274 Clinical
Homework High risk d=-.05 implication based Homework
problems total, ] Cl(n.a.) on significance of problems
CHIEF vs. WLC (BP) pairwise checklist (HPC)
U comparisons

DuPaul et al., 2018

Population: middle
School Students with
ADHD

Intervention:
Challenging Horizons
Program

Comparison: commuity
care

n=130

Parent-rated;

Clinical Adol t
. Very high risk d=-.53 L ||:1|ca © esce.n
Academic ° Cl(na) implication based academic
problems (BP, BA) o on p-value of problems
! | group x time checklist (AAPC)
interaction
n=130 Clinical
GPA, High risk d=.06 implication based
Last
o Cl(n.a.) on p-value of n.a
measurement .
i (BP) group x time
point . .
U interaction
n=130 Investigator rated;
Woodcock-
High risk d=.37 Clinical Jzznzzt;
Reading skills o Cl(n.a.) implication based achievement
(BP) on p-value of test
| group differences
. . Woodcock-
. High risk n=130 Investigator-rated; Johnson
Maths skills o L .
(BP) d=-.34 Clinical achievement
Cl(n.a.) implication based test
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on p-value of

C group differences
. _ n=130 Investlg.at.or-rated; Woodcock-
High risk =-.18 Clinical Johnson
Writing skills ] Cl(n.a.) implication based .
achievement
(BP) on p-value of test
U group differences
S n=55 Clinical
Ve high risk parialn? =.07  implication based
Engagement (in o Cl(n.a.) on p-value of Observation
science lesson) (BP, BA, ID, B P .
uMm) group x time
1 effects
. . n=55 Clinical
Engagement (in Very high risk parial n* = .07 implication based
. [ J .
independent (BP, BA, ID Cl(n.a.) on p-value of Observation
practice) ,UMi ! group x time
u effects
Harrison et al., 2020
n=55 Clinical
. . . . . 2 - . . .
Population: studen.ts Disruption (in Very high risk parial n* = .06 implication based .
(11-15 years old) with science lesson) o Cl(n.a.) on p-value of Observation
ADHD (BP, BA, UM) group x time
Intervention: U effects
organization training,
self-management, note-
taking . . n=55 Clinical
Comparison: Dispruption (in Very high risk parialn2 =.07 implication based
. . [ J .
accomodations independent (BP, BA, ID Cl(n.a.) on p-value of Observation
(organizination support, practice) 'UMi ’ group x time
extended time, copy of U effects
theacher notes)
. . n =55 Clinical
Completion of Very high risk parial n? = .42 implication based
. [ J .
notes (in (BP, BA, ID Cl(n.a.) on p-value of Observation
science lesson) e group x time
uM)
I effects
. . . n=55 Clinical
Completlc?n of Very high risk parial n? = .06 implication based
notes (in o Cl(n.a.) on p-value of Observation
independent (BP, BA; ID, e gror:Jp < time
i UM
practice) ) U effects
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Very high risk n=55 Clinical
Accuracy of ¥ .g parial n? = .51 implication based
notes (in (BP, BA, ID Cl(n.a.) on p-value of Observation
science lesson) A group x time
uM)
1 effects
= Clinical
Accuracy of Very high risk n 525 R |r.1|ca
. parialn© =.1 implication based
notes (in o Cl(n.a.) on p-value of Observation
independent (BP, BA, ID, e grorzlp « time
i UM
practice) ) U effects

Smith et al. (2020)

Population: young
adolescents (mean age
not specified) diagnosed
with ADHD
Intervention:
organizational skills and
homework completion
interventions
Comparison: waitlist
control group

= 274% SCT includes
Sluggish L - *n analysed not symptoms of
=.41 .
cognitive Very h;gh risk l(jjl (n a()) reported. Clinicial slowness,
tempo all, implication base excessive
(SCT) all (BP, BA) " implication based i
Group x time ’ | on p value daydreaming,
and drowsiness
n = 274 SCT includes
Sluggish Verv high risk d= 313 *n analysed not symptoms of
cognitive ¥ .g CI_(r‘1 a) reported. Clinicial slowness,
tempo all, o implication base excessive
(SCT) all (BP, BA) | based
Group x time ’ U on p value daydreaming,
and drowsiness
High score of h = 203 *n analysed not SCT includes
- h f
sluggish Very high risk d=.517 reported, here symptoms o
cognitive ° Cl(na) 74% of total. slowness,
h Clinicial excessive
T), BP, BA R .
tGerr:t:)O)fsticm)e ( ) | implication based daydreaming,
P on p value and drowsiness
High score of n = 149* *n analysed not SCT includes
- h f
sluggish Very high risk d=.384 reported, here symptoms o
cognitive ° Cl(na) 74% of total. slowness,
temgo (SCT) (BP, BA) o Clinicial excessive
Gro:: xtim(; ’ U implication based daydreaming,
P on p value and drowsiness

Anmerkung. n = Anzahl der Versuchspersonen. SG = sequence generation, CC = concealment, BP =
blinding participants, BA = blinding assessors, ID = incomplete data, OR = outcome reporting, CE = carry
over effects, SX = stopped early, UM = unvalidated measures, Ol = other issues.
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1.3.3.2. In welchem Format, in welcher Intensitéit und mit welchen Inhalten sollten Eltern- und
Lehrkrdftetrainings bzw. —beratungen bei Kindern und Jugendlichen ab dem Schulalter angeboten
werden?

1.33.2A

Beriicksichtigte Endpunktkategorien: Meta-Analysen

Gesamtaussagesicherheit

Endpunktkategorien der Evidenz

ADHS Symptome gesamt (KU)
ADHS Symptome gesamt (E)
Aufmerksamkeit (KU)
Hyperaktivitat/Impulsivitdt (KU)
ADHS Symptomverbesserung (KL)
Verhaltensprobleme (KU)
Verhaltensprobleme (E)
Emotionale Probleme (E)
Funktionalitat (E)

Schwach - Moderat

N P NN R R R NN
N P NN R R R NN

Anmerkung. MAs = Anzahl der Meta-Analysen, m = Anzahl der Endpunkte innerhalb dieser Endpunktkategorie. E =
Elternurteil, KL = Kliniker*innenurteil, KU = Kombiniertes Urteil, L = Lehrer*innenurteil, S = Selbsturteil, T = kognitive Tests, U
= Unbekanntes Urteil.

Beriicksichtigte Endpunktkategorien: RCTs

Gesamtaussagesicherheit

Endpunktkategorien RCTS m

der Evidenz
ADHS Symptome gesamt (E) 7 10
ADHS Symptome gesamt (L) 2
ADHS Symptome gesamt (KL) 2
Aufmerksamkeit (E) 7 15
Aufmerksamkeit (L) 1 1
Hyperaktivitat/Impulsivitat (E) 7 15
Hyperaktivitdt/Impulsivitat (L) 1 1 Schwach - Moderat

Verhaltensprobleme (E) 11 48

Verhaltensprobleme (L) 2 2
Verhaltensprobleme (KL) 2

Internalisierende Symptome (E) 3 5

Funktionale Beeintrachtigungen (E) 8 21
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Anmerkung. RCTs = Anzahl der randomisierten kontrollierten Studien, m = Anzahl der Endpunkte innerhalb dieser
Endpunktkategorie. E = Elternurteil, KL = Kliniker*innenurteil, KU = Kombiniertes Urteil, L = Lehrer*innenurteil, S =
Selbsturteil, T = kognitive Tests, U = Unbekanntes Urteil.

Summary of Findings Tabelle: Meta-Analysen

Referenz

Endpunkt

Aussagesicherheit
(GRADE)

Effektstarke

Kommentare

Mess-
instrument

ADHS Symptome gesamt. Kombiniertes Urteil

Dahl et al., 2020

Population: youth

(ages 5-17) diagnosed

with ADHD

Parent- and
teacher-ratings;

Intervention: psychoeducation ADHD-RS-1V,
psychoeducation- n=956,k=7 interventions: any ADHD
based interventions in g=.787 professionally- symptoms
combination with Low Cl (.457 - delivered (Symptom
other treatment ADRD [$15]10]0) 1.116) treatment Checklist),
modality or alone, symptoms (R) modality that Conners’ Rating
delivered to parents or 1 integrated both Scales,
teachers of children psychotherapeutic Conners’ Global
Comparison: and educational Index
Individual counseling, material into
parent support, TAU, didactic sessions
no control group,
placebo pill and
psychoeducation
Hornstra et al., 2023 B1 indicates

n=n.a., k=26 changein
Population: parents of ADHD total Not applicable 6=.27 standardized
children and symptoms, due to missing Cl (.00 - .53) mean difference n.a
adolescents with Individual BPT information when o
ADHD vs. group BPT 1 technique
Intervention: increases with one
Individual parent unit

training
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Comparison: group
parent training

ADHS Symptome gesamt. Elternurteil

Leijten et al., 2018

Population: children
with conduct
problems, 1-12 years
Intervention:
Incredible Years
parenting program
Comparison: control
condition, waitlist

n=1532, k=
11
SMD =-.30
Cl(-.44--.17)

Moderate

ADHD symptoms oo
(P)

SDQ (1 study:
PACS converted
in SDQ)

Aufmerksamkeit. Kombiniertes Urteil

Hornstra et al., 2023

Population: parents of
children and
adolescents with
ADHD

Intervention:
Individual parent
training

Comparison: group
parent training

n=n.a., k=17
6=.29

| ion, N licabl
nattention ot applicable Cl(~11 - .69)

Individual BPT due to missing

vs. group BPT information U

standardized
mean difference

increases with one

n.a.

Hyperaktivitidt/Impulsivitit. Kombiniertes Urteil

Hornstra et al., 2023

Population: parents of
children and
adolescents with
ADHD

Intervention:
Individual parent
training

Comparison: group
parent training

n=n.a., k=17
6=.55

Hyp./Imp., Not applicabl
yp./Imp otapplicable - 10-1.00)

Individual BPT due to missing
vs. group BPT information

standardized
mean difference

increases with one

n.a.

Symptomsverbesserung. Kliniker*innenurteil
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Dahl et al., 2020

Population: youth
(ages 5-17) diagnosed
with ADHD
Intervention:
psychoeducation-
based interventions in
combination with
other treatment
modality or alone,
delivered to parents or
teachers of children
Comparison:
Individual counseling,
parent support, TAU,
no control group,
placebo pill and
psychoeducation

Global symptom

improvement

Moderate

1 O)
(R)

n=168, k=2
g=.578
Cl(.272 - .885)

CaGl, CGl-I

Verhaltensprobleme. Kombiniertes Urteil

Dahl et al., 2020

Population: youth
(ages 5-17) diagnosed
with ADHD
Intervention:
psychoeducation-
based interventions in
combination with
other treatment
modality or alone,
delivered to parents or
teachers of children
Comparison:
Individual counseling,
parent support, TAU,
no control group,
placebo pill and
psychoeducation

Behavioral
problems

Low
ee00
(R)

n=568, k=5
g = .466
Cl(.158 -.774)

Parent- and
teacher-ratings

CBCL, SDQ,
EPC, SPI, FTF

Hornstra et al., 2023

Population: parents of
children and
adolescents with
ADHD

Intervention:
Individual parent
training

Behavioral
problems,
Individual BPT
vs. group BPT

Not applicable
due to missing
information

n=n.a., k=21
6=-.09
Cl (-.35-.18)

U

B1 indicates
change in
standardized
mean difference
when
technique
increases with one
unit

n.a.
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Comparison: group
parent training

Leijten et al., 2018

Population: children
with conduct
problems, 1-12 years
Intervention:
Incredible Years
parenting program
Comparison: control
condition, waitlist

Conduct problems

Moderate

oo
(P)

n=1622, k=
13
SMD =-.35
Cl (-.51 - -.19)

Ten studies
(prevention or
treatment trials)
70% of the
children scored
above clinical cut-
off on ECBI, four
studies (selective
prevention trials
for high-risk
families) 30% of
children scored
above

ECBI (for 2
studies PACS
was converted
in ECBI)

Leijten et al., 2018

Population: children
with conduct
problems, 1-12 years
Intervention:
Incredible Years
parenting program
Comparison: control
condition, waitlist

Emotional
problems

Low

®e00
(IP, P)

n=1340, k =
10
SMD =-.06
Cl (-.18 - .06)

u

sDQ (for 2
studies CBCL
converted in

sSDQ)

Dahl et al., 2020

Population: youth
(ages 5-17) diagnosed
with ADHD
Intervention:
psychoeducation-
based interventions in
combination with
other treatment
modality or alone,
delivered to parents or
teachers of children

Global
functioning

Very low

®000
(R, IP)

n=387,k=3
g=.397
Cl (-.01-.808)
U

CGAS, Weiss
Functional
Impairment
Rating Scale,
WFIRS-P
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Comparison:
Individual counseling,
parent support, TAU,
no control group,
placebo pill and
psychoeducation

Dahl et al., 2020

Population: youth
(ages 5-17) diagnosed
with ADHD
Intervention:
psychoeducation-

based interventions in n=180,k=2

combination with Moderate g=.119

other treatment Quality of life 211 1@) Cl(-.174 - .412) EQ-5D, CHIP-CE
modality or alone, (IP)

delivered to parents or U

teachers of children

Comparison:

Individual counseling,
parent support, TAU,
no control group,
placebo pill and
psychoeducation

Dahl et al., 2020

Population: youth
(ages 5-17) diagnosed
with ADHD
Intervention:
psychoeducation-

based interventions in n=154 k=3
QY . , g=1.037 Validation of Questionnaire
combination with Parent-teacher’s Very low . . .
Cl (-.195 - guestionnaire designed by
other treatment knowledge of 21000 A
. 2.269) unclear; parent- authorsin 3
modality or alone, ADHD (R, IC, IP) . )
. teacher-ratings studies
delivered to parents or U

teachers of children
Comparison:
Individual counseling,
parent support, TAU,
no control group,
placebo pill and
psychoeducation
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Dahl et al., 2020

Population: youth
(ages 5-17) diagnosed

with ADHD
Intervention: Children’s
psychqeducatlor\- . o n=40,k=2 2 included studies: ADHD
based interventions in Child’s . Knowledge &
L . g=.721 pre-post design L
combination with knowledge of Very low . Opinions
Cl (.370 - without CG; . .
other treatment ADHD, e0O00 . Questionnaire;
. o 1.072) validation of ) .
modality or alone, Within group (R) . T Questionnaire
. questionnaire in .
delivered to parents or effect | ol <t uncled designed by
teachers of children Y authorsin 1
Comparison: study

Individual counseling,
parent support, TAU,
no control group,
placebo pill and
psychoeducation

Dahl et al., 2020

Population: youth
(ages 5-17) diagnosed
with ADHD
Intervention:
psychoeducation-

based interventions in n=249,k=3

combination with Moderate g=.209

other treatment Parenting stress Y12 1@) Cl (-.039 - .458) NCSQ, PSI-SF
modality or alone, (IP)

delivered to parents or U

teachers of children

Comparison:

Individual counseling,
parent support, TAU,
no control group,
placebo pill and
psychoeducation

Dekkers et al., 2022 n=1155, k=

20 Parental mental
Population: children Parental mental Low g=.41 health included B(Iijllil PSXACRSSQ’
and adolescence with health @(?%)O Cl(.20-.61) parenting stress DA(SIIS SNQ,
ADHD, < 18 years, no ! and several !
medication as part of 1 indices of parental
intervention psychopathology
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Intervention:
behavioral parent
intervention
(single/group)
Comparison: active
control, treatment as
usual, no treatment/
waitlist

(eg, depression,
anxiety, ADHD).
No trim & fill
considered, as
funnel plot not
asymmetric.

Leijten et al., 2018

Population: children
with conduct
problems, 1-12 years
Intervention:
Incredible Years
parenting program
Comparison: control
condition, waitlist

BDI (3 studies

n=1359 k= converted from
11 .
Parental mental Low SMD = -.08 Brief symptom
health: deO0O o 17__ '01) Univariate analysis inventory and
depression (1P, P) ’ ’ General health
U questionnaire
in BDI)
n=542,k=5
Low SMD =-.18
Parental mental . . Parenting
health: stress EB:ECI?)O Cl (-.44 - .07) Univariate analysis stress index
U
n=417,k=4
Parental mental Low SMD =-.32 Parental sense
health: self- ee0O0O Cl(-.77-.13)  Univariate analysis  of competence
efficacy (1P, P) scale
U

Dekkers et al., 2022

Population: children
and adolescence with
ADHD, < 18 years, no
medication as part of
intervention
Intervention:
behavioral parent
intervention
(single/group)
Comparison: active
control, treatment as
usual, no treatment/
waitlist

Positive
parenting

n=1470, k =
Low 15
g=.60
696580 Cl(.39-.81)

No trim & fill
considered, as
funnel plot not

asymmetric.
Authors' note:
Study should be

seen as
hypothesis-
generating, not
confirmation of
effectiveness of
parent training. ES
not significantly
different for
probably blinded
(SMD =0.58) and
unblinded
measures (SMD =

PPI, DPICS,
GIPCI, CCNES,
APQ, PCRQ,
PPI, FIQ, PAMS,
Observation
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0.63) on positive
parenting

Robust ES for all 5
outcome domains;
ES lower when
parent training
compared with
active control
conditions relative
to waitlists, but

only ES for
n=946, k=13 negative parenting APQ, PCRQ,
Negative Very low g=.35 dropped to non- PCRS. DPICS
. 1000 Cl (.12 -.59) significant when ! !
parenting (R, 1C) including only PS, CCNES,

. . . Observation
| studies with active

control conditions.
ES not significantly
different for
probably blinded
(SMD = 0.68) and
unblinded
measures (SMD =
0.54) on negative
parenting

Dekkers et al., 2022

Population: children
and adolescence with
ADHD, < 18 years, no

medication as part of n= 12119’ k=

intervention Parenting sense Low g=.54 PSOC, PCEQ,
Intervention: of competence e OO C1(36-.72) PES, PSCS, PSI,
behavioral parent (R, 1C) ’ ’ PSBC

intervention
. |
(single/group)
Comparison: active
control, treatment as
usual, no treatment/
waitlist
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To minimize

missing data
biases due to large
n=630,k=6 .a“?°”;ts Oi PPI, APQ, PS,
Positive Moderate SMD = .26 m;zaqnfp;gfe dor interview,
arenting: Cl(.01-.51 multiple
i praiseg @6(95)90 ( ! ou'Fcome parenfing
variables,
| . measures
multilevel
modeling (random
effect modeling)
used
n=625k=6 PPI, APQ, PS,
Positive Low SMD = .15 interview,
parenting: &0 Cl (-.16 - .45) multiple
tangible rewards (Ip, P) parenting
U measures
Leijten et al., 2018
Population: children n=1088, k=9 PPI, APQ, PS,
with conduct Positive Low SMD = .05 interview,
problems, 1-12 years parenting: ®e00 Cl (-.08 - .18) multiple
Intervention: monitoring (1p, P) parenting
Incredible Years u measures
parenting program
Comparison: control
condition, waitlist \ n=1393, k= PPI, APQ, PS,
Negative 10 . .
) Moderate interview,
parenting: SMD =-.22 .
corporal 000 Cl(-.42--.01) m”'t"‘f'e
punishment (P) parenting
| measures
n=999,k=9 PPI, APQ, PS,
Negative Moderate SMD =-.21 interview,
parenting: Y12 1@) Cl(-.36--.06) multiple
threatening (P) parenting
| measures
n=978,k=9 PPI, APQ, PS,
Negative Low SMD =-.15 interview,
Parenting: ee00 Cl (-.37-.07) multiple
laxness (1P, P) parenting
U measures
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n =967, k=15 PPI, APQ, PS,

Negative Moderate SMD =-.31 interview,

parenting: Y121 @) Cl (-.61--.01) multiple
shouting (P) parenting

| measures

Dekkers et al., 2022

Population: children

and adolescence with Significantly
ADHD, < 18 years, no different for GIPCI. PSI
medication as part of n=727,k=11 probably blinded oY
. . . PPES, PBI, IRS,
intervention Quality of Very low g=.37 (SMD =0.53) and PSDQ, PCRQ
Intervention: parent-child +]0]0]0) Cl (.07 - .67) unblinded ’ !
. . . CBQ, PFMSS,

behavioral parent relationship (R, IC) measures (SMD =
. . . Pasta Task,
intervention | 0.54) of child- .

. Observation
(single/group) parent-
Comparison: active relationship.

control, treatment as
usual, no treatment/
waitlist

Anmerkung. n = Anzahl der Versuchspersonen, k = Anzahl der inkludierten Primarstudien. R = risk of bias,
IC = inconsistency, ID = indirectness, IP = imprecision, P = publication bias.
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Summary of Findings Tabellen: RCTs

Referenz

Endpunkt

Risk of Bias

Effektstarke

Kommentare

Mess-

ADHS Symptome gesamt. Elternurteil

instrument

Chu et al., 2022

Population: school-aged

students (aged 6-8 n =145
ith ADHD d=.06
years) wi . ADHD Very high risk . .
Intervention: group Cl(-.21-.33) Chinese version
. L. symptoms total [ )
executive functioning of SNAP-IV
. (BP, BA)
and online parent U
training (GEF-OPT)
program
Comparison: waitlist
group
Chung et al., 2024
Population: parents of
children with ADHD (7- n=22 .
. - Child and
11 years old) ADHD total Very high risk w2 =.36 Clinical
. . R Adolescent
Intervention: Behavioral symptoms, { ] Cl(n.a.) implication based
. - Symtom
Parent Training, done by Within group (SG, BP, BA) on p-value
. Inventory (CASI)
a school-psychologist, I
online (via Zoom)
Comparison: no control
group
Dose, et al., 2017
Population: parents of =103
medicated children with ADHD total L - .
. Very high risk d=.28 Clinical
ADHD and residual symptoms, N
. . . [ ] Cl(n.a.) implication based FBB-ADHS
functional impairment TASH + TAU vs. (BP, BA) on p-value
Intervention: TASH + TAU ’ U P
routine care (incl. MED)
Comparison: routine
care (incl. MED) only
Engelbrektsson et al., ADHD ITT-data
2023 symotoms n=161 extracted; PP-data Strengths and
Population: parents of y‘ P ! Very high risk d=.05 only marginally . g .
. . . . Online BPT vs. . L Difficulties
children with disruptive [ ] Cl (-.16 - .26) different; clinical . .
. group BPT, . .. Questionnaire
behavior problems (3-11 (BP, BA) implication based
ears, no inf. Regardin 3 months V) on superiorit (5bQ)
years, - heg & Follow-up P ¥

diagnosis)

analysis
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Intervention: internet-

delivered parent training ADHD ITT-data
(iComet) sYmbtoms n=161 extracted; PP-data Streneths and
Comparison: group y. P ! Very high risk d=.12 only marginally . g .
L Online BPT vs. . . Difficulties
parent training (in o Cl(-.13 -.38) different; clinical . .
erson, gComet) group BPT, (BP, BA) implication based Questionnaire
P ’ 12 months ’ U . (SbQ)
Follow-up on superiority
analysis
n=110
Total ADHD Very high risk d=.05
Hautmann et al., 2018 Data f =
symptoms, ° Cl (-23-.33) prjtscglog::li;s FBB-ADHS
Population: parents of BPT vs. non-BPT (BP, BA, ID)
children with ADHD (4- u
11 years old)
Intervention: Behavioral
Parent T.raining (BPT) Total ADHD n =110
Comparlsc?n. symptoms, Very high risk d=.13 Data from per-
Nonbehavioral Parent BPT vs. non- ° Cl (-22 - .48) per- FBB-ADHS
Training (non-BPT) BPT (BP, BA, ID) protocol analysis
Follow-up U
After treatment;
Nobel et al., 2020 n=49 clinical implication
ADHD Nol
Very high risk d=.89 based on p-values Swanson, Nolan,
. symptoms, and Pelham
Population: school-aged . [ J Cl(n.a.) of data analyzed . .

. . . Intervention vs. T . Questionnaire
children diagnosed with waiting list (BP, BA) with linear mixed (SNAP-IV)
ADHD and behavior 8 | model for
problems despite repeated measure
previous treatments
Intervention: home-
based behavioral parent After treatment;
training n=>50 clinical implication

ADHD Nol
Comparison: waiting list Very high risk d=.89 based on p-values Swanson, Nolan,
. . symptoms, and Pelham
(no intervention) and . [ J Cl(n.a.) of data analyzed . .
Intervention vs. Lt . Questionnaire
care-as-usual home- TAU (BP, BA) with linear mixed (SNAP-IV)
based treatment 1 model for
repeated measure
Tandon et al., 2024
Population: families . . n=284 No significant
with children with ADHD Core ADHD Very h;gh risk ES=n.a. changes over time
ages 6-10 years n.a. intervention onners 3-
(ages 6-10 ) symptoms (BP, BA, ID Cl{n.a) by i ' ¢ 3-P
Intervention: weekly 90- ymp ’OR)’ ! group; no p-value
min LEAP virtual U reported

“telegroups” were

conducted via HIPAA-

compliant zoom
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Comparison: weekly 90-
min standard BMT

ADHS Symptome gesamt.

Lehrer*innenurteil

Chu et al., 2022

Population: school-aged
students (aged 6-8
years) with ADHD
Intervention: group
executive functioning
and online parent
training (GEF-OPT)
program

Comparison: waitlist
group

ADHD
symptoms total

High risk
o
(BP)

n =145
d=.43
Cl (.17 - .69)

Chinese version

of SNAP-IV

Hautmann et al., 2018

Population: parents of
children with ADHD (4-
11 years old)
Intervention: Behavioral
Parent Training (BPT)
Comparison:
Nonbehavioral Parent
Training (non-BPT)

Total ADHD
symptoms,
BPT vs. non-BPT

Very high risk
[ J
(BP, ID)

n=110
d=-.
Cl (-.58 - .18)

u

Data from per-
protocol analysis;
no information if

teacher were

blinded

FBB-ADHS

ADHS Symptome gesamt. Kliniker*innenurteil

Engelbrektsson et al.,
2023

Population: parents of
children with disruptive
behavior problems (3-11
years, no inf. Regarding
diagnosis)

Intervention: internet-
delivered parent training
(iComet)

Comparison: group
parent training (in
person, gComet)

Total ADHD
symptoms,
Online BPT vs.
group BPT,
3 months FU

High risk
o
(BP)

n=161
d=.34
Cl (.02 - .66)

ITT-data
extracted; PP-data
only marginally
different; clinical
implication based
on superiority
analysis

MINI-KID

Hautmann et al., 2018

Total ADHD
symptoms,
BPT vs. non-BPT

Very high risk
[ J
(BP, ID)

n=110
d=.05
Cl(-.23-.33)

V)

Data from per-

. DCL-ADHS
protocol analysis
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Population: parents of
children with ADHD (4-

11 years old)

Intervention: Behavioral
Parent Training (BPT)

Comparison:

Nonbehavioral Parent
Training (non-BPT)

Aufmerksamkeit. Elternurteil

Chu et al., 2022

Population: school-aged

students (aged 6-8 n =145
years) with ADHD Very high risk d=.27 Chinese version
Intervention: group Inattentive ° Cl (-.06 - .60) of SNAP-IV
executive functioning (BP, BA) subscales -
and online parent ’ U Inattention
training (GEF-OPT)
program
Comparison: waitlist
group
n=52
et nattontion, . UeMERTSk (U postntersention
Population: parents of PT + TAU vs. o clinical implication SNAP
mediacted children with TAU (BP, BA, CE) U based on p-value
ADHD
Intervention: self-help
version of the New
Forest Parenting Child n=52
Programme + TAU (incl. inattention, Very high risk d=.25 Clinical
MED) . { PT + TAU vs. (] Cl(na.) implication based SNAP
Comparison: TAU (incl. TAU, (BP, BA, CE) on p-value
MED) Follow-up v
Dose, et al., 2017
POpl..l|atIOI1: p.arents o.f =103
medicated children with . . . L
ADHD and residual Inattention, Very high risk d=.44 Clinical
functional impairment TASH;—ATGAU vs. (BP.BA) Cl(n.a.) implicationlbased FBB-ADHS
, on p-value

Intervention: TASH +
routine care (incl. MED)
Comparison: routine
care (incl. MED) only
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Hornstra et al., 2021

Population: parents of
children aged 4-12 with
ADHD

Intervention:
Antecedent-based
parent training (AC) or
Consequent-based
parent training (CC)
Comparison: waitlist
control group

n=60

Inattention
Very high risk d=.39 B
symptoms, ° Cl (12 - .90) T1=1 V\./e.ek after SWAN
AC vs. control, training
(BP, BA)
Post-treatment U
Inattention n =62
Very high risk d=.22 B
symptoms, ° Cl(-29 - .73) T1=1 V\'/e.ek after SWAN
CC vs. control, training
(BP, BA)
Post-treatment U
Inattention n=62
Very high risk d=.17 B
symptoms, ° Cl (-34 - .68) T1=1 V\'/e.ek after SWAN
AC vs. CC, training
(BP, BA)
Post-treatment U
n =60
Inattention
Very high risk d=.34 B
symptoms, ° Cl (-17 - .85) T2=3 w.egks after SWAN
AC vs. control, training
(BP, BA)
Follow-up
U
n=62
Inattention
Very high risk d=-17
" T2 = ks af
symptoms Y Cl (-.68 - .34) 3 weeks after SWAN
CC vs. control, training
(BP, BA)
Follow-up
U
Inattention n =62
Very high risk d=.51 B
symptoms, ° C1 (.00 - 1.02) T2=3 w.egks after SWAN
AC vs. CC, training
(BP, BA)
Follow-up
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Nuno et al., 2020

Population: parents of
children 6-8 years old

n=87
ith ADHD ted -
wi . or suspecte Very high risk ES=n.a. Clinical
of having ADHD . T Conners 3-P
. . Inattention [ ] Cl(n.a.) implication based
Intervention: online Short-Form
. (BP, BA) on p-value
parent training - |
Nurtured Heart
Approach (NHA)
Comparison: delayed
control
n=39 Clinical
. Very high risk ES =n.a. implication based
Inattention,
Paiva et al., 2024 E2F BPT vs. ST o Cl(n.a.) on post-hoc MTA-SNAP-IV
(BP, BA, ID) analyses of time x
Population: families of u group interaction
boys with ADHD
symptoms (6-12 years
old, 50% medicated) n=38 Clinical
Intervention: Face to . . . - S
Face (F2F) behavioral Inattention, Very high risk ES =n.a. implication based
arent training + Online BPT vs. ] Cl(n.a.) on post-hoc MTA-SNAP-IV
P g ST (BP, BA, ID) analyses of time x
standard treatment (ST, U roub interaction
possibly incl. MED) group
Comparison: online
behavioral parent
training + standard n=37 Clinical
treatment (ST, possibly Inattention, Very high risk ES=n.a. implication based
incl. MED) or ST alone F2F BPT vs. ° Cl(n.a.) on post-hoc MTA-SNAP-IV
online BPT (BP, BA, ID) analyses of time x
U group interaction
Tandon et al., 2024
Population: families
ith child ith ADHD C
WITN O . . n=84 No significant
(ages 6-10 years) Very high risk .
X ES=n.a. changes over time
Intervention: weekly 50- Inattention o Cl(n.a.) by intervention Conners 3-P
min LEAP virtual (BP, BA, D, 2. grc"’up. "o pvalue
«. ” OR ’ -
telegroups” were ) U reported

conducted via HIPAA-
compliant zoom
Comparison: weekly 90-
min standard BMT

Aufmerksamkeit. Lehrer*innenurteil
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Chu et al., 2022

Population: school-aged
students (aged 6-8
years) with ADHD
Intervention: group
executive functioning
and online parent
training (GEF-OPT)
program

Comparison: waitlist
group

Inattentive

High risk
Qo
(BP)

n =145
d=.53
Cl (.24 - .82)

Chinese version

of SNAP-IV
subscale -
Inattention

Hyperaktivitat/Impulsivitat. Elternurteil

Chu et al., 2022

Population: school-aged

students (aged 6-8 n =145
years) with ADHD R L d=-41 Chinese version
Intervention: group Hyperalc?"f'ty/ P Veryhighrisk o9 14) of SNAP-IV
executive functioning mpulsivity BP.BA subscales -
and online parent (BP, BA) C Hyperactivity
training (GEF-OPT)
program
Comparison: waitlist
group
n=>52
Daley etal,, 2021 Chl.ld hyp./ Very high risk d=-16 Post intervention;
. 'me., ) Clna,) clinical implication SNAP
Population: parents of PT + TAU vs.
mediacted children with TAU (BP, BA, CE) u based on p-value
ADHD
Intervention: self-help
version of the New
Forest Parenting . child hyp./ n=>52
Prggrafame AU (ingl. imp., Very high risk d=-11 Clinical
MED) . ) PT + TAU vs. o Clna) implication based SNAP
Comparison: TAU (incl. TAU, (BP, BA, CE) on p-value
MED) Follow-up v
Dose et al., 2017 n=103
Hyp./ imp., Very high risk d=.11 Clinical
Population: parents of TASH + TAU vs. [ ] Cl(n.a.) implication based FBB-ADHS
medicated children with TAU (BP, BA) on p-value
ADHD and residual U

functional impairment
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Intervention: TASH +
routine care (incl. MED)
Comparison: routine
care (incl. MED) only

Hornstra et al., 2021

Population: parents of
children aged 4-12 with
ADHD

Intervention:
Antecedent-based
parent training (AC) or
Consequent-based
parent training (CC)
Comparison: waitlist
control group

Hyperactivity- n =60
impulsivity Very high risk d=.12
T1=1 k aft
symptoms, [ J Cl (-.45 - .69) tr;AiIE;en atter SWAN
AC vs. control, (BP, BA) 8
Post-treatment u
Hyperactivity- n=62
impulsivity Very high risk d=.33
T1=1 k aft
symptoms, o Cl (-.24 - .90) tr:i/r?ien arter SWAN
CC vs. control, (BP, BA) J
Post-treatment U
Hyperactivity- n=62
impulsivity Very high risk d=-.20
T1=1 k af
symptoms, @ Cl (-.76 - .37) tr:ilr?ien after SWAN
AC vs. CC, (BP, BA) s
Post-treatment U
Hyperactivity- n =60
impulsivity Very high risk d=.59
T2 = ks af
symptoms, [ ) Cl(.03-1.15) ?crve\]/ii?ns after SWAN
AC vs. control, (BP, BA) g
Follow-up |
Hyperactivity- n=62
impulsivity Very high risk d=.42
T2=3 ks aft
symptoms, o Cl(-.10-.94) tr\;/ii?ns atter SWAN
CC vs. control, (BP, BA) g
Follow-up U
Hyperactivity- n=62
impulsivity Very high risk d=.17
T2=3 ks aft
symptoms, ° Cl (-38-.72) tr";’ii?ns arter SWAN
AC vs. CC, (BP, BA) €
Follow-up U
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Nuno et al., 2020

Population: parents of
children 6-8 years old

n=87
ith ADHD ted .
wi . of suspecte ..., Very high risk ES=n.a. Clinical
of having ADHD Hyperactivity/i N Conners 3-P
. . .. [ J Cl(n.a.) implication based
Intervention: online mpulsivity Short-Form
. (BP, BA) on p-value
parent training - i
Nurtured Heart
Approach (NHA)
Comparison: delayed
control
EZ i :i Clinical
Hyp./ imp Very high risk a (_n a; )' implication based
Paiva et al., 2024 E2F BET vs. éT ® y on post-hoc MTA-SNAP-IV
(BP, BA, ID) | analyses of time x
Population: families of group interaction
boys with ADHD
symptoms (6-12 years
old, 50% medicated) n=38 -
Intervention: Face to ES=n.a Clinical
L Hyp./ imp., Very high risk e implication based
;Z:n(:igi:?nlaroral Online BPT vs. ° Clina) on post-hoc MTA-SNAP-IV
BP, BA, ID i
standard treatment (ST, ST (BP, BA, ID) U a:gljys?;tzfr;!;i:
possibly incl. MED) group
Comparison: online
behavioral parent
training + standard n=37 Clinical
Freatment (ST, possibly Hyp./ imp., Very high risk I:-:SI (—nn.a). implication based
incl. MED) or ST alone F2F BPT vs. ) 2 on post-hoc MTA-SNAP-IV
online BPT (BP, BA, ID) U analyses of time x
group interaction
Tandon et al., 2024
Population: families
with children with ADHD . . n=8a No significant
(ages 6-10 years) Very high risk .
. ES=n.a. changes over time
Intervention: weekly 50- Hyperactivit o Cl(n.a.) by intervention Conners 3-P
min LEAP virtual P Y (8P, BA,ID, 2. grc"’up. o pvalue
« ” OR ’ -
telegroups” were ) U reported

conducted via HIPAA-
compliant zoom
Comparison: weekly 90-
min standard BMT

Hyperaktivitdt/Impulsivitit. Lehrer*innenurteil
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Chu et al., 2022

Population: school-aged
students (aged 6-8
years) with ADHD
Intervention: group
executive functioning
and online parent
training (GEF-OPT)
program

Comparison: waitlist
group

Hyperactivity/i
mpulsivity

High risk
Qo
(BP)

n =145
d=-.09
Cl (-.36 - .18)

u

Chinese version
of SNAP-IV
subscale -
Inattention

Verhaltensprobleme. Elternurteil

Chu et al., 2022

Population: school-aged

students (aged 6-8 n =145
years) with ADHD Very high risk d=.27 Chinese version
Intervention: group oDD ° Cl (-.03 -.57) of SNAP-IV
executive functioning (BP, BA) subscales -
and online parent ’ U Hyperactivity
training (GEF-OPT)
program
Comparison: waitlist
group
n=22 .
Chung et al., 2024 ODD total Very high risk w2=.11 o CIi.nicaI A(fj}!::sir;:t
symptoms, [ ] Cl(n.a.) implication based

Po I Within group (SG, BP, BA) on p-value Symptom

pulation: parents of Inventory (CASI)
children with ADHD (7- u
11 years old)
Intervention: Behavioral
Parent Training, done by n=22 ‘
a sc.hool-.psychologlst, Child prosocial ~ Very high risk w2=.11 Clinical Child and
online (\{'a Zoom) behaviour, o Cl(n.a.) implication based Adolescent
Comparison: no control Within group (SG, BP, BA) on p-value Symptom
group U Inventory (CASI)

n=52
Daley et al.,, 2021 s(\:/':rl'nl:tgr?:: Very high risk gl;n'c;o) Post intervention;
. ! ® e clinical implication SNAP

Population: parents of PT + TAU vs. (BP, BA, CE) based on p-value
mediacted children with TAU e u

ADHD
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Intervention: self-help

version of the New n=>52
Forest Parenting Child prc!blem Very high risk d=.19 Fr.equency;. post Eyberg Child
Programme + TAU (incl. behavior, ° Cl(n.a.) intervention; Behavior
MED) PT + TAU vs. (BP, BA, CE) clinical implication
, BA, Inventory (ECBI)
Comparison: TAU (incl. TAU u based on p-value
MED)
child 0DD Z:_sgz
symptoms, Very high risk al (;‘ 'a ) Post intervention;
PT + TAU vs. ([ o clinical implication SNAP
TAU, (BP, BA, CE) U based on p-value
Follow-up
Child problem c’;-: 5125 Frequency; post
behavior, Very high risk c (_n- a) in(t]erven»;’ic?n' Eyberg Child
PT+TAUvs. o X clinical im Iicatlion Behavior
TAU, (BP, BA, CE) P Inventory (ECBI)
U based on p-value
Follow-up
n=110
Dail =- -
aIY . Very high risk 43 Clinical EMA (phone
externalizing Cl(n.a.) T . . .
behavior o implication based interview with
P14+ P2 vs. WG (BP, BA, UM) | on p-value parents)
De Jong et al., 2023
Po.pulatlon: parents with Daily n=74
children (4-12 years) externalizin b=-11
with externalizing ¢ & Very high risk T Clinical EMA (phone
behavior, Cl(n.a.) L . . .
problems + ADHD or P1 + P2 within [ ] implication based interview with
0oDD A oup (BP, BA, UM) | on p-value parents)
Intervention: parenting T2 vs. follow-up
program
Comparison: waiting
group n=110
Dail =-51 .
exter:;\l\:zin Very high risk gl (n 2 ) Clinical
. & [ J h implication based ECBI
behavior, (BP, BA) on p-value
P1+P2 vs. WG ’ | P
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Daily n=74
externa!lznng Very high risk b=-3.48 Clinical
behavior, Cl(n.a.) S
oL [ J implication based ECBI
P1 + P2 within
(BP, BA) on p-value
group, 1
T2 vs. follow-up
Daily ;_=_7;3
externalizing Very high risk CI_(n.a ) Clinical EMA (phone
behavior, o B implication based interview with
P1vs. P2, (BP, BA, UM) | on p-value parents)
At T2
Daily g_: 71‘;
externalizing  Very high risk a (_n- 2) Clinical
behavior, o < implication based ECBI
P1vs. P2, (BP, BA) | on p-value
At T2
Daily n_= 7;2
externalizing  Very high risk CI_(n.a : Clinical EMA (phone
behavior, o h implication based interview with
P1vs. P2, (BP, BA, UM) | on p-value parents)
At follow-up
Daily ;_= 7;5
externalizing Very high risk CI_(n. ) Clinical
behavior, [ ] 2 implication based ECBI
P1vs. P2, (BP, BA) | on p-value
At follow-up
Daily n=37
lizi =- .
externa'lzmg Very high risk b=-.20 Clinical EMA (phone
behavior, Cl(n.a.) o . . .
s [ ] implication based interview with
P1 within
(BP, BA, UM) on p-value parents)
group, |

T2 vs. follow-up
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Daily n=37
externa!lznng Very high risk b=-02 Clinical EMA (phone
behavior, Cl(n.a.) S . . .
P2 within o implication based interview with
(BP, BA, UM) on p-value parents)
group, 1
T2 vs. follow-up
Daily n=37
t lizi =-5.24 .
ex erna'lzmg Very high risk b=-5 Clinical
behavior, Cl(n.a.) T
Ly [ J implication based ECBI
P1 within
(BP, BA) on p-value
group, |
T2 vs. follow-up
Daily n=37
lizi =-2. .
externa.lzmg Very high risk b=-207 Clinical
behavior, Cl (n.a.) b N
oy o implication based ECBI
P2 within
(BP, BA) on p-value
group, |
T2 vs. follow-up
Dose et al., 2017
Population: parents of =103
medicated children with ODD total . N - o
. Very high risk d=.43 Clinical
ADHD and residual symptoms, N
. . . [ ] Cl(n.a.) implication based FBB-SSV
functional impairment TASH + TAU vs. (BP, BA) on p-value
Intervention: TASH + TAU ’ | P
routine care (incl. MED)
Comparison: routine
care (incl. MED) only
ITT-data
Engelbrektsson et al., Disruptive n=161 extracted; PP-data
2023 behavior, Very high risk d=.12 only marginally
Online BPT vs. [ ] Cl(n.a.-.32) different; clinical ECBI-IS
Population: parents of group BPT, (BP, BA) implication based
children with disruptive 3 months FU U on non-inferiority
behavior problems (3-11 analysis
years, no inf. Regarding
diagnosis)
Intervention: internet- ITT-data
delivered parent training Disruptive n=161 extracted; PP-data
(iComet) behavior, Very high risk d=.08 only marginally
Comparison: group Online BPT vs. o Cl(n.a.-.33) different; clinical ECBI-IS
parent training (in group BPT, (BP, BA) implication based
person, gComet) 6 months FU U on non-inferiority

analysis
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ITT-data

Disruptive n=161 extracted; PP-data
behavior, Very high risk d=.11 only marginally
Online BPT vs. o Cl(n.a.-.33) different; clinical ECBI-IS
group BPT, (BP, BA) implication based
12 months FU U on non-inferiority
analysis
ITT-data
Conduct n=161 extracted; PP-data
problems, Very high risk d=.15 only marginally
Online BPT vs. [ J Cl(-.11-.40) different; clinical sbQ
group BPT, (BP, BA) implication based
3 months FU U on superiority
analysis
ITT-data
Conduct n=161 extracted; PP-data
problems, Very high risk d=.11 only marginally
Online BPT vs. o Cl (-.23 - .45) different; clinical sbDQ
group BPT, (BP, BA) implication based
12 months FU U on superiority
analysis
n=110
Total ODD Very high risk d=-.20 Data from per-
symptoms, [ ] Cl(-.52-.12) . FBB-SSV
BPT vs. non-BPT  (BP, BA, ID) protocol analysis
u
Hautmann et al., 2018
Po'pulatlor?: parents of =110
children with ADHD (4- .. N
Externalizing Very high risk =-31
11 years old) Data from per-
Intervention: Behavioral symptoms, o Cl1(-59--.04) protocol analysis CBCL
. BPT vs. non-BPT (BP, BA, ID)
Parent Training (BPT) |
Comparison:
Nonbehavioral Parent
Training (non-BPT)
Total ODD n=110
symptoms, Very high risk d=.02
BPT vs. non- Y Cl (-34- .38) Data from per- FBB-SSV
BPT, (BP, BA, ID) protocol analysis
Follow-up U

141



Heubeck et al., 2021

Population: parents of
children with ADHD
(mostly with comorbid

ODD/CD)

Intervention: individual

behavioral parent

training (Ind. BPT) or
group behavioral parent
training (group BPT)

Comparison: TAU

Clinical
implication based

Total n =160 on authors
behavioral Very high risk d=1.05 Home Situations
statement about . .
problems, [ ) Cl(n.a.) Clincludine 0 or Questionnaire
Ind. BPT vs. (BP, BA) & (HSQ)
TAU | not; results
controlled for
MED effect
Clinical
Total n=155 'mp;'rfaatsj‘;g:rassw
behavioral Very high risk d=.61 Home Situations
statement about . .
problems, [ ) Cl(n.a.) Clincludine 0 or Questionnaire
Group BPT vs. (BP, BA) & (HSQ)
TAU | not; results
controlled for
MED effect
Clinical
o peiso e b
Very high risk d=.81 Home Situations
problems, statement about . .
o Cl(n.a.) . . Questionnaire
Ind. BPT vs. (BP, BA) Clincluding 0 or (H5Q)
TAU, ! | not; results
Follow-up controlled for
MED effect
Clinical
S ptss e b
Very high risk d=.62 Home Situations
problems, statement about . .
o Cl(n.a.) . . Questionnaire
Group BPT vs. (BP, BA) Clincluding O or (HSQ)
TAU, ’ | not; results
Follow-up controlled for
MED effect
Clinical
Total n =160 'mp(')'rfaat:;gcf’rised
behavioral Very high risk d=1.86 Home Situations
statement about . .
problems, o Cl(n.a.) Clincluding 0 or Questionnaire
Ind. BPT within (BP, BA) & (HsQ)
roup | not; results
& controlled for
MED effect
Total Very high risk n =155 Clinical Home Situations
behavioral o d=1.25 implication based Questionnaire
problems, (BP, BA) Cl (n.a) P (HsQ)
on authors
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Group BPT statement about
within group | Clincluding 0 or
not; results
controlled for
MED effect
Clinical
i oo o b
Very high risk d=2.03 Home Situations
problems, statement about . .
Ind. BPT within o Cl{n.a) Clincluding 0 or Questionnaire
: (BP, BA) & (HSQ)
group, | not; results
Follow-up controlled for
MED effect
Clinical
oo potss Il b
Very high risk d=1.74 Home Situations
problems, statement about . .
[ J Cl(n.a.) . . Questionnaire
Group BPT Clincluding 0 or
rs (BP, BA) (HsSQ)
within group, | not; results
Follow-up controlled for
MED effect
Clinical
Total n =159 'mp(')'rfaatﬁ:ra:ed
behavioral Very high risk d=.44 Home Situations
statement about . .
problems, [ ] Cl(n.a.) Clincluding 0 or Questionnaire
Ind. BPT vs. (BP, BA) & (HSQ)
roub BPT | not; results
group controlled for
MED effect
Clinical
pehavioral n=1s
Very high risk d=.19 Home Situations
problems, statement about . .
[ ) Cl(n.a.) . . Questionnaire
Ind. BPT vs. (BP, BA) Clincluding 0 or (HSQ)
group BPT, ’ not; results
u
Follow-up controlled for
MED effect
n =60
Hornstra et al., 2021 oDD . .
r Very high risk d=.25
symptoms, T1 =1 week after
. [ J Cl (-.26 - .76) . DBDRS
Population: parents of AC vs. control, (BP, BA) training
children aged 4-12 with Post-treatment ! U

ADHD

143



Intervention:

Antecedent-based

o oDD n=62
parent training (AC) or symptoms very high risk d=.03 T1 =1 week after
Consequent-based ymp ) °® Cl(-29 - .73) =1 wex DBDRS
parent training (CC) CC vs. control, (BP, BA) training
Comparison: waitlist Post-treatment ' U
control group
n=62
DD
s mO toms Very high risk d=.22 T1 =1 week after
ymptoms, ° Cl (-29 - .73) e DBDRS
AC vs. CC, training
(BP, BA)
Post-treatment U
n =60
DD
s m0 toms Very high risk d=g¥ T2 = 3 weeks after
ymptoms, ° Cl (-19 - .83) h DBDRS
AC vs. control, training
(BP, BA)
Follow-up
u
n=62
oDD
symptoms P L " d=-27 T2 = 3 weeks after
ymp ’ o Cl (-.78 - .24) IR DBDRS
CC vs. control, training
(BP, BA)
Follow-up
u
n=62
S mo?cl))ms Very high risk d=.59 T2 = 3 weeks after
b4 ’ [ ) Cl(.07 - 1.11) IR DBDRS
ACvs. CC, training
(BP, BA)
Follow-up |
Nuno et al., 2020
Population: parents of
children 6-8 years old
. n=287
with ADHD or suspected . . .
. . Very high risk ES =n.a. Clinical
of having ADHD Defiance/aggre N Conners 3-P
. . . [ ] Cl(n.a.) implication based
Intervention: online ssion Short-Form
.. (BP, BA) on p-value
parent training - U

Nurtured Heart
Approach (NHA)

Comparison: delayed

control
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Paiva et al., 2024

Population: families of
boys with ADHD
symptoms (6-12 years
old, 50% medicated)
Intervention: Face to
Face (F2F) behavioral
parent training +
standard treatment (ST,
possibly incl. MED)
Comparison: online
behavioral parent
training + standard
treatment (ST, possibly
incl. MED) or ST alone

n=39 Clinical
ODD total Very high risk ES=n.a. implication based
symptoms, o Cl(n.a.) on post-hoc MTA-SNAP-IV
F2F BPT vs. ST (BP, BA, ID) analyses of time x
V) group interaction
n=38 Clinical
DD |
som tt::s Very high risk ES=n.a. implication based
ymproms, Y Cl(n.a.) on post-hoc MTA-SNAP-IV
Online BPT vs. .
ST (BP, BA, ID) analyses of time x
V) group interaction
n=37 Clinical
DD | \ Q. .
som tt:rt:s Very high risk ES=n.a. implication based
ympe ! ® Cl(n.a.) on post-hoc MTA-SNAP-IV
F2F BPT vs. .
. (BP, BA, ID) analyses of time x
online BPT . .
U group interaction

Verhaltensprobleme. Lehrer*innenurteil

Chu et al., 2022

Population: school-aged
students (aged 6-8
years) with ADHD
Intervention: group
executive functioning
and online parent
training (GEF-OPT)
program

Comparison: waitlist
group

n =145
d=.53
Cl (.28 -.78)

Chinese version
of SNAP-IV
subscale -
Inattention

High risk
OoDD o
(BP)

1

Hautmann et al., 2018

Population: parents of
children with ADHD (4-
11 years old)
Intervention: Behavioral
Parent Training (BPT)
Comparison:
Nonbehavioral Parent
Training (non-BPT)

n=110
d=-31
Cl (-.68 - .06)

Data from per-
protocol analysis;
no info if teachers

were blinded

Total ODD Very high risk
symptoms, o
BPT vs. non-BPT (8P, ID)

FBB-SSV

U

Verhaltensprobleme. Kliniker*innenurteil
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Engelbrektsson et al.,
2023

Population: parents of
children with disruptive

ITT-data

behavior problems (3-11 Total ODD L n=161 extracted; PP-data
years, no inf. Regarding symptoms High risk d=34 only marginally
o Online BPT vs. J Cl (-.05-.72) . . MINI-KID
diagnosis) different; clinical
Intervention: internet- group BPT, (BP) implication based
. . 3 months FU U .
delivered parent training on superiority
(iComet) analysis
Comparison: group
parent training (in
person, gComet)
Hautmann et al., 2018
Population: parents of
chi’I)dren withpADHD (4- . - 118
11 years old) Total ODD Very high risk d=-.35 Data from per-
. . symptoms, o Cl (-.66 - -.04) . DCL-SSV
Intervention: Behavioral BPT vs. non-BPT (PB, ID) protocol analysis
Parent Training (BPT) ) ! i
Comparison:
Nonbehavioral Parent
Training (non-BPT)
Internalisierende Symptome. Elternurteil
ITT-data
Engelbrektsson et al., Emotional n=161 extracted; PP-data
2023 symptoms Very high risk d=.21 only marginally
Online BPT vs. [ ] Cl (-.04 - .46) different; clinical sbQ
Population: parents of group BPT, (BP, BA) implication based
children with disruptive 3 months FU U on superiority
behavior problems (3-11 analysis
years, no inf. Regarding
diagnosis)
Intervention: internet- ITT-data
delivered parent training Emotional n=161 extracted; PP-data
(iComet) symptoms Very high risk d=.29 only marginally
Comparison: group Online BPT vs. o Cl (.00 -.59) different; clinical sDQ
parent training (in group BPT, (BP, BA) implication based
person, gComet) 12 months FU | on superiority
analysis
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Hautmann et al., 2018

Population: parents of

n=110
hild ith ADHD (4-
ill erae:s \é)vlld) ( Internalizing Very high risk d=-.25 Data from per-
years o . symptoms, ° Cl (-.56 - .07) per 11-CBCL
Intervention: Behavioral protocol analysis
.. BPT vs. non-BPT (BP, BA, ID)
Parent Training (BPT) U
Comparison:
Nonbehavioral Parent
Training (non-BPT)
Nobel et al., 2020 After treatment;
Internalizin n=49 clinical implication
Population: school-aged roblems & Very high risk d=.65 based on p-values
children diagnosed with Inteprvention'vs [ ] Cl(n.a.) of data analyzed CBCL
ADHD and behavior e (BP, BA) with linear mixed
. waiting list
problems despite I model for
previous treatments repeated measure
Intervention: home-
based behavioral parent
training After treatment;
Comparison: waiting list .. n=>50 clinical implication
. . Internalizing . .
(no intervention) and roblems Very high risk ES =n.a. based on p-values
care-as-usual home- Inteprvention’vs (] Cl(n.a.) of data analyzed CBCL
based treatment ) (BP, BA) with linear mixed
TAU
u model for
repeated measure
Funktionale Beeintrachtigung. Elternurteil
n =145
Chu et al., 2022 Functional Very high risk d=.30
impairment [ ] Cl (.03 -.56) WFIRS-P
Population: school-aged total (BP, BA)
students (aged 6-8 |
years) with ADHD
Intervention: group
executive functioning
and online parent n =145 WEIRS-P
training (GEF-OPT) Learning and Very high risk d=.60 Subscale'
program [ J Cl (.27 - .94) )

. o school Learning and
Comparison: waitlist (BP, BA) school
group I
Ch t al., 2024 . N =22 .

ung et a Functional Very high risk " - Impairment
. . w2=.21 Clinical .
Population: parents of impairment, o Cl(n.a.) implication based Rating Scale
’ ithi SG, BP, BA o
children with ADHD (7- Within group ( ) on p-value (IRS)
11 years old) U
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Intervention: Behavioral
Parent Training, done by
a school-psychologist,
online (via Zoom)
Comparison: no control
group

n=>52
Famil =, . .
ar:nl y Very high risk d=.20 Post intervention; . .
functioning Cl(n.a.) Y . Family Strain
[ J clinical implication
PT+TAUvs. (BP, BA, CE) based on p-value Index (FS1)
TAU i u P
Family g_: izl
functioning Very high risk o Post intervention; . .
Cl(n.a.) A A Family Strain
PT + TAU vs. [ ] clinical implication Index (FSI)
Daley et al., 2021 TAU, (BP, BA, CE) U based on p-value
. Follow-up
Population: parents of
mediacted children with
ADHD )
Intervention: self-help Vanderb.llt
version of the. New overall school Eg i iza Post intervention; sczll?el-:ls)ur:stcl:r;lges
Forest Parenting _ B Very high risk ol N clinical implication hool. math
Programme + TAU (incl. performance, ° (n.a.) based on p-value; -sC .oo, m:j:\. s,
MED) PT + TAU vs. . reading, writing,
(BP, BA, CE) no effect in any famil
Comparison: TAU (incl. TAU u subscale amily=, peer-
MED) and parent-
relationship)
Vanderbilt
Overall school n=>52 Post intervention; ADHD rating
. . ES=n.a. e scale (subscales
performance, Very high risk Cl (n.a.) clinical implication - school. maths
PT + TAU vs. [ J o based on p-value; readin 'writin !
TAU, (BP, BA, CE) no effect in any s &
U family-, peer-
Follow-up subscale
and parent-
relationship)
Dose et al., 2017 WFIRS-P
Child n=103 Clinical (subscales -
Population: parents of . Very high risk ES =n.a. implication based Family, School,
. . . functioning, . ’
medicated children with TASH + TAU vs ([ J Cl(n.a.) on p-value; no Life Skills, Self-
ADHD and residual TAU ) (BP, BA) significant effect concept, social
functional impairment U on any subscale activities & total

Intervention: TASH +
routine care (incl. MED)

score)
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Comparison: routine
care (incl. MED) only

Engelbrektsson et al.,
2023

Population: parents of
children with disruptive
behavior problems (3-11
years, no inf. Regarding
diagnosis)

Intervention: internet-
delivered parent training
(iComet)

Comparison: group
parent training (in
person, gComet)

ITT-data
. . n=161 extracted; PP-data
Family conflicts, L .
Online BPT vs. Very high risk d=.11 only marginally
o Cl(-.17 - .38) different; clinical CPRS-Conflicts
group BPT, . s
(BP, BA) implication based
3 months FU L
V) on superiority
analysis
ITT-data
Family conflicts, n=161 extracted; P.P-data
Online BPT vs. Very high risk d=.02 only marginally
[ ] Cl(-.27 - .32) different; clinical CPRS-Conflicts
group BPT, (BP, BA) implication based
12 months FU ’ .
U on superiority
analysis
ITT-data
Peer rel. n=161 extracted; PP-data
problems, Very high risk d=.08 only marginally
Online BPT vs. o Cl (-.15-.30) different; clinical sbDQ
group BPT, (BP, BA) implication based
3 months FU U on superiority
analysis
ITT-data
Peer rel. n=161 extracted; PP-data
problems, Very high risk d=-12 only marginally
Online BPT vs. o Cl(-.39-.16) different; clinical sbQ
group BPT, (BP, BA) implication based
12 months FU U on superiority
analysis
ITT-data
Prosocial n=161 extracted; PP-data
behavior Very high risk d=-.08 only marginally
Online BPT vs. o Cl(-.35-.18) different; clinical sbDQ
group BPT, (BP, BA) implication based
3 months FU U on superiority
analysis
Prosocial Very high risk n=161 ITT-data
behavior, [ J d= .00 extracted; PP-data sDQ
Online BPT vs. (BP, BA) ol 27' - 27) only marginally
group BPT, ’ ’ different; clinical
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12 months FU

implication based

V) on superiority
analysis
Hautmann et al., 2018
Po'pulatlor?: parents of =110
children with ADHD (4- - S
11 years old) Functioning Very high risk d=-.26 Data from per-
Interention' Behavioral level, o Cl(-60-.08) rotocol angl sis WFIRS-P
. BPT vs. non-BPT  (BP, BA, ID) P ¥
Parent Training (BPT) U
Comparison:
Nonbehavioral Parent
Training (non-BPT)
n=87
Learning Very high risk ES=n.a. A Y Cllrwlcal Conners 3-P
roblems o Cl(n.a.) implication based Short-Form
P (BP, BA) on p-value
Nuno et al., 2020 I
Population: parents of
children 6-8 years old n=87
ith ADHD ted ~ .
W . or suspecte . Very high risk ES =n.a. Clinical
of having ADHD Executive N Conners 3-P
. . . [ J Cl(n.a.) implication based
Intervention: online functioning Short-Form
. (BP, BA) on p-value
parent training - |
Nurtured Heart
Approach (NHA)
Comparison: delayed
control n=87
| Very high risk ES=n.a. o Cll.nlcal Conners 3-P
Peer relations [ ] Cl(n.a.) implication based Short-Form
(BP, BA) on p-value
1
Executive n=9 Clinical
Pijarnvanit et al., 2022 function, Very h;gh risk R= 447 |n;,;l|;a\'j:ilr:ek.)ans§d BRI from BRIEF
havioral a. i ' Thai
Population: parents of ?ee :::It?;: (SG, CC, BP, Cl{n.a) info on validation (ad\:/a:l:cggn) al
children with ADHD, .g. ! BA) of Thai BRIEF
Within group U .
aged 7-12 years version
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Intervention: 13
sessions of telehealth
parent coaching with 3
components (goal
setting, education, and
problem-solving process)
Comparison: no control
group

. n=9 Clinical
Execu'tlve Very high risk R= 629 implication based MI from BRIEE
function, [ ) Cl (n.a) on p-value; no (adapted Thai
metacognition, (SG, CC, BP, e info on validation .
Within group BA) | of Thai BRIEF version)
version
9 Clinical
Global Very high risk RZ_595 implication based  Global executive
executive [ J al (r.1 a) on p-value; no composite from
function, (SG, CC, BP, o info on validation BRIEF (adapted
Within group BA) | of Thai BRIEF Thai version)
version

Chung et al., 2024

Population: parents of
children with ADHD (7-
11 years old)
Intervention: Behavioral
Parent Training, done by
a school-psychologist,
online (via Zoom)
Comparison: no control
group

n=22
Clinical global Very high risk w2=.21
impairment, [ J Cl(n.a.)
Within group (SG, BP, BA)
U

Clinical
implication based
on p-value

CGl

Daley et al., 2021

Population: parents of
mediacted children with
ADHD

Intervention: self-help
version of the New
Forest Parenting
Programme + TAU (incl.
MED)

Comparison: TAU (incl.
MED)

n=>52

(CHIP CE/ CRF),

ES=na Clinical subscales
Child QolL, Very high risk al (_n a; )' implication based satisfaction,
PT + TAU vs. [ ) h on p-value; no comfort,
TAU (BP, BA, CE) U effect in any resilience, risk
subscale avoid,
achievement
CHIP CE/ CRF),
n=>2 Clinical ( subscgles )
Child QolL, L ES=n.a. L . .
PT + TAU vs. Very high risk Cl(na) implication based satisfaction,
TAU [ ] on p-value; no comfort,
’ (BP, BA, CE) effect in any resilience, risk
Follow-up U .
subscale avoid,

achievement
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Hautmann et al., 2018

Population: parents of
children with ADHD (4-
11 years old)
Intervention: Behavioral
Parent Training (BPT)
Comparison:
Nonbehavioral Parent
Training (non-BPT)

n=110

Paiva et al., 2024

Population: families of
boys with ADHD
symptoms (6-12 years
old, 50% medicated)
Intervention: Face to
Face (F2F) behavioral
parent training +
standard treatment (ST,
possibly incl. MED)
Comparison: online
behavioral parent
training + standard
treatment (ST, possibly
incl. MED) or ST alone

on post-hoc
analyses of time x
group interaction

Very high risk d=.07
L, D fi -
BPT st (:lon-BPT o Cl1(-30-.44) r;]:jc;f;gle;is KINDL-R
: (BP, BA, ID) P ¥
V)
n=110
QolL, . .
Very high risk d=-.01
BPT vs. - D fi -
Vo non ° Cl (-52 - .50) ata from Rer KINDL-R
BPT, (BP, BA, ID) protocol analysis
12 months FU e U
No significant
n=39 group differences
£S=na on any subscale
Quality of life, Very high risk Cl(na) using corr.ec.ted .
F2F BPT vs. ST [ J values; clinical Kidscreen-52
) (BP, BA, ID) U Implication based
on post-hoc
analyses of time x
group interaction
No significant
=38 group differences
£S=na on any subscale
Quality of life,  Very high risk a (_n a; )' using corrected
Online BPT vs. o e values; clinical Kidscreen-52
ST (BP, BA, ID) U Implication based
on post-hoc
analyses of time x
group interaction
No significant
n=37 group differences
£S=na on any subscale
Quality of life,  Very high risk Cl(n a; )' using corrected
F2F BPT vs. o h values; clinical Kidscreen-52
online BPT (BP, BA, ID) U Implication based

152



Engelbrektsson et al.,
2023

Population: parents of
children with disruptive
behavior problems (3-11
years, no inf. Regarding
diagnosis)

Intervention: internet-
delivered parent training
(iComet)

Comparison: group
parent training (in
person, gComet)

Quality of life,
Online BPT vs.
group BPT,
3 months FU

High risk
o
(BP)

n=161
d=-.05
Cl (-.47 - .37)

u

ITT-data
extracted; PP-data
only marginally
different; clinical
implication based
on superiority
analysis

KINDL-R

Tandon et al., 2024

Population: families
with children with ADHD

(6—10 years) Healthy
Intervention: weekly 90- behaviors,
min LEAP virtual Moderate to
“telegroups” were vigorous PA

conducted via HIPAA-
compliant Zoom
Comparison: weekly 90-
min standard BMT

Very high risk
[ J
(BP, ID, OR)

n=284
ES =n.a.
Cl(n.a.)

Clinical
implication based
on p-value; no
significant
difference in
change over time
by study arm or
ADHD subtype

Accelerometer

Sleep duration
measured at
baseline, 10

Minutes
measured by
24h

n=284 weeks. and 20 accelerometer
Tandon et al., 2024 Healthy Very high risk ES=n.a. L wear (validated
. weeks similar .
behaviors, ([ J Cl(n.a.) among LEAP and and refined to
Population: families Sleep duration (BP, ID, OR) BMT gartici ants: collect
with children with ADHD u P P ’ quantitative
two study groups .
(6—10 years) . sleep data in
. similar patterns
Intervention: weekly 90- over time school-age
min LEAP virtual children)
“telegroups” were
conducted via HIPAA- .
. Parent-estimated . ,
compliant Zoom Children’s
. Healthy n=84 average sleep .
Comparison: weekly 90- . L . Sleep Habits
; behaviors, Very high risk ES=n.a. duration i .
min standard BMT . Questionnaire
Sleep duration, o Cl(n.a.) decreased from (CSHQ; Bedtime
Parent (BP, ID, OR) baseline to 10 4
. . Resistance
estimation U weeks for both
subscale)

groups and
increased from 10
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to 20 weeks, but
changes not
significant

n=87
Parenting Very high risk ES=n.a. Clinical Parenting Stress
stress: parental o Cl(n.a.) implication based Index (PSI) 4
distress (BP, BA) on p-value Short Form
U
Nuno et al., 2020 n =83
Parenting Very high risk ES=n.a. Clinical Parenting Stress
Population: parents of stress: (_1ifficu|t o Cl(n.a.) implication based Index (PSI) 4
children 6-8 years old child (BP, BA) on p-value Short Form
with ADHD or suspected I
of having ADHD
Intervention: online
parent training - n=87
Nurtured Heart Parenting Very high risk ES=n.a. Clinical Parenting Stress
Approac'h (NHA) stress: total o Cl(n.a.) implication based Index (PSI) 4
Comparison: delayed score (BP, BA) on p-value Short Form
control I
Parenting n=87
stress: parent-  Very high risk ES=n.a. Clinical Parenting Stress
child [ ] Cl(n.a.) implication based Index (PSI) 4
dysfunctional (BP, BA) on p-value Short Form
interaction u

n=>52
Daley et al., 2021 P i =, linical
y arfantmg Very high risk d=-24 . .C |r.1|ca Parenting Sense
efficacy, ° Cl(n.a.) implication based fC ¢
Population: parents of PT + TAU vs. (8P, BA, CE) on p-value; post oS ﬁmppesgr(w:ce
mediacted children with TAU e U intervention cale ( )
ADHD
Intervention: self-help
version of the New
Forest Parenting n=>52
Programme + TAU (incl. P?rentl-ng Very high risk d=-14 . .CI||j1|caI Parenting Sense
MED) satisfaction, Cl(n.a.) implication based
i i PT + TAU vs o on p-value; post of Competence
Comparison: TAU (incl. . (BP, BA, CE) _ p ,.IO Scale (PSOC)
MED) TAU V) intervention
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Parenting

n=>52

efficacy, Very high risk gl?n.?al) im Iiccallc?(I)CnaLased Parenting Sense
PT + TAU vs. [ ] o o: _value: post of Competence
TAU, (BP, BA, CE) ' prvalue; p Scale (PSOC)
| intervention
Follow-up
. n=52
Parenting .
=, cl I
satisfaction, Very high risk é1| (ntB) im Iicalc?(lncnabased Parenting Sense
PT + TAU vs. [ ] h o: vaie: 0 of Competence
TAU, (BP, BA, CE) | PVR=: P Scale (PSOC)
U intervention
Follow-up
Positive n=103
Dose et al., 2017 parenting, Very high risk ES=n.a. \ Cllrwlcal
o Cl(n.a.) implication based FPNE
TASH + TAU vs. (BP, BA) |
Population: parents of TAU ’ on p-value
medicated children with =
ADHD and residual
functional impairment
Interventlon:_TASH + Nerative n=103
routine Fare (|ncI._MED) argntin Very high risk ES=n.a. Clinical
Comp.arlson. routine TAZH . TAL?'VS ) Cl(n.a.) implication based FPNE
care (incl. MED) only . (BP, BA) on p-value
TAU I
ITT-data
T I 1 = : PP-
Engelbrektsson et al., ota pan?ntmg o n=161 extracted; . data
2023 strategies, Very high risk d=-41 only marginally
. Online BPT vs. [ ] Cl(-.39--.12) different; clinical PARYC-total
Population: parents of R
. . . : group BPT, (BP, BA) implication based
children with disrygive 3 months FU C on superiorit
behavior problems (3-11 P . y
. . analysis
years, no inf. Regarding
diagnosis)
o s
. P & Total parenting n=161 extracted; PP-data
(iComet) . L .
Comparison: 2rou strategies, Very high risk d=.00 only marginally
arer’:t traim'ng (inp Online BPT vs. ° Cl(-31-.30) different; clinical PARYC-total
person Comit) group BPT, (BP, BA) implication based
P '8 12 months FU U on superiority

analysis
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Hautmann et al., 2018

Population: parents of
children with ADHD (4-

11 years old)

Intervention: Behavioral
Parent Training (BPT)

Comparison:

Nonbehavioral Parent
Training (non-BPT)

n=110

Parental self- Very high risk d=.36 Data from per-
efficacy, Y Cl (.07 - .65) ] an; e FSW
BPT vs. non-BPT  (BP, BA, ID) P ¥
I
Parental self- n=110
efficacy, Very high risk d=-.04
Data f -
BPT vs. non- ° Cl (-43 - .35) rjtscc:f;‘:];e;s FSW
BPT, (BP, BA, ID) P Y
12 months FU V)
n=110
Positive Very high risk d=.29
parenting ° Cl (.00 - .58) ?jttjc‘:f;?];e;s FPNE
BPT vs. non-BPT  (BP, BA, ID) P ¥
I
n=110
Negative Very high risk d=-.35
parenting, ° Cl (-.64 - -.06) ?jttsc‘:f;?]:’le;s FPNE
BPT vs. non-BPT  (BP, BA, ID) P ¥
I
Positive n=110
parenting, Very high risk d=.15
BPT vs. non- ° Cl (-.18 - .49) ?jttjcf;og;;e;s FPNE
BPT, (BP, BA, ID) P Y
Follow-up U
Negative n=110
parenting, Very high risk =-.07
BPT vs. non- ° Cl (-.04 - .26) ?jttjcfc:r;,;e;s FPNE
BPT, (BP, BA, ID) P ¥
Follow-up U
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Nuno et al., 2020

Population: parents of
children 6-8 years old
with ADHD or suspected

of having ADHD

Intervention: online

parent training -
Nurtured Heart
Approach (NHA)

Comparison: delayed

control

Parenting sense
of competence:
satisfaction

Very high risk
[ J
(BP, BA, OI)

n=287

ES=n.a.

Cl(n.a.)

Clinical
implication based
on p-value; PSOC

version used in
study labeled
incorrect,
precision may be
reduced, but
version coherently
used among all
participants

Parenting Sense
of Competence
Scale (PSOC)

Parenting sense
of competence:
efficacy

Very high risk
[ J
(BP, BA, OI)

n=387

ES=n.a.

Cl(n.a.)

Clinical
implication based
on p-value; PSOC

version used in
study labeled
incorrect,
precision may be
reduced, but
version coherently
used among all
participants

Parenting Sense
of Competence
Scale (PSOC)

Parenting sense
of competence,
Total score

Very high risk
[ J
(BP, BA, OI)

n=287

ES =n.a.

Cl(n.a.)

Clinical
implication based
on p-value; PSOC

version used in
study labeled
incorrect,
precision may be
reduced, but
version coherently
used among all
participants

Parenting Sense
of Competence
Scale (PSOC)

Paiva et al., 2024

Population: families of

boys with ADHD

symptoms (6-12 years
old, 50% medicated)
Intervention: Face to
Face (F2F) behavioral

parent training +

Parenting style,
F2F BPT vs. ST

Very high risk
[ J
(BP, BA, ID)

n=39

ES =n.a.

Cl(n.a.)

No significant
group differences
on any subscale
using corrected
values; clinical
Implication based
on post-hoc
analyses of time x
group interaction

PSDQ
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standard treatment (ST,
possibly incl. MED)
Comparison: online

No significant
group differences

. n=38
behavioral parent on any subscale
. . . . ES=n.a. .
training + standard Parenting style,  Very high risk Cl(na) using corrected
treatment (ST, possibly Online BPT vs. o e values; clinical PSDQ
incl. MED) or ST alone ST (BP, BA, ID) | Implication based
on post-hoc
analyses of time x
group interaction
No significant
n=37 group differences
ES=n.a. on any subscale
Parenting style,  Very high risk Cl (n.a.) using corrected
F2F BPT vs. [ ) h values; clinical PSDQ
online BPT (BP, BA, ID) | Implication based
on post-hoc
analyses of time x
group interaction
Pijarnvanit et al., 2022
Population: parents of
children with ADHD,
aged 7-12 years . . n=9
Intervention: 13 Parenting Very h;gh K R =.587 Clinical Parenting Sense
sessions of telehealth efficacy, (SG, CC, BP Cl(n.a.) implication based  of Competence
parent coaching with 3 Within group ’BA)' ’ on p-value Scale (PSOC)
components (goal U
setting, education, and
problem-solving process)
Comparison: no control
group
Shechtman et al., 2019 Clinical
implication based
Population: parents of n=66 on p-value;
children with ADHD (6- Part.entlng Very high risk ES=na within-group Parenting Sense
17 years old) efficacy, effects not
Intervention: emotion Coach vs. self- o Clna) presented for of Competence
) . (SG, BP, BA) . Scale (PSOC)
regulation coaching help U single

(Coach.)
Comparison: self-help
intervention (via book)

intervention;
group allocation
not random
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Clinical
implication based
on p-value;

. n =66 s
Pallrentllng Very high risk ES=n.a. within-group Parenting Sense
satisfaction, effects not
Coach vs. self- o Clna) resented for of Competence
' (SG, BP, BA) prese Scale (PSOC)
help U single
intervention;
group allocation
not random
Clinical
implication based
Parentin n =66 V\(/)i?hFi)r;\-lallfl(J)i;
. & Very high risk ES =n.a. goup Parenting Sense
efficacy, effects not
Coach vs. self- o Clina) resented for of Competence
' (SG, BP, BA) prese Scale (PSOC)
help U single
intervention;
group allocation
not random
Clinical
implication based
on p-value;
. n==66 within-group
Total parentin )
P - Very high risk ES=n.a. effects not Parenting Sense
competence,
Coach vs. self- ( Cl(n.a.) presented for of Competence
’ (SG, BP, BA) single Scale (PSOC)
help . .
V) intervention;
group allocation
not random
Clinical
Implication based
on p-value; . .
i n=66 . Coping with
R hin-
estr!ctlve Very high risk ES =n.a. within-group Children’s
coping, effects not .
Coach vs. self- o Clina) resented for Negative
b (SG, BP, BA) P i Emotions Scale
P | & (CCNES)

intervention;
group allocation
not random
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Clinical
Implication based
on p-value;

n==66 within-erou Coping with
Positive coping,  Very high risk ES=n.a. group Children’s
effects not .
Coach vs. self- [ J Cl(n.a.) resented for Negative
help (SG, BP, BA) P single Emotions Scale
U & (CCNES)

intervention;
group allocation
not random

Engelbrektsson et al.,

2023
Po'pulatlor?: pa'rents 9f TT-data
children with disruptive .
. Parent-child n=161 extracted; PP-data
behavior problems (3-11 . . S .
ears. no inf. Regardin relationship, High risk d=.02 only marginally Alabama

Zia n,osis) +heg g Online BPT vs. 4 Cl (-.42 - .47) different; clinical Parenting

§ . group BPT, (BP) implication based Questionnaire
Intervention: internet- L

. . 3 months FU U on superiority
delivered parent training .

analysis

(iComet)
Comparison: group
parent training (in
person, gComet)

Anmerkung. n = Anzahl der Versuchspersonen. SG = sequence generation, CC = concealment, BP =
blinding participants, BA = blinding assessors, ID = incomplete data, OR = outcome reporting, CE = carry
over effects, SX = stopped early, UM = unvalidated measures, Ol = other issue.
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1.3.3.3. Wie soliten Interventionen im schulischen Umfeld bei Kindern im Schulalter mit ADHS
durchgefiihrt werden?

1333.A

Beriicksichtigte Endpunktkategorien: Meta-Analysen

Gesamtaussagesicherheit
der Evidenz

Endpunktkategorien MAs m

ADHS Symptome gesamt (E)

ADHS Symptome gesamt (L)

ADHS Symptome gesamt (U)
Beeintrachtigungen (E)
Beeintrachtigungen (L)

Beeintrachtigungen (KL/Obs) Schwach/ sehr

Verhaltensprobleme (L) schwach

Verhaltensprobleme (KL/ Obs)
Verhaltensprobleme (U)
Prosoziales Verhalten (U)

ADHS Wissen (L)

Lehrverhalten (L)

B PR R NN R R R NN R
W Rk P NN O R R R 0N R

Anmerkung. MAs = Anzahl der Meta-Analysen, m = Anzahl der Endpunkte innerhalb dieser Endpunktkategorie. E =
Elternurteil, KL = Kliniker*innenurteil, KU = Kombiniertes Urteil, L = Lehrer*innenurteil, S = Selbsturteil, T = kognitive Tests, U
= Unbekanntes Urteil.

Beriicksichtigte Endpunktkategorien: RCTs
Gesamtaussagesicherheit

Endpunkt RCTS m der Evidenz

ADHS Symptome gesamt (E)
Beeintrachtigungen (L)
Verhaltensprobleme (E)
Verhaltensprobleme (L)

Verhaltensprobleme (KL/ Obs)

Schwach/ sehr
schwach

Soziale Funktionalitat (E)

Soziale Funktionalitat (S)

Soziale Funktionalitat (Gl)
Akademische Funktionalitat (E)
Akademische Funktionalitat (L)

PR R R R R R R R R R
B R R RN R NN R R R

Symptomverbesserung (E)
Anmerkung. RCTs = Anzahl der randomisierten kontrollierten Studien, m = Anzahl der Endpunkte innerhalb dieser

Endpunktkategorie. E = Elternurteil, KL = Kliniker*innenurteil, KU = Kombiniertes Urteil, L = Lehrer*innenurteil, S =
Selbsturteil, T = kognitive Tests, U = Unbekanntes Urteil.

Summary of Findings Tabelle: Meta-Analysen
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Referenz

Aussagesicherheit
(GRADE)

Endpunkt

Effektstarke Kommentare

Mess-
instrument

ADHS Symptome gesamt. Elternurteil

Fabiano, et al., 2021

Between group
study design; in
studies focused
on externalizing

) . behavior
Population: children
. n=na.,k=3 problems over
and adolescents with
d=.35 50% of the
ADHD/ ODD (max. 18 Moderate .

) ADHD symptoms o000 Cl (.00 -.70) participants must na
years ] have been h
Intervention: (P) . .

Behavioral CI | diagnosed with
Me aviora tassroom ADHD or
anage.men characterized as
Comparison: control .
roup such;
& assighnment to
primary studies
not possible.
ADHS Symptome gesamt. Lehrer*innenurteil
Between group
study design; in
Fabiano, et al., 2021 studies focused
on externalizing
Population: children behavior
and adolescents with n=n.a.,k=3 problems over
ADHD/ ODD (max. 18 Moderate d=.66 50% of the
years) ADHD symptoms Y110 Cl(.35-.97) participants must n.a.
Intervention: (P) have been
Behavioral Classroom I diagnosed with
Management ADHD or
Comparison: control characterized as
group such; assignment
to primary studies
not possible.
Symptoms of
Veenman, et al., 2018 ODD and CD
taken together.
Pobulation: children n=13313,k=9 Behavioral
P ) ADHD symptoms, Low d=-.19 programs defined  DBD, CRS, ADS-
with ADHD and ODD/ Clinical, at-risk and .
. $1510]0) Cl(-.35--.02) as programs using IV, ADHD-RS,
CD symptoms (6-12 community !
(1D, P) behavioral SNAP, TOCA
years) samples ¢
. I techniques on
Intervention: . .
. . daily basis,
behavioral teaching/ ;
comprehensive
classroom program
treatment

programs using
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Comparison: waitlist,
treatment as usual,
other intervention

behavioral

classroom
program as one
main element
also included.

ADHS Symptome gesamt. Unklares Urteil

Aldabbagh, et al.,
2022

Population: children
with ADHD and
externalizing behaviors
(2-13 years)
Intervention: teacher

training: IY, classroom Researchers
management, CBT, grouped
web-based n=259,k=5 hyperactivity
intervention, Best In Low d=.47 symptoms and
Class intervention, ADHD symptoms 515100 Cl(.30-.65) inattention sDQ, CTRS
Behavior management (R) symptoms
strategies, Key2Tech, I together if listed
Daily Report Cards, separately in a
RFRP, Positivity and study
Ruels Programm,
playing together
session, counseling,
coaching functional
behavior
Comparison: waiting
list, treatment as
usual, other treatment
Variety of CTRS-R, YCI,

Ward, et al., 2022 ADHD symptoms n=422,k=5 measurement COC, CBTC, TRF,

. . SMD =.71 including K-ARS, BOSS,
Population: children in pupils, Very low Cl(-.11-1.52) vignettes, self- Conner's 3

. Between -1010]0)

and adolescents with biects (R, IC, IP) report teacher, non-
ADHD or identified as s';u Jects, T U questionnaire and blinded, and
displaying ADHD-type osttest blinded blinded

behaviors

observations

observations
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Intervention: teacher

training/ school CTRS-R, YCI,
intervention n=275k=7 COC, CBTC, TRF,
Comparison: waitlist ADHD symptoms SMD =.78 K-ARS, BOSS,
. . . Very low ,
control, alternative in pupils, SO00 Cl(.37-1.18) Conner's 3
treatment, control Within subjects, R, 1) teacher, non-
group Posttest ’ 1 blinded, and
blinded
observations
ADHD symptoms n =180, k=2
. . SMD = .50
in pupils, Moderate Cl(.14 - .87)
Between Y11@) ' ' TRF, Conners
subjects, (R)
1
Follow-up
n=138, k=3
ADHD =,
i :ﬁrif:oms Moderate C'leﬂlDS . 3:;;) TRF, Conners-T,
Within subjects, GBEB:BO . Drihllz\r/n.l-lit
Follow-up (R) 1 yme
Beeintrachtigungen. Elternurteil
Fabiano, et al., 2021
Population: children
and adolescents with n=n.a., k=1
ADHD/ ODD (max. 18 Moderate d=.15 Assignment to
years) Impairment Clel@) Cl(.03-.28) primary studies n.a.
Intervention: (P) not possible
Behavioral Classroom |
Management
Comparison: control
group
Beeintrachtigungen. Lehrer*innenurteil
Fabiano, et al., 2021
n=n.a., k=2
Population: children d=.72 .
and adolescents with . very low Cl(-.10-1.54) A§5|gnment Tco
Impairment 10]0]0) primary studies n.a.
ADHD/ ODD (max. 18 .
(IC, IP, P) not possible
years) U

Intervention:
Behavioral Classroom
Management
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Comparison: control
group

Beeintrachtigung. Kliniker*innenurteil (Obs)

Fabiano, et al., 2021

Population: children
and adolescents with

n=n.a.,k =1

ADHD/ ODD (max. 18 Very low ol 1d6=6182 02) Assignment to
years) Impairment $10]0]0) ’ ’ primary studies n.a.
Intervention: (IC, IP, P) not possible
. U
Behavioral Classroom
Management
Comparison: control
group
Verhaltensprobleme. Lehrer*innenurteil
Fabiano, et al., 2021
Population: children
and adolescents with n=n.a.,k=1
ADHD/ ODD (max. 18 Externalizing Moderate d=.26 Assignment to
years) behavior 1@ Cl (.26 - .26) primary studies n.a.
Intervention: problems (P) not possible
Behavioral Classroom |
Management
Comparison: control
group
Symptoms of
Veenman, et al., 2018 0DD and CD
Population: children taken together.
with ADHD and ODD/ Behavioral
= = f.
CD symptoms (6-12 oDD/CD n 1617:3’ k ggogr;ar:asnj:d;id
years) symptoms, Low d=-15 pbeiavioral & DBD, TRF, CRS,
Intervention: Clinical, at-risk, $15]10]0) o . PBSI, SNAP,
. . . Cl (-.23 --.06) techniques on
behavioral teaching/ and community (1D, P) dailv basis TOCA
classroom program samples Y ’
. L | comprehensive
Comparison: waitlist,
treatment
treatment as usual, rograms usin
other intervention prog . &
behavioral
classroom

program as one
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main element
also included.

At-risk samples

n=18074, k = .
Disruptive 17 consisted g
. participants with  CRS, SDQ, PBSI,
Clir:)iigla‘g::'isk éeg/gg) al (d ;9_'2010) elevated levels of SNAP, TOCA,
and cor;\munit;/ (IC, 1D, P) disruptive BASC, ADHD-
Y behavior RS, TRF, DBD
samples 1
problems at
school
e dsgs%, 1k9_ ’ CRS, SDQ, PBSI,
Disruptive Moderate 0l (35 '_ 04) Clinical sample > SNAP, TOCA,
behavior, 1@ ' ' 85% met BASC, ADHD-
Clinical sample (ID) | diagnostic criteria RS, TRF, DBD,
ADS-IV
At-risk samples
n=1081,k=6 consisted of
Disruptive Low d=-.26 participants with  CRS, SDQ, PBSI,
behavior, 00 Cl(-.42 - -.09) eIeva.ted Ieyels of SNAP, TOCA,
At-risk sample (IC, ID) disruptive BASC, ADHD-
| behavior RS, TRF, DBD,
problems at ADS-IV
school
n=2828,k=7
Disruptive Very low d=-.19 CRS, SDQ, PBSI,
behavior, Cl (-.35--.04) SNAP, TOCA,
Community EPCOISI?) BASC, ADHD-
sample T 1 RS, TRF, DBD,
ADS-IV
Verhaltensprobleme. Kliniker*innenurteil (Obs)
Fabiano, et al., 2021 n=na, k=1
. . Externalizing Moderate d=112 Assignment to
Population: chlldr(?n behavior Yo 1:1@) Cl (.49-1.75) primary studies n.a.
and adolescents with problems (P) not possible

ADHD/ ODD (max. 18
years)
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Intervention:

Behavioral Classroom

Management

Comparison: control

group

Veenman, et al., 2018

Population: children
with ADHD and ODD/

CD symptoms (6-12
years)
Intervention:

behavioral teaching/

classroom program

Comparison: waitlist,

treatment as usual,
other intervention

Disruptive n=907, k=4
behavior, Very low d=-48
Clinical, at-risk, 10]0]0) Cl(-1.11-.15)

and community (R, IC, ID, IP)
samples U

Observation

Verhaltensprobleme. Unbekanntes Urteil

Aldabbagh, et al.,
2022

Population: children

with ADHD and

externalizing behaviors

(2-13 years)

Intervention: teacher
training: Y, classroom

management, CBT,
web-based
intervention, Best In
Class intervention,

Behavior management
strategies, Key2Tech,

Daily Report Cards,
RFRP, Positivity and
Ruels Programm,
playing together
session, counseling,
coaching functional
behavior

Comparison: waiting

list, treatment as

usual, other treatment

Externalizing

behavior
problems domain
was
heterogeneous
n=639, k=12 and comprised SDQ, SESB,
Low d=.41 studies measuring CTRS, 5585-2,
Externalizing . o TCIDOS, CTRF,
behavior EBG(BF%) O €125 -.56) OEZEZ'\t/:g:a' TOCA-C, SCP,
1 challengin’g SSIS-RS, PBQ,
behavior, and ECBI, SESBI-R
conduct behavior,
using variety of
measures as
listed
n=268,k=5
d=.38
Very low DPICS,
Conduct OO0 Cl(.04-.71) TCIDOS, TPOT,
problems
(R, 1€) CCOF

Prosoziales Verhalten. Unklares Urteil
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Aldabbagh, et al.,
2022

Population: children
with ADHD and
externalizing behaviors
(2-13 years)
Intervention: teacher
training: 1Y, classroom

management, CBT, The included
Yveb-basgd n=502,k=9 studies measured PRO, SDQ,
intervention, Best In Prosocial Very low d=.46 peer WMCSC. SSBS-
Class |!'1tervent|on, behavior 10]0]0) Cl (.28 - .64) relatlo.nshlps, 2 TPOT, TOCA-
Behavior management (R, IC) prosocial skills A SCP. SSIS
strategies, Key2Tech, | and social ! !
Daily Report Cards, behavior.
RFRP, Positivity and
Ruels Programm,
playing together
session, counseling,
coaching functional
behavior
Comparison: waiting
list, treatment as
usual, other treatment
ADHS Wissen. Lehrer*innenurteil
Ward, et al., 2022
Variety of
Population: children measurement
and adolescents with including
A.DHD Qr identified as Teacher ADHD n=753,k=6 vignettes, self- Study own self-
displaying ADHD-type SMD =1.56 report
. knowledge, Very low . . report

behaviors Cl(.52-2.95) questionnaire and . .
Intervention: teacher Betygyen ®O00 blinded questionnaires,

. ) subjects, (R, 1C) . KADDS, SRAQ
training/ school | observations;

Posttest teacher

intervention
Comparison: waitlist
control, alternative
treatment, control

group

data at follow-up
for teacher
knowledge
between-group

Lehrverhalten. Lehrer*innenurteil
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Aldabbagh, et al.,
2022

Population: children
with ADHD and
externalizing behaviors
(2-13 years)
Intervention: teacher
training: 1Y, classroom
management, CBT,
web-based
intervention, Best In
Class intervention,
Behavior management
strategies, Key2Tech,
Daily Report Cards,
RFRP, Positivity and
Ruels Programm,
playing together
session, counseling,
coaching functional
behavior

Comparison: waiting
list, treatment as
usual, other treatment

n=304,k=6
Teacher’s Very low d=.48
warmth and OO0 Cl (.15 - .81) TPOT, STRS
closeness (R, IC)
1
n=262,k=5
Teacher’ Low al (d o=5'1934)
eacher’s .05-.
conflict ®e00 STRS
(R) |
n=231,k=8
Teacher’s Very low ph=. 7} MOOSES,
oe Cl(.29-1.14) DPICS, TCIDOS,
positive e000 CMsQ, TPOT
strategies (R, IC) !

CLASS, OREVS

Anmerkung. n = Anzahl der Versuchspersonen, k = Anzahl der inkludierten Primérstudien.

IC = inconsistency, ID = indirectness, IP = imprecision, P = publication bias.

Summary of Findings Tabelle: RCTs

Referenz

Endpunkt

Risk of Bias

Effektstarke

Kommentare

R = risk of bias,

Mess-

ADHS Symptome gesamt. Elternurteil

instrument

Pfiffner, et al., 2018

Population: students
with ADHD 2" — 5t
grade

Intervention:
Collaborative Life Skills
(CLS) program
(classroom int., parent
training, child skill
training)

ADHD total
symptoms

Very high risk

(BP, BA, OR)

n=62
d=-.95
Cl (-1.33--.58)

Results are from
FU-values,
measured in
following school
year

Child Symptom
Inventory (CSl)
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Comparison: usual
community service

Beeintrachtigung. Lehrer*innenurteil

Mikami, et al., 2022

Population: children
with risk for ADHD and

their teachers

Intervention: making
socially accepting
inclusive classrooms

(MOSAIC)

Comparison: typical

practice

Academic
Competence
Evaluation
Scales — Short
Form (ASF)

Pfiffner, et al., 2018

Population: students
with ADHD 2" — 5th

grade
Intervention:

Collaborative Life Skills

(CLS) program

(classroom int., parent
training, child skill

training)

Comparison: usual
community service

n=134
Impairment due High risk parial n? = .05 Clinical
to ADHD 4] Cl (n.a.) implication based
symptoms (BP) on p-value
V)
Verhaltensprobleme. Elternurteil
n=28 Results are from
Very high risk d=-57 FU-values
DD | ’ !
ODD tota o Cl (-.94 --.22) measured in
symptoms .
(BP, BA, OR) following school
| year

Child Symptom
Inventory (CSI)

Verhaltensprobleme. Lehrer*innenurteil

Staff, et al., 2021

Population: children
with impairing levels of
ADHD symptoms (6-12

years)

Intervention: short (2
sessions), individualized
intervention consisting
of either (A) antecedent-
based techniques
(stimulus control), (B)
consequent-based

Total problem n =60
behaviors, Very high risk d=.99 T1 during week
Antecedent vs. [ ) Cl(.35-1.63) . anng wee
immediately after
control, (BP, BA)
T0-T1 |

Problem
behaviors
derived by

teachers from
list of target
behaviors (van
den Hoofdakker
et al., 2007),

listing 32

possible

problem

behaviors

related to
ADHD.
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techniques (contingency
management)
Comparison: waitlist

Problem
behaviors
derived by

teachers from
list of target

Total problem o n=60 behaviors (van
behaviors, Very high risk d=.93
Antecedent vs. P C1(29-1.57) T2 three weel.<s den Hoofdakker
control, (BP, BA) after intervention et -al.., 2007),
T0-T2 ’ | I|st|ng 32
possible
problem
behaviors
related to
ADHD.
Problem
behaviors
derived by
teachers from
list of target
n =60 .
Total problem behaviors (van
behaviors, Very high risk b U T1 during week den Hoofdakker
Consequent vs. o C1(.14-1.40) immediately after etal., 2007),
control, (BP, BA) | listing 32
TO-T1 possible
problem
behaviors
related to
ADHD.
Problem
behaviors
derived by
teachers from
Total problem n =60 list O].c target
behaviors, Very high risk d=.92 behaviors (van
Consequent vs. [ ) Cl (.28 - 1.56) T2 three wee!<s den Hoofdakker
control, (BP, BA) after intervention et .aI.., 2007),
T0-T2 ’ | I|st|ng 32
possible
problem
behaviors
related to
ADHD.
Total problem
beh:viors, Very high risk n =60 Probl(.em
Antecedent vs. P d=.06 T1 during week behaviors
Cl (-.56 - .68) immediately after derived by
Consequent, (BP, BA) teachers from
TO-T1
U list of target
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behaviors (van
den Hoofdakker
et al., 2007),
listing 32
possible
problem
behaviors
related to
ADHD.

Total problem

Problem
behaviors
derived by

teachers from
list of target

- =60 behaviors (van
i Very high risk n
Anl::::;:r:'vs PY d=.14 T2 three weeks den Hoofdakker
) Cl (-.48 - .76) after intervention etal., 2007),
Consequent, (BP, BA) -
10-T2 ’ listing 32
U possible
problem
behaviors
related to
ADHD.
Problem
behaviors
derived by
teachers from
Totlproglent n=60 b:;;ta(\)/]icot:\sr%\(/eatn
behaviors, Very high risk - T3 follow-up tree
Antecedent vs o d=.30 months after den Hoofdakker
’ Cl(-.32-.92) . et al.,, 2007),
Consequent, (BP, BA) baseline .
12-T3 ’ listing 32
U possible
problem
behaviors
related to
ADHD.
Verhaltensprobleme. Kliniker*innenurteil (Obs)
Harrison, et al., 2022 . . Clinical
Disruptive n=15 implication based
. behavior, Very high risk d=1.64 P
Population: students Promoting vs PN Cl(na) on post hoc Observation
with ADHD pting vs. h pairwise
sensory (BP, BA, UM)

Intervention: classroom
strategies: prompting,
self-management,

proprioception

comparison. Only
comparisons with
significant
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sensory proprioception,
taking breaks
Comparison: strategies
compared to each other

differences
reported

Clinical
implication based
on post hoc
pairwise
comparison. Only
comparisons with
significant
differences
reported

n=15
d=1.31
Cl(n.a.)

Disruptive Very high risk

behavior, ®
Prompting vs.
taking breaks (BP, BA, UM)

Observation

Soziale Funktionalitit. Elternurteil

Pfiffner, et al., 2018

Population: students
with ADHD 2n¢ — 5t
grade

Intervention:
Collaborative Life Skills
(CLS) program
(classroom int., parent
training, child skill
training)

Comparison: usual
community service

n=32 Results are from
Very high risk d=.11 FU-values,
Social skills o Cl(n.a.) measured in
(BP, BA, OR) following school
U year

The Social Skills
Improvement
System (SSIS)

Soziale Funktionalitat. Selbsturteil

n=134
Mikami, 1., 2022 : ; . .
tkami, et al., 20 High risk parial n? = .05 Clinical )

Support from ? Cl(na) implication based Classroom, Life
Population: children teachers o pon value Measure (CLM)
with risk for ADHD and (BP) | P
their teachers
Intervention: making
o\, Vi, n =134

High risk iql n2 = ini
(MOSAIC) Support from parial n” = .02 . ‘Cllr'ucal Classroom, Life
. ) q) Cl(n.a.) implication based
Comparison: typical peers Measure (CLM)
. (BP) on p-value
practice U
Soziale Funktionalitdt. Gleichaltrigenurteil
Mikami, et al., 2022 Social High risk =134 . .Clir.1ical Positive./ne.gativ
() . 9 implication based e nominations
preference parial n= = .06
(UM) Cl (n.a) on p-value by classmates
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Population: children
with risk for ADHD and
their teachers
Intervention: making
socially accepting
inclusive classrooms
(MOSAIC)
Comparison: typical
practice

Akademische Funktionalitét. Elternurteil

Pfiffner, et al., 2018

Population: students
with ADHD 2n¢ — 5t

grade n=45 Results are from
Intervention: - Very high risk d=-57 FU-values, Children’s
o . Organizational . -
Collaborative Life Skills .. o Cl(-.95--.21) measured in Organizational
functioning . .
(CLS) program (BP, BA, OR) following school Skills Scale
(classroom int., parent | year
training, child skill
training)
Comparison: usual
community service
Akademische Funktionalitat. Lehrer*innenurteil
Mikami, et al., 2022
Population: children
with risk for ADHD and n=134 Academic
their teachers . High risk parial n? = .05 Clinical Competence
. . Academic e .
Intervention: making con e ce q) Cl(n.a.) implication based Evaluation
socially accepting P (BP) on p-value Scales — Short
inclusive classrooms U Form (ASF)
(MOSAIC)
Comparison: typical
practice
Symptomverbesserung. Elternurteil

Pfiffner, et al., 2018

. n=n.a. Results are from

. o Cl(1.7-3.9) measured in CGl
grade improvement following school
Intervention: (BP, BA, OR) &
U year

Collaborative Life Skills
(CLS) program
(classroom int., parent
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training, child skill
training)

Comparison: usual
community service

Anmerkung. n = Anzahl der Versuchspersonen. SG = sequence generation, CC = concealment, BP =
blinding participants, BA = blinding assessors, ID = incomplete data, OR = outcome reporting, CE = carry
over effects, SX = stopped early, UM = unvalidated measures, Ol = other issue.
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1.3.3.4. Was sind die Ziele einer kognitiv-behavioralen Behandlung von Kindern / Jugendlichen mit
ADHS ab dem Schulalter?

1334.A

Beriicksichtigte Endpunktkategorien: Meta-Analysen

Gesamtaussagesicherheit

Endpunktkategorien der Evidenz

Aufmerksambkeit (KU)
Aufmerksamkeit (E)
Aufmerksamkeit (L)

Hyperaktivitdt/Impulsivitit (KU) - h/ seh
chwach/ sehr

Hyperaktivitat/Impulsivitit (E) schwach

Funktionalitat (E)
Funktionalitat (L)
Verhalten (E)
Metakognition (E)

R RPN W R R RN R
W W N U W N R, BN N

Anmerkung. MAs = Anzahl der Meta-Analysen, m = Anzahl der Endpunkte innerhalb dieser Endpunktkategorie. E =
Elternurteil, KL = Kliniker*innenurteil, KU = Kombiniertes Urteil, L = Lehrer*innenurteil, S = Selbsturteil, T = kognitive Tests, U
= Unbekanntes Urteil.

Beriicksichtigte Endpunktkategorien: RCTs
Gesamtaussagesicherheit

Endpunktkategorien der Evidenz

Allgemeine Symptome (E)
Allgemeine Symptome (L)
ADHS Symptome gesamt (E)
ADHS Symptome gesamt (L)
Aufmerksamkeit (E)
Aufmerksamkeit (L)
Hyperaktivitat/Impulsivitét (E)
Verhaltensprobleme (E)
Verhaltensprobleme (KL)
Verhaltensprobleme (L) 18 Schwach/ sehr schwach
Internalisierende Symptome (E)
Internalisierende Symptome (L)
Organisationale Fahigkeiten (E) 11

Organisationale Fahigkeiten (B)

B P NN WD R B RN WDN W R R
N
w

Organisationale Fahigkeiten (L)
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Anmerkung. RCTs = Anzahl der randomisierten kontrollierten Studien, m = Anzahl der Endpunkte innerhalb dieser
Endpunktkategorie. E = Elternurteil, KL = Kliniker*innenurteil, KU = Kombiniertes Urteil, L = Lehrer*innenurteil, S =
Selbsturteil, T = kognitive Tests, U = Unbekanntes Urteil.

Summary of Findings Tabelle: Meta-Analysen

Referenz

Endpunkt

Aussagesicherheit

Effektstarke

Kommentare

Mess-

(GRADE)

Aufmerksamkeit. Kombiniertes Urteil

instrument

Chen, et al., 2021 n=303,k=6
] g=.04 ADHD-RS,
Inattent t ) .
Population: children natten !on symptoms very low Cl(-.23-.32) Clinician- or BRIEF, DBDR,
Working memory eO00
and adolescents with . parent-rated Conners 3-P,
training (R, IC, IP)
ADHD (3-18 years and u CRS-R
probably medicated)
Intervention:
cognitive training or
executive function
training targeting
domains of
neu'rf)psychologlcal n=381 k=8
dene i Inattention symptoms Very low g=->1 cpmmers 3-P,
Comparison: control: uttiote CZ n’i’tive ' GBOVOO ClI(-~72--29)  Clinician-or  CRS-R, BRIEF,
TAU; waiting list, tpraining 8 parent-rated  DBDRS, SNAP-
a.ctlv.e/plac-ebo/sham 4 , I IV, ADHD-RS
(i.e., involving other
computer-based
activities), or
alternative training
programs
Aufmerksamkeit. Elternurteil
. . DBD-
Visual analysis Inattention
Bikic, et al., 2017 of funnel plot
. subscale, HPC-
and Trim and Inattention
Population: children Fill method
. subscale, CSI-
and adolescents with suggest that Inattention
ADHD (5-18 years) n=893, k= obtained point scale
Intervention: 10 estimate is -
Organizational skills very low g=.56 lower than Vanderbilt
i o DHD
training (OST) Inattention ®000 Cl (.38 -.74) “true” ES. ADHD
. (R, IC) . . Diagnostic
delivered by humans Differences in .
. Parent Rating
in face-to-face | format Scale-
Comparison: parent intervention: 2 .
. . s Inattention
education, waitlist, individuals, 1
subscale,
Treatment as Usual group+ SNAP-
(TAU) individual and )
. Inattention
therestin
subscale
group.
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Same about
randomized
trials included.

Chen, et al., 2021 n=105k=1

Low g=-1.46
Population: children Inattention, ®000 CI(-1.90-- SNAP-1V, BRIEF
and adolescents with Attention intervention (R’ |P) 103)

ADHD (3-18 years and
probably medicated) I
Intervention:

cognitive training or

executive function n=256 k=5
training targetin Very low g=.03 ADHD-RS,
y 8 fg & Inattention symptoms, o C;/ o0 Cl (~30- .37) BRIEF, DBDR,

omains o ) Working memory training Conners 3-P,
neuropsychological (R, IC, IP)

- U CRS-R
deficit
Comparison: control:
TAU; waiting list,
active/placebo/sham n=322 k=7
(i.e., involving other g=-48 CRS-R, BRIEF,
computer-based Inattention symptoms, Very low Cl (70 - -.26) Conners 3-P,
activities), or Multiple cognitive 10100 ’ ’ ADHD-RS,
alternative training training (R, 1C) | DBDRS, SNAP-
programs IV, CPRS-R
Aufmerksamkeit. Lehrer*innenurteil
Bikic, et al., 2017
Population: children lefz)rfr:(;is n
and adolescents with intervention: 2 DBD-
ADHD (5—.18 years) n=590, k=6 individuals, 1 Inattention
Intervention: Very low g=.26 group+ subscale,
Orgaplzatlonal skills Inattention 1000 Cl(.01-.52) individual and SNAPT
training (OST) . Inattention
. (R, 1C) the rest in

delivered by humans scale, CSI-
. I group. Same .
in face-to-face Inattention

' about
Comparison: parent scale

. s randomized
education, waitlist, trials included
Treatment as Usual ’
(TAU)

Hyperaktivitidt/Impulsivitit. Kombiniertes Urteil
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Chen, et al., 2021

n=303 k=6 ADHD-RS,
. . s - Very low g=.13
Population: children Hyper.actlwty/lmpuls!w-ty, 000 Cl(-17 - 43) BRIEF, DBDR,
and adolescents Wlth Workmg memory tralnlng (R IC |P) Conners 3‘P,
ADHD (3-18 years and o U CRS-R
probably medicated)
Intervention:
cognitive training or
executive function
training targeting
domains of
neuropsychological n=381k=8 CRS-R, BRIEF,
deficit g=-31 ADHD-RS,
Comparison: control:  Hyperactivity/impulsivity, Very low Cl (-.52 - -.09) Conners 3-P
TAU; waiting list, Multiple cognitive 10]0]0) ¢ ) SNAP-| ’
active/placebo/sham training (R, 1C) I DBDRS CF;RS—
(i.e., involving other é
computer-based
activities), or
alternative training
programs
Hyperaktivitat/Impulsivitat. Elternurteil
Chen, et al., 2021 n=105k=1
Population: children Hyperactivity/impulsivity, Z;BICI;)\CN) Cl (99=9-.5715) SNAP-IV. BRIEF
and adolescents with Attention interventions R IP) ’ ) ’
ADHD (3-18 years and |
probably medicated)
Intervention:
cognitive training or
executive function " =;5_6'0I:5= > ADHD-RS
tralnlr.1g targeting Hyperactivity/impulsivity, Very low Cl (-.27 - .39) BRIEF, DBDR,
domains of . Working memory training ®O000 Conners 3-P
neuropsychological (R, IC, IP) U CRS-R '
deficit
Comparison: control:
TAU; waiting list,
active/placebo/sham n=362,k=7 CRS-R, BRIEF,
(i.e., involving other g=-.29 ADHD-RS,
computer-based Hyperactivity/impulsivity, Very low Cl (-.51--.08) Conners 3-P
activities), or Multiple. c.ognitive 10]0]0) ’ ’ SNAP-| ’
alternative training training (R, 1€) | DBDRS, CF;RS—
programs R
Funktionalitat. Elternurteil
Children’s
Bikic, et al., 2017 L ] Very low n=697,k=6 Differencesin  Organizational
Organizational skills 000 g=.83 format Skills Scale
(R, 1C) Cl(:32-1.34) intervention: 2 (COSS),
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Population: children individuals, 1 Homework
and adolescents with | group+ Problem
ADHD (5-18 years) individual and Checklist
Intervention: the restin (HPC)-
Organizational skills group. Materials
training (OST) Randomized Management
delivered by humans trials Scale
in face-to-face INCLUDED and
Comparison: parent non-
education, waitlist, randomized
Treatment as Usual studies reduce
(TAU) bias; open
trials, quasi-
experimental
designed
studies, case
studies, or
single-case
designs NOT
INCLUDED.
Chen, et al., 2021 n=105k=1
g=-.82
Global Executive Very low
Population: children Composite (GEC), ®000 Cl(-1.22-- BRIEF
and adolescents with  Attention interventions (R, IP) 42)
ADHD (3-18 years and
probably medicated) I
Intervention:
cognitive training or
executive function n= 214’(;;: >
training targeting Global Executive Very low al (? ;6 - 34)
domains of Composite (GEC), 1000 ’ ) BRIEF
neuropsychological Working memory training (R, IC, IP) T
deficit
Comparison: control:
TAU; waiting list,
active/placebo/sham n=399 k=7
(i.e., involving other Global Executive =-50
computer-based Composite (GEC), Low Cl(-.71--.29)
activities), or Multiple cognitive 600 BRIEF
alternative training training (R) 1
programs
Powell, et al., 2022
Population: children Very low n_;l\jlz)s_' k3; >
and adolescents with Social skills e0O00 C1 (.19 - '59) Only RCTs SSRS, SSIS, SCS
ADHD (<=18 years) (R, IC, IP) ’ ’

Intervention:
psychoeducational
intervention focused
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on social skill
development
(undertaken in
parents, child or
teachers)
Comparison: “Pure”
control group
diagnosed with ADHD

Funktionalitdt. Lehrer*innenurteil

Bikic, et al., 2017

Population: children

Differences in

. format
and adolescents with intervention: 2
ADHD (5-18 years) n=445k=4  individuals, 1
Intervention: Very low g=.54 group+
Org.a.nlzatlonal skills Organizational skills eO00 Cl(.17-.91) individual and COSS, HPC-
training (OST) . Teacher
. (R, 1C) the rest in
delivered by humans
. I group.
in face-to-face
. Same about
Comparison: parent .
. . randomized
education, waitlist, trials included
Treatment as Usual )
(TAU)
Powell, et al., 2022
Population: children
and adolescents with
ADHD (<=18 years)
Intervention:
psychoeducational n=329,k=4
intervention focused Very low SMD = .32
on social skill Social skills @(%)%)O C1(.10-.54) Only RCTs SSRS, SSIS, SCS

development
(undertaken in
parents, child or
teachers)
Comparison: “Pure”
control group
diagnosed with ADHD

Verhalten. Elternurteil
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Chen, et al., 2021

n=105k=1
Behavioral Regulation Very low g=-.50
Population: children Index (BRI), 000 Cl (-.88 -.10) BRIEF
and adolescents with Attention interventions (R, IP)
ADHD (3-18 years and ]
probably medicated)
Intervention:
cognitive training or
executive function n= 1{%’;: 3
training targeting Behavioral Regulation Very low al (? 2_7 - 37)
domains of Index (BRI), eO00 ’ ’ BRIEF
neuropsychological Working memory training (R, IC, IP) T
deficit
Comparison: control:
TAU; waiting list,
active/placebo/sham n=150, k=2
(i.e., involving other Behavioral Regulation Moderat g=-21
computer-based Index (BRI), oderaze Cl (-.58 - .16)
activities), or Multiple cognitive o000 BRIEF
alternative training training (IP) U
programs
Metakognition. Elternurteil
n=105k=1
. g=-90
Metacognition Index Very low Cl(-1.30 - -
Chen, et al., 2021 (M), ®000 5'0) BRIEF
Attention interventions (R, IP) ’
Population: children
and adolescents with !
ADHD (3-18 years and
probably medicated) n=168 k=3
Intervention: g=.25
cognitive training or Metacognition Index Very low Cl (-.04 - .55)
executive function (M), eO00 R BRIEF
training targeting Working memory training (R, IP) U
domains of
neuropsychological
deficit
Comparison: control: No significant
TAU; waiting list, effects on
active/placebo/sham n=190,k=3 metacognition
(i.e., involving other Metacognition Index g=-51 index, but
computer-based (M), Low Cl (-.83--.19) subgroup
activities), or Multiple cognitive 600 analysis BRIEF
alternative training training (R) | similarly
programs revealed
significant
effect for
multiple
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cognitive
training

Anmerkung. n = Anzahl der Versuchspersonen, k = Anzahl der inkludierten Primérstudien. R = risk of
bias, IC = inconsistency, ID = indirectness, IP = imprecision, P = publication bias.

Summary of Findings Tabelle: RCTs

Referenz

Risk of Bias Effektstarke

Endpunkt

Kommentare

Mess-

Allgemeine Symptome. Elternurteil

instrument

Dopfner et al., 2004 Total n=37
symptoms, Very high risk d=1.0 Clinical
Population: children Within group, ° Cl (n.a.) implication based PSC
with ADHD (6-10 years) Phase2 +3 (CC, BP, BA) on p-value
Intervention: I: PE (PE/BT) |
(multimodal). II:
MED+PE or BT+PE. lll:
MED+PE+BT or BT or
BT+PE. IV: MED+PE+BT Total n=38
or BT or MED+PE symptoms, Very high risk d=.9 Clinical
Comparison: no control Within group, [ ] Cl(n.a.) implication based PSC
group Phase2 +3 (CC, BP, BA) on p-value
(MED + PE/BT) I
Aligemeine Symptome. Lehrer*innenurteil
Dépfner et al., 2004 Total n=37
Population: children s.ym.ptoms, Very high risk d=.8 . .Clir.1ical
with ADHD (6-10 years) Within group, [ ] Cl(n.a.) implication based TSC
. Phase2 +3 (CC, BP, BA) on p-value
Intervention: I: PE (PE/BT) |
(multimodal). Il
MED+PE or BT+PE. Ill:
MED+PE+BT or BT or
BT+PE. IV: MED+PE+BT Total o n=38 .
symptoms, Very high risk d=1.8 Clinical
or BT or MED+PE oL . -
Comparison: no control Within group, [ ] Cl(n.a.) implication based TSC
Phase2 +3 (CC, BP, BA) on p-value

group

(MED + PE/BT) I

ADHS Symptome gesamt. Elternurteil
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Babocsai et al., 2018

Population: children (7-
11 years)
Intervention:

Sommertherapiecamp Very high risk " i 47 -
(STC - Multimodal Z’;::L':OD:SD Y g ('nna;a)‘ imp”c?t'i';'rc]a:)ase 4 DISYPsII, FBB-
Intensive Group ’ (SG, BP, BA, e ADHS
STCvs. TAU on p-value
Therapy Program for ID) U
Children With ADHD
Applying a Reward
System
Comparison: treatment
as usual
n=75
syr':E:)zs, Very high risk d=1.0 Clinical
Within group [ ] Cl(n.a.) implication based PSC-ADHD
Dopfner et al., 2004 ! (CC, BP, BA) on p-value
Phase | |
Population: children
with ADHD (6-10 years)
Intervention: I: PE ADHD n=37
(multimodal). Il: symptoms, Very high risk d=1.1 Clinical
MED+PE or BT+PE. lll: Within group, o Cl(n.a.) implication based PSC-ADHD
MED+PE+BT or BT or Phase2 +3 (CC, BP, BA) on p-value
BT+PE. IV: MED+PE+BT (PE/BT) 1
or BT or MED+PE
Comparison: no control
group ADHD n=38
symptoms, Very high risk d=1.0 Clinical
Within group, [ ] Cl(n.a.) implication based PSC-ADHD
Phase2 +3 (CC, BP, BA) on p-value
(MED + PE/ BT) I
Dépfner et al., 2014 .
No remaining
Population: 6-10 year Var'?bl?s, changed
olds in 1.-4. Grade with significantly
nonverbal 1Q > 80 ADHD o n=34 between posttest
. Very high risk d=.18 and follow-up,
meeting the DSM-III-R symptoms, o
- o o Cl(n.a.) indicating FBB-ADHS
or ICD-10 criteria for Within group (CC, BP, BA) treatment effects
ADHD Post-FU T s
) were maintained;

Intervention: I: PE
(multimodal). II:
MED+PE or BT+PE: IlI:
MED+PE+BT or BT or

Clinical
implication based
on p-value
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BT+PE. FU: MED+PE+BT
or BT or MED+PE
Comparison: no control

No remaining
variables changed

significantly
n=32 between posttest
syrﬁ[;:)zs, Very high risk d=.10 and follow-up,
Within group o Cl(n.a.) indicating FBB-ADHS
! (CC, BP, BA) treatment effects
Post-FU L
U were maintained;
Clinical
implication based
on p-value
No remaining
variables changed
significantly
n==66 between posttest
syrﬁE:)?ns, Very high risk d=.14 an.d f(?IIoYV—up,
Within group o Cl(n.a.) indicating FBB-ADHS
! (CC, BP, BA) treatment effects
Post-FU L
U were maintained;
Clinical
implication based
on p-value
ADHS Symptome gesamt. Lehrer*innenurteil
ADHD n=75
symptoms, Very high risk d=1.2 Clinical
Within whole [ ] Cl(n.a.) implication based TSC-ADHD
Dopfner et al., 2004 group, (CC, BP, BA) on p-value
Phase | I
Population: children
with ADHD (6-10 years)
Intervention: I: PE ADHD n=37
(multimodal). II: symptoms, Very high risk d=1.0 Clinical
MED+PE or BT+PE. lll: Within group, o Cl(n.a.) implication based TSC-ADHD
MED+PE+BT or BT or Phase 2 + 3 (PE/ (CC, BP, BA) on p-value
BT+PE. IV: MED+PE+BT BT) |
or BT or MED+PE
Comparison: no control =38
group ADHD
S d=2.0 .
symptoms, Very high risk Cl (n.a.) Clinical
Within group, ([ J h implication based TSC-ADHD
Phase2 +3 (CC, BP, BA) | on p-value
(MED + PE/ BT)
Dépfner et al., 2014 ADHD n=25
symptoms, Very high risk d=.18 No remaining
Population: 6-10 year Within group [ ] Cl(n.a.) variables changed FBB-ADHS
olds in 1.-4. Grade with (no medication (CC, BP, BA) significantly
nonverbal 1Q > 80 at FU), U between posttest

188



meeting the DSM-III-R Post-FU and follow-up,
or ICD-10 criteria for indicating
ADHD treatment effects
Intervention: I: PE were maintained;
(multimodal). Il: Clinical
MED+PE or BT+PE: IliI: implication based
MED+PE+BT or BT or on p-value
BT+PE. FU: MED+PE+BT
or BT or'MED+PE ADHD
Comparison: no control symotoms n=28
W\ilthi’r)'l rou' Very high risk d=-.61 Clinical
. g P o Cl(n.a.) implication based FBB-ADHS
(medication at
(CC, BP, BA) on p-value
FU), U
Post-FU
ADHD
symptoms,
Withi =53 -
(rrlle(:l?cgl;?c:‘np Very high risk ;_ 31 Clinical
° "~ implication based FBB-ADHS
and no (CC, BP, BA) Ghin-ay on p-value
medication at T P
FU), U
Post-FU
Aufmerksamkeit. Elternurteil
Curtis et al., 2021
Population: children 8-
12 years with (ADHD)
combined type
Intervention: structured
Dyadic Behavior n=39
Y Inattention,  Very high risk ES = .24 Clinical .
Therapy (SDBT) S Parent ratings
. . Between group, [ ] Cl(n.a.) implication based
Comparison: Child- Posttreatment (Cc, BP) on p-value on DBRS
Centered Dyadic ’ | P
Therapy (CCDT),
nondirective,
experiential
psychotherapy without
contingency
management methods
Dépfner et al., 2004 Attention n=75
. . problems, Very high risk d=.9 Clinical
Population: child
qu ation: ctidren Within whole o Cl(n.a.) implication based CBCL Attention
with ADHD (6-10 years)
. group, (CC, BP, BA) on p-value
Intervention: I: PE
Phase | |

(multimodal). II:
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MED+PE or BT+PE. Ill:

MED+PE+BT or BT or Attention n=37
BT+PE. IV: MED+PE+BT problems, Very high risk d=1.0 Clinical
or BT or MED+PE Within group, o Cl(n.a.) implication based CBCL Attention
Comparison: no control Phase 2 + 3 (PE/ (CC, BP, BA) on p-value
group BT) 1
Attention n=38
problems, Very high risk d=. Clinical
Within group, [ J Cl(n.a.) implication based ~ CBCL Attention
Phase 2 +3 (CC, BP, BA) on p-value
(MED + PE/ BT) 1
No remaining
variables changed
Attention significantly
lems, . =34
;?ro.b ems Very high risk n=3 between posttest
Within group d=-.02 and follow-up, .
. .. [ . CBCL Attention
(no medication Cl(n.a.) indicating
(CC, BP, BA)
at FU), treatment effects
Dépfner et al., 2014 Post-FU U were maintained;
clinical implication
Population: 6-10 year based on p-value
olds in 1.-4. Grade with
nonverbal 1Q > 80 .
A
meeting the DSM-III-R :;E'I‘:;:: n=32
or ICD-10 criteria for Wpithin ro"J Very high risk d=.06 Clinical
ADHD . g P (] Cl(n.a.) implication based CBCL Attention
. (medication at
Intervention: I: PE FU) (CC, BP, BA) on p-value
(multimodal). Il: Bost |’=U U
MED+PE or BT+PE: lll:
MED+PE+BT or BT or
BT+PE. FU: MED+PE+BT No remaining
or BT or MED+PE Attention variables changed
Comparison: no control problems, significantly
Withir:n gr?up Very high risk n =66 between posttest
(medication d=.02 and follow-up, .
[ ] o CBCL Attention
and no Cl(n.a.) indicating
. (CC, BP, BA)
medication at treatment effects
FU), U were maintained;
Post-FU clinical implication

based on p-value

Aufmerksamkeit. Lehrer*innenurteil

Dopfner et al., 2004

Population: children
with ADHD (6-10 years)
Intervention: I: PE
(multimodal). Il:

Attention
problems,
Within whole

group,
Phase |

Very high risk
[ J
(CC, BP, BA)

n=75
d=1.1
Cl(n.a.)

Clinical
implication based
on p-value

TRF Attention
Problems
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MED+PE or BT+PE. Ill:

MED+PE+BT or BT or Attention n=37
BT+PE. IV: MED+PE+BT problems, Very high risk d=.7 Clinical
or BT or MED+PE Within group, o Cl(n.a.) implication based TRF Attention
Comparison: no control Phase 2 + 3 (PE/ (CC, BP, BA) on p-value
group BT) 1
Attention g_=f82
problems, Very high risk a (_n 5 ) Clinical
Within group, o o implication based TRF Attention
Phase2 +3 (CC, BP, BA) | on p-value
(MED + PE/ BT)
No remaining
variables changed
Attention significantly
roblems n=2 between posttest
W‘:thin ro;l Very high risk 4-%Q and follc?w-u
group ° Cl (n.a.) ¢ ToTlow=up, TRF Attention
(no medication (CC, BP, BA) indicating
Déofner et al.. 2014 at FU), e U treatment effects
P " Post-FU were maintained;
linical imolicati
Population: 6-10 year Cblgslzad (I)r:p I_f;'uoen
olds in 1.-4. Grade with P
nonverbal 1Q > 80
meeting the DSM-III-R Attention
or ICD-10 criteria for roblems n=28
pro’ ! Very high risk =-42 Clinical
ADHD Within group N .
. . @ (] Cl(n.a.) implication based TRF Attention
Intervention: I: PE (medication at (CC, BP, BA) on p-value
(multimodal). II: FU), y U P
MED+PE or BT+PE: lll: Post-FU
MED+PE+BT or BT or
BT+PE. FU: MED+PE+BT No remaining
or BT or.MED+PE Attention variables changed
Comparison: no control L
problems, n=53 significantly
Withi B
SO eyhgnis  doae e e
° Cl (na) @ Totlow-up, TRF Attention
and no indicating
.. (CC, BP, BA)
medication at U treatment effects
FU), were maintained;
Post-FU clinical implication

based on p-value

Hyperaktivitat/Impulsivitit. Elternurteil

Curtis et al., 2021

Population: children 8-
12 years with (ADHD)
combined type

Hyperactivity/i
mpulsivity,
Between group,
Posttreatment

Very high risk
[ J
(Ccc, BP)

n=39
ES=.38
Cl(n.a.)

Clinical
implication based
on p-value

Parent ratings
on DBRS
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Intervention: structured
Dyadic Behavior
Therapy (SDBT)
Comparison: Child-
Centered Dyadic
Therapy (CCDT),
nondirective,
experiential
psychotherapy without
contingency
management methods

Verhaltensprobleme. Elternurteil

. . n=47
Externalizing Very h;gh risk ES =n.a. Clinical
Babocsai et al., 2018 symptoms, (SG, BP, BA, Cl(n.a.) implication based CBCL/4-17
STCvs. TAU ID) on p-value
Population: children (7- v
11 years)
Intervention:
Sommertherapiecam Very high risk g= 4
. P P Total behavior yhie ES=n.a. Clinical
(STC - Multimodal ® e
. symptoms, Cl(n.a.) implication based CBCL/4-17
Intensive Group (SG, BP, BA,
STCvs. TAU on p-value
Therapy Program for ID) U
Children With ADHD
Applying a Reward
System n=a7
Comparison: treatment Total conduct Very high risk ~ .
. ES=n.a. Clinical
as usual disorder @ Cl (n.a.) implication based DISYPS-II, FBB-
symptoms, (SG, BP, BA, o pon value SSV
STC vs. TAU D) | P
. Study design:
Curtis et al., 2021 With regard to
Il le si
Population: children 8- smaS:?f;:izstsue,
12 years with (ADHD) Behavioral n=39 .
: S statistical power
combined type symptoms Very high risk ES=.39 . .
X achieved to assess Parent ratings
Intervention: structured (overall), ([ J Cl(n.a.) )
. . differences on DBRS
Dyadic Behavior Between group, (cc, BP)
between two
Therapy (SDBT) Posttreatment I L
. . groups in pilot
Comparison: Child- .
. study; clinical
Centered Dyadic implication based
Therapy (CCDT), P
. on p-value
nondirective,
experiential
sychothera ithout
Py . Py withou Oppositionality, Very high risk Clinical .
contingency n=39 S Parent ratings
Between group, [ ] implication based
management methods ES=.24 on DBRS
Posttreatment (cc, BP) Cl(na) on p-value
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Dépfner et al., 2004

Population: children
with ADHD (6-10 years)
Intervention: |: PE
(multimodal). Il:
MED+PE or BT+PE. lll:
MED+PE+BT or BT or
BT+PE. IV: MED+PE+BT
or BT or MED+PE
Comparison: no control
group

OoDD/CS n=75
symptoms, Very high risk d=. Clinical
Within whole o Cl(n.a.) implication based PSC-ODD/CD
group, (CC, BP, BA) on p-value
Phase | 1
OoDD n=37
symptoms, Very high risk d=.7 Clinical
Within group, [ J Cl(n.a.) implication based PSC-ODD/CD
Phase 2 + 3 (PE/ (CC, BP, BA) on p-value
BT) I
oDD n=38
symptoms, Very high risk d=.4 Clinical
Within group, [ ] Cl(n.a.) implication based PSC-ODD/CD
Phase2+3 (CC, BP, BA) on p-value
(MED + PE/ BT) u
Behavior n=75
problems, Very high risk d=1.0 Clinical
Within whole o Cl(n.a.) implication based IPC-P
group, (CC, BP, BA) on p-value
Phase | |
Behavior n=37
problems, Very high risk d=1.0 Clinical
Within group, [ ] Cl(n.a.) implication based IPC-P
Phase 2 + 3 (PE/ (CC, BP, BA) on p-value
BT) |
Behavior n=38
problems, Very high risk d=11 Clinical
Within group, o Cl(n.a.) implication based IPC-P
Phase2 +3 (CC, BP, BA) on p-value
(MED + PE/ BT) |
Externalizing n=75 -
. ' Very high risk d=1.0 Clinical CBCL
Within whole T .
group, [ ] Cl(n.a.) implication based Externalizing
(CC, BP, BA) on p-value Problems
Phase |
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Externalizing,

n=37

Within group, Very high risk d=1.1 . .Cllr.ncal CBCL
Phase 2 + 3 (PE/ o Clna,) implication based Externalizing
(CC, BP, BA) on p-value
BT) |
Externalizin n=38
. & Very high risk d=.8 Clinical
Within group, L CBCL
[ J Cl(n.a.) implication based ..
Phase 2 +3 (CC, BP, BA) on b-value Externalizing
(MED + PE/ BT) » B | P
s mo?:ms n=34
W‘i,thi’:n rou’ Very high risk d=-. Clinical
.g 'p ([ J Cl(n.a.) implication based FBB-SSV
(no medication
(CC, BP, BA) on p-value
at FU), U
Post-FU
No remaining
variables changed
oDD n=32 significantly
symptoms, D, N - between posttest
s =-11
Dopfner et al., 2014 Within group Very high risk d and follow-up,
L [ J Cl(n.a.) e FBB-SSV
(medication at (CC, BP, BA) indicating
Population: 6-10 year FU), b U treatment effects
olds in 1.-4. Grade with Post-FU were maintained;
nonverbal 1Q > 80 clinical implication
meeting the DSM-III-R based on p-value
or ICD-10 criteria for
ADHD
Intervention: |: PE No remaining
(multimodal). Il: oDD variables changed
MED+PE or BT+PE: IlII: symptoms, n=66 significantly
MED+PE+BT or BT or Within group Verv high risk d __ 16 between posttest
BT+PE. FU: MED+PE+BT  (medication yhie - and follow-up,
o Cl(n.a.) s . FBB-SSV
or BT or MED+PE and no (CC, BP, BA) indicating
Comparison: no control medication at e U treatment effects
FU), were maintained;
Post-FU clinical implication
based on p-value
Total child No remaining
behavior n=34 variables changed
Within ro:.l Very high risk d=.03 significantly
.g 'p [ J Cl(n.a.) between posttest CBCL
(no medication
(CC, BP, BA) and follow-up,
at Fu), u indicatin
Post-FU g

treatment effects
were maintained;
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clinical implication
based on p-value

No remaining
variables changed

Total child n=32 significantly
I.aeP.\avior, Very high risk d=.01 between posttest
Within group ° Cl(n.a.) and follow-up, CBCL
(medication at (CC, BP, BA) indicating
FU), e U treatment effects
Post-FU were maintained;
clinical implication
based on p-value
No remaining
Total child variables changed
behavior, n=66 significantly
Withir_1 gr?up Very high risk d=.02 between posttest
(medication Cl(n.a.) and follow-up,
] N CBCL
and no indicating
- (CC, BP, BA)
medication at u treatment effects
FU), were maintained;
Post-FU clinical implication
based on p-value
No remaining
variables changed
Externalizing significantly
. n=34
behavior, . . between posttest
. Very high risk d=.01
Within group ° Cl (n.a.) and follow-up, CBCL
(no medication h indicating Externalizing
(CC, BP, BA)
at FU), U treatment effects
Post-FU were maintained;
clinical implication
based on p-value
No remaining
variables changed
Externalizing n=32 significantly
behavior, Verv high risk d=.03 between posttest
Within group ery ;g s Cl(n.a.) and follow-up, CBCL
(medication at indicating Externalizing
CC, BP, BA
FU), ( ) U treatment effects
Post-FU were maintained;

clinical implication
based on p-value
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Externalizing
behavior,
Within group
(medication
and no
medication at
FU),
Post-FU

Very high risk
(]
(Cc, BP, BA)

n =66
d=.02
Cl(n.a.)

No remaining
variables changed
significantly
between posttest
and follow-up,
indicating
treatment effects
were maintained;
clinical implication
based on p-value

CBCL
Externalizing

Verhaltensprobleme. Kliniker*innenurteil

Dépfner et al., 2014

Population: 6-10 year
olds in 1.-4. Grade with

nonverbal 1Q = 80

meeting the DSM-III-R
or ICD-10 criteria for

ADHD
Intervention: I: PE
(multimodal). II:

MED+PE or BT+PE: lll:
MED+PE+BT or BT or
BT+PE. FU: MED+PE+BT

or BT or MED+PE

Comparison: no control

No remaining 8-item scale
variables changed constructed,
Behavior at n=a5 significantly measuring
school, L i between posttest children’s
. Very high risk d=.07 .
Within group ° Cl(n.a) and follow-up, behavior at
(no medication h indicating home;
(CC, BP, BA)
at FU), U treatment effects completed by
Post-FU were maintained;  child’s therapist
clinical implication  based on parent
based on p-value interview data
No remaining 8-item scale
variables changed constructed,
Behavior at n=28 significantly measuring
school, Verv high risk d=.18 between posttest children’s
Within group ¥ .g Cl(n.a.) and follow-up, behavior at
(medication at indicating home;
(CC, BP, BA)
FU), U treatment effects completed by
Post-FU were maintained;  child’s therapist
clinical implication  based on parent
based on p-value interview data
No remaining 8-item scale
Behavior at variables changed constructed,
school, n=53 significantly measuring
Within group L d=.13 between posttest children’s
(medication Very h;gh risk Cl(n.a.) and follow-up, behavior at
a.nd r'|o (CC, BP, BA) indicating home;
medication at U treatment effects completed by
FU), were maintained;  child’s therapist
Post-FU clinical implication  based on parent
based on p-value interview data
S 8-item scale
Behavior at Very high risk n=34 No remaining constructed,
[ J . .
home, d=.01 variables changed measuring
(CC, BP, BA) o i K
Cl(n.a.) significantly children’s
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Within group between posttest behavior at
(no medication U and follow-up, home;
at FU), indicating completed by
Post-FU treatment effects  child’s therapist
were maintained; based on parent
clinical implication  interview data
based on p-value
No remaining 8-item scale
variables changed constructed,
Behavior at significantly measuring
home, I n=32 between posttest children’s
_ Very high risk =-.01 .
Within group ° Cl(na) and follow-up, behavior at
(medication at B indicating home;
(CC, BP, BA)
FU), U treatment effects completed by
Post-FU were maintained;  child’s therapist
clinical implication  based on parent
based on p-value interview data
No remaining 8-item scale
Behavior at variables changed constructed,
home, n=66 significantly measuring
W|th|r.1 grf)up Very high risk d= .00 between posttest chlldr.en s
(medication N Cl(na) and follow-up, behavior at
and no h indicating home;
. (CC, BP, BA)
medication at U treatment effects completed by
FU), were maintained;  child’s therapist
Post-FU clinical implication  based on parent

based on p-value

interview data

Verhaltensprobleme. Lehrer*innenurteil

Dépfner, et al., 2004

Population: children
with ADHD (6-10 years)
Intervention: |: PE
(multimodal). II:
MED+PE or BT+PE. lI:
MED+PE+BT or BT or
BT+PE. IV: MED+PE+BT
or BT or MED+PE
Comparison: no control

group

ODD/CS n=75
symptoms, Very high risk d=.7 Clinical
Within whole o Cl(n.a.) implication based TSC-ODD
group, (CC, BP, BA) on p-value
Phase | |
obD n=37
symptoms, Very high risk d=. Clinical
Within group, [ ] Cl(n.a.) implication based TSC-ODD/CD
Phase 2 + 3 (PE/ (CC, BP, BA) on p-value
BT) |
obD
symptoms, Very high risk n=38 Clinical
Within group, [ ] d=1.0 implication based TSC-ODD/CD
Phase2 +3 (CC, BP, BA) Cl(na) on p-value

(MED + PE/ BT)
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Behavior n=75
problems, Very high risk d=11 Clinical
Within whole o Cl(n.a.) implication based IPC-T
group, (CC, BP, BA) on p-value
Phase | 1
Behavior n=37
problems, Very high risk d=.9 Clinical
Within group, [ J Cl(n.a.) implication based IPC-T
Phase 2 + 3 (PE/ (CC, BP, BA) on p-value
BT) 1
Behavior n=38
problems, Very high risk d=14 Clinical
Within group, [ ] Cl(n.a.) implication based IPC-T
Phase2+3 (CC, BP, BA) on p-value
(MED + PE/ BT) |
Externalizin n=75
. & Very high risk d=.9 Clinical TRF
Within whole T ..
group o Cl(n.a.) implication based Externalizing
’ BP, BA -
Phase | (CC, BP, BA) | on p-value Problems
Externalizing n=37
Within group, Very high risk d= . .Cllr.ucal TRE
Phase 2 + 3 (PE/ o Clna,) implication based Externalizing
(CC, BP, BA) on p-value
BT) |
Externalizin n=38
oy & Very high risk d=1.2 Clinical
Within group, S TRF
o Cl(n.a.) implication based .
Phase 2 +3 (CC, BP, BA) on p-value Externalizing
(MED + PE/ BT) » P | P
Dopfner et al., 2014 .
No remaining
obD .
Population: 6-10 year symptoms n=25 variables changed
P . ) v . y .p ! Very high risk d=-.16 significantly
olds in 1.-4. Grade with Within group
. .. [ ] Cl(n.a.) between posttest FBB-SSV
nonverbal 1Q > 80 (no medication (CC, BP, BA) and follow-u
meeting the DSM-III-R at Fu), » O y e P
or ICD-10 criteria for Post-FU &

ADHD

treatment effects
were maintained;
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Intervention: I: PE
(multimodal). Il:

MED+PE or BT+PE: lll:
MED+PE+BT or BT or
BT+PE. FU: MED+PE+BT

or BT or MED+PE

Comparison: no control

clinical implication
based on p-value

oDD

No remaining
variables changed
significantly

n=28
t » . . bet ttest
o Naynghosk o e
n 8rotip ° Cl (n.a.) o tolowrup, FBB-SSV
(medication at indicating
(CC, BP, BA)
FU), U treatment effects
Post-FU were maintained;
clinical implication
based on p-value
No remaining
oDD variables changed
symptoms, significantly
Within grou . | between posttest
(medicgtionp Very high risk -2 and follgw—u
° Cl (n.a.) c roflow-tip, FBB-SSV
and no indicating
- (CC, BP, BA)
medication at U treatment effects
FU), were maintained;
Post-FU clinical implication
based on p-value
No remaining
variables changed
Total child significantly
behavior n=25 between posttest
. ! Very high risk d=.14 P
Within group and follow-up,
n S [ ) Cl(n.a.) N TRF
(no medication indicating
(CC, BP, BA)
at FU), U treatment effects
Post-FU were maintained;
clinical implication
based on p-value
No remaining
variables changed
Total child n=28 significantly
behavior, N d=-36 between posttest
Iy Very high risk
Within group ° Cl(n.a.) and follow-up, TRE
(medication at (CC, BP, BA) indicating
FU), T u treatment effects
Post-FU were maintained;

clinical implication
based on p-value
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No remaining

Total child variables changed
behavior, n=>53 significantly
Withir.i gr?up Very high risk =-11 between posttest
(medication ° Cl(n.a.) and follow-up, TRE
a.nd r.\o (CC, BP, BA) indicating
medication at U treatment effects
FU), were maintained;
Post-FU clinical implication
based on p-value
No remaining
variables changed
Externalizing significantly
behavior n=25 between posttest
. ! Very high risk d=.09
Within group ° Cl(n.a) and follow-up, TRF
(no medication Q| indicating Externalizing
(CC, BP, BA)
at FU), U treatment effects
Post-FU were maintained;
clinical implication
based on p-value
No remaining
variables changed
Externalizing n=28 significantly
behavior, Very hiahffisk d=-29 between posttest
Within group ° Cl(n.a.) and follow-up, TRF
(medication at (CC, BP, BA) indicating Externalizing
FU), U treatment effects
Post-FU were maintained;
clinical implication
based on p-value
No remaining
Externalizing variables changed
behavior, n=>53 significantly
Within group L d=-.11 between posttest
(medication Very h;gh risk Cl(n.a.) and follow-up, TRF
a.nd |-10 (CC, BP, BA) indicating Externalizing
medication at U treatment effects
FU), were maintained;
Post-FU clinical implication

based on p-value
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Babocsai et al., 2018

Population: children (7-
11 years)

Intervention: . . n=47
Sommertherapiecamp Internalizing Very h;gh risk ES=n.a. Clinical
(STC - Multimodal symptoms, (SG, BP, BA Cl(n.a.) implication based CBCL/4-17
Intensive Group STCvs. TAU ! ID)’ ’ on p-value
Therapy Program for U
Children With ADHD
Applying a Reward
System
Comparison: treatment
as usual
Internalizing n=75 ~
- ! Very high risk d=.6 Clinical CBCL
Within whole A .
group, [ ] Cl(n.a.) implication based Internalizing
Dépfner et al., 2004 Phase | (CC, BP, BA) | on p-value Problems
Population: children
with ADHD (6-10 years) ne37
Intervention: |: PE Internalizing, /. oh risk d=. Clinical CBCL
(multimodal). II: Within group, ® Cl(n.a.) implication based Internalizing
MED+PE or BT+PE. Ill: Phase 2 + 3 (PE/ (CC, BP, BA) h on p-value Problems
MED+PE+BT or BT or BT) TN |
BT+PE. IV: MED+PE+BT
or BT or MED+PE
Comparison: no control n=38
group In.ter.nallzlng, Very high risk d=.6 Clinical CBCL
Within group, [ ] Cl(n.a.) implication based Internalizing
PhaS +R (CC, BP, BA) h on p-value Problems
(MED + PE/ BT) T |
Dopfner et al., 2014 No remaining
variables changed
Population: 6-10 year Internalizing n=3a4 significantly
il denith B veyngs Geo1  Cmeer
. > > o Cl(n.a.) o ! .
meeting the DSM-III-R (no medication (CC, BP, BA) indicating Internalizing
or ICD-10 criteria for at FU), e U treatment effects
ADHD Post-FU were maintained;
Intervention: I: PE clinical implication
(multimodal). Il: based on p-value
MED+PE or BT+PE: IlI:
MED+PE+BT or BT or Internalizing
BT+PE. FU: MED+PE+BT t-)eljawor, Very high risk No remaining
or BT or MED+PE Within group ° n=32 variables changed CBCL
Comparison: no control (medication at (CC, BP, BA) d=-.06 significantly Internalizing
FU), T Cl(n.a.) between posttest
Post-FU and follow-up,
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indicating

U treatment effects
were maintained;
clinical implication
based on p-value
No remaining
Internalizing variables changed
behavior, =66 significantly
W|th|r:| grc')up Very high risk d=-02 between posttest
(medication ° Cl(na) and follow-up, CBCL
and no indicating Internalizing
.. (CC, BP, BA)
medication at U treatment effects
FU), were maintained;
Post-FU clinical implication

based on p-value

Internalisierende Symptome. Leherer*innenurteil

Internalizin o
Within wholg(;_ Very high risk d=.3 Clinical
group [ ] Cl(n.a.) implication based  TRF Internalizing
’ CC, BP, BA -
Dopfner et al., 2004 Phase | (CC, BP, BA) | on p-value
Population: children
with ADHD (6-10 years) n=37
Intervention: I: PE Internalizing, . ~ .
. o Very high risk d=. Clinical
(multimodal). II: Within group, { Cl(n.a.) implication based  TRF Internalizin
MED+PE or BT+PE. Il Phase2+3(PE/ oo o 2 pon e &
MED+PE+BT or BT or BT) ' P y P
BT+PE. IV: MED+PE+BT
or BT or MED+PE
Comparison: no control n=38
Int lizing, L - .
group n. er.na 'Ing Very high risk d=.6 Clinical
Within group, . L ..
[ ] Cl(n.a.) implication based  TRF Internalizing
Phase 2 +3 (CC, BP, BA) on p-value
(MED + PE/ BT) » B | P
Dépfner et al., 2014 .
No remaining
iables ch
Population: 6-10 year Internalizin Varls?bn‘iefsic;nat:]ged
olds in 1.-4. Grade with behavior € n=25 betwgeen ost\t/est
nonverbal 1Q > 80 Within ro:J Very high risk d=.27 and follgw—u
meeting the DSM-IR L diaﬁ;’n ° Cl (n.a.) o P TRF Internalizing
or ICD-10 criteria for (CC, BP, BA) &
at FU), treatment effects
ADHD U s
Post-FU were maintained;

Intervention: I: PE
(multimodal). II:

MED+PE or BT+PE: lllI:

clinical implication
based on p-value
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MED+PE+BT or BT or
BT+PE. FU: MED+PE+BT
or BT or MED+PE
Comparison: no control

No remaining
variables changed

Internalizing significantly
behavior n=28 between posttest
. ! Very high risk d=-.08
Within group and follow-up, ..
. (] Cl(n.a.) s TRF Internalizing
(medication at indicating
(CC, BP, BA)
FU), U treatment effects
Post-FU were maintained;
clinical implication
based on p-value
No remaining
Internalizing variables changed
behavior, n=53 significantly
Withir.1 gr?up Very high risk d =_.08 between posttest
(medication and follow-up, .
[ ] Cl(n.a.) . e TRF Internalizing
and no indicating
- (CC, BP, BA)
medication at treatment effects
u S
FU), were maintained;
Post-FU clinical implication

based on p-value

Organisationale Fahigkeiten. Elternurteil

n=130 Clinical
DuPaul et al., 2018 Organization Very high risk d=-4 implication based Children’s
skills: task [ J Cl(n.a.) on p-value of organizational
Population: middle planning (BP, BA) group x time skill scale (COSS)
School Students with I interaction
ADHD
Intervention:
Challenging Horizons Oreanization n=130 Clinical
Program gskills- Very high risk d=-.58 implication based Children’s
Comparison: commuity o anizin [ ] Cl(n.a.) on p-value of organizational
care & . & (BP, BA) group x time skill scale (COSS)
actions . .
| interaction
n=274 Clinical Children’s
Langeberg et al., 2017 . Very high risk d=-.05 implication based .
Task planning, N Organizational
o Cl(n.a.) on significance of .
. . HOPS vs. CHIEF . Skills Scale
Population: middle (BP, BA) pairwise
€ . (COsS)
school students with U comparisons
ADHD
Intervention:
Homework, n=274 Clinical . ,
. S N Children’s
Organization and . Very high risk d=-.79 implication based oL
. . Task planning, L Organizational
Planning Skills (HOPS) or [ ] Cl(n.a.) on significance of .
. HOPS vs. WLC - Skills Scale
Completing Homework (BP, BA) pairwise (COSS)

by Improving

comparisons
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Efficiency and Focus
(CHIEF)

Comparison:
HOPS/CHIEF/Waiting
List

n=274 Clinical Children’s
. Very high risk d=-.72 implication based o
Task planning, ° Cl(na) on significance of Organizational
CHIEF vs. WLC o ghifice Skills Scale
(BP, BA) pairwise
| . (COss)
comparisons
n=274 Clinical
Chil !
Organized Very high risk d=-.68 implication based ! f:lrer.1 >
. - Organizational
actions, o Cl(n.a.) on significance of Skills Scale
HOPS vs. CHIEF (BP, BA) pairwise (COSS)
| comparisons
n=274 Clinical Children’s
Organized Very high risk d=-1.14 implication based o
. ) - Organizational
actions, [ ] Cl(n.a.) on significance of Skills Scale
HOPS vs. WLC (BP, BA) pairwise (COSS)
| comparisons
n=274 Clinical Children’s
Organized Very high risk =-.46 implication based o
. L Organizational
actions, o Cl(n.a.) on significance of Skills Scale
CHIEF vs. WLC (BP, BA) pairwise (COSS)
| comparisons
n=274 Clinical Children’s
Material Very high risk d=-.24 implication based o .
N Organizational
management, [ ] Cl(n.a.) on significance of Skills Scale
HOPS vs. CHIEF (BP, BA) pairwise (COSS)
U comparisons
n=274 Clinical . ,
Material Very high risk d=-81 implication based Chl|fﬂrel:\ °
L Organizational
management, o Cl(n.a.) on significance of Skills Scale
HOPS vs. WLC (BP, BA) pairwise
| compari (coss)
parisons
n=274 Clinical Children’s
Material Very high risk d=-.57 implication based o
- Organizational
management, [ ] Cl(n.a.) on significance of Skills Scale
. BP, B irwi
CHIEF vs. WLC (BP, BA) pairwise (COSS)

comparisons

Organisationale Fihigkeiten. Beobachtung

Harrison et al., 2020

Binder
organization

Very high risk
[ J

n=55
parial n? = .23

Clinical
implication based

Observation
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Population: students (BP, BA, ID, Cl(n.a.) on p-value of
(11-15 years old) with uM) group x time
ADHD | effects
Intervention:
organization training,
self-management, note-
taking
Comparison:
accomodations
(organizination support,
extended time, copy of
theacher notes)
Organisationale Fahigkeiten. Lehrer*innenurteil
n=274 Clinical
hil !
. High risk d=-.02 implication based chi Firer.1 >
Task planning, 9 Cl (n.a) on sienificance of Organizational
HOPS vs. CHIEF | ghice Skills Scale
(BP) pairwise
. (Coss)
U comparisons
S N . .Chr.ﬂcal Children’s
. High risk =-.06 implication based -
Task planning, 9 Cl(na) on significance of Organizational
HOPS vs. WLC N 2 gairwise Skills Scale
Langeberg et al., 2017 P . (COss)
U comparisons
Population: middle
school students with n=274 Clinical . ,
ADHD - T Children’s
. . High risk d=-.09 implication based o
Intervention: Task planning, 9 Cl (n.a.) on significance of Organizational
Homework, CHIEF vs. WLC (BP) e gairwise Skills Scale
Organization and U co,ra‘n arisons (COss)
Planning Skills (HOPS) or P
Completing Homework
by Improving _ -
Efficiency and Focus . L n=274 _ Clinical Children’s
Organized High risk =-43 implication based o
(CHIEF) . o Organizational
. actions, J Cl(n.a.) on significance of .
Comparison: HOPS vs. CHIEF (BP) pairwise Skills Scale
HOPS/CHIEF/Waiting ) . (coss)
X | comparisons
List
n=274 Clinical
Children’
Organized High risk d=-.55 implication based ! . rer.m >
. . Organizational
actions, o Cl(n.a.) on significance of Skills Scale
HOPS vs. WLC (BP) pairwise
. (coss)
| comparisons
. . . Children’s
Orgafnlzed High risk n=274 Clinical Organizational
actions, o S .
CHIEE vs. WLC (BP) =-.09 implication based Skills Scale
) Cl (n.a.) on significance of (COss)
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pairwise

U comparisons
n=274 Clinical ) ,
Material High risk =-3 implication based Chl|fﬂrel:‘l >
. Organizational
management, ] Cl(n.a.) on significance of Skills Scale
HOPS vs. CHIEF (BP) pairwise
. (Coss)
V) comparisons
n=274 Clinical . ,
Material High risk =-53 implication based Ch|I.drer1 >
. W Organizational
management, J Cl(n.a.) on significance of Skills Scale
HOPS vs. WLC (BP) pairwise
p (Coss)
| comparisons
n=274 Clinical . ,
Material High risk =-.18 implication based Chllldrer.1 >
L Organizational
management, J Cl(n.a.) on significance of .
- Skills Scale
CHIEF vs. WLC (BP) pairwise
. (Coss)
U comparisons

DuPaul et al., 2018

Population: middle

. n=130 Clinical
School Students with Very high risk d=-.44 implication based Homework
ADHD Homework
. o Cl(n.a.) on p-value of problems
Intervention: problems . .
) . (BP, BA) group x time checklist (HPC)
Challenging Horizons . .
| interaction
Program
Comparison: commuity
care
n=274 Clinical
Langeberg et al., 2017 Homework Very high risk d=.21 implication based Homework
problems total, [ ] Cl(n.a.) on significance of problems
Population: middle HOPS vs. CHIEF (BP, BA) pairwise checklist (HPC)
school students with U comparisons
ADHD
Intervention:
Homework, n=274 Clinical
Organization and Homework Very high risk d=1.29 implication based Homework
Planning Skills (HOPS) or  problems total, o Cl(n.a.) on significance of problems
Completing Homework HOPS vs. WLC (BP, BA) pairwise checklist (HPC)

by Improving

comparisons
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Efficiency and Focus
(CHIEF)

Comparison:
HOPS/CHIEF/Waiting
List

n=274 Clinical
Homework Very high risk d=1.08 implication based Homework
problems total, [ ] Cl(n.a.) on significance of problems
CHIEF vs. WLC (BP, BA) pairwise checklist (HPC)
| comparisons
Homework n=274 Clinical
X Very high risk d=-19 implication based Homework
completion s
. o Cl(n.a.) on significance of problems
behavior, (BP, BA) airwise checklist (HPC)
HOPS vs. CHIEF ’ palry!
U comparisons
Homework n=274 Clinical
X Very high risk d=-1.27 implication based Homework
completion ) -
behavior [ ] Cl(n.a.) on significance of problems
HOPS vs. WLC (BP, BA) palrw.lse checklist (HPC)
| comparisons
Homework n=274 Clinical
X Very high risk d=-1.06 implication based Homework
completion .
. [ J Cl (n.a.) on significance of problems
behavior, (BP, BA) airwise checklist (HPC)
CHIEF vs. WLC ’ pairwi
| comparisons
Homework n=274 Clinical
. Very high risk d=.07 implication based Homework
material L
management [ J Cl(n.a.) on significance of problems
HOPS vs. CHIEF (BP, BA) palrw.lse checklist (HPC)
U comparisons
Homework n=274 Clinical
. Very high risk d=-.87 implication based Homework
material L
management o Cl(n.a.) on significance of problems
HOPS vs. WLC (BP, ID) palrw.lse checklist (HPC)
| comparisons
Homework n=274 Clinical
. Very high risk d=-94 implication based Homework
material s
management [ J Cl(n.a.) on significance of problems
CHIEE vs. WLC (BP, BA) pairwise checklist (HPC)

comparisons

Langeberg et al., 2017

Homework
problems total,
HOPS vs. CHIEF

High risk
o
(BP)

n=274
d=-1

Clinical
implication based

Homework
problems
checklist (HPC)
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Population: middle Cl(n.a.) on significance of

school students with pairwise

ADHD V) comparisons

Intervention:

Homework,

Organization and n=274 Clinical

Planning Skills (HOPS) or Homework High risk d=-15 implication based Homework

Completing Homework problems total, ] Cl(n.a.) on significance of problems

by Improving HOPS vs. WLC (BP) pairwise checklist (HPC)

Efficiency and Focus V) comparisons

(CHIEF)

Comparison:

HOPS/CHIEF/Waiting n=274 Clinical

List Homework High risk =-.05 implication based Homework
problems total, J Cl(n.a.) on significance of problems
CHIEF vs. WLC (BP) pairwise checklist (HPC)

U comparisons

Parent-rated;

N n =130 Clinical Adolescent
. Very high risk d=-.53 S .
Academic ° Cl(na) implication based academic
problems (BP, BA) e on p-value of problems
’ | group x time checklist (AAPC)
interaction
n=130 Clinical
GPA, b, L
Last High risk d=.06 implication based
DuPaul et al., 2018 measurement o Clna,) on p-valu.e of n-a.
point (BP) group x time
U int ti
Population: middle interaction
School Students with
ADHD . n=130 Investigator rated;
Intervention: . . L. Woodcock-
. . High risk d=.37 Clinical
Challenging Horizons . . S Johnson
Reading skills o Cl(n.a.) implication based .
Program achievement
. . (BP) on p-value of
Comparison: commuity . test
I group differences
care
. . n=130 Investlgf':\t.or-rated; Woodcock-
High risk =-34 Clinical Johnson
Math skills J Cl(n.a.) implication based .
achievement
(BP) on p-value of tost
C group differences
S Woodcock-
L. X High risk n=130 Investigator-rated; Johnson
Writing skills J .. .
(BP) d=-.18 Clinical achievement
Cl(n.a.) implication based test
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on p-value of

V) group differences
. . n =55 Clinical
. very high risk parial n? =.07  implication based
Engagement (in o Cl(n.a.) on p-value of Observation
science lesson) (BP, BA, ID, e P .
UM) group x time
1 effects
=55 Clinical
Very high risk 'n 2 T |r.1|ca
. parial n* =.07 implication based
Engagement (in o Cl(n.a.) on p-value of Observation
independent  (BP, BA, ID, 2 groFl’Jp e
i UM
practice) ) U effects
n=55 Clinical
. . . 2 X . . .
Disruption (in Very high risk parial n* = .06 implication based .
Harrison et al., 2020 science lesson) o Clina) on p-value of Observation
v (BP, BA, UM) group x time
. U effects
Population: students
(11-15 years old) with
ADHD -
Intervention: Very high risk n =55 Clinical
e Dispruption (in ynig parial n? = .07 implication based
organization training, . ([ J .
independent Cl(n.a.) on p-value of Observation
self-management, note- R (BP, BA, ID, .
takin practice) UM) group x time
§ . U effects
Comparison:
accomodations
(organlzma.tlon support, o n=55 Clinical
extended time, copy of . Very high risk . S
Completion of parial n* = .42 implication based
theacher notes) . o .
notes (in (BP, BA, ID Cl(n.a.) on p-value of Observation
science lesson) P group x time
UM)
1 effects
n=55 Clinical
C leti f ighri N
omple u.'?n ° Very high risk parial n* = .06 implication based
notes (in o Cl(n.a.) on p-value of Observation
independent (BP, BA, ID, -a p-valus
ractice) uMm) group xtime
P U effects
. . n=55 Clinical
Accuracy of Very h;gh risk parial n? = 51 implication based
notes (in (BP, BA.ID Cl(n.a.) on p-value of Observation
science lesson) [JM)’ ! group x time

effects
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= Clinical
Accuracy of Very high risk n 525 T 'f"ca
A parial n* =.1 implication based
notes (in o Cl(n.a.) on p-value of Observation
independent (BP, BA, ID, B P .
ractice) uMm) group x time
P u effects

h =274 SCTincludes
Sluggish Very high risk d= 410 *n analysed not symptoms of
cognitive ° Cl(na) reported. Clinicial slowness,
tempo (SCT) all, (BP, BA) implication based excessive
Group x time ’ | on p value daydreaming,
and drowsiness
n=270% SCT includes
Smith et al., 2020 Sluggish Very high risk d= 313 *n analysed not symptoms of
cognitive ° Clna) reported. Clinicial slowness,
Population: young tempo (SCT) all, (BP, BA) implication based excessive
adolescents (mean age Group x time ’ U on p value daydreaming,
not specified) diagnosed and drowsiness
with ADHD
Intervention: " .
organizational skills and High score of n=203* rgsgriz;e::rzt :»/C;,Ig:;ﬁ(:isf
homework completion sluggish Very high risk d=.517 28% of t,otal slowness
interventions cognitive [ J Cl(n.a.) Clinicial ' excessive'
Comparison: waitlist tempo (SCT), (BP, BA) . .
control group Group x time | implication based daydream.lng,
on p value and drowsiness
High score of n = 149* *n analysed not SCT includes
sluggish Very high risk d=.384 rep?rted, here symptoms of
cognitive o Cl(n.a.) 74A.Of t.otal. slowngss,
tempo (SCT), (BP, BA) . .Cllr?lual excessw.e
Group x time U implication based daydreaming,
on p value and drowsiness

Anmerkung. n = Anzahl der Versuchspersonen. SG = sequence generation, CC = concealment, BP =
blinding participants, BA = blinding assessors, ID = incomplete data, OR = outcome reporting, CE = carry
over effects, SX = stopped early, UM = unvalidated measures, Ol = other issue.
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1.3.4. Psychosoziale Interventionen bei Erwachsenen mit ADHS
1.3.4.2. Bei welchen Personen sollen psychosoziale Interventionen erwogen werden?

1.3.4.2.B

Beriicksichtigte Endpunktkategorien: Meta-Analysen

Gesamtaussagesicherheit

Endpunktkategorien der Evidenz

ADHS Symptome (KU)
Hyperaktivitat/Impulsivitat (KL)
Aufmerksamkeit (S)
Soziale Funktionsfihigkeit (KL)

Moderat

Komorbide Symptome (KU)

N N T
N OB N NN

Klinischer Gesamteindruck (KL)

Anmerkung. MAs = Anzahl der Meta-Analysen, m = Anzahl der Endpunkte innerhalb dieser Endpunktkategorie. E =
Elternurteil, KL = Kliniker*innenurteil, KU = Kombiniertes Urteil, L = Lehrer*innenurteil, S = Selbsturteil, T = kognitive Tests, U
= Unbekanntes Urteil.

Beriicksichtigte Endpunktkategorien: RCTs
. Gesamtaussagesicherheit
Endpunktkategorien der Evidenz

ADHS Kernsymptome (S)

oderat

N N

Maladaptive Kognitionen (S)

Anmerkung. RCTs = Anzahl der randomisierten kontrollierten Studien, m = Anzahl der Endpunkte innerhalb dieser
Endpunktkategorie. E = Elternurteil, KL = Kliniker*innenurteil, KU = Kombiniertes Urteil, L = Lehrer*innenurteil, S =
Selbsturteil, T = kognitive Tests, U = Unbekanntes Urteil.

Summary of Findings Tabelle: Meta-Analysen
Aussagesicherheit Mess-

(GRADE) Effektstarke Kommentare instrument

ADHD Symptome. Kombiniertes Urteil

Referenz Endpunkt

Li et al., 2024

n=273,k=6 RATE, K-
Population: Adults Moderate SMD =-.43 No information SADS, BCS,
with ADHD Total ADHD Symptoms e Cl(-.6--.27) regarding P CSS, ADHD-
Intervention: CBT R) RS, and
and | CAARS
Pharmacotherapy
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(mostly MPH & ATX)

Zombi”e_d n=282k=5 RATE, K-
omparison: MD = -.4 SADS, BCS
Pharmacotherapy Total ADHD Symptoms, Moderate > > No information / ¢
1o 1@) Cl (-7 --.19) . CSS, ADHD-
only (mostly MPH & Follow-up (3-9 months) R) regarding P RS and
ATX) I CAARS
Hyperaktivitdt/Impulsivitit. Kliniker*innenurteil
Li et al., 2024. n=193 k=2
Low SMD =-.12
Population: Adults . . No information  BCS, K-SADS,
with ADHD Hyperactivity/Impulsivity 1100 Cl(-.38-.14) regarding P ADHD-RS
. (R,IC)
Intervention: CBT |
and
Pharmacotherapy
ly MPH & ATX
(ot P 400
MD =-.12 . .
Comparison: Hyperactivity/Impulsivity, %%VCSO\CN) CSI (-.69 - .02) No information  BCS, K-SADS,
Pharmacotherapy Follow-up (3-9 months) R) . J regarding P ADHD-RS
(mostly MPH & ATX) U
only
Aufmerksamkeit. Selbsturteil
Lietal., 2024 n=290, k=4
Moderate SMD =-0.52
Population: Adults . .
with ADHD inattention oSO C67S-29) Noiformaton  CAZRSS,
Intervention: CBT | & &
and
Pharmacotherapy
combined T n=290, k=4
Comparison: Inattention, '\G/;OE;Z;EE? CIS?-/I§)6=--:%16) No information CAARS-S,
Pharmacotherapy Follow-up (3-9 months) (RIC) ) ) regarding P BCS
(mostly MPH & ATX) ! |
only
Soziale Funktionsfdhigkeit. Kliniker*innenurteil
Lietal., 2024
n=149,k=2
Population: Adults Moderat SMD =-8.41
with ADHD Impaired social @;ga()e Cl(-12.25-- No information RATE
Intervention: CBT functioning R) 4.57) regarding P
and
Pharmacotherapy |
(mostly MPH & ATX)
combined
Comparison: Impaired social Moderate n=149,k=2 No information
Pharmacotherapy functioning, 1o11@) SMD =-9.02 regarding P RATE
(mostly MPH & ATX) Follow-up (3-9 months) (R) Cl(-12.89 - - g g
only 5.15)
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n=149, k=2

SMD =-1.25
Moderate Cl (-2.02 - - No information
Antisocial ) RATE
ntisocial symptoms @EI(BRG)BO 48) regarding P
1
n=149 , k=2
Moderat SMD=-2.63
Antisocial symptoms, @O@Z;abe Cl(-3.91-- No information RATE
Follow-up (3-9 months) R) 1.35) regarding P
1
Komorbide Symptome. Kombiniertes Urteil
n=278k=4
Moderate SMD =-.6
No information  SAS, HAMA
Anxi 1(-.85--. ! !
nxiety @G(BIS)BO C1 (-85 --.65) regarding P BAI
1
n=247,k=3
Anxiety, '\G/?G;lzg?)e Cf?_/lglz_-_’?z) No information  SAS, HAMA,
Lietal., 2024 Follow-up (3-9 months) R) ' ' regarding P BAI
Population: Adults !
with ADHD
Lr:;rventlon: CBT n=149 k=2
MD =-4.7
Pharmacotherapy Moderate SCI (-9.34 __5 No information
(mostly MPH & ATX) Emotional Control Sl ls1@) . . n.a
. 17) regarding P
combined (R)
Comparison: |
Pharmacotherapy
(mostly MPH & ATX)
only n=149, k=2
Moderat SMD =-20.36
Emotional Control, EBOEBZ;aOe Cl(-15.2 - - No information n.a
Follow-up (3-9 months) R) 5.53) regarding P ’
1
Moderate
i i DS, BD
Depression e1e11@) n=278,k=4 N(:;gi(:;?:]agtllaon SHSA’MDII
(R) SMD = -.68
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Cl (.94 - -.43)

n=274,k=3
SMD=-.78
Depression, “é(ggaée Cl(-1.16 - - No information SDS. BDI
Follow-up (3-9 months) R) .39) regarding P !
|
Klinischer Gesamteindruck. Kliniker*innenurteil
Lietal., 2024 n=244, k=3
Moderate SMD =-.76
Population: Adults Clinical Global Impression Sl @) Cl(-1.02 - - .5) Cal
with ADHD (R)
Intervention: CBT |
and
Pharmacotherapy
(mostly MPH & ATX) n=193, k=2
comblne'd Clinical Global Moderate SMD =74
Comparison: . Cl (-1.06 - -
Pharmacothera Impression, O8O0 43) cal
Py Follow-up (3-9 months) (R) ’

(mostly MPH & ATX)
only

Anmerkung. n = Anzahl der Versuchspersonen, k = Anzahl der inkludierten Primarstudien. R = risk of bias,
IC = inconsistency, ID = indirectness, IP = imprecision, P = publication bias.

Summary of Findings Tabelle: RCTs

Referenz

Endpunkt Risk of Bias Effektstarke Kommentare

Mess-
instrument

ADHD Kernsymptome. Selbsturteil

Pan et al., 2024

Population: Adults with

ADHD
Intervention: CBT +
Medication

n=98
ADHD core Very high risk d=.491 Groun x time
symptom ® Cl(.088 - .892) P

interaction.
(BP, BA)
|

Comparison: Medication

only

ADHD-RS

Depressive Symptome. Selbsturteil

215



Pan et al., 2024

Population: Adults with
ADHD

Intervention: CBT +
Medication
Comparison: Medication
only

Depressive Very high risk n=98
Symptoms o d=.570
ymp Cl (.164 - .973)

(BP, BA)
I

SDS (Self-Rating
Depression
Scale)

Group x time in-
teraction.

Lebensqualitat. Selbsturteil

Pan et al., 2024

Population: Adults with
ADHD

Intervention: CBT +
Medication
Comparison: Medication
only

n=98
Quality of Life ~ Very high risk d=.433
. Cl (-.827 - -
.022)
(BP,BA)

WHOQOL-BRIEF
(World Health
Organization
Quality of Life-
Brief Version)

Group x time in-
teraction.

Maladaptive Kognitionen. Selbsturteil

Pan et al., 2024

Population: Adults with
ADHD

Intervention: CBT +
Medication
Comparison: Medication
only

Maladaptive Very high risk - .
cognitions - d=.387 group x time in- ATQ (Automatic
(Automatic [ Cl (-.014 - .786) o Thoughts
Thoughts) (BP, BA) Questionnaire)

U

Maladaptive dn-= :985 DAS

cognitions Very high risk ar 066 - 798) group x time in- (Dysfunctional
(Dysfunctional [ ) : : teraction Attitudes
Attitudes) (BP, BA) 0 Scales)

Anmerkung. n = Anzahl der Versuchspersonen. SG = sequence generation, CC = concealment, BP =
blinding participants, BA = blinding assessors, ID = incomplete data, OR = outcome reporting, CE = carry

over effects, SX = stopped early, UM = unvalidated measures, Ol = other issue.

Referenzen

Li, Y., & Zhang, L. (2024). Efficacy of Cognitive Behavioral Therapy Combined with Pharmacotherapy
Versus Pharmacotherapy Alone in Adult ADHD: A Systematic Review and Meta-Analysis. Journal
of attention disorders, 28(3), 279-292. https://doi.org/10.1177/10870547231214969

Pan, M. R,, Dong, M., Zhang, S. Y., et al. (2024). One-year follow-up of the effectiveness and mediators of
cognitive behavioural therapy among adults with attention-deficit/hyperactivity disorder:
Secondary outcomes of a randomised controlled trial. BMC Psychiatry, 24(207).
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1.3.4.3. Welche psychosozialen Interventionen sollen bei Erwachsenen mit ADHS angewendet werden?

1.3.4.3.B

Beriicksichtigte Endpunktkategorien: Meta-Analysen
Kognitiv behaviorale Therapie (CBT, DBT, MBCT):

Gesamtaussagesicherheit

Endpunktkategorien der Evidenz

=
=

ADHS Symptome gesamt (S)
ADHS Symptome gesamt (KL)
Aufmerksamkeit (S)
Aufmerksamkeit (KL)
Aufmerksamkeit (KU)
Hyperaktivitidt/Impulsivitat (S)
Hyperaktivitdt/Impulsivitat (KL)
Hyperaktivitidt/Impulsivitiat (KU)
Klinischer Gesamteindruck (KL) Schwach/sehr schwach

Funktionalitat (S)

Selbstwertgefiihl (U)

N P NP RPN R RPN DG
0 N W R P W R P W o

Anmerkung. MAs = Anzahl der Meta-Analysen, m = Anzahl der Endpunkte innerhalb dieser Endpunktkategorie. E =
Elternurteil, KL = Kliniker*innenurteil, KU = Kombiniertes Urteil, L = Lehrer*innenurteil, S = Selbsturteil, T = kognitive Tests,
U = Unbekanntes Urteil.

Beriicksichtigte Endpunktkategorien: Meta-Analysen
Verschiedene psychosoziale Interventionen kombiniert:

Gesamtaussagesicherheit

Endpunktkategorien der Evidenz

ADHS Symptome gesamt (S)
ADHS Symptome gesamt (KL)
Aufmerksamkeit (S)
Aufmerksamkeit (KL)
Hyperaktivitidt/Impulsivitit (S)
Hyperaktivitat/Impulsivitat (KL)
Klinischer Gesamteindruck (KL) Schwach/sehr schwach

Funktionalitat (S)

Lebensqualitdt (U)

N N e T = = )
B N NN NNN WS
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Anmerkung. MAs = Anzahl der Meta-Analysen, m = Anzahl der Endpunkte innerhalb dieser
Endpunktkategorie. E = Elternurteil, KL = Kliniker*innenurteil, KU = Kombiniertes Urteil, L =
Lehrer*innenurteil, S = Selbsturteil, T = kognitive Tests, U = Unbekanntes Urteil.

Beriicksichtigte Endpunktkategorien: RCTs
Kognitiv behaviorale Therapie (CBT)

Endpunktkategorien RCTs Gesar'ntaussageswherh
eit der Evidenz
ADHS Symptome gesamt (S)
ADHD Symptome gesamt (KL)
Aufmerksamkeit (S)
Aufmerksamkeit (KL)
Hyperaktivitat/Impulsivitat (S)
Hyperaktivitat/Impulsivitat (KL)
Klinischer Gesamteindruck (KL)
Funktionalitat. (S)

NEFP R NNWNWO,
N WNN UGS G R

Schwach/sehr
schwach

Anmerkung. RCTs = Anzahl der randomisierten kontrollierten Studien, m = Anzahl der Endpunkte
innerhalb dieser Endpunktkategorie. E = Elternurteil, KL = Kliniker*innenurteil, KU = Kombiniertes Urteil,
L = Lehrer*innenurteil, S = Selbsturteil, T = kognitive Tests, U = Unbekanntes Urteil.

Summary of findings Tabelle: Meta-Analysen
Kognitiv behaviorale Therapie (CBT, DBT, MBCT):
Aussagesicherheit Mess-

Effektstarke Kommentare

Referenz Endpunkt (GRADE) instrument

ADHS Symptome gesamt. Selbsturteil

Knouse et al.
’ Controlled and

2017 .
open trials;

. n=2896, k = treatment
Population: adults 19 compared with
with ADHD, Moderate - 65 acti\F/’e control
medicated and ADHD symptoms 12 1@) g=- n.a.

. Cl (.44 - .86) group showed
unmedicated, > 18 (1C) .
cars significantly

:Intervention' | smaller effect

" ' sizes (g = 0.35)
cognitive

. than treatment

behavioral

with not active
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treatment (CBT,

control group (g

DBT, MBCT, =0.79).
psychoeducation,
OTMB, iCBT,
group Controlled and
rehabilitation), open trials;
individual or medication
group therapy status
Comparison: significant
active or passive moderator of
control treatment
effect size
n=658, k= (three studies
31 treating
ADHD symptoms, Moderate g=1.00 unmedicated
Pre-posttreatment ®000 Cl(.84-1.16) participantsg= n-a.
(10) ) ;
1.33, six studies
| treating only
medicated
participants g =
0.20, 22 studies
treating mixed
medicated and
unmedicated
participants (g =
0.89).
Liu et al., 2023
Population: adults
with ADHD,
parallel stable
medication, > 18
years
Intervention:
cognitive
behavioral n= 2220' = Trim and fill
therapy (CBT, Very Low SMD = -.43 corrected value CAARS,
MBCT, DBT, ’ used; high BCSS, ADHS-
internet based ADHD total symptoms GBCR)%O C(-52-- quality of RS, ASRS,
CBT); individual, (R, 1€) 34) evidence in the BADDS
group or online studies

setting
Comparison:
treatment as
usual, waitlist,
active control
(nondirective

therapy or with no

specific strategy
intervention)
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n=n.a., k=

20
Very low SMD = .55
ADHD core symptoms,
CBT vs. control o000 Cl(-1.24 - RCTs n.a.
(R, IP) 0.14)
U
Ostinelli et al.,
2025 n=n.a., k=8
SMD =-.51
Population: adults ADHD core symptoms very low Cl(-1.17 -
) ’ : RCT .a.
(aged 218 years) DBT vs. control ®000 .16) > n-a
. (R, IP)
with a formal
diagnosis of ADHD U
Intervention: CBT,
DBT, Mindfulness,
Psychoeducation, n=260,k=7
Relaxation Very low SMD = -.08
ADHD core symptoms,
therapy (.at least Mindfulness vs. control o000 Cl (-.79 - .64) RCTs n.a.
four sessions for (R, IP)
psychological U
therapies)
Comparison:
psychological n=n.a., k=6
placebo (sham), ADHD core symptoms, Very low SMD = .14
TAU, waitlist Psychoeducation vs. 10100 Cl (-.65 - .94) RCTs n.a.
Control (R, IP)
u
n=n.a., k=2
ADHD core symp-toms, Low SMD = .86
Relaxation therapy vs. 110@) Cl (.07 - 1.65) RCTs n.a.
control ®
C
Tourjman et al.,
2022
Population: adults
with ADHD, > 21 n=na,k=7 fs::ét:ettze CAARS,
years SMD = .83 ADHS-RS,
. Moderate analyses. No N
Intervention: CBT, ADHD, 2000 Cl(.52-1.14) reported. onl CSS, BSC,
MBCT, internet CBT vs. control POTEea, only — RaATE-s,
(R) number of
therapy, meta- | . BAS, ON-
. effect sizes (n =
cognitive therapy 35) TOP
(group or ’
individual)
Comparison:

waitlist, treatment
as usual,
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relaxation training
and emotional
support or group
support

Young et al., 2020

n=260k=5

K-SADS,
: Low SMD =76 ADHD-CCS,
Population: adults ADHD symptoms, Cl(.21-1.31)
with ADHD CBT vs. waiting list ®000 ADHD-RS,
. ’ ) & (R, 1C) ASRS, ADHD
medicated and | checklist
unmedicated, > 18
years
Intervention:
cognitive
behavioural n=260,k=5
therapy, individual Low SMD = .76
or grou ADHD symptoms, Cl(.21-1.31 ADHD-RS,
group ymp 00 ( )
Comparison: CBT vs. active control R IC AISRS
waitlist, active R, 10) 1
control
(psychoeducation,
PMR)
ADHS Symptome gesamt. Kliniker*innenurteil
Randomized vs.
Knouse et. al., .
nonrandomized
2017 L.
trials included,
Population: adults co:;eaatr?;r\::ith
with ADHD, P
. n=444,k=6 active control
medicated and - 57 roup showed
unmedicated, > 18 ADHD symptoms High 9= group n.a.
Cl (.25 -.89) significantly
years SDDD
. smaller effect
Intervention: .
. 1 sizes (g = 0.20)
cognitive
. than treatment
behavioral with not active
treatment (CBT, control group (
DBT, MBCT, ’ 0g78) ple
psychoeducation, s
OTMB, iCBT,
group _ B
rehabilitation), n=na,k=7
individual or g =140 Randomized vs
ADHD symptoms, High Cl(1.10 - o
group therapy Pre- vs. posttreatment OO 1.71) nonrandomized n.a.
Comparison: P ' trials included

active or passive
control
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Liu et al., 2023

Population: adults
with ADHD,
parallel stable
medication, >18

years
Intervention:
cognitive
behavioral n=1113, k= Trim and fill
therapy (CBT, 10
MBCT, DBT, Very low sMp=-34 ~corectedvalie oy pg
internet-based ADHD total symptoms e0O00 Cl (-47 - - used; high oo ApHs-
CBT); individual (R, 1) 22) quality of RS, AISRS
and group setting evndencg ine
. studies
or online therapy U
Comparison:
treatment as
usual, waitlist,
active control
(nondirective
therapy or with no
specific strategy
intervention)
n=n.a., k=
Ostinelli et al ADHD core symptoms Wpierate SMDZ(j 76
2025 CBT vs. control EBG?SO Cl (.26 - 1.26) n-a.
Population: adults |
(aged 218 years)
with a formal
diagnosis of ADHD n=n.a., k=8
Intervention: CBT, Low SMD =.20
DBT, Mindfulness, ADHD core symptoms, 1210]@) Cl(-.17-.57) n.a.
Psychoeducation, DBT vs. control (R, IP)
Relaxation U
therapy (at least
four sessions for
psychological n=n.a., k=7
i Moderate SMD = -.08
. Mindfulness vs. control
psychological (R)
placebo (sham), |
TAU, waitlist
ADHD core symptoms, Moderate
Psychoeducation vs. Il n=na, k=6 n.a.
control (R) sMD = .14
Cl (-.65 - .94)
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n=n.a., k=2

ADHD core symp-toms, Low Sé\lﬂ(Dl:c;'lu
Relaxation therapy vs. 2 1-10]0) 53') n.a.
placebo (R, IP) '
U

Tourjman et. al.,
2022
Population: adults
with ADHD, > 21
years
Intervention: CBT,
MBCT, internet n=n.a., k=4 ?E::(Iet r%fei};e

- Moderat - K i
Zze:’:zze T::fa ADHD, @2928 CSIQ/, fs Zi) analysis. WRAADDS,

g Py CBT vs. control ’ ’ Number of CGl, AISRS
(group or (R) .
S effect sizes (n =
individual) I
) 18).
Comparison:
waitlist, treatment
as usual,
relaxation training
and emotional
support or group
support
Aufmerksambkeit. Selbsturteil
Randomized vs.
Knouse et al., .
2017 nonrandomized
(controlled and
Population: adults oii?u:;adls)
with ADHD, o
. medication
medicated and allowed
unmedicated, > 18 n=n.a., k= !
cars 11 treatment
Y . Moderate compared with
InterventiolR Inattention S @) g9=.77 active control n.a
cognitive Cl (.48 -1.07) h
. (1C) group showed
behavioral significantl
treatment (CBT, | smgaller effe\clzt
DBT, MBCT, .

. sizes (g =0.26)
psychoeducation, than treatment
OTMB, iCBT, . .

with not active
sroup control group (g
rehabilitation),
s =0.95).
individual or
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group therapy
Comparison:
active or passive
control

n =396, k =

Randomized vs.
nonrandomized
(controlled and

20 o.pen trials)
Inattention, Moderate g=1.16 |n((:jl'ude'd,
Pre- vs. posttreatment oo Cl (.94 -1.38) allgquetlicifcfgies n-a.
(1c) | excluded if
participants
received new
medication.
Liu et al., 2023
Population: adults
with ADHD,
parallel stable
medication, >18
years
Intervention:
cognitive
behavioral - 1?20' k= Trim and fill
Mot DT, Verylow - swp=-37  (OTSCRURTE canrs,
intern,et—ba,sed Inattention symptoms o000 Cl(-.47 - - quaIity of BCSS, ADHS-
s (R, IC) .27) . . RS, AISRS
CBT); individual evidence in the
and group setting | studies.
or online therapy
Comparison:
treatment as
usual, waitlist,
active control
(nondirective
therapy or with no
specific strategy
intervention)
Aufmerksamkeit. Kliniker*innenurteil
Liu et al., 2023
Population: adults
with ADHD, n=990, k=8 Trim and fill
parallel stable Very low SMD =-.27 corrected value CAARS,
\r;:;cilscatlon, >18 Inattention symptoms o000 c (._ii? o uses;:itt)j(;rcate BCSS, ADHS-
. (R, IC) . . RS, AISRS
Intervention: evidence in the
cognitive | studies
behavioral
therapy (CBT,
MBCT, DBT,
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internet-based
CBT); individual
and group setting
or online therapy
Comparison:
treatment as
usual, waitlist,
active control
(nondirective
therapy or with no
specific strategy
intervention)

Aufmerksamkeit. Kombiniertes Urteil

Tourjman et al.,
2022

Population: adults
with ADHD, > 21

years
Intervention: Result of the CAARS,
CBT, MBCT, n=13 k=6 three-meta- ADHD-SR,
internet th.erapy, Inattention SMD = 76 analysis. No N WRAADDS,
meta-cognitive CBT vs. control Cl(41-1.11) reported, only BCS, CSS,
therapy (group or number of AISRS-IN,
individual) | effect sizes BAS, ON-
Comparison: (n=13) TOP, RATE-
waitlist, treatment S, CGI
as usual,
relaxation training
and emotional
support or group
support
Hyperaktivitidt/Impulsivitit. Selbsturteil

Knouse et al., Randomized vs.
2017 nonrandomized

(controlled and
Population: adults open trials)
with ADHD, n= n._a., k=9 included,
medicated and cl (91_3'3353) treatment
unmedicated, >18  Hyperactivity/impulsivity ’ ’ compared with n.a.

years
Intervention:
cognitive
behavioral
treatment (CBT,
DBT, MBCT,
psychoeducation,

active control
group showed

significantly
smaller effect
sizes (g =0.26)
than treatment
with not active
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OTMB, iCBT,
group
rehabilitation),
individual or
group therapy
Comparison:
active or passive

control group (g
=0.95).

Randomized vs.
nonrandomized
(controlled and

control open trials)
included,
n=338, k=
18 treatment
g=.68 compared with
Hyperactivity/impulsivity, High al 48'- 87) active control n.a
Pre-posttreatment DPDD ’ ’ group showed o
| significantly
smaller effect
sizes (g = 0.26)
than treatment
with not active
control group (g
=0.95).
Liu et al., 2023
Population: adults
with ADHD,
parallel stable
medication, >18
years
Intervention:
cognitive
behavioral n=854,k=6
therapy (CBT, SMD =-.29 Moderate
MBCTF,)yD(BT, ) .S D . Low Cl(-.54-- quality of CAARS,
internet-based Hyperactivity/impulsivity ®000 .05) evidence in the B(F:{SSS’AAlsRI_;S-
CBT); individual (R,10) studies '
and group setting 1
or online therapy
Comparison:
treatment as
usual, waitlist,
active control
(nondirective
therapy or with no
specific strategy
intervention)
Hyperaktivitdt/Impulsivitit. Kliniker*innenurteil
Liu et al., 2023 Low n-gs4 k=g  |ederate CAARS,
Hyperactivity/Impulsivity 2 1>10]0) SMD =-.29 q'uallty o.f BCSS, ADHS-
Population: adults (R, IC) Cl (-54 - - ev'deg.ce n RS, AISRS
with ADHD, .05) studies
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parallel stable
medication, >18
years
Intervention:
cognitive
behavioral
therapy (CBT,
MBCT, DBT,
internet-based
CBT); individual
and group setting
or online therapy
Comparison:
treatment as
usual, waitlist,
active control
(nondirective
therapy or with no
specific strategy
intervention)

Hyperactivitat/Impulsivitat. Kombiniertes Urteil

Tourjman et al.,
2022

Population: adults
with ADHD, > 21
years

Intervention: CBT, CAARS,
I\:I]BCT, internet Vod n=na k=7 ot ADHD-SR,
therapy, meta- . § A oderate ! Result of the WRAADDS,
cognitive therapy Hyperactivity/Impulsivity Y1 1@) SMD =.51 three-meta- BCS, CSS,
CBT vs. control Cl (.18 -.84) )
(group or (R) analysis. AISRS-IN,
individual) | BAS, ON-
Comparison: TOP, RATE-
waitlist, treatment S, CGl
as usual,
relaxation training
and emotional
support or group
support
Klinischer Gesamteindruck. Kliniker*innenurteil
Knouse et al., Randomized vs.
2017 n=n.a.,, k=5 nonrandomized
. cal, Low g=.51 (controllgd and n.a
Pt?pulatlon: adults Treatment vs. control 2 1210]@) Cl(.13-.88) open trials),
with ADHD, (1C) treatment

medicated and
unmedicated, > 18

compared with
active control
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years group
Intervention: significantly
cognitive smaller effect
behavioral sizes (g =0.13)
treatment (CBT, than treatment
DBT, MBCT, with not active
psychoeducation, control group (g
OTMB, iCBT, =0.80).
group
rehabilitation),
individual or Randomized vs
group therapy nonrandomized
Compmbom' n=na, k=7 (amnmpdmm
active or passive g=112 open trials),
control CGl, High C1 (.79 - 1.43) medication n.a
Pre-posttreatment OOPD { ’ allowed, studies o
| excluded if
participants
received new
medication.
Liu et al., 2023
Population: adults
with ADHD,
parallel stable
medication, >18
years
Intervention:
cognitive
behavioral n=779, k=17 Trim and fill
SMD =-.34
therapy (CBT, Low Cl (-48 - - corrected value
MBCT, DBT, Clinical global impression o000 1'9) used; high n.a
internet-based (cal) (10 ) quality of o
CBT); individual | evidence in
and group setting studies
or online therapy
Comparison:
treatment as
usual, waitlist,
active control
(nondirective
therapy or with no
specific strategy
intervention)
Funktionalitat. Selbsturteil
n=n.a., k= .
Knouse et al., Moderate 10 Randomized vs.
2017 Functioning Y12 1@) g= 51 nonrandomized n.a.
(R) Cl(23-.79) (controlled and

open trials),
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Population: adults
with ADHD,
medicated and
unmedicated, > 18
years
Intervention:
cognitive
behavioral
treatment (CBT,
DBT, MBCT,
psychoeducation,
OTMB, iCBT,
group
rehabilitation),
individual or
group therapy
Comparison:
active or passive
control

studies
excluded if
participants
received new
medication,
randomization
status only
significant
moderator of
self-reported
functioning,
when effect size
for
nonrandomized
study (g =1.29,
n = 1) was larger
than for
randomized
studies (g =.40;
n=9).

Randomized vs.
nonrandomized

n=389 k= (controlled and
Functioning W 1773 Opeg'trl'?ls>,
unctioning, g=. medication
Pre-posttreatment ®@00 Cl (.46 -1.00) allowed, studies n-a.
(1c) .
excluded if
| participants
received new
medication.
Selbstwertgefiihl. Unbekanntes Urteil
Liu et al., 2023
Population: adults
with ADHD,
parallel stable
medication, >18
years n=337,k=4
Intervention: Low SMD =0.38 ML:)acT;ra(t)(fe
cognitive Self-esteem o000 Cl(.01-.76) quaity o CAARS
. evidence in
behavioral (R) studies
therapy (CBT, |
MBCT, DBT,

internet-based
CBT); individual
and group setting
or online therapy
Comparison:
treatment as
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usual, waitlist,
active control
(nondirective
therapy or with no
specific strategy
intervention)

Lopez-Pinar et.
al., 2020

Population: adults
with ADHD and
comorbid
internalizing
symptoms,
medicated and
unmedicated
Intervention: non-
pharmacological
treatment (CBT,
MBCT, NF, DBT,
psychoeducation,
cognitive training,
hypnotherapy),
individual or
group
Comparison:
waitlist, treatment
as usual, active
control

n=124, k=2
SMD = .42
Self-esteem, Very low Cl(-.33- na
CBT, o000 1.17) o
Between group (R, IC, IP)
U
n=159g=> RCTs and
Self-esteem very low SRS uncontrolled
CBT, GB(?PC)O Cl(.31-.92) single-group n.a.
Within group ! | studies
n=60,k=2
Se"-((:e;:'eem’ very low SMD = 1.04 uchf).Ir-wst?:I?ed
Within group, ®000 C1(45-1.64) single-group n-a
(R, IC, IP) .
Follow-up | studies
n=341, k=2
Self-esteem, Very low SMD =-.11
DBT, 1000 Cl (-.28 -.06) n.a.
Between group (R, IP)
U
n=243, k=2
Self-s;eem, Very low SMD = -.08
Between group, 1000 Cl (-.31-.14) n.a.
Follow-up (R, 1P)
U
n=171, k=2
Self-esteem, Very low SMD = .27 uni((:)-lr-wstfc:?e d
DBT, o000 Cl (-.04-.57) . n.a.
. single-group
Within group (R, IC, IP) .
studies
U
Self-esteem, RCTs and
DBT Low n=126,k=2 uncontrolled
Within group, GBGB(F%)O SMD = .48 single-group n-a.
Follow-up Cl(.34-.63) studies
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Liu et al., 2023

Population: adults

with ADHD,
parallel stable
medication, >18
years
Intervention:
cognitive
behavioral
therapy (CBT,
MBCT, DBT,
internet-based
CBT); individual
and group setting
or online therapy
Comparison:
treatment as
usual, waitlist,
active control
(nondirective

therapy or with no

specific strategy
intervention)

Quality of Life

Low

OO

(R)

n=654,k=9
SMD =0.36
Cl (.13 - .59)

Moderate
quality of
evidence in
studies

CAARS,
BCSS,
ADHD-RS

Lopez-Pinar et.
al., 2020

Population: adults

with ADHD and
comorbid
internalizing
symptoms,
medicated and
unmedicated

Intervention: non-

pharmacological
treatment (CBT,
MBCT, NF, DBT,
psychoeducation,

cognitive training,

hypnotherapy),
individual or

group
Comparison:

waitlist, treatment

Quality of Life,
CBT,
Between group

Very low

OO0
(R, IC, IP)

n=152 k=4
SMD = .07
Cl(-.18-.32)

u

n.a.

Quality of Life,
CBT vs. TAU,
Between group,
Follow-up

Very low

®O00O
(R, IP)

n=57,k=1
SMD = .39
Cl (.01-.78)

n.a.

Quality of Life,
CBT,
Within group

Very low

®O00O

(R, IC, IP)

n=75 k=4
SMD = .28
Cl1 (.09 - .48)

RCTs and
uncontrolled
single-group

studies

n.a.

Quality of Life,
CBT,

Very low

n=25k=1

RCTs and
uncontrolled

n.a.
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as usual, active Within group, o000 SMD = .57 single-group
control Follow-up (R, IP) Cl(.22-.92) studies
1
n=32k=1
Quality of Life, Very low SMD = .84
DBT vs. active control, o000 Cl(.25-1.43) n.a.
Between group (R, IP)
|
. . n=33, k=1
Qualll?lf3 $f Life, Very low SMD = 23
Between group, o000 Cl(-30-.76) n.a.
(R, 1P)
Follow-up
U
n=60,k=2
Quality of Life, Very low SMD = 61 uch(;LStraonlfled
DBT, o000 Cl (.06 - 1.16) ) n.a.
Within group (R, IC, IP) single-group
g | studies
. . n=52 k=2
Within group, ®O00 C1(17-.64) single-group n-a.
(R, 1P) i
Follow-up | studies
n=21,k=1
Quality of Life, Very low SMD = 1.44 uch(;-LStfoTed
MBCT, 101010 Cl (.85 -2.03) . n.a.
Within group (R, IP) single-group
! studies

Guo et. al., 2022

Population: adults

with ADHD an . .
. Emotional dysregulation,
comorbid
depression CBT,
P ! Posttreatment
anxiety or
emotional

dysregulation,
medicated and

Low

OO
(R)

n=750k=6
SMD = .26
Cl (.06 - .45)

Self- and
observer-rating,
number of
participants
probably lower,
n self-reported
and partly no
differentiation
how many self-
and observer
ratings exactly

n.a.
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unmedicated, > 18
years
Intervention:
cognitive
behavioral
therapy (CBT),
mindfulness-
based therapies
(MBT), dialectical
behavior therapy
(DBT), cognitive
therapy (CT),
psychoeducation
(PsyEd),
neurofeedback
(NFB),
hypnotherapy
(HT)
Comparison:
waitlist, treatment
as usual, active
control

collected in a
study possible.

Depression,
CBT,
Posttreatment

Low

OO
(R)

n=706, k=
10

SMD = .42

Cl(.19 - .66)

Authors state
significant
effect, but no
significance-
niveau. Number
of participants
probably lower,
n self-reported
and partly no
differentiation
how many self-
and observer
ratings exactly
collected in a
study possible.

n.a.

Anxiety,
CBT,
Posttreatment

Low

OO
(R)

n=495 k=8
SMD = .33
Cl (.15 - .50)

Self- and
observer-rating,
number of
participants
probably lower,
n self-reported
and partly no
differentiation
how many self-
and observer
ratings exactly
collected in a
study possible.

n.a.

Depression,
CBT,
Follow-up

Very low

®O00O

(R, IC)

n=235k=5
SMD = .59
Cl (.04 -1.15)

Self- and
observer-rating,
number of
participants
probably lower,
n self-reported
and partly no
differentiation
how many self-
and observer
ratings exactly
collected in a
study possible.

n.a.

Anxiety,
CBT,
Follow-up

Low

OO
(R)

n=235k=5
SMD = .47

Self- and
observer-rating,

n.a.
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Cl(.12-.82) number of

participants
I probably lower,
n self-reported

and partly no
differentiation
how many self-

and observer
ratings exactly

collected in a
study possible.

Number of
participants
probably lower,
n=707,k=5 nself-reported
SMD = .30 and partly no

Guo et. al., 2022

ion: | Emotional dysregulation, Low . .
P9pulat|on adults ysres Cl (.03 -.57) differentiation n.a.
with ADHD an CBT, 1510]0) how many self-
comorbid Posttreatment (R)

. | and observer
depression, .
anxiety or ratings exactly

.y collected in a

emotional

dysregulation study possible.

medicated and
unmedicated, > 18

ears Number of
:Intervention- participants
cognitive . probably lower,
beiavioral n=646,k=9 nself-reported
therapy (CBT) Depression, Low SMD = .30 and partly no
o ' CBT, 12 ]10)@) ClI(.09-.51) differentiation n.a.
mindfulness-
Posttreatment (R) how many self-

based therapies

I dob
(MBT), dialectical and observer

ratings exactly

behavior therapy .

. collected in a
(DBT), cognitive study possible
therapy (CT), yp .
psychoeducation
(PsyEd),
neurofeedback I\;l:'?c?ear:tfs
(NFB), particip
hvbnothera probably lower,
(:l/.?) Py n=347,k=6 nself-reported
Comparison: Anxiety, Low SMD = .27 and partly no
waitlist, treatment CBT, 1210]0) Cl (.08-.47) differentiation n.a.

Posttreatment (R) how many self-

as usual, active

| and observer
control

ratings exactly
collected in a
study possible.

234



Number of
participants
probably lower,
n=>59 k=2 n self-reported

Emotional dysregulation, Very low SMD = .85 and partly no
CBT, 1000 Cl(.41-1.30) differentiation n.a.
Follow-up (R, IP) how many self-

| and observer
ratings exactly
collected in a
study possible.

Number of
participants
probably lower,
n=56k=1 n self-reported

Anxiety Very low SMD =.75 and partly no
MBT, o000 Cl(.20-1.31) differentiation n.a.
Posttreatment (R, IP) how many self-

I and observer
ratings exactly
collected in a
study possible.

Liu et al., 2023

Population: adults n 1(15130' k Trim and fill

with ADHD, Very low SMD = -24 corrected value

parallel stable Comorbid depression o000 Cl(-.34-- used; m.oderate BCSS, K-
medication, >18 R, 10) 14) qyallty of SADS
years ’ evidence in

Intervention: I studies.

cognitive

behavioral

therapy (CBT,

MBCT, DBT,

internet-based

CBT); individual

and group setting n=888, k=

or online therapy 13

Comparison: Very low SMD = -.52 Modgrate

treatment as Comorbid anxiety 10100 Cl(-.79 - - q.uallty o.f BCSS, K-
usual, waitlist, R, 10) 26) ewden.ce in SADS
active control ’ studies.

(nondirective I
therapy or with no

specific strategy

intervention)
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Guo et. al., 2022

Population: adults

with ADHD an
comorbid
depression,
anxiety or
emotional
dysregulation,
medicated and

unmedicated, > 18

years
Intervention:
cognitive
behavioral
therapy (CBT),
mindfulness-
based therapies
(MBT), dialectical
behavior therapy
(DBT), cognitive
therapy (CT),
psychoeducation
(PsyEd),
neurofeedback
(NFB),
hypnotherapy
(HT)
Comparison:

waitlist, treatment

as usual, active
control

Depression,
CBT,
Posttreatment

Very low

®O00O
(R, IP)

n=59 k=2
SMD =1.03
Cl (.54 - 1.51)

Number of
participants
probably lower,
n self-reported
and partly no
differentiation
how many self-
and observer
ratings exactly
collected in a
study possible.

n.a.

Anxiety,
CBT,
Posttreatment

Very low

®O00O

(R, IP)

n=93 k=3
SMD = .54
CI (.05 - 1.03)

Number of
participants
probably lower,
n self-reported
and partly no
differentiation
how many self-
and observer
ratings exactly
collected in a
study possible.

n.a.

Depression,
CBT,
Follow-up

Very low

®O00O
(R, IP)

n=46,k=1
SMD = .74
ClI(.13-1.35)

Number of
participants
probably lower,
n self-reported
and partly no
differentiation
how many self-
and observer
ratings exactly
collected in a
study possible.

n.a.

Anxiety,
CBT,
Follow-up

Low

o000

(R, IP)

n=46 k=1
SMD =.76
Cl(.15-1.37)

Number of
participants
probably lower,
n self-reported
and partly no
differentiation
how many self-
and observer
ratings exactly
collected in a
study possible.

n.a.
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Lopez-Pinar et.
al., 2020

Population: adults
with ADHD and
comorbid
internalizing
symptoms,
medicated and
unmedicated
Intervention: non-
pharmacological
treatment (CBT,
MBCT, NF, DBT,
psychoeducation,
cognitive training,
hypnotherapy),
individual or
group
Comparison:
waitlist, treatment
as usual, active
control

n=344, k=8

Depression Very low SMD = .27
’ Cl(.02-.52 n.a.
e, ®000 (02-.52)
Between group (R, 1C) I
Depression n=131k=3
pCBT ’ Low SMD = .52
Between group, 00 Cl (.24 - .80) n.a.
(R)
Follow-up |
" R bk RCTs and
. 14
Depression, Very low sMD =84 uncontrolled
CBT, o000 o 35__'72) single-group n.a.
Within group (R, IC) ’ < studies
| included.
n=117, k=5
Depression, Low SMD =.72 uch((:)-Ir-wstf;I?e d
CBT, 2 100) Cl (.48 - .96) . n.a.
s single-group
Within group, (R) ;
Follow-u | studies
P included.
n=325k=7
Anxiety, Very low Csllz/,(?lz 362) na
CBT, OO0 T -
Between group (R, 1C) |
. n=133, k=3
A"c’;ity' Low SMD =.73
Between group, 00 Cl (.45 - 1.02) n.a.
(R)
Follow-up |
n=325 k= RCTs and
. 12
Anxiety, Very low SMD = 49 uncontrolled
CBT, OO0 oy 25__'72) single-group n.a.
Within group (R, 1C) ’ ’ studies
| included.
Anxiety, Very low RCTs and
CBT, o000 n=117, k=5 uncontrolled n.a.
Within group, (R, IC) SMD = .74 single-group

237



Follow-up Cl (.28 -1.21) studies
included.
|
n=102, k=2
Emotional dysregulation, Very low SMD = .21
CBT, o000 Cl (-.09 -.52) n.a.
Between group (R, IP)
u
. . n=88 k=2
Emotional dysregulation  yeryiow 5w~ 4
Between group, o000 Cl (.30-.98) n.a.
(R, IP)
Follow-up |
T QL kR RCTs and
. . SMD = .38
Emotional dysregulation, Very low C1 (.16 - .60) uncontrolled n.a
CBT, 101010 » single-group -
Within group (R, IP) | studies
included.
Emotional dysregulation n=39 k=2 RCTs and
CgT g ’ Very low SMD = .73 uncontrolled
Within group, o000 Cl(.42-1.03) S|ngle—group n.a.
Follow-u (R, IC, IP) studies
P | included.
n=282,k=3
Depression, Very low SMD =-.06
DBT, o000 Cl(-.21-.10) n.a.
Between group (R, IC, IP)
u
Depression n=278 k=3
pDBT ! Very low SMD =-.04
Between group, o000 Cl (-.23-.14) n.a.
Follow-up (R, 1P)
U
n=342, k=6 RCTs and
Depression, Low SMD = .36 uncontrolled
DBT, 1210]0) Cl (.24 - .48) single-group n.a.
Within group (R) studies
1 included.
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n=221,k=4

RCTs and
Depression, SMD = .33 >an
Very low uncontrolled
DBT, Cl(.13-.53) . .
Within group ®000 single-group
’ (R, IC, IP) studies
Follow-up ! included
n=32,k=1
Anxiety, Very low SMD = 41
DBT, o000 Cl(-.14 - .96) n.a.
Between group (R, IP)
u
. n=33,k=1
Aan;ty, Very low SMD = .31
Between group, @((F?(I%Q Cl (-.24 - .86) n.a.
Follow-up ! U
n=88, k=2 RCTs and
Anxiety, Very low SMD = .14 uncontrolled
DBT, o000 Cl (-.02 -.30) single-group n.a.
Within group (R, IP) studies
U included.
Anxiet n=65 k=2 RCTs and
e Yo Very low SMD = .11 uncontrolled
Within gl"oup o000 Cl(-.11-.33) single-group n.a.
Follow-u ! (R, IP) studies
P U included.
n=212,k=3
Depression, Very low SMD = .14
MBCT, o000 Cl (-.24 - .52) n.a.
Between group (R, IC, IP)
U
Depression n=196, k=2
:/IBCT ’ Very low SMD = .00
Between group, (](BRC?COIPC)) Cl (-.60 - .06) n.a.
Follow-up T U
RCTs and
Depression Low uncontrolled
=171 k=
MBCT, 1210]@) nSML7);k335 single-group n.a.
Within group (R) Cl (17 _'50) studies
’ ’ included.
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n=60,k=2

Depression, SMD =.53 RCTs and
Very low uncontrolled
MBCT, o000 Cl(-46- single-grou n.a
Within group, 1.52) gle-group o
(R, IC, IP) studies
Follow-up .
included.
u
n=212,k=3
Anxiety, Very low Sgll()_ =3(')4_3
MBCT, 1000 . 1'6) n.a.
Between group (R, IC, IP) '
u
n=196, k=2
Anxiety, Very low Sg’i 2%5_0
MBCT, o000 ' n.a.
1.47)
Between group, (R, IC, IP)
Follow-
ollow-up U
n=171,k=5
Anxiety, Very low SMD = .64 uniilstf;?e d
MBCT, o000 Cl(.32-.96) . .a.
Within group (R, IC) single-group
’ | studies
included.
n=60k=2
’ RCT
Anxiety, SMD = .59 CTs and
Very low uncontrolled
MBCT, o000 €l (-51- single-grou n.a
Within group, 1.68) gle-group o
(R, IC, IP) studies
Follow-up .
included.
U
n=52k=2
Emotional dysregulation, Very low SMD = .46
MBCT vs. wait list, 1000 Cl (.15 -.75) n.a.
Between group (R, IP)
1
Emotional dysregulation, Very low n=52 k=2 RCTs and
MBCT, o000 S?WDI- 5_5 uncontrolled n.a.
Within group (R, IP) Cl (.23 - .68) single-group
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studies
included.

Anmerkung. n = Anzahl der Versuchspersonen, k = Anzahl der inkludierten Primarstudien. R = risk of bias,
IC = inconsistency, ID = indirectness, IP = imprecision, P = publication bias.

Summary of Findings Tabelle: Meta-Analysen

Multiple psychosoziale Interventionen kombiniert:

Referenz

Endpunkt

Aussagesicherheit

Effektstarke

Kommentare

Mess-

(GRADE)

ADHS Symptome. Selbsturteil

instrument

Lopez-Pinar et. al.,
2018

Population: adults
with ADHD, > 18
years, medicated
or unmedicated
Intervention:
psychosocial
treatment
specifically
designed for ADHD
(CBT, MBCT,
Biofeedback, DBT)
Comparison:
active control
(non-specific
intervention),
waitlist, treatment
as usual

RCTs + three
uncontrolled
single-group
studies; 50% of
treatment
groups CBT and
25% DBT;
n=680, k = MBCT,
12 Biofeedback
Very Low SMD = .86 (BFB), or
ADHD total symptoms, 000 Cl (.66 — combination of
Treated and controls, ®(R ) 1.07) CBT and DBT n.a
Long-term ! applied for
| 8.33%. Higher
percentage of
participants on
medication
predicted
higher ES on
between-
groups and
within-subject.
n=513,k=8
ADHD total symptoms, Low SMD = .40 . )
Cl (-.05 - .85) Trim and fill
Between group, 1=10]@)
Long-term (IC, 1P) cor-rected n.a
U values
ADHD total symptoms, Very Low n =409, k=
- 14
Within group, 101010 RCTs and non n.a
Long-term (R, 1C) SMD=1.09 RCTs
Cl (.85 —
1.32)
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Tourjman et. al.,
2022

Population: adults
with ADHD, > 21

years Result for adult CAARS,
Intervention: CBT, population of ADHD-SR,
MBCT, internet n=52,k=7 the three- BCS
’ ADHD total symptoms, Low SMD = .74 i !
therapy, meta- All interventions o000 C1 (.49 - .99) meta-analysis, WRAADDS,
cognitive therapy Long-term ’ (R, P) No N reported, CSS, AISRS-
(group or ’ | only number of IN, BAS, ON-
individual) effect sizes TOP, RATE-
Comparison: (n=52). S, CGI
waitlist, treatment
as usual, relaxation
training and
emotional support
or group support
ADHS Symptome. Kliniker*innenurteil
;c());l):z-Plnar et. al,, n=393 k=4
ADHD total symptoms, Low SMD = .98
Population: adults All interventions, 110)0) Cl (.68 -1.27) n.a
with ADHD, > 18 Long-term (1) |
years, medicated
or unmedicated
Intervention:
psychosocial n=382,k=5 . )
treatment ADHD total symptoms, Very Low SMD =.07 Trim ad fill
L 1000 Cl (-.39-.53) corrected n.a
specifically Between group, (IC, IP) values
designed for ADHD Long-term ’ u
(CBT, MBCT,
Biofeedback, DBT)
Comparison:
activz control n=197,k=5
o ADHD total symptoms, . SMD =1.18
(non-specific . High
intervention), Within group, OO Cl(.90-1.46) n.a
. Long-term
waitlist, treatment |
as usual
Aufmerksamkeit. Selbsturteil
Inattention, Very Low Trim and fill
Lopez-Pinar et. al., Between group, 10010 n=446,k=7 corrected n.a
2018 Long-term (R, 1C) SMD = .36 values used
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Population: adults
with ADHD, > 18
years, medicated
or unmedicated
Intervention:
psychosocial
treatment
specifically
designed for ADHD
(CBT, MBCT,
Biofeedback, DBT)
Comparison:
active control
(non-specific
intervention),
waitlist, treatment
as usual

Cl(-.01-.73)

Inattention,
Within group,
Long-term

n=243,k=8
SMD =1.32
C1 (.99 - 1.64)

Moderate

000
(R)

Trim and fill
corrected
values used

Aufmerksamkeit. Kliniker*innenurteil

Lopez-Pinar et. al.,
2018

Population: adults
with ADHD, > 18
years, medicated
or unmedicated
Intervention:
psychosocial
treatment
specifically
designed for ADHD
(CBT, MBCT,
Biofeedback, DBT)
Comparison:
active control
(non-specific
intervention),
waitlist, treatment
as usual

Inattention,
Between group,
Long-term

n=282,k=3
Very Low SMD = .14

1000 Cl (-.29 - .58)
(IC, IP) U

Inattention,
Within group,
Long-term

n=153,k=3
SMD = .95

High Cl(.72-1.19)

OO0
|

Trim an fill
corrected
values used

Hyperaktivitat/Impulsivitét. Selbsturteil

Lopez-Pinar et. al.,
2018

Population: adults
with ADHD, > 18

Hyperactivity/Impulsivity,
Between group,
Long-term

n=406,k=6
SMD = .66
Cl(.18-
1.14)

Very Low

®O00
(R, IC)

Trim an fill
corrected
values used

n.a.
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years, medicated
or unmedicated
Intervention:
psychosocial

treatment
specifically n=227,k=7
designed for ADHD Hyperactivi-ty/Impulsivit, Low SMD = .83
(CBT, MBCT, Within group o000 Cl (.59 - N
Biofeedback, DBT) ’ 1.08) ’
. Long-term (R, 1C)
Comparison:
active control |
(non-specific
intervention),
waitlist, treatment
as usual
Hyperaktivitdt/Impulsivitit. Kliniker*innenurteil
Lopez-Pinar et. al., .. .. n=291,k=3
2018 Hyperactivity/Impulsivity Very Low SMD = .16 Trim an fill
. Between group, 10010 Cl (-.27 - .59) corrected n.a
Population: adults Long-term (IC, IP) values used
with ADHD, > 18 U
years, medicated
or unmedicated
Intervention:
psychosocial
treatment
specifically
designed for ADHD Hyperactivi- n=149,k=3
(CBT, MBCT, - . . .
Biofeedback, DBT) ty/.lm.pulsmty, High SMD = .96 Trim an fill
L Within group, ODDD Cl(.50-1.42) corrected n.a
Comparison:
. Long-term values used
active control |
(non-specific
intervention),
waitlist, treatment
as usual
Klinischer Gesamteindruck. Kliniker*innenurteil
Lopez-Pinar et. al., n=392,k=5
2018 cal, Moderate SMD = .44
Between group, 112 1@) Cl (.14 - .74) n.a
Population: adults Long-term (1C)
with ADHD, > 18 |
years, medicated
or unmedicated
Intervention: CGl, .
psychosocial Within group, High n=194, k=5 n.a
treatment Long-term OO SMD =1.20
oo Cl (.93 -1.48)
specifically
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designed for ADHD
(CBT, MBCT,
Biofeedback, DBT)
Comparison:
active control
(non-specific
intervention),
waitlist, treatment
as usual

Funktionalitat. Selbsturteil

Lopez-Pinar et. al.,
2018

Population: adults
with ADHD, > 18
years, medicated
or unmedicated
Intervention:
psychosocial
treatment
specifically
designed for ADHD
(CBT, MBCT,
Biofeedback, DBT)
Comparison:
active control
(non-specific
intervention),
waitlist, treatment
as usual

Global functioning,
Between group,
Long-term

n=102,k=3
Low SMD =.76
OO Cl(.23-1.28)
(R, 1C)
1

Global functioning,
Between group,
Long-term

n=102, k=4
SMD = .58
Cl(.25-.92)

Very Low

®O00
(R, IC, IP)
[

RCTs and non
RCTs

Lebensqualitat. Unbekanntes Urteil

Lopez-Pinar et. al.,
2018

Population: adults
with ADHD, > 18
years, medicated
or unmedicated
Intervention:
psychosocial
treatment
specifically
designed for ADHD
(CBT, MBCT,
Biofeedback, DBT)
Comparison:
active control
(non-specific

Quality of Life,

All interventions (CBT,

DBT, CT),
Between group

n=217,k=6
SMD = .17

Very Low Cl (-.03 - .37)

®O00O

(R, IP) U

Number of
sessions
negatively
predicted
efficacy on
within-group
QoL
(coefficient =

-0.06, 95% Cl =

[-0.11, 0.01];
SE=0.02;p<
.01).
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intervention),
waitlist, treatment
as usual

Guo et. al., 2022

Population: Adults
with ADHD an
comorbid
depression,
anxiety or
emotional
dysregulation,
medicated and
unmedicated, > 18
years
Intervention: Non-
pharmacological
treatment
(cognitive
behavioral therapy
(CBT),
mindfulness-based
therapies (MBT),
dialectical
behavior therapy
(DBT), cognitive
therapy (CT),
psychoeducation
(PsyEd),
neurofeedback
(NFB),
hypnotherapy (HT)
Comparison:
waitlist, treatment
as usual, active
control

Anxiety,
Post-treatment

Very Low

o000
(R, IC, IP)

n=2819, k=
13
SMD = .21
Cl (-.07 - .48)

U

Follow-up: no
significant
effects

Depression,
Post-treatment

Low

®a00
(R)

n=1191, k=
17
SMD = .39
Cl (.22 - .56)

Follow-up: no
significant
effects

n.a.

Emotional dysregulation,

Post-treatment

Very Low

®000O
(R, P)

n=853,k=7
SMD = .21
Cl(.02 - .41)

Heterogeneity
of
measurement,
follow-up: no
significant
effects

n.a.

Lopez-Pinar et. al.,
2018

Population: adults
with ADHD, > 18
years, medicated
or unmedicated
Intervention:
psychosocial
treatment
specifically
designed for ADHD

Emotional dysregulation,
Between group all
interventions (CBT,

MBCT),
Follow-up

Low

®e00
(R)

n=208, k=4
SMD = .44
Cl(.28 - .61)
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(CBT, MBCT,
Biofeedback, DBT)
Comparison:
active control
(non-specific
intervention),
waitlist, treatment
as usual

Guo et. al., 2022

Population: Adults
with ADHD an
comorbid
depression,
anxiety or
emotional
dysregulation,
medicated and
unmedicated, > 18
years
Intervention: Non-
pharmacological
treatment
(cognitive
behavioral therapy
(CBT),
mindfulness-based
therapies (MBT),
dialectical
behavior therapy
(DBT), cognitive
therapy (CT),
psychoeducation
(PsyEd),
neurofeedback
(NFB),
hypnotherapy (HT)
Comparison:
waitlist, treatment
as usual, active
control

Emotional dysregulation,
Post-treatment

Low

®a00
(R)

n=810,k=6
SMD = .22
Cl (.01 - .44)

Number of
participants
probably
lower, n self-
reported and
partly no
differentiation
possible
regarding
number of
exact self- and
observer
ratings
collected in a
study

Depression,
Post-treatment

Low

®a00
(R)

n=1131, k=
16
SMD = .34
Cl (.18 -.50)

Number of
participants
probably
lower, n self-
reported and
partly no
differentiation
possible
regarding
number of
exact self- and
observer
ratings
collected in a
study

Anxiety,
Post-treatment

Very Low

o000
(R, IC)

n=671, k=
11

SMD = .13

Cl (.18 - .45)

Number of
participants
probably
lower, n self-
reported and
partly no
differentiation
possible

n.a.
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regarding
number of
exact self- and
observer
ratings
collected in a
study

Number of
participants
probably
lower, n self-
reported and

Guo et. al., 2022
n=661,k=5 partly no

Population: Adults  Emotional dysregulation, '\e/l;e(;z;‘ge C‘T’:/’f; f;;) dg’;‘;r;’:'at'on
with ADHD an Post-treatment ' ' P ) n.a.
. (R) regarding
comorbid
. | number of
depression,
. exact self- and
anxiety or
. observer
emotional ratings
dysregulation,
v .gu ! collected in a
medicated and
. study
unmedicated, > 18
years
Intervention: Non-
. Number of
pharmacological .
participants
treatment
- probably
(cognitive
. lower, n self-
behavioral therapy
reported and
(CBT),
. n=91,k=2 partly no
mindfulness-based . L
. SMD =1.03 differentiation
therapies (MBT), . Very Low )
. . Depression, Cl (.54 - 1.51) possible
dialectical e0O00O ; n.a.
. Post-treatment regarding
behavior therapy (R, IP)
e | number of
(DBT), cognitive
exact self- and
therapy (CT),

. observer
psychoeducation i
(PsyEd), ratings

collected in a
neurofeedback tud
(NFB), study
hypnotherapy (HT)

Comparison:
waitlist, treatment Nurl?er clf
as usual, active n=179, k=3 par It;lpsln s
control Anxiety Low SMD = .54 IO\?v;Or ?1 sZIf-
Post-treatment @G?SO C1(.05-1.03) reported and n.a.
| partly no
differentiation
possible
regarding
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number of
exact self- and
observer
ratings
collected in a
study

Anmerkung. n = Anzahl der Versuchspersonen, k = Anzahl der inkludierten Primarstudien. R = risk of bias,
IC = inconsistency, ID = indirectness, IP = imprecision, P = publication bias.

Summary of Findings Tabelle: RCTs
Kognitiv behaviorale Therapie (CPT):

Referenz

Endpunkt

Risk of Bias

Effektstarke

Kommentare

Mess-

ADHS Symptome gesamt. Selbsturteil

instrument

Anastopoulos et al.,
2021

Population: college
students with ADHD 18 -
30 years

Intervention: ACCESS

Reductions in
ADHD symptoms
were evident at

treatment immediatel n =250 end of active
v cately ADHD total High Risk d=.39
(cognitive-behavior symptoms P C1 (.15 - .65) phase and CAARS, Total
therapy program ymp ’ ’ remained stable ADHD scores
delivered via group (BP) | throughout
treatment and individual maintenance
mentoring across two phase of
semesters) intervention
Comparison: Delayed
Treatment Control
(DTC): one-year delayed
basis.
Cherkasova et al., 2020 ADHD High Risk ;_= E;E; Barkley’s
. . symptoms, o Current ADHD
Population: adults with . q) Cl(n.a.)
Following Symptoms Scale
ADHD (CC, BA, BP)
. treatment 7 By (Css)
Intervention: CBT (12 |
manualized group
sessions) accompanied
by individual coaching + n=388
DHD S B ’ -
medication (long acting ADH Very high risk d=.64 arkley’s Cur
. symptoms, rent ADHD
methylphenidate o Cl(n.a.)
(Biphenti c ta) 3 month follow- Symptoms Scale
iphentin or Concerta up (CC, BP, BA) (CSS)

or amphetamine
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medication (Adderall XR
or Vyvanse))
Comparison: CBT (12
manualized group
sessions) accompanied
by individual coaching
(without medication)

ADHD
symptoms,
6 month follow-
up

Very high risk

o
(CC, BP, BA)

n =388
d=.65
Cl(n.a.)

Barkley’s Cur-
rent ADHD
Symptoms Scale
(Css)

Gutman et al., 2020

Population: adults with
self-reported diagnosis
of ADHD (20 - 55years),
female

Intervention:
intervention based on
five-part approach
(Gutman & Szczepanski,
2005): helped
participants to establish
routines, organize
personal physical
environments, enhance
time management skills,
monitor and regulate
internal and external
sensory, develop
effective stress
management skills. 7
consecutive weeks
consisted of individual 1-
hr sessions that took
place in home and
community
environments (e.g.,
work, school, grocery
store)

Comparison: no
intervention or contact
from research team
during the 7-wk
intervention

Total ADHD
symptoms

Very high risk

(BP, BA, CE)

n=23
d=-2.17
Cl(n.a.)

Disbalance of
medication status
between
intervention and
control groups.

ASRS

Pan et al., 2022

Population: adults with
ADHD

Intervention: BT
Comparison: treatment
as usual

Total ADHD
symptoms

Very high risk
o

(BP, BA)

n=98
d=.34
Cl (.07 - .5.89)

Value for T2 (after
the 12-week CBT-
treatment).
Follow-Up values
also reported in
study.

ADHD-RS
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Value for T2 (after

n=98
. | ADHD Very hlgh risk d=31 the 12-week CBT-
treat t).
ota () Cl1(-37-10.73) reatment) CAARS-total
symptoms Follow-Up values
(BP, BA) U also reported in
study.
Young et al., 2017
Population: adults with Very high risk n=95
ADHD ADHD d=.55
Intervention: CBT + symptoms ® Cl(n.a.) RATE-S
Medication (BP, BA)
Comparison: medication |
only
ADHD Symptome gesamt. Kliniker*innenurteil
Cherkasova et al., 2020 n=_88
ADHD Very high risk d= .64
Population: Adults with s:;“’;m?s' o Cl(n.a.) n.a.
ADHD treatmengt (CC, BP, BA)
Intervention: CBT (12 1
manualized group
sessions) accompanied n =388
by individual coaching + ADHD Very high risk d=.56
medication (long acting symptoms, P Cl(n.a) n.a
MPH (Biphentin or 3-month o
Concerta) or follow-up (CC, BP, BA) 1
amphetamine (Adderall
XR or Vyvanse))
Comparison: CBT (12 n =288
ADHD - -
manualized group -t N Very high risk d=-14
ses.5|or.1$.) accompar?led 6 month follow- o Cl (n.a) n.a.
by individual coaching u (CC, BP, BA)
(without medication) P U
Datai I
Lam et al., 2019 Zzae"t’;cl’gf aette
. . follow up, but
Population: Adults with n=251 h )
ADHD rotal ADHD High Risk MD = 50 aut or;sfate.
t t
Intervention: group CBT ota QD Cl (-1.9 - .90) nevertneless, CAARS-O:L
symptoms psychosocial and
(+ MPH or + placebo) (BP) clinical baseline
Comparison: individual U

clinical management (+
MPH or + placebo)

characteristics of
subsample
assessed
descriptively

251



similar to baseline
participants

Data incomplete
due to loss at
follow up, but
authors state:

Decrease in n=251 nevertheless,
total ADHD High Risk OR=1.26 psychosocial and
symbtoms q) Cl(.75-2.12) clinical baseline CAARS-O:L
y>—go'y (BP) characteristics of
R U subsample
assessed
descriptively
similar to baseline
participants
Aufmerksamkeit. Selbsturteil
Anastopoulos et al.,
2021
Population: college
students with ADHD 18 - Reductions in
30 years
ADHD
Intervention: ACCESS were Zzgszi?:
treatmgnt |mmefj|ately . High Risk n=250 end of active
(cognitive-behavior Inattention P d=.50 hase and CAARS
therapy program Symptoms Cl(.25-.76) : .

. . (BP) remained stable
delivered via group throughout
treatment and individual | maintegnance
mentoring across two phase of
semeste.rs) intervention
Comparison: Delayed
Treatment Control: one-
year delayed basis.

Pan et al., 2022
Value for T2 (after
Population: Adults with Very high risk n=98 the 12-week CBT-
ADHD . d=.46 treatment).
Inattent ADHD-RS
Intervention: CBT nattention ® Cl(62-4.47)  Follow-Up values

Comparison: Treatment
as usual

(BP, BA)

also reported in
the study.

252



Effect size

. n=55
. " 2018 Inattention/me Very high risk MD = 48 (;T\fiasure:
olanto et al, o ) C1(.70-9) rerence CAARS-Self-IN
Participants between least
Population: Adults with  below age of 50 (BP, BA) | square mean
ADHD change scores
Intervention: group CBT
(+ MPH or + placebo) =26 Effect size
i momgement (¢ tion/memery,  eYTENTS mp=5.8 difference
! -.30 - CAARS-Self-IN
MPH or + placebo) Participants ® C1(-30-12) between least S-Se
above age of 50 (BP, BA) U square mean
change scores
Aufmerksamkeit. Kliniker*innenurteil
Data incomplete
due to loss at
Lam et al., 2019 follow up, but
authors state:
Population: adults with n=251 nevertheless,
ADHD Inatten- High Risk MD = -.70 psychosocial and
Intervention: tion/memory q) Cl (-2.2 - .80) clinical baseline CAARS-O:L
manualized 12-week problems (BP) characteristics of
CBT U subsample
Comparison: parallel assessed
support group descriptively
similar to baseline
participants
uss e
Inattention, High Risk MD = 3.67 difference
Participants q) Cl (1.48 - 5.86) AISRS-IN
between least
below age of 50 (BP)
| square mean
h
Solanto et al., 2018 change scores
Eff i
Population: adults with n=26 mee::::::-e
ADHD Inattention, High Risk MD=1.1 differencé
Intervention: group CBT Participants q) Cl(-2.1-4.3) AISRS-IN
between least
(+ MPH or + placebo) above age of 50 (BP)
. a4 square mean
Comparison: individual U
. change scores
clinical management (+
MPH or + placebo) e Effect size
Inattention/me Very high risk MD =5.19 ?f?asure:
mory, ) Cl(.30-10.1) erence CAARS-Obs-IN
Participants between least
(BP, BA)

below age of 50

square mean
change scores
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Effect size

n=26
Inatten- Very high risk MD = 4.6 measure.
tion/memory, PN Cl(-25-11.7) difference
Participants ’ ’ between least
above age of 50 (BP, BA) U square mean

change scores

CAARS-Obs-IN

Hyperaktivitat/Impulsivitat. Selbsturteil

Anastopoulos et al.,
2021

Population: college
students with ADHD 18 -
30 years

Intervention: ACCESS

treatment immediatel n =250
(cognitive-behavior ! Hyperactive- High Risk d=1g
& impulsive q) Cl (-.09 - .41) CAARS HlI scores
therapy program symptoms
delivered via group ymp (BP)
NN u
treatment and individual
mentoring across two
semesters)
Comparison: Delayed
Treatment Control
(DTC): one-year delayed
basis.
Pan et al., 2022
n =250 Value for T2 (after
Population: adults with Impulsivity/h Very high risk d=.14 the 12-week CBT-
ADHD PO P ) Cl (-92 - 2.23) treatment). ADHD-RS
. eractivity
Intervention: CBT (BP, BA) Follow-up values
Comparison: medication U reported in study.
only
Hyperaktivitdt/Impulsivitat. Kliniker*innenurteil
Lam et al., 2019 Data incomplete
due to loss at
. . follow up, but
Population: adults with n=251 authors state:
ADHD Hyperactivity/i High Risk MD=-14 nevertheless'
Intervention: yperactivity. () Cl(-2.9-.10) e85 CAARS-O:L
. mpulsivity psychosocial and
manualized 12-week (BP) . .
clinical baseline
CBT U e
X characteristics of
Comparison: parallel
support group subsample
assessed

descriptively
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similar to baseline
participants

Impulsivity and
emotional
lability

n=251
High Risk MD =-.80
D Cl(-2.2-.70)
(BP)
u

Data incomplete
due to loss at
follow up, but
authors state:
nevertheless,

psychosocial and

clinical baseline
characteristics of
subsample
assessed
descriptively
similar to baseline
participants

CAARS-O:L

Klinischer Gesamteindruck. Kliniker*innenurteil

Lam et al., 2019

Population: adults with
ADHD

Intervention:
manualized 12-week
CBT

Comparison: parallel
support group

CGl severity

n=251

High Risk OR=0.81

0 C1(0.51-1.28)

(8P) U

Data incomplete
due to loss at
follow up, but
authors state:
nevertheless,

psychosocial and

clinical baseline
characteristics of
subsample
assessed
descriptively
similar to baseline
participants

CAARS-O:L

CGl global
change

n=251
High Risk c (OOR 20'1621)
1(0.48 - 1.
)

(8P) U

Data incomplete
due to loss at
follow up, but
authors state:
nevertheless,

psychosocial and

clinical baseline
characteristics of
subsample
assessed
descriptively
similar to baseline
participants

CAARS-O:L
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Data incomplete
due to loss at
follow up, but
authors state:

n=251
_ nevertheless,
CGl global High Risk c OR = 1'53 psychosocial and
assessment of 4] 1(1.03-2.59) clinical baseline CAARS-O:L
effectiveness (BP) | characteristics of
subsample
assessed
descriptively
similar to baseline
participants
Funktionalitat. Selbsturteil
Eddy et al., 2021
Population: emerging
adults with ADHD
attending college (18-30
years)
Intervention: ACCESS
(CBT programm n=250
nglt?jénngaSSEel\)llgESv'vl':eRklly Daily life Very high risk al (g 1_160;70297) Participants AIM-A
. performance o ’ ) received ACCRSS  Performance/Da
group sessions (90m . . Lo
each) + concurrently with ADHD (BP, ID) | after 2 semesters ily functioning
weekly individual
mentoring sessions (30
min). SEMESTER 2
(maintenance phase)
Comparison: delayed
treatment condition
(DTC).
Gutman et al., 2020
Population: adults with No information
self-reported diagnosis regarding
of ADHD (20 - 55years), n=23 concealment,
female Very high risk d=3.04 disbalance of
Intervention: Performance o Cl (n.a) medication status COPM

intervention based on

five-part approach

(Gutman & Szczepanski,

2005): helped

participants to establish

routines, organize
personal physical

(BP, BA, CE)

between
intervention and
control groups.
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environments, enhance
time management skills,
monitor and regulate
internal and external
sensory, develop
effective stress
management skills. 7
consecutive weeks
consisted of individual 1-
hr sessions that took
place in home and
community
environments (e.g.,
work, school, grocery
store)

Comparison: no
intervention or contact
from research team
during the 7-wk
intervention

n =388
Cherkasova et al., 2020 Self-esteem, Very high risk d=0.67
. . Following () Cl(n.a.) Index of Self-
Population: Adults with treatment Esteem (ISE)
ADHD (CC, BP, BA)
Intervention: CBT (12 !
manualized group
sessions) accompanied
by individual coaching + N n=88
- . Self-esteem, Very high risk d=0.48
medication (long acting 3 month follow- P Cl(na) Index of Self-
MPH (Biphentin or h Esteem (ISE)
Concerta) or up (CC, BP, BA) U
amphetamine (Adderall
XR or Vyvanse))
Compalflson: CBT (12 =88
manualized group
sessions) accompanied Self-esteem, Very high risk d=0.61 Index of Self-
by individual coaching 6 month follow- () Clina) Esteem (ISE)
(without medication) up (CC, BP, BA) |
Pan et al., 2022
n=98 Value for T2 (after
Population: adults with Very high risk d=-0.16 the 12-week CBT-
ADHD Self-esteem () Cl(-2.33-0.83) treatment). SES
Intervention: CBT (BP, BA) Follow-up values
Comparison: medication U reported in study.

only
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Gutman et al., 2020

Population: adults with
self-reported diagnosis
of ADHD (20 - 55years),
female

Intervention:
intervention based on
five-part approach
(Gutman & Szczepanski,
2005): helped
participants to establish
routines, organize
personal physical
environments, enhance

No information
regarding

time management skills, A n=2g cz?ncealment,
monitor and regulate Very high risk d=2.82 disbalance of
. Satisfaction o Cl(n.a) medication status COPM
internal and external
sensory, develop (BP, BA, CE) . betwc-:-en
offective stress | intervention and
management skills. 7 control groups.
consecutive weeks
consisted of individual 1-
hr sessions that took
place in home and
community
environments (e.g.,
work, school, grocery
store)
Comparison: no
intervention or contact
from research team
during the 7-wk
intervention
n=98 Value for T2 (after
, Very high risk q=-0.21 the 12-week CBT-
pan Shiimao2? Qol - physical P Cl (-8.15-1.72) treatment). WHOQOL-BREF
(BP, BA) U Follow-up values
Population: adults with reported in study.
ADHD
Ln:;r;::zz)r:.niz;ication . . n=98 Value for T2 (after
only QoL - Very high risk d=-0.38 the 12-week CBT-
[ ) Cl (-9.60 - -0.59) treatment). WHOQOL-BREF

psychological
(BP, BA)

Follow-up values
reported in study.
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n=98

d=-042 Value for T2 (after

Very high risk the 12-week CBT-
Qol - social ) cl ('11;‘:4 . treatment). WHOQOL-BREF
(BP, BA) -28) Follow-up values
| reported in study.
n=98 Value for T2 (after
QoL— Very high risk d=-0.15 the 12-week CBT-
. [ ) Cl (-6.07 - 2.36) treatment). WHOQOL-BREF
environmental
(BP, BA) Follow-up values
U reported in study.

Eddy et al., 2021

Population: emerging
adults with ADHD
attending college (18-30

years)
Intervention: ACCESS
.(csng ro'g;TETA?STER 1 n =250
I(ZztliJ enghase) 8 weekl General well very high risk d=0.26 Participants AIM-A General
ve pha y . () CI(0.01-0.51)  received ACCRSS .
group sessions (90m being Well Being
(BP, ID) after 2 semesters

each) + concurrently
weekly individual
mentoring sessions (30
min). SEMESTER 2
(maintenance phase)

Comparison: delayed
treatment condition
(DTC).

Eddy et al., 2021

Population: emerging

adults with ADHD n =250 AIM-A
attending college (18-30 Interversonal Very high risk d=0.12 Participants Relationshios
years) persof [ ) Cl(-0.13-0.37)  received ACCRSS P
. relationships and
Intervention: ACCESS (BP, ID) after 2 semesters N
’ Communications

(CBT programm U
including: SEMESTER 1

(active phase) 8 weekly

group sessions (90m

each) + concurrently
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weekly individual
mentoring sessions (30
min). SEMESTER 2
(maintenance phase)

Comparison: delayed
treatment condition
(DTC).

Young et al., 2017

Population: adults with Very high risk n=95

ADHD Social d=.41

Intervention: CBT + functioning ® Cl (n.a.) RATE-S
Medication (BP, BA)

Comparison: medication |

only

Anastopoulos et al.,
2021

Population: college

students with ADHD 18 - .
Improvements in

30 years - clinical change

Intervention: ACCESS n =250 mechanisms

treatm§nt ;Jm}r]net':ilately e, N High Risk d=1.21 evident at end of
(cognitive-behavior ¢ Cl(0.94 - 1.48) active phase and TOAK scores
therapy program knowledge B remained stable

delivered via group (BP) | throughout

treatment and individual maintegnance

mentoring across two phase of ACCESS

semesters)
Comparison: Delayed
Treatment Control
(DTC): one-year delayed
basis.

s n =388
Cherkasova etal, 2020  Organizational yory pigh risk d=1.02 Organization
skills, L
Following o Cl(n.a.) and Activation
Population: Adults with treatment (CC, BP, BA) for Work (OAW)

ADHD |
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Intervention: CBT (12

manualized group Organizational n=2388
sessions) accompanied & Skills Very high risk d=0.69 Organization
by individual coaching + ! o Cl(n.a.) and Activation
L . 3 month follow-
medication (long acting up (CC, BP, BA) for Work (OAW)
MPH (Biphentin or |
Concerta) or
amphetamine (Adderall
ﬁsrﬁr \a/:/i\;ir:-ec):ﬂ (12 n =88
P . ) Organizational Verv high risk d=0.53 Organization
manualized group ] ery high ris zatic
sessions) accompanied skills, P Cl(n.a.) and Activation
o P . 6 month follow- for Work (OAW)
by individual coaching up (CC, BP, BA) U
(without medication)
Eddy et al., 2021 n =250 Learnine and
Academic skills  Very high risk d=0.37 Participants stud stragte o
Population: emerging and strategies - o Cl(0.12 - 0.62) received ACCRSS in\t/entor gz
adults with ADHD Motivation (BP, ID) after 2 semesters (LASSI—;,)
attending college (18-30 |
years)
Intervention: ACCESS
(CBT programm L n=250 .
A kill P L
including: SEMESTER 1 a:jg:::t': sie'ss_ Very high risk d=048 Participants stue;r:'t:agtae”ides
(active phase) 8 weekly Timeg () Cl(0.23-0.73) received ACCRSS in\\//entorygz
i fter 2
group sessions (90m management (BP, ID) after 2 semesters (LASSI-2)
each) + concurrently |
weekly individual
mentoring sessions (30
min). SEMESTER 2 o n =250 Learnine and
(maintenance phase) Academic skills ~ Very high risk d=0.58 Participants stud strfte o
and strategies — o Cl1(0.32-0.83) received ACCRSS in\zlentor g2
Comparison: delayed Test strategies (BP, ID) after 2 semesters y
L ’ (LASSI-2)
treatment condition |
(DTC).
n =250 Learning and
Academic skills  Very high risk d=0.29 Participants stud stragte o
and strategies — ® Cl(0.04-0.54)  received ACCRSS in\zlentorygz
i fter 2
Study aids (BP, ID) | after 2 semesters (LASSI-2)
n =250 Participants
. Very high risk d=0.01 Participants semester Grade
Grade point . .
[ ) Cl (-0.24 - 0.26) received ACCRSS Point Avarages
average (GPA) .
(BP, ID) after 2 semesters (GPA) ranging
U from 0.0 to 4.0
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n =250

Very high risk d=0.05 Participants NL;:;Z?;Of
Earned credits o Cl (-0.20 - 0.30) received ACCRSS
attempted per
(BP, ID) after 2 semesters
’ U semester
Time n=55 E’::f:::jr':?
et e MOS0 e
Solanto et al., 2018 & . o : between Least ON-TOP
planning, 0.06)
. . (BP, BA) Square Mean
. . Participants ’ N
Population: adults with below age 50 U Change scores";
ADHD & blinded rater
Intervention: group CBT
(+ MPH f)r + p.Iacc'et')o) Time n=26 Effect size
Comparison: individual management MD = -6.90 measure:
clinical management (+ or anigzation 8’¢ Very high risk q (_51 4‘0 ’ "Difference
MPH or + placebo) 8 . o ) between Least ON-TOP
planning, 7.60)
. . (BP, BA) Square Mean
Participants ’ Change scores”:
above age 50 U & !

blinded rater

Anastopoulos et al.,
2021

Population: college
students with ADHD 18 -
30 years

Intervention: ACCESS

Improvements in
clinical change

treatment immediately : : n =250 mechanisms
(cognitive-behavior Use of High Risk d=0.81 evident at end of
behavioral q) Cl (0.56-1.07) active phase and SFS scores
therapy program strategies remained stable
delivered via group (BP)
. o | throughout
treatment and individual maintenance
mentoring across two phase of ACCESS
semesters)
Comparison: Delayed
Treatment Control
(DTC): one-year delayed
basis.
Time Effect size
Solanto et al., 2018 n=>55 measure:
management, High Risk MD =2.89 "Difference
Population: adults with organlza.tlon & () Cl (1.40 - 4.40) between Least AISRS-TMOP
ADHD planning, (BP) Square Mean

Intervention: group CBT
(+ MPH or + placebo)

Participants
below age 50

Change scores";
blinded rater
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Comparison: individual . Effect size
Time

clinical management (+ management n=26 measure:
MPH or + placebo) or anigzation 8’1 High Risk MD =0.90 "Difference
& . q) Cl(-1.30-3.10) between Least AISRS-IN
planning,
Participants (BP) Square Mean
U Change scores";

above age 50 blinded rater

Gutman et al., 2020

Population: adults with
self-reported diagnosis
of ADHD (20 - 55years),
female

Intervention:
intervention based on
five-part approach
(Gutman & Szczepanski,
2005): helped
participants to establish
routines, organize

. No information
personal physical

. regarding
environments, enhance n=23 concealment
time.management skills, . Very high risk d=-2.66 disbalance of
monitor and regulate Perceived P Cl (n.a.) medication status PSS
internal and external stress o
(BP, BA, CE) between

sensory, develop
effective stress
management skills. 7
consecutive weeks
consisted of individual 1-
hr sessions that took
place in home and
community
environments (e.g.,
work, school, grocery
store)

Comparison: no
intervention or contact
from research team
during the 7-wk
intervention

| intervention and
control groups.

Lam et al., 2019
Data incomplete

Population: adults with n=251 due to loss at
High Risk =- -
ADHD . Problems with MD =-.30 follow-up, but CAARS-O:L
Intervention: q) Cl (-1.3-.70) authors state:
. self-concept

manualized 12-week CBT (BP) nevertheless,

U psychosocial and
Comparison: parallel clinical baseline
Support group characteristics of
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subsample
assessed
descriptively
similar to baseline
participants

Anastopoulos et al.,
2021

Population: college
students with ADHD 18 -
30 years

Intervention: ACCESS
treatment immediately
(cognitive-behavior
therapy program
delivered via group
treatment and individual
mentoring across two
semesters)

Comparison: Delayed
Treatment Control
(DTC): one-year delayed
basis.

Depression
symptoms

High Risk
D

(BP)

n =250
d=.24
Cl (-.01 - .49)

U

Although
emotional
functioning did
not improve,
clinically
interesting that
depression and
anxiety levels
seemed to
stabilize for
ACCESS
participants, while
worsening for DTC
participants

BDI-II

Anxiety

High Risk

>

(BP)

n =250
d=.33
Cl (.08 - .58)

Although
emotional
functioning did
not improve,
clinically
interesting that
depression and
anxiety levels
seemed to
stabilize for
ACCESS
participants, while
worsening for DTC
participants

BAI scores

Maladaptive
thinking

High Risk
D
(BP)

n =250
d=.50
Cl (.25-.75)

Improvements in
clinical change
mechanisms were
evident at end of
active phase and
remained stable
throughout
maintenance
phase of ACCESS

ACS-CV scores
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n=98 Value for T2 (after
Very high risk d=.68 12-week CBT-
Anxiety o Cl(2.52-7.52) treatment). SAS
(BP, BA) Follow-up values
| reported in study.
n=98 Value for T2 (after
Very high risk d=.50 12-week CBT-
State anxiety o Cl(1.88-9.13) treatment). STAI
(BP, BA) Follow-up values
| reported in study.
P 1., 2022
anetal, 20 n=98 Value for T2 (after
Very high risk d=.52 12-week CBT-
Population: Adul ith '
AODZl:)atlon dults wit Trait anxiety o Cl (1.7 - 7.68) treatment). STAI
Intervention: CBT (BP, BA) | r|;0|(I)or\':(/e-cli”i3antll:J§s
Comparison: Medication P v
only
n=98 Value for T2 (after
Dysfunctional P Cl (-3.07 - treatment). DAS
attitudes 11.52) Follow-up values
(BP, BA) reported in study.
V)
n=98 Value for T2 (after
Very high risk d=.22 12-week CBT-
Thoughts [ ) Cl (-2.09 - 9.99) treatment). ATQ
(BP, BA) Follow-up values
u reported in study.
n=95
£ | Very high risk d=.32
motiona
Y o .a. -
oung et al., 2017 control [ ) Cl(n.a.) RATE-S
(BP, BA)
Population: Adults with |
ADHD
Intervention: CBT +
Medication n=95
Comparison: Medication Very high risk d=.50
only Antisocial scale o Cl(n.a.) RATE-S
(BP, BA)
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Anmerkung. n = Anzahl der Versuchspersonen. SG = sequence generation, CC = concealment, BP =
blinding participants, BA = blinding assessors, ID = incomplete data, OR = outcome reporting, CE = carry
over effects, SX = stopped early, UM = unvalidated measures, Ol = other issue.
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1.3.4.4. In welchem Format sollten psychosoziale Interventionen bei Erwachsenen mit ADHS angeboten
werden?

1344.A

Beriicksichtigte Endpunktkategorien: Meta-Analysen
Kognitiv behaviorale Therapie (CBT, DBT, MBCT):
Gesamtaussagesicherheit

Endpunktkategorien MAs m der Evidenz

ADHS Symptome gesamt (S)
ADHS Symptome gesamt (KL)
Aufmerksamkeit (S)
Aufmerksamkeit (KL)
Aufmerksamkeit (KU)
Hyperaktivitat/Impulsivitat (S)

Schwach/sehr
schwach

Hyperaktivitat/Impulsivitat (KL)
Hyperaktivitat/Impulsivitat (KU)
Klinischer Gesamteindruck (KL)
Funktionalitat (S)
Selbstwertgefuhl (U)
Lebensqualitat (U)

P P P, NP RPN PR RPN WD
P PN W R W, WO

Anmerkung. MAs = Anzahl der Meta-Analysen, m = Anzahl der Endpunkte innerhalb dieser Endpunktkategorie. E =
Elternurteil, KL = Kliniker*innenurteil, KU = Kombiniertes Urteil, L = Lehrer*innenurteil, S = Selbsturteil, T = kognitive Tests,
U = Unbekanntes Urteil.

Beriicksichtigte Endpunktkategorien: Meta-Analysen
Verschiedene psychosoziale Interventionen kombiniert:

Gesamtaussagesicherheit

Endpunktkategorien der Evidenz

ADHS Symptome gesamt (S)
ADHS Symptome gesamt (KL)
Aufmerksamkeit (S)
Aufmerksamkeit (KL)
Hyperaktivitit/Impulsivitit (S)
Hyperaktivitat/Impulsivitat (KL)

Schwach/
sehr schwach

Klinischer Gesamteindruck (KL)
Funktionalitat (S)

N N = e L S et
N N N N N N © L

Anmerkung. MAs = Anzahl der Meta-Analysen, m = Anzahl der Endpunkte innerhalb dieser Endpunktkategorie. E
= Elternurteil, KL = Kliniker*innenurteil, KU = Kombiniertes Urteil, L = Lehrer*innenurteil, S = Selbsturteil, T =
kognitive Tests, U = Unbekanntes Urteil.

Beriicksichtigte Endpunktkategorien: RCTs
Kognitiv behaviorale Therapie (CBT):

Endpunktkategorien RCTs m Gesan.ntaussagesmherh
eit der Evidenz

ADHS Symptome gesamt (S) 6 8
ADHD Symptome gesamt (KL)



Aufmerksamkeit (S)
Aufmerksamkeit (KL)
Hyperaktivitat/Impulsivitat (S)
Hyperaktivitdt/Impulsivitat (KL)

P PR NN W
w N NN B

Klinischer Gesamteindruck (KL)

Anmerkung. RCTs = Anzahl der randomisierten kontrollierten Studien, m = Anzahl der Endpunkte innerhalb
dieser Endpunktkategorie. E = Elternurteil, KL = Kliniker*innenurteil, KU = Kombiniertes Urteil, L =
Lehrer*innenurteil, S = Selbsturteil, T = kognitive Tests, U = Unbekanntes Urteil.

Summary of Findings Tabelle: Meta-Analysen
Kognitiv behaviorale Therapie (CBT, DBT, MBCT):

Aussagesicherheit " Mess-
Effektstarke Kommentare .
(GRADE) instrument

ADHS Symptome gesamt. Selbsturteil

Referenz Endpunkt

Controlled and

Knouse et al., open trials;
2017 treatment

. n =896, k = compared with
Population: adults 19 active control
with ADHD, Moderate - 65 group showed
medicated and ADHD symptoms o000 al (944'_ 86) significantly n.a.
unmedicated, > 18 (1C) ’ ’ smaller effect
years | sizes (g = 0.35)
Intervention: than treatment
cognitive with not active
behavioral control group (g
treatment (CBT, =0.79).
DBT, MBCT,
psychoeducation,
OTMB, iCBT, Controlled and
group open trials;
rehabilitation), n= 63518’ k= medication
individual or status
group therapy ADHD symptoms, '\gggact; g =1.00 significant n.a.

. Pre-posttreatment Cl(.84-1.16)
Comparison: (1C) moderator of
active or passive | treatment
control effect size

(three studies
treating




unmedicated
participants g =
1.33, six studies

treating only

medicated

participants g =
0.20, 22 studies
treating mixed
medicated and

unmedicated
participants (g =

0.89).

Liu et al., 2023

Population: adults
with ADHD,
parallel stable
medication, > 18
years
Intervention:
cognitive
behavioral
therapy (CBT,
MBCT, DBT,
internet based
CBT); individual,
group or online
setting
Comparison:
treatment as
usual, waitlist,
active control
(nondirective
therapy or with no
specific strategy
intervention)

ADHD total symptoms

Very Low

®O00
(R, 1C)

n=2090, k =
26
SMD =-.43
Cl (-52--
34)

Trim and fill
corrected value
used; high
quality of
evidence in the
studies

CAARS,
BCSS, ADHS-
RS, ASRS,
BADDS

Tourjman et al.,
2022

Population: adults
with ADHD, > 21
years
Intervention: CBT,
MBCT, internet
therapy, meta-
cognitive therapy
(group or
individual)
Comparison:
waitlist, treatment
as usual,
relaxation training
and emotional

ADHD,
CBT vs. control

Moderate
o] @)
(R)

n=n.a., k=7
SMD = .83
Cl(.52-1.14)

Result of the
three-meta-
analyses. No N
reported, only
number of
effect sizes
(n=35).

CAARS,
ADHS-RS,
CSS, BSC,

RATE-S,
BAS, ON-

TOP




support or group
support

Young et al., 2020 n=260,k=5 K-SADS,
Low SMD = .76 ADHD-CCS
ADHD ; !
Population: adults BTve sv‘\’;"ifit:"l’i; o000 Cl(21-1.31) ADHD-RS,
with ADHD, ' & (R, IC) ASRS, ADHD
medicated and | checklist
unmedicated, > 18
years
Intervention:
cognitive
behavioural n=260,k=5
therapy, individual Low SMD = .76
or group ADHD symptoms, o000 Cl(.21-1.31) ADHD-RS,
Comparison: CBT vs. active control (R, 1) AISRS
waitlist, active ! l
control
(psychoeducation,
PMR)
ADHS Symptome gesamt. Kliniker*innenurteil
Randomized vs.
Knouse et. al., .
nonrandomized
2017 L
trials included,
Population: adults :;eatrmj::ith
with ADHD, compare
. n=444,k=6 active control
medicated and g=.57 group showed
unmedicated, > 18 High - o n.a.
! ADHD symptoms Cl(.25-.89 significantl
years ymp OO ( ) g y
. smaller effect
Intervention: .
", | sizes (g =0.20)
cognitive
. than treatment
behavioral with not active
treatment (CBT, control group |
DBT, MBCT, ’ 0g78) Pis
psychoeducation, TRk
OTMB, iCBT,
group _ _
rehabilitation), n=na,k=7
individual or g =1.40 Randomized vs
ADHD symptoms, High Cl(1.10 - o
group therapy Pre- vs. posttreatment OODD 1.71) nonrandomized n.a.
Comparison: ‘P ) trials included
active or passive |
control
Liu et al., 2023
. n=1113, k= Trim and fill
Population: adults 10 corrected value
with ADHD, Very low SMD =-.34 used: high CAARS,
parallel stable ADHD total symptoms 1000 Cl(-.47 - - uaI;t if BCSS, ADHS-
medication, >18 (R, IC) 22) quality RS, AISRS
evidence in the
years i
. studies
Intervention: V)

cognitive




behavioral
therapy (CBT,
MBCT, DBT,
internet-based
CBT); individual
and group setting
or online therapy
Comparison:
treatment as
usual, waitlist,
active control
(nondirective
therapy or with no
specific strategy
intervention)

Tourjman et. al.,
2022

Population: adults
with ADHD, > 21
years
Intervention: CBT,
MBCT, internet

n=n.a., k=4

Result of the

therapy, meta- Moder SMD = .51 three-mgta-
cognifiz//e therapy ADHD, GBOG(;(EEB?)e Cl (.18 - .84) analysis. WRAADDS,
CBT vs. control Number of CGl, AISRS
(group or (R) )
individual) | effect sizes (n =
. 18).
Comparison:
waitlist, treatment
as usual,
relaxation training
and emotional
support or group
support
Aufmerksamkeit. Selbsturteil
Knouse et al., Randomized vs.
2017 nonrandomized
(controlled and
Population: adults open trials)
with ADHD, included,
medicated and n=n.a., k= medication
unmedicated, > 18 11 allowed,
years . Moderate g=.77 treatment
Intervention: Inattention GBEBI?O Cl(.48-1.07) compared with n-a
cognitive (16 active control
behavioral | group showed
treatment (CBT, significantly
DBT, MBCT, smaller effect
psychoeducation, sizes (g =0.26)
OTMB, iCBT, than treatment

group

with not active




rehabilitation),
individual or
group therapy
Comparison:
active or passive
control

control group (g
=0.95).

n =396, k =

Randomized vs.
nonrandomized
(controlled and

20 o'pen trials)
Inattention, Moderate g=1.16 rrl:e(jiuc(:(tei%n n.a
Pre- vs. posttreatment 696580 Cl(.94-1.38) allowed, studies
I excluded if
participants
received new
medication.
Liu et al., 2023
Population: adults
with ADHD,
parallel stable
medication, >18
years
Intervention:
cognitive
behavioral n= 1?‘:’30' k= Trim and fill
her BT rr val
e o aylou  swp=-z7 DAL o
. ’ ’ Inattention symptoms 10010 Cl(-.47 - - T BCSS, ADHS-
internet-based (R, 1) 27) quality of RS AISRS
CBT); individual ! ’ evidence in the !
and group setting | studies.
or online therapy
Comparison:
treatment as
usual, waitlist,
active control
(nondirective
therapy or with no
specific strategy
intervention)
Aufmerksamkeit. Kliniker*innenurteil
Liu et al., 2023
Population: adults
‘r’;’;trzlf;??tziﬂe n=990,k=8  Trim and fill
medication, >18 Very low Sé\lﬂ([_) ;6_2_7 Eg;;e_c;e:d\;ar:i CAARS,
years Inattention symptoms 1000 1'4 ’ litv of BCSS, ADHS-
Intervention: (R, 1C) 14) 'qua |ty.o RS, AISRS
cognitive ewdence. in the
. | studies
behavioral
therapy (CBT,
MBCT, DBT,

internet-based




CBT); individual
and group setting
or online therapy
Comparison:
treatment as
usual, waitlist,
active control
(nondirective
therapy or with no
specific strategy
intervention)

Aufmerksamkeit. Kombiniertes Urteil

Tourjman et al.,
2022

Population: adults
with ADHD, > 21

:/::errsvention- Result of the CAARS,
CBT, MBCT, N=na, k=6 1 e meta- ADHD-SR,
inte,rnet th(lara Low VD= 7R analysis. No N WRAADDS,
meta-co nitiv:y, Inattention OO0 ca1- re o\;tet;l onl BCS, G55,
8 CBT vs. control 1.11) POTIEd, ONY  AISRS-IN,
therapy (group or (R) number of BAS. ON-
sl et rop e
mparison: s, CGl
waitlist, treatment
as usual,
relaxation training
and emotional
support or group
support
Hyperaktivitdt/Impulsivitit. Selbsturteil
Randomized vs.
Knouse et al., :
2017 nonrandomized
(controlled and
ial
Population: adults o.pen trials)
. included,
with ADHD,
. n=n.a., k=9 treatment
medicated and .
. g=.33 compared with
unmedicated, > 18 . .
ears Hyperactivity/impulsivity High C1(13-.53) active control n.a
y . SODD group showed e
Intervention: -
. | significantly
cognitive
. smaller effect
behavioral sizes (g = 0.26)
treatment (CBT, than ti;tn'\ent
DBT, MBCT, . .
. with not active
psychoeducation, control group (g
OTMB, iCBT, =0.95).
group
rehabilitation),
individual
IgnroIL\J/;) tuhaerc;;y Hyperactivity/impulsivity High n=338 k= Randomizedvs. n.a
’ 1 . ..
Comparison: Pre-posttreatment OO 8 nonrandomized

(controlled and




active or passive
control

Cl (.48 - .87) open trials)
included,
| treatment
compared with
active control
group showed
significantly
smaller effect
sizes (g = 0.26)
than treatment
with not active
control group (g
=0.95).

Liu et al., 2023

Population: adults
with ADHD,
parallel stable
medication, >18
years
Intervention:
cognitive
behavioral
therapy (CBT,
MBCT, DBT,
internet-based
CBT); individual
and group setting
or online therapy
Comparison:
treatment as
usual, waitlist,
active control
(nondirective
therapy or with no
specific strategy
intervention)

Hyperactivity/impulsivity

Low

CLO@)
(R, IC)

n=854,k=6
SMD =-.29 Moderate
Cl(-.54-- quality of
.05) evidence in the
studies

CAARS,
BCSS, ADHS-
RS, AISRS

Hyperaktivitat/Impulsivitat. Kliniker*innenurteil

Liu et al., 2023

Population: adults
with ADHD,
parallel stable
medication, >18
years Hyperactivity/Impulsivity
Intervention:
cognitive
behavioral
therapy (CBT,
MBCT, DBT,
internet-based
CBT); individual

Low

1100
(R, IC)

n=854,k=6
SMD =-.29 Moderate
Cl(-.54 - - quality of
.05) evidence in
studies

CAARS,
BCSS, ADHS-
RS, AISRS




and group setting
or online therapy
Comparison:
treatment as
usual, waitlist,
active control
(nondirective
therapy or with no
specific strategy
intervention)

Hyperaktivitidt/Impulsivitit. Kombiniertes Urteil

Tourjman et al.,
2022

Population: adults
with ADHD, > 21
years

Intervention: CBT, CAARS,
MBCT, internet n=na, k=7 ADHD-SR,
thera'p.y, meta- Hyperactivity/Impulsivity Moderate SMD = 51 Result of the WRAADDS,
cognitive therapy CBT vs. control o1 1@) C1 (.18 - .84) three-meta- BCS, CSS,
(group or ’ (R) ’ ] analysis. AISRS-IN,
individual) | BAS, ON-
Comparison: TOP, RATE-
waitlist, treatment S, CGl
as usual,
relaxation training
and emotional
support or group
support
Klinischer Gesamteindruck. Kliniker*innenurteil

Knouse et al., Randomized vs.
2017 nonrandomized

(controlled and
Population: adults open trials),
with ADHD, treatment
medicated and n=n.a., k=5 compared with
unmedicated, > 18 Low g=.51 active control
years CGl +1210)0) Cl(.13-.88) group n.a.
Intervention: (I1C) significantly
cognitive 1 smaller effect
behavioral sizes (g =0.13)
treatment (CBT, than treatment
DBT, MBCT, with not active
psychoeducation, control group (g
OTMB, iCBT, =0.80).
group
rehabilitation),
individual or Randomized vs.
group therapy Cal, High n=n.a., k=7 nonrandomized
Comparison: Pre-posttreatment ODDD g=1.12 (controlled and n-a
active or passive Cl(.79-1.43) open trials),

control

medication




allowed, studies
excluded if
participants
received new

medication.
Liu et al., 2023
Population: adults
with ADHD,
parallel stable
medication, >18
years
Intervention:
cognitive
behavioral n=779, k=7 Trim and fill
therapy (CBT, SMD R84 gmeorreled Wiue
MBCT, DBT, Clinical global impression Low C1 {487} used; high n.a.
internet-based (CGI) 1:10]@) .19) quaI;ty of
CBT); individual (1C) . .
and group setting | ewden.ce n
. studies
or online therapy
Comparison:
treatment as
usual, waitlist,
active control
(nondirective
therapy or with no
specific strategy
intervention)
Funktionalitat. Selbsturteil

Knouse et al., Randomized vs.
2017 nonrandomized

(controlled and
Population: adults open trials),
with ADHD, studies
medicated and excluded if
unmedicated, > 18 participants
years received new

. n=n.a., k= -

Intervention: 10 medication,
cognitive Moderate - 51 randomization
behavioral Functioning 1o1]@) al (gz3._ 79) status only n.a.
treatment (CBT, (R) ’ ’ significant
DBT, MBCT, | moderator of
psychoeducation, self-reported
OTMB, iCBT, functioning,
group when effect size
rehabilitation), for
individual or nonrandomized
group therapy study (g = 1.29,
Comparison: n = 1) was larger

active or passive
control

than for
randomized




studies (g =.40;
n=9).

Randomized vs.
nonrandomized
n=389, k= (controlled and

17 open trials),
I Low N
Functioning, a0 g=.73 medication na
Pre-posttreatment (10) Cl (.46 -1.00) allowed, studies o
excluded if

| participants
received new
medication.

Liu et al., 2023

Population: adults
with ADHD,
parallel stable
medication, >18

years

Intervention:

cognitive

behavioral

therapy (CBT, n=337,k=4 Moderate

MBCT, DBT by, SMD =0.38 quality of

internet-baced Self-esteem @e?lg))o Cl (.01-.76) evidence in CAARS
CBT); individual studies

and group setting I

or online therapy
Comparison:
treatment as
usual, waitlist,
active control
(nondirective
therapy or with no
specific strategy
intervention)

Liu et al., 2023

Population: adults
with ADHD, n=654,k=9

parallel stable Low SMD =0.36 ML?adIi?(raZ? CAARS,
medication, >18 Quality of Life 1:1010) Cl (.13 - .59) quality o BCSS,
evidence in

years (R) . ADHD-RS
. studies

Intervention: |

cognitive

behavioral

therapy (CBT,

MBCT, DBT,



internet-based
CBT); individual
and group setting
or online therapy
Comparison:
treatment as
usual, waitlist,
active control
(nondirective
therapy or with no
specific strategy
intervention)

Anmerkung. n = Anzahl der Versuchspersonen, k = Anzahl der inkludierten Primarstudien. R = risk of bias, IC =
inconsistency, ID = indirectness, IP = imprecision, P = publication bias.

Summary of Findings Tabelle: Meta-Analysen
Multiple psychosoziale Interventionen kombiniert:

Aussagesicherheit . Mess-
(GRADE) Effektstarke Kommentare T

Referenz Endpunkt

ADHS Symptome. Selbsturteil

RCTs + three
uncontrolled
single-group
studies; 50%
of treatment
Lopez-Pinar et. al., groups CBT
2018 andl\iSB%TDBT;
i n =680, k= Biofeegb,ack
Population: adults 12
with ADHD, > 18 SMD = .86 (BF|_3), or
years, medicated ADHD total symptoms, very Low Cl(66—  Ccombination
or unmedicated Treated and controls, GBCR)%O 1.07) of CBT alhdd na.
Intervention: Long-term (R, 1C) DBT app (l)e
psychosocial I for §.33 %.
treatment Higher
specifically perce.n.tage of
designed for ADHD partlu.pan.ts
(CBT, MBCT, on meqlcat|on
Biofeedback, DBT) Predlcted
Comparison: active higher ES on
control (non- between-
specific grqups apd
intervention), within-subject.
waitlist, treatment
as usual h=513 k-8
ADHD total symptoms, Low SMD = .40 . .
Cl (-.05 - .85) Trim and fill
Between group, 1 10]0)
cor-rected n.a.
Long-term (IC, IP)

U values




n =409, k =

14
ADHD total symptoms, Very Low SMD =1.09
Within group, o000 Cl(.85— RCTs and non n.a.
Long-term (R, 1C) 1.32) RCTs
1
n=n.a., k=
20
Very low SMD = .55
ADHD core symptoms, 000 Cl(-1.24 - RCTs n.a.
CBT vs. control (R, IP) 0.14)
U
Ostinelli et al.,
2025 n=n.a., k=8
Very low SV
Population: adults ADHD core symptoms, o000 Cl(-1.17 - RCTs n.a
(aged =18 years) DBT vs. control .16) o
: (R, IP)
with a formal
diagnosis of ADHD U
Intervention: CBT,
DBT, Mindfulness,
Psychoeducation, n=260, k=7
Relaxation therapy ADHD core symptoms, Very low SMD = -.08
(at Igast four Mindfulness \VIS. ZOntroI 1000 Cl (-.79 - .64) RCTs n.a.
sessions for (R, IP)
psychological U
therapies)
Comparison:
psychological n=n.a.,k=6
placebo (sham), ADHD core symptoms, Very low SMD = .14
TAU, waitlist Psychoeducation vs. o000 Cl (-.65 - .94) RCTs n.a.
Control (R, IP)
U
n=n.a., k=2
ADHD core symp-toms, Low SMD = .86
Relaxation therapy vs. +1210)0) Cl (.07 - 1.65) RCTs n.a.
control (R)
(o
Tourjman et. al., Result for
2022 adult CAARS,
population of ADHD-SR,
n=52,k=7 the three- BCS
Population: adults ADHD total symptoms, Low SMD = .74 . !
with ADHD, > 21 All interventions, 00 Cl (.49 -.99) meta-analysis,  WRAADDS,
No N CSS, AISRS-
years Long-term (R, P)

reported, only IN, BAS, ON-
number of TOP, RATE-
effect sizes S, CGlI
(n=52).

Intervention: CBT, |
MBCT, internet

therapy, meta-

cognitive therapy




(group or
individual)
Comparison:
waitlist, treatment
as usual, relaxation
training and
emotional support
or group support

ADHS Symptome. Kliniker*innenurteil

Lopez-Pinar et. al.,

2018 n=393, k=4
ADHD total symptoms Low SMD = .38
Population: adults All interventions, @6(980 C1(.68-1.27) j-2-
with ADHD, > 18 Long-term |
years, medicated
or unmedicated
rentor
E)rgatment ADHD total symptoms, Very Low SMD = .07 Trim ad fill
specifically Between group, o000 Cl (-.39 - .53) corrected n.a.
- IC, IP
designed for ADHD Long-term (IC,1P) U values
(CBT, MBCT,
Biofeedback, DBT)
contol o n=197, k=5
specific ADHD total symptoms, High SMD =1.18
. . Within group, Cl (.90 - 1.46) n.a.
mtgryenhon), Long-term CODD
waitlist, treatment I
as usual
Ostinelli et al., n=n.a., k=
2025 20
ADHD core symptoms, '\é';e‘;gg SMD =.76 .
Population: adults CBT vs. control R) Cl (.26 - 1.26) B
(aged 218 years)
with a formal |
diagnosis of ADHD
Intervention: CBT,
DBT, Mindfulness, n=n.a., k=8
Psychoeducation, Low SMD =.20
Relaxation therapy ADHD core symptoms, 1 10]@) Cl(-.17 - .57) n.a.
(at least four DBT vs. control (R, IP)
sessions for U
psychological
therapies)
Comparison: n=n.a,k=7
psychological Moderate SMD =-.08
ADHD core symptoms,
placebo '(sham), Mindfulness vs. control ®000 Cl(-79-.64) n-a.
TAU, waitlist (R)
|
ADHD core symptoms, Moderate n=na. k=6
Psychoeducation vs. Clel@) o n.a.

control

(R)

SMD = .14
Cl (-.65-.94)




n=n.a., k=2

ADHD core symp-toms, Low Sé\lﬂ (L?l_ 0124
Relaxation therapy vs. OO0 53) n.a.
placebo (R, IP) ’
U
Aufmerksambkeit. Selbsturteil
Lopez-Pinar et. al., n=446,k=7
2018 Inattention, Very Low SMD = .36 Trim and fill
Between group, o000 Cl (-.01-.73) corrected n.a.
Population: adults Long-term (R, 1C) values used
with ADHD, > 18 |
years, medicated
or unmedicated
Intervention:
psychosocial
treatment
specifically
designed for ADHD A _
(CBT, MBCT, Inattention, Moderate nS;\/IZE;li'll(S_ZS Trim and fill
Biofeedback, DBT) Within group, 11]@) T corrected n.a.
. . Cl (.99 - 1.64)
Comparison: active Long-term (R) values used
control (non- |
specific
intervention),
waitlist, treatment
as usual
Aufmerksamkeit. Kliniker*innenurteil
Lopez-Pinar et. al.,
2018 n=282,k=3
Inattention, Very Low SMD = .14
Population: adults Between group, 1000 Cl (-.29 - .58) n.a.
with ADHD, > 18 Long-term (IC, IP) U
years, medicated
or unmedicated
Intervention:
psychosocial
treatment
specifically
designed for ADHD
(CBT, MBCT, n=153,k=3
Biofeedback, DBT) Inattention, High SMD = .95 Trim an fill
Comparison: active Within group, ODOD Cl(.72-1.19) corrected n.a.
Long-term values used

control (non-
specific
intervention),
waitlist, treatment
as usual




Hyperaktivitidt/Impulsivitit. Selbsturteil

Lopez-Pinar et. al., n=406,k=6
2018 Hyperactivity/Impulsivity, Very Low 52\:7[(7 1_8'6_6 Trim an fill
Population: adults Between group, 1000 1.14) corrected n.a.
with ADHD, > 18 Long-term (R, 1C) values used
years, medicated |
or unmedicated
Intervention:
psychosocial
treatment
specifically
designed for ADHD n=227,k=7
fBCIE;eI\;I:g:I;, DBT) Hyperac.tiv!-ty/ Impulsivit, Low Sg(D 5 9'33
. ) Within group, OO n.a.
Comparison: active 1.08)
Long-term (R, 1C)
control (non-
specific 1
intervention),
waitlist, treatment
as usual
Hyperaktivitat/Impulsivitat. Kliniker*innenurteil
Lopez-Pinar et. al.,
2018 . . n=291,k=3
Hyperactivity/Impulsivity Very Low SMD = .16 Trim an fill
Population: adults ! 1000 Cl (-.27 - .59) corrected n.a.
witr:1 ADHD, > 18 Between group, (1C, 1P) values used
. Long-term
years, medicated )
or unmedicated
Intervention:
psychosocial
treatment
specifically
designed for ADHD
(CBT, MBCT, Hyperactivi- n=149, k=3
Biofeedback, DBT) ty/Impulsivity, High SMD = .96 Trim an fill
Comparison: active Within group, OPODD Cl (.50-1.42) corrected n.a.
control (non- Long-term values used
specific I
intervention),
waitlist, treatment
as usual
Klinischer Gesamteindruck. Kliniker*innenurteil
Lopez-Pinar et. al., n=392,k=5
2018 CaGl, Moderate SMD = .44
Between group, 112 1@) Cl (.14 - .74) n.a.
Population: adults Long-term (1C)
with ADHD, > 18 |
years, medicated
or unmedicated CGl, High
Intervention: Within group, n=194,k=5 n.a.
psychosocial Long-term OO SMD =1.20




treatment
specifically
designed for ADHD
(CBT, MBCT,
Biofeedback, DBT)
Comparison: active
control (non-
specific
intervention),
waitlist, treatment
as usual

C1(.93-1.48)

Funktionalitat. Selbsturteil

Lopez-Pinar et. al.,
2018

Population: adults
with ADHD, > 18
years, medicated
or unmedicated
Intervention:
psychosocial
treatment
specifically
designed for ADHD
(CBT, MBCT,
Biofeedback, DBT)
Comparison: active

Global functioning,
Between group,
Long-term

Low

®a00
(R, 1C)

n=102,k=3
SMD = .76
Cl (.23 -1.28)

n.a.

Global functioning,
Between group,
Long-term

Very Low

o000
(R, IC, IP)

n=102, k=4
SMD = .58

Cl(.25-.92)

RCTs and non
RCTs

n.a.

control (non- 1
specific

intervention),

waitlist, treatment

as usual

Anmerkung. n = Anzahl der Versuchspersonen, k = Anzahl der inkludierten Primarstudien. R =risk of bias, IC =
inconsistency, ID = indirectness, IP = imprecision, P = publication bias.

Summary of Findings Tabelle: RCTs
Kognitiv behaviorale Therapie (CPT):

Mess-

Effektstarke .
instrument

Referenz Risk of Bias Kommentare

Endpunkt

ADHS Symptome gesamt. Selbsturteil

Reductions in
ADHD symptoms
were evident at

Anastopoulos et al.,
2021

n =250 end of active
Population: college ’:\I/)r:gt::'rt\asl ngré'RISk Cl (611_5'?965) phase and CAARS, Total
students with ADHD 18 - (BP) ’ ’ remained stable ADHD scores
30 years | throughout
Intervention: ACCESS maintenance
treatment immediately phase of

(cognitive-behavior intervention




therapy program
delivered via group
treatment and individual
mentoring across two
semesters)

Comparison: Delayed
Treatment Control
(DTC): one-year delayed
basis.

Cherkasova et al., 2020 ADHD . . n =288 Barkley’s
High Risk d=.99
. . symptoms, Current ADHD
Population: adults with . o Cl(n.a.)
Following Symptoms Scale
ADHD treatment (CC, BA, BP) (CSS)
Intervention: CBT (12 |
manualized group
sessions) accompanied
by individual coaching + n=288
ADHD P Barkley’s Cur-
medication (long acting Very high risk d=.64 arkiey's tur
. symptoms, rent ADHD
methylphenidate (] Cl(n.a.)
. . 3 month follow- Symptoms Scale
(Biphentin or Concerta) (CC, BP, BA)
) up » OF (Css)
or amphetamine 1
medication (Adderall XR
or Vyvanse))
Compar_lson: CBT (12 ADHD Very hich risk n =388 Barkley’s Cur-
manualized group ery high ris d=.65
. . symptoms, rent ADHD
sessions) accompanied (] Cl (n.a.)
o . 6 month follow- Symptoms Scale
by individual coaching (CC, BP, BA)
. o up V¢ (CsS)
(without medication) I
Gutman et al., 2020
Population: adults with
self-reported diagnosis
of ADHD (20 - 55years),
female
Intervention:
intervention based on
five-part approach
(Gutman & Szczepanski,
2005): helped n=23 Disbalance of
ici i Very high risk - icati
partl.upants to ?stabllsh Total ADHD d=-2.17 medication status
routines, organize ® Cl(n.a.) between ASRS
symptoms

personal physical
environments, enhance
time management skills,
monitor and regulate
internal and external
sensory, develop
effective stress
management skills. 7
consecutive weeks
consisted of individual 1-
hr sessions that took
place in home and
community

(BP, BA, CE)

intervention and
control groups.




environments (e.g.,
work, school, grocery
store)

Comparison: no
intervention or contact
from research team
during the 7-wk
intervention

Pan et al., 2022

Value for T2 (after

. . n=98
,I’-)\ODT-Ilgatlon- aaulte with Total ADHD very high risk d=.34 thetrlezar/nf::t():.BT
Intervention: CBT symptoms * C1(.07-.5.89) Follow-Up values ARHD-RS
(BP, BA) | also reported in
Comparison: treatment study.
as usual
Pan et al., 2022
Value for T2 (after
Population: adults with Verv high risk i o the 12-week CBT-
ADHD Total ADHD ery e T 4= treatment).
Intervention: CBT + symptoms ¢ C1(-37-.10.73) Follow-Up values CAARS-total
Medication (BP, BA) U also reported in
Comparison: treatment study.
as usual
Young et al., 2017
Population: adults with Very high risk n=295
ADHD ADHD ° d=.55 RATE-S
Intervention: CBT + symptoms Cl(n.a.)
Medication (BP, BA)
Comparison: medication |
only
ADHD Symptome gesamt. Kliniker*innenurteil
Cherkasova et al., 2020 n=_88
sygls:)?ns Very high risk d=.64
Population: Adults with L ) Cl(n.a.) n.a.
Following
ADHD treatment (CC, BP, BA)
Intervention: CBT (12 |
manualized group
sessions) accompanied n=288
by individual coaching + ADHD Very high risk d=.56
medication (long acting symptoms, ° Cl (n.a) n.a
MPH (Biphentin or 3-month o
Concerta) or follow-up (CC, BP, BA) |




amphetamine (Adderall
XR or Vyvanse))

=88
Comparison: CBT (12 ADHD Very high risk dn_ 14
manualized group symptoms, C
. . ® Cl (n.a) n.a.

sessions) accompanied 6 month follow-
by individual coaching up (CC, BP, BA)

. o U
(without medication)

Data incomplete
due to loss at
follow up, but
authors state:

n=251 nevertheless,
High Risk MD =-.50 psychosocial and
Total ADHD
sotna1 toms ] Cl (-1.9-.90) clinical baseline CAARS-O:L
ymp (BP) characteristics of
U subsample
Lam et al., 2019 N
descriptively
imil l
Population: Adults with S ;rt}c; b:sfslne
ADHD RarTHIp
Intervention: group CBT
(+ MPH ?r " p.IaC(.ek?o) Data incomplete
Comparison: individual
. due to loss at
clinical management (+ follow up. but
MPH or + placebo) P
authors state:
Decrease in n=251 nevertheless,
total ADHD High Risk OR=1.26 psychosocial and
SYmBLoms J Cl(.75-2.12) clinical baseline CAARS-O:L
ymp (BP) characteristics of
>=30%
U subsample
assessed
descriptively
similar to baseline
participants
Aufmerksamkeit. Selbsturteil
Anastopoulos et al.,
2021
Population: college Reductions in
students with ADHD 18 - ADHD symptoms
30 years =250 were evident at
Intervention: ACCESS . High Risk ) end of active
. . Inattention d=.50
treatment immediately Symptoms [ C1 (.25 - .76) phase and CAARS
(cognitive-behavior ymp (BP) ’ ’ remained stable
therapy program | throughout
delivered via group maintenance
treatment and individual phase of

mentoring across two
semesters)
Comparison: Delayed
Treatment Control

intervention




(DTC): one-year delayed
basis.

Pan et al., 2022

Value for T2 (after

Population: Adults with Very high risk n=98 the 12-week CBT-
ADHD . d=.46 treatment).
Intervention: CBT + Inattention i Cl (.62 -4.47) Follow-Up values ADHD-RS
Medication (BP, BA) also reported in
Comparison: Treatment 1 the study.
as usual
Effect size
Inattention/me /oy hich risk n =55 measure:
Solanto et al., 2018 mory eryhignh s MD = .48 difference
L ° Cl(.70-9) CAARS-Self-IN
Participants between least
Population: Adults with  below age of 50 (BP, BA) square mean
1
ADHD change scores
Intervention: group CBT
(+ MPH or + placebo) n=26 Effect size
Comparison: individual Inatten- ; ; measure:
cIinicZI management (+ tion/memory, very high risk difference
MPH or + placebo) Participants g ¢ (-30-12) between least CAARS-Self-IN
above age of 50 (BP, BA) U square mean
change scores
Aufmerksamkeit. Kliniker*innenurteil
Data incomplete
due to loss at
Lam et al., 2019 follow up, but
authors state:
Population: adults with n=251 nevertheless,
ADHD Inatten- High Risk MD =-.70 psychosocial and
Intervention: tion/memory [ Cl(-2.2 - .80) clinical baseline CAARS-O:L
manualized 12-week problems (BP) characteristics of
CBT U subsample
Comparison: parallel assessed
support group descriptively
similar to baseline
participants
Solanto et al., 2018 n=55 Effect size
i . Inattention, High Risk MD = 3.67 measure:
:g’:gatm"' adults with Participants o Cl (1.48 - 5.86) be(il\jf:;inlz;st AISRS-IN
below age of 50 (BP)

Intervention: group CBT
(+ MPH or + placebo)

square mean
change scores




Comparison: individual
clinical management (+
MPH or + placebo)

o s
Inattention, High Risk MD=1.1 differencé
Participants ] Cl(-2.1-4.3) between least AISRS-IN
above age of 50 (BP) square mean
v change scores
Effect size
. n=55 .
Inattention/me Very high risk MD =519 ?fiasure.
mon, ° Cl(.30- 10.1) erence CAARS-Obs-IN
Participants between least
below age of 50 (BP, BA) | square mean
change scores
=26 Effect sm'a
' Inatten- Very high risk MD = 4.6 (;T\fiasure.
tion/memory, ° Cl(-2.5-11.7) iy o CAARS-Obs-IN
Participants between least
above age of 50 (BP, BA) U square mean

change scores

Hyperaktivitdt/Impulsivitit. Selbsturteil

Anastopoulos et al.,
2021

Population: college
students with ADHD 18 -
30 years

Intervention: ACCESS
treatment immediately
(cognitive-behavior
therapy program
delivered via group
treatment and individual
mentoring across two
semesters)

Comparison: Delayed
Treatment Control
(DTC): one-year delayed
basis.

Hyperactive-
impulsive
symptoms

High Risk
o
(BP)

n =250
d=.16
Cl (-.09 - .41)

U

CAARS HI scores

Pan et al., 2022

Population: adults with
ADHD

Intervention: CBT +
Medication
Comparison: medication
only

Impulsivity/hyp
eractivity

Very high risk
[ J
(BP, BA)

n =250
d=.14
Cl(-.92-2.23)

U

Value for T2 (after
the 12-week CBT-
treatment).
Follow-up values
reported in study.

ADHD-RS

Hyperaktivitdt/Impulsivitat. Kliniker*innenurteil




Lam et al., 2019

Population: adults with
ADHD

Intervention:
manualized 12-week
CBT

Comparison: parallel
support group

Data incomplete
due to loss at
follow up, but
authors state:

n=251 nevertheless,
High Risk MD=-1.4 psychosocial and
] Cl (-2.9-.10) clinical baseline
(BP) characteristics of

U subsample
assessed

descriptively
similar to baseline

participants

Hyperactivity/i
mpulsivity

CAARS-O:L

Data incomplete
due to loss at
follow up, but
authors state:

n=251 nevertheless,
Impulsivity and High Risk MD =-.80 psychosocial and
emotional J Cl (-2.2-.70) clinical baseline
lability (BP) characteristics of

U subsample
assessed

descriptively
similar to baseline

participants

CAARS-O:L

Klinischer Gesamteindruck. Kliniker*innenurteil > Ab hier auch Grading

Lam et al., 2019

Population: adults with
ADHD

Intervention:
manualized 12-week
CBT

Comparison: parallel
support group

Data incomplete
due to loss at
follow up, but
authors state:

n=251 nevertheless,
High Risk OR=0.81 psychosocial and
CGl severity o Cl(0.51-1.28) clinical baseline
(BP) characteristics of

U subsample
assessed

descriptively
similar to baseline

participants

CAARS-O:L

Data incomplete
n =251 due to loss at
OR=0.76 follow up, but
High Risk ao 4;3 '1 21) authors state:
o ) ’ nevertheless,
(BP) psychosocial and
U . .
clinical baseline
characteristics of
subsample
assessed

CGl global
change

CAARS-O:L




descriptively
similar to baseline
participants

Data incomplete
due to loss at
follow up, but
authors state:

n=251
OR = 1.63 nevertheless,
CGl global High Risk C1 (1.03 - 2.59) psychosocial and
assessment of ] ’ ’ clinical baseline CAARS-O:L
effectiveness (BP) | characteristics of
subsample
assessed
descriptively
similar to baseline
participants
Funktionalitat. Selbsturteil
Eddy et al., 2021
Population: emerging
adults with ADHD
attending college (18-30
years)
Intervention: ACCESS
(CBT programm n =250
I(gzltl;\;j;npgr;:sEe'\)ﬂgEs\;,r:eRk?y Daily life Very high risk q (g 1_160;70297) Participants AIM-A
. performance () ’ ' received ACCRSS  Performance/Da
group sessions (90m . . Lo
each) + concurrently with ADHD (BP, ID) | after 2 semesters ily functioning
weekly individual
mentoring sessions (30
min). SEMESTER 2
(maintenance phase)
Comparison: delayed
treatment condition
(DTC).
Gutman et al., 2020
No information
Population: adults with regarding
self-reported diagnosis n=23 concealment,
of ADHD (20 - 55years), Very high risk d=3.04 disbalance of
female Performance (] Cl (n.a) medication status COPM
Intervention: (BP, BA, CE) between

intervention based on
five-part approach
(Gutman & Szczepanski,
2005): helped
participants to establish

intervention and
control groups.




routines, organize
personal physical
environments, enhance
time management skills,
monitor and regulate
internal and external
sensory, develop
effective stress
management skills. 7
consecutive weeks
consisted of individual 1-
hr sessions that took
place in home and
community
environments (e.g.,
work, school, grocery
store)

Comparison: no
intervention or contact
from research team
during the 7-wk
intervention

n =388
Cherkasova et al., 2020 Self-esteem, Very high risk d=0.67
. . Following ® Cl (n.a.) Index of Self-
Population: Adults with treatment Esteem (ISE)
ADHD (CC, BP, BA)
Intervention: CBT (12 I
manualized group
sessions) accompanied
by individual coaching + — n=88
N . Self-esteem, Very high risk d=0.48
medication (long acting 3 month follow- ° Cl(na) Index of Self-
MPH (Biphentin or h Esteem (ISE)
Concerta) or ] (CC, BP, BA) U
amphetamine (Adderall
XR or Vyvanse))
Compalflson: CBT (12 n=88
manualized group _
sessions) accompanied Self-esteem, Very high risk d=061 Index of Self-
by individual coaching 6 month follow- () Cl(na) Esteem (ISE)
(without medication) up (CC, BP, BA) |
Pan et al., 2022
n=98 Value for T2 (after
Population: adults with Very high risk d=-0.16 the 12-week CBT-
ADHD Self-esteem () Cl(-2.33-0.83) treatment). SES
Intervention: CBT (BP, BA) Follow-up values
Comparison: medication U reported in study.

only



Gutman et al., 2020

Population: adults with
self-reported diagnosis
of ADHD (20 - 55years),
female

Intervention:
intervention based on
five-part approach
(Gutman & Szczepanski,
2005): helped
participants to establish
routines, organize
personal physical
environments, enhance

No information
regarding

time management skills - - n=23 concegigert,
monitor and regulate ’ Very high risk d=2.82 disbalance of
. Satisfaction ® Cl (n.a) medication status COPM
internal and external
sensory, develop (BP, BA, CE) . betwgen
offective stress | intervention and
management skills. 7 control groups.
consecutive weeks
consisted of individual 1-
hr sessions that took
place in home and
community
environments (e.g.,
work, school, grocery
store)
Comparison: no
intervention or contact
from research team
during the 7-wk
intervention
Verv hich risk dn=_-(?§1 Value for T2 (after
. ery high ris ' the 12-week CBT-
Qol - physical ° Cl (-8.15-1.72) treatment). WHOQOL-BREF
(BP, BA) U Follow-up values
reported in study.
Pan et al.; QLR n=98 Value for T2 (after
. . Very high risk d=-0.38 the 12-week CBT-
Population: adults with Qol = ° Cl (-9.60 - -0.59) treatment). WHOQOL-BREF
ADHD psychological
Intervention: CBT (BP, BA) FoIIow—up values
. N | reported in study.
Comparison: medication
only
n=98 Value for T2 (after
Very high risk d=-0.42 the 12-week CBT-
Qol - social () c (_11;‘83)4 o treatment). WHOQOL-BREF
(BP, BA) ’ Follow-up values

reported in study.




n=98 Value for T2 (after

QoL— Very high risk d=-0.15 the 12-week CBT-
. (] Cl (-6.07 - 2.36) treatment). WHOQOL-BREF
environmental
(BP, BA) Follow-up values
U reported in study.

Eddy et al., 2021

Population: emerging
adults with ADHD
attending college (18-30

years)
Intervention: ACCESS
gCBch':T ro'g;aETAr:STER 1 n =250
I(21(L;tli‘lvenghase) 8 weekl General well Very high risk d=0.26 Participants AIM-A General
pna Y : ° CI(0.01-0.51)  received ACCRSS .
group sessions (90m being Well Being
(BP, ID) after 2 semesters

each) + concurrently
weekly individual
mentoring sessions (30
min). SEMESTER 2
(maintenance phase)

Comparison: delayed
treatment condition
(DTC).

Eddy et al., 2021

Population: emerging
adults with ADHD
attending college (18-30

years)
Intervention: ACCESS
B
i(rfclzcljoirnog'rsa?Mn;STER 1 e n =250 AIM-A
(active gl;ase) 8 weekl Interpersonal very high risk d=0.12 Participants Relationships
i % persol ° CI(-0.13-0.37)  received ACCRSS P
group sessions (90m relationships and
(BP, ID) after 2 semesters —
each) + concurrently ’ U Communications

weekly individual
mentoring sessions (30
min). SEMESTER 2
(maintenance phase)

Comparison: delayed
treatment condition
(DTC).




Young et al., 2017

Population: adults with
ADHD

Intervention: CBT +
Medication
Comparison: medication
only

Social
functioning

Very high risk
[ ]
(BP, BA)

n=95
d=.41
Cl(n.a.)

RATE-S

Anastopoulos et al.,
2021

Population: college
students with ADHD 18 -
30 years

Intervention: ACCESS
treatment immediately
(cognitive-behavior
therapy program
delivered via group
treatment and individual
mentoring across two
semesters)

Comparison: Delayed
Treatment Control
(DTC): one-year delayed
basis.

ADHD
knowledge

High Risk
o
(BP)

n =250
d=1.21
Cl(0.94 - 1.48)

Improvements in
clinical change
mechanisms
evident at end of
active phase and
remained stable
throughout
maintenance
phase of ACCESS

TOAK scores

Cherkasova et al., 2020

Population: Adults with
ADHD

Intervention: CBT (12
manualized group
sessions) accompanied
by individual coaching +
medication (long acting
MPH (Biphentin or
Concerta) or
amphetamine (Adderall
XR or Vyvanse))
Comparison: CBT (12
manualized group
sessions) accompanied
by individual coaching
(without medication)

Organizational
skills,
Following
treatment

Very high risk
[ ]
(CC, BP, BA)

Organization
and Activation
for Work (OAW)

Organizational
skills,
3 month follow-

up

Very high risk
[ J
(CC, BP, BA)

Organization
and Activation
for Work (OAW)

Organizational
skills,
6 month follow-

up

Very high risk
[ J
(CC, BP, BA)

Organization
and Activation
for Work (OAW)




n =250

Learning and

Academic skills ~ Very high risk d=0.37 Participants .
. . study strategies
and strategies - (] Cl(0.12 - 0.62) received ACCRSS .
Motivation after 2 semesters inventory 2
(BP, ID) : (LASSI-2)
Eddy et al., 2021 L n =250 .
Population: emerging . & ] Cl(0.23-0.73) received ACCRSS . Y &

. Time inventory 2
adults with ADHD management (BP, ID) after 2 semesters (LASSI-2)
attending college (18-30 & |
years)

Intervention: ACCESS

(CBT programm o n =250 Learning and

including: SEMESTER 1 Academic skills ~ Very high risk d=0.58 Participants stud stragte ies

(active phase) 8 weekly and strategies — () Cl (0.32-0.83) received ACCRSS in\\//entor g2

group sessions (90m Test strategies (BP, ID) after 2 semesters (LASSI—;,)

each) + concurrently |

weekly individual

mentoring sessions (30

min). SEMESTER 2 ) ) n =250 Learning and

(maintenance phase) Academic skills ~ Very high risk d=0.29 Participants stud stragte e
and strategies — ° CI(0.04-0.54)  received ACCRSS 19Y &

. . inventory 2
Comparison: delayed Study aids (BP, ID) after 2 semesters

o ’ (LASSI-2)
treatment condition |
(DTC).
. . n =250 Participants
Grade point Very high risk d=0.01 Participants semester Grade
P [ ] Cl (-0.24 - 0.26) received ACCRSS Point Avarages
average (GPA) .
(BP, ID) after 2 semesters (GPA) ranging
u from 0.0 to 4.0
ioh ri n =250 Number of
Very high risk d=0.05 Participants credits
Earned credits ® Cl (-0.20 - 0.30) received ACCRSS
attempted per
(BP, ID) after 2 semesters
’ semester
u
mana.gen.'nent, Very high risk MD =-10.10 "Differenc.e
Solanto et al., 2018 organization & ° €1(-20.20 - between Least ON-TOP
planning, 0.06)
. . (BP, BA) Square Mean
. . Participants ’ "
Population: adults with below age 50 U Change scores";
ADHD & blinded rater
Intervention: group CBT
(+ MPH f)r + p'IaC(.ek?o) Time n=26 Effect size
Comparison: individual management o MD = -6.90 measure:
clinical management (+ or anigzation 8’: Very high risk cl (_21 4'0 i "Difference
MPH or + placebo) & . (] : between Least ON-TOP
planning, 7.60)
. . (BP, BA) Square Mean
Participants ’ Change scores":
above age 50 u & ’

blinded rater




Anastopoulos et al.,
2021

Population: college
students with ADHD 18 -
30 years

Intervention: ACCESS

Improvements in
clinical change

treatment immediately n =250 mechanisms
(cognitive-behavior Use .of High Risk d=0.81 evn'jent at end of
therapy program behavioral ] Cl(0.56 - 1.07) active phase and SFS scores
. . strategies (BP) remained stable
delivered via group | throughout
treatment and individual maintenance
;“ef:;‘s’{;f)a“°ss two phase of ACCESS
Comparison: Delayed
Treatment Control
(DTC): one-year delayed
basis.
Time Effect size
management, High Risk Mgz 52589 "Ir;'fefasure:
o igh Ris =2. ifference
Solanto et al., 2018 °rg;:::it:;" & ) CI(1.40-4.40)  between Least AISRS-TMOP
. . L (BP) Square Mean
Population: adults with Participants | Change scores”;
ADHD below age 50 blinded rater ’
Intervention: group CBT Effect size
(+ MPH or + placebo) Time n=26 measure:
Comparison: individual - management, High Risk MD = 0.90 "Difference
clinical management (+ organization & 9 Cl (-1.30 - 3.10) between Least AISRS-IN
MPH or + placebo) planning, (BP) ' ’ Square Mean
Participants U Change scores";

above age 50

blinded rater

Gutman et al., 2020

Population: adults with
self-reported diagnosis
of ADHD (20 - 55years),
female

Intervention:
intervention based on
five-part approach
(Gutman & Szczepanski,
2005): helped
participants to establish
routines, organize
personal physical
environments, enhance
time management skills,
monitor and regulate
internal and external
sensory, develop

Very high risk
[ ]
(BP, BA, CE)

Perceived
stress

n=23
d=-2.66
Cl(n.a.)

No information
regarding
concealment,
disbalance of
medication status
between
intervention and
control groups.

PSS




effective stress
management skills. 7
consecutive weeks
consisted of individual 1-
hr sessions that took
place in home and
community
environments (e.g.,
work, school, grocery
store)

Comparison: no
intervention or contact
from research team
during the 7-wk
intervention

Lam et al., 2019

Population: adults with
ADHD

Intervention:
manualized 12-week CBT

Problems with
self-concept

Comparison: parallel
Support group

n =251
High Risk MD = -.30
o Cl(-1.3 -.70)
(BP)
U

Data incomplete
due to loss at
follow-up, but
authors state:
nevertheless,

psychosocial and

clinical baseline
characteristics of
subsample
assessed
descriptively
similar to baseline
participants

CAARS-O:L

Anastopoulos et al.,

Although
emotional
functioning did
not improve,

2021 clinically
. . High Risk n=250 interesti.ng that
Population: college Depression 9 d=.24 depression and BDI-Il
students with ADHD 18 - symptoms (BP) Cl (-.01 - .49) anxiety levels
30 years seemed to
Intervention: ACCESS U stabilize for
treatment immediately ACCESS
(cognitive-behavior participants, while
therapy program worsening for DTC
delivered via group participants
treatment and individual
mentoring across two
semesters) Although
Comparison: Delayed =950 emotional
Treatment Control High Risk Z__ ;3 functioning did
(DTC): one-year delayed Anxiety J ’ not improve, BAI scores
. Cl (.08 - .58) .
basis. (BP) clinically

interesting that
depression and
anxiety levels




seemed to
stabilize for
ACCESS
participants, while
worsening for DTC
participants

Improvements in
clinical change

n =250 mechanisms were
Maladaptive High Risk d=.50 evi(?lent at end of
thinking o Cl (.25-.75) active phase and ACS-CV scores
(BP) remained stable
| throughout
maintenance
phase of ACCESS
n=98 Value for T2 (after
Very high risk d=.68 12-week CBT-
Anxiety () Cl(2.52-7.52) treatment). SAS
(BP, BA) Follow-up values
| reported in study.
n=98 Value for T2 (after
Very high risk d=.50 12-week CBT-
State anxiety ® Cl (1.88-9.13) treatment). STAI
(BP, BA) Follow-up values
| reported in study.
Pan et al., 2022
n=98 Value for T2 (after
Population: Adults with Very high risk d=.52 12-week CBT-
ADHD Trait anxiety ® Cl(1.7-7.68) treatment). STAI
Intervention: CBT + (BP, BA) Follow-up values
Medication | reported in study.
Comparison: Medication
only
n=98 Value for T2 (after
Very high risk d=.19 12-week CBT-
Dysfunctional ° Cl (-3.07 - treatment). DAS
attitudes 11.52) Follow-up values
(BP, BA) reported in study.
u
n=98 Value for T2 (after
Very high risk d=.22 12-week CBT-
Thoughts (] Cl (-2.09 - 9.99) treatment). ATQ
(BP, BA) Follow-up values
u reported in study.




n=95

| Very high risk d=.32

E .

Young et al., 2017 motiona ° Cl (n.a) RATE-S

control

(BP, BA)

Population: Adults with |

ADHD

Intervention: CBT +

Medication o n=95

Comparison: Medication Very high risk d=.50

only Antisocial scale ® Cl(n.a.) RATE-S
(BP, BA)

Anmerkung. n = Anzahl der Versuchspersonen. SG = sequence generation, CC = concealment, BP = blinding
participants, BA = blinding assessors, ID = incomplete data, OR = outcome reporting, CE = carry over effects, SX =
stopped early, UM = unvalidated measures, Ol = other issue.
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1.4 Weitere non-pharmakologische Interventionen

1.4.1 Digitale Interventionen
1.4.1.1. Welchen Stellenwert haben digitale Interventionen in der Behandlung von ADHS?

141.1.A



Beriicksichtigte Endpunktkategorien: Meta-Analysen

Gesamtaussagesicherheit

Endpunktkategorien der Evidenz

ADHS Symptome gesamt (KU) 4 4
Aufmerksamkeit (KU) 3 4
Hyperaktivitat/ Impulsivitit (KU) 3 4 Sehr schwach/schwach
Exekutive Funktionen (E) 1 7
Exekutive Funktionen (L) 3 11

Anmerkung. MAs = Anzahl der Meta-Analysen, m = Anzahl der Endpunkte innerhalb dieser Endpunktkategorie. E =
Elternurteil, KL = Kliniker*innenurteil, KU = Kombiniertes Urteil, L = Lehrer*innenurteil, S = Selbsturteil, T = kognitive Tests,
U = Unbekanntes Urteil.

Summary of Findings Tabelle: Meta-Analysen

Aussagesich
g Mess-

instrument

Referenz Endpunkt erheit Effektstarke Kommentare
(GRADE)

ADHS Symptome gesamt. Kombiniertes Urteil

Westswood et al.,

2023
Population:
Children/adolescents
with ADHD. . CRS-R, CPRS-
Intervention: CCT with
an adaptive ADHD Total g2y = 13 R/T, Conners
compo’r)\ent- alone symptoms Very low SMD = .11 Publication bias not  3Al, ADHD-RS,
not in combination or  Children/adolesc ®000 Cl(-02-.24) assessed. Forest DBD-RS, CTRS-
) (R, IP) plot not reported R, EDAH

adjunct to TAU) ents

. . V) (parent), SNAP-
Comparison: Semi- Y
active (non-adaptive ’
CCT), non-active
(treatment as usual
[TAU], wait list control
[WLC]), or placebo pill
(only RCTs)
Hamada et al., 2025
Population: Children
or adolescents (under
18) with ADHD Suberoun: Onl
symptoms (subclinical n=682,k=8 stangdardpg.ame\g ADHD-RS,
ADHD als? cligible) ADHD total Very low SMD = -.06 without addition NF DBD,RS' .
Intervention: OO0 Cl(-.21-.09) ) Conners’ Rating

symptoms or Physical

Computer games (R, 1P) exercise/VR or Scale (parents
delivered through U and teachers)

.. R social element.
digital devices (such

as PCs, tablets).
Comparison: Wait-list,
treatment as usual
(TAU), and sham
interventions (e.g.,




games without anti-
ADHD components)

Liu et al., 2024

Population: Children,
adolescents and
adults with ADHD
Intervention:
Computerized

Cognitive Training n=84,k=3 . .
! N f t ADHD-RS
(CCT), Game-based Total ADHD Very low SMD =-0.79 © informarion '
L regarding RoB, no CAARS, SWAN,
training (GBT), symptoms, 10]0]0) Cl(-1.71-0.13) . .
. publication bias SNAP-1V,
internet-based CCT vs. control (R, IC, IP, P) analvsis done o
training (IBT, based on u y )
CBT/psychoeducation)
, chatbots, brain-
computer interfaces.
Comparison:
Medication, TAU,
other active control
groups, Waitlist
Ren et al., 2023 ADHD
Symptoms
Population: Children (DSM-IV), the
(5 to 16 years) with Conners Rating
y No forest plots Scale, ADHD-
ADHD
Intervention: n=654,k=9 reported. No RS, BRIEF,
e . i information about ~ WFIRS-P, SNAP-
Cognitive intervention . Moderate g=.30 . .
studies using digital Behavior and e C1 (.20 - .40) point estimated IV, DBDRS,
& Cle symptoms ’ ’ variability, SPSRQ-C,
game-based games (R) .
. . overlapping and PedsQL, HSQ,
Comparison: Active I .
. consistent Purpose-
control, passive . . .
. direction. designed
control, both active
. symptom
and passive control frequenc
groups (only RCT q 'y
studies) guestionnaires,
IRS, CGI-I
Aufmerksamkeit. Kombiniertes Urteil
Westswood et al.,
2023
Population: CRS-R, CPRS-
Chiﬁdren/a('iolescents n=>587, k=13 R/T, Conners
with ADHD Inattention, Very low SMD = .15 Publication bias not  3Al, ADHD-RS,
. Children/adolesc 10]0]0) Cl (-.02-.31) assessed. Forest DBD-RS, CTRS-
Intervention: Fully
ents (R, IP) plot not reported R, EDAH
computer-based
R U (parent), SNAP-
procedures with an W

adaptive component
(CCT; alone, not in
combination or
adjunct to TAU)




Comparison: Semi-
active (non-adaptive
CCT), non-active
(treatment as usual
[TAU], wait list control
[WLC]), or placebo pill
(only RCTs)

Hamada et al., 2025

Population: Children
or adolescents (under
18) with ADHD
symptoms (subclinical
ADHD participants

Subgroup: Only

were also eligible) n=665,k=7 ADHD-RS,
Intervention: Very low SMD = -.07 'standard g'a.mes DBDRS,
Computer games Inattention +10]0]0) Cl(-.22-.08) "o} add'ltlon NF Conners’ Rating
delivered through (R, IP) or P.hy5|cal Scale (parents

.. R exercise/VR or
digital devices (such U . and teachers)
as PCs, tablets). social element.
Comparison: Wait-list,
treatment as usual
(TAU), and sham
interventions (e.g.,
games without anti-
ADHD components)
Liu et al., 2024 _ _

Low nS_Mlsz, .I:)_53 No information ADHD-RS,

Population: Children, Inattention, OO0 C1 (-0.92 - -0.08) regarding RoB. No  CAARS, SWAN,
adolescents and CCT vs. control (R, P) ’ publication bias SNAP-IV,
adults with ADHD ’ | analysis done. Conners-3
Intervention:
Computerized
Cognitive Training
(CCT), Game-based
training (GBT), No information
internet-based regarding RoB
training (IBT, based on n=287,k=3 neither pLIJ'bL Bias ADHD-RS,
CBT/psychoeducation) . iantion, Low SMD =-0.44 analysis. "Game- -\ pe SWAN,
, chatbots, brain- GBT vs. control 315100 Cl (-0.73 --0.16) basgd tralnln'g is SNAP-IV,
computer interfaces. (R, P) basically defined Conners-3

Comparison:
Medication, TAU,
other active control
groups, Waitlist

the same as CCt,
but with different
difficulty levels!

Hyperaktivitdt/ Impulsivitit (Kombiniertes Urteil)




Westswood et al.,
2023

Population:
Children/adolescents
with ADHD.
Intervention: Fully
computer-based
procedures with an
adaptive component
(CCT; alone, not in
combination or
adjunct to TAU)
Comparison: Semi-
active (non-adaptive
CCT), non-active
(treatment as usual
[TAU], wait list control
[WLC]), or placebo pill
(only RCTs)

CRS-R, CPRS-
n=587, k=13 R/T, Conners
Very low SMD = .12 Publication bias not  3Al, ADHD-RS,
Hyperactivity 10]0]0) Cl (-.05 - .28) assessed. Forest DBD-RS, CTRS-
(R, IP) plot not reported R, EDAH
U (parent), SNAP-
V.

Hamada et al., 2025

Population: Children

or adolescents (under

18) with ADHD

symptoms (subclinical

ADHD participants

were also eligible) n=667,k=7

Intervention: Hyperactivity/Im Very low SMD =-.06

Subgroup: Only
standard games
without addition NF

ADHD-RS,
DBDRS,

Cortnputer games pulsivity 10/0]0) Cl(-.21-.09) or Physical Conners’ Rating
delivered through (R, IP) . Scale (parents

. . . exercise/VR or
digital devices (such U social element and teachers)
as PCs, tablets). ’
Comparison: Wait-list,
treatment as usual
(TAU), and sham
interventions (e.g.,
games without anti-
ADHD components)
Liu et al., 2024 n=180, k=3 No information ADHD-RS,

Very low SMD =-0.45 .
Hyp./Imp., 000 Cl (-1.04-0.13) regarding RoB CAARS, SWAN,

Population: Children, CCT vs. control (RIC,IP.P) ' ) neither publ. Bias SNAP-1V,
adolescents and T U analysis. Conners-3

adults with ADHD




Intervention:
Computerized
Cognitive Training
(CCT), Game-based
training (GBT),

No information
regarding RoB

internet-based n=287,k=4 neither publ. Bias
training (IBT, based on Very | SMD =-0.21 analysis."Game- ADHD-RS,
g1 5%, 2ase Hyp./Imp., ery low =0 YSIs-HaME”  AARS, SWAN,
CBT/psychoeducation) -1910]0) Cl (-0.45 - 0.02) based training" is
. GBT vs. control . . SNAP-IV,
, chatbots, brain- (R,IP,P) basically defined
. Conners-3
computer interfaces. U the same as CCt,
Comparison: but with different
Medication, TAU, difficulty levels!
other active control
groups, Waitlist
Exekutive Funktionen. Elternurteil
n=481,k=4 No information
Cognitive Very low MD =-.83 about P-BRIEF
responses. 10]0]0®) Cl(-2.45-.78) randomization, no Working
Working Memory (R, IC, IP) information about memory
U publication bias
Lee et al., 2025 n=481,k=4 No information
Behavioral Very low MD = .27 about
Population: Children responses. 5100 Cl(-1.44-1.98) randomization,no  P-BRIEF Inhibit
or adolescents (under Inhibition (R,IP) informatign ab.out
18 years) with ADHD U publication bias
Intervention:
Medication + Game-
ierventions: utized n=131,k=2  Noinformation
- o Cognitive Very low MD = 1.05 about
serious games with . P-BRIEF-
. . responses. 210]0]0) Cl(-2.14-4.23) randomization, no i
mission-guided tasks S, . . Initiate
) . ) Initiate (R, IC, IP) information about
aimed at improving . .
. . U publication bias
cognitive function:
computer assisted
therapy (75%), and
mob.ile/?ablet n=131,k=2 No information
app"catf°"5 (25%) Cognitive Very low MD =-.53 about P-BRIEE-
Comparison: (.Zontrol responses. ®0O0O0O  ClI(-3.33-2.26)  randomization, no Plan/Organize
group not defined Plan/Organize (R, IP) information about &
(only RCT) U publication bias
Cognitive n=131,k=2 No information
resgonses Very low MD =-.87 about P_BREIF
ponses. ®O00 Cl(-4.24-2.50) randomization, no )
Organization of . . Organize
. (R, 1P) information about
materials - .
U publication bias




n=131,k=2 No information

Behavioral Low MD =1.78 about P_BRIEF
responses. Self- [21910]@) Cl (-.92 - 4.48) randomization, no .
- . . Monitor
Monitoring (IP) information about
U publication bias
n=160,k=3 No information
. Very low MD = .42 about _—
Aff Its. P-BRIEF Shift
ecsttl‘\ilfetirnesu ts 10]0]0) Cl (-2.84 - 3.68) randomization, no scaslel ing
g (R, IC, IP) information about
U publication bias
Exekutive Funktionen. Lehrer*innenurteil
Color span
No forest plots backward,
re ortedeo CANTAB, the
n=348,k=8 . W List Sorting
information about .
Moderate g=.47 oint estimated Working
Working memory [s121]0) Cl (.07 - .86) P L Memory Test,
variability, .
(R) overlapoing and Corsi Block
| conFs)ipstegnt Tapping Task-
L backward, The
direction.
span-board
task
Ren et al., 2023
No forest plots
Population: Children reported. No Simon Task,
. n=309, k=7 ) . .
(5 to 16 years) with information about  Stop signal task
ADHD Mgggrate g=.27 point estimated (SST), Flanker
Intervention: Inhiftion GBG(BFSBO C1(.06-.48) variability, Test, Stroop
Cognitive intervention overlapping and =Stop Signal
studies using digital consistent Reaction Time,
game-based games direction. Go/Nogo task
Comparison: Active
control, passive
control, both active No forest plots
and passive control n=112, k=2 . report'ed. No
groups (only RCT information about
studies) Cognitive Low g=.21 oint estimated Flanker Task,
gnity ®d00  Cl(-1.77-2.20)  Pomtestm Trail Making
flexibility variability,
(R, IP) . Task
U overlapping and
consistent
direction.
amiea o
Low g=.01 inforr?nation. about CANTAB
Planning 12100 Cl(-3.14 - 3.16) . : (Stockings of
point estimated .
(R, 1P) L Cambridge)
U variability,

overlapping and
consistent




direction.

CANTAB, IED,
Test of
Variables of
No forest plots .
Attention,
n=441,k=4 ) report.ed. No Tonic alertness,
information about .
Attention Moderate g=.29 point estimated Phagic
e [S1514]0) Cl(.18-.41) L alertnesss,
abilities variability, .
(R) overlapping and Selective
| ; attention,
consistent -
direction. Vigilance,
Divided
attention,
Flexibility
NIH-Flanker
Attentional
Network Task,
Stroop Colour
Neuropsychologi & Word Test,
cal rr’e;,ults. ’ n=326k=7 — . D-KEFS Color
Interference Very low SMD =-.05 Publication bias not Word
Westswood et al., L OO0 Cl (-.40-.31) assessed. Forest ’
2023 inhibition, (R, IC, 1P) plot not reported Interference
Children/adolesc g ¢ u Condition
Population: ents Trials,
Children/adolescents Incon.gruent
with ADHD. Trials,
Intervention: Fully Day-Night
computer-based Stroop task
procedures with an
adaptive component
(CCT; alone, not in Neuropsychologi n=692, k=12 Conners' CPT-I,
combination or cal results. Motor Very low SMD = .18 Publication bias not ~ CANTAB Stop
adjunct to TAU) inhibition, $10]0]0) Cl (-.02-.39) assessed. Forest Task,
Comparison: Semi- Children/adolesc (R, 1P) plot not reported CPT, A-X CPT,
active (non-adaptive ents U NIH-GNG,
CCT), non-active
(treatment as usual
[TAU], wait list contr.ol Conners' CPT-II,
[WLC]), or placebo pill CPT, GNG Task,
(only RCTs) Neuropsychologi n=701, k=14 CANTAB-Rapid
cal results. Very low SMD = .10 Publication bias not Visual
Attention, 10]0]0) Cl (-.10 - .30) assessed. Forest Information
Children/adolesc (R, IP) plot not reported Processing, A-X
ents V) CPT, D2 Test of

Attention, SA-
DOTS-02K, TAP
Battery




Vigilance Task,

Oddball
Raven's
progressive
matrices,
WAIS-III Matrix
Neuropsychologi n=268, k=5 suEfjsstorII\‘:fen
cal results. Non- Very low SMD = .05 Publication bias not coloijred
verbal reasoning, 10]0]0) Cl(-.19-.29) assessed. Forest rogressive
Children/adolesc (R, 1P) plot not reported prog )
matrices,
ents U
Ravens
Standard
Progressive
Matrices,
Raven's Matrix,
Neuropsychologi > Choice RTI,
l::al erults ’ n=302,k=6 GNG
Processin ) Very low SMD =-.15 Publication bias not CPT,
& ©0]0]0) Cl (-.38-.08) assessed. Forest IntegNeuro -
speed, .
. (R, IP) plot not reported Choice RT,
Children/adolesc .
ents U Vigilance, SA-
DOTS-02K
Lee et al., 2025
Population: Children
or adolescents (under
18 years) with ADHD
Intervention:
Medication + Game-
gital
:;sei:ed;fi';is_ Stilized Cognitive n=90,k=2 No information
serious ames; with responses. Moderate MD =1.67 about Corsi block
.. & . Visuospatial [s121]0) Cl (.66 - 2.67) randomization, no tapping task
mission-guided tasks . .
. . . short-term (IP) information about  (CBTT) forward
aimed at improving . .
memory C publication bias

cognitive function:
computer assisted
therapy (75%), and
mobile/tablet
applications (25%)
Comparison: Control
group not defined
(only RCT)

Anmerkung. n = Anzahl der Versuchspersonen, k = Anzahl der inkludierten Primarstudien. R = risk of bias, IC =
inconsistency, ID = indirectness, IP = imprecision, P = publication bias.
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14.1.1.B

Gesamtwert ADHS- und Verhaltenssymptome (E)

Beriicksichtigte Endpunktkategorien: Primérstudien

Endpunkt

ADHS Symptome gesamt (E)

Elterntraining

Funktionelle Beeintrachtigung (E)

Erziehungsverhalten (S)

ADHS Symptome gesamt (E)

ADHS Symptome gesamt (L)

Funktionelle Beeintrachtigung (E)

Funktionelle Beeintrachtigung (L)

Anmerkung. PS = Anzahl der Primarstudien, m = Anzahl der Endpunkte innerhalb dieser Endpunktkategorie. E = Elternurteil,

Lehrer*innentraining

N N

O N

O W w w

[ = O =Y

Gesamt

Schwach/ sehr

schwach

Schwach/ sehr

schwach

KL = Kliniker*innenurteil, KU = Kombiniertes Urteil, L = Lehrer*innenurteil, S = Selbsturteil, T = kognitive Tests, U =

Unbekanntes Urteil.

Summary of findings Tabelle: Primérstudien

Referenz

Endpunkt

Risk of Bias

Elterntraining

Effektstarke

Kommentare

Mess-
instrument

ADHS Symptome gesamt. Elternurteil

Dépfner et al., 2025

Population: Children
aged 4-11 years with
attention-
deficit/hyperactivity
disorder (ADHD) with
or without
oppositional defiant
disorder (ODD)
Intervention: Mobile-
based self-directed
digital Parent
Management Training
for parents of children
with ADHD (hiToco®,
based on CBT, with
multiple different
modules) + TAU. 16
weeks

Comparison: TAU
alone

Symptom
n=65 . Checklist-
ADHD Very high risk d=.02 Clinical Attention-
’ implication .
symptoms, [ J Cl(n.a.) based on p Deficit/Hypera
Week BP, BA ivi
eek8 ( ) U value. ITT done Disoiz\:rt},SCL-
ADHD)
Symptom
n=65 . Checklist-
ADHD Very high risk d=.59 Clinical Attention-
’ implication .
symptoms, [ J Cl(n.a.) based on p Deficit/Hypera
Week 12 BP, BA ivi
ee ( ) | value. ITT done DisoiE:Lt},SCL-
ADHD)
n=65 - Symptom
ADHD Very high risk d=.37 imCIIIir::;:)n Checklist-
symptoms, [ ] Cl(n.a.) P Attention-
Week 16 (BP, BA) basedonp — gicit /Hypera
! value. ITT done /TP
| ctivity

Disorder (SCL-




ADHD)

Gesamtwert ADHS- und Verhaltenssymptome. Elternurteil

Dopfner et al., 2025

Population: Children
aged 4-11 years with
attention-
deficit/hyperactivity
disorder (ADHD) with
or without
oppositional defiant
disorder (ODD)
Intervention: Mobile-
based self-directed
digital Parent
Management Training
for parents of children
with ADHD (hiToco?®,
based on CBT, with
multiple different
modules) + TAU. 16
weeks

Comparison: TAU
alone

n=65

ADHD +0ODD  Very high risk d=.15  Clinical SCL-ADHD -
symptoms, ° Cl(na) implication Part A and
Week 8 (BP, BA) based on p SCL-ODD -

’ u value. ITT done Part A

n =65 .

ADHD + ODD  Very high risk d=.74 _ Clinical >AgDHD -
symptoms, ° Cl (n.a) implication Part A and
Week 12 (BP, BA) based on p SCL-ODD -

’ I value. ITT done Part A
. . n =65 Clinical SCL-ADHD -
AS_)?,:[:’:O?'::D Very h;gh risk d=.37 implication Part A and
Week 16 (BP, BA) Cl(n.a.) based on p SCL-ODD -

! value. ITT done Part A

Funktionelle Beeintrachtigung. Elternurteil

Dépfner et al., 2025

Population: Children
aged 4-11 years with
attention-
deficit/hyperactivity
disorder (ADHD) with
or without
oppositional defiant
disorder (ODD)
Intervention: Mobile-
based self-directed
digital Parent
Management Training
for parents of children
with ADHD (hiToco?®,
based on CBT, with
multiple different
modules) + TAU. 16
weeks

Comparison: TAU
alone

n =65
linical
Functional Very high risk d=.46 imc Ilir::lacfion Five items of
impairment, o Cl(n.a.) P the SCL-ADHD
Week 8 (BP, BA) based on p (part F)
’ | value. ITT done ba
n =65
linical
Functional Very high risk d=.84 imC ;irlI:’?ion Five items of
impairment, [ ] Cl(n.a.) P the SCL-ADHD
Week 12 (8P, BA) based on p (part F)
’ i value. ITT done ba
. L n=65 Clinical -
Functional Very high risk d=.28 implication Five items of
impairment, [ ] Cl(n.a.) P the SCL-ADHD
based on p
Week 16 (BP, BA) (part F)

value. ITT done

Erziehungsverhalten. Selbsturteil




Dopfner et al., 2025

Population: Children
aged 4-11 years with
attention-
deficit/hyperactivity
disorder (ADHD) with
or without
oppositional defiant
disorder (ODD)
Intervention: Mobile-
based self-directed
digital Parent
Management Training
for parents of children
with ADHD (hiToco?®,
based on CBT, with
multiple different
modules) + TAU. 16
weeks

Comparison: TAU
alone

n=65 Clinical Fragebogen
Positive Very high risk d=-.45 L zum positiven
. implication .
parenting, o Cl(n.a.) based on und negativen
Week 8 (BP, BA) value. [TT dc?ne Erziehungsver
U ' halten (FPNE)
.. L n =65 Clinical Fragebﬁ)ggn
Positive Very high risk d=-68 L zum positiven
. implication .
parenting, o Cl(n.a.) based on und negativen
Week 12 (BP, BA) value. ITT d:ne Erziehungsver
| ' halten (FPNE)
.. L n =65 Clinical Fragebggen
Positive Very high risk d=-74 . zum positiven
. implication .
parenting, o (n.a.) based on und negativen
Week 16 (BP, BA) value. [TT d(I:ne Erziehungsver
| ) halten (FPNE)
. o n =6y Clinical Fragebogen
Negative Very high risk d=.47 _ . zum positiven
. implication .
parenting, [ J (n.a.) based on und negativen
Week 8 (BP, BA) et d;’ne Erziehungsver
| ' halten (FPNE)
. y n =65 Clinical Frageb(.)g.en
Negative Very high risk d=.63 L zum positiven
) implication .
parenting, ([ J Cl(n.a.) based on und negativen
Week 12 (BP, BA) value. [TT dc?ne Erziehungsver
| ' halten (FPNE)
. N n=65 Clinical Frageb(?gen
Negative Very high risk d=.49 S zum positiven
. implication .
parenting, [ J Cl(n.a.) based on und negativen
Week 16 (BP, BA) value. [TT d:ne Erziehungsver
U ) halten (FPNE)

Lehrer*innentraining

ADHS Symptome gesamt. Elternurteil

Corkum et al., 2019

Population: Dyad
Teacher/ child from
Grades1to6ina
participating public
school previously
diagnosed with ADHD
Intervention: Web-
Based Intervention for
Teachers (6-week

ADHD total
symptoms

Very high risk
[ J
(BP, BA)

n=>58
n2=.01
Cl(n.a.)

Clinical
implication
based on p-

value. Group x
time
interaction

Parent’s
Conners3
ADHD Index T
scores




program). PowerPoint
presentations and
supporting documents,
targeting
psychoeducation &
teaching methods
specialized for children
with ADHD
Comparison: Waitlist

ADHS-Symptome gesamt. Lehrer*innenurteil

Corkum et al., 2019

Population: Dyad

Teacher/ child from

Grades1to6ina

participating public

school previously

diagnosed with ADHD

Intervention: Web- . n=58 Clinical ,

Based Intervention for ADHD total Very high risk n2=.07 implication Teachers

Teachers (6-week symptoms o Cl(n.a.) based on p- Conners3
. (BP, BA) ADHD Index T

program). PowerPoint value. Group x

presentations and | time interaction scores

supporting documents,

targeting

psychoeducation &

teaching methods

specialized for children

with ADHD

Comparison: Waitlist

Funktionelle Beeintrachtigung. Elternurteil

Corkum et al., 2019

Population: Dyad

Teacher/ child from

Grades1to6ina

participating public

school previously

diagnosed with ADHD

Intervention: Web-

Based Intervention for Functional
Teachers (6-week impairment
program). PowerPoint

presentations and

supporting documents,

targeting

psychoeducation &

teaching methods

specialized for children

with ADHD

Comparison: Waitlist

n=58 Clinical
Very high risk n2=.05 implication Impairment
[ ] Cl(n.a.) based on p- Rating
(BP, BA) value. Group x Scale (IRS)
u time interaction




Funktionelle Beeintrdchtigung. Lehrer*innenurteil

Corkum et al., 2019

Population: Dyad
Teacher/ child from
Grades1to6ina
participating public
school previously
diagnosed with ADHD

Intervention: Web- Verv high risk n=58 Clinical Impairment
Based Intervention for Functional yhie n2=.06 implication P .
. . (] Rating

Teachers (6-week impairment Cl(n.a.) based on p-

. (BP, BA) Scale (IRS)
program). PowerPoint value. Group x
presentations and | time interaction
supporting documents,
targeting

psychoeducation &
teaching methods
specialized for children
with ADHD
Comparison: Waitlist

Anmerkung. n = Anzahl der Versuchspersonen. SG = sequence generation, CC = concealment, BP = blinding
participants, BA = blinding assessors, ID = incomplete data, OR = outcome reporting, CE = carry over effects, SX =
stopped early, UM = unvalidated measures, Ol = other issue.
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14.1.1.C
Beriicksichtigte Endpunktkategorien: Meta-Analysen

Gesamtaussagesicherheit
der Evidenz
Schwach/ sehr
schwach

Endpunktkategorien

ADHS Symptome gesamt (KU)

Anmerkung. MAs = Anzahl der Meta-Analysen, m = Anzahl der Endpunkte innerhalb dieser Endpunktkategorie. E =
Elternurteil, KL = Kliniker*innenurteil, KU = Kombiniertes Urteil, L = Lehrer*innenurteil, S = Selbsturteil, T = kognitive Tests,
U = Unbekanntes Urteil.

Beriicksichtigte Endpunktkategorien: Primérstudien

Gesamtaussagesicher

Endpunkt heit der Evidenz

w

ADHS Symptome gesamt (S)
ADHS Symptome gesamt (KL)
Hyperaktivitat (KL)
Hyperaktivitat (S)
Impulsivitat (KL)
Impulsivitat (S)
Aufmerksamkeit (KL)
Aufmerksamkeit (S)
Funktionelle Beeintrachtigung (S)
Lebensqualitat (S)
Klinischer Gesamteindruck (KL)

Schwach/ sehr
schwach

B O N P P RPN R NN DB

R NP PP R, NR NN

Anmerkung. RCTs = Anzahl der randomisierten kontrollierten Studien, m = Anzahl der Endpunkte innerhalb dieser
Endpunktkategorie. E = Elternurteil, KL = Kliniker*innenurteil, KU = Kombiniertes Urteil, L = Lehrer*innenurteil, S =
Selbsturteil, T = kognitive Tests, U = Unbekanntes Urteil.

Summary of Findings Tabelle: Meta-Analysen

SvseErEE R Effektstarke Kommentare LS

Referenz Endpunkt

(GRADE) instrument
ADHS Symptome gesamt (KU)

Liu, et al., 2024

Population:

(Children,

adolescents and) No

adults with n=273,k=3 information ~ ADHD-RS,
ADHD Total ADHD Low SMD =-0.49 regarding CAARS,
Intervention: symptoms, ®e00 Cl (-0.73 - -0.25) RoB. No SWAN,
TAU + internet- IBT vs. control (R, P) publication SNAP-IV,
based cognitive | bias analysis  Conners-3
behavioral done.

therapy (iCBT,
based on CBT/
psycho-
education): self-
guided and




group-guided
CBT modules
Comparison:
Medication,
TAU, other
active control
groups, Waitlist

Anmerkung. n = Anzahl der Versuchspersonen, k = Anzahl der inkludierten Primarstudien. R = risk of bias, IC = inconsistency,
ID = indirectness, IP = imprecision, P = publication bias.

Summary of Findings Tabelle: RCTs

Referenz

Endpunkt

Risk of Bias

Effektstarke

Kommentare

Mess-

instrument

ADHS-Symptome gesamt. Selbsturteil

D’Amelio et al., 2025 n=337
ADHD total Very high d=.85
. ; ASRS total
Population: Adults symptomes, risk Cl (.62 -1.08)
(18 - 65) with 3 months, o score
confirmed ADHD Pre-post (BP, BA) |
Intervention:
"Attexis", a fully self-
guided online
Programm (PC) based
on CBT and ADHD total Very high n =_337
mindfulness symptoms, risk d= 61 ASRS total
.. 6 months, Cl (.39 -.83)
principles + TAU (3 o score
Pre-follow-
months) up (BP, BA) I
Comparison: TAU
alone
Schuurmans et al.,
2024
Population: Adults
. : n=220 -
with ADHD Very high Clinical
Intervention: TAU + ADHD total risk d=.58 implication
“ORIKO” (App based symptoms o Cl{na) based on p- ASRS
on CBT, MBCT, DBT, (BP, BA) | value.
social skills training
and peer-support)
Comparison: TAU +
Waitlist control
_ Clinical
Selaskowski et al., Very high Eg _ :43 implication
2023 ADHD total risk N based on p-
symptoms o Cl(n-a) value. Both ADHS-5B
Population: Adults (BP, BA) U groups

with ADHD

showed




Intervention: Chatbot
based self-guided
psychoeducation
(3weeks)
Comparison: App
based self-guided
psychoeducation
(3weeks)

significant
improvemen
t over time.

ADHS Symptome gesamt. Kliniker*innenurteil

Selaskowski et al.,
2022

Population: Adults
with ADHD
Intervention: App-
supported group-
psychoeducation
Comparison: pen and
paper (brochure)
supported group-
psychoeducation

n=34
High risk ES =n.a.
4] Cl (n.a.)
(BP)

Clinical
implication
based on p-

value.

ADHD total
symptoms

IDA-R

Selaskowski et al.,
2023

Population: Adults
with ADHD
Intervention: Chatbot
based self-guided
psychoeducation
(3weeks)
Comparison: App
based self-guided
psychoeducation
(3weeks)

n=34
ES = n.a.

High risk
. Cl (n.a.)

D
(BP)

ADHD total
symptoms

IDA-R

Hyperaktivitat. Kliniker*innenurteil

Selaskowski et al.,
2022

Population: Adults
with ADHD
Intervention: App-
supported group-
psychoeducation
Comparison: pen and
paper (brochure)

n=34
N High risk ES=n.a. . Cll.nlca.l
Hyperactivit P Cl (n.a.) implication
y based on p-
(BP) u value.

IDA-R




supported group-
psychoeducation

Selaskowski et al.,
2023

Clinical
Population: Adults implication
with ADHD n=34 based on p-
Intervention: Chatbot . High risk ES =n.a. value. Both
based self-guided Hyperactivit q) Cl(n.a.) groups IDA-R
psychoeducation y (BP) showed
(3weeks) U significant
Comparison: App improvemen
based self-guided t over time.
psychoeducation
(3weeks)
Hyperaktivitat. Selbsturteil
Selaskowski et al.,
2023
Clinical
Population: Adults implication
with ADH-D Very high n=34 based on p-
Intervention: Chatbot H tivit risk ES =n.a. value. Both
based self-guided yperactivi Cl (n.a.) groups ADHS-SB
psychoeducation y ® showed
(3weeks) (BP, BA) U significant
Comparison: App improvemen
based self-guided t over time.
psychoeducation
(3weeks)
Impulsivitat. Kliniker*innenurteil
Selaskowski et al.,
2022
Population: Adults n=34
with ADH-D High risk ES=n.a. ' CIi'nica.I
Intervention: App- Impulsivity > Cl (n.a.) implication IDA-R
supported group- based on p-
psychoeducation (BP) I value.
Comparison: pen and
paper (brochure)
supported group-
psychoeducation
. High risk n=34 . Cli.nica.l
Selaskowski et al., Impulsivity ES=n.a. implication IDA-R
2023 ® Cl (n.a.) based on p-




(BP) value. Both
Population: Adults U groups
with ADHD showed
Intervention: Chatbot significant
based self-guided improvemen
psychoeducation t over time.
(3weeks)
Comparison: App
based self-guided
psychoeducation
(3weeks)
Impulsivitat. Selbsturteil
Selaskowski et al.,
2023
Clinical
Population: Adults implication
with ADH-D Very high n=34 based on p-
Intervention: Chatbot risk ES= n.a. value. Both
based self-guided Impulsivity Cl (n.a.) groups ADHS-SB
psychoeducation ® showed
(3weeks) (BP, BA) U significant
Comparison: App improvemen
based self-guided t over time.
psychoeducation
(3weeks)
Aufmerksamkeit. Kliniker*innenurteil
Selaskowski et al.,
2023
Population: Adults imCIIIir::I:'?ilon
with ADHD n=34 basF:ed on b-
Intervention: Chatbot High risk ES = n.a. P
. . value. Both
based self-guided Inattention () Cl(n.a.) IDA-R
psychoeducation (BP) Sghr;):lzz
(3weeks) U S
Comparison: App . significant
. improvemen
based self-guided .
. t over time.
psychoeducation
(3weeks)
Aufmerksamkeit. Selbsturteil
- 34 Clinical
Selaskowski et al., Very high Eg _ o implication
2023 . risk RN based on p-
Inattention ® Cl (n.a.) value. Both ADHS-SB
Population: Adults (BP, BA) U groups
with ADHD showed




Intervention: Chatbot
based self-guided
psychoeducation
(3weeks)
Comparison: App
based self-guided
psychoeducation
(3weeks)

significant
improvemen
t over time.

Funktionelle Beeintrachtigung. Selbsturteil

D’Amelio et al., 2025 Functional . n=337 Work and
o Very high d=.61 Social
Population: Adults '“;pa"“:;:"t' risk Cl (.38-.84) Adjustment
(18 - 65) with Propost [ Scale
confirmed ADHD (BP, BA) I (WSAS)
Intervention:
"Attexis", a fully self-
guided online
Programm (PC) based . n =337
on CBT and _Funtftlonal Very high d= .47 Work‘and
mindfulness impairment, risk Cl (.24 - .70) ?oual
principles + TAU (3 6 months, Ps Adjustment
months) Pre-follow- (BP, BA) | Scale
Comparison: TAU up ’ (WSAS)
alone
Lebensqualitat. Selbsturteil
D’Amelio et al., 2025 Quality of Very high r;—_?:jz
Population: Adults A rr:::'ths r:k Cl (.22 - .66) AQolL-8D
(18 - 65) with Pre-post, (BP, BA)
confirmed ADHD ’ 1
Intervention:
"Attexis", a fully self-
guided online
Programm (PC) based n =337
or! CBT and Qua'lity of Very high d= .47
ml'nd'fulness life, risk Cl (.26 - .69) AQoL-8D
principles + TAU (3 6 months, ®
months) Pre-follow- I
Comparison: TAU up (BP, BA)
alone
Kenter et al., 2023 n=120 Adult
Quality of Very high d=.53 ADHD
Population: Adults (2 Life, pre- risk Cl (.34 -.83) Quality of
18) with self-reported post o Life
ADHD diagnosis (BP, BA) | Measure

(AAQoL)




Intervention:
“MyADHD”
intervention: short-
term, structured self-
guided intervention

with modified =120 Adult
elements from CBT, Quality of Very high d_— - ADHD
DBT, and GMT. Life, risk o 3'2'_ 84) Quality of
Accessible on Pre-follow- o ) ) Life
smartphones, tablets, up (BP, BA) | Measure
laptops, and personal (AAQoL)
computers
Comparison: online
psychoeducation
module
Schuurmans et al.,
2024
Population: Adults
with ADH.D Very high n=220 Clinical
Intervention: TAU + isk d=0.54 hAINN
« ” QoL ris implication AAQolL
ORIKO” (App based Cl (n.a.)
o based on p-
on CBT, MBCT, DBT,
. . . (BP, BA) value.
social skills training I
and peer-support)
Comparison: TAU +
Waitlist control
Clinical
implication
Very high n=34 based on p-
Selaskowski et al., Qol: risk ES=n.a. value. Both
2023 physical ® Cl (n.a.) groups WHOQOL
health showed
Population: Adults (BP, BA) U significant
with ADHD improvemen
Intervention: Chatbot t over time.
based self-guided
psychoeducation
. =34
(3weeks) Very high n=3 Clinical
Comparison: App Qol: risk ES=n.a. implication
based self-guided psychologica ® Cl(n.a.) based on p- WHOQOL
psychoeducation I health
BP, BA value.
(3weeks) ( ) u
Very high Clinical
Qol: social risk n=34 implication
L
relationships o ES=n.a. based on p- WHOQO
(BP, BA) Cl(n.a.) value.




n=34
Very high ES = n.a. Clinical
Qol: risk Cl (n.a.) implication
environment WHOQOL
o based on p-
al factors
(BP, BA) V) value.
Klinischer Gesamteindruck. Kliniker*innenurteil
Schuurmans et al.,
2024
Population: Adults - 220
with ADHD » Very high n= Clinical
. Clinical . d=0.69 R . B
Intervention: TAU + Global risk Cl (n.a) implication CGI-S
“ORIKO” (App based Im ro ai n o 2 based on p-
on CBT, MBCT, DBT, pressio (BP, BA) value.

social skills training
and peer-support)
Comparison: TAU +
Waitlist control

Anmerkung. n = Anzahl der Versuchspersonen. SG = sequence generation, CC = concealment, BP = blinding
participants, BA = blinding assessors, ID = incomplete data, OR = outcome reporting, CE = carry over effects, SX =
stopped early, UM = unvalidated measures, Ol = other issue.

REFERENZEN

D’Amelio, R., Betz, L. T., Jow, S. M., Retz, W., Philipsen, A., Klein, J. P., FaRbinder, E., Jacob, G. A., & Retz-
Junginger, P. (2025). Effectiveness of attexis, a Digital Intervention Based on Cognitive Behavioral
Therapy for Adults with ADHD: A Randomized Controlled Trial.
https://doi.org/10.1101/2025.08.27.25334574

Kenter, R. M. F., Gjestad, R., Lundervold, A. J., & Nordgreen, T. (2023). A self-guided internet-delivered
intervention for adults with ADHD: Results from a randomized controlled trial. Internet Interventions-the
Application of Information Technology in Mental and Behavioural Health, 32, Article 100614.
https://doi.org/10.1016/j.invent.2023.100614

Liu, X., Yang, Y. W, Ye, Z. Y., Wang, F., Zeng, K., Sun, Y., Huang, Y., & Dai, L. S. (2024). The effect of digital
interventions on attention deficit hyperactivity disorder (ADHD): A meta-analysis of randomized
controlled trials. Journal of Affective Disorders, 365, 563-577. https://doi.org/10.1016/].jad.2024.08.156

Schuurmans, L., Baumerster, A., Moritz, S., Kahl, K., Schréter, R., & Philipsen, A. (2024). Mehr Ordnung im Kopf:
Wirksamkeit einer App fur Erwachsene mit ADHS. https://www.ncbi.nlm.nih.gov/pubmed/16585449

Selaskowski, B., Steffens, M., Schulze, M., Lingen, M., Aslan, B., Rosen, H., Kannen, K., Wiebe, A., Wallbaum, T.,
Boll, S., Lux, S., Philipsen, A., & Braun, N. (2022). Smartphone-assisted psychoeducation in adult
attention-deficit/hyperactivity disorder: A randomized controlled trial. Psychiatry Res, 317, 114802.
https://doi.org/10.1016/j.psychres.2022.114802

Selaskowski, B., Reiland, M., Schulze, M., Aslan, B., Kannen, K., Wiebe, A., Wallbaum, T., Boll, S., Lux, S.,
Philipsen, A., & Braun, N. (2023). Chatbot-supported psychoeducation in adult attention-deficit



hyperactivity disorder: randomised controlled trial. B/JPsych Open, 9(6), €192.
https://doi.org/10.1192/bjo.2023.573



1.4.2 Neurofeedback
1.4.2.1. Wann kann Neurofeedback als Behandlungsoption bei ADHS eingesetzt werden? 1.4.2.2. Wie soll
Neurofeedback bei ADHS durchgefiihrt werden?

142.1.A&14.2.2.A

Beriicksichtigte Endpunktkategorien: Meta-Analysen (identisch fiir beide Empfehlungen)

Endpunktkategorien MAs m Gesamt

ADHS Symptome gesamt (E) 3 5
ADHS Symptome gesamt (L) 1 2
ADHS Symptome gesamt (S) 1 3
Aufmerksamkeit (KU) 1 19
Aufmerksamkeit (E) 6 21

Aufmerksamkeit (L) 4 8 Moderat (Kilu)

Aufmerksamkeit (S) 1 3 schwach (Erw)’
Aufmerksamkeit (T) 5 13
Hyperaktivitdat/ Impulsivitat (E) 6 23
Hyperaktivitdt/ Impulsivitat (L) 4 8
Hyperaktivitat/ Impulsivitat (S) 1 3
Impulsivitat (T) 2 3
Arbeitsgedachtnis (T) 2 2

Anmerkung. MAs = Anzahl der Meta-Analysen, m = Anzahl der Endpunkte innerhalb dieser Endpunktkategorie.
E = Elternurteil, KL = Kliniker*innenurteil, KU = Kombiniertes Urteil, L = Lehrer*innenurteil, S = Selbsturteil, T =
kognitive Tests, U = Unbekanntes Urteil.

Beriicksichtigte Endpunktkategorien: RCTs ( nur 1.4.2.2.)

Gesamtaussagesicherheit

Endpunktkategorien der Evidenz

ADHS Symptome gesamt (E) 3
ADHS Symptome gesamt (L) 2 6
ADHS Symptome gesamt (KL) 1 1
Aufmerksamkeit (KU) 2 15
Aufmerksamkeit (E) 4 16 i
Aufmerksamkeit (L) 1 1 ?3:5;3:] ((IE::V));
Aufmerksamkeit (KL) 1
Hyperaktivitdat/ Impulsivitat (E) 3 16
Hyperaktivitat/ Impulsivitat (L) 1 2
Hyperaktivitdt/ Impulsivitat (KL) 1 2
Inhibition (E) 1 1

Anmerkung. RCTs = Anzahl der randomisierten kontrollierten Studien, m = Anzahl der Endpunkte innerhalb
dieser Endpunktkategorie. E = Elternurteil, KL = Kliniker*innenurteil, KU = Kombiniertes Urteil, L =
Lehrer*innenurteil, S = Selbsturteil, T = kognitive Tests, U = Unbekanntes Urteil.



Summary of Findings Tabelle: Meta-Analysen

Referenz Endpunkt Auss?égsxt;l}e)rhelt Effektstdrke Kommentare insl'::tex::;nt
ADHS Symptome gesamt. Elternurteil
Chung, et al.,
2022
Population:
Children with
ADHD, 8-13
years
Intervention:
EEG-
Neurofeedback n =691, k=
Comparison: ADHD 13 . )
Treatment as symptoms Very low g=.26 Proximal raters: Conners-3,
- ®0O00O CI (.06 - .46) closest to
usual, wait list, total, (R 10) participant, mostly ARS, CPRS,
EMG- proximal ! § FBB-HSK, CRS
biofeedback, raters | parents.
computerized
attention
training,
cognitive
interventions,
physical
activities,
placebo
feedback
IOWA-
n=1231, k= Conners,
14 Conners
ADHD Very low SMD =-.50 parents,
Yan, et al., 2019 syr’;\c;))tt;:ms EB(?%)O Cl (-1.231 -- SWAN, TOVA-
Population: ’ ) 1'VAADD|-'|FEI)R-SRS’
Children and C SNAP-IV
adolescence
with ADHD, >18
years IOWA-
Intervention: n=989, k= Conners,
Neurofeedback 11
Comparison: ADHD very low SMD = .83 Conners
Medication symptoms ®000 Cl (.42 - parents,
(MPH) total, (R, IC) . '25) SWAN, TOVA-
follow-up ) 1, ADHD-RS,
| VADTRS,
SNAP-IV
Lin, et al., 2022 ADHD total Logo n=305, k= ADHD RS
symptoms o0 5 ’

(R)

Chinese




Population: g=.29 ADHD rating
Children with Cl (.02 - .56) scale,
ADHD, 8-11 Barkley's
years | Defiant
Intervention: Children,
Combined EEG- Chinese
Neurofeedback Conners
(TB) and rating scale
medication
Comparison:
Medication n=196, k= ADHD RS,
3 Barkley's
ADHD total Very low g=.48 Defiant
symptoms, o000 Cl(-.24 - Children,
follow-up (R, IC, IP) 1.20) Chinese
Conners
U rating scale
ADHS Symptome gesamt. Lehrer*innenurteil
MA could not
inform on
sustained effect of
n=228 k= NF and MPH
4 directly,
Yan, et al., 2019 ADHD Very low SMD = -.58 consid.ered MPH Barkley,
Cl (-1.06 - - combined with SWAN,
Population: symptoms 000 09) other active ADHD-RS,
children and total (R, IGIR) ' treatments VADTRS
adolescence C (attention training,
with ADHD, >18 cognitive training,
years physical activity
Intervention: training and self-
Neurofeedback management)
Comparison:
Medication
(MPH) n=198, k=
ADHD Very low 3 Barkley,
symptoms 000 SMD =-.19 SWAN,
total, ®(R P) Cl (-.53 - .15) ADHD-RS,
follow-up ’ VADTRS
u
ADHS Symptome gesamt. Selbsturteil
Fan, et al., 2022
n=169, k=
Population: Verv | 3_ CA;QAiS[; |-C|;S
Adolescents and ADHD total e;éyc;g) SMD =-.07 2 o
adults with symptoms CI(-48-.31) rating seff-
(R, IC, IP, P) report
ADHD, 6-60 U

years




Intervention:

EEG- n=135, k=
Neurofeedback  pppp total Very low SMDZ_ ’s CAARS, ADHD
(TB/ SCP) symptoms, 10]0@) a 13' - rating self-
Cort'np.arlson: follow-up (R, IP, P) (-13-.57) report
Waitlist,
treatment as u
usual, other
intervention 94 ko2
MPH, sham ADHD total n=294 k=
( ) o to?n: Very low SMD =-.29 CRS-R, ADHD
ymp oms, eO00O Cl(-.71-.13) rating self-
EEG-NF vs. (R, IP. P) report
waitlist/ TAU T U P
Aufmerksamkeit. Kombiniertes Urteil
No significance
n=317 k= level specified. Conners, FBB-
! HKS/ ADHS,
. 12 Total number of
Attention, Moderate =6 training sessions 15 ADHD-RS,
within-group, g=.6 . SWAN, EDAH
S @) Cl (.45 -.84) - 40, each session
Lee, etal., 2022  Pre-vs. post- (R) lasted 15 - 180 and bp/d2
treatment . Test; CPT,
| min, treatment
Population: duration 3 - 20 CPT-1l AQT,
Children and weeks TOVA
adolescents
with ADHD, 6-18
years ) Attention, n=155, k= Conn.e.rs 3rd
Intervention: within-grou 4 edition,
Neurofeedback re-/ fcg)IIov:,-’ Low g=.87 SWAN,
Theta/Beta P ur 10l Cl (.58 - No significance  ADHD-RS-IV
trammg.based (3-20 weeks (R, ID) 1.16) level specified. CPRSR and
Comparison: CPT AOT,
oy after)
Within-group | CPT-II
and between-
group (wait list,
TAU, attention Conners,
skills training, n=317, k= FBBHKS/
i ADHS, ADHD-
bel.1a.V|oraI Attention, Very low 12
training, g=.20 RS, SWAN,
: h post- ©O00O EDAH and
physical activity, Cl(-.11-.51) an
e treatment (R, IC, IP) _
medication, bp/d2 Test;
other types of U CPT, CPT-II
NF, EMG- AOT, TOVA
biofeedback)
. Only parent-, CPRS,
wﬁ:‘ti(::_‘tlr‘::" Moderate n=310, k= teacher- or self- Conners 3,
o ot ®O®0 11 report; no SWAN, FBB-
': t P t (R) g=.72 significance level HKS/ADHS,
reatmen Cl (.44 - .99) specified CPRS, CTRS,

ADHD-RS,




EDAH

n=n.a., k= Only parent-,
2 teacher- or self-
Attention, Low g=1.25 report; no
within-group, Cl (.68 - measuring
pre-/ follow- EB(EIE%)O 1.81) instrument n.a.
up ’ reported; no
| significance level
specified
310 k- CPRS,
n= 311;)’ - Conners 3,
Attention, Low e Only parent-, SWAN, FBB-
post- 1100 o (-C’ sa. 3y teacherorself:  HKS/ADHS,
treatment (R, IP) T report; CPRS, CTRS,
U ADHD-RS,
EDAH
Attention, MR N
NF vs. wait very low ‘'Y
list. ¢ OO0 ClI (-.65 - .99) ADHD-RS
ist, post-
(R, IP)
treatment
U
Attention, n= Zsi I; 5= 3
NF vs. no Low %_( " ADHD-RS,
treatment, eO0O 5 '36) i EDAH, TOVA,
post- (R, 1C) ' CPT
treatment |
Attention, n=40k=2
NF vs. physical Low g=.31
. . Cl (-.49 - SWAN, AQOT,
activity, OO
1.10) CPT
post- (R, IP)
treatment U
Attention, n=98, k=4 SWAN.
NF vs. Low g=-.25 ADHD-RS
medl;:ttlon. @%%O Cl (-.89 - .39) EDAH, AGT-
P (R, 1P) TOVA
treatment U




n=126,k=

Attention,
NF vs. other Very low 3 ADHD-RS,
NF protocols, 10100 g=-.06 CPRS,
post- (R, IC, IP) C(-52-.41) Conners 3,
treatment U d2, CPT
Attention, n=31k=2 FBB-HKS/
NF vs. EMG- Low g=44 ADHS, CPRS,
biofeedback, ®000 Cl(-07-.94) CTRS, bp/d2,
post- (R, IP) U CPT
treatment
Attention,
NF vs. n=33,k=1
combined Very low g=-.09
medication o000 Cl (-.57 - .40) EDAH, TOVA
and NF, (R, IP)
post- U
treatment
FBB-HKS/
, QKN ADHS, CPRS,
Attention, 7 CTRS
within-group . g=.75 No significance ’
(RCT), High Cl (.45 - level specified. No Conners 3,
pre-/ post- OO0 1.05) information on IC. SWAN,
treatment ADHD-RS,
: bp/d2, CPT,
AOT
Attention, n =130, k=
within-group Moderate _551 o sienif CPRS, ADHD-
(non-RCT), ®e00 Cl g2_4' 78 | . SI|gnl Icipcj RS, EDAH, d2,
pre-/ post- (R) (:24-.78) evel specitie CPT, TOVA
treatment |
FBB-HKS/
n=187, k= ADHS, CPRS,
Attention, Moderate 7 o CTRS,
RCT, g=.12 No significance Conners 3,
pre-/ post- 000 Cl(-.31-.55) level specified SWAN,
treatment (IP) ADHD-RS,
U bp/d2, CPT,
AOT
Attention, Low CPRS, ADHD-
- n=130,k= ignifi !
T pO0  "TEIET Mesmiene i
(R, IP) _ CPT, TOVA
treatment g=.14




Cl (-.27 - .55)

U
n=n.a. k=
. 1
Attention,
within-group very low g=.57 No significance
(non-RCT), ®O00 Cl(-27- level specified n-a.
(R, IP) 1.41)
pre-/follow-up
U
n=n.a. k=
. 3
Attention,
within-group Low g=.30 No significance
(RCT), ®e00 CI{.55- level specified n-a.
(R, ID) 1.25)
pre-/follow-up
|
Aufmerksamkeit. Elternurteil
Chung, et al.,
2022
Population:
Children and
adolescents
with ADHD, 8-17
years
Intervention:
EEG- = = -
G n=1191, k Treatment sessions Conners-3,
Neurofeedback 19 CPRS, ARS,
. between 20 and
Comparison: ] Very low g=.29 . SWAN, FBB-
Inattention, 40; proximal raters:
Treatment as . o000 Cl (.05 - .47) ADHS, CBCL,
- proximal rater closest to
usual, wait list, (R, 1C) articipant. mostl CRS, FBB-
EMG- I P Zren'ts Y Hsk, IOWA-
biofeedback, P ) Conners
computerized
attention
training,
cognitive
interventions,
physical
activities,
placebo
feedback
Low
Lin, et al., 2022 _ _
Inattention eeO0 n =305, k= ADHD RS,
(R) 5 Chinese




Population: g=.33 ADHD rating
Children with Cl (.05-.61) scale,
ADHD, 8-11 Barkley's
years | Defiant
Intervention: Children,
Combined EEG- Chinese
Neurofeedback Conners
(TB) and rating scale
medication
Comparison:
Medication n=193, k= ADHD RS,
3 Barkley's
) Very low g=.57 Defiant
e 000 Ao
(R, 1C) 1.18) Chinese
Conners
U rating scale
Rahmani, et al.,
2022
Population:
Participants
with ADHD (no
restriction of
age)
Intervention:
EEG-
Neurofeedback n= 91632’ k=
Comparison: . Moderate MD = .00 Study used CPRS, ADHD-
treatment as Inattention .
usual, wait list ®60 Cl(-23-.23) .we|ghted mean RS
! ' (IP) difference (WMD).
EMG- U
biofeedback,
computerized
attention
training,
cognitive
interventions,
physical
activities,
placebo
feedback
Riesco-Matias, | ttention, n=674, k= FBB-HKS,
etal.,, 2021 NF vs. Low 11 ADHD rating
Population: nonactive 110]0) g=-.33 scalg, DSM
. control group, (R, 1C) Cl (-.56 - - guestionnaire
Children and post- .10) for ADHD,




adolescents pretreatment Conners,
with ADHD, < 18 difference | SWAN
years
Intervention: ;
Inattention,
EEG- NE vs. n=258, k=
Neurofeedback stimulant Moderate 6 mo.st—
(theta/beta, control g=.57 proximal
group, a0
SCP, SMR) post- (R) Cl (.27 - .87) evaluator
Comparison: pretreatment = rating
control group: difference
active and
nona.ct_lve Inattention, n=258, k=
conditions (e.g.
cognitive NF vs. Very low 6
e U @000 g0 Netwom
biofeedback, sroup, (R, IC, IP) ~o &
waitlist) posttreatment
difference U
n=256,k=
FBB-HKS,
Inattention, Low SME}? s Conners
within-group, ®®00 Cl (.45 - .82) ADHS RS-V,
pre-post (R, P) Barkl
Van Doren, et arkiey,
al., 2019 I SWAN
Population: = =
P n =256,k Exact sample size
Children and 10 for foll EBB-HKS
adolescence ) SMD = .80 or follow-up not o
. Inattention, Very low ’ specified in study, Conners,
with ADHD, <18 o Cl (.58 - )
years within-group, 1000 1.01) only possible ADHS RS-1V,
Intervention: pre-follow-up (R, P) mIaX|Imur3 Eumbzr Ba\;\l/dAel\yI/,
Neurofeedback | calcu a.te Ify study S
(theta/beta and itself.
SCP)
Cor-nparls:n: n=256k= Exact sample size
actlv-e an 10 for follow-up not FBB-HKS,
pasi“’?  Wrait Inattention, Very low SMD = .14 specified in study, Conners,
c_on . ¢ within-group, 100]0) Cl (-.03-.31) only possible ADHS RS-1V,
list, MPH, )
hvsical activi post-follow-up (R, IP, P) maximum number Barkley,
P y5|c.a activity, U calculated by study SWAN
attention .
.. itself.
training, self-
management,
cognitive n=506,k=
training 10 FBB-HKS,
Inattention very low SMD = .09 Conners,
re-post ’ ®000 Cl ( 22_ ' 40) ADHS RSV,
pre-p (R, IC, IP, P) Sl Barkley,
SWAN

U




n =506, k= Exact sample size

10 for f.0.||OV\.I-Up not FBB-HKS,
Inattention, Very low SMD = .31 specified in §tudy, Conners,
pre-follow-up 8000  cl(01-63  Comveossible puepsyy,
(R, IC, IP, P) maximum number Barkley,
U calculajced by study SWAN
itself.
Exact sample size
n =506, k= for follow-up not FBB-HKS,
Inattention, Very low SME}Z 15 specified in study, Conners,
post-follow-up o000 al (.07 ’ 37) only possible ADHS RS-V,
(R, IC, IP, P) ’ ’ maximum number Barkley,
U calculated by study SWAN
itself.
Inattention, n =351, k% FBB-HKS,
NF vs. non- Very low 6 Conners,
active o000 SMD =S8 ADHS RS-V,
controls, pre- (R, IC, P) LINEL Barkley,
post I SWAN
n=351, k= Exact sample size
Inattention, 6 for follow-up not FBB-HKS,
NF vs. non- Very low SMD = .57 specified in study, Conners,
active 1000 Cl (.34 -.81) only possible ADHS RS-1V,
controls, pre- (R, PB) maximum number Barkley,
follow-up | calculated by study SWAN
itself.
n=351,k=  Exact sample size
Inattention, 6 for follow-up not FBB-HKS,
NF vs. non- Very low SMD = 17 specified in study, Conners,
active o000 Cl (-.04 - .45) only possible ADHS RS-1V,
controls, post- (R, IP, P) maximum number Barkley,
follow-up U calculated by study SWAN
itself.
n=155 k= Active treatment
. 4 . FBB-HKS,
Inattention, defined as
NF vs. active Low SMD = -.44 medication or Algagnssrsl'\/
controls, 69??8)0 cl (Oit)s o psychotherapy Barkle;; '
pre-post ’ ' started after pre- !

SWAN
C treatment.




Active treatment

defined as
medication or
psychotherapy
n=155 k= started after pre- FBB-HKS,
Inattention, Very low 4_ treatment. Exact Conners,
NF vs. active o000 Csl’z/_’g 1‘32) sample size for  ADHS RS-IV,
controls, (R,IC, IP, P) e follow-up not Barkley,
pre-follow-up U specified in study, SWAN
only possible
maximum number
calculated by study
itself
Active treatment
defined as
medication or
n=155, k= psychotherapy
Inattention, X started after pre- FBB-HKS,
NE vs. active Very low SMD = .12 treatmen'F. Exact Conners,
controls, 1000 Cl (-.50 - .75) sample size for ADHS RS-V,
post-follow-up (R, IC, IP, P) follow-up not Barkley,
U specified in study, SWAN
only possible
maximum number
calculated by study
itself.
IOWA-
n=844, k=
10 Conners,
Very low SMD = -.41 Conners
Yan, et al., 2019 . o000 ClT3-- parents,
) SWAN, TOVA-
Population: (R, 1€) .09) 1, ADHD-RS,
children and C VADTRS,
adolescence SNAP-IV
with ADHD, >18
years
Intervention: IOWA-
Neurofeedback n=23804, k= Conners,
Comparison: Very low 9 Conners
Medication Inattention, o000 SMD = .45 parents,
(MPH) follow-up (R, IC) Cl (.04 - .86) SWAN, TOVA-
’ 1, ADHD-RS,
1 VADTRS,
SNAP-IV

Aufmerksamkeit. Lehrer*innenurteil




Chung, et al,,
2022

Population:
Children with
ADHD, 8-13
years
Intervention:
EEG-
Neurofeedback
Comparison:
Treatment as
usual, wait list,
EMG-
biofeedback,
computerized
attention
training,
cognitive
interventions,
physical
activities,
placebo
feedback

Inattention

n=1069, k =

Low 14

1:100) SMD = .24
(R, IC) Cl (.07 - .41)

Conners-3,
CTRS, ARS,
SWAN, FBB-
ADHS, CBCL,
CRS, FBB-
HSK, IOWA-
Conners,
CGAS, SCAMP

Rahmani' et al.,
2022

Population:
Participants
with ADHD (no
restriction of
age)
Intervention:
EEG-
Neurofeedback
Comparison:
treatment as
usual, wait list,
EMG-
biofeedback,
computerized
attention
training,
cognitive
interventions,
physical
activities,
placebo
feedback

Inattention

n=1009, k =
10
Low VD= 12
OO Cl(-.14 - .38)
(IC, IP)
U

Study used
weighted mean
difference (WMD).

CPRS, ADHD-
RS




Inattention, n=573, k= FBB-HKS,
NF vs. 9 ADHD rating
nonactive Moderate g=-.25 scale, DSM
control group, 111 @) Cl (-.45-- questionaire
post- (1C) .04) for ADHD,
pretreatment Conners,
difference | SWAN
Riesco-Matias,
etal, 2021 Inattention, n =479, k = FBB-HKS,
NE vs. 3 ! ADHD rating
Population: ; . scale, DSM
Children and nonactive High g=-.16 tionai
questionaire
adolescents control group, OO Cl (-.34-.03) for ADHD,
with ADHD, < 18 po;.tftfreatment U Conners,
years ifference SWAN
Intervention:
EEG-
Neurofeedback Inattention, n=169, k= FBB-HKS,
(theta/beta, NF vs. 5 ADHD rating
SCP, SMR) stimulant Moderate g=.70 scale, DSM
Comparison: control group, SO Cl(-.01- questionaire
control group: pOSt- (lC) 141) for ADH D,
active and pretreatment Conners,
nonactive difference U SWAN
conditions (e.g.
cognitive .
training, EMG ADchz)aIreatmg
biofeedback, - - ’
waitlist) Inattention ! 1258' “ Conners,
’ SWAN,
!\IF vs. Low g=.78 Barley's
stimulant o000 Cl (.19 - Defiant
control group, (IC, IP) 1.36) Children,
posttreatment .
S Vanderbilt
difference C ADHD
diagnostic
rating scale
Yan, et al., 2019 n=228, k=
4
Population: Inattention Very low SMD =-.68 Barkley,
children and OO0 Cl(-1.25-- SWAN,
adolescence (R, IC, IP) 11) ADHD-RS,
with ADHD, >18 VADTRS
years C
Intervention:
Neurofeedback Low Barkley,
Comparison: Inattention, o000 n=188, k= SWAN,
Medication follow-up R) 3 ADHD-RS,
(MPH) SMD =-.49 VADTRS




Cl (-.83--
14)

Aufmerksamkeit. Selbsturteil

Barkley's
n=231,k= Defiant
Very low SMD4_ y Chllci:oeonr :elf—
Fan,etal, 2022  Inattention o000 Cl (-.50 - .22) CAARS, CRS-
(R, IC, IP, P) R, ADHD
Population: U rating self-
Adolescents and report
adults with
ADHD, 6-60
years _ _ CAARS, ADHD
Intervention: n=187,k= rating self-
EEG- Inattenti Very low 3_ report,
Neurofeedback r;a" ention, 100]0) SMD @713 Barkley's
(TB/ SCP) ollow-up (R, IC, IP, P) Cl (-59 -.33) Defiant
Comparison: Children self-
L U
Waitlist, report
treatment as
usual, other
intervention n=95k=2
(MPH, sham) Inattention, Very low SCAIAD ;6'48 CRS-R, ADHD
EEG-NF vs. eO00O (_(.)6) o rating self-
waitlist/ TAU (R, IP, P) ) report
|
Aufmerksamkeit. Kognitive Tests
Chiu, et al., 2022 Significantly pf)orer
therapeutic
. outcomes in
Population: )
. 9 studies that
Participants . ved
with ADHD n=318 k= nvolve
6 participants who
(mean age Very low f
14.96, range Selective o OVO O SMD =.07 Wertfe”a:;"‘;anrte © CPT, ANT,
8.66-37.8) attention Cl{na) . KiTAP, TAP
. (R, P) allocation
Intervention:
EEG- ) compared to those
Neurofeedback stubcz:!ezwlth?ut
(different NF inaing o
treatment
protocols) )
. allocation (p =
Comparison:
0.006).

active




treatment or

inactive CPT, SST, d2
treatment n=595, k= test, Stroop
(waitlist or TAU) . Very low 14 task, working
Attentional o000 g=.29 memory test,
performance Cl (.09 - .49) subtests of
(R,IC, P)
Wechsler
| intelligence
test, ANT
n=170, k=
Sustained Very low _432 Go/ No Go,
attention: o000 o (90‘8' 63) CPT, SST,
omission (R, P) e KiTAP
|
n=339, k=
Sustained Very low _6 € Cg(T)/ :Eg;
attention: 1000 g=. ’ y
reaction time (R, IC, P) Cl(n.a.) oddball, SST,
T KiTAP, TAP
U
P CPT, SST, d2
n= 127' - test, Stroop
Attentional Very low ES = n.a. S task, working
erformance 000 Ol (n.a.) Clinical implication  memory test,
P ! e based on p-value subtests of
follow-up (R, P)
T Wechsler
intelligence
test, ANT
n=339, k=
Sustained Very low 6 Sl_JStamEd Go/ No _GO'
attention o000 g=.32 attention complete CPT, Auditory
complete (R, P) Cl (n.a.) includes omission oddball, SST,
P ! und reaction KiTAP, TAP
|
Lee, et al., 2022 Attention, n= 13(’33, k= onl
Population: within-group, Low g=.41 neuropsyd:/ological bp/d2, CPT,
’ re-/ post- — i AOT, TOVA,
Children and pre-/ p ®000 Cl (-.06 - .89) and behavioral
treatment (R, IP) CPT-II
adolescents measures
with ADHD, 6-18 u
years
Attention, Very low Only 42, CPT
within-group, OO0 n=42,k=2 neuropsychological ’




Intervention:
Neurofeedback
Theta/Beta
training based
Comparison:
Within-group
and between-
group (wait list,
TAU, attention
skills training,
behavioral
training,
physical activity,
medication,
other types of
NF, EMG-
biofeedback)

pre-/ follow-
up

(R, 1D, IP)

g=-.12
Cl (-.84 - .61)

U

and behavioral
measures

Attention,
between-
group, post-
treatment

Low

oO0O
(R, IP, P)

n=133,k=
6
g=.33
Cl(-.11-.74)

U

Only
neuropsychological
and behavioral
measures

bp, d2, TOVA,
CPT, AOT

Lin, et al., 2022

Population:
Children with
ADHD, 8-11
years
Intervention:
Combined EEG-
Neurofeedback
(TB) and
medication
Comparison:
Medication

Attentional
performance

Very low

®O00O
(R, IC, IP)

n=180, k=
3
g=.12
Cl(-.35-.59)

U

ADHD RS,
CPT, d2-Test

Louthrenoo, et
al., 2022

Population:
Children and
adolescence
with ADHD, 5-18
years
Intervention:
Neurofeedback
(TBR und SCP
protocol)
Comparison:
control group,
waiting list,
treatment as
usual

Sustained
attention

Very low

eOO00O

(R, IC, IP)

n=349, k=
9

SMD =-.11

Cl (-.36-.13)

U

Continuous
Performance
Task, D2
Attention,
Go/No-Go
Task, and
Attention
Network Test




n =440, k=

6

Yan, et al., 2019 Very low SMD =-.96
Inattention 510]00) Cl(-1.71-- IVA-CPT

Population: (R, IC, IP) 21)
children and
adolescence C
with ADHD, >18
years
Intervention: n=224,k=
Neurofeedback I 3
Comparison: . Very low SMD = .38
Medication '::lt sv':,t:m eO00O Cl(-79 - IVA-CPT
(MPH) P (R, IC, IP) 1.56)

U

Hyperaktivitiat/ Impulsivitat. Elternurteil

Chung, et al.,
2022
Population:
Children with
ADHD, 8-13
years
Intervention:
EEG-
Neurofeedback n=952,k= Proximal raters:

. . . 16 Conners-3,
Comparison: Hyperactivity/ Low g= 16 closest to CPRS, ARS,
Treatmen.t a.s |mpul§|V|ty, oa00 C1 (.03 - 29) participant, mostly SWAN, FBB-
usual, wait list, proximal parents.

(R) ADHS, CRS,
EMG- raters | FBB-HSK
biofeedback,
computerized
attention
training,
cognitive
interventions,
physical
activities,
placebo
feedback
Lin, et al., 2022 n=305, k= ADHD RS,
5 Chinese

. . Very low .
Population: Hyperactivity/ g=.17 ADHD rating
Children with impulsivity ea(CRD%O Cl (-.05 - .40) scale,
ADHD, 8-11 ’ Barkley's
years U Defiant

Children,




Intervention:

Chinese

Combined EEG- Conners
Neurofeedback rating scale
(TB) and
medication
Comparison: n= 193, k= ADHD RS,
Medication 3 Barkley's
Hyperactivity/ Very low g=.33 Defiant
impulsivity, OO0 Cl(-.34- Children,
follow-up (R, IC, IP) 1.01) Chinese
Conners
V] rating
Rahmani, et al.,
2022
Population:
Participants
with ADHD (no
restriction of
age)
Intervention:
EEG-
Neurofeedback & 9165' kS
Comparison: Hyperactivity/ Moderate MD=-02  hestudyused - poc pup.
treatment as impulsivity o000 Cl(-26- 21) weighted mean RS
usual, wait list, ) ) difference (WMD).
(IP)
EMG- U
biofeedback,
computerized
attention
training,
cognitive
interventions,
physical
activities,
placebo
feedback
Riesco-Matias,
etal., 2021 Hyperactivity/ =674 k=
impulsivity, FBB-HKS,
Population: NF VS'- Moderate =1_1'17 . ADHD rating
Children and nonactive most-proximal scale, DSM
adolescents control group, ®000 CI(-33-- evaluator rating, questionaire
with ADHD, < 18 post- (R) .02) often parent-rating for ADHD,
years pretreatment | Conners,
Intervention: difference SWAN
EEG-
Neurofeedback Low n=674,k= most-proximal FBB-HKS,
(theta/beta, Hyperactivity/ o000 11 evaluator rating, ADHD rating
SCP, SMR) impulsivity, (R, IC) g=-24 often parent-rating  scale, DSM




Comparison: NF vs. Cl (-39 -- questionaire
control group: nonactive .08) for ADHD,
active and control group, Conners,
nonactive post- | SWAN
conditions (e.g. pretreatment
cognitive difference
training, EMG
biofeedback,
waitlist) Hyperactivity/ n=674,k= FBB-HKS,
impulsivity, 11 ADHD rating
NF vs. Moderate g=-.20 most-proximal scale, DSM
nonactive Y11 @) Cl (-.36 - - evaluator rating, guestionaire
control group, (R) .05) often parent-rating for ADHD,
posttreatment Conners,
difference | SWAN
Hyperactivity/
impulsivity, n =258, k=
NF vs. 6
stimulant Low g=.28 most-proximal
control group, ®®00 CI(.02-.51) evaluator rating n.a.
(R, 1C)
post- C
pretreatment
difference
Hyperactivity/ n=258, k=
impulsivity, 6
NF vs. very low g=.33 most-proximal
stimulant ®000 Cl (-.10-.76) evaluator rating n.a.
control group, (R, IC, IP)
posttreatment U
difference
Van Doren, et
al., 2019 % n=256k= FBB-HKS,
H.yperac.tl\.nty/ Low 10 Conners,
Population: impulsivity, oa0O0 SMD = .50 ADHS RS-V,
Children and within-group, (R, P) Cl (.33 -.68) Barkley,
adolescence pre-post SWAN
with ADHD, <18 I
years
Intervention: n=256,k= Exact sample size
Neurofeedback .. 10 for follow-up not FBB-HKS,
(theta/beta and Hypera:c.tn.nty/ Very low SMD = .61 specified in study, Conners,
Scp) ImPUISVILY, eO00O Cl (.43 -.79) only possible ADHS RS-V,
C0|?1par|son: within-group, (R, P) maximum number Barkley,
actlv-e and pre-follow-up 1 calculated by study SWAN
passive itself.

controls: wait




list, MPH,
physical activity,
attention
training, self-
management,
cognitive
training

n=256,k= Exact sample size
Hyperactivity/ 10 for f.0.||OV\.I-Up not FBB-HKS,
impulsivity, Very low SMD = 11 specified in §tudy, Conners,
. o000 Cl (-.06 - .28) only possible ADHS RS-V,
within-group, .
post-follow-up (R, IP, P) maximum number Barkley,
U calculated by study SWAN
itself.
n =506, k=
.. 10
Hyperactivity/ Very low
. . . SMD = .16
impulsivity, o000
Cl (-.02 - .33) n.a.
pre-post (R, IP, P)
U
n =506, k = Exact sample size
10 for follow-up not FBB-HKS,
Hyperactivity/ Very low SMD = .32 specified in study, Conners,
impulsivity, 1000 Cl (.15 - .49) only possible ADHS RS-1V,
pre-follow-up (R, P) maximum number Barkley,
| calculated by study SWAN
itself.
n =506, k = Exact sample size
10 for follow-up not FBB-HKS,
Hyperactivity/ Very low SMD = .15 specified in study, Conners,
impulsivity, 1000 Cl (-.02 - .32) only possible ADHS RS-V,
post-follow-up (R, IC, IP, P) maximum number Barkley,
U calculated by study SWAN
itself.
Hyperactivity/
impulsivity, n=351k= FBB-HKS,
between- Low SMD6: 25 Conners,
group (non- ) ADHS RS-1V,
active EBZE(%CD CI{.05 - .45) Barkley,
controls), ! | SWAN
pre-post
Hyperactivity/ n=351 k= Exact sample size
impulsivity, 6 for follow-up not FBB-HKS,
between- Very low SMD = .39 specified in study, Conners,
group (non- OO0 Cl (.19 - .59) only possible ADHS RS-1V,
active (R, P) maximum number Barkley,
controls), 1 calculated by study SWAN

pre-follow-up

itself.




Hyperactivity/ n=351,k= Exact sample size
impulsivity, 6 for follow-up not FBB-HKS,
between- Very low SMD = .14 specified in study, Conners,
group (non- o000 Cl (-.06 - .34) only possible ADHS RS-V,
active (R,IC, IP, P) maximum number Barkley,
Controls), U calculated by study SWAN
post-follow-up itself.
Hyperactivity/ n =155, k= EBB-HKS
I?:tl\‘::z:y' very low SIVID4 07 Conners
) OO0 o ADHS RS-1V,
gr::rm:::;’ve (IC, IP, P) C1(-39-.24) Barkley,
pre-post U SWAN
. n=155, k= Exact sample size
H:’:ELT;::;Y/ 4 for follow-up not FBB-HKS,
between-' Very low SMD = .15 specified in study, Conners,
group (active 1000 Cl(-.17 - .46) only possible ADHS RS-1V,
controls) (R, IP, P) maximum number Barkley,
! U calculated by study SWAN
pre-follow-up itself.
. n=155, k= Exact sample size
H:’:SLT:E‘I’:/V/ 4 for follow-up not FBB-HKS,
between-' Very low SMD = .22 specified in study, Conners,
group (active eO00O Cl (.20 - .64) only possible ADHS RS-1V,
controls) (R, IC, IP, P) maximum number Barkley,
’ u calculated by study SWAN
post-follow-up itself.
IOWA-
n =985, k= Conners,
12 Conners
Yan, et al., 2019 . Very low SMD =-51
Hyperactivity/ o000 Cl (.89 - parents,
Population: impulsivity (R 10) 13) SWAN, TOVA-
children and ’ ' 1, ADHD-RS,
adolescence C VADTRS,
with ADHD, >18 SNAP-IV
years
Intervention:
Neurofeedback n=859, k= IOWA-
Comparison: Hyperactivity/ Very low 10 Conners,
Medication impulsivity, 1000 C‘leﬂfoz 693) Conners
(MPH) follow-up (R, 1C) ' ) parents,
SWAN, TOVA-

1, ADHD-RS,




VADTRS,
SNAP-IV

Hyperaktivitdt/ Impulsivitit. Lehrer*innenurteil

Chung, et al,,
2022

Population:
Children with
ADHD, 8-13
years
Intervention:
EEG-
Neurofeedback
Comparison:
Treatment as
usual, wait list,
EMG-
biofeedback,
computerized
attention
training,
cognitive
interventions,
physical
activities,
placebo
feedback

Hyperactivity/
impulsivity,
distal rater

Low

OO

(R, IC)

n=2846, k=
13
g=.17
Cl (.00 - .33)

Conners-3,
CTRS, ARS,
SWAN, FBB-
ADHS, CBCL,
CRS, FBB-
HSK, IOWA-
Conners,
SCAMP

Distal rater: less
close to participant
(mostly teachers).

Rahmani, et al.,
2022

Population:
Participants
with ADHD (no
restriction of
age)
Intervention:
EEG-
Neurofeedback
Comparison:
treatment as
usual, wait list,
EMG-
biofeedback,
computerized
attention
training,
cognitive
interventions,

Hyperactivity/
impulsivity

Very low

eOO00O

(IC, IP)

n=1009, k =
10
MD = .01
Cl (-.46 - .48)

U

Study used
weighted mean
difference (WMD).

CPRS, ADHD-
RS




physical

activities,
placebo
feedback
Hyperactivit
iVn‘:puIsivityY/ n=573, k= FBB_HKS.'
NE vs. 9 ! ADHD rating
nonactive Logo g=-.16 scale, DSM
(45T4>) ) questionaire
control group, (IC, 1P) Cl(-.32-.01) for ADHD,
post- Conners
pretreatment U SWAN !
difference
Riesco-Matias, Hyperactivity/ n=479, k = FBB-HKS,
etal., 2021 impulsivity, 8 ADHD rating
NF vs. Low g=-.11 scale, DSM
Population: nonactive 1:10]0) Cl(-.32-.10) questionaire
Children and control group, (IC, IP) for ADHD,
adolescents posttreatment U Conners,
with ADHD, < 18 difference SWAN
years
IEr:Etgrvention: ADHD rating
Neurofeedback  Hyperactivity/ cOsﬁileG;s
(theta/beta, impulsivity, n =150, k = o )
SCP, SMR) NF vs. Low 4 Barle .

. . y's
Comparison: stimulant o000 g=.36 probably blinded Defiant
control group: control group, (IC, IP) CI(-22-.94) evaluator rating Children,
active and post- Vanderbilt
nonactive pretreatment U ADHD
conditions (e.g. difference di :

. iagnostic
cognitive . le
training, EMG rating sca
biofeedback,
waitlist) ADHD rating

scale,
Hyperactivity/ n=157, k= Conners,
impulsivity, 4 SWAN,
NF vs. Moderate g=.54 Barley's
stimulant Y1 1@) Cl (.15 - .94) Defiant
control group, (1C) Children,
posttreatment C Vanderbilt
difference ADHD
diagnostic
rating scale
L. Low
Yan, et al., 2019 Hyperactivity/ n=228, k= Barkley,
impulsivity ®000 4 SWAN,

(R)

SMD = -.47




Population: Cl (-.86 - - ADHD-RS,
children and .09) VADTRS
adolescence
with ADHD, >18 C
years
Intervention:
Neurofeedback n=188, k= Bark]
Comparison: Hyperactivity/ Very low SMD3_ " s?/:/ AT\}V,
Medication impulsivity, OO0 ((36-47) ADHD-RS
(MPH) follow-up (R, IP) U VADTRS'
U
Hyperaktivitdt/ Impulsivitat. Selbsturteil
Barkley's
n=231,k= Defiant
Verv low 4 Children self-
Fan, et al., 2022 Hyperactivity/ @ OyO O SMD = .06 report,
impulsivity Cl(-.20-.32) CAARS, CRS-
Population: (R, IC, IP, P) R, ADHD
Adolesce.nts and U rating self-
adults with report
ADHD, 6-60
ears
y . CAARS, ADHD
Intervention: n=187, k= .
EEG- 3 ’ rating self-
Neurofeedback H.yperac.tl\.nty/ Very low SMD = -.01 report,l
(TB/ SCP) impulsivity, OO0 ¢ (30- 28 arkley s
. follow-up (R, IC, IP, P) ) ) Defiant
Comparison: Children self-
Waitlist, U t
treatment as repor
usual, other
intervention Hyperactivity/ Very low r; ;ﬂ%s,_k (=) 32
(MPH, sham) impulsivity, o000 Ol (.45 - '38) CRS-R. ADHD
EEG-NF vs. (RIP. P) S '
waitlist/ TAU T U
Impulsivitat. Kognitive Tests
Louthrenoo, et .
al. 2022 Continuous
Y _ _ Performance
_ n=378 k= Task,
Population: 9 Counting
Children and Response Very low SMD = .00 Stroop task
adolescence e 10]0]@) Cl (-.38-.37) o
. i inhibition Stop Signal
with ADHD, 5-18 (R, IC, IP) Task, Go/N
years U ask, 5o/No-
) Go Task,
Intervention: Attenti
Neurofeedback ention

(TBR und SCP
protocol)

Network Test




Comparison:
control group,
waiting list,
treatment as
usual

n=440, k=
6
Yan, et al., 2019 Very low SMD = -.47 )
Inhibition o000 Cl (87 - - Neuropsychological IVA-CPT
Population: (R, IC 07) measures
children and
adolescence (o
with ADHD, >18
years
Intervention: n=224,k=
Neurofeedback | 3
Comparison: . Very low SMD =-.21 _
Medication lowar ®000  alaer. "CURVEOOEE s cpr
(MPH) (R, IC, IP) 2.19)
U
Arbeitsgedachtnis. Kognitive Tests
Chiu, et al., 2022
Population:
Participants
with ADHD
(mean age
14.96, range n=122,k=
8.66-37.8) 2
Intervention: Working Very low g=-.01 Digit span,
EEG- maNory ®O00O Cl(n.a.) VSWM
Neurofeedback (R, BP)
(different NF U
protocols)
Comparison:
active
treatment or
inactive
treatment
(waitlist or TAU)
n=121,k=
Louthrenoo, et .
al., 2022 Low SIVID3— .05 Digit Span
! Working - Backward,
. memory ®e00 Cl(-42-.33) Spatial Span
Population: (IP) Backward
Children and U ackwar
Test

adolescence




with ADHD, 5-18
years
Intervention:
Neurofeedback
(TBR und SCP
protocol)
Comparison:
control group,
waiting list,
treatment as
usual

Anmerkung. n = Anzahl der Versuchspersonen, k = Anzahl der inkludierten Primarstudien. R = risk of bias, IC = inconsistency,
ID = indirectness, IP = imprecision, P = publication bias.
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Summary of Findings Tabelle: RCTs (nur 1.4.2.2.)
Mess-
instrument

Referenz Endpunkt Risk of Bias Effektstarke Kommentare

ADHS Symptome gesamt. Elternurteil




Lam, et al., 2022

Population: Boys (10-
18 years) with ADHD

naive or stable

Clinical
implication
based on p-

value of group x
time interaction,

medication n=_88 within-group
Intervention: 15 ADHD No Risk ES=n.a. ANOVAs showed
active fMRI-NF runs Cl (n.a.) s ADHD-RS
symptoms O significantly
(each run seven 30- reduced scores
second “Rest” and six u for both groups
f'lO-second _ relative to
Selfregulation baseline, at post
blacks) . treatment and
Comparison: >8 sham follow-up
FMRI-NF.
: n =150 .
Purper-Ouakil, etal,  Total ADHD "o/ €N ES=n.a. \inical
risk implication
2022 symptoms, Cl(n.a.) n.a.
D60 ) based on p-
Population: children (BP, BA) C value
with ADHD aged 7-13
Intervention:
Neurofeedback (TBR | Very high n=147 Clinical
or SMR) Total ADHD risk ES =n.a. implication
Comparison; symptoms, ° Cl (n.a.) based on o- n.a.
i D90
Methylphenidate (BP, BA) . value
n=26
Total ADHD MD =1.35
symptoms, No Risk Cl (36.62 - 8 sessions made  Parent ADHD-
Rahmani, et al., 2022  Pre- 4 weeks O 33.92) by this point. RS-IV
post-treat
Population: children '
and adolescents (6-17
yfears) W'.th ADHR Total ADHD n=52 _ Clinical
diagnostic svmptoms £s - implication
Intervention: NFyvspcontr'oI No Risk a =n.a. based on p- Parent ADHD-
Neurofeedback (Pro r'ou O (na.) value; 8 sessions RS-V
Comp, 30-min group, made by this
. after 4 weeks I .
sessions 2 days a point
week)
Comparison: no n=26
treatment Total ADHD MD =1.81 16 sessions
symptoms, No Risk Cl (37.19 - made by this Parent ADHD-
pre- 8 weeks O 33.57) poir:/t RS-IV

post-treat




Clinical

Total ADHD n=>52 . —
symptoms £S = na implication
NFyvs contr'ol No Risk o ' )' based on p- Parent ADHD-
' O n-a. value; 16 RS-IV
group, .
sessions made
after 8 weeks U . .
by this point
n=26
Total ADHD MD =1.47 24 sessions
symptoms, No Risk Cl (36.78 - . Parent ADHD-
made by this
pre- 12 weeks O 33.84) . RS-IV
point
post-treat
|
Total ADHD Clinical
n=>52 . . &
symptoms, £S = implication
NF vs. control No Risk a =na. based on p- Parent ADHD-
group, O (na.) value; 24 RS-1V
after 12 | sessions made
weeks by this point
Total ADHD Clinical
n=>56 . —
symptoms, B implication
NF vs. control No Risk N (_ .a). based on p- Parent ADHD-
group, O n-a value; 24 RS-IV
after 12 sessions made
u o
weeks by this point
ADHS Symptome gesamt. Lehrer*innenurteil
Purper-Ouakil, et al.,
2022
. . n=289 .
P(?pulatlon. children Total ADHD High Risk S = na. . Clllmca.l
with ADHD aged 7-13 implication
. symptoms, () Cl(n.a.) ADHD-RS-T
Intervention: D90 based on p-
Neurofeedback (TBR (BP) C value
or SMR)
Comparison:
Methylphenidate
. n=26
Rahmani, et al., 2022 Total ADHD MD =2.52
Population: child symptoms, No Risk Cl (38.4 - 8 sessions made Teacher
opufation: chiidren pre- 4 weeks O 33.36) by this point. ADHD-RS-IV
and adolescents (6-17
) post-treat
years) with ADHD I
diagnostic
Intervention: Total ADHD No Risk Clinical Teacher
Neurofeedback (Pro symptoms, O n=56 implication ADHD-RS-1V




Comp, 30-min NF vs control, ES = n.a. based on p-
sessions 2 days a after 4 weeks Cl (n.a.) value; 8 sessions
week) made by this
Comparison: no | point
treatment
n=26
Total ADHD MD =13 16 sessions
symptomes, No Risk Cl (40.26 - . Teacher
pre- 8 weeks O 37.66) made bythis \pup Rs-v
post-treat point.
|
Clinical
Total ADHD n=>56 implication
symptoms, No Risk ES=n.a. based on p- Teacher
NF vs control, O Clina.) value; 16 ADHD-RS-IV
after 8 weeks | sessions made
by this point
Total ADHD i<
symptoms, . e it 24 sessions
pre- 12 weeks No Risk i R made by this Teacher
O 32.52) ) ADHD-RS-IV
post- point.
treatment |
ADHS Symptome gesamt. Kliniker*innenurteil
Purper-Ouakil, et al.,
2022 Clinical
implication
Population: children Very high ;S==1n42 based on p-
with ADHD aged 7-13 ADHD total risk e value; significant me
) Cl (n.a.) ADHD-RS-C
Intervention: score, o change score
Neurofeedback (TBR (D90) C difference
or SMR) (BP, BA) between NF and
Comparison: MPH group at
Methylphenidate day 90
Aufmerksamkeit. Kombiniertes Urteil
=142 Clinical
Cash, et al., 2023 Inattention, High Risk S = na implication
effect of N based on p-
Population: children trainer D Clina,) value, Parent n-a.
with ADHD aged 7-10 continuity (BA) U and teacher
Intervention: Theta- rating
Beta Neurof'eedback, Inattention, Clinical
focu-s on trainer ) effect of High Risk _ implication
contn'-nulty and trainer trainer P n —_25 based on p- n.a.
experience . MD =2.52
experience (BA) value, Parent




Comparison: control Cl (38.4 - and teacher
condition of equal 33.36) rating
intensity, duration,
and appearance in |
which “feedback” was
based on pre-
recorded EEG of
different child
Connors 3rd
Inattention, n=29 Edition: Long
comorbidity High Risk d= 22 Version (C.3P
anxiety, P Cl (-61 - 1.04) and C3T;
treatment end ) ' Conners,
- 13-month (ID) U 2008)
follow-up inattention
Roley-Roberts, et al., scale
2023
Population: children . qunors 3rd
with ADHD (7-10 Inattention, e 43 Edition: Long
years), some with no High Risk d=-.10 Version (C3P
. comorbidity, and C3T;
anxiety as treatment end d Cl(~71-.51) Conners
comorbidity, with 13 h (ID) 2008 ¢
0DD, with both P "'m°“t u . )
anxiety and ODD, or ollow-up matterlltlon
neither comorbidity scale
Intervention:
Ne“mfe‘é"bac" (TBR) All comorbidities
omparison: o
. at beginning of
control group Inattention, n=33 g g
.. . A treatment,
(trainings differed com(;)rbldlty High Risk d=.74 unclear which Conners-3
only in deliberate DD, Cl(.05-1.43) . f
. comorbidit arent and
training down of TBR  baseline - 13- D Y P
. (ID) drop-outs at teacher rated
based on child’s own month follow- I _
. . Follow-up; RCTs
EEG in active NF vs up and quasi-
based on pre- experiments
recorded EEG from
another child’s
neurofeedback All comorbidities
session in control) at beginning of
Inattention,
. 0 B treatment,
co;(:(:‘:':jlty High Risk n___2598 unclear which Conners-3,
. ! ¢ T comorbidity parent and
-13- -1.37-.21
baseline - 13 (ID) Ci(-1.37 ) drop-outs at teacher rated
month follow-
U Follow-up; RCTs
up

and quasi-

experiments




All comorbidities

. at beginning of
Inattention, g g

no n=42 treatment,
- High Risk d=.16 unclear which Conners-3,
comorbidity, .
. () Cl (-.42-.74) comorbidity parent and
baseline - 13-
(ID) drop-outs at teacher rated
month follow-
V) Follow-up; RCTs
up .
and quasi-

experiments

All comorbidities

. at beginning of
Inattention, g g

comorbidit n=38 treatment,
anxiet anc‘i/ High Risk d=.22 unclear which Conners-3,
ODY) () Cl(-.36-.81) comorbidity parent and
L drop-outs at teacher rated
baseline - (ID)
U Follow-up; RCTs
treatment end N, quasi-

experiments

All comorbidities
at beginning of

Inattention, n=33 treatment,
comorbidity High Risk d=.33 unclear which Conners-3,
oDD, () Cl(-.32-.98) comorbidity parent and
baseline - (ID) drop-outs at teacher rated
treatment end V) Follow-up; RCTs
and quasi-

experiments

All comorbidities
at beginning of

Inattention, n=29 treatment,
comorbidity High Risk d=-79 unclear which Conners-3,
anxiety, () Cl(-1.55--.04) comorbidity parent and
baseline - (ID) C drop-outs at teacher rated
treatment end Follow-up; RCTs
and quasi-

experiments

All comorbidities

Inattention, n=42 .
o High Risk d= 26 at beginning of
bidit P ’ 1 treatment, Conners-3,
cc;morl.l Y, CI(-30-.81) unclear which parent and
aseline - (ID) comorbidity teacher rated
treatment end U

drop-outs at
Follow-up; RCTs




and quasi-
experiments

Inattention,

All comorbidities

at beginning of

comorbidity n=38 treatment,
anxiety and High Risk d=.03 unclear which Conners-3,
) Cl(-.61-.66 comorbidity parent an
oDD ¢ ) ( ) bidi d
treatment end (ID) drop-outs at teacher rated
- 13-month V) Follow-up; RCTs
follow-up and quasi-
experiments
All comorbidities
Inattention e
e n=33 treatment,
comorbidity .
oDD High Risk d=.41 unclear which Conners-3,
treatmen't end P Cl(-.32-1.14) comorbidity parent and
- 13-month drop-outs at teacher rated
(ID) u Follow-up; RCTs
follow-up

and quasi-
experiments

Aufmerksamkeit. Elternurteil

Luo, et al., 2022

Population: children
with diagnosed ADHD
(7-12 years), four
children were taking

medication

Intervention: Focus

Clinical
implication
based on p-

value; no

significant group

Pocus Training: 3 n =80 differences and

. . igh Risk n?=.0173 -
versions of programs Inattention, High Ris : no Training x

. . . Cl(n.a.) AD/HD-RS,
created for this study:  all trainings, 4] Group .
. . parent rating
NFT (only pre-/post (CO) | interaction; no
neurofeedback information
games), CCT (only about blinding
cognitive training of assessors and
games), and COM participants,
(neurofeedback and probably not
cognitive training blind
games)
Comparison: between
interventions
Purper-Ouakil, et al. .
’ ’ - 1
2022 Inattention, .\ high n =155 Clinical ADHD-RS-P
D60 . ES =n.a. . -
risk implication

Cl (n.a.)




Population: children Y based on p-
with ADHD aged 7-13 (BP, BA) C value
Intervention:
Neurofeedback (TBR
or SMR) Very high E”S: 1n4z Clinical
Comparison: Inattention, risk - e implication
Methylphenidate D90 ° cl (n.a.) based on p- ADHD-RS-P
(BP, BA) C value
n=26
Inattention MD = .67 Parent ADHD-
ore-vs. 4 ’ No Risk Cl (18.97 - 8 sessions made RS-1V,
’ 16.33 by this point Inattention
weeks post O ) ¥ b subscale
|
_5> Clinical
Inattention Eg ~ implication Parent ADHD-
! No Risk Y based on p- RS-1V,
NF vs. control, Cl (n.a.) i : .
after 4 weeks O value; 8 sessions Inattention
U made by this subscale
point
Rahmani, et al., 2022
Population: children Mg=_21606 Parent ADHD
and adolescents (6-17 Inattention, No Risk cl 1;3 6'8 16 sessions RS-V
years) with ADHD pre-vs. 8 O 1(6 6'5) ) made by this Inattent'ion
diagnostic weeks post ' point subscale
Intervention: I
Neurofeedback (Pro
Comp, 30-min Clinical
; inica
sessions 2 days 2 n=>52 implication Parent ADHD-
week) : patientiegs No Risk ES=n.a. basped on p- RS-IV
comparison: no NF vs. control, O Cl{na.) value; 16p Inattent’ion
freatment TG Teeks sessions’made subscal
U ns m: ubscale
by this point
n=26
Inattention, . MD =0.85 24 sessions Parent ADHD-
No Risk Cl (18.16 - . RS-1V,
pre-vs. 12 made by this .
O 15.09) ) Inattention
weeks post point subscale
I
Inattention, Eg f 26 Clinical Parent ADHD-
NF vs. control, No Risk o n-a. heation RS-1V,
after 12 O (na.) P Inattention
based on p-
weeks subscale
U value; 24




sessions made

by this point
n=26
Inattention MD =1.22 Parent ADHD-
ore-vs. 4 ! No Risk Cl(9.37 - 8 sessions made RS-1V,
’ 16.93 by this point. Inattention
weeks post © ) ! i subscale
|
_cg Clinical
Inattention Eg ~ implication Parent ADHD-
! No Risk =n.a. based on p- RS-V,
NF vs. control, Cl (n.a.) ] . -
after 4 weeks O value; 8 sessions Inattention
U made by this subscale
point
n=26
MD = .65 16 sessions Parent ADHD-
Inattention, No Risk Cl(19.88 - made by this RS-IV.
pre-vs. 8 O 18.58) oinYc Inattention
weeks post point. subscale
I
n=56 Clinical
ES =n.a. implication Parent ADHD-
Inattention, No Risk Cl (n.a.) based on p- RS-1V,
NF vs. control, O value; 16 Inattention
after 8 weeks I sessions made subscale
by this point.
n=26
Inattention, . MD = .84 24 sessions Parent ADHD-
No Risk Cl(17.99 - . RS-1V,
pre-vs. 12 made by this .
O 16.31) ) Inattention
weeks post point. subscale
I
_cg Clinical
Inattention, Eg : implication Parent ADHD-
NF vs. control, No Risk a =n.a. based on p- RS-1V,
after 12 O (na.) value; 24 Inattention
weeks I sessions made subscale
by this point
Inattention, Verv Hieh n=29 Conners 3-
Roy, S. et al. (2022) NF, within- inskg ES =n.a. Clinical Parent Short
group, Cl (n.a.) implication Scale




Population: children
with ADHD, 6-12

baseline - )
follow-up (BP, BA) |

based on p-
value; RCTs and

years quasi-
Intervention: experiments,
Neurofeedback, between-group:
Medication and NF = Behavior
behaviour Intervention
management (P =0.057),
(intervention with NF < Medication
children and parent (P=0.014)*
training)
Comparison: between
the interventions
Aufmerksamkeit. Lehrer*innenurteil
Purper-Ouakil, et al.,
2022
n=90
Population: children High Risk ES = n.a. Clinical
with ADHD aged 7-13 Inattention, Cl(n.a.) implication
ADHD-RS-T
Intervention: D90 d based on p- >
Neurofeedback (TBR (BP) C value
or SMR)
Comparison:
Methylphenidate
Aufmerksamkeit. Kliniker*innenurteil
. n =157 ..
Purper-Ouakil, et al., inatte Ve?ilstlgh ES = n.a. ) Cl;plcsl
2022 nattention, implication ne
NGo o Cl (n.a.) based on p- ADHD-RS-C
Population: children (BP, BA) C value
with ADHD aged 7-13
Intervention:
Neurofeedback (TBR Very high n =149 Clinical
or SMR)_ Inattention, risk ECSI =n.a. implication ADHD-RS-C
l(\:/(I)TI?aIn;on.'d . D90 ° (n-a.) based on p-
ethylphenidate
(BP, BA) C value
Hyperaktivitdt/ Impulsivitat. Elternurteil
Clinical
Luo, et al., 2022 n=280 implication
.. ” based on p-
Hyperactivity/ High Risk n?=.271 lue:
Population: children impulsivity, Cl(n.a.) _ valie no
with diagnosed ADHD  all trainings, D 5|§:|ff|cant group ADHD-RS-P
(7-12 years), four pre-/post (CO) I rerences or

children were taking
medication

Training x Group
interaction; no
information




Intervention: Focus
Pocus Training: 3
versions of programs
created for this study:

about blinding
of assessors and

participants,
probably not

NFT (only blind
neurofeedback
games), CCT (only
cognitive training
games), and COM
(neurofeedback and
cognitive training
games)
Comparison: between
interventions
: n =155 .
Purper-Ouakil, et al., Hyperactivity/ Verryilsrgh ES =n.a. . CIII.mc?I
2022 impulsivity, . Cl (n.a.) é’;‘;:itr'log_ ADHD-RS-P
D60
Population: children (BP, BA) C value
with ADHD aged 7-13
Intervention:
Neurofeedback (TBR Very high n=148 Clinical
or SMR) Hyperactivity/ risk EARQ -2 implication
Comparison: impulsivity, ° Cl (n.a.) based on p- ADHD-RS-P
Methylphenidate D90 (8P, BA) . value
n=26
. 3 MD=.71
Hyz::fltsn:ty, No Risk Cl (18.33 - 8 sessions made AI-|[:/szraR:t|I\\//|t5'
weeks post O 16.91) by this point. subscale
Rahmani, et al., 2022 |
Population: children
and adolescents (6-17 Clinical
years) with ADHD H . n i 26 implication
diagnostic yperactivity, No Risk ES=n.a. based on p- ADHD_RS_.IV._P'
Intervention: NF vs. control, O Cl(n.a.) value; 8 sessions Hyperactivity
Neurofeedback (Pro after 4 weeks : made by this subscale
Comp, 30-min point
sessions 2 days a
week)
Comparison: no n=26
treatment Hyperactivity, No Risk CAI/I(Dl8: 6858 16 sessions ADHD-RS-IV-P,
pre-vs. 8 ) made by this Hyperactivity
weeks post O 16.89) point. subscale




Clinical

n=>56 . —
. implication
Hyperactivity, No Risk ES=n.a. basFZad on p- ADHD-RS-IV-P,
NF vs. control, O Cl (n.a.) value: 16 Hyperactivity
after 8 weeks L subscale
U sessions made
by this point
n=26
Hyperactivity, No Risk é\lﬂ(q; '9933_ 24 sessions ADHD-RS-IV-P,
pre-vs. 12 O 17 0'7) made by this Hyperactivity
weeks post ‘ point. subscale
|
h=56 Clinical
Hyperactivity, : implication
NF vs. control, No Risk ECSI =n.a. based on p- AI-|DHIGD:raR:tiI\\//itP'
after 12 O (na.) value; 24 Yp ¥
subscale
weeks post U sessions made
by this point
n=26
Hyperactivity D = .38
! No Risk - i
pre-vs. 4 OO'S C'l(;i;)l 8 ;estsr'l‘i’:sor?natde ADHD-RS-IV-P
weeks post ' ¥ point.
|
Clinical
n=>56 implication
Hyperactivity, No Risk ES =n.a. based on p-
NF vs. control, Cl (n.a.) . ADHD-RS-IV-P
O value; 8 sessions
after 4 weeks made by this
u
point
n=26
Hyperactivity, No Risk CI\IA(DZCT '5863— 16 sessions
pre-vs. 8 O 18 9'0 made by this ADHD-RS-IV-P
weeks post -90) point.
|
Hyperactivity, No Risk n=56 Clinical
NF vs. control, O ES=na implication ADHD-RS-IV-P
after 8 weeks Cl(n a. )' based on p-

value; 16




sessions made

| by this point
n=26
Hyperactivity, . MD = .92 24 sessions
No Risk Cl (17.92 - .
pre-vs. 12 O 16.80) made by this ADHD-RS-IV-P
weeks post ' point.
|
_cg Clinical
Hyperactivity, Eg _ g implication
NF vs. control, No Risk T based on p-
after 12 O Cl (n.a.) value; 24 ADHD-RS-IV-P
weeks I sessions made
by this point.
Roy, S. et al. (2022)
Population: children Clinical
with ADHD, 6-12 implication
years based on p-
Intervention: Hyperactivity/ n=29 value; RCTs and
Neurofeedback, impulsivity, Very high ES = n.a. quasi-

. - . . Conners 3-
Medication and NF within- risk Cl (n.a.) experiments; Parent Short
behaviour group, ® between-group:

. . Scale
management baseline - (BP, BA) I NF = behavior
(intervention with follow-up intervention
children and parent (p =1.000),
training) NF < medication
Comparison: between (p<001)*
the interventions
Hyperaktivitdt/ Impulsivitit. Lehrer*innenurteil
n=91 Clinical
Purper-Ouakil, et al., Hyperactivity/ High Risk ES = n.a. . ;plc:
2022 impulsivity, ) Cl (n.a.) implication ADHD-RS-T
based on p-
D50 (BP) value
Population: children C
with ADHD aged 7-13
Intervention:
Neurofeedback (TBR _ ) n=295 .
or SMR) . High Risk ES = n.a. ) Cll.nlca.l Strengths and
. Hyperactivity, P al ) implication Difficulties
Comparlson.. D90 n.a. based on p- . .
Methylphenidate (BP) value Questionnaire
c (sbQ)
Hyperaktivitdt/ Impulsivitit. Kliniker*innenurteil
Purper-Ouakil, et al., H.yperac.tl\.nty/ VerY high ) ‘ Cllplcam'l ADHD-RS-C
2022 impulsivity, risk n=157 implication




D60 PY ES = n.a. based on p-

Population: children (BP, BA) Cl (n.a.) value
with ADHD aged 7-13
Intervention: C
Neurofeedback (TBR
or SMR)
Comparison: o Very high n =143 Clinical
Methylphenidate H}lperac.tn.nty/ risk ES=n.a. implication
impulsivity, Cl(n.a.) ADHD-RS-C
) based on p-
D90
(BP, BA) C value
Inhibition. Elternurteil
Luo, et al., 2022
Population: children
with diagnosed ADHD .
Clinical
(7-12 years), four QY
. . implication
children were taking
. L. based on p-
medication
. value; no
Intervention: Focus ™ significant erou
Pocus Training: 3 _ . '; '_ dgifferencegandp
versions of programs Inhibition, High Risk n°=.15 Training x Grouo  BRIEF. parent
created for this study:  all trainings, q) CHp-a.) . &> P P
NET (only pre-/post interaction; no rating
(CE) | information
neurofeedback about blindin
games), CCT (only g

of assessors and
participants,
probably not
blind

cognitive training
games), and COM
(neurofeedback and
cognitive training
games)

Comparison: between
interventions

Anmerkung. n = Anzahl der Versuchspersonen. SG = sequence generation, CC = concealment, BP = blinding participants, BA
= blinding assessors, ID = incomplete data, OR = outcome reporting, CE = carry over effects, SX = stopped early, UM =
unvalidated measures, Ol = other issue.
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1.4.3 Diatetische Interventionen
1.4.3.2. Was soll im Hinblick auf kiinstliche Farbstoffe beachtet werden?

143.2. A

Beriicksichtigte Endpunktkategorien: Meta-Analysen

Gesamtaussagesicherheit

Endpunktkategorien der Evidenz

ADHS Symptome gesamt (E)
ADHS Symptome gesamt (L) 1 Schwach/ sehr schwach
ADHS Symptome gesamt (KL)

Anmerkung. MAs = Anzahl der Meta-Analysen, m = Anzahl der Endpunkte innerhalb dieser
Endpunktkategorie. E = Elternurteil, KL = Kliniker*innenurteil, KU = Kombiniertes Urteil, L =
Lehrer*innenurteil, S = Selbsturteil, T = kognitive Tests, U = Unbekanntes Urteil.

Summary of Findings Tabelle: Meta-Analysen

Aussagesicherheit .. Mess-
(GRADE) Effektstdrke Kommentare instrument

Referenz Endpunkt

ADHS Symptome gesamt. Elternurteil

Pelsser et. al.,
2017 (based on
Schab, 2004)

Population:

children or youth

(<18 years) with

adhd or n=219, k=13
hyperactivity or SMD = .44
hyperkinetic Total ADHD Very low Cl (.16 -.72)
syndrome symptoms bOOO

Intervention: (R, IC, PB) |
Elimination

Artificial food

color (tartrazine or

AFC mixtures were

given during 1-42

days)

Comparison:

Placebo

Conners

Dosage: 1- Parent

150mg/day Teacher
Questionnaire

Pelsser et. al., Outcomes
2017 (based on evaluated not
. n=185,k=11
Nigg, 2012) clear or well
Very low SMD = .21 . ,
SO00 Ol (-02 - 43) defined: Conners
Population: symptoms e "behavioral rating scale
h (IC, ID, IP, P)
children or youth U effects (relevant
(<18 years) with to inattention
adhd or or

Total ADHD




hyperactivity or
hyperkinetic
syndrome
Intervention:
Elimination
Artificial food
color (tartrazine or
AFC mixtures were
given during 1-42
days)

Comparison:
Placebo

hyperactivity)"

Dosage: 13-
250mg/day

ADHS Symptome gesamt. Lehrer*innenurteil

Pelsser et. al.,
2017 (based on
Schab, 2004)

Population:
children or youth
(<18 years) with
adhd or
hyperactivity or
hyperkinetic
syndrome
Intervention:
Elimination
Artificial food
color (tartrazine or
AFC mixtures were
given during 1-42
days)

Comparison:
Placebo

n=152,k=6
SMD = .08

Very low
Cl (-.07 - .24)

SO000
(R, IC, 1P, P)

Dosage: 1-

Total ADHD
150mg/day

symptoms
U

Conners
Parent
Teacher
Questionnaire

ADHS Symptome gesamt. Kliniker*innenurteil

Pelsser et. al.,
2017 (based on
Schab, 2004)

Population:
children or youth
(<18 years) with
adhd or
hyperactivity or
hyperkinetic
syndrome
Intervention:
Elimination
Artificial food

n=140,k=4
SMD = .11

Very low
Cl(-.13-.34)

SO000
(R, IC, IP, P)

Total ADHD
symptoms

Dosage: 1-
150mg/day
U

CPTQ




color (tartrazine or
AFC mixtures were
given during 1-42
days)

Comparison:
Placebo

Anmerkung. n = Anzahl der Versuchspersonen, k = Anzahl der inkludierten Primarstudien. R = risk of bias, IC = inconsistency,
ID = indirectness, IP = imprecision, P = publication bias.
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Schab, D. W., & Trinh, N. H. (2004). Do artificial food colors promote hyperactivity in children with hyperactive syndromes?
A meta-analysis of double-blind placebo-controlled trials. J Dev Behav Pediatr, 25(6), 423-434.
https://doi.org/10.1097/00004703-200412000-00007



1.4.3.3. Was sollte im Hinblick auf Eliminationsdiéiten beachtet werden?
1433.A

Beriicksichtigte Endpunktkategorien: Meta-Analysen
Gesamtaussagesicherheit

Endpunktkategorien der Evidenz

ADHS Symptome gesamt (KU)
ADHS Symptome gesamt (E)

Sehr schwach/ schwach

Anmerkung. MAs = Anzahl der Meta-Analysen, m = Anzahl der Endpunkte innerhalb dieser Endpunktkategorie. E
= Elternurteil, KL = Kliniker*innenurteil, KU = Kombiniertes Urteil, L = Lehrer*innenurteil, S = Selbsturteil, T =
kognitive Tests, U = Unbekanntes Urteil.

Beriicksichtigte Endpunktkategorien: RCTs

Gesamtaussagesicherheit

Endpunktkategorien der Evidenz

Aufmerksamkeit (E)
Aufmerksamkeit (L)
Hyperaktivitat (E)
Hyperaktivitat (L)
Emotionsregulation (E)

Sehr schwach/ schwach

N = e
P W W W W w

Emotionsregulation (L)

Anmerkung. RCTs = Anzahl der randomisierten kontrollierten Studien, m = Anzahl der Endpunkte innerhalb
dieser Endpunktkategorie. E = Elternurteil, KL = Kliniker*innenurteil, KU = Kombiniertes Urteil, L =
Lehrer*innenurteil, S = Selbsturteil, T = kognitive Tests, U = Unbekanntes Urteil.

Summary of Findings Tabelle: Meta-Analysen

ARG EIGE Effektstdrke Kommentare Mess-

Referenz Endpunkt

(GRADE) instrument

ADHS Symptome gesamt. Kombiniertes Urteil

Pelsser et. al., 2017
(based on Benton,

2007)
Population: children n=214,k=4 Primary meta- ,
. . Conners

or youth with ADHD SMD = .80 analysis .
or hyperactivity or Total Very low rechecked: ES rating scale,

. symptom SO00O Cl(41-1.19) . L CAS (Connors
hyperkinetic include 5 studies .

score (IC, IP) Abbreviated
syndrome | but parent rated
. Scale)

Intervention: was only 4.

elimination of some
food groups
(Feingold diet or
allergens) or many
foods or additives




Comparison:
placebo

ADHS Symptome gesamt. Elternurteil

Pelsser et. al., 2017
(based on Sonuga-
Barke, 2013)

Population: children

or youth with ADHD

or hyperactivity or n=n.a., k=5

hyperkinetic Total Low SMD = .75 Conners’
syndrome symptom eDOO Cl(.31-1.19) rating scale
Intervention: score (IC, IP)

elimination of some |

food groups
(Feingold diet or
allergens) or many
foods or additives
Comparison:
placebo

Anmerkung. n = Anzahl der Versuchspersonen, k = Anzahl der inkludierten Primarstudien. R = risk of bias, IC = inconsistency,
ID = indirectness, IP = imprecision, P = publication bias.

REFERENZEN
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Summary of Findings Tabelle: RCTs

Referenz Endpunkt Risk of Bias Effektstdrke Kommentare Mess-

instrument

Aufmerksamkeit. Elternurteil

Huberts-Bosch et al., - 160 Only significant
2023 Inattention very high I\ZD_— 66 measures
’ risk T reported; clinical SWAN
. . ED, Cl (n.a.) L . .
Population: children o implication guestionnaire
. TO-T1
(5-12 years) with (BP, BA) | based on p-

ADHD value




Intervention:
Elimination diet or
Healthy diet
Comparison:
treatment as usual

n=160

Only significant

Inattention very high MD = .53 measures
HD ' risk al o reported; clinical SWAN
: ® (n-2.) implication questionnaire
T0-T1
(BPI BA) | based on p-
value
- 160 Only significant
Inattention very high /\ZE;— 41 measures
' risk B reported; clinical SWAN
TAU, Cl (n.a.) A _ .
® implication questionnaire
TO-T1
(BPI BA) | based on p-
value

Aufmerksamkeit. Lehrer*innenurteil

n=153 Only significant
. . . MD = .29 measures
Inat:-(IeStlon, HIgE’RISk Cl(n.a.) reportTd; clinical SWAN
! implication questionnaire
T0-T1 (BP) I based on p-
value
Huberts-Bosch et al., Only significant
2023 . . §=153 measures
Inattention, High Risk MD = 1.00 .

. . TAU, > Cl(n.a) reporte‘d; c.I|n|caI SWAN ‘
Population: children T0-T1 (8P) implication questionnaire
(5-12 years) with I based on p-

ADHD value
Intervention:
Elimination diet or
Healthy diet Only significant
Comparison: between-group
treatment as usual =153 effects reported.
Inattention, . . np2 =0.15 ED.and HD
B ween- High Risk ol in a.) superior to TAU, SWAN
q) e no differences . .
group, . questionnaire
M (BP) | between dietary
groups; clinical
implication
based on p-
value
Hyperaktivitat. Elternurteil
Hperactivity/ Very high n =160 N
Huberts-Boschet et iz\pulsivit\z risk MD=73  Onlysignificant SWAN
al., 2023 ED, o Cl{n.a.) meas.ure's. guestionnaire
reported; clinical
TO-T1 (BP, BA) I

implication




Population: children
(5-12 years) with
ADHD

Intervention:
Elimination diet or
Healthy diet
Comparison:
treatment as usual

based on p-
value

n=160

Only significant

Hperactivity/ Very high measures
impulsivity, risk MD = .61 reported; clinical SWAN
HD, o Clina.) implication questionnaire
TO-T1 (BP, BA) I based on p-
value
Only significant
Hperactivity/ Very high n =160 measures
impulsivity, risk MD = .54 reported; clinical SWAN
TAU, o Clina.) implication questionnaire
TO-T1 (BP, BA) | based on p-
value

Hyperaktivitit. Lehrer*innenurteil

Huberts-Boschet et
al., 2023

Population: children
(5-12 years) with
ADHD

Intervention:
Elimination diet or
Healthy diet
Comparison:
treatment as usual

n=153

Only significant

H tivit . .
i&e;rjlcsilvvilt:/ High Risk S repc:fjj-u clnical SWAN
HD, D Cl{n.a.) implication qguestionnaire
T0-T1 (BP) I based on p-
value
=153 Only significant
Hperactivit . . R measures
i:1pulsivit:/ High Risk MD = .81 reported; clinical SWAN
TAU, D Cl{na) implication qguestionnaire
T0-T1 (BP) I based on p-
value
Only significant
between-group
~ effects reported.
Hyperactivity/ n=153 ED and HD
impulsivity, High Risk np2=0.13 superior to TAU,
Between- q) Cl(n.a) no differences SWAN
. questionnaire
group, (BP) | between dietary
Tl groups; clinical

implication
based on p-
value

Emotionsregulation. Elternurteil

Huberts-Boschet et
al., 2023

Emotion
regulation,

Very high

risk

n=160
MD = .82

Only significant
measures

sbQ




ED, o Cl (n.a.) reported; clinical

Population: children TO-T1 (BP, BA) implication
(5-12 years) with | based on p-
ADHD value

Intervention:
Elimination diet or

Healthy diet . n = 160 Only significant
Comparison: Emotion Very high VD = 66 measures
treatment as usual regulation, risk ol (r:é ) reported; clinical sDQ
HD, o < implication
TO-T1 (BP, BA) I based on p-
value
Only significant
Emotion Very high n =160 measures
. : MD = .68 p,
regulation, risk reported; clinical
TAU, o SRURY implication >bQ
TO-T1 (BP, BA) I based on p-
value
Emotionsregulation. Lehrer*innenurteil
Huberts-Boschet et Only significant
al., 2023 between-group
effects reported.
Population: children Emotion =153 ED and HD
(5-12 years) with regulation, High Risk np2=0.15 superior to TAU,
ADHD Between- (] Clina.) no differences sbQ
Intervention: group, (BP) | between dietary
Elimination diet or T1 groups; clinical
Healthy diet implication
Comparison: based on p-
treatment as usual value

Anmerkung. n = Anzahl der Versuchspersonen. SG = sequence generation, CC = concealment, BP = blinding participants, BA
= blinding assessors, ID = incomplete data, OR = outcome reporting, CE = carry over effects, SX = stopped early, UM =
unvalidated measures, Ol = other issue.
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Beriicksichtigte Endpunktkategorien: Meta-Analysen

Gesamtaussagesicherheit

Endpunktkategorien MAs der Evidenz

ADHS Symptome gesamt (KU)
ADHS Symptome gesamt (E)
ADHS Symptome gesamt (L)

ADHS Symptome gesamt (KL)

Aufmerksamkeit (KU)
Aufmerksamkeit (E)
Aufmerksamkeit (L)

Aufmerksamkeit (KL)

Hyperaktivitat/ Impulsivitat (KU)
Hyperaktivitat/ Impulsivitat (E)
Hyperaktivitdt/ Impulsivitat (L)

Hyperaktivitdt/ Impulsivitat (KL)

ADHS Symptomverbesserung (E)
Kognitive Leistung (T)

Verhaltensprobleme (E)

Verhaltensprobleme (L)

Lebensqualitat (E)

Moderat

P NN R P PP NP R RPRPNRPRPRPRNWR
P U1 00 U1 W N NONINNOOWNW O wisE

Anmerkung. MAs = Anzahl der Meta-Analysen, m = Anzahl der Endpunkte innerhalb dieser
Endpunktkategorie. E = Elternurteil, KL = Kliniker*innenurteil, KU = Kombiniertes Urteil, L =
Lehrer*innenurteil, S = Selbsturteil, T = kognitive Tests, U = Unbekanntes Urteil.

Summary of Findings Tabelle: Meta-Analysen

R e Effektstairke = Kommentare AL

Referenz Endpunkt

eit (GRADE) instrument
ADHS Symptome gesamt. Kombiniertes Urteil

Gillies, et al., Teacher-rated
2023 n=96k=2 Conners total
Population: sy:::t-l:ms Very low c|5 (N_I?,£1) :i7159) Intervention: Slfaot:ﬁ'gélz:lz

. . . - 1. 1 0, H h
children and total, fl';O”S)S Ogrﬁ:/ealf t Parent- and
adolescents with Short term T C 8 investigator-rated
ADHD at1,3,6,12
Intervention: months

Poly-unsaturated




fatty acids w-3

(EPA, DHA, ALA) ADHD n=60k=1 ADHD Rating
and/ or w-6 (AA, svmbtoms Very low SMD = .62 Intervention:  Scale Parent- and
LA, GLA) between ytor;al DeO000 Cl(.10-1.13) 100% weight investigator-rated
2 weeks and 6 Medium 'term (R, IP, P) omega3 at1,3,6,12
months with or C months
without any
other co-
intervention ADHD n=60k=1 ADHD Rating
Comparison: symptoms Very low SMD = .30 Intervention:  Scale Parent- and
stimulants total, eO00O Cl(-.21-.81) 100% weight investigator-rated
(methylphenidate Long term (R, IP, P) omega3 at1l,3,6,12
or V) months
dexamfetamine)
ADHS Symptome gesamt. Elternurteil
Chang, et al,, n=534,k=7 CPRS-L, Conner’s
2018 g=.38 ADHS, CRS, CPRS,
ADHS- . Only RCTs

symptoms total High CI(.20-.56) inc?luded SNAP-IV, SDQ,
Population: ymp SODD DISYPS-II, CBCL,
children and | SWAN, CHQ-PF50
adolescents with
ADHD (4-17
years) n=255k=3
Intervention: ADHS- . 4= 96
PUFAs symptoms High Cl (.10-.62) Only RCTs CRS, DISYPS-II,
supplementation total, DDOD included CBCL, TRF, SWAN
with DHA and EPA>=500 I
EPA alone orin
combination
(dosage EPA 80- ADHS- n= 399’ k=4 CPRS-L; Conner’s
650mg and DHA ine 4 o g=.39 Oy RCTs ADHD, CTRS,
2,7 - 640mg) ymp ig Cl (.15 - .64) only CPRS, SDQ, CHQ-

L total, ODPDD included )

Comparison: PF5, Abbreviated
EPA<500 |
placebo CRS
Gillies, et al., ADHD n=442,k=8
2023 Very low SMD = .17 o Parent ADHD
symptoms Intervention: .
bO0O Cl (-.25-.59) o Rating Scale,

. total, 100% weight )
Population: Short t (IC, 1P, P) onlv omega 3 Conners Rating
children and ortterm U y & Scale
adolescents with
ADHD
Poly-unsaturated ADHD Verv low 16 Intervention: Rating Scale,
fatty acids w-3 symptoms @OVOO SMD =-.08 12% weight SWAN, SNAP-1V,
(EPA, DHA, ALA) t.otal, (IC, IP, P) Cl(-.24-.07) omega3 +0 Pareht Conners
and/ or w-6 (AA, Medium term omegab. 88% Rating Scale,

U only omega3. DISYPS-II

LA, GLA) between




2 weeks and 6

months with or ADHD n=60k=1
without any Very low SMD =-.30 S
symptoms Intervention:
other co- ymp eO00 Cl(-.81-.21) o Parent ADHD
i i total, (R, IP, P) 100% weight Rating Scale
intervention Long term T only omega3. g
Comparison: u
placebo without
any other co- _ _
intervention or ADHD n=1039, k=
. 14 Parent ADHD
with the same co- symptoms Very low SMD = .06 Rating Scal
intervention total, 210]0)0) = ating >ca f?,
Cl(-.23-.11) Conners Rating
Only omega 3 (IC, IP, P)
studies Scale
U
ADHD n=127,k=2 Parent ADHD
symptoms Low SMD =-.28 Ratine Scale
total, lslele) Cl (-.63 - .07) § >ca’e,
Conners Rating
Only omega 6 (IP, P) Scale
and 3 studies U
Héndel, et al.,
2021
Population:
children and
adolescents with
ADHD (6-18
Result
years) = k= significant, but
Intervention: n=1755 k= 5|g|:| Ica ,d u
supplements with zf :E ?l(\;.ee' Inlg
polyunsaturated ADHD core Low SCMD ;2"17 el' / mlllma
fatty acids w-3 symptoms SDO0O (-32-- clinically Parent ADHD
.02) important .
and/or w-6 (1C) . . rating scale
difference
between 8 weeks
I (MCID)

and 12 months
with or without
medical
treatment
Comparison:
placebo with or
without medical
treatment

ADHS Symptome gesamt. Lehrer*innenurteil

Gillies, et al.,
2023

Population:
children and

ADHD
symptoms
total,
Short term

Very low

DO00O
(R, IC, IP)

n=185,k=4

SMD = .35
Cl(-.30-
1.00)

Intervention:
100% weight
omega 3

Teacher-rated
Conners total
score, Teacher
ADHD Rating
Scale IV, Parent-




adolescents with
ADHD
Intervention:
Poly-unsaturated
fatty acids w-3
(EPA, DHA, ALA)
and/ or w-6 (AA,
LA, GLA) between
2 weeks and 6
months with or
without any
other co-
intervention
Comparison:
placebo without
any other co-
intervention or
with the same co-
intervention

rated DSM-IV

attention and

hyperactivity-
impulsivity
subscales

Intervention:
7% weight
omega3 +

omegab; 93%

weight
omega3

n=498,k=6
SMD = .06
Cl (-.12 - .24)

ADHD
symptoms
total,
Medium term

Very low

SO00

IC, IP, P
(C, 1P, P Y

SNAP-IV rated by
teachers, Teacher
Conners Rating
Scale, teacher-
rated DISYPS-II

Héndel, et al.,
2021

Population:
children and
adolescents with
ADHD (6-18
years)
Intervention:
supplements with
polyunsaturated
fatty acids w-3
and/or w-6
between 8 weeks
and 12 months
with or without
medical
treatment
Comparison:
placebo with or
without medical
treatment

n=641,k=
10

SMD = -.06

Cl(-.31-.19)

Search string
limited to
RCTs

ADHD core
symptoms

Very low
o000
(R, IC, IP)

U

Any
questionnaire
mentioned

ADHS Symptome gesamt. Kliniker*innenurteil

Gillies, et al.,
2023

Population:
children and
adolescents with
ADHD

n=143,k=2
SMD=-74 | tervention:
Moderate Cl (-1.08 - - o
100% ht
OBBO 40) o welg
(R) omega3

ADHD
symptoms
total, Short

term

Conners
Abbreviated
Questionnaire
score (ASQ-P),
Mean symptom
severity - ADHD
Rating Scale




Intervention:
Poly-unsaturated
fatty acids w-3
(EPA, DHA, ALA)
and/ or w-6 (AA,
LA, GLA) between
2 weeks and 6

months with or ADHD nS/Tﬂ6D4—k ;51 Intervention: Clinician-rated
without any symptoms Very low a 84;-.15) 100% weight' ADHD Rating
other co- total, eO00 ' ‘ omeea3 Scale scores: total
intervention Medium term (IP, P) U & scores
Comparison:
placebo without
any other co-
intervention or
with the same co-
intervention
Aufmerksamkeit. Kombiniertes Urteil
Gillies, et al., ADHD n=60k=1 ' Parent- and
2023 symptoms: Very low \ i o Imggvention: investigator-rated
. A 0, . =
bonulation: inattention, ®000 (R ¢ 1021‘1’ é’vz',fht ADHD (ADHD
ci?iFl):r:nlc;:;i Short term (R, 1P, P) C g Rating Scale)
adolescents with
ADHD
Intervention: ADHD N n= 60'_k =1 nt don: Parent- and
Poly-unsaturated symptoms: Y AN SMD =47 ;08(;/ e O}:l ~ investigator-rated
fatty acids w-3 inattention, ??8? ?) C1(-04-.98) AN ' ADHD (ADHD
(EPA, DHA, ALA) Medium term ‘'’ U & Rating Scale)
and/ or w-6 (AA,
LA, GLA) between
2 weeks and 6
months with or
without any _ _
n=60k=1
other co- SV:E:) ?ns- Very low SMD=.06 Intervention: invepjtzzg':;)fr::ted
intervention . e 100% weight -
Comparison: inattention, ?;?SS C1(-45-.57) or;ega?{f ADHD (ADHD
stimulants Long term Y U Rating Scale)
(methylphenidate
or
dexamfetamine)
Aufmerksamkeit. Elternurteil

Chang, et al,, n=590, k=7 OnIY CPRS-L, Conner’s
2018 g=.42 randomized, ADHS. CRS. CPRS

. Inattention High C1(.23-.62) double-blind, ¢\ o\ "enq.
Population: SODD placebo- DISYPS-I1. CBCL
children and | controlled ! !

adolescents with

trials included

SWAN, CHQ-PF50




ADHD (4-17

=316, k=4 Only
years) _ Inattention n= B ,36_ randomized, CRS. SNAP_IV
Intervention: symptom High g=. double-blind, / ’
PUFAs Cl(.15-.81) DISYPS-II, CBCL,
| . scores, OPDD placebo- TRE. SWAN
su.pp ementation EPA>=500 I controlled ’
with DHA and trials included
EPA alone or in
combination Only
(dosage EPA 80- Inattention n= 210’3/;_ 3 randomized,  CPRS-L; Conner’s
650mg and DHA symptom High cl (gl_O' 63) double-blind, ADHD, CTRS,
2,7 - 640mg) scores, ODPDDD e placebo- CPRS, SDQ, CHQ-
Comparison: EPA<500 I controlled PF50
placebo trials included
RBPC (attention
n=283,k=5 subscale), parent
ADHD . Very low SMD = .01 Intervention: ADH.D Ratlng
symptoms: SO00 Cl(-.31-.33) 100% weight Scale (inattention
e inattention, subscale), Parent-
Gillies, et al., (IC, IP, P) only omega3
2023 Short term U rated DSM-IV
attentionsubscale
Population: S
children and
chi)c;-:gscents with ADHD Rating
Intervention: Scale, CBCL,
) SWAN, SNAP-IV
Poly-unsaturated
. rated by parents,
fatty acids w-3 Conners Parent
(EPA, DHA, ALA) n=960 k= , :
! Intervention: Rating Scale -
and/ or w-6 (AA, 12 . .
ADHD 5,4% weight Revised, Parent-
LA, GLA) between Very low SMD =-.01
symptoms: omega3 + and teacher-rated
2 weeks and 6 . \ OO0 Cl(-.20-.17) ;
inattention omegab; 95% Disrupted
months with or y ! (R, IC, IP, P) oo .
. Medium term weight only Behavior
without any U . .
omega3 Disorders Rating
other co-
. . Scale:
intervention o
. hyperactivity,
Comparison: .
. attention, Parent-
placebo without
anv other co and teacher-rated
. v . DISYPS-II
intervention or
with the same co-
intervention n=60 k=1
. :D;?ns- Very low SMD =-.39 Intervention: ADHD Rating
Symptoms: D000 CI(-90-.12) 100% weight Scale
inattention,
(R, IP, P) omega 3
Long term U

Aufmerksamkeit. Lehrer*innenurteil




Gillies, et al.,
2023

Population:
children and
adolescents with
ADHD
Intervention:
Poly-unsaturated
fatty acids w-3
(EPA, DHA, ALA)
and/ or w-6 (AA,
LA, GLA) between
2 weeks and 6
months with or
without any
other co-
intervention
Comparison:
placebo without
any other co-
intervention or
with the same co-
intervention

Teacher-rated

ADHD Very | nSTWSDG’ k2=02 Intervention Conners
ery low =, . _ _
symptoms o . Questionnaire
inattention, @((R)(I?J)O Cl(-.40-.44) 100% we|3ght subscales:
Short term ’ U omega inattention and
hyperactivity
428 k=5 |MEVeNtON: g ab v rated b
ADHD h=azs,k= 12% weight Y
symptoms Very low SMD = .17 o O teachers, Teacher
_14 - Rati
inattention, ®000 Cl(-.14 - .49) omega6: 88% Conners Rating
Medium term (IC, 1P, P) weight Scale, Teacher-
u ; rated DISYPS-II
omega3

Aufmerksamkeit. Kliniker*innenurteil

Gillies, et al.,
2023

Population:
children and
adolescents with
ADHD
Intervention:
Poly-unsaturated
fatty acids w-3
(EPA, DHA, ALA)
and/ or w-6 (AA,
LA, GLA) between
2 weeks and 6
months with or
without any
other co-
intervention
Comparison:
placebo without
any other co-
intervention or

n=17,k=1
ADHD Low SMD =-.05 Intervention: Parent and
- - 1009 igh
'sympto'ms D00 C1(-1.00 00% weight teacher Conners
natggng (IP) -90) omega3 rating scales
Short term &
u
Intervention: Clinician-rated
ADHD n=124,k=2 100% weight ADHD Rating
symptoms Low SMD =-.29 omega3; Scale scores,
inattention, SDOO Cl (-.65-.07) 1/2 don't have Change in parent-
. (IP, P) - rated abbreviated
Medium term clinician rated .
U Conners Rating

questionnaire

Scale




with the same co-
intervention

Hyperaktivitdt/ Impulsivitit. Verschiedene Urteile

Gillies, et al.,
2023

Population:
children and
adolescents with
ADHD
Intervention:
Poly-unsaturated
fatty acids w-3
(EPA, DHA, ALA)
and/ or w-6 (AA,
LA, GLA) between
2 weeks and 6
months with or
without any
other co-
intervention
Comparison:
stimulants
(methylphenidate
or
dexamfetamine)

Parent- and
investigator-rated
n=96,k=2 ADHD (ADHD
ADHD . .
symbtoms: Very low SMD = .66 Intervention: Rating Scale) and
h yergctivit./ S©O00 Cl(.25-1.07) 100% weight Teacher-rated
Yp .. Y (R, IP, P) omega3 Conners total
impulsivity,
C score and
Short term L
Hyperactivity
Index
ADHD n=60k=1
. Parent- and
symptoms: Very low SMD = .58 Intervention: . .
. . . investigator-rated
hyperactivity/ bOOO Cl(.07-1.10) 100% weight
. . . ADHD (ADHD
impulsivity, (R, IP, P) omega3 Rating Scale)
Medium term C g

Hyperaktivitit/ Impulsivitit. Elternurteil

Chang, et al,,
2018

Population:
children and
adolescents with
ADHD (4-17
years)
Intervention:
PUFAs
supplementation
with DHA and
EPA alone or in
combination
(dosage EPA 80-
650mg and DHA
2,7 - 640mg)
Comparison:
placebo

n=551,k=6 rand?)rr]:i/zed CPRS-L, Conner’s
Moderate = .48 N ADHS, CRS, CPRS,
g double-blind
Hyperactivity SeDO CI(.01-.95) lacebo- ' SNAP-IV, SDQ,
(10) Czntm“e 4 Disyps-li, cacL,
I con SWAN, CHQ-PF50
trials included
o Only
T double-blind, ADHD, SNAP-1V,
scores, ®OO0  C(12-149) . ho DISYPS-II, CBCL
- Ic r
EPA>=500 (I€) i controlled TRF
trials included
o Only
T double-blind, ADHD, CTRS,
scores, Sele) Cl(-.22-.43) placebo- CPRS, SDQ, CHQ-
IC, IP '
EPA<500 (IC, IP) U controlled PF50

trials included




Gillies, et al.,
2023

Population:
children and
adolescents with
ADHD
Intervention:
Poly-unsaturated
fatty acids w-3
(EPA, DHA, ALA)
and/ or w-6 (AA,
LA, GLA) between
2 weeks and 6
months with or
without any
other co-
intervention
Comparison:
placebo without
any other co-
intervention or
with the same co-
intervention

RBPC: subscales:
attention and
motor excess,

Parent ADHD
ADHD n=2835 k= Rating Scale:
symptoms: Very low n.a. Intervention: hyperactivity
hyperactivity/ D000 SMD=.15 — 160% weight  subscale, ADHD
impulsivity, (IC, ID, IP, P) Cl(-20-.50) omega 3 Parent Rating
Short term U Scale, Parent-
rated DSM-IV
hyperactivity-
impulsivity
subscales
ADHD n= 8168’ k= Intevention: ADHD Rating
symptoms: Low SMD = 09 4% weight Scale; SNAP-IV
hyperactivity/ P00 Cl (-04 _' 23) omega3 + rated by parents;
. - (IP, P) ) : omegab; 96% Conners Parent
impulsivity, .
Medium term U only omega3 Rating, DISYPS-II
ADHD n=60,k=1
symptoms: Very low SMD =-.21 Intervention: .
hyperactivity/ 000 Cl(-72-29) 100% weight  DHDRating
. . . Scale
impulsivity, (R, 1P, P) omega 3
Long term U

Hyperaktivitdt/ Impulsivitit. Lehrer/innenurteil

Gillies, et al.,
2023

Population:
children and
adolescents with
ADHD
Intervention:
Poly-unsaturated
fatty acids w-3
(EPA, DHA, ALA)
and/ or w-6 (AA,
LA, GLA) between
2 weeks and 6
months with or
without any
other co-
intervention
Comparison:
placebo without
any other co-

ADHD symptoms

ADHD s
n=60k=1 hyperactivity/imp
symptoms: -
hyperactivity/i Very low SMD =0 Intervention: ulsivity, parent
i bO0O Cl(-.51-.52) . rated- short term.
mpulsivity, 100% weight
Short term (R, 1P, P) omega3 ADD-H
u gas. Comprehensive
Teacher Rating
scale
SNAP-IV rated by
Int tion: teachers, Teacher
ADHD n=462, k=6 o venton: Conners Rating
’ 7,3% weight )
symptoms: Very low SMD = .15 omeea3. Scale:
hyperactivity/i DO00O Cl (-.03 - .34) omega6 hyperactive-
mpulsivity, (IC, IP, P) 93 7% vgvei.ht impulsive
Medium term U /70 WeIg subscales, Parent-
omega3s.

and teacher-rated
Disrupted
Behavior




intervention or
with the same co-
intervention

Disorders Rating
Scale:
hyperactivity,
teacher-rated
DISYPS-II

Hyperaktivitdt/Impulsivitit. Kliniker*innenurteil

Gillies, et al., ADHD n=53,k=2 _ Psychiatrists'
2023 symptoms Very low SMD = .36 Intervention: .
L. i Global Rating
hyperactivity/i OO0 Cl(-.18-.91) 100% weight

. . scale, Parent and
Population: mpulsivity, (R, 1P, P) omega.

h teacher Conners
children and Short term U .

. rating scales
adolescents with
ADHD
Intervention:
Poly-unsaturated
fatty acids w-3
(EPA, DHA, ALA)
f:dé f;)“[’,-st(AA' Clinician-rated
etween .
y ADHD Rating
ADHD = =

2 weehks afu:‘ 6 st Z;M?ik 281 intedvention: Scale scores: total
m.o:t s with or ) yerapctivit ; Very low o 77‘ "21) 100% wei ht. scores, and
without any yperactivity Clelele) N o weig inattention and
other co- mpulsivity, (IP, P) omega hyperactive/impu
intervention Medium term ’ u )

: Isive subscale
Comparison:

. scores
placebo without
any other co-
intervention or
with the same co-
intervention
ADHS Symptomverbesserung. Elternurteil
=80 k=2 Intervention:

Gillies, et al., ADHD Moderate nI;R _’1 2_2 only omega-3; Parent ADHD
2023 symptoms - RCT and quasi-  Rating Scale (1

. SDDO Cl (.85-1.76) .

improvement, (IP) randomized study), measure
Population: Short term U controlled unclear (1 study)
children and trials
adolescents with
ADHD . . Parent-rated “11-
Intervention: Intervention: | o

o . item checklist” (1

Poly-unsaturated n=191,k=3  95% weight .

; study), defined as
fatty acids w-3 ADHD RR =195 omega no longer
(EPA, DHA, ALA) Moderate Cl (1.47 - 3+omegab. 5% ] g

’ ’ symptoms . meeting parent
and/ or w-6 (AA, . ¢ SDDOO 2.60) only omega 3; teria f
LA, GLA) between improvement, (P) RCT and quasi- criteria for
’ Medium term . hyperactivity (1
2 weeks and 6 | randomized
. study), unclear
months with or controlled 1 stud
trials measure (1 study)

without any




other co-
intervention

Intervention:

Parent-rated “11-

Comparison: ADHD n=141,k=2 " g 2% weight item checklist”
. Very low RR=1.67
placebo without symptoms omega3 + (1study), 30% or
. ®000 Cl (.70 - 3.95) _ .
any other co- improvement, (R, IC, D, IP, P) omegab; more decrease in
intervention or Long term T U 51,2% only ADHD total score
with the same co- omega3 (1study)
intervention
Kognitive Leistung. Kognitive Tests
=214, k= Only Th t
. n=214,k=3 randomized, f ‘ey. repor Y
Cognitive Moderate g=1.09 double-blind omission error
performance, Slelsle) Cl (.43-1.75) ' as measurement
L placebo- ,
Omission (1C) but don’t report
controlled
| . tasks used
trials were
included
= = Onl
n=85k=2 y They report
. g=2.14 randomized, . N
Chang, et al., Cognitive Very low . omission error
Cl(1.24 - double-blind,
2018 performance, SO00 as measurement
icci 3.03) placebo- ;
Comission (IC, 1P) but don’t report
. controlled
Population: . tasks used
. I trials were
children and included
adolescents with
A:aHrsl,)) i =994 k=2 Only They report
y . Cognitive n=2es, k= randomized, "backward
Intervention: performange Moderate g=.37 double-blind memory" as
PUFAs . Backward OO0 CI(-05-.79) placebo- measurement but
supplementation memor (IP) controlled don’t report tasks
with DHA and ¥ U . P
. trials were used.
EPA alone or in .
L included
combination
gz)sage E:AD?-I(; =224, k=2 Only They report
meg an Cognitive n= o randomized, "forward
2,7 - 640mg) Moderate g=.06 : "
c o performance, BOOO Ol (.21 - .34) double-blind, memory" as
Ic>mpbar|son. Forward (P) et placebo- measurement but
placebo memory U controlled don’t report tasks
trials were used.
included
n=309, k=4 Only They report
Cognitive g=.46 randomized, "information
Very low . .,
performance, BOOO Cl(-.29 - double-blind, processing” as
Information (IC, IP) 1.21) placebo- measurement but
processing ’ controlled don’t report tasks
U trials were used.
included

Verhaltensprobleme. Elternurteil




Gillies, et al.,
2023

Population:
children and
adolescents with
ADHD
Intervention:
Poly-unsaturated
fatty acids w-3
(EPA, DHA, ALA)
and/ or w-6 (AA,
LA, GLA) between
2 weeks and 6
months with or
without any
other co-
intervention

Comparison:
placebo without
any other co-
intervention or
with the same co-
intervention

Behaviour,
internalizing,
Medium term

Very low

SO000
(R, IP, P)

n=237,k=3
SMD = .16
Cl (-.09 - .42)

U

Intervention:
100% weight
omega

SNAP-IV rated by

parents:
oppositional
behaviour,
Parent-rated
sDQ:
internalizing,

Parent-rated CBC:

internalizing

Behaviour,
externalising,
Short term

Very low

e000
(R, 1P, P)

n=60k=1
SMD = .02
ClI (-.49 - .52)

U

Intervention:
100% weight
omega

Measured by: a.

Parent-rated

RBPC subscales:

conduct;
socialized

aggression b.
Teacher-rated

Conners

Questionnaire

subscales:

conduct c. ACTeR
(Comprehensive
Teacher Rating
Scale) subscales:

oppositional
behaviour

Behaviour,
externalising,
Medium term

Very low

SO000
(IC, IP, P)

n=340,k=5
SMD = .07
Cl (-.26 - .41)

U

Intervention:
100% weight
omega

Measured by:

Parent-rated

CBCL: aggression,
SNAP-IV rated by

parents:
oppositional
behaviour,
Parent-rated
sSDQ:
externalizing
behaviour,

Conners Parent
Rating Scale -

aggression,
conduct;
oppositional

Behaviour,
conduct,
Short term

Very low

SO000
(R, IP, P)

n=60k=1
SMD =-.10
Cl (-.60 - .41)

Intervention:
100% weight
omega

Teacher-rated

Conners

Questionnaire

subscales:
conduct




Parent-rated
SDQ: conduct,
CPRS - conduct,

. Parent- and
Intervention:
n=332,k=5 . teacher-rated
. 9,8% weight )
Behaviour, Very low SMD=.16 = s iome Disrupted
conduct, SO000 ClI (-.05-.38) a6g 91 2% & Behavior
Medium term (IC, IP, P) Iem Disorders Rating
weight
V) omega3 Scale: conduct,
g Parent-rated
CBCL:
internalizing,
externalizing
Measured by:
SNAP-IV rated by
Intervention: parents:
n=527,k=6 . "
. 7,5% weight oppositional
Behaviour, Very low SMD = .02 .
s omega3+omeg behaviour, CPRS:
oppositional, Clelele) Cl(-17-.21) o L
. a6. 92,5% oppositionality
Medium term (R, IC, IP, P) .
U weight subscales, Parent-
omega3 and teacher-rated
DBDRS:
oppositional.
Intervention:
Intervention:
o .
n=145,k=2 loc?rﬁ)ew:;ght Parent-rated
Behaviour, Very low SMD = .27 Subscalges :;1re Child Behavior
socialisation, SO00O Cl(-06-.60) " - Checklist:
. internalising . .
Medium term (IC, 1P, P) and internalizing,
U . externalizing
externalising
but not
socialisation.
Héndel, et al.,
2021
Population: n=683, k=7 .
. ! Search string
children and ] Low SMD =-.02 L
. Behavioral limited to
adolescents with difficulti D00 Cl(-.17 - .14) domized n.a
ADHD (6-18 ifficulties (IC, IP) randomize .a.
controlled
years) U .
trials

Intervention:
supplements with
polyunsaturated
fatty acids w-3




and/or w-6
between 8 weeks
and 12 months
with or without
medical
treatment
Comparison:
placebo with or
without medical
treatment

Verhaltensprobleme. Lehrer*innenurteil

Gillies, et al.,
2023

Population:
children and
adolescents with
ADHD
Intervention:
Poly-unsaturated
fatty acids w-3
(EPA, DHA, ALA)
and/ or w-6 (AA,
LA, GLA) between
2 weeks and 6
months with or
without any
other co-
intervention

Comparison:
placebo without
any other co-
intervention or
with the same co-
intervention

n=60k=1
Conduct Very low SMD =-.03 Intervention: TCQ subscales:
behaviour, eO000 Cl (-.54 - .48) 100% weight )
Short term (R, IP, P) omega3 conduct
V)
Intervention:
28% weight
omega3 +
omegab. 72%
n=118 k=2 oﬁeelgzg. teacher-rated
! - DBDRS: conduct,
Conduct Very low SMD =-.03 significant 1 Parent-rated
behaviour, OO0 Cl(-.39-.34) out of 2 CBCL:
Medium term (IC, IP, P) studies didn’t .
u use a teacher |nternaI|.2|.ng,
externalizing
rated
questionnaire
to assess
behaviour-
conduct.
n=224,k=2
- . Teacher Conners
Oppositional Very low SMD = .10 Intervention: Rating Scale:
behaviour, OO0 Cl(-.18-.37) 100% weight i I.t'
Medium term (R, IC, IP, P) omega3 opposttionality
U subscales
n=85k=1 Parent-rated
Socialisation Very low SMD =-.16 Intervention: Child Behavior
behaviour, D000 Cl(-58-.27) 100% weight Checklist:
Medium term (IP) omega3 internalizing,
U externalizing




Héndel, et al.,
2021

Population:

children and

adolescents with

ADHD (6-18

years)

Intervention:

supplements with

polyunsaturated . Very low
fatty acids w-3 3;:;‘;::::5' eO00
and/or w-6 (R, IC, IP)
between 8 weeks

and 12 months

with or without

medical

treatment

Comparison:

placebo with or

without medical

treatment

Héndel, et al.,
2021

n=378,k=5
SMD =-.04
Cl (-.35-.26) n.a

U

Population:
children and
adolescents with
ADHD (6-18
years)
Intervention:

supplements with nSTWGE())I- kgll

polyunsaturated . . Very low o

fatty acids w-3 Qt::zlllltg“?-fullfe, 10100 Ci(~29-.31) n.a.
and/or w-6 P (R, IC, IP) u

between 8 weeks
and 12 months
with or without
medical
treatment
Comparison:
placebo with or
without medical
treatment



Gillies, et al.,
2023

Population:
children and
adolescents with
ADHD
Intervention:
Poly-unsaturated
fatty acids w-3
(EPA, DHA, ALA)
and/ or w-6 (AA,
LA, GLA) between
2 weeks and 6
months with or
without any
other co-
intervention

Comparison:
placebo without
any other co-
intervention or
with the same co-
intervention

Overall side
effects

Very low

SO000
(IC, 1P, P)

n=591,k=8
RR =1.02
Cl (.69 - 1.52)

U

Intervention:
only omega3

Placebo
190
Pro 1000

Differenz: 4
mehr pro 1000
(C195% 59
weniger — 99
mehr)

n.a.

Side effects:
appetite loss

Very low

DO00O
(1P, P)

n=60,k=1
RR = .48
Cl (.27 -.83)

No group-risk
reported like
in effect sides-
overall
outcome.
Intervention:
only omega3

n.a.

Side effects:
anxiety

Very low

SO000
(R, 1P, P)

n=60,k=1
RR =.38
Cl(.11-1.28)

U

No group-risk
reported like
in effect sides-
overall
outcome.
Intervention:
only omega3

n.a.

Side effects:
dermatitis

Very low

®000
(P, P)

n=147, k=1
RR=1.43
Cl (.06 -
34.36)

No group-risk
reported like
in effect sides-
overall
outcome.
Intervention:
only omega3

n.a.

Side effects:
diarrhoea

Low

©e00
(IP, P)

n=2073, k=
n.a.
RR=.71
Cl (.36-1.41)

U

No group-risk
reported like
in effect sides-
overall
outcome.
Although
three studies
included in
this outcome,
only two
report results.
Intervention:
only omega3

n.a.




Side effects:
gastrointestinal
discomfort

Very low

®000
(R, 1P, P)

n=269,k=3
RR=.73
Cl (.24 -2.22)

U

No group-risk
reported like
in effect sides-
overall
outcome.
Althought
three studies
are included in
this outcomen
only two are
reporting
results.
Intervention:
only omega3

n.a.

Side effects:
headache

Very low

©O00
(R, IP, P)

n=207,k=2
RR = .56
Cl(.31-1.01)

U

No group-risk
reported like
in effect sides-
overall
outcome.
Intervention:
omega-
3/omega-6
PUFA + MPH

n.a.

Side effects:
hyperactivity

Very low

OO0
(IP, P)

n=147,k=1
RR =1.43
Cl (.06 -
34.36)

No group-risk
reported like
in effect sides-
overall
outcome.
Intervention:
only omega3

n.a.

Side effects:
insomnia

Very low

©000
(R, IC, IP, P)

n=122k=2
RR = .32
Cl(.03-3.91)

U

No group-risk
reported like
in effect sides-
overall
outcome.
Intervention:
only omega3

n.a.

Side effects:
irritability

Very low

®000
(R, IP, P)

n=60k=1
RR =.07
Cl (.00-1.12)

U

No group-risk
reported like
in effect sides-
overall
outcome.
Intervention:
only omega3

n.a.




No group-risk

n=428,k=5 reported like
Side effects: Low RR =.97 in effect sides-
hausea SPOO Cl (.41-2.34) overall n.a.
(IC,1P) U outcome.
Intervention:
only omega3
No group-risk
n=158,k=2 reported like
. . Very low RR =.75 in effect sides-
S;iieegiit;' dOO0O Cl (.09 - 6.06) overall n.a.
(1C, 1P) outcome.
U Intervention:
only omega3
No group-risk
n=60k=1 reported like
. . Very low RR=.71 in effect sides-
?:I(:)i::\ft?cc);ss. SeO00 Cl (.25 - 2.00) overall n.a.
(R, IP, P) outcome.
V) Intervention:
only omega3
No group-risk
n=207,k=2 reported like
. . Very low RR =.50 in effect sides-
Side ;zzeas' OO0  CI (.06 - 4.46) overall n.a.
(R, IC, IP, P) outcome.
U Intervention:
only omega3
No group-risk
n=60k=1 reported like
. . Very low RR = .33 in effect sides-
SIdt(:::::ts' SeO00 Cl (.01-7.87) overall n.a.
(R, IP, P) outcome.
U Intervention:
only omega3
Héndel, et al., n=254,k=3 Search string
2021 Side effects: Very low RR =1.08 limited to
Population: diarrhea SOO0O CI(32-3.63)  3ndomized events
children and (IC, 1P) u cont'rollled
adolescents with trials
ADHD (6-18 170 k-3
n= k= .
:/:taer:‘z ention: Side effects: Very low RR=.72 S??n:ci:\esdt;:g
supplements with  8astrointestinal ©O00O CI(27-188) (o 4 events
polyunsaturated discomfort (R, IC, IP) controlled
fatty acids w-3 B trials
and/or w-6 Ver] s -
between 8 weeks : ) ery low earch string
and 12 months Sld:aii;f::ts' [10]0]0) n=485,k=5 limited to events
with or without (R,1C, IP) RR =.99 randomized




medical Cl (.41 -2.38) controlled
treatment trials

Comparison: u
placebo with or

without medical

treatment

Anmerkung. n = Anzahl der Versuchspersonen, k = Anzahl der inkludierten Primarstudien. R = risk of bias, IC = inconsistency,
ID = indirectness, IP = imprecision, P = publication bias.
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1.4.3.5. Kénnen andere Nahrungsergédnzungsmittel zur Behandlung der ADHS empfohlen werden?

143.5.A

Beriicksichtigte Endpunktkategorien: Meta-Analysen
Vitamin D

Gesamtaussagesicherheit

Endpunktkategorien der Evidenz

ADHS Symptome gesamt (KU)
Aufmerksamkeit (KU)
Hyperaktivitat (KU)
Verhaltensprobleme (KU)
Unerwiinschte Ereignisse

Schwach/ Sehr schwach

O e S = N Y
O N e

Anmerkung. MAs = Anzahl der Meta-Analysen, m = Anzahl der Endpunkte innerhalb dieser
Endpunktkategorie. E = Elternurteil, KL = Kliniker*innenurteil, KU = Kombiniertes Urteil, L = Lehrer*innenurteil,
S = Selbsturteil, T = kognitive Tests, U = Unbekanntes Urteil.

Beriicksichtigte Endpunktkategorien: RCTs
Vitamin D
Gesamtaussagesicherheit

Endpunktkategorien der Evidenz

ADHS Symptome gesamt (E)
ADHS Symptome gesamt (L)

Verhaltensprobleme (E) Schwach/sehr schwach

Soziale Probleme (E)
Psychosomatische Probleme (E)
Angst (E) 1
Anmerkung. RCTs = Anzahl der randomisierten kontrollierten Studien, m = Anzahl der Endpunkte innerhalb

dieser Endpunktkategorie. E = Elternurteil, KL = Kliniker*innenurteil, KU = Kombiniertes Urteil, L =
Lehrer*innenurteil, S = Selbsturteil, T = kognitive Tests, U = Unbekanntes Urteil.

o N = N =Y
S G S G SN

Summary of Findings Tabelle: Meta-Analysen
Vitamin D

Aussagesicherheit Mess-

Effektstark K
(GRADE) ektstdrke ommentare instrument

ADHS Symptome gesamt. Kombiniertes Urteil

Referenz Endpunkt

Gan et al., 2019

Population:

children and n=221,k=3

adolescents with Very low SMD = .33

ADHD ADHD symptom SO00 Cl (.12 - .65) Parent-, CPRS, ADHD-
. combined teacher-, and RS, WPREMB

Intervention: (R, IC, P) .

. . | clinician-rated
Vitamin D

supplementation
during 6 to 12
weeks (doses:
between 1000




IU/day and 50,000
IU/week) combined
with
methylphenidate.
Comparison: no
treatment or
placebo treatment
or same baseline
treatment alone or
placebo + same
baseline treatment
(all were placebo
controlled finally)

Aufmerksamkeit. Kombiniertes Urteil

Gan et al., 2019

Population:
children and
adolescents with
ADHD
Intervention:
Vitamin D
supplementation
during 6 to 12
weeks (doses:

Parent-,
teacher-, and
n=185,k=3 clinician-rated;

between 1000 Inattention ey Ty C|S(M1£2) ._i6273) ini:;!lr;l:j(jeIT:Zed
IU/day and 50,000 DOOO ) ' CPRS, WCST
IU/week) combined scores (R, IC, P) -
with | randomlzed
methylphenidate. and blinded

. but then read
Comparison: no .

details
treatment or
placebo treatment
or same baseline
treatment alone or
placebo + same
baseline treatment
(all were placebo
controlled finally)
Hyperaktivitdt. Kombiniertes Urteil
Parent-,
Gan et al., 2019 teacher-, and
= = clinician-rated;

Population: .. Very low nSl\jls)sz' {<604 3 studies are CPRS, ADHD-
children and Hyperactivity ®000 CI(07-113) initially defined o vy REMB,
adolescents with scores (R, IC, P) as randomized SVI\DlgiT’S(I:)PQ%
ADHD | and blinded C'PT ’
Intervention: but then read

Vitamin D details.




supplementation
during 6 to 12
weeks (doses:
between 1000
IU/day and 50,000
IU/week) combined
with
methylphenidate.
Comparison: no
treatment or
placebo treatment
or same baseline
treatment alone or
placebo + same
baseline treatment
(all were placebo
controlled finally)

1 study Double-

blinded
(unclear
randomized)

Verhaltensprobleme. Kombiniertes Urteil

Gan et al., 2019

Population:
children and

Parent-,
teacher-, and
clinician-rated;
1 study is

: n=125k=2 . .. ,
adolescents with SMD = 54 initially def.med CPRS, ADHD-
ADHD Low as randomized RS WPREMB
Intervention: Behavior score 119]0) Ci(.18-.90) and blinded ! !
. . CPQ, SDAQT,
Vitamin D (R, P) but then read
. | . SDQP, CPT
supplementation details.
during 6 to 12 1 study Double-
weeks (doses: blinded
between 1000 (unclear
IU/day and 50,000 randomized)
IU/week) combined
with
21ethy|p.henfdate. Parent-,
omparison: ho n=89,k=2  teacher-, and
trleatr::ent Y MD=9.76 clinician-rated;
placend Lreat;nent Oobositional Very low Cl (-.62 - 2 studies are CPRS, ADHD-
or same asf - pzcores SO00 20.13) initially defined RS, WPREMB,
treatment alOjg or (IC, IP, P) as randomized WCST
placebo + same u and blinded
baseline treatment but then read
(all were placebo .
details.
controlled finally)
Unerwiinschte Ereignisse
Adverse effects
=22 =2 i
Gan et al., 2019 Adverse effects Low n 4, k. were: Slde.effect.s
. . Odds Ratio = questionnaire
of vitamin D 1210]0) headache,
Population: supplementation (IP) 1.53 weight loss at 8 weeks
Cl(.86-2.72) ’ (any specific)

children and

appetite loss,




adolescents with
ADHD
Intervention:
Vitamin D
supplementation
during 6 to 12
weeks (doses:
between 1000
IU/day and 50,000
IU/week) combined
with
methylphenidate.
Comparison: no
treatment or
placebo treatment
or same baseline
treatment alone or
placebo + same
baseline treatment
(all were placebo
controlled finally)

impulsiveness,
stomachache,
sleep
problems,
nausea,
vomiting,
feeling of fear,
emotional
instability
diarrhea.
Intervention of
the study: 2000
IU/day during
8-week vs
Placebo
(Starch).

Anmerkung. n = Anzahl der Versuchspersonen, k = Anzahl der inkludierten Primarstudien. R = risk of bias, IC = inconsistency,
ID = indirectness, IP = imprecision, P = publication bias.

REFERENZEN

Gan, J., Galer, P., Ma, D., Chen, C., & Xiong, T. (2019). The Effect of Vitamin D Supplementation on Attention-
Deficit/Hyperactivity Disorder: A Systematic Review and Meta-Analysis of Randomized Controlled Trials. J Child
Adolesc Psychopharmacol, 29(9), 670-687. https://doi.org/10.1089/cap.2019.0059

Summary of Findings Tabelle: RCTs

Vitamin D

Referenz

Risk of Bias Effektstarke

Endpunkt

Mess-
Kommentare

ADHS Symptome gesamt. Elternurteil

instrument

Rahmani, et al., 2022

Population: children
and adolescents with
ADHD aged 6-15 years
Intervention:
combined vitamin D
and neruofeedback
Comparison: no
intervention (A),
neurofeedback (B),
vitamin D (C)

Inattention, n =104
hyperactivity, No Risk ES =n.a.
and total O Cl(n.a.)
ADHD
symptoms |

Stronger effect
on decreasing

ADHD symptoms

for combined

intervention ADHD-RS-IV

reported; clinical

implication
based on p-
value

ADHS Symptome. Lehrer*innenurteil




Rahmani, et al., 2022

Population: children

Stronger effect

and adolescents with n=104 on decreasing
ADHD aged 6-15 years  Inattention, ES =n.a. ADHD symptoms
ion: hyperactivity, No Risk for combined
Interv.ent|0|.1 . yp Y, i Cl (n.a.) ! . ADHD-RS-IV
combined vitamin D and total O intervention
and neruofeedback ADHD I reported, clinical
Comparison: no symptoms implication
intervention (A), based on p-
neurofeedback (B), value
vitamin D (C)
Verhaltensprobleme. Elternurteil
Hemamy, et al., 2020
Population: children
with ADHD (DSM IV .
di 6-12 Y Supplementatio
|agnoses-), o ye:f\rs Conduct &~ n with vitamin D
Intervention: vitamin ES =n.a. . Connors
problems . and magnesium; i
D (50,000 1U/week, No Risk Cl(n.a.) Iy Parent’s
score, clinical . .
pearls) and . O R Questionnaire,
] Baseline - 8 implication
magnesium (6 I Scale-48
weeks based on p-
mg/kg/day, tablets)
value
supplements
Comparison: control
group, placebo
Soziale Probleme. Elternurteil
Hemamy, et al., 2020
Population: children
with ADHD (DSM IV
diagnoses), 6-12 years Social n==66
. . . . Connors
Intervention: vitamin problems . ES=n.a. Clinical i
No Risk S Parent’s
D (50,000 IU/week, score, Cl (n.a.) implication . .
. O Questionnaire,
pearls) and Baseline - 8 based on p-value
. Scale-48
magnesium (6 weeks |
mg/kg/day, tablets)
supplements
Comparison: control
group, placebo
Psychosomatische Probleme. Elternurteil
Psychosomati Clinical Connors
c problems . n =66 S ,
No Risk implication Parent’s
Hemamy, et al., 2020 score, ES = n.a. . .
X O based on p- Questionnaire,
Baseline -8 Cl(n.a.)
value Scale-48

weeks




Population: children
with ADHD (DSM IV
diagnoses), 6-12 years
Intervention: vitamin
D (50,000 IU/week,
pearls) and
magnesium (6
mg/kg/day, tablets)
supplements
Comparison: control
group, placebo

Angst. Elternurteil

Hemamy, et al., 2020

Population: children
with ADHD (DSM IV
diagnoses), 6-12 years
Intervention: vitamin
D (50,000 IU/week,
pearls) and
magnesium (6
mg/kg/day, tablets)
supplements
Comparison: control
group, placebo

Anxiety score,
Baseline -8
weeks

n==66
ES =n.a.
No Risk Cl (n.a.)
O
U

Clinical Connors
implication Parent’s
based on p- Questionnaire,

value Scale-48

Anmerkung. n = Anzahl der Versuchspersonen. SG = sequence generation, CC = concealment, BP = blinding participants, BA
= blinding assessors, ID = incomplete data, OR = outcome reporting, CE = carry over effects, SX = stopped early, UM =
unvalidated measures, Ol = other issue.

REFERENZEN

Rahmani, M., Mahvelati, A., Farajinia, A. H., Shahyad, S., Khaksarian, M., Nooripour, R., & Hassanvandi, S. (2022).
Comparison of Vitamin D, Neurofeedback, and Neurofeedback Combined with Vitamin D Supplementation in
Children with Attention-Deficit/Hyperactivity Disorder. Arch Iran Med, 25(5), 285-393.
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Hemamy M, Pahlavani N, Amanollahi A, Islam SMS, McVicar J, Askari G, Malekahmadi M. The effect of vitamin D and
magnesium supplementation on the mental health status of attention-deficit hyperactive children: a randomized
controlled trial. BMC Pediatr. 2021 Apr 17;21(1):178. doi: 10.1186/s12887-021-02631-1. Erratum in: BMC Pediatr.
2021 May 12;21(1):230. doi: 10.1186/s12887-021-02683-3.



Beriicksichtigte Endpunktkategorien: Meta-Analysen
Zink

Gesamtaussagesicherheit

Endpunktkategorien der Evidenz

ADHS Symptome gesamt (KU)
Aufmerksamkeit (KU) 1 1 Schwach/ sehr schwach
Hyperaktivitat (KU)

Anmerkung. MAs = Anzahl der Meta-Analysen, m = Anzahl der Endpunkte innerhalb dieser
Endpunktkategorie. E = Elternurteil, KL = Kliniker*innenurteil, KU = Kombiniertes Urteil, L =
Lehrer*innenurteil, S = Selbsturteil, T = kognitive Tests, U = Unbekanntes Urteil.

Beriicksichtigte Endpunktkategorien: RCTs
Zink

Gesamtaussagesicherheit

Endpunktkategorien der Evidenz

ADHS Symptome gesamt (E)
Aufmerksamkeit (E) 1 1 No risk
Hyperaktivitdat/ Impulsivitat (E) 1 2

Anmerkung. RCTs = Anzahl der randomisierten kontrollierten Studien, m = Anzahl der Endpunkte innerhalb
dieser Endpunktkategorie. E = Elternurteil, KL = Kliniker*innenurteil, KU = Kombiniertes Urteil, L =
Lehrer*innenurteil, S = Selbsturteil, T = kognitive Tests, U = Unbekanntes Urteil.

Summary of Findings Tabelle: Meta-Analysen
Zink
Aussagesicherheit Mess-

Effektstark K
(GRADE) ektstarke ommentare instrument

ADHS Symptome gesamt. Kombiniertes Urteil

Referenz Endpunkt

Talebi, 2022

Population: School-
aged children with a CPQ, CPTRS,

diagnosis of ADHD (7 n =g4?9’6k2= 6 CGl, SNAP,
to. 10 yearsr) witiggnd ADHD total Very low Cl(-1.24 - - Parent- and PTR-ADHDS,
witout taking scores dO0O 002 teacher-rated ADHDS
methylphenidate (R, IC) -002) ACTQ-H
Intervention: Oral ’ | ACTQ-A
zinc supplementation ACTQ-C
(10mg - 40 mg) up to
6 weeks
Comparison: Placebo
Aufmerksamkeit. Kombiniertes Urteil
n=305k=3

Talebi, 2022 . Very low g=.21 CPTRS &

Inattention SO00 €1 (=09 - 51) Parent- and amp; SNAP,
Population: School- scores (R, IC, IP) teacher-rated CPQ, ADHDS

aged children with a U ACTQ-H




diagnosis of ADHD (7 ACTQ-A
to 10 years) with and ACTQ-C
witout taking
methylphenidate
Intervention: Oral
zinc supplementation
(10mg - 40 mg) up to
6 weeks
Comparison: Placebo
Hyperaktivitdt. Kombiniertes Urteil

Talebi, 2022
Population: School-
aged children with a CPTRS
dlalgnosw of AI?:D ((7:| n=305 k=3 &amp;
\t:itoou‘t/::si:\;wt an Hyperactivity Very low g=-93 Parent- and SNAP, CPQ,
methylphenidate scores OO0 Cl(-3.31- teacher-rated ADHDS

. (R, IC, IP) 1.45) ACTQ-H
Ir.1tervent|on: Oral . ACTQ-A
zinc supplementation U ACTQ-C

(10mg - 40 mg) up to
6 weeks
Comparison: Placebo

Anmerkung. n = Anzahl der Versuchspersonen, k = Anzahl der inkludierten Primarstudien. R = risk of bias, IC = inconsistency,
ID = indirectness, IP = imprecision, P = publication bias.

REFERENZEN

Talebi, S., Miraghajani, M., Ghavami, A., & Mohammadi, H. (2022). The effect of zinc supplementation in children with
attention deficit hyperactivity disorder: A systematic review and dose-response meta-analysis of randomized
clinical trials. Crit Rev Food Sci Nutr, 62(32), 9093-9102. https://doi.org/10.1080/10408398.2021.1940833

Summary of Findings Tabelle: RCTs

Zink

Referenz

Endpunkt

Risk of Bias Effektstarke

Mess-
Kommentare

ADHS Symptome gesamt. Elternurteil

instrument

Noorazar, et al., 2020

Population: 60
children with ADHD,
aged 7-12 years who
were treated with
methylphenidate
Intervention: 0.5-1
mg/kg/day
methylphenidate plus
zinc augmentation (10

n=60
ES =n.a.
ADHD total No Risk Cl(n.a.)
score O
U

Study duration 6
weeks;
homogenity of
regressions and
no significant
difference
between groups,
homogenity of
variance,
Levene’s test: no
significant
difference
between groups,

Connors
Parent’s
Questionnaire




mg) Zn (10 cc zinc
sulfate syrup)
Comparison: control
group, treated with
0.5-1 mg/kg/day
methylphenidate plus
placebo

Covariance
analysis not
significant;
clinical
implication
based on p-
value

Aufmerksamkeit. Elternurteil

Noorazar, et al., 2020

Population: 60
children with ADHD,
aged 7-12 years who
were treated with
methylphenidate
Intervention: 0.5-1
mg/kg/day
methylphenidate plus
zinc augmentation (10
mg) Zn (10 cc zinc
sulfate syrup)
Comparison: control
group, treated with
0.5-1 mg/kg/day
methylphenidate plus
placebo

Inattention No Risk
O

Study duration 6
weeks;
homogenity of
regressions and
no significant
difference
between groups,
homogenity of
variance,
Levene’s test: no
significant

I difference
between groups;

Covariance

analysis
significant;

clinical
implication
based on p-

value

n=60
ES =n.a.
Cl (n.a.)

Connors
Parent’s
Questionnaire

Hyperaktivitdt/ Impulsivitat. Elternurteil

Noorazar, et al., 2020

Population: 60
children with ADHD,
aged 7-12 years who
were treated with
methylphenidate
Intervention: 0.5-1
mg/kg/day
methylphenidate plus
zinc augmentation (10
mg) Zn (10 cc zinc
sulfate syrup)
Comparison: control
group, treated with
0.5-1 mg/kg/day
methylphenidate plus
placebo

Hyperactivity No Risk
O

Study duration 6
weeks;
homogenity of
regressions and
no significant
difference
between groups,
homogenity of
variance,
Levene’s test: no
significant
difference
between groups,
Covariance
analysis: not
significant;
clinical
implication
based on p-
value

n=60
ES =n.a.
Cl (n.a.)

U

Connors
Parent’s
Questionnaire




Study duration 6
weeks;
homogenity of
regressions and
no significant
difference
between groups,
n=60 homogenity of
. ES=n.a. variance, Connors
No Risk Cl (n.a.) Levene’s test: no p ,
O significant ar.ent s.
U difference Questionnaire

Impulsivity

between groups,

Covariance

analysis: not

significant;
clinical

implication

based on p-
value

Anmerkung. n = Anzahl der Versuchspersonen. SG = sequence generation, CC = concealment, BP = blinding participants, BA

= blinding assessors, ID = incomplete data, OR = outcome reporting, CE = carry over effects, SX = stopped early, UM =
unvalidated measures, Ol = other issue.

REFERENZEN
Noorazar, S. G., Malek, A., Aghaei, S. M., Yasamineh, N., & Kalejahi, P. (2020). The efficacy of zinc augmentation in children

with attention deficit hyperactivity disorder under treatment with methylphenidate: A randomized controlled trial.
Asian J Psychiatr, 48, 101868. https://doi.org/10.1016/j.ajp.2019.101868



Beriicksichtigte Endpunktkategorien: RCTs
Micronutrients

Endpunktkategorien

=

ADHS Symptome gesamt (E)
ADHS Symptome gesamt (L)
ADHS Symptome gesamt (KL)
ADHS Symptome gesamt (S)
ADHS Symptome gesamt (F)
Aufmerksamkeit (KL)
Aufmerksamkeit (S)
Aufmerksamkeit (F)
Hyperaktivitit/ Impulsivitét (KL)

Hyperaktivitit/ Implusivitit (S) SAMEE) el

schwach
Hyperaktivitit/ Impulsivitit (F)

Verhaltensprobleme (E)
Verhaltensprobleme (L)
Emotionsregulation (L)
Funktionalitat (KL)
Klinischer Eindruck (KL)

W W L, PP RPNDNERENMNDNERENDNPR
N AP WNEPE NMNNRPNNRPRNDNPRPE

Anmerkung. RCTs = Anzahl der randomisierten kontrollierten Studien, m = Anzahl der Endpunkte innerhalb
dieser Endpunktkategorie. E = Elternurteil, KL = Kliniker*innenurteil, KU = Kombiniertes Urteil, L =
Lehrer*innenurteil, S = Selbsturteil, T = kognitive Tests, U = Unbekanntes Urteil.

Summary of Findings Tabelle: RCTs
Micronutrients

Risk
Mess-

instrument

Referenz Endpunkt of Effektstarke Kommentare
Bias

ADHS Symptome gesamt. Elternurteil

Rucklidge, et al., 2018

Population: children n=93
with ADHD aged 7-12 No ES =n.a. Clinical
) .a. implicati
years Total ADHD symptoms Risk Cl(na,) implication — ~pps R:L DSM-IV
Intervention: broad- O based on p-
spectrum U value

Micronutrients
(vitamins and minerals)
Comparison: placebo

ADHS Symptome gesamt. Lehrer*innenurteil




Rucklidge, et al., 2018

Population: children n=93
with ADHD aged 7-12 No ES =n.a. Clinical
years Total ADHD symptoms Risk Cl{n.a) implication  poq 2.l DSM-IV
Intervention: broad- O based on p-
spectrum U value
Micronutrients
(vitamins and minerals)
Comparison: placebo
ADHS Symptome gesamt. Kliniker*innenurteil
Rucklidge, et al., 2018
Population: children n=93
with ADHD aged 7-12 B Clinical
years No ES=n.a. implication
Total ADHD Risk I (n.a. ADHD-RS-IV
Intervention: broad- ota symptoms O cl(na) based on p- S
spectrum value
. . u
Micronutrients
(vitamins and minerals)
Comparison: placebo
Changes from
baseline to end
Rucklidge, et al., 2014 of treatment
compared
Population: adults with betwefen
. n=80 randomized
ADHD without No .
medication ADHD symptoms total Risk d=.23 groups using CAARS (Conners
. . . Cl(n.a.) repeated- Adult ADHD
Intervention: vitamins O )
and minerals, without measures Rating Scale)
- u ANCOVA;
omega fatty acids .
Comparison: placebo clinical
P P implication
based on p-
value
ADHS Symptome. Selbsturteil
Result of
ANCOVA
Rucklidge, et al., 2017 .
comparing
Population: adults with Ver cft;zrr;gi:gc;rfe
ADHD hi z n=72 treatment to Conners’ Adult
Intervention: staying on r!fk ES =n.a. end of follow ADHD Rating
Micronutrients after ADHD total score I. Cl(n.a.) b Scale; Diagnostic
treatment phase b . and Statistical
. . (BP, Intervention
Comparison: switching U S Manual
. BA) significantly
to medications (control
. better than
A) or stopping
control B;
treatment (control B) .
clinical

implication




based on p-
value

Rucklidge, et al., 2014

Population: adults with
ADHD without
medication
Intervention: vitamins
and minerals, without
omega fatty acids
Comparison: placebo

No
ADHD symptoms total Risk

O

n =80
d=.61
Cl(n.a.)

Changes from
baseline to end
of treatment
compared
between
randomized
groups using
repeated-
measures
ANCOVA;
clinical
implication
based on p-
value

CAARS (Conners
Adult ADHD
Rating Scale)

ADHS Symptome. Fremdurteil

Changes from
baseline to end

Rucklidge, et al., 2014 R Freatment
compared
Population: adults with g_: 85% raa?(\;vri?zr;d
ADHD without No al En' 2) roubS Usin CAARS (Conners
medication ADHD symptoms total Risk e group & Adult ADHD
. . . repeated- .
Intervention: vitamins O Rating Scale)
and minerals, without I measures
- ANCOVA;
omega fatty acids .
Comparison: placebo clinical
P ‘P implication
based on p-
value
Aufmerksamkeit. Kliniker*innenurteil
Rucklidge, et al., 2018
Population: children n=93
with ADHD aged 7-12 No ES =n.a. Clinical
years . Inattention Risk Cl{n.a.) implication ADHD-RS-IV
Intervention: broad- O based on p-
spectrum U value
Micronutrients
(vitamins and minerals)
Comparison: placebo
n =80 Changes from
Rucklidge, et al., 2014 =, baseline t d
ucklidge, et a No é’l (ngz) 2;irlgaetn:)ei: CAARS (Conners
. . Inattention Risk e Adult ADHD
Population: adults with O compared Rating Scale)
ADHD without u between g
medication randomized

groups using




Intervention: vitamins

repeated-

and minerals, without measures
omega fatty acids ANCOVA;
Comparison: placebo clinical
implication
based on p-
value
Aufmerksamkeit. Selbsturteil
Result of
ANCOVA
comparin
Rucklidge, et al., 2017 omparing
change-score
. . from end of
Population: adults with
Very n=72 treatment to ,
ADHD . Conners’ Adult
. . high ES=n.a. end of follow- .
Intervention: staying on rick Cl (n.a) ub: ADHD Rating
Micronutrients after Inattention > o P . Scale; Diagnostic
° Intervention L
treatment phase ... and Statistical
. o (BP, 1 significantly
Comparison: switching Manual
s BA) better than
to medications (control
. control B;
A) or stopping .
clinical
treatment (control B) N
implication
based on p-
value
Changes from
baseline to end
f
Rucklidge, et al., 2014 of treatment
compared
. . =80 between
Population: adults with g_ 62 randomized
ADHD without No al (_n. ) FouDS Usin CAARS (Conners
medication Inattention Risk a gre Zated & Adult ADHD
Intervention: vitamins O P Rating Scale)
. . | measures
and minerals, without
. ANCOVA;
omega fatty acids o
Comparison: placebo clinical
P P implication
based on p-
value

Aufmerksamkeit. Fremdurteil

Rucklidge, et al., 2014

Population: adults with
ADHD without
medication
Intervention: vitamins
and minerals, without
omega fatty acids
Comparison: placebo

No
Inattention Risk

n =80
d=.33
Cl(n.a.)

Changes from
baseline to end
of treatment
compared
between
randomized
groups using
repeated-
measures
ANCOVA;
clinical
implication

CAARS (Conners
Adult ADHD
Rating Scale)




based on p-

value
Hyperaktivitat/ Impulsivitét. Kliniker*innenurteil
Rucklidge, et al., 2018
Population: children n=93
with ADHD aged 7-12 No ES=n.a. Clinical
years s .. . Cl(n.a.) implication
Risk -RS-
Intervention: broad- Hyperactivity/impulsivity o based on p- ADHD-RS-IV
spectrum U value
Micronutrients
(vitamins and minerals)
Comparison: placebo
Changes from
baseline to end
f
Rucklidge, et al., 2014 Qireatment
compared
Population: adults with N0 betwefan
. d=.40 randomized
ADHD without No Cl(n.a) FoUDS Usin CAARS (Conners
medication Hyperactivity-impulsivity Risk e gre Zated—g Adult ADHD
Intervention: vitamins O P Rating Scale)
. . U measures
and minerals, without
. ANCOVA;
omega fatty acids o
Comparison: placebo clinical
P P implication
based on p-
value
Hyperaktivitat/ Impulsivitit. Selbsturteil
Result of
Rucklidge, et al., 2017 ANCOYA
comparing
. : change-score
Population: adults with
opu ation@ruig” Very n=72 from end of ,
ADHD . Conners’ Adult
. . high ES =n.a. treatment to .
Intervention: staying on . ADHD Rating
. . s .. risk Cl(n.a.) end of follow- . .
Micronutrients after Hyperactivity/impulsivity o Ut Mo Scale; Diagnostic
treatment phase P and Statistical
. Q.. (BP, U significant
Comparison: switching . Manual
.. BA) differences;
to medications (control ..
A) or stoppin clinical
PRINg implication
treatment (control B)
based on p-
value
n =280
Rucklidge, et al., 2014 =, Ch f
ucklidge, et a No d=.47 an.ges rom CAARS (Conners
L .. . Cl(n.a.) baseline to end
. . Hyperactivity-impulsivity Risk Adult ADHD
Population: adults with O of treatment Rating Scale)
ADHD without 1 compared g
medication between




Intervention: vitamins
and minerals, without
omega fatty acids
Comparison: placebo

randomized
groups using
repeated-
measures
ANCOVA;
clinical
implication
based on p-
value

Hyperaktivitdt/ Impulsivitit. Fremdurteil

Changes from
baseline to end

Rucklidge, et al., 2014 of treatmeQg
compared
Population: adults with g_= i(; rat:medtc\;vrre;?zr;d
ADHD without No ol En' 2) oM CAARS (Conners
medication Hyperactivity-impulsivity Risk - gre Zated—g Adult ADHD
Intervention: vitamins O P Rating Scale)
and minerals, without I ("EQLres
- ANCOVA;
omega fatty acids o
. clinical
Comparison: Placebo .
implication
based on p-
value
Verhaltensprobleme. Elternurteil
n=93
Rucklidge, et al., 2018 No d=.52 Clinical Strength and
) .a. implicati ifficulti
. . Conduct problem score Risk Cl{n.a) implication di '.Cu t|e§
Population: children O based on p- questionnaire
with ADHD aged 7-12 | value (SbQ)
years
Intervention: broad- n=93
spectrum No ES=n.a. Clinical Strength and
Micronutrients . Cl(n.a.) implication difficulties
- . Total problem score Risk . -
(vitamins and minerals) O based on p- questionnaire
Comparison: placebo U value (SDQ)
Verhaltensprobleme. Lehrer*innenurteil
n=93 Clinical
Rucklidge, et al., 2018 No ES=n.a. implication Strength and
Conduct problem score Risk Cl(n.a.) P difficulties
. . based on p- . .
Population: children O value questionnaire
with ADHD aged 7-12 u (SbQ)
years
Intervention: broad-
t =
sp'ec rum . n=93 Clinical Global
Micronutrients . . No ES=n.a. L
X . . Behavioural regulation . implication assessment of
(vitamins and minerals) . Risk Cl(n.a.) .
Comparison: placebo index O based on p- functioning
) value (BRIEF)




n=93

No ES=na. . Cll.nlcall Str.er?gth .and
. implication difficulties
Total problem score Risk Cl(n.a.) . .
O based on p- questionnaire
value (SbQ)
U
Emotionsregulation. Lehrer*innenurteil
Rucklidge, et al., 2018
Population: children n=93
with ADHD aged 7-12 No d=.66 Clinical Global
) .a. implicati t of
years . Emotional control subscale Risk Cl{n.a.) implication assessr.nel.w °
Intervention: broad- O based on p- functioning
spectrum 1 value (BRIEF)
Micronutrients
(vitamins and minerals)
Comparison: placebo
Funktionalitat. Kliniker*innenurteil
Rucklidge, et al., 2018
Population: children n=93
with ADHD aged 7-12 No d=.48 Clinical
years . Cl(n.a.) implication Childrens Global
. C-GAS Risk
Intervention: broad- O based on p- Assessment Scale
spectrum 1 value
Micronutrients
(vitamins and minerals)
Comparison: placebo
Result of
ANCOVA
Rucklidge, et al., 2017 comparing
change-score
. . from end of
Population: adults with
Very n=72 treatment to
ADHD .
. ) high ES=n.a. end of follow-
Intervention: staying on rick Cl(na) UD: Global
Micronutrients after GAF total o ) P . Assessment of
° intervention L
treatment phase S Functioning
. - (BP, 1 significantly
Comparison: switching
.. BA) better than
to medications (control
. both control
A) or stopping .
groups; clinical
treatment (control B) o
implication
based on p-
value
i ., 201 o
Rucklidge, et al., 2014 No Changes from Longitudinal
) =80 baseline t d Int | Follow-
Population: adults with LIFE-RIFT total Risk n aseline to en ntervatrofiow
. d=.25 of treatment up Evaluation -
ADHD without O .
L. Cl(n.a.) compared Range Impaired
medication L
between Functioning Tool




Intervention: vitamins
and minerals, without
omega fatty acids
Comparison: Placebo

randomized
groups using
repeated-
measures
ANCOVA;
clinical
implication
based on p-
value

GAF

No
Risk

n=280
d=.46
Cl(n.a.)

Changes from
baseline to end
of treatment
compared
between
randomized
groups using
repeated-
measures
ANCOVA,;
clinical
implication
based on p-
value

Global
Assessment of
Functioning

n=93 Clinical
No d=.46 L Clinical Global
CcaGl Risk Cl(n.a.) implication Impression
O based on p- Improvement
| value
Rucklidge, et al., 2018
Population: children n=93
x:':SADHD aged 7-12 No d=.53 .m(;l;url:;:m Clinical Global
. CGI-I-ADHD Risk Cl(n.a.) Impression
Intervention: broad- based on p-
O Improvement
spectrum | value
Micronutrients
(vitamins and minerals)
Comparison: placebo n=93 el
No d=.51 o Clinical Global
CGl-I-Mood Risk Cl(n.a.) implication Impression
O based on p- Improvement
| value
Rucklidge, et al., 2017 Result of
Very n=72 ANCOVA
Population: adults with h!gh ES=na. comparing Clinical Global
ADHD CGI-I-ADHD risk Clna) change-score Impression
Intervention: staying on (B.P U from end of Improvement
Micronutrients after BA)' treatment to

treatment phase

end of follow-
up:




Comparison: switching
to medications (control
A) or stopping
treatment (control B)

intervention
significantly
better than
both control
groups; Clinical
implication
based on p-
value

Very

high

CGl-I-global ”fk
(BP,

BA)

n=72
ES=n.a.
Cl(n.a.)

Result of
ANCOVA
comparing
change-score
from end of
treatment to
end of follow-
up:
intervention
significantly
better than
both control
groups; Clinical
implication
based on p-
value

Clinical Global
Impression
Improvement

Rucklidge, et al., 2014

Population: adults with
ADHD without
medication
Intervention: vitamins
and minerals, without
omega fatty acids
Comparison: Placebo

No
CGI-I-ADHD Risk

n =280
d=.53
Cl(n.a.)

Changes from
baseline to end
of treatment
compared
between
randomized
groups using
repeated-
measures
ANCOVA;
clinical
implication
based on p-
value

Clinical Global
Impression
Improvement -
ADHD

No
CGl-I-global Risk

n =280
d=.57
Cl(n.a.)

Changes from
baseline to end
of treatment
compared
between
randomized
groups using
repeated-
measures
ANCOVA;
clinical
implication

Clinical Global
Impression
Improvement —
overall
impression




based on p-
value

Johnstone, et al., 2022

Population:
unmedicated children
(6—12 years) with ADHD
and at least one
impairing irritability
symptom

Intervention:
micronutrients
(vitamins/minerals)
Comparison: placebo

Peer conflicts,
Between groups

Risk

n=135
MD =-.13
Cl(n.a.)

Only significant
measures
reported;

clinical
implication
based on p-
value; other

adults-/

teacher-rating:

clinical
implication
based on p-

value

Child and
Adolescent
Symptom
Inventory-5
(CASI-5)

Rucklidge, et al., 2018

Population: children
with ADHD aged 7-12
years

Intervention: broad-
spectrum
Micronutrients
(vitamins and minerals)
Comparison: placebo

Mania,
CMRS-p

Risk

n=93
ES=n.a.
Cl(n.a.)

Clinical
implication
based on p-

value

Child Mania
Rating Scale
(CMRS), parent
Version

Rucklidge, et al., 2017

Population: adults with
ADHD

Intervention: staying on
Micronutrients after
treatment phase
Comparison: switching
to medications (control
A) or stopping
treatment (control B)

Depression, MADRS total

Very
high
risk

(BP,
BA)

n=72
ES=n.a.
Cl(n.a.)

Result of
ANCOVA
comparing
change-score
from end of
treatment to
end of follow-
up:
intervention
significantly
better than
both control
groups; clinical
implication
based on p-
value

Montgommery-
Asberg
Depression
Rating Sclae




Changes from
baseline to end

f treat t
Rucklidge, et al., 2014 ot treatmen
compared
Population: adults with g_: i(; r::\i\;vrgs;d
ADHD without No a En' 2) foubS Usin Montgommery-
medication Depression, MADRS total Risk hn gre Zated—g Asberg
Intervention: vitamins O P Depression
. . V) measures -
and minerals, without Rating Sclae
. ANCOVA;
omega fatty acids -
Comparison: placebo clinical
P ‘P implication
based on p-
value

Anmerkung. n = Anzahl der Versuchspersonen. SG = sequence generation, CC = concealment, BP = blinding participants, BA
= blinding assessors, ID = incomplete data, OR = outcome reporting, CE = carry over effects, SX = stopped early, UM =
unvalidated measures, Ol = other issue.
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1.4.4 Sport- und Bewegungstherapie

1.4.4.1. Was ist bzgl. sport- und bewegungstherapeutischen Interventionen im Rahmen einer ADHS-
Behandlung zu beachten?

144.1.A

Beriicksichtigte Endpunktkategorien: Meta-Analysen

Gesamtaussagesiche

Endpunktkategorien rheit der Evidenz

ADHS Symptome gesamt (KU)
Aufmerksamkeit (KU)
Hyperaktivitdt/ Impulsivitit (KU)

Funktionsniveau (KU)

Schwach/sehr
schwach

Exekutive Funktionen (KL)
Soziale Probleme (KU)
Externalisierendes Verhalten (KU)

B P W Rk DO W
(Y- I ST, B OV

Anmerkung. MAs = Anzahl der Meta-Analysen, m = Anzahl der Endpunkte innerhalb dieser Endpunktkategorie. E =
Elternurteil, KL = Kliniker*innenurteil, KU = Kombiniertes Urteil, L = Lehrer*innenurteil, S = Selbsturteil, T = kognitive Tests,
U = Unbekanntes Urteil.

Summary of Findings Tabelle: Meta-Analysen
Aussagesich
erheit
(GRADE)

ADHS Symptome gesamt. Kombiniertes Urteil

Mess-

Referenz Endpunkt Effektstarke Kommentare

instrument

Hamada et al., 2025

Population: children and
adolescents under 18
with ADHD symptoms

. n=121

Igr;t;z;e;‘::;:,r;'r:g?hiitjgrh ?;::LfoDr:sD Very low SMD = -.40 Rating according Parent and

. . B $10]0]0) Cl (-.76 - -.04) to GRADE rating teacher rated
digital devices +Physical (R,IP) from MA guestionnaires
Comparison: waitlist, Exercise/VR vs. C ’ |
treatment as usual
(TAU), sham
interventions (e.g.,
games without anti-
ADHD components)
Seiffer et al., 2022
Population: n =448 CSI-4. Conners
children/adolescents Total ADHD Low =-33 . Grading of 3, K-ARS, DBD,
with ADHD 6 - 18(21) symptoms, ®p00 Cl (-.63--.02) evidence doneby  ADDES, BASC,
years MVPA vs. C (R,IP) authors SWAN, CBCL,

| CPRS-R

Intervention: moderate
to vigorous physical
activity (MVPA)




Comparison: Standard
treatment or passive
control group

Sun et al., 2024

Population:
children/adolescents
with ADHD
Intervention: Structured
Physical exercise (SPE)
Comparison: different
control groups

Total ADHD
symptoms,
SPE vs. C

Very low

®0O00O
(R,IC,IP)

n =161
SMD =-.97
Cl(-2.26 - -.11)

Neurocognitive
tasks, parent
and teacher

rated
qguestionnaires

(CBCL, Conners
Rating Scale)

Aufmerksamkeit. Kombiniertes Urteil

Cerillo-Urbina et al.,
2015

Population:
children/adolescents
with ADHD 6 - 18(21)
years

Intervention: Physical
Exercises programmes
Comparison: no PE
intervention (passive
control)

Attention,
PE vs. noPE

Low
ee00
(R)

n =142
SMD = .84
Cl (.48 - 1.20)

n.a.

Cornelius et al., 2017

Population:
children/adolescents
with ADHD (3-18 years
old)

Intervention: Physical
Activity (PA)
Comparison: different
control groups

Attention,
PAvs.C

High
DDDD

n=n.a.
g=.46
Cl(-.62 -1.54)

u

no information

regarding R, IC, ID,

IP

Neurocognitive
tasks, parent
and teacher

rated
questionnaires

Hamada et al., 2025

Population: children and
adolescents under 18
with ADHD symptoms
Intervention: computer
games delivered through
digital devices
Comparison: waitlist,
treatment as usual
(TAU), sham
interventions (e.g.,

Inattention,
+Physical

Exercise/VR vs. C

Very low

®000O
(RIP)

n=121
SMD = -.40
Cl (-.76 - -.04)

Rating according
to GRADE rating
from MA

Parent and
teacher rated
questionnaires




games without anti-
ADHD components)

Seiffer et al., 2022

Population:
children/adolescents

CSI-4. Conners

with ADHD 6 - 18(21) . Low n =360 3, K-ARS, DBD,
years . Inattention, ®00 g=-.60 ADDES, BASC,
Inte.rventlon: m(?derate MVPA vs. C (IP) Cl (-1.26 - .06) SWAN, CBCL,
to Ylgorous physical CPRS-R
activity (MVPA) U
Comparison: Standard
treatment or passive
control group
Sun et al., 2022

Neurocognitive
Population: n =352 tasks, parent
children/adolescents Attention Low SMD = -.60 and teacher
with ADHD 5-15 years problems, ®e0O0O Cl(-1.10--.11) rated
Intervention: Physical PEl vs. C (R,IC) questionnaires
exercise Interventions | (CBCL, Conners
Comparison: passive Rating Scale)
control groups
Sun et al., 2024

Neurocognitive
Population: n=96 tasks, parent
children/adolescents Inattention Very low SMD =-1.37 and teacher
with ADHD SPE vs. C ! 10]0]0) Cl(-1.10--.11) rated
Intervention: Structured ’ (R,IC) questionnaires

Physical exercise (SPE)
Comparison: different
control groups

(CBCL, Conners
Rating Scale)

Hyperaktivitidt/ Impulsivitit. Kombiniertes Urteil

Cerillo-Urbina et al., n=62
2015 Hyperactivity, Very low SMD = .56

PE vs. noPE +100]0) Cl (.04 - 1.08) n.a.
Population: (R,IP)
children/adolescents |
with ADHD 6 - 18(21)
years
Intervention: Physical n=62
Exercises programmes Impulsivity Very low SMD = .56
Comparison: no PE ! o000 Cl (.04 - 1.08) n.a.
. . . PE vs. noPE
intervention (passive (R,IP)
control) |

Hyperactivity/ Very low n=121 Rating according Parent and
Hamada et al., 2025 Impulsivity -1910]0) SMD = -.40 to GRADE rating teacher rated
! (R,IP) Cl (-.76 --.04) from MA guestionnaires




Population: children and

adolescents under 18
with ADHD symptoms
Intervention: computer

games delivered through

digital devices
Comparison: waitlist,
treatment as usual
(TAU), sham
interventions (e.g.,
games without anti-
ADHD components)

+Physical
Exercise/VR vs. C 1

Seiffer et al., 2022

Population:
children/adolescents

. n =360 CSI-4. Conners
x;tsADHD 6-18(21) Hyperactivity, Moderate =-25 3, K-ARS, DBD,
Inte.rvention: mc?derate MVPA vs. C GBG?RG)BO Cl(-54-.05) QSVDAES: EQEE'
to Ylgorous physical U CPRS-R
activity (MVPA)

Comparison: Standard
treatment or passive
control group
Sun et al., 2022

Neurocognitive
Population: n=161 tasks, parent
children/adolescents LO Moderate SMD = .06 and teacher
with ADHD 5-15 years Hyperactivity, o080 Cl (-.26 - .37) rated

. . PEl vs. C ) .

Intervention: Physical (R) questionnaires
exercise Interventions U (CBCL, Conners

Comparison: passive
control groups

Rating Scale)

Funktionsniveau. Kombiniertes Urteil

Seiffer et al., 2022

Population:
children/adolescents

=124

with ADHD 6 - 18(21) n ‘ .
years Functioning level Low g=-.32 Rating according

’ 1(-74--11 RADE rati DQ, CBCL
Intervention: moderate MVPA vs. C ee00 ci ) oG rating SbQ, CBC

) . (R,IP) from MA
to vigorous physical |
activity (MVPA)
Comparison: Standard
treatment or passive
control group
Exekutive Funktionen. Kliniker*innenurteil
Low 3 included studies Different
Liang et al., 2021 Overall EF, [51219]0) n=493 not randomized neurocognitive
PEl vs. C (R,IC) SMD = .61 tests




Population:
children/adolescents
with ADHD 6 - 18 years
Intervention: Physical
Exercise Interventions

C1 (.39 - .84)

Comparison: Different n=n.a.
Control Groups Cognitive Low g=.78 1 included stud Different
flexibility, ®DO0 Cl(33-123) M domizeg neurocognitive
PEl vs. C (R,IC) tests
|
n=n.a.
- Low g=.76 . . Different
Inh luded st .\
nhibitory ®®00 Cl(38-115) >includedstudies: o ognitive
control, (R.IC) not randomized tests
PEl vs. C ’ |
n=n.a.
Working Moderate g=.38 Different
memory, [s1214]0) Cl(.03-.73) neurocognitive
PEl vs. C (R) tests
|
n=n.a.
Cognitive Low SMD = -.45 3 included studies Different
flexibility, [21519]0) Cl (-.81--.09) not randomized neurocognitive
PEl vs. C (R,IC) tests
|
Song et al., 2023
Population: n=n.a.
children/adolescents Inhibitory Low SMD = -.50 6 included studies Different
with ADHD control, [2110]0) Cl(-.71--.29) not randomized neurocognitive
Intervention: Physical PEl vs. C (R,IC) tests
Exercise Interventions |
Comparison: passive
control groups
n=n.a.
Working Low SMD =-.50 5 included studies Different
memory, [$15]10]0) Cl(-.30--.16) not randomized neurocognitive
PEl vs. C (R,IC) tests
|
Qiu et al., 2023
Population:
children/adolescents n=>558 .

Diff t
with ADHD (5-18 years Overall EF, éll;g/gg g=111 3 included studies neurloceorer?itive
old) PEl vs. C Cl(.73-1.48) not randomized &

(R,IC,P) tests

Intervention: Physical
Exercise Interventions
Comparison: passive and
active control groups




Soziale Probleme. Kombiniertes Urteil

Cornelius et al., 2017

Population:

. n=n.a. Neurocognitive
children/adolescents g=-.64 no information tasks, parent
with ADHD (3-18 years Social problems High !

! CI(-3.72-2.42) regardingR, IC, ID and teacher
old) PAvs. C 0000 (-3 ) regardingR, IC, ID, eache
. . IP rated
Intervention: Physical . .
U questionnaires

Activity (PA)
Comparison: different
control groups

Externalisierendes Verhalten. Kombiniertes Urteil

Cornelius et al., 2017

Population: .

. n=n.a. Neurocognitive
children/adolescents Disruptive g=-.88 no information tasks, parent
with ADHD (3-18 years i | !

( ¥ behavior, High Cl(-4.07 - 2.31) regardingR, IC, ID, and teacher
old) DDDD
. . PAvs.C IP rated
Intervention: Physical . .
u guestionnaires

Activity (PA)
Comparison: different
control groups

Anmerkung. n = Anzahl der Versuchspersonen, k = Anzahl der inkludierten Primérstudien. R = risk of bias, IC =
inconsistency, ID = indirectness, IP = imprecision, P = publication bias.
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1.5 Pharmakotherapie

1.5.2. Welche Préiparate sind zur Behandlung empfohlen? 1.5.4. Nach welchen patient*innenindividuellen
Kriterien sollten die passenden Medikamente ausgewdhlt werden?

152.A&154.A

Beriicksichtigte Endpunktkategorien: Meta-Analysen

Endpunktkategorien

ADHS Symptome gesamt (KL)

ADHS Symptome gesamt (E)

ADHS Symptome gesamt (L)

ADHS Symptome gesamt (S)
ADHS Symptome gesamt (KU)

Klinischer Gesamteindruck (KL)
Probleme des Verhaltens (KU)

Lebensqualitit (KU)

N N W D P W W

14

11
11

Gesamtaussagesicherheit
der Evidenz

Moderat - Hoch

Anmerkung. MAs = Anzahl der Meta-Analysen, m = Anzahl der Endpunkte innerhalb dieser Endpunktkategorie. E =
Elternurteil, KL = Kliniker*innenurteil, KU = Kombiniertes Urteil, L = Lehrer*innenurteil, S = Selbsturteil, T = kognitive Tests,
U = Unbekanntes Urteil.

Summary of Findings Tabelle: Meta-Analysen

Referenz

Endpunkt

Aussagesicherheit

Effektstarke

Kommentare

Mess-

(GRADE)

ADHS Symptome gesamt. Kliniker*innenurteil

instrument

n=n.a., k=6

ADHD-RS, ADHD-
SRS, SNAP-1V,

Cortese et al., 2018

Population: Children
with ADHD
Intervention: MPH or
Amphetamines or ATX
or Guanfacine
Comparison: Placebo

or different
medication

ADHD total CPRS-R, CTRS-R,

R Moderate SMD =-1.02 GRADE rati CASS, Conners 3,
symptoms, Y ®) Cl (-1.19 - -.85) rating  |owa cprs/ CTRs,
Amphetamlnes (R) based on study SKAMP, VADTRS,
vs. placebo authors VADPRS, SWAN,

I ADDES-1, ACTeRS

ADHD-RS, ADHD-

n=n.a., k=21 SRS, SNAP-IV,

SMD =-.56 CPRS-R, CTRS-R,

ADHD total Low Cl(-66 - - 45 GRADE rati CASS, Conners 3,
symptoms, OO (-.66 - -.45) rating  1owa cpRrs/ CTRS,
ATX vs. placebo (R,1C) based on'study  skame, vADTRs,
) ’ | authors VADPRS, SWAN,
ADDES-1, ACTeRS

_ _ ADHD-RS, ADHD-

" S_lvrI‘L‘)a: k 6_77 SRS, SNAP-1V,

ADHD total Moderate T ) CPRS-R, CTRS-R,
toms e Cl (-.85--.50) GRADE rating CASS, Conners 3,
symp ’ based on study IOWA CPRS/ CTRS,
GUA vs. placebo (R) | authors SKAMP, VADTRS,

VADPRS, SWAN,
ADDES-1, ACTeRS




ADHD total

n=n.a., k=9

ADHD-RS, ADHD-
SRS, SNAP-1V,

Moderate SMD =-.78 . CPRS-R, CTRS-R,
symptoms, e Cl (-93 - - 62) GRADE rating CASS, Conners 3,
MPH vs. R) ) ' based on study  |OWA CPRS/ CTRS,
SKAMP, VADTRS,
placebo | authors VADPRS, SWAN,
ADDES-1, ACTeRS
n=n.a., k=5 AIRS, CAARS-
’_:',):Et;‘:‘:i' Moderate SMD =-.79 GRADErating Ol CAARS:
Amphetamine ®e00 C1{~99--58) | cedon study O:5, ADHD-RS,
(R) WRAADS,
vs. placebo | authors BAARS-IV
Cortese et al., 2018
Population: Adults _ k=11 hIRS. CAARS
with ADHD n=na, k= , ’ -
. ADHD total SMD =-.45 GRADE rating O:L, CAARS-
Intervention: MPH or i Low Cl(-58-- 32 based tud 0:S. ADHD-RS
Amphetamines or ATX symptoms, o000 (58 --.32) . s o o
Guanfacine ATX vs. placebo (RIC) authors WRAADS,
or uan.acm ) | BAARS-IV
Comparison: Placebo
or different
medication ADHD total n=na, k=11 AIRS, CAARS-
symbtoms Moderate SMD =-.78 GRADE rating O:L, CAARS-
VM;’H o OO0 Cl(-64--.35)  basedonstudy O:S, ADHD-RS,
Iacebc; (1C) authors WRAADS,
P [ BAARS-IV
n=9926, k=46 GRADE not
':::3;:::' High SMD =-1.02 applicable.
Amphetamines PHDD Cl(-1.19 - -.85) AMSTAR-rating n.a
adapted from
vs. placebo
| study
ADHD total n=9926, k=46 GRAPE not
Correll et al., 2021 symptoms High SMD =-.78 applicable.
MPH vs. OO Cl(-.93--.62) AMSTAR-rating n.a
. . adopted from
Population: Children placebo
. | study
and adolescents with
ADHD
X’;erl‘::t"atr':i:;z/' ';TJ A n=9926,k=46  GRADE not
P ® ADHD total . SMD =-.56 applicable.
ATX, alpha2-agonists High .
. symptoms, Cl (-.66 - - .45) AMSTAR-rating n.a
+ stimulants SODD
. ATX vs. placebo adopted from
Comparison: Placebo
| study
n=9926, k=46 GRADE not
SMD = -.67 applicable.
ADHD total
gyl to‘;’ni High CI(-85--.50)  AMSTAR-rating .
ymp ! ODDD adopted from ’

GUA vs. placebo

study




ADHD total n=n.a., k=16 No |nfqrmat|on
symptoms High SMD =-.61 regarding RoB,
Stimulants vs. OODD Cl(-.71--.51) ' |nd|re'cjcness, n.a
lacebo imprecision and
P | publication bias
Ostinelli et al., 2025
Population: Adults n=na., k=16 No information
°P : ADHD total . SMD =-.51 regarding RoB,
with ADHD High o
. symptoms, Cl (.37 -.64) indirectness, n.a
Intervention: OODD . .
. ATX vs. placebo imprecision and
Stimulants ATX or | ublication bias
GUA p
Comparison: Placebo
n=n.a., k=6 No information
ADHD total Moderate SMD = .39 regarding RoB,
symptoms, ePPO Cl (-.07 - .86) indirectness, n.a
GUA vs. placebo (IP) imprecision and
U publication bias
ADHS Symptome gesamt. Elternurteil
n=3796, k=23 GRADE not
?Dn':Dt(t)cr:zl SMD =-1.07 applicable.
ymptoms, High CI(-1.36--79)  AMSTAR-rating n.a
Amphetamines
DODD adopted from
vs. placebo
| study
n=3796, k=23 GRADE not
ADHD total SMD =-.84 applicable.
Correll et al.,, 2021 symptoms, High Cl (-.95--.72) AMSTAR-rating n.a
Population: Children N:::Ie\t:.:. SO0 | adoptezll from
and adolescents with P study
ADHD
X’;erﬁﬁfatif.ﬁew, A n=3796,k=23  GRADE not
P P ADHD total . SMD = -.60 applicable.
ATX, alpha2-agonists High .
. symptoms, Cl(-.71--.50) AMSTAR-rating n.a
+ stimulants SODD
. ATX vs. placebo adopted from
Comparison: Placebo
| study
n=3796, k=23 GRADE not
ADHD total Hich SMD =-.23 applicable.
symptoms, EB@%GEB Cl (-.90 - .45) AMSTAR-rating n.a
GUA vs. placebo adopted from
U study

ADHS Symptome gesamt. Lehrer*innenurteil

Cortese et al., 2018

ADHD total Very low
o symptoms, e0O00O
Population: Children ATX vs. placebo (R, 1D, IP)

with ADHD

n=n.a., k=3
SMD =-.32
Cl (-.82-.18)

GRADE rating
from study
authors used

ADHD-RS, ADHD-
SRS, SNAP-IV,
CPRS-R, CTRS-R,
CASS, Conners 3,
IOWA CPRS/ CTRS,
SKAMP, VADTRS,




Intervention: MPH or u VADPRS, SWAN,
Amphetamines or ATX ADDES-1, ACTeRS
or Guanfacin
Comparison: Placebo
. ADHD-RS, ADHD-
or different ADHD total n=3796, k =23 SRS, SNAP-IV,
medication symptoms Very low SMD = -.63 GRADE rating (f:sRsS-El CTRS‘R3'
y , Conners 3,
GUA vs. o000 Cl(-1.62 - .35) fromstudy | cors) cre,
placebo (R, 1D, IP) authors used SKAMP, VADTRS,
u VADPRS, SWAN,
ADDES-1, ACTeRS
ADHD-RS, ADHD-
n=na., k=5 SRS, SNAP-1V,
':3:3;?;:' Low SMD =-.82 GRADE rating CC/E\DSRSS_E' CTRS-I;,
» , Conners 3,
MPH vs. OO0 Cl(-1.16 - -.48) from study IOWA.CPRS/ CTRS,
lacebo (R, 1C) authors used SKAMP, VADTRS,
P | VADPRS, SWAN,
ADDES-1, ACTeRS
n=745,k=5 GRADE not
ADHD | !
svm t(t)(:rt\: Moderate SMD = -.55 applicable.
ymptoms, o000 Cl(-1.16 --48)  AMSTAR-rating n.a.
Amphetamines
(R) adopted from
vs. placebo
| study
ADHD total n=1843,k=16 GRAPE not
Correll et al., 2021 symptoms High SMD = -.82 applicable.
MPH vs. OODD Cl(-1.16 - -.48) AMSTAR-rating n.a
. . adopted from
Population: Children placebo
. I study
and adolescents with
ADHD
X‘:ﬁ‘\’:&:‘\’;gg A n=1843,k=16  GRADE not
P L ADHD total . SMD =-.63 applicable.
ATX, alpha2-agonists High .
+ stimulants symptoms, OO Cl (-.82-.18) AMSTAR-rating n.a.
. ATX vs. placebo adopted from
Comparison: Placebo
U study
n=1843,k=16 GRADE not
ADHD total High SMD =-.63 applicable.
symptoms, EBEBgGBGB Cl (-1.62 - .35) AMSTAR-rating n.a
GUA vs. placebo adopted from
U study
Storebo et al., 2023
n=1728, k=21
Population: Children SMD =-.74 .
GRADE rat
and adolescents with ADHD g‘ggg Cl (-.88 - -.61) Pl S;ic;cg CTRS, SWAN,
DHD BB
ADH symptoms (R, 1) authors used SNAP, FBBHKS

Intervention: MPH
Comparison: Placebo
or no intervention




ADHS Symptome gesamt. Selbsturteil

n=n.a., k=16 Certainty of
IO:::I tAoDnI:SD Very low SMD =-.39 evidence taken
.y P ’ 1000 Cl (-.52--.26) from the n.a
Stimulants vs. , .
lacebo (R, IC, IP) author’s rating
P I (CINeMA)
Ostinelli et al., 2025
. n=n.a., k=38 Certainty of
5\/?&“:;:_?3' Adults ADHD total Moderate SMD = .38 evidence taken
. symptoms, o112 Cl (.21 -.56) from the n.a
Intervention: , .
. ATX vs. placebo (R) author’s rating
Stimulants, ATX or | (CINeMA)
GUA
Comparison: Placebo
n=n.a., k=6 Certainty of
ADHD total Low SMD = .67 evidence taken
symptoms, [215]10]0) Cl(-.01-1.36) from the n.a
GUA vs. placebo (R, IP) author’s rating
U (CINeMA)
ADHS Symptome gesamt. Kombiniertes Urteil
n=516,k=2
ADHD !
symptoms, Mod@rate o= -64 ADHD DSM-IV-
MASS vs ePPO Cl (-.83 - -.45) -
Stuhec, et al., 2019 ’ (R, IP)
placebo |
Population: Adults
diagnosed with ADHD
Intervention: n=629, k=3
lisdexamfetamine ADHD Moderate SMD = .89
(LDX), mixed symptoms, (Yo Ta1@) Cl (-1.09 - -.70) ADHDTDRSM"V'
amphetamine salts LDX vs. placebo (R, IP)
(MASs), modafinil |
(MDF) and
methylphenidate
(MPH) n=516,k=2 ADHD DSM-IV,
Comparison: placebo ADHD SMD = .64 WRAADDS,
Very Low
symptoms, 000 Cl (-.58 - -.41) AISRS, CAARS,
MPH vs. (R, IP) UPD ADHD
placebo ’ | DSM-III
Correll et al., 2021 ADHD n=7579, k=36 GRADE not
SYmbtoms Moderate SMD =-.18 appli-cable.
Population: Children ymp ) S11]0) Cl (-.28 - -.09) AMSTAR-rating n.a.
. Amphetamines
and adolescents with vs. placebo (R) adopted from
ADHD ‘P 1 study
Intervention: MPH,
Amphetamines, GUA, ADHD GRADE not
ATX, alpha2- symbtoms Moderate n=7579 k=36 appli-cable.
agonists+stimulants ymp ’ S15]8]@) SMD =-.14 AMSTAR-rating n.a.
. MPH vs.
Comparison: Placebo (R) Cl(-.21--.08) adopted from
placebo

study




n=7579, k=36 GRADE not
ADHD Moderate SMD =-.17 applicable.
symptoms, (Y11 @) Cl(-.23--.11) AMSTAR-rating n.a
ATX vs. placebo (R) adopted from
| study
n=7579, k=36 GRADE not
ADHD Moderate SMD =-.16 applicable.
symptoms, (Y11 @) Cl (-.26 - -.05 AMSTAR-rating n.a
GUA vs. Placebo (R) adopted from
| study
ADHD n=719 k=3 GRADE not
symptoms, Hieh SMD =-.36 applicable.
Alpha2-Agonists EB@gGBGB Cl(-.51--.21) AMSTAR-rating n.a.
+ Stimulants vs. adopted from
placebo | study
Clinician- and
ADHD . n=7579, k=36 self-report:
symptoms High SMD =-.18 RCTs and non CAARS-INV:SV,
ymptoms, OODD Cl (-28 - -.09) AISRS, ADHD-
Atomoxetine vs. RCTS
Radoniji¢ et al., 2021 placebo (1) RS, ASRS,
" | CAARSS:L,
Population: Adults BADDS adults
with ADHD
Intervention:
Atomoxetine and Self-report:

. n=7579, k=36 ADHD Behav-
Guanfacine ADHD . .
Comparison: Placebo symptoms High SMD =-.14 RCTs and non ior Checklist

Guanfacine vs. CODD Cl (-.21 --.08) RCTS for. A.d.ults,
lacebo Clinician-
P | report: ADHD-
RS Total
Yu et al., 2023 n=1128, k=6
SMD = -8.49
Population: Children High
and adolescents with Ts°tr:| ':\:r:sD DODD Ci 32‘56)3 ADHD-RS-IV
ADHD ymp (R, P) '
Intervention: GUA |
Comparison: Placebo
Klinischer Gesamteindruck. Kliniker*innenurteil
., 201 =516,k=2
Stuhec et al., 2019 cal, Moderate ’;MD R
. - CGlI-I
Population: Adults MASs vs SO0 Cl (-10.63 - -
placebo (1P)

with ADHD

6.35)




Intervention:
lisdexamfetamine
(LDX), mixed

amphetamine salts n=629,k=3
(MASs), modafinil Moderat SMD =-8.49
(MDF) and CGl, @0@‘?‘;‘3 Cl(-10.63 - - ol
methylphenidate LDX vs. placebo (IP) 6.35)
(MPH)
Comparison: Placebo |
n=2986, k=12
cal, Low f:’lw(Dlz gfg_
MPH vs. D00 6 3'5) CGH
placebo (R, 1P) .
|
Global Iliness n=n.a., k=40 GRA.DE not
Improvement High OR =5.57 appli-cable.
Amphetamines OODD Cl(5.52-10.77) AMSTAR-rating n.a
vs. placebo adopted from
P 1 study
n=n.a., k=40 GRADE not
Global lliness OR =3.36 appli-cable.
Il l., 2021 .
Correll et al,, 20 Improvement, High Cl (3.99-7.79) AMSTAR-rating n.a
Population: Children N:::Ie\l;s; OO | adoz’iﬁj from
and adolescents with P y
ADHD
Intervention: MPH, n=na., k=40 GRADE not
Amphetamines, GUA, .
ATX. aloha2- Global lliness Hich OR =5.57 appli-cable.
A O;istpmtimulams Improvement, ® EB%G ® Cl(2.36-557)  AMSTAR-rating n.a
& . GUA vs. placebo adopted from
Comparison: Placebo
| study
n=n.a., k=40 GRADE not
Global lliness High OR =5.57 appli-cable.
Improvement, EB@%GGB Cl (1.38-3.76) AMSTAR-rating n.a
ATX vs. placebo adopted from
| study
cal, Moderate " =R}?7—711' 4(7: ’
Yu et al., 2023 GUA vs. e Cl (171 - 2.26) CGI-|
placebo, R)
Population: Children <10 weeks |
and adolescents with
ADHD
Interver!tlon: GUA cal, ' n=852 k=4
Comparison: Placebo GUA vs. High
lacebo CODD RR=1.57 CGI-I
P , Cl (1.37 - 1.79)

> 10 weeks




CGl

n=2623,k=11

GUA vs Moderate RR=1.78
' S111@) Cl(1.59 - 2.01) CGI-l
placebo,
(R)
overall |
n=850,k=4
RR=1.2
CGI-S from High
Meta-analysis DD Cl1(0.99 - 1.45) CGI-S
|
Verhaltensprobleme. Kombiniertes Urteil
Ageressive n=181,k=2 GRADE not
bgeghavior Very low SMD = -.26 appli-cable.
! o000 Cl(-1.10-0.68)  AMSTAR-rating n.a
MPH vs.
(R, IC, IP) adopted from
placebo U stud
Correll et al., 2021 y
Population: Chlldrgn . n=84 k=2 GRADE not
and adolescents with Aggressive .
ADHD behavior Very low SMD =-1.15 appli-cable.
Intervention: MPH, Amphetamines ©000 C1(-1.38 --.93) AMSTAR-rating n-a
. (R, IC, IP) adopted from
Amphetamines, GUA, vs. placebo | stud
ATX, alpha2- y
agonists+stimulants
Comparison: Placebo n=2067, k=15 GRADE ot
Aggressive Moderate RR=1.34 appli-cable.
e Y C1(0.91-1.97) AMSTAR-rating n.a
behavior,
ATX vs. placebo (R) adopted from
P U study
Storebo et al., 2023
Population: Chlldrgn Very Low n=792,k=7 GRADE rating
and adolescents with General 000 SMD =-.62 from stud na
ADHD behavior 10 ci(-o1--33 0> ude :
Intervention: MPH !
Comparison: Placebo |
or no intervention
Lebensqualitdt. Kombiniertes Urteil
Correll et al., 2021 n=514,k=3 aGR’TiI-DcEaE::c
v Quality of Life, Moderate SMD =-.61 AMF;F;AR—rati‘ng
Population: Children MPH vs. ®e00 C1(-80--.42) adopted from n-a
placebo (R)

and adolescents with
ADHD

study




Intervention: MPH,
Amphetamines, GUA,
ATX, alpha2-
agonists+stimulants
Comparison: Placebo

Quality of Life,
ATX vs. placebo

Moderate
SIS18]@)
(R)

GRADE not
appli-cable.
AMSTAR-rating
adopted from
study

n.a.

Storebo et al., 2023

Population: Children
and adolescents with
ADHD

Intervention: MPH
Comparison: Placebo
or no intervention

Quality of Life

Very low

o000
(R, IC, ID, IP)

n=2631,k=16
SMD =-.39
Cl (-.50 - -.28)
I
n=608, k=4
SMD = .40
Cl (-.03 - .83)
U

GRADE rating
from study
authors used

Child Health
Questionnaire

Correll et al., 2021

Population: Children
and adolescents with
ADHD

Intervention: MPH,
Amphetamines, GUA,
ATX, alpha2-
agonists+stimulants
Comparison: Placebo

oot es S
Functioning '\él;egzgege Cls?_/’g;_"g) AMSTAR-rating na
ATX vs. placebo (R) ’ ) adopted from h
| study
Academic n=826 k=8 SR'TII-DCZEIC::
g Moderate SMD = -.56 bp 5
functioning, DHDO Cl (.73 - -.39) AMSTAR-rating n.a
Amphetamines (R) ’ ’ adopted from h
vs. placebo U study

n=3833,k=23 GRADE not

Correll et al., 2021 Suicide Low RR =.84 appli-cable.

attempts, [51210]0) Cl1 (.03 -.20) AMSTAR-rating n.a.
Population: Children ATX vs. placebo (R, 1C) adopted from
and adolescents with U study
ADHD
Intervention: MPH,
Amphetamines, GUA, n=2517,k=15 GRADE not
ATX, alpha2- Suicide Moderate RR =1.67 appli-cable.
agonists+stimulants ideation, (S1S18]@) Cl (.83 -3.36) AMSTAR-rating n.a.
Comparison: Placebo  ATX vs. placebo (R) adopted from

U study

Storebo et al,, 2023 Participants n=3673,k=26 .

. Very low _ GRADE rating

. . with one or RR =.80
Population: Children ] eO00 from study n.a
. more Serious Cl (.39--1.67)
and adolescents with (R,IP) authors used
Adverse Events

ADHD U

Intervention: MPH




Comparison: Placebo
or no intervention

Yu et al., 2023

n=2273,k=10
Population: Children Treatment Low MD =1.23
and adolescents with emergent ee00 Cl(1.14-1.32) TEAEs
ADHD adverse event (R, P)
Intervention: GUA C
Comparison: Placebo
Storebo et al., 2023
Population: Children :vai::ccl)’:\aen;: n=5342, k=35
ang adolesc.ents with more adverse Very low RR=1.23 GRADE rating

10]0]0) Cl(1.11-1.37) from study n.a.

ADHD events (R, IC, IP) authors used
Intervention: MPH considered non- T C
Comparison: Placebo serious

or no intervention

Anmerkung. n = Anzahl der Versuchspersonen, k = Anzahl der inkludierten Primarstudien. R = risk of bias, IC =
inconsistency, ID = indirectness, IP = imprecision, P = publication bias.

Referenzen

Cortese S. et al., Comparative efficacy and tolerability of medications for attention-deficit hyperactivity disorder
in children, adolescents, and adults: a systematic review and network meta-analysis. Lancet Psychiatry.
2018 Sep;5(9):727-738.

Stuhec M, Lukié P, Locatelli I. Efficacy, Acceptability, and Tolerability of Lisdexamfetamine, Mixed Amphetamine
Salts, Methylphenidate, and Modafinil in the Treatment of Attention-Deficit Hyperactivity Disorder in
Adults: A Systematic Review and Meta-analysis. Ann Pharmacother. 2019 Feb;53(2):121-133.

Correll CU. et al., Efficacy and acceptability of pharmacological, psychosocial, and brain stimulation interventions
in children and adolescents with mental disorders: an umbrella review. World Psychiatry. 2021
Jun;20(2):244-275.

Radonji¢ NV. et al., Nonstimulant Medications for Attention-Deficit/Hyperactivity Disorder (ADHD) in Adults:
Systematic Review and Meta-analysis. CNS Drugs. 2023 May;37(5):381-397.

Yu S, Shen S, Tao M. Guanfacine for the Treatment of Attention-Deficit Hyperactivity Disorder: An Updated
Systematic Review and Meta-Analysis. J Child Adolesc Psychopharmacol. 2023 Mar;33(2):40-50.

Storebg OJ. et al., Methylphenidate for children and adolescents with attention deficit hyperactivity disorder
(ADHD). Cochrane Database Syst Rev. 2023 Mar 27;3(3):CD009885

Ostinelli EG, Schulze M, Zangani C, Farhat LC, Tomlinson A, Del Giovane C, Chamberlain SR, Philipsen A, Young S,
Cowen PJ, Bilbow A, Cipriani A, Cortese S. Comparative efficacy and acceptability of pharmacological,
psychological, and neurostimulatory interventions for ADHD in adults: a systematic review and
component network meta-analysis. Lancet Psychiatry. 2025 Jan;12(1):32-43.



1.54.D

Beriicksichtigte Endpunktkategorien: RCTs

Gesamtaussagesicher
heit der Evidenz

Endpunktkategorien

ADHS Symptome (E)
Verhaltensprobleme (L)
Verhaltensprobleme (E)

Verhaltensprobleme (U)
Hoch (Kinder &

Internalisierende Symptome (L) Il

Internalisierende Symptome (L)
Globales Funktionsniveau (E)
Klinischer Gesamteindruck. (KL)
Sicherheit (KL)

N P PR R R W R R
0 N P RPN R O W N

Anmerkung. MAs = Anzahl der Meta-Analysen, m = Anzahl der Endpunkte innerhalb dieser Endpunktkategorie. E
= Elternurteil, KL = Kliniker*innenurteil, KU = Kombiniertes Urteil, L = Lehrer*innenurteil, S = Selbsturteil, T =
kognitive Tests, U = Unbekanntes Urteil.

Summary of Findings Tabelle: RCTs

Mess-

Effektstarke .
instrument

Referenz Risk of Bias Kommentare

Endpunkt

ADHS Symptome. Elternurteil

Jahngard et al., 2017

Hyperactivity n=284 Conners’ Parent

. ) Adjuvant . Fn?=.263 Clinician Rating Scale
Pqpulatnon: children risperidone vs. No Risk Cl(n.a) implication based Revised — Long
with ADHD (6-8 years adjuvant O on p-value Version (CPRS-
old) and symptoms of placebo I R: L)
ODD + previously failed
improvements with
standard dosages of Cognitive
MPH (10-15mg/d) and problems/
familycounseling Inattention n=284 . Conngrs' Parent
Intervention: adjuvant Symptoms No Risk n? = 180 . .Clln.laan Ra.tlng Scale
risperidone (henceforth Adjuvant O Cl (n.a) implication based ReV|§ed — Long
MPH+RI§P) risperidone vs. on p-value Ver5|or.1 (CPRS-
Comparison: placebo adjuvant I R: L)
(henceforth MPH+PBO) Placebo

Verhaltensprobleme. Lehrer*innenurteil

Aggressive
B ., 2021 =1
lader et al., 20 Behavior n=105 19% female; all . .
. . g=-1.25 I Child Behavior
. Adjuvant No Risk familiy's had .

Population: X g Cl (n.a) g Checklist

. risperidone vs. O additional
6-12-year-olds with adjuvant Behavioral
ADHD and either ODD or ) | .

placebo Therapy sessions

CcD




Intervention:
Stimulant plus
adjunctive Risperidon
Comparison: Stimulant
plus adjunctive placebo

Clinical
implication based
on p-value

n =105
Rule Breaking LS Mea 19% female; dose
Bel'mawor ' Difference = stlm.u.la'nt; all Child Behavior
Adjuvant No Risk 7.58 familiy's had Checklist
risperidone vs. O Cl(-11.08 - - additional
adjuvant 4.09) Behavioral
placebo Therapy sessions
|
19% female; all
Restlessness .
. _ familiy's had
and Inattentive n =105 e
_ additional Conners Global
Symptoms . g=-.75 .
. No Risk Behavioral Index Parent
Adjuvant Cl(n.a) . .
. . O Therapy sessions. Version
Risperidon vs. -
. Clinical
adjuvant U ., @
implication based
placebo
on p-value
Verhaltensprobleme. Elternurteil
19% female; dose
stimulant
Blader et al., 2021 optimization,
adjustment based
Population: . on AE's, switch
6-12-year-olds with ADHD ~ /\BBressive n =105 possible if R-MOAS
and either ODD or CD BetrRger =-1.32 exceeded (Retrospective
Adjuvant No Risk g=-= o Modified Overt
risperidone vs O Clina) tolerability; all Aggression
Intervention: . ) familiy's had
. . . adjuvant e Scale)
Stimulant plus adjunctive lacebo | additional
Risperidon P Behavioral
Comparison: Stimulant Therapy sessions.
plus adjunctive placebo Clinical
implication based
on p-value
Jahngard et al., 2017 Oppositional n=>50 Conners' Parent
problems No Risk LS Means =-6.9 Clinical Rating Scale
Population: children with Adjuvant O Cl (-9.8 --4.0) implication based Revised - Long
ADHD (6-8 years old) and risperidone vs. on p-value Version (CPRS-
symptoms of ODD + Placebo | R: L)

previously failed




improvements with
standard dosages of MPH

’ . n=284 Conners' Parent
(10-15me/d) and family Anxious-shy No Risk n2 = .080 Clinical Rating Scale
. Adi . .
counselm.g . dj.uvant o Cl (n.a) implication based Revised - Long
Intervention: adjuvant risperidone vs. O on p-value Version (CPRS-
risperidone (henceforth placebo | R: L)
MPH+RISP)
Comparison: placebo
(henceforth MPH+PBO)
Social broblems n=284 Conners' Parent
P . n%=.461 Clinical Rating Scale
Adjuvant No Risk o .
risperidone vs O Cl(n.a) implication based Revised - Long
placebo ) on p-value Version (CPRS-
I R: L)
Findling, R. L., et al., 2017 Conduct un.clear.amount of
probler.n.s and Very high n=153 agimygtive » Nisonger Child
Population: children (6-12 oppositional Risk d=.29 fcreat.me.nt; clinical Behavior Ratin
behavior Cl(n.a) implication based &
years) with serious Between-erou ® ) onp value (p = Form (NCBRF);
physical aggression, diff group (OR,0l) 0 0 OES p= D-total score
diagnosis of CD or ODD, Ifrerences at ’ .058)
DSM-1V diagnosis of week 21
ADHD, evidence of
seriously disruptive Positive social unclear amount of
behavior X ; n=153 adjunctive . .

. behavior Very high Nisonger Child
Intervention: Augmented Between-grou Risk d=.44 treatment; clinical Behavior Ratin
(PT+STIM+RIS) . group Cl (n.a) implication based &

. . differences at o Form (NCBRF);
Comparison: Basic week 21 on p-value (p = D-total score
(PT+STIM+placebo) (OR,0I) I 0.005)

Verhaltensprobleme. Unbekanntes Urteil

Findling, R. L., et al., 2017

Population: children (6-12
years) with serious
physical aggression,
diagnosis of CD or ODD,
DSM-IV diagnosis of
ADHD, evidence of
seriously disruptive
behavior

Intervention: Augmented
(PT+STIM+RIS)
Comparison: Basic
(PT+STIM+placebo)

Reactive unclear amount of

aggression Very high ,;:_ 1;2 adjunctive
Between-group Risk CI_(r; 2) treatment; clinical
differences at [ ) ' implication based
week 21 (OR,0l) | on p-value (p =

0.0314)

Antisocial
Behavior Scale
(ABS); reactive

subscale

Internalisierende Symptome. Lehrer*innenurteil




19% female; all

. familiy's had

Emotional .

Labilit n =105 additional

. ¥ . g=-1.18 Behavioral Conners Global
Adjuvant No Risk -
Risperidone vs O Cl (n.a) Therapy sessions. Index Parent
Blader et al., 2021 . ) Clinical Version
adjuvant T
1 implication based

. placebo
Population: on p-value
6—12-year-olds with ADHD
and either ODD or CD
Intervention: 19% female; all
Stimulant plus adjunctive Internalizing =105 familiy's had
Risperidon Behavior i additional . .

. . . . g=-.95 . Child Behavior
Comparison: Stimulant Adjuvant No Risk Cl(n.a) Behavioral Checklist
plus adjunctive placebo Risperidone vs. O ’ Therapy sessions.

adjuvant | Clinical

placebo implication based

on p-value
Internalisierende Symptome. Kliniker*innenurteil
Blader et al., 2021
0, .

Population: Depression 1?3/:;‘;”?:';;;” Schedule
6—-12-year-olds with ADHD S :1 toms n =105 addi}c/ional of Affective
and either ODD or CD v 'p . g=-.58 . Disorders and

Adjuvant No Risk Behavioral . .

risperidone vs O Cl(n-a) Therapy sessions Schizophrenia
Intervention: . ) - ' for School-Age
. . . adjuvant Clinical .

Stimulant plus adjunctive lacebo 1 implication based Children (K-
Risperidon P P SADS)

. . on p-value
Comparison: Stimulant
plus adjunctive placebo

Globales Funktionsniveau. Elternurteil
Blader et al., 2021
19% female; all
Population: familiy's had
6—12-year-olds with ADHD . n =105 additional Columbia
. Functional . )
and either ODD or CD . . g=-.40 Behavioral Impairment
Impairment No Risk .
. Cl (n.a) Therapy sessions. Scale
. Adjuvant O T
Intervention: risperidone Clinical
Stimulant plus adjunctive P | implication based
Risperidon on p-value
Comparison: Stimulant
plus adjunctive placebo
Klinischer Gesamteindruck. Kliniker*innenurteil
Jahngard et al., 2017 Symptom n=284
severity No Risk n?=.076 Clinician Clinical Global
Population: children with Adjuvant O Cl (n.a) implication based Impression (CGI)
ADHD (6-8 years old) and risperidone vs. on p-value
symptoms of ODD + placebo C

previously failed




improvements with
standard dosages of MPH
(10-15mg/d) and family

counselin Symptom n =105
Interventigon' adiuvant improvement No Risk n?=.007 Clinician Clinical Global
risperidone (Benjceforth Adjuvant O Cl(n.a) implication based Impression (CGI)
P risperidone vs. on p-value
MPH-+RISP)
. placebo C
Comparison: placebo
(henceforth MPH+PBO)
Sicherheit. Kliniker*innenurteil
n=84
Height 2 _ R
Adjuvant No Risk n%=.00 . .Clln.|C|an
. . Cl (n.a) implication based
risperidone vs. O n.a
placebo on p-value
U
Side effects L (%:1 Clinician
Adjuvant No Risk n 8 > - Clinical Global
. . Cl (n.a) implication based .
risperidone vs. O Impression (CGl)
placebo on p-value
U
Jahngard et al., 2017
. . n=_84
Population: children with W:fht gatln " n2=.257 Clinician
ADHD (6-8 years old) and . J.:Van OOIS Cl (n.a) implication based n.a
symptoms of ODD + risperidone vs. on p-value
previously failed placebo C
improvements with
standard dosages of MPH
(10-15mg/d) and family Increased
. = 4
counsellng . systolic blood f 8 —_
Intervention: adjuvant . n°=.017 Clinician
pressure No Risk N
risperidone (henceforth Adjuvant O Cl (n.a) implication based n.a
MPH+RI.SP) risperidone vs. . on p-value
Comparison: placebo placebo
(henceforth MPH+PBO)
Increased n=g4
diastolic blood . 017 clinician
pressure No Risk m=- L
Adjuvant O Cl (n.a) implication based n.a
risperidone vs. U on p-value
placebo
Increased pulse n=84
rate No Risk n?=.017 Clinician
Adjuvant O Cl (n.a) implication based n.a
risperidone vs. on p-value
placebo U




based on U.S.
growth charts;
19% female; all

Body mass n=284 S
index (BMI) . g=.815 famll!y's had
Adiuvant No Risk Cl(n.a) additional n.a
Blader et al., 2021 . J. O ’ Behavioral )
risperidone vs. .
lacebo C Therapy sessions.
Population: P Clinical
6—12-year-olds with ADHD implication based
and either ODD or CD on p-value
Intervention:
Stimulant plus adjunctive based on U.S.
Risperidon growth charts;
Comparison: Stimulant . . n =105 19% female; all
. . Weight in kg N
plus adjunctive placebo No Risk g=.404 familiy's had
risperidone vs O Cl (n.a) additional n.a
P ) Behavioral
C Therapy sessions.
Clinical
implication based
on p-value

Anmerkung. n = Anzahl der Versuchspersonen. SG = sequence generation, CC = concealment, BP = blinding
participants, BA = blinding assessors, ID = incomplete data, OR = outcome reporting, CE = carry over effects, SX =

stopped early, UM = unvalidated measures, Ol = other issue.
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Gesamtaussagesicherh

Endpunktkategorien eit der Evidenz

ADHS Symptome (E)
ADHD Symptome (KL)
Klinischer Gesamteindruck (KL)
Exekutivfunktionen (E)

Verhaltensprobleme (E)
Verhaltensprobleme (S)

N N N T
N N P NN RO

Internalisierende Symptome (S)

Anmerkung. RCTs = Anzahl der randomisierten kontrollierten Studien, m = Anzahl der Endpunkte innerhalb
dieser Endpunktkategorie. E = Elternurteil, KL = Kliniker*innenurteil, KU = Kombiniertes Urteil, L =
Lehrer*innenurteil, S = Selbsturteil, T = kognitive Tests, U = Unbekanntes Urteil.

Summary of Findings Tabelle: RCTs

Mess-
instrument

Referenz Endpunkt Risk of Bias Effektstarke Kommentare

ADHS Symptome. Elternurteil

Child's morning

ADHD
symptoms, n =303
XR AM . LSM =-1.7
G X * No Risk S Mean CGI-P morning
psychostimulan O Cl(-3.2--.30) assessment
. t vs. Placebo +
Wilens, T. E., et al., 2017 .
psychostimulan 1
t,
Population: children Endboint
from 6-17 with ADHD P
(DSM-IV-TR) with
suboptimal response to Child's morning
extended-release oral
. ADHD
preparation of cumatins n =303
methylphenidate or éx:PM +’ LS Mean =-2.6
amphetamine . No Risk Cl(-4.0--1.1) CGI-P morning
) psychostimulan
Intervention: O assessment
. t vs. Placebo +
psychostimulants + svchostimulan |
dose-optimized GXR (< 4 psy t
mg/d) in the morning -
(GXR AM) or evening Endpoint
(GXR PM)
Com s s g
pIz;/cebo ADHD
P symptoms, n =303
GXR A_M * No Risk LS Mean =-2.4 CGI-P evening
psychostimulan O Cl (-4.0--.90) assessment

t vs. Placebo +
psychostimulan |
tr
Endpoint




Child's evening

ADHD
symptoms, n =305
GXR PM + LS Mean =-3.0
. No Risk Cl (-4.5--1.5) CGI-P evening
psychostimulan O assessment
t vs. Placebo + |
psychostimulan
tr
Endpoint
ADHD
symptoms and n =303
functioning LS Mean =-5.1
morning, No Risk Cl (n.a) clinical implication BSFQ parent-
GXR AM + O based on p-value rated items
psychostimulan 1
ts vs. placebo,
Endpoint
ADHD
symptoms and n =305
functioning LS Mean =-4.7
morning, No Risk Cl (n.a) clinical implication BSFQ parent-
GXR PM + O based on p-value rated items
psychostimulan 1
ts vs. placebo,
Endpoint
ADHS Symptome. Kliniker*innenurteil
Van Stralen, J. P. M.,
2020
Population: Children
ag:d 6-12 with ADHD gRg” . n =50
Intervention: symptoms, No Risk LS Mean =-6.9
o GXR+Stim vs. O Cl (-9.8 - -4.0) ADHS-RS-IV
psychostimulant + )
guanfacine extended PLB+Stim,
At endpoint |
release
Comparison:
psychostimulant +
placebo
Klinischer Gesamteindruck. Kliniker*innenurteil
Van Stralen, J. P. M., 2020 Severity of n=>50
illness, No Risk LS Mean =-.90
Population: Children aged GXR+Stim vs. O Cl(-1.4 - -.40) CGI-S
6-12 with ADHD PLB+Stim,
Intervention: At endpoint |

psychostimulant +




guanfacine extended

release Improvement
Comparison: relative to n =50
o . . LS Mean =-.70
psychostimulant + baseline, No Risk Ol (-1.2 - -.30) Gl
placebo GYR+Stim vs. O e
PLB+Stim, |
At endpoint
Exekutivfunktionen. Elternurteil
lobal
Van Stralen, J. P. M., 2020 E)i:&?ve n=50
Composite No Risk L5 Mean =-3.0
Population: Children aged P Cl (-5.9 - -.20) BRIEF-P GEC
6-12 with ADHD (GEC), O
Intervention: GXR#Stim vs. 1
- PLB+Stim
psychostimulant +
guanfacine extended
g?jszrison- Metacognition n =50
parison: etacog . LS Mean =-2.3
psychostimulant + index (M), No Risk 01 (5.0 - -.30) BRIEF-P
placebo GXR+Stim vs. O o
PLB+Sti
im U
Probleme des Verhaltens. Eltern Urteil
Van Stralen, J. P. M., 2020
Population: Children aged
6-12 with ADHD Behavioral n=50
Intervention: regulation . i
No Risk =-3.
psychostimulant + index (BRI), OOI Lél '2/’501” ] 436)7 BRI of BRIEF-P
guanfacine extended GXR+Stim vs. R
release PLB+Stim |
Comparison:
psychostimulant +
placebo
Probleme des Verhaltens. Selbsturteil des Kindes
Wilens, T. E., et al., 2017 Behavior
morning,
+ =
Population: children from GXR A,M . n =303 BSFQ child-
. psychostimulan No Risk LS Mean =-.20 .
6-17 with ADHD (DSM-IV- t vs. Placebo + O Cl (-80 - 30) rated items,
TR) with suboptimal o T Behavior
psychostimulan
response to extended- t U subscale
release oral preparation -
End t
of methylphenidate or ndpoin
amphetamine
Intervention:
Behavi . =
psychostimulants + dose- y a\.nor No Risk n =305 BSFQ child-
. morning, LS Mean =-.50 .
optimized GXR (< 4 mg/d) rated items,
. . GXR PM + Cl(-1.1-.10) .
in the morning (GXR AM) svchostimulan O Behavior
or evening (GXR PM) psy subscale

t vs. Placebo + U




Comparison:
psychostimulants +
placebo

psychostimulan
t,
Endpoint

Internalisierende Symptome.

Selbsturteil des Kindes

Wilens, T. E., et al., 2017

Population: children from
6-17 with ADHD (DSM-IV-
TR) with suboptimal
response to extended-
release oral preparation
of methylphenidate or
amphetamine
Intervention:
psychostimulants + dose-
optimized GXR (< 4 mg/d)
in the morning (GXR AM)
or evening (GXR PM)
Comparison:
psychostimulants +
placebo

Feelings
morning,
GXR AM + n=303
. BSFQ child-
psychostimulan No Risk LS Mean = -.50 rate(jiie:'ns
t vs. Placebo + O Cl (-1.0-.10) o
. Feelings
psychostimulan
subscale
t, u
Endpoint
Feelings
morning,
GXR PM + No Risk n =305 BSFQ child-
psychostimulan LS Mean =-.30 .
rated items,
t vs. Placebo + Cl (-.90 - .20) .
. O Feelings
psychostimulan
subscale
t, u
Endpoint

Anmerkung. n = Anzahl der Versuchspersonen. SG = sequence generation, CC = concealment, BP = blinding
participants, BA = blinding assessors, ID = incomplete data, OR = outcome reporting, CE = carry over effects, SX =
stopped early, UM = unvalidated measures, Ol = other issue.

Referenzen

van Stralen, J. P. M. (2020). A Controlled Trial of Extended-Release Guanfacine and Psychostimulants on Executive Function

and ADHD. J Atten Disord 24(2), 318-325.
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1.5.6. Was ist im Verlauf der medikamentésen Behandlung zu beachten?

1.5.6.F

Beriicksichtigte Endpunktkategorien: Meta-Analysen

Gesamtaussagesicherheit

Endpunktkategorien der Evidenz

Risiko fiir kardiovaskuldre Erkrankungen
Risiko fiir Herzstillstand oder Tachyarrhythmien
Risiko fiir zerebrovaskulare Erkrankungen

Risiko fiir Myokardinfarkt

Schwach/ sehr
schwach

Erhohte Herzfrequenz

L N T L)
W W Rk Rk Rk

Systolischer Blutdruck

Anmerkung. MAs = Anzahl der Meta-Analysen, m = Anzahl der Endpunkte innerhalb dieser Endpunktkategorie. E =
Elternurteil, KL = Kliniker*innenurteil, KU = Kombiniertes Urteil, L = Lehrer*innenurteil, S = Selbsturteil, T = kognitive Tests,
U = Unbekanntes Urteil.

Summary of Findings Tabelle: Meta-Analysen

Referenz Endpunkt Auss?(g;:itl;hsrhelt Effektstarke Kommentare ins:cs:;nt
Risiko fiir kardiovaskuldre Erkrankungen
n=1719885, k
Risk of =12
Cardiovascular VerfigW RR=1.18
Disease flz(?coll?) Cl(.91-1.53) n.a.
(children and G
adolescents) U
n =858998, k
Risk of =7
Zhang et al., 2022 Cardiovascular Very low RR=1.04
. Disease (young and ®O00 Cl(.43-12.48) n.a.
Population: . (R, IC, IP)
. middle-aged adults)
children, U
adolescents, adults
with ADHD
Intervention: an
kind of ADHD ' . n=267105, k
medication BISk of Very low =6
Comparison: Cardiovascular 000 RR =1.59
. . Disease Cl (,62 —4.05) n.a.
multiple different (R, IP)
. (older adults)
control designs U
No information
Risk of n=n.a., k=15 regarding
Cardiovascular Very low RR=1.25 publication bias.
Disease (all age 10]0]0) Cl(.84—-1.83) Exact n for this
groups), (R, IC) outcome not n-a.
Stimulants vs. control U reported; total

included
population




across all
outcomes =
3.9 million.

No information

regarding
Risk of publication bIZ:'lS.
Cardiovascular n=n.a., k=3 Exact n for this
Disease Very low RR=1.22 outcome not
Cl(.25-5.97 ted; total
(all age groups), ®O00 (:25-5.97) rep.or ed; tota n.a.
> (R, IC) included
Non-stimulants vs. .
U population
control
across all
outcomes =
3.9 million.
No information
et
Cardiac Adverse Very low > and ut?licatioyn
Liang et al., 2018 Events, EBeOyC;O OR = .88 bi;,:s 40f5
Children/adolescents, R, IP) Cl(.51-1.51) stl.Jdies n.a.
Population: MPH vs. placebo f (n=43724) are
Children, U B
cross-over
adolescents, adults studies
with ADHD )
Intervention: MPH
Comparison: _ B
Placebo or ATX Cardiac Adverse n=775k=3 No information
Events Moderate OR=2.33 regarding
! 1(.68—-7.91 .
Adults, GBG(?S)BO C1(.68 o1) heterogeneity n.a.
MPH vs. placebo U and publication
bias.
Risiko fiir Herzstillstand oder Tachyarrhythmien
Zhang et al,, 2022 No information
Population: rt'egardmg'
. publication bias.
children, :
n=n.a., k=9 Exact n for this
adolescents, adults Very low RR =1.60 outcome not
with ADHP Risk of cardiac ar.rest 000 C1(.94-2.72) reported; total
Intervention: any / tachyarrhythmias, . n.a.
. (R, IC) included
kind of ADHD All age groups .
o U population
medication
. across all
Comparison:
multiple different outcomes =
3.9 million.

control designs

Risiko fiir zerebrovaskulidre Erkrankungen




Zhang et al., 2022

No information
regarding

Population: L .
children, n=n.a., k=10 pEuX:tia:?Or: ?::Ss
adolescents, adults Risk of Low RR=.91 outcome hot
with ADHD Cerebrovascular Cl(.72-1.15)

. . ®e00 reported; total
Intervention: any diseases, R) included n.a.
kind of ADHD All age groups U .

o population
medication
. across all
Comparison:
. . outcomes =
multiple different .
. 3.9 million.
control designs
Risiko fiir Myokardinfarkt
Zhang et al., 2022 No information
Population: rc'agardlng'
. publication bias.
children, n=n.a., k=8 .
Exact n for this
adolescents, adults . . RR =1.06
. Risk of Myocardial Very low outcome not
with ADHD . . Cl (.68 —1.65)

. infarction, $10]0]0) reported; total
Intervention: any All age groups) (R, IC) included n.a.
kind of ADHD ge group ’ U o
medication pop

: across all
Comparison:
. j outcomes =
multiple different .
. 3.9 million.
control designs
Erhohte Herzfrequenz
n=693, k=7
Increased Heart Rate, Moderat SMD =1.56
Children/ @06923306 Cl(.71-2.41) o
adolescents, (10) e
MPH vs. placebo C
Liang et al., 2018
Population:
Children, n=590,k=4
adolescents, adults Increased Heart Rate, Moderate SMD =2.04
with ADHD Adults, DOD0 Cl (.92 —3.15) n.a.
Intervention: MPH MPH vs. placebo (IC)
Comparison: c
Placebo or ATX
Increased Heart Rate n =590, k=4
cr Children/ ! Very low SMD =2.04 1 of 4 studies (n
®000 Cl (.92 -3.15) =631)isa n.a.
adolescents, (R, IC) cohort-stud
MPH vs. ATX ’ | Y
Systolischer Blutdruck
Low
Liang et al., 2018 Systolic Blood ee0O0 n=575k=5 n.a.
Pressure, (ICc, P) SMD=1.61




Population:
Children,
adolescents, adults
with ADHD
Intervention: MPH
Comparison:
Placebo or ATX

Children/ Cl(.81-2.41)
adolescents,
MPH vs. placebo C
n=800,k=5
Systolic Blood Low SMD =1.40
Pressure, ee00 Cl (.62 —2.18) n.a.
Adults, (IC, P)
MPH vs. placebo C
Systolic Blood
yPressure, n=876k=3 .
Children/ Low SMD = .36 1 of 3 studies
C110L0) Cl(.23-.51) (n=631)is a n.a.
adolescents, (R) cohort-study
MPH vs. ATX

Anmerkung. n = Anzahl der Versuchspersonen, k = Anzahl der inkludierten Primarstudien. R = risk of bias, IC =
inconsistency, ID = indirectness, IP = imprecision, P = publication bias.

Referenzen
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1.5.7. Was ist im Hinblick auf Medikamenten-Adhdrenz zu beachten?

15.7.C

Beriicksichtigte Endpunktkategorien: RCTs

Endpunktkategorien

Medikamenten-Adhérenz (E)

Medikamenten-Adhédrenz (KL)
Medikamenten-Adhérenz (A)

Gesamtaussagesicherheit
der Evidenz

Schwach/ sehr schwach

Anmerkung. RCTs = Anzahl der randomisierten kontrollierten Studien, m = Anzahl der Endpunkte innerhalb
dieser Endpunktkategorie. E = Elternurteil, KL = Kliniker*innenurteil, KU = Kombiniertes Urteil, L =

Lehrer*innenurteil, S = Selbsturteil, T = kognitive Tests, U = Unbekanntes Urteil, A = App-Urteil.

Summary of Findings Tabelle: RCTs

Referenz

Endpunkt

Risk of Bias

Effektstarke

Kommentare

Mess-

Medikamenten-Adharenz. Elternurteil

instrument

> Clinical
. n= o . .
Pill counts, Very high - implication
Study group risk @ based on p-
. vs. control, Cl(n.a.) value of post- Pill count
Weisman et al., 2018 o :
At week 4 U hoc comparison
Population: children >’ & with Mann-
) Whit U test.
with ADHD (6-16 nney ¥ zes
years); drug naive or 24 Clinical
’ . n= . . .
already treated with Pill counts, Very high ES - . implication
. . Study group . based on p-
stimulant medication risk Cl (n.a.) :
. vs. control, value of post- Pill count
Intervention: o i
articioants and At week 8 | hoc comparison
|:)arentr.:, rompted to (87, BA with Mann-
P p P . Whitney U test.
use mobile application
(Ilcon mobile App) n=34
Comparison: Very high = ini
pari Group main y g etat2 =.12 . Cll.mca.l
treatment as usual . risk Cl (n.a.) implication )
effect for pill Pill count
o based on p-
counts
(BP, BA) | value.
Medikamenten-Adhérenz. Kliniker*innenurteil
e Timely
Little info on
i ., 202 i . - ipti
Fried et al., 2020 r:'sltr:r:ielzion Very high n=333 sequence presc;_ll}:l)tlon
. . prescrip risk OR=3.79 generation and rems
Population: children refills, ® Cl (1.84 -7.79) concealment: (prescriptions
with ADHD (6-12 Intervention ., documented in
) . (SG, CC, BP model with i
years); prescribed group P B | interaction term: electronic
with stimulant (reference CG; BA) clinical ’ medical
medication for ADHD model 1 records)

implication




Intervention: parents interaction based on p-
received text term) value.
messages for
medication
f':\c.lh.er.ence, treajcn_went Tlm.ely' Little info on
|n|t!at|on, and d|(gf|tal Pre::f"illf:lon sequence Timely
patient support (from ’ _ _ ti d ioti
Sunday to Friday) Intervention Very high n=333 generation an prescr.lp ion
' ik OR =0.90 concealment; refills
Comparison: group s Cl1(0.39-2.10 model with (prescriptions
(reference o (0.39 - 2.10) . . P pron:
treatment as usual non interaction term; documented in
svchiatric (G, CC, BP, U clinical electronic
.p .y BA) implication medical
clinic; model 1
. . based on p- records)
interaction
value.
term)
. Little info on
Timely
.. sequence .
prescription ) Timely
refills = gENRtich and rescription
Interven;ion very high -y concealment; P refiIFI)s
rou risk OR=3.46 model without (prescriptions
group o Cl (1.82-6.58) interaction term P prion:
(reference CG; BP and prescribin documented in
model 2 (SG'BCAC' ’ I cIinFi)c- cIinicaIg electronic
without ) o medical
. . implication
interaction records)
based on p-
term)
value.
Carvalho et al., 2023
Population: 18-45
year old adults with
ADHD according to
DSM-5, own a
smartphone, clinical
ASRS score of 224, at .
) Clinical
least high school S
. implication
diploma, accept use of  Adherence to n=68
. . Cp based on p- .
pharmacological pharmacologi High risk MD = .0176 value: time of Medication
treatment cal treatment, q) Cl (n.a.) ’ possession
. assessment
Intervention: Across all (BP) unclear: rate (MPR)
App Group: TAU + App groups U !

App + Discount Group:
TAU + App +
commercial discount
on purchase of
medication prescribed
for ADHD treatment
Comparison: TAU:
pharmacological
treatment as usual

assessor blinding

unclear.




Medikamenten-Adhérenz. App-Urteil

Carvalho et al., 2023 Number of
. _ a5 Clinical times (%)

:::ru:,T;I:;;Iltf_\;‘\f/?th Engagement, High risk Mg; 123 implication users
App + based on p- registered

ADHD according to Discount vs. P Clina) value; time of their

DSM-5, own a App (BP) assessment medication

smartphone, clinical ! unclear. intake into

ASRS score of 224, at App

least high school

diploma, accept use of

pharmacological

treatment

Intervention:

App Group: TAU + App N‘umber of

App + Discount Group: E.ngagement n =45 . times (%)

TAU + App + t_lme X group High risk MD = 013 . Cll.nlca‘l users

commercial discount interaction, P Cl(n.a) implication reglstgred

on purchase of _ App + (BP) based on p- t|tlelr‘

medication prescribed ~ Discount vs. I value. medication

for ADHD treatment App intake into

Comparison: TAU: App

pharmacological
treatment as usual

Anmerkung. n = Anzahl der Versuchspersonen. SG = sequence generation, CC = concealment, BP = blinding
participants, BA = blinding assessors, ID = incomplete data, OR = outcome reporting, CE = carry over effects, SX =
stopped early, UM = unvalidated measures, Ol = other issue.

Referenzen
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preliminary findings. J Psychopharmacol 34(8):883—-890
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European psychiatry, 66(1), e53. https://doi.org/10.1192/].eurpsy.2023.2422



1.5.7.D

Beriicksichtigte Endpunktkategorien: RCTs

Endpunktkategorien

Medikamenten-Adhdrenz (KU)

Medikamenten-Adhéarenz (S)
Medikamenten-Adharenz (E)
Medikamenten-Adhédrenz (KL)

R R R R

10

Gesamtaussagesicherheit
der Evidenz

Schwach/ sehr schwach

Anmerkung. RCTs = Anzahl der randomisierten kontrollierten Studien, m = Anzahl der Endpunkte innerhalb

dieser Endpunktkategorie. E = Elternurteil, KL = Kliniker*innenurteil, KU = Kombiniertes Urteil, L =

Lehrer*innenurteil, S = Selbsturteil, T = kognitive Tests, U = Unbekanntes Urteil.

Summary of Findings Tabelle: RCTs

Referenz

Endpunkt

Risk of Bias

Effektstarke

Kommentare

Mess-

Medikamenten-Adharenz. Kombiniertes Urteil

instrument

Zheng et al., 2020

Population: children
(6-11 years) with
ADHD

Intervention:

psychoeducation by Allocation
pediatricians: Very high Ensz—lnlg concealment not
systematic Medication risk a (_n e; )' reported. Parents and
training for parents adherence, ® < Clinical medical
and teachers about 6 months implication records
ADHD and behavioral (BP, BA, UM) I based on p-
interventions as well value.
as classroom
management
techniques for just the
teachers
Comparison:
treatment as usual
Medikamenten-Adharenz. Selbsturteil

Zheng et al., 2020 | n=116 Conﬁggfnizs:not MARS

. . Medication VerY high ES=na. reported. (Medication
Population: children dh risk Cl (n.a.) Clinical Adherence
(6-11 years) with a6 n?;f\:;:’ o . ;.mc,?. Report Scale),
ADHD (BP, BA, UM) | t')':spe';ir']";_ not child
Intervention: specific

value.

psychoeducation by




pediatricians:
systematic

training for parents
and teachers about
ADHD and behavioral
interventions as well
as classroom
management
techniques for just the
teachers
Comparison:
treatment as usual

Medikamenten-Adharenz. Elternurteil

Bai et al., 2015

Population: children
6—16 years with ADHD
Intervention:
psychoeducation on
the parents,
Intervention focused
on Theory of Planned
Behavior (TPB)
Comparison:
treatment as usual

Unclear blinding

Still taking n=289 ..
medication High risk ES =n.a. dlinicial ’
[»)
(%), o Cl(n.a.) implication n.a.
1 month (BP)
follow-u | jased on p-
P value of t-tests.
MPR (defined
as percent of
Medication b _so Unclear blinding days .patlerlmt
. 4 . assessors, complied with
possession High risk ES=n.a. clinicial rescription in
ratio (MPR), o Cl(n.a.) L P P
implication specific
1 month (BP) .
based on p- period);
follow-up |
value of t-tests. adherence
defined as
MPR >=0.70
Unclear blinding
Adherence n=289 assessors
High risk ES=n.a. N
rate (%) P o clinicial n.a
1 month (n-a.) implication h
follow-up (BP) U based on p-
value of t-tests.
Average Unclear blinding
number of n=89 assessors
High risk ES=n.a. o
days of > al(n.a) clinicial n.a
discontinuatio n.a. implication h
n, 1 month (BP) | based on p-
follow-up value of t-tests.
High risk =89 Unclear blinding
Took q) ES=n.a. as5€s50rS, n.a.
... clinicial
medication (BP) Cl (n.a.)

implication




during last
weekend (%),

based on p-
value of t-tests.

1 month
follow-up
Average
number of Unclear blinding
days of n=83 assessors
. s High risk ES=n.a. N
discontinuatio clinicial
. () Cl (n.a.) o n.a.
n during last implication
week, (BP) | based on p-
1 month value of t-tests.
follow-up
Still taking n=289 Un;l::ersts)g:msdmg
medication High risk ES=n.a. dlinicial ’
[»)
(%), Q) Cl(n.a.) implication n.a.
3 months (BP)
follow-u I based on p-
P value of t-tests.
Average Unclear blinding
number of j =°° assessors
days of High risk ES = n.a. o
. . . clinicial
discontinuatio Q) Cl(n.a.) Lo n.a.
n BP) implication
! ( based on p-
3 months 1
value of t-tests.
follow-up
Took -
Unclear blind
medication n=289 n(;:sa;ssc;:s "8
during last High risk ES =n.a. dlinicial ’ N
weekend (%), d Cl (n.a.) o <
implication
3 months (BP)
foll | based on p-
oflow-up value of t-tests.
Average
number of n=89 Unclear blinding
ol Mghiskgsopa  esr
discontinuatio clinicial
. () Cl (n.a.) T n.a.
n during last implication
week, (BP) | based on p-
3 months value of t-tests.
follow-up

Medikamenten-Adharenz. Kliniker*innenurteil




Montoya et al., 2014

n=208 Underpowered

) _ Time to Very high  Hazard Ratio = | _'
Population: children discontinuatio risk 0.72 very low non
with newly diagnosed n PY C1(0.36 - 1.43) adherence to n.a.
ADHD (6-12 years) At 12 r;month ) ) medication in

BP, BA, SX

Intervention: parental ( ) U both groups.
psychoeducation
program administered
to small groups of Underpowered,
parents (standardized, Time to n=208 very low non-
manual—b§5e§ discontinuatio ~ Veryhigh  Hazard Ratio=  adherence to
program) in five n, risk 0.96 medication in
weekly 90-minute Controlled by o Cl(0.43-2.12)  both groups. e
seSS|ons.+ medication comorbidity, (BP, BA, SX) Learning
Comparison: At 12 month I disorders is
medication alone significant.

Anmerkung. n = Anzahl der Versuchspersonen. SG = sequence generation, CC = concealment, BP = blinding
participants, BA = blinding assessors, ID = incomplete data, OR = outcome reporting, CE = carry over effects, SX =
stopped early, UM = unvalidated measures, Ol = other issue.
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1.6 Diagnostik und Behandlung von ADHS und koexistierenden substanzbezogenen

Stérungen
1.6.2. Was ist bei der Behandlung von ADHS und koexistierenden substanzbezogenen Stérungen zu beachten?

1.6.2B

Beriicksichtigte Endpunktkategorien: Meta-Analysen

Gesamtaussagesicher

Endpunktkategorien heit der Evidenz

ADHS Symptome gesamt (KL)
ADHS Symptome gesamt (KU) 1 1 Moderat
Substanzkomsum Symptome (KU) 1 4

Anmerkung. MAs = Anzahl der Meta-Analysen, m = Anzahl der Endpunkte innerhalb dieser Endpunktkategorie.
E = Elternurteil, KL = Kliniker*innenurteil, KU = Kombiniertes Urteil, L = Lehrer*innenurteil, S = Selbsturteil, T =
kognitive Tests, U = Unbekanntes Urteil.

Beriicksichtigte Endpunktkategorien: RCTs

Gesamtaussagesiche

Endpunktkategorien rheit der Evidenz

ADHS Symptome gesamt (S)
Behandlungsadharenz (KL) 2 Moderat
Substanzkonsum Symptome gesamt (KU) 2

Anmerkung. RCTs = Anzahl der randomisierten kontrollierten Studien, m = Anzahl der Endpunkte innerhalb
dieser Endpunktkategorie. E = Elternurteil, KL = Kliniker*innenurteil, KU = Kombiniertes Urteil, L =

Lehrer*innenurteil, S = Selbsturteil, T = kognitive Tests, U = Unbekanntes Urteil.

Summary of Findings Tabelle: Meta-Analysen

Aussagesich

Y] =
Referenz Endpunkt erheit Effektstarke Kommentare €ss

instrument

(GRADE)

ADHS Symptome gesamt. Kliniker*innenurteil

Fluyau et al., 2021

Population: Adults with
ADHD and SUD (15 and

Clinical Global
65 years) .

. Impression-
Intervention: n=n.a Improvement
Ph logical D in th .

e et Modeme 5D )l o
y-ph ’ v o000 Cl (.39 -.67) the Adult ADHD
amphetamine salts, symptoms .

; (R) Investigator
atomoxetine) was used | Symptom
to treat SUD in ADHD y' P

atients + combined Rating Scale
p (AISRS)

behavioral therapies (13
out of 17 included
studies)

Comparison: Placebo +
combined behavioral




therapies (13 out of 17
included studies)

ADHS Symptome gesamt. Kombiniertes Urteil

Fluyau et al., 2021

Population: Adults with
ADHD and SUD (15 and
65 years)

Intervention:
Pharmacological agent
(methyl-phenidate,
amphetamine salts,
atomoxetine) was used
to treat SUD in ADHD
patients + combined

Reduction in the n=n.a.
Frequency of Moderate SMD = .42
oyt lelel@) Cl(.26-.58)

ADHD symptoms
ymp (R)

Swanson,
Nolan, and
Pelham
Teacher and
Parent Rating

behavioral therapies (13 Scale
out of 17 included
studies)
Comparison: Placebo +
combined behavioral
therapies (13 out of 17
included studies)
Substanzkonsum Symptome. Kombiniertes Urteil
continuous
i
Fluyau et al., 2021 Reduction in Joderate SMD = 41 mainly self-
lell@) Cl (.25 - .56)
subtance use R) reported
Population: Adults with | quantity of use
ADHD and SUD (15 and and urine drug
65 years) screening
Intervention:
Pharmacological agent
(methyl-phenidate, n =458
amphetamine salts, Management of Moderate SMD = .56 Focused only on
atomoxetine) was used withdrawal SIS @) Cl(.39-.76) tobacco n.a.
to treat SUD in ADHD symptoms (R)
patients + combined |
behavioral therapies (13
out of 17 included n=n.a.
studles). Progression Moderate SMD = .33
Comparison: Placebo + Cl(.15-.51)
. . toward oodO n.a.
combined behavioral abstinence R)
therapies (13 out of 17 |
included studies)
n =530
Reduction of MOderane SMD = .27
craving 00 Cl (-.54 - .05) n.a.

(R)




Anmerkung. n = Anzahl der Versuchspersonen, k = Anzahl der inkludierten Primarstudien. R = risk of bias, IC =
inconsistency, ID = indirectness, IP = imprecision, P = publication bias.
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ADHS Symptome gesamt. Selbsturteil

Levin et al., 2024 n=28
. OR=n.a. Clinical
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Intervention: mixed o
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(MAS-ER) 80mg 12-week _
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trial + Medical Reduction on A
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Management ADHD ; _ Clinical
No Risk Cl=n.a. e
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Medical Management time, U on p value
Interaction
Behandlungsadharenz. Kliniker*innenurteil
Kast et al., 2021
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:::atment starting SU Treatment Very h;gh risk OR=4.92 automatically low,
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- | sizes. Clinical
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Levin et al., 2024
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Intervention: mixed
amphetamine salts
(MAS-ER) 80mg 12-week




trial + Medical
Management
Comparison: placebo +
Medical Management
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Timeline
n=28 FoIIowbacI_<
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abstinence O : .
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phase of trial.
Levin et al., 2024
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Baweja et al., 2025
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u

Anmerkung. n = Anzahl der Versuchspersonen. SG = sequence generation, CC = concealment, BP = blinding
participants, BA = blinding assessors, ID = incomplete data, OR = outcome reporting, CE = carry over effects, SX =
stopped early, UM = unvalidated measures, Ol = other issue.
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