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Treatment in Psychiatry begins with a hypothetical case illustrating a problem in current clinical practice. The authors
review current data on prevalence, diagnosis, pathophysiology, and treatment. The article concludes with the authors'
treatment recommendations for cases like the one presented. 

This article is featured in this month’s AJP Audio.
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Mr. A is a 32-year-old inmate in a me-
dium-security prison who is being treated
by the facility psychiatrist for recently di-
agnosed attention deficit hyperactivity
disorder (ADHD). His school records are
not available, but Mr. A’s parents report
that they always struggled to get him to
do his homework and that he had aca-
demic difficulties from the third or fourth
grade. They recall his teachers reporting
that he easily became bored in class, of-
ten fidgeted, could not sit still, had prob-
lems focusing on schoolwork, and gener-
ally did not perform up to his potential.
He did not complete high school. While
in prison, he enrolled in GED courses,
and the instructors confirm that despite
his apparent motivation, he still has diffi-
culty concentrating, organizing his work,
and finishing projects. He also has a job
in the prison kitchen, and his supervisor
reports that Mr. A often forgets to com-
plete assigned tasks and makes mistakes
with tasks that involve multiple steps. He
has received a warning that he could lose
his job if his performance does not im-
prove. Officers on his cellblock report
that he seems restless during times of
high activity or noise on the unit. Mr. A
never had a clinical assessment for his
problems prior to his incarceration. Not
long after his arrival, the prison psychol-
ogist administered an ADHD symptom
questionnaire and tested for problems
with attention. Interview and test results
were consistent with a diagnosis of
ADHD. The prison psychiatrist prescribed
a 2-month course of 400 mg/day of bu-
propion, which brought no noticeable
improvement. Mr. A has also enrolled in
an ADHD educational group at the prison
that includes a focus on organizational
skills and impulse control.

Mr. B is a 29-year-old inmate in a maxi-
mum-security prison who presents with
the complaint “I need something to help
me concentrate and keep me out of trou-
ble.” He reports that he was always a
“lousy student” and is a high school drop-
out. He also states that he was diagnosed
with ADHD as a child and took meth-
ylphenidate prior to incarceration. He
complains that it now takes him a long
time to read a book or to complete a let-
ter, and he has received several disciplin-
ary reports for fighting, for disobeying
correctional officers, and for positive
urine drug screens for benzodiazepines
and opiates. He endorses multiple ADHD
symptoms on a self-report checklist.
Since his incarceration, he has not tried
to enroll in educational, work, or other
prison programming because he believes
that he would not be able to focus on any
of these tasks. Mr. B will not consent to
contact with his family or sign a release
for past treatment records and states that
“none of that matters” to what he needs
now. He refuses additional psychological
testing, and he believes that group treat-
ment is “just a lot of talk and a waste of
time.” He knows that other inmates re-
ceive stimulant medications for their
ADHD, and he has no interest in trying
any medication other than a stimulant.

What problems can arise with the availability of con-
trolled substances in a correctional setting? Is it ever ap-
propriate to prescribe stimulants to inmates, and if so,
what factors might guide correctional psychiatrists in
making treatment decisions? Are either of these patients
appropriate candidates for stimulants?

Prevalence of ADHD Among Inmates

ADHD begins in childhood, and for many individuals
the condition continues into adulthood (1–6). Community
estimates of prevalence during childhood range from 4%
to 12% in the United States (7) and are comparable in
other countries (8). Some 10%–60% of affected children
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will continue to have ADHD symptoms as adults (1), and
the prevalence of the disorder is about 4% for all adults (5,
6). Although the presentation can differ as a person ages,
many of the associated impairments persist.

The reported prevalence of ADHD among prisoners
ranges from 9% to 45% (9–16). The literature has several
methodological problems, however. Studies often rely on
limited sources of information, retrospective reviews of
symptoms, community-based screening tools, or small
and nonrepresentative inmate samples. All of these fac-
tors can result in overestimation of the prevalence of func-
tionally significant ADHD symptoms in correctional set-
tings. Nevertheless, the observed increased risk of adult
antisocial personality for children
with ADHD suggests that the disor-
der would be overrepresented in cor-
rectional settings (17).

Contextual Concerns

Despite the likelihood of an in-
creased prevalence of ADHD among
inmates, the prescription of con-
trolled substances in jails and pris-
ons opens a Pandora’s box of poten-
t i a l  w o e s  f o r  t h e  c o r re c t io n a l
psychiatrist. Inmates typically have
limited access to items of value, and
stimulant medications can become a
source of both profit and abuse.
Twelve percent of state prisoners re-
port having used stimulants during
the month prior to their offense, which provides some in-
dication of the potential size of the market for these drugs
(18). Easy access to the diagnostic criteria used by pre-
scribers, along with coaching by cohorts, can result in so-
phisticated attempts at malingering. If word gets out that
the psychiatrist is an easy mark, the floodgates may open.
Referrals and schedules can swell with drug abusers and
entrepreneurs seeking access to highly desired medica-
tions. Differentiating truly impaired patients from those
seeking medications for recreational use or profit can take
up substantial clinical time with no guarantee of success.
Some clinical encounters may feel adversarial as psychia-
trists doubt the veracity of the patient’s presentation and
resent being pulled away from time spent with legitimate
patients. Patients screened out from treatment might also
show resentment. There are few secrets in a crowded and
closed institutional society, and inmates typically know
who is on medications and why they have received them.
Inmates may become antagonistic when they are denied
prescriptions despite having presenting complaints that
are similar or even identical to those of associates who did
receive medication. They might file grievances, board
complaints, or lawsuits against the psychiatrist. Although
these actions may have little merit or likelihood of success,
they nevertheless harass and distress the provider.

Problems occur even when psychiatrists prescribe stim-
ulants for appropriate patients. Legitimate patients may

be pressured into turning over their medications to more
predatory inmates. Despite monitoring of medication ad-
ministration by nursing and correctional staff, opportuni-
ties for medication diversion persist. Some individuals be-
come quite skilled at passing cursory mouth checks while
cheeking their drugs. Others may swallow and then regur-
gitate medications, retrieving undissolved pills for sale or
later use. Even in the absence of medication diversion or
misuse, the handling of controlled substances places sig-
nificant demands on nursing staff as a result of special
procedures for storage, monitoring, and documentation.

One might understandably wonder why stimulants
would ever be used in a prison setting. In fact, many expe-

rienced and thoughtful correctional
practitioners strongly discourage their
use, and the professional literature
includes calls for caution (19). Never-
theless, ADHD does occur among in-
mates, and it does cause impairment
and distress. A complete prohibition of
stimulants would leave many of those
inmates without effective treatment.
The resulting dysfunction can have its
own disruptive effect within the prison.
Appropriate treatment of carefully
screened inmates can benefit both the
patient and the facility (20). In addition,
at least some of the problems associ-
ated with prescribing stimulants to in-
mates can be mitigated by the develop-
ment  of  guidelines that  promote
consistency in diagnosis and include

supervisory review prior to treatment (21).

Evaluation

Current diagnostic criteria for ADHD require the pres-
ence of hyperactive-impulsive or inattentive symptoms
that cause impairment before the age of seven. Some chil-
dren, however, have minimal, if any, impairment before
age seven, and adults who did not present for treatment
during childhood may have difficulty recalling symptoms
or providing documentation of early impairment. Several
commentators have acknowledged these limitations, lead-
ing some to call for a loosening of the age criterion to age
12 or older (22–27). A prudent correctional psychiatrist will
require a diligent effort by the inmate to provide some cor-
roborating information of prepubescent impairment. Be-
cause an inmate might not have a treatment history, cor-
roboration can include school records, recollections by
family members, or other third-party reports. Despite the
limited accuracy of self-reports by adults of childhood
ADHD symptoms, the validity of retrospective diagnosis
may be enhanced by third-party information, as well as by
the fact that incarcerated persons are in a population that
is expected to have a higher prevalence of the disorder (28).

When assessing an inmate for ADHD, current function-
ing is the most critical component of the evaluation. Al-
though childhood history and adult symptoms in the
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community have relevance, only significant current im-
pairment warrants the use of controlled substances in a
jail or prison setting. Difficulty with recreational activities,
such as leisure reading, rarely justifies the risks associated
with stimulant treatment. Symptoms that impair partici-
pation in programming, educational activities, and work
assignments would have greater relevance. Untreated
ADHD can also lead to impulsive behaviors that may re-
sult in disciplinary infractions by the inmate, but there are
dangers in relying solely on such behaviors to indicate
current functional impairment. Knowledge of treatment
criteria can spread quickly within closed correctional
communities, where little remains secret. If disruptive be-
havior by itself is known to meet the threshold for current
functional impairment, some inmates might create dis-
turbances in an attempt to gain access to medications.
Psychiatrists can minimize this risk by focusing primarily
on difficulties with engagement in productive activities.
Third-party information can provide helpful confirmation
of functional impairments. Observations by work supervi-
sors, teachers, programming staff, and health care provid-
ers help in verifying self-reported difficulties. Security of-
ficers play an especially important role because of their
close and prolonged contact with inmates, and skillful
correctional psychiatrists make use of their input (29).

Several self-report and observer rating scales are avail-
able for the assessment of ADHD. By themselves, they do
not provide sufficient information to make the diagnosis,
but they can help in that process as well as in monitoring
treatment response (30). Neuropsychological testing does
not have a central role in diagnosing ADHD, but it too can
be a helpful adjunct in determining whether a patient has
difficulties with cognition, attention, learning, and execu-
tive functioning (2, 31).

Treatment

Medications, especially stimulants, are the mainstay of
treatment for ADHD. In the correctional setting, however,
problems associated with use of controlled substances
shift the risk-benefit analysis. Several categories of non-
stimulant medications are available, and there are com-
pelling reasons to use them as first-line agents for this
population despite their other limitations. Although ato-
moxetine is the only nonstimulant medication approved
by the U.S. Food and Drug Administration for the treat-
ment of ADHD, clinical studies have shown varying de-
grees of efficacy for other agents, especially bupropion,
the tricyclic antidepressants, and, to a lesser extent, ven-
lafaxine (4, 31). Psychiatrists can reasonably reserve stim-
ulants for inmate patients who have failed an adequate
trial of one or more nonstimulant medications or who
have a contraindication to such trials. With the evaluation
and treatment approach described in this article, in the
author’s experience, less than 1% of all prison inmates will
require stimulant medications.

When stimulants are needed in the treatment of ADHD,
immediate-release medications may have general bene-
fits compared with longer-acting formulations (32), and

they have specific advantages for use with incarcerated
patients. Sustained-release preparations can more easily
be cheeked and even swallowed and regurgitated for di-
version and sale or for later misuse. In contrast, nursing
staff can crush immediate-release medications, which sig-
nificantly lessens the risk of diversion. When possible,
dosing of the shorter-acting agents should be timed to co-
incide only with activities that require enhanced attention
and functioning.

Evidence of misuse, abuse, or diversion of the medica-
tion or of other substances should prompt immediate dis-
continuation of prescribed stimulants. In the absence of
coercion, an inmate who diverts medication demon-
strates a lack of commitment to treatment. Similarly, mis-
use or abuse of any substance raises concerns about ap-
propriateness of treatment. Continuing to prescribe
controlled substances for such inmates can seriously un-
dermine the credibility of psychiatrists within the institu-
tion. Psychiatrists can caution inmates about these poten-
tial consequences at the start of treatment to avoid any
later misunderstandings.

In addition to medications, treatment options for ADHD
in correctional settings, as in community settings, may in-
clude nonpharmacologic interventions (33, 34). Education
about the disorder can help ease frustration, enhance self-
esteem, and teach organizational skills. Group therapy
with other inmates who have ADHD can have similar
benefits. A willingness to participate in these activities
provides an indication of the inmate’s investment in
treatment. In contrast, the absence of a meaningful com-
mitment of time and energy should call into question the
inmate’s degree of distress and need for medications and
possibly the diagnosis itself.

Summary and Recommendations

Mr. A and Mr. B present contrasting pictures of the ap-
propriateness of stimulant treatment for inmates with
ADHD. Although Mr. A reports no history of ADHD diag-
nosis or treatment, his parents recall childhood symptoms
before age 12 that are consistent with the diagnosis. Mr. B,
in contrast, reports a history of ADHD and stimulant treat-
ment but refuses to release past records or consent to fam-
ily contact that could confirm his self-reported history. Mr.
B also will not cooperate with testing or treatment modal-
ities other than stimulant medications. The most signifi-
cant consideration regarding Mr. B, however, is his lack of
involvement in prison programming, educational oppor-
tunities, work assignments, or other significant activities
that might justify use of stimulant medications to aid
functioning. Even with confirmation of his self-reported
past history and cooperation with other recommenda-
tions, his reports of difficulties with leisure activities and
his disruptive behaviors, by themselves, would not over-
ride the contraindications to treatment in this setting. In
the absence of impairments in more meaningful current
activities, there is little reason to pursue further workup or
nonstimulant treatments for Mr. B.
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Mr. A, in contrast, has participated in the evaluation and
in other treatment interventions. Most important, reliable
third parties confirm the presence of ADHD symptoms
causing difficulty with Mr. A’s ongoing involvement in ed-
ucational and work activities despite his apparent motiva-
tion. These findings, along with his lack of response to an
adequate trial of a nonstimulant medication, all support
the use of stimulants. The absence of a childhood diagno-
sis of ADHD or of reported symptoms prior to age seven
do not change this conclusion.
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