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eAppendix 1. Full List of Inclusion and Exclusion Criteria 
 
Inclusion criteria  
 Male and female 
 Subjects must speak German fluently 
 Aged 18–60 years inclusive  
 Diagnosis of ADHD according to the DSM-IV criteria 
 A score of greater than 30 on the short version of the Wender Utah Rating Scale 
 Chronic course of ADHD symptoms from childhood to adulthood 
 Subjects provided written informed consent in accordance with international guidelines and local 

legislation 
 Unobtrusive physical examination (including blood pressure/heart rate) without serious or uncontrolled 

findings 
 Lab results without clinically relevant findings (e.g., blood count, renal retention data, tests of liver 

function, thyroid parameters). EKG and EEG without pathologically relevant results 
 The screening has been fully completed. Laboratory results are not more than 6 weeks old and (if 

applicable) pregnancy test is not more than 2 weeks before the time of randomization. 
 It is possible to conduct the baseline assessment within 7 days of randomization and to begin therapy 

within 14 days 
 
Exclusion criteria  
 IQ <85 according to a score of <17 on the Multiple-Choice Vocabulary Intelligence Test (MWT-B, 

German version1) 
 Schizophrenia, bipolar affective disorder, borderline personality disorder, antisocial personality 

disorder, suicidality or self-harm, autism, motor tics, Tourette Syndrome 
 Substance abuse or dependence in the previous 6 months before the screening. Episodic consumption is 

not an exclusion criterion. A positive drug test during screening 
 Neurological disorders, seizures, pathological EEG results (lateral differences, lesion, epileptiform 

potentials), glaucoma, diabetes mellitus, fasting blood glucose level >110 mg/dl, hyperlipidemia, 
uncontrolled arterial hypertension (according to the guidelines of the German Hypertension Society), 
angina pectoris, known arterial occlusive disease or another manifestation of vascular disease, known 
tachycardic arrythmias 

 History of stroke 
 Known enlarged prostate 
 Current eating disorder (bulimia nervosa, anorexia nervosa, Body Mass Index <19) 
 Participation in a clinical trial within 3 months before the beginning of the study or concurrent 

participation in another clinical trial  
 Medication with stimulants or ADHD-specific psychotherapy within the previous 6 months before the 

beginning of the study 
 Known hypersensitivity to methylphenidate, other sympathomimetic drugs, or any other excipients 
 Unwillingness or inability to comply with the requirements of the study protocol 
 Patient is unable to understand the nature, significance, and scope of the study 
 Current or planned pregnancy, without the use of defined methods of contraception; lactation; positive 

pregnancy test during screening 
 Use of another psychopharmacological medication in addition to randomized treatment before the start 

of treatment or during study participation (definition of nonapproved medication and the required 
timing of weaning before treatment)  

 Regular participation in other outpatient psychotherapy during study participation 
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eAppendix 2. Study Treatments 
 
Group psychotherapy 
 
Group psychotherapy was conducted according to the manual of Hesslinger and co-workers1 who 
developed a structured program for adult patients suffering from ADHD. The program is based on the 
principles of dialectical-behavioral therapy of borderline personality disorder (BPD) and cognitive-
behavioral treatment because ADHD and BPD share several clinical features (e.g. problems in emotion 
regulation and impulse control, low self-esteem, disturbed interpersonal relationships. The efficacy and 
feasibility of the program were demonstrated for adult outpatients in an open trial and randomized 
controlled trial2,3,4. 
 
In the first 12 weekly sessions, the following themes were covered: 
 
 Session 1 (introduction): General introduction, psychoeducation on ADHD, facts on the neurobiology 

of ADHD, establishing links to the patient’s symptoms in everyday life, defining the overall goal of the 
group therapy (‘to control ADHD rather than to be controlled by ADHD’), recommendations on useful 
websites and books on ADHD. 

 Session 2 (mindfulness I): Introducing the concept of mindfulness and the meditative exercises to teach 
mindfulness skills (‘what skills’: observe, describe, participate; ‘how skills’: non-judgmentally, one-
mindfully, effectively). 

 Session 3 (mindfulness II): Repetition and discussion of the concept of mindfulness, linking 
mindfulness skills to the control of ADHD and exercises. From this session on mindfulness, exercises 
were part of each session and were included in the therapeutic homework assignments. Mindfulness 
training and other skills were recorded by the patients in their skills protocols.  

 Session 4 (chaos and control): Discussing disorganised behaviors and devolving organisational 
strategies, planning how to implement these strategies in the patients’ daily life. 

 Session 5 (functional analysis I): Applying the SORC-scheme to understand behavioral problems and 
to develop strategies of change (or of acceptance), patents are trained to analyse individual critical 
situations and to use functional analysis as a skill for the control of ADHD. 

 Session 6 (functional analysis II): Repetition and consolidation. 
 Session 7 (emotion regulation): Presenting a brief theory of emotions (primary emotions, signal and 

communicatory and other adaptive aspects of emotions, links between cognition and emotion), using 
mindfulness and functional analysis to develop strategies to regulate emotions. 

 Session 8 (depression/medication in ADHD): Education on depressive symptoms and treatment, 
repetition on facts on the pharmacotherapy of ADHD, discussion of personal experiences with MPH 
medication. 

 Session 9 (impulse control): Discussing aspects of impulsivity (functional, dysfunctional), learning 
how to use mindfulness and functional analysis as skills to improve impulse control, thinking about 
consequences of behavior (taking into consideration consequences with respect to self-esteem, goal 
attainment and personal relationships). 

 Session 10 (stress management): Discussing a theoretical model for stress and stress reactions, 
reflecting individual dysfunctional and functional stress management in the past, planning strategies to 
be (re)implemented in everyday life. 

 Session 11 (dependency/abuse): Information on the symptoms of substance abuse, reflecting personal 
risk behaviors (internet use, exercise, sensation-seeking activities, sexuality, overeating included) and 
focusing on change when needed. 

 Session 12 (ADHD in relationships/self-respect): Elaborating the impact of ADHD on the patients’ 
personal biography and self-respect, discussing individual strategies to improve relationships, 
information of important others on the patient’s ADHD. 

 
Sessions 13 to 21 took place every four weeks. Focus was on the consolidation of skills. Themes of the 
sessions were defined in cooperation with the patient group. Repetition of the modules’ mindfulness, chaos 
and control, functional analysis, emotion regulation and stress management was mandatory. 
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Session 22 (retrospect and outlook): Discussing attained individual goals and helpful strategies, planning 
strategies for achieving remaining goals, discussing possibilities on how to keep contact with the other 
group members. 
 
Group psychotherapy sessions had a common structure: 
 
 Duration: 2 x 50 minutes, interrupted by a brake of 20 minutes; 
 1st part: greeting, mindfulness exercise, discussion of accomplished therapeutic tasks (referring to the 

skills protocols), consolidation of the theme of the last week; 
 2nd part: mindfulness exercise, introduction and discussion of the new theme/skill, assignment of 

therapeutic tasks, wind down, rating of the session. 
 
 
Clinical management 
 
Clinical management (CM) was aimed at assessing the patient’s state to allow for the evaluation of adverse 
events and to offer supportive counselling to the participants of the control group. For the participants of 
the treatment group, MPH intake since the last visit was registered (drug account), the individual dosage of 
the methylphenidate medication was titrated and medication to be taken up on the next visit was handed 
out. Clinical management sessions had a duration of 15 to 20 minutes. Moreover, before or after the CM 
session assessments scheduled for the study week were carried out (e.g. taking of blood samples, 
registration of weight, heart rate, blood pressure, ECG).  
 
Supportive counselling was comprised of an offer to talk to the investigator about their current situation. 
Content of the session was based on the themes and requests the patients addressed. The physician had a 
non-directive supportive position during the conversation. Patients seeking support and advice were 
stimulated to develop and implement individual solutions. Specific interventions of the group 
psychotherapy program for ADHD were not allowed to be part of the CM sessions. These were particularly 
related to the following themes and interventions: 
 
 structured psychoeducation on ADHD 
 structured planning of specific steps to be covered in the CM sessions 
 therapeutic homework assignments 
 mindfulness training 
 structured training of organisational skills 
 functional analysis of problem behavior 
 structured training of skills to regulate emotions 
 structured psychoeducation on depression 
 structured training to cope with impulsive behavior 
 structured stress management training 
 structured education on substance misuse and addiction 
 structured discussion on the impact of individual ADHD symptoms on personal relationships 
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eAppendix 3. Statistical Analysis 
 
In this appendix, we give further explanations of the statistical methods employed in the main article, along 
with an English translation of relevant parts of the statistical analysis plan.  
 
Part A describes the confirmatory evaluation of the primary endpoint. 
Part B describes the strategy to deal with missing values and the way that effect sizes were calculated. 
Part C describes the interim analysis.  
Part D explains abbreviations. 
 
References are given at the end.  
 
Part A 
 
Evaluation of primary endpoint: Changes from baseline in the CAARS ADHD Index at T2 were 
analyzed according to randomized treatment in the full analysis set of all patients whose ADHD Index was 
measured at baseline. The ANCOVA linear model was originally planned to include treatments, center, and 
baseline measurements as fixed covariates. The original strategy for dealing with missing post-baseline 
data was changed from last observation carried forward (LOCF), a single-value imputation method, to 
multiple imputation of completed data sets using last mean carried forward (LMCF)1 during the blinded 
revision of the statistical analysis plan. This change was done to correct for known statistical deficiencies of 
LOCF while it maintained the original model of a stable response after dropout. Thus, time was added to 
the regression with an unstructured within-subject covariance matrix, and the ANCOVA linear model that 
replaced missing post-baseline data by last mean carried forward (LMCF) included time, treatments, center, 
and baseline measurements as fixed covariates (details are given below). Adjusted means per treatment 
were calculated from that model.  
For the primary treatment comparisons at T2, an additional interaction term (GPT×MPH, to be kept if 
significant at 10%) was pretested. The two primary comparisons were reported with confirmatory 97.5% 
confidence intervals (CIs; corrected for multiple testing of GPT vs. CM and MPH vs. Plac) and descriptive 
95% CIs, and considered statistically significant if P<0.025 (P<0.05 for other comparisons, confirmatory or 
descriptive). If one of the primary treatment comparisons was statistically significant, a confirmatory closed 
test procedure followed, which sequentially compared GPT+MPH vs. CM+MPH, GPT+MPH vs. 
GPT+Plac, CM+MPH vs. CM+Plac and GPT+MPH vs. CM+Plac (descriptive reporting with nominal P 
values after the first non-significant result). For these last comparisons, treatment was included as a class 
variable with four levels. 
 
Section 9.1 Primary analysis of the primary endpoint (Statistical Analysis Plan) 
The primary endpoint is the change from T1 to T2 in Conners Adult Rating Scale (ADHD-Index from 
CAARS-O:L, rated by a blind-observer, 66 questions, Conners et al. 1999). The primary analysis is done 
on the basis of the full analysis set defined above. 
The comparison of treatments with respect to the primary endpoint (change from T1 to T2) is done in a 
linear regression model which includes treatments as two class variables with two levels each (group 
psychotherapy yes/no and Methylphenidate yes/no, respectively). 
Baseline values of the CAARS score are included as a covariate in the model. Inclusion of baseline values 
is done in accordance with EMEA guidance “Points to consider on Adjustment for Baseline Covariates“ 
(CPMP/EWP/2863/99). As a result of inclusion of baseline values, estimators of treatment effects will be 
identical irrespectively of whether changes (from T1 to T2) or outcomes at the end of the intensive 
treatment phase (at T2) are being analyzed. In addition to this, the model is adjusted for study center.    
The first step of the analysis checks for presence of an interaction by inclusion of a suitable interaction term 
in the model, to be checked for statistical significance. If the interaction term (GPT/CM×MPH/Plac) is 
significant at 10%, it will be kept, if not, effects of treatment will be estimated on the basis of two main 
effects without interaction term. 
Treatment effects of GPT/CM and MPH/Plac (main effects) are estimated and reported with 95% and 
97.5% (exploratory and confirmatory evaluation, respectively). The main effect of GPT/CM is estimated 
assuming a 1:1 distribution of MPH:Plac, and the main effect of MPH/Plac is estimated assuming a 1:1 
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distribution of GPT:CM. The first main null hypothesis H0,1: ‘There is no difference in the primary 
endpoint distribution between the treatment arm assigned to GPT and the treatment arm assigned to CM’ 
will be tested against the first main alternative hypothesis HA,1: ‘Performing GPT entails a difference with 
respect to distribution of the primary endpoint’. The second main null hypothesis is H0,2: ‘There is no 
difference in the primary endpoint distribution between the treatment arm assigned to MPH and the 
treatment arm assigned to Plac’, and it will be tested against the second main alternative hypothesis HA,2: 
‘Medication with MPH entails a difference with respect to distribution of the primary endpoint’. 
Significance testing is done with a two-sided significance level of 2.5%, to account for the fact that two 
main hypotheses are being tested. 
Further confirmatory testing for treatment effects is done hierarchically, i.e. it is performed only if one of 
the two main effects is statistically significant. Therefore, no further adjustment of the significance level of 
5% is necessary. Confirmatory testing of additional null hypotheses is performed in the following order but 
only until the first non-significant result is encountered: 1) GPT+MPH vs. CM+MPH, 2) GPT+MPH vs. 
GPT+Plac, 3) CM+MPH vs. CM+Plac, 4) GPT+MPH vs. CM+Plac.    
 
Part B 
 
Imputation of missing values by last mean carried forward (LMCF): LMCF is a multiple imputation 
method proposed by Carpenter et al.5 to estimate what they call the “de facto estimand” from data in 
longitudinal trials with protocol deviation. Estimating the de facto estimand aims to answer the question 
“What would be the effect seen in practice if this treatment were assigned to the target population of 
eligible patients, as defined by the trial inclusion criteria?”5 Carpenter et al. give a mathematical definition 
for the de facto estimand and comment that de facto questions are frequently referred to as “intention-to-
treat” questions (a term they wish to avoid because of its ambiguous interpretation), as opposed to “per 
protocol” questions for which they define the term “de jure estimand”. 
To perform what many would call an intention-to-treat analysis in the presence of missing values, they 
propose to estimate the de facto estimand under specified assumptions for the missing values. In the case of 
LMCF, the assumption made is that the unobserved value of a patient whose value is missing follows a 
distribution with a mean equal that of the patient’s randomized group at the last visit where a non-missing 
value was available for that patient. The variance-covariance matrix is that of the randomized treatment 
arm. Then, standard methods for the generation of multiple completed data sets imputed under these 
assumptions and the corresponding standard evaluation methods are applied to estimate the treatment effect 
from the completed data sets (see Carpenter et al.5 for details). With this approach, each patient’s missing 
values are drawn from a well-defined distribution, conditional on the patient’s non-missing values. So, 
LMCF is similar to LOCF in that it assumes a stable response after dropout, but it differs and is preferable 
to LOCF in that it produces correctly estimated standard errors under specified assumptions. 
In our study, we used an unstructured variance-covariance matrix to model intra-subject correlation 
because this structure makes the fewest modelling assumptions. During the trial, interim visits to assess a 
reduced pool of outcome criteria, including self-assessments by Conners Adult Rating Scale (CAARS-S:L), 
were carried out between the main visits to allow a more valid analysis in the case of missing data.2  These 
were measured at t2 (week 8), t3 (week 20), t4 (week 40). In case of missing values for CAARS-O:L 
measured  by the blind observer at T2, T3 or T4, self-assessments (CAARS-S:L) measured during the 
preceding minivisits at t2, t3 and t4 were used for LMCF. Imputation was done modelling the outcome at 
all visits from baseline to T4 as a function of treatment (four levels according to randomized arm) and 
center, using a SAS macro provided by Carpenter et al.5  We generated 50 imputed data sets. Each of these 
was evaluated at T2, T3 and T4 in an ANCOVA linear model as described above (see evaluation of 
primary endpoint), using proc mixed of SAS version 9.2. Summary results across imputed data sets were 
obtained from proc mianalyze of SAS version 9.2.   
 
Calculation of effect sizes: To calculate descriptive pre-post effect sizes (i.e., pre minus post means, 
divided by standard deviation), the differences between the all-groups baseline mean and the treatment-
specific means at a visit obtained from LMCF were divided by the mean square-roots of the residual 
variance at that visit. The latter mean was averaged over the results of proc mixed for each imputed data 
set.  
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Section 7.2 Treatment of missing values (Statistical Analysis Plan) 
Sum scores of efficacy endpoints are treated as follows: 

 If, in a score, no more than 10% of single item values are missing, the score value is used in the 
calculations (missing single items values are replaced by the mean of non-missing item values of 
that patient), except if the manual of the corresponding questionnaire provides different 
instructions for the treatment of missing values, in which case these will be followed. 

 Non-missing score values, including those of premature final visits (T4), are reassigned to the 
measurement time points according to protocol to which the measurement is closest, on the basis 
of the number of weeks between randomization and the actual measurement time point. 
As far as observer ratings and CAARS questionnaires are concerned, the time points to be used 
are as follows: Week 8 measurements are those measured in week >6-10.5, week 13: >10.5-18, 
week 20: >18 >18-23, week 26: >23-33, week 40: > 33-46, week 52: >46-end (excluding T5). If 
more than one measurement is available in a time window, only the one measured the latest will 
be used in primary analyses.   

 Other missing values will be dealt with in the analysis by multiple imputation via LMCF as 
described in Carpenter, JR, Roger, JH and Kenward MG (2012; Analysis of longitudinal trials 
with protocol deviation: a framework for relevant, accessible assumptions and inference via 
multiple imputation. Revision submitted to Journal of Biopharmaceutical Statistics5). This is a 
change compared to the study protocol, where LOCF was planned. Reason: Other than LOCF, 
LMCF guarantees correctly estimated standard errors. This change is a formal one, not a subject-
matter one, since both procedures assume a stable response after dropout. The decision was 
taken prior to unblinding. 

 In the implementation of multiple imputation via LMCF, an unstructured covariance matrix will 
primarily be used to model the covariance between repeated measurements within one patient. 
Should convergence problems occur with this strategy, alternative covariance matrices will be 
employed successively according to a pre-specified sequence until convergence is obtained.  

 In case of missing values for CAARS-O:L measured by the blind observer at T2, T3 or T4, self-
assessments (CAARS-S:L) measured during the minivisits at t2, t3 and t4 will be used for 
LMCF. 

 For the other endpoints, the analysis will restricted to non-missing values, and the number of 
missing values will be reported. 

 
Part C 
 
Interim analysis: An interim report on recruitment, compliance, and safety was presented to the 
independent data monitoring committee in April 2010 based on data up to T3 for 231 patients randomized 
until May 2009. Efficacy endpoints were not evaluated beyond whether or not they were missing. This 
evaluation was done pooling across treatments for all randomized patients.  
Section 5 Contents and implementation of the interim analysis (extract, Statistical Analysis Plan) 
According to the study protocol (section 13.6), an interim analysis is planned to be performed when 
approximately half of the patients (about 220) have been randomized and followed for three months after 
the end of their weekly treatment phase (i.e. at T3). Because of the course of recruitment seen so far, the 
exact number of patients is fixed in this SAP to refer to the 231 patients randomized until May 08, 2009, to 
take into account the fact that patients are being randomized in batches. The interim analysis and the 
corresponding report will describe the course of recruitment, compliance as well as safety and tolerability 
for the patients and follow up period just described. Efficacy outcomes will not be evaluated beyond their 
presence or missingness, as described in section 8.5. 
  
Section 8.5 Compliance with planned measurements (extract, Statistical Analysis Plan) 
The following parameters are summarized – across all randomized patients during the interim analysis, and 
according to randomized arm (GPT/CM, MPH/Plac, and GPT+MPH/GPT+Plac/CM+MPH/CM+Plac) in 
the full analysis set at the final analysis: 

 Presence (yes/no) and week of measurement (see section 7.5) of the CAARS-O:L sum score 
(ADHD index) at T1, T2 and T3 visits, and, additionally at the final analysis, at T4 and T5 visits. 
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Section 7.5 Calculation of derived variables (extract, Statistical Analysis Plan) 
 Week X: Unless specified otherwise, visit dates are transformed to weeks from randomization as 

follows: Days since randomization, divided by 7, rounded to one decimal place. 
 

Part D Abbreviations 
 
ADHD attention deficit hyperactivity disorder; ANCOVA analysis of covariance; CAARS Conners Adult 
Rating Scale (66 questions, Conners et al. 1999); CAARS-O:L observer version of CAARS; CAARS-S:L 
self-assessment version of CAARS; CI confidence interval; CM clinical management; EMA European 
Medicines Agency; EMEA European Agency for the Evaluation of Medicinal Products; GPT group 
psychotherapy; LMCF last mean carried forward; LOCF last observation carried forward; MPH 
methylphenidate; Plac placebo; SAP statistical analysis plan; SAS Statistical Analysis System; T1 baseline, 
t2 week 8, T2 week 13, t3 week 20, T3 week 26, t4 week 40, T4 week 52, T5 week 130. 
 
 
 
 
eAppendix 4. Fidelity Ratings 
 
Treatment integrity was established by the qualification standards for therapists, study specific training of 
therapists, regular meetings of investigators and therapists to discuss issues of the study protocol, the use of 
manualised treatment programs, the use of protocol sheets for treatment documentation, video- and audio-
taping of treatment sessions and structured supervision and feedback. 
Therapists were post-graduate physicians and psychologists with clinical experience on the diagnosis and 
treatment of adult ADHD. Therapists had started or completed an accredited qualification as medical 
specialists for psychiatry or as psychotherapists. Before trial initiation and during the trial, therapists were 
trained on the treatment manuals by experts (authors of the manuals and their co-workers). Administrative 
and clinical conferences were scheduled in order to discuss clinical and protocol issues at regular intervals. 
In addition to the treatment manuals, written guidelines clarified the implementation of the study treatment. 
Therapeutic sessions were taped (videotape: each group psychotherapy session, audiotape: each clinical 
management session). Group psychotherapy was structured by session protocols. Each session was rated by 
therapists and patients with respect to structure, implementation of therapeutic strategies and satisfaction 
with the session. Three videotaped sessions of every group psychotherapy cycle were randomly selected to 
be assessed with respect to manual adherence by independent experts (supervisors for DBT and CBT). A 
mean rate of 1.2 audiotapes of the control intervention (clinical management) for each patient was 
randomly selected to be rated with respect to protocol adherence by the study coordinators and co-workers. 
Written feedback on the ratings was given to the therapists and the study coordinators. The five-point 
adherence rating scales theoretically varied between one (very low) and five (very high). A rating of three 
points (medium) reflected a group psychotherapy or clinical management session that was sufficiently in 
line with the protocol. Ratings were good to satisfactory in most of the sessions (group psychotherapy: 
n=36 sessions rated, m=3.65, sd=0.72, min=1, max=5; clinical management: n=71 sessions rated, m=4.15 , 
sd=0.73, min=2, max=5). Clinical management was easier to administer, as was reflected by higher 
adherence scores compared to group psychotherapy.” 
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eTable 1. Interrater Reliability 
 
Experienced postgraduate-level assessors conducted the interviews (assessment for eligibility: SCID-I, 
SCID-II; outcomes: CAARS-O:L, CGI). Training seminars were repeatedly held for CAARS- 
O:L. In addition, local trainings at study sites took place. SCID and CAARS-O:L trainings were locally 
conducted at the sites. After trial initiation, at each study site raters were instructed to videotape 15 
assessments with each of the three diagnostic interviews, SCID-I, and SCID-II (5 at the beginning, 5 in the 
middle and 5 at the end of the recruitment period). Assessors conducting the SCID and CAARS-O:L were 
also involved in another clinical trial of our network on psychotherapy research in children and their 
mothers with ADHD (Jans et al. 2009). Reliability ratings were conjointly performed for this and the 
present trial. Interrater reliability ratings were based on a random sample of 34 SCID-I and 34 SCID-II 
videos. Strengths of agreement varied between moderate and almost perfect.  
SCID-I: percent agreement 84.9% to 100%, kappa 0.60 – 0.88; SCID-II: percent agreement 87.9% to 
100%; because of low frequencies of diagnoses of personality disorders kappa was only computed for the 
category “diagnosis of any personality disorder”: 0.64).  
The same procedure was undertaken for the blind ratings assessing outcome CAARS-O:L (raters of each 
study site were instructed to videotape 15 assessments with each of these scales at T0 (baseline visit), 5 at 
the beginning, 5 in the middle and 5 at the end of the recruitment period). Interrater reliability ratings were 
based on a random sample of 30 CAARS-O:L videos. Intra-class correlation coefficients (ICC) were 
computed (using the SPSS algorithms random, single measure, one-way, absolute agreement). ICC varied 
for the different subscales of the CAARS-O:L between 0.59 (ADHD index) and 0.92 
(hyperactivity/restlessness):  
Table  
 

Scale pearson-
correlation 

Intra-class 
correlation 
coefficient 

Sign. ICC 

CAARS_A  
(inattention/memory problems) 

0.748 .664 .000 

CAARS_B  
(hyperactivity/restlessness) 

0.926 .915 .000 

CAARS_C  
(impulsivity/emotional lability) 

0.819 .772 .000 

CAARS_D  
(problems with self-concept) 

0.781 .748 .000 

CAARS_E  
(DSM-IV inattentive symptoms) 

0.673 .584 .000 

CAARS_F  
(DSM-IV hyperactive-impulsive symptoms) 

0.829 .825 .000 

CAARS_G. 
(DSM-IV ADHD symptoms total) 

0.774 .717 .000 

CAARS_H  
(ADHD Index) 

0.668 .591 .000 
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eTable 2. Diagnostic Checklist for the Diagnosis of ADHD 
 
Diagnostic Checklist for the Diagnosis of ADHD in Adults at Baseline (T1), 13 Weeks (T2), 26 Weeks (T3), and 52 Weeks (T4), Based on LMCF 
Analysis of the full analysis set (n=419) by Randomized Intervention, Adjusted for Baseline measurements and Center. (Lower score values 
represent better outcomes.) 
 

 T1  T2 
Mean (95% CI) 

T2–T1 
Mean  T3 

Mean (95% CI) 
T3–T1 
Mean  T4 

Mean (95% CI) 
T4–T1 
Mean 

Diagnostic Checklist Total score (range: 0–54) 

 GPT+MPH 

30.5 

 23.6 (22.0 to 
25.3) –6.8  21.6 (19.8 to 

23.4) –8.9  20.9 (19.1 to 
22.7) –9.5 

 GPT+Plac  25.3 (23.6 to 
27.0) –5.1  24.4 (22.5 to 

26.3) –6.1  23.1 (21.2 to 
24.9) –7.4 

 CM+MPH  22.5 (20.8 to 
24.2) –8.0  21.6 (19.8 to 

23.5) –8.8  22.1 (20.2 to 
24.0) –8.4 

 CM+Plac  24.8 (23.0 to 
26.6) –5.7  24.4 (22.2 to 

26.6) –6.1  24.1 (21.9 to 
26.2) –6.4 

 Difference GPT-CM   0.8 (–0.9 to 2.6)   0.0 (–1.9 to 1.9)   –1.1 (–3.0 to 
0.8)  

 P value   0.3406   0.9840   0.2631  

 Difference MPH-Plac   –2.0 (–3.7 to –
0.3)   –2.8 (–4.7 to –

0.9)   –2·0 (–3.9 to –
0·2)  

 P value   0.0226   0.0043   0.0339  
Diagnostic Checklist Inattention (range: 0–27) 

 GPT+MPH 

16.6 

 12.9 (11.8 to 
13.9) –3.7  12.0 (10.9 to 

13.1) –4.6  11.5 (10.4 to 
12.7) –5.0 

 GPT+Plac  13.7 (12.7 to 
14.7) –2.9  13.5 (12.4 to 

14.7) –3.0  12.5 (11.4 to 
13.6) –4.1 

 CM+MPH  11.7 (10.7 to 
12.8) 

–4.8  11.3 (10. to 
12.4) –5.3  11.5 (10.3 to 

12.6) –5.1 

 CM+Plac  13.9 (12.8 to 
14.9) –2.7  13.4 (12.3 to 

14.5) –3.2  13.2 (11.9 to 
14.5) –3.4 

 Difference GPT-CM   0.5 (–0.6 to 1.5)   0.4 (–0·7 to 1.5)   –0.3 (–1.5 to 
0.8)  

 P value   0.3729   0.4403   0.5983  

 Difference MPH-Plac   –1.5 (–2.5 to –
0.5)   –1.8 (–2.9 to –

0.7)   –1.3 (–2.5 to –
0.2)  

 P value   0.0041   0.0011   0.0233  
Diagnostic Checklist Hyperactivity/Impulsivity (range: 0–27) 

 GPT+MPH 

13.9 

 10.8 (9.9 to 
11.7) –3.1  9.5 (8.4 to 10.6) –4.4  9.5 (8.5 to 10.5) –4.4 

 GPT+Plac  11.5 (10.6 to 
12.4) –2.4  10.9 (9.8 to 

11.9) –3.0  10.6 (9.5 to 
11.6) –3.3 

 CM+MPH  10.7 (9.7 to 
11.6) –3.2  10·2 (9.2 to 

11.3) –3.6  10.5 (9.5 to 
11.5) –3.4 

 CM+Plac  11.0 (10.0 to 
12.0) –2.9  10·9 (9.7 to 

12.1) –3.0  11.0 (10.0 to 
12.1) –2.8 

 Difference GPT-CM   0.3 (–0.6 to 1.2)   –0·4 (–1.4 to 
0.7)   –0.7 (–1.8 to 

0.3)  

 P value   0.4987   0.4866   0.1466  

 Difference MPH-Plac   –0.5 (–1.5 to 
0.4)   –1.0 (–2.1 to 

0.1)   –0.8 (–1.9 to 
0.2)  

 P value   0.2673   0.0636   0.1310  
Diagnostic Checklist Hyperactivity (range: 0–15) 
 GPT+MPH 

7.6 

 5.8 (5.2 to 6.3) –1.8  5.2 (4.5 to 5.8) –2.4  4.8 (4.1 to 5.5) –2.8 
 GPT+Plac  6.3 (5.7 to 6.8) –1.3  5.8 (5.1 to 6.4) –1.8  5.7 (5.0 to 6.3) –1.9 
 CM+MPH  5.9 (5.3 to 6.5) –1.7  5.6 (5.0 to 6.3) –2.0  5.8 (5.1 to 6.5) –1.8 
 CM+Plac  6.0 (5.4 to 6.6) –1.6  6.0 (5.3 to 6.7) –1.6  6.1 (5.4 to 6.8) –1.5 

 Difference GPT-CM   0.1 (–0.5 to 0.7)   –0.4 (–1.0 to 
0.3)   –0.7 (–1.4 to 

0.0)  

 P value   0.7678   0.3122   0.0412  

 Difference MPH-Plac   –0.3 (–0.9 to 
0.3)   –0.5 (–1.1 to 

0.2)   –0.6 (–1.3 to 
0.1)  

 P value   0.3086   0.1428   0.0914  
            
Diagnostic Checklist Impulsivity (range: 0–12) 
 GPT+MPH 

6.3 

 5.0 (4.5 to 5.5) –1.2  4.3 (3.8 to 4.9) –1.9  4.7 (4.2 to 5.2) –1.5 
 GPT+Plac  5.2 (4.7 to 5.7) –1.0  5.1 (4.6 to 5.7) –1.1  4.8 (4.3 to 5.3) –1.4 
 CM+MPH  4.8 (4.3 to 5.2) –1.5  4.6 (4.1 to 5.1) –1.6  4.7 (4.2 to 5.1) –1.6 
 CM+Plac  5.1 (4.6 to 5.6) –1.2  4.9 (4.4 to 5.5) –1.3  5.0 (4.5 to 5.5) –1.3 

 Difference GPT-CM   0.2 (–0.3 to 0.7)   –0.1 (–0.6 to 
0.5)   0.0 (–0.6 to 0.5)  

 P value   0.4365   0.8411   0.8535  

 Difference MPH-Plac   –0.3 (–0.8 to 
0.2)   –0.6 (–1.1 to 

0.0)   –0.2 (–0.7 to 
0.3)  

 P value   0.2929   0.0441   0.3869  
 

LMCF = last mean carried forward. CI = confidence interval. ADHD = attention deficit hyperactivity disorder. GPT = group psychotherapy. MPH = Methylphenidate. CM = 
clinical management. Plac = Placebo. 
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eTable 3. Adverse Events in the Safety Analysis Sets by Received Intervention 
 
 GPT 

(n=206) 
CM 

(n=209) 
Total 

(n=415) 
Safety Set 1 (at least one GPT/CM session attended)    
Adverse events    
 Total no. of Aes 1153 1428 2581 
 Min no. of AEs per patient 0 0 0 
 Max no. of AEs per patient 22 24 24 
 Mean no. of AEs per patient 5.60 6.83 6.22 
 No. of patients with at least one AE 185 197 382 
Serious adverse events    
 Total no. of SAEs 12 21 33 
 Min no. of SAEs per patient 0 0 0 
 Max no. of SAEs per patient 3 3 3 
 Mean No. of SAEs per patient 0.06 0.10 0.08 
 No. of patients with at least one SAE 8 16 24 
     
    
 MPH 

(n=205) 
Placebo 
(n=209) 

Total 
(n=414) 

Safety Set 2 (at least one dose of MPH/placebo taken)   
Adverse events    
 Total no. of Aes 1516 1062 2578 
 Min no. of AEs per patient 0 0 0 
 Max no. of AEs per patient 24 22 24 
 Mean no. of AEs per patient 7.40 5.08 6.23 
 No. of patients with at least one AE 197 184 381 
Serious adverse events    
 Total no. of SAEs 19 14 33 
 Min no. of SAEs per patient 0 0 0 
 Max no. of SAEs per patient 3 3 3 
 Mean no. of SAEs per patient 0.09 0.07 0.08 
 No. of patients with at least one SAE 15 9 24 

 
GPT = group psychotherapy. CM = clinical management. MPH = Methylphenidate. No. = number. AE = adverse event. SAE = serious adverse event.  

 
 
 
 
eTable 4. Change in Heart Rate, Blood Pressure, and Body Weight 
 
Change in heart rate, blood pressure, and body weight from baseline (T1) to one year (T4) in Safety Set 2 (at least one 
dose of study medication  taken) by received treatment (Methylphenidate or Placebo) 
 
Received 
Treatment Total Missing 

Total 
valid Mean SD Minimum 

1. 
Quartile Median 

3. 
Quartile Maximum 

                                     Change of heart rate (beats/minute) 
Methylphenidate 205 75 130 3.3 13.7 -31 -4 3 12 41 
Placebo 209 105 104 -1.1 12.5 -46 -8 0 8 24 

                                                Change of systolic blood pressure (mmHg) 
Methylphenidate 205 74 131 1.1 13.6 -50 -10 0 10 40 
Placebo 209 105 104 1.0 14.8 -40 -10 0 10 41 

                                                  Change of diastolic blood pressure (mmHg) 
Methylphenidate 205 74 131 1.3 9.6 -25 -5 0 8 30 
Placebo 209 105 104 0.1 9.3 -30 -5 0 5 25 

                            Change of body weight (kg) 
Methylphenidate 205 99 106 -1.24 5.74 -31.5 -3.8 -0.7 1.7 13.3 
Placebo 209 120 89 0.26 3.89 -12.4 -2.2 0.3 2.1 11.5 
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eTable 5. Primary and Secondary Outcomes 
 
Primary and Secondary Outcomes at Baseline (T1), 13 Weeks (T2), 26 Weeks (T3), and 52 Weeks (T4), Observed Distribution by Randomized 
Intervention Based on the full analysis set [n=419; Lower score values represent better outcomes except for clinical global impression scale—Global 
Assessment of Effectiveness.] 
 

 
 T1 

Baseline 
T2 

13 weeks 
T3 

26 weeks 
T4 

52 weeks 
     
CAARS-O:L ADHD Index (range: 0–36) 
 GPT+MPH 20.4±5.7 (103) 16.1±6.0 (91) 14.5±5.1 (82) 14.2±6.2 (69) 
 GPT+Plac 19.8±5.8 (106) 17.5±6.6 (86) 16.4±6.2 (75) 14.8±6.1 (59) 
 CM+MPH 21.3±5.1 (107) 15.5±6.7 (95) 14.2±6.3 (85) 14.0±5.8 (70) 
 CM+Plac 20.7±4.9 (103) 16.4±6.1 (80) 16.0±6.1 (62) 15.6±5.7 (45) 
CAARS-O:L Inattention/Memory Problems (range: 0–36) 
 GPT+MPH 20.8±6.8 (103) 16.7±7.2 (91) 15.1±6.3 (82) 14.2±7.0 (69) 
 GPT+Plac 20.3±7.7 (106) 17.1±7.5 (86) 16.5±7.1 (75) 14.3±6.5 (59) 
 CM+MPH 21.3±6.3 (107) 15.3±6.7 (95) 14.4±7.4 (85) 14.9±7.2 (70) 
 CM+Plac 20.9±7.1 (103) 16.7±8.0 (80) 16.0±7.9 (62) 15.0±6.9 (45) 
CAARS-O:L Hyperactivity/Restlessness (range: 0–36) 
 GPT+MPH 17.8±7.5 (103) 14.2±6.5 (91) 12.8±6.6 (82) 12.3±6.0 (69) 
 GPT+Plac 18.3±8.0 (106) 15.4±7.8 (86) 13.6±7.3 (75) 13.6±7.2 (59) 
 CM+MPH 18.3±8.3 (107) 14.1±7.6 (95) 13.1±7.9 (85) 13.2±7.4 (70) 
 CM+Plac 18.8±7.2 (103) 14.9±7.0 (80) 14.9±7.2 (62) 15.2±7.3 (45) 
CAARS-O:L Impulsivity/Emotional Lability (range: 0–36) 
 GPT+MPH 17.8±7.2 (103) 15.0±7.1 (91) 13.0±6.3 (82) 13.0±6.9 (69) 
 GPT+Plac 18.7±7.5 (106) 15.8±7.2 (86) 15.3±7.6 (75) 13.3±6.0 (59) 
 CM+MPH 18.7±7.1 (107) 13.5±7.4 (95) 12.8±7.8 (85) 12.7±6.7 (70) 
 CM+Plac 19.1±6.6 (103) 14.5±6.9 (80) 14.1±7.1 (62) 15.4±6.6 (45) 
CAARS-O:L Problems with Self-Concept (range: 0–18) 
 GPT+MPH 10.0±4.7 (103) 8.5±4.7 (91) 7.9±4.5 (82) 7.5±5.0 (69) 
 GPT+Plac 8.9±4.6 (106) 8.4±4.9 (86) 8.1±4.9 (75) 7.4±5.0 (59) 
 CM+MPH 10.4±4.5 (107) 8.4±4.8 (95) 7.8±4.7 (85) 7.7±5.0 (70) 
 CM+Plac 10.2±4.8 (103) 8.7±4.8 (80) 8.0±4.6 (62) 7.5±4.3 (45) 
CAARS-O:L DSM-IV Inattentive Symptoms (range: 0–27) 
 GPT+MPH 15.7±5.5 (103) 12.5±5.3 (91) 11.0±4.7 (82) 10.7±5.3 (69) 
 GPT+Plac 15.9±5.8 (106) 13.1±5.4 (86) 12.3±5.2 (75) 10.9±5.1 (59) 
 CM+MPH 16.8±4.4 (107) 11.3±5.0 (95) 10.8±5.1 (85) 10.8±4.9 (70) 
 CM+Plac 16.4±5.2 (103) 12.8±5.7 (80) 12.5±5.6 (62) 11.8±4.8 (45) 
CAARS-O:L DSM-IV Hyperactive-Impulsive Symptoms (range: 0–27) 
 GPT+MPH 10.9±5.5 (103) 8.9±4.8 (91) 7.8±4.4 (82) 7.5±3.8 (69) 
 GPT+Plac 12.0±6.1 (106) 9.6±5.1 (86) 8.6±5.2 (75) 8.1±4.8 (59) 
 CM+MPH 11.7±5.9 (107) 9.1±5.4 (95) 8.2±5.4 (85) 8.4±5.5 (70) 
 CM+Plac 12.6±5.7 (103) 9.0±5.4 (80) 9.4±5.5 (62) 9.4±4.9 (45) 
CAARS-O:L DSM-IV ADHD Symptoms Total (range: 0–54) 
 GPT+MPH 26.6±9.1 (103) 21.4±8.1 (91) 18.8±7.5 (82) 18.2±7.8 (69) 
 GPT+Plac 27.9±9.5 (106) 22.7±8.7 (86) 20.9±8.4 (75) 18.9±8.4 (59) 
 CM+MPH 28.5±8.1 (107) 20.4±9.1 (95) 19.0±9.1 (85) 19.2±8.6 (70) 
 CM+Plac 29.1±9.0 (103) 21.8±9.8 (80) 21.9±9.5 (62) 21.2±8.1 (45) 
CAARS-O:L Total Score (range: 0–198) 
 GPT+MPH 103.6±29.0 (103) 84.3±27.8 (91) 75.5±26.0 (82) 72.8±28.2 (69) 
 GPT+Plac 104.8±30.1 (106) 89.0±31.3 (86) 83.1±29.1 (75) 75.1±27.6 (59) 
 CM+MPH 108.7±25.8 (107) 79.9±31.5 (95) 74.6±32.6 (85) 75.1±29.4 (70) 
 CM+Plac 109.2±27.5 (103) 85.6±30.6 (80) 83.6±31.2 (62) 82.9±27.5 (45) 
      
CAARS-S:L ADHD Index (range: 0–36) 
 GPT+MPH 20.5±6.3 (101) 15.6±6.5 (87) 15.7±6.2 (79) 14.6±6.4 (70) 
 GPT+Plac 20.1±5.9 (104) 18.0±6.7 (84) 16.7±6.0 (69) 15.6±6.8 (56) 
 CM+MPH 21.3±5.5 (105) 15.7±7.1 (91) 14.9±6.9 (83) 14.4±6.9 (65) 
 CM+Plac 21.5±6.1 (102) 16.7±6.1 (79) 16.3±6.5 (58) 16.3±6.7 (43) 
CAARS-S:L Inattention/Memory Problems (range: 0–36) 
 GPT+MPH 20.4±7.3 (101) 16.0±7.6 (87) 15.7±6.8 (79) 14.8±6.7 (70) 
 GPT+Plac 20.2±7.5 (104) 17.7±7.1 (84) 16.9±7.1 (69) 15.2±7.4 (56) 
 CM+MPH 21.1±6.7 (105) 15.8±7.2 (91) 15.5±7.4 (83) 15.1±8.1 (65) 
 CM+Plac 21.9±7.3 (102) 17.1±8.0 (79) 16.6±8.1 (58) 15.7±7.7 (43) 
CAARS-S:L Hyperactivity/Restlessness (range: 0–36) 
 GPT+MPH 17.8±7.5 (101) 13.5±6.5 (87) 13.4±6.5 (79) 12.8±6.7 (70) 
 GPT+Plac 18.4±7.4 (104) 15.1±7.5 (84) 13.8±7.6 (69) 12.3±7.1 (56) 
 CM+MPH 18.1±7.3 (105) 13.6±7.3 (91) 13.1±7.7 (83) 13.0±8.1 (65) 
 CM+Plac 19.1±8.0 (102) 14.3±7.3 (79) 14.7±7.4 (58) 16.1±7.9 (43) 
CAARS-S:L Impulsivity/Emotional Lability (range: 0–36) 
 GPT+MPH 17.4±7.4 (101) 14.5±6.8 (87) 13.6±6.3 (79) 12.6±6.2 (70) 
 GPT+Plac 18.7±7.4 (104) 16.4±7.2 (84) 15.3±6.7 (69) 14.6±6.5 (56) 
 CM+MPH 18.9±6.9 (105) 13.9±7.5 (91) 13.0±7.6 (83) 12.5±6.9 (65) 
 CM+Plac 20.0±7.1 (102) 15.0±7.4 (79) 14.4±7.9 (58) 16.2±7.7 (43) 
CAARS-S:L Problems with Self-Concept (range: 0–18) 
 GPT+MPH 10.4±4.5 (101) 8.5±4.9 (87) 8.8±4.9 (79) 7.9±5. (70) 
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 GPT+Plac 9.6±5.2 (104) 9.0±5.3 (84) 8.8±4.9 (69) 7.5±5.4 (56) 
 CM+MPH 11.3±4.4 (105) 9.2±5.1 (91) 8.6±4. (83) 8.2±5.3 (65) 
 CM+Plac 10.7±4.6 (102) 9.2±5.0 (79) 8.2±5.1 (58) 7.6±4.6 (43) 
CAARS-S:L DSM-IV Inattentive Symptoms (range: 0–27) 
 GPT+MPH 15.8±5.3 (101) 11.9±5.7 (87) 11.4±5.2 (79) 10.8±5.0 (70) 
 GPT+Plac 16.2±5.4 (104) 13.5±5.2 (84) 12.9±5.3 (69) 11.1±5.4 (56) 
 CM+MPH 16.6±4.8 (105) 11.5±5.1 (91) 11.1±5.4 (83) 10.8±5.8 (65) 
 CM+Plac 17. 0±5.3 (102) 13·0±5.7 (79) 12.3±6.0 (58) 12.6±6.1 (43) 
CAARS-S:L DSM-IV Hyperactive-Impulsive Symptoms (range: 0–27) 
 GPT+MPH 11.4±5.8 (101) 8.8±5.0 (87) 8.4±5.0 (79) 7.8±4.5 (70) 
 GPT+Plac 12.0±5.2 (104) 9.9±5.4 (84) 8.9±5.1 (69) 8.1±4.8 (56) 
 CM+MPH 12.1±5.8 (105) 9.4±5.6 (91) 8.8±5.7 (83) 8.4±5.8 (65) 
 CM+Plac 12.8±5.9 (102) 9.5±5.5 (79) 9.5±5·9 (58) 10.0±6.0 (43) 
CAARS-S:L DSM-IV ADHD Symptoms Total (range: 0–54) 
 GPT+MPH 27.3±9.5 (101) 20.7±9.3 (87) 19.8±8.7 (79) 18.7±8.3 (70) 
 GPT+Plac 28.1±8.4 (104) 23.4±9.1 (84) 21.9±9.1 (69) 19.2±8.4 (56) 
 CM+MPH 28.7±8.6 (105) 20.9±9.6 (91) 19.9±9.7 (83) 19.3±9.5 (65) 
 CM+Plac 29.8±9.4 (102) 22.5±9.8 (79) 21.8±10.5 (58) 22.6±10.6 (43) 
CAARS-S:L Total Score (range: 0–198) 
 GPT+MPH 104.4±31.8 (101) 81.3±32.4 (87) 79.6±29.8 (79) 74.6±29.6 (70) 
 GPT+Plac 105.9±29.0 (104) 91.2±31.3 (84) 85.5±29.7 (69) 76.9±29.8 (56) 
 CM+MPH 109.4±27.9 (105) 81.7±34.1 (91) 77.9±33.9 (83) 75.6±33.6 (65) 
 CM+Plac 113.1±31.0 (102) 87.1±32.5 (79) 84.7±35.2 (58) 87.5±34.2 (43) 
      
ADHD-DC Total Score (range: 0–54) 
 GPT+MPH 29.7±9.6 (102) 22.3±9.1 (90) 20.1±9.0 (82) 19.7±8.5 (69) 
 GPT+Plac 30.1±9.7 (106) 24.0±10.4 (86) 22.3±9.5 (75) 20.0±8.6 (58) 
 CM+MPH 30.5±8.3 (106) 21.2±10.1 (94) 20.4±10.0 (85) 21.0±10.1 (71) 
 CM+Plac 31.5±8.7 (103) 23.8±10.3 (80) 22.7±11.0 (62) 22·5±8.6 (45) 
ADHD-DC Inattention (range: 0 – 27)  
 GPT+MPH 16.4±5.6 (101) 12.2±5.6 (90) 11.2±5.0 (81) 10.7±5.3 (69) 
 GPT+Plac 16.3±5.6 (106) 13.0±6.0 (85) 12.6±5.7 (73) 10.7±4.9 (58) 
 CM+MPH 16.6±4.6 (107) 10.9±5.4 (93) 10.6±5.2 (85) 11.0±5.5 (70) 
 CM+Plac 17.0±4.6 (103) 13.1±5.9 (79) 12.4±6.0 (62) 11.8±5.0 (45) 
ADHD-DC Hyperactivity/Impulsivity (range: 0–27) 
 GPT+MPH 13.3±5.9 (102) 10.1±55 (90) 8.9±5.6 (81) 9.0±4.7 (68) 
 GPT+Plac 13.8±6.4 (106) 10.9±6.3 (86) 9.6±5.8 (74) 9.3±5.3 (58) 
 CM+MPH 13.9±6.0 (105) 10.2±5.9 (94) 9.7±6.2 (84) 9.8±5.9 (70) 
 CM+Plac 14.5±5.8 (101) 10.7±5.9 (78) 10.4±6.3 (62) 10.7±5.6 (45) 
ADHD-DC Hyperactivity (range: 0–15)  
 GPT+MPH 7.5±3.6 (102) 5.4±3.3 (90) 5.0±3.7 (82) 4.5±3.3 (68) 

 GPT+Plac 7.6±4.1 (106) 5.9±3.8 (86) 4.9±3.7 (74) 4.9±3.8 (58) 

 CM+MPH 7.4±3.8 (105) 5.6±3.8 (95) 5.3±3.7 (85) 5.4±3.6 (70) 
 CM+Plac 7.9±3.5 (102) 5.8±3.6 (79) 5.7±3.9 (62) 6.0±3.4 (45) 
ADHD-DC Impulsivity (range: 0–12) 
 GPT+MPH 5.8±3.0 (102) 4.7±2.7 (91) 4.0±2.5 (81) 4.6±2.3 (69) 
 GPT+Plac 6.2±3.1 (106) 5.0±2.9 (86) 4.7±2.8 (75) 4.4±2.5 (58) 
 CM+MPH 6.5±2.9 (107) 4.6±2.8 (94) 4.5±3.2 (84) 4.5±2.8 (71) 
 CM+Plac 6.6±3.0 (102) 4.9±3.0 (79) 4.6±3.2 (62) 4.8±2.9 (45) 
 
BDI Total Score (range: 0–63) 
 GPT+MPH 11.8±8.4 (101) 9.8±8.5 (88) 8.0±6.7 (79) 7.7±8.2 (72) 
 GPT+Plac 12.3±8.8 (104) 9.9±8.4 (84) 9.8±9.0 (71) 7.8±8.3 (56) 
 CM+MPH 12.2±7.3 (106) 9.6±8.2 (92) 9.0±8.5 (88) 8.5±8.6 (70) 
 CM+Plac 14.0±10.0 (100) 11.0±9.2 (86) 9.7±7.8 (62) 8.7±7.0 (48) 
      
      
      
CGI Severity (descriptive numerical evaluation, range: 1=not at all ill to 7=extremely ill)  
 GPT+MPH 4.7±1.0 (103) 4.0±1.1 (89) 3.7±1.1 (81) 3.4±1.1 (69) 
 GPT+Plac 4.6±1.0 (104) 4.2±1.0 (85) 4.0±1.2 (75) 3.6±1.2 (58) 
 CM+MPH 4.7±0.9 (106) 4.0±1.0 (94) 3.8±1.2 (85) 3.7±1.2 (68) 
 CM+Plac 4.7±0.9 (101) 4.2±1.0 (80) 4.0±1.1 (61) 3.7±1.1 (45) 
CGI Global Change (descriptive numerical evaluation, range: 1=very much improved to 7=very much worse) 
 GPT+MPH 

– 

2.9±1.0 (91) 2.7±0.8 (82) 2.5±0.9 (69) 
 GPT+Plac 3.0±0.8 (85) 3.0±1.0 (75) 2.7±0.7 (59) 
 CM+MPH 3.0±1.1 (95) 2.9±1.0 (85) 2.9±1.0 (68) 
 CM+Plac 3.3±0.9 (80) 3.2±1.0 (61) 3.0±0.9 (45) 
CGI Global Assessment of Effectiveness (descriptive numerical evaluation, range: 1=minimal to 4=very good)  
 GPT+MPH 

– 

2.5±0.9 (91) 2.7±0.8 (82) 2.9±0.8 (69) 
 GPT+Plac 2.3±0.9 (85) 2.4±0.9 (75) 2.7±09 (59) 
 CM+MPH 2.2±1.0 (95) 2.4±1.0 (84) 2.5±09 (68) 
 CM+Plac 1.8±0.8 (80) 2.0±1.0 (61) 2.0±0.9 (45) 
      
  
Data are mean ± SD (n). GPT = group psychotherapy. MPH = Methylphenidate. CM = clinical management. Plac = Placebo. ADHD = attention deficit hyperactivity 
disorder. CAARS-O:L = Conners Adult ADHD Rating Scale—Observer-Rating Scale, Long Version. DSM = Diagnostic and Statistical Manual of Mental Disorders. 
CAARS-S:L = Conners Adult ADHD Rating Scale—Self-Rating Scale, Long Version. DC = Diagnostic Checklist. CGI = Clinical Global Impression Scale. 
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