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Constant Features of ADHD

Diagnosis: the name has changed but the symptoms have remained the 
same: 

Name: Minimal Brain Dysfunction    Hyperactive Child Syndrome      
Attention Deficit Disorder   Attention Deficit Hyperactivity Disorder

Symptoms: Inattention, Hyperactivity Impulsivity & Frequently
Incoordination

Treatment: Stimulant Medications and Behavior Modification have had 
consistent strong scientific evidence for efficacy and safety since the 1970’s



Revisions in the New Guidelines

1. The guidelines include three 
papers:

A. Clinical Guidelines
B. Process of Care Algorithim
C. Barriers to Implementing the 

Guidelines 



Clinical Guidelines

 KAS 1. The PCC should initiate an 
evaluation for ADHD for any child from 4 
years of age to their 18th birthday when 
presenting with academic or behavioral 
problems 

 KAS 2. Diagnosis should be based on 
DSM-5 criteria



Changes from DSM-IV are:

A. For children over 17 years of age, 
at least 5 instead of 6 positive 
behaviors in either dimension are 
required.

B. Symptoms need to have been 
present from at least 12 years of 
age instead of 7 years 



Clinical Guidelines
 KAS 3. the primary care clinician should 

at least screen for comorbid 
conditions including anxiety, 
depression, oppositional defiant 
disorder, conduct disorders), learning 
and language disorders, autism 
spectrum disorders), and physical 
conditions (e.g. tics, sleep apnea).



Clinical Guidelines

 KAS 4 . ADHD is a chronic condition; 
and PCCs should manage children 
and adolescents with ADHD in the 
same manner as children and youth 
with special health care needs 
(CYSHCN), following the principles 
of the chronic care model and the 
medical home.



Clinical Guidelines

 KAS 5a. For preschool-aged children 
(age 4 years to the 6th birthday) with 
ADHD, the primary care clinician 
should prescribe evidence-based 
Parent Training in Behavior 
Management (PTBM) and/or 
behavioral classroom interventions 
as the first line of treatment, if 
available.



Clinical Guidelines

KAS 5a. (con’t) Methylphenidate may 
be considered if these behavioral 
interventions do not provide 
significant improvement, and there is 
moderate to severe continuing 
disturbance in the child’s functioning. 



Clinical Guidelines
 KAS 5b. For elementary- and 

middle-school-aged children (age 6 -
12) with ADHD, the PCC should 
prescribe FDA-approved 
medications for ADHD, and/or 
PTBM, and/or behavioral classroom 
intervention (preferably both PTBM 
and behavioral classroom 
interventions). 



Clinical Guidelines

 KAS 5b (con’t) Educational 
interventions—including school 
environment and class placement—
are a necessary part of any 
treatment plan, and often include 
an Individual Education Program 
(IEP) or a rehabilitation plan (504 
plan). 



Clinical Guidelines
 KAS 5c. For adolescents (age 12 years to 

the 18th birthday) with ADHD, the 
primary care clinician should prescribe 
FDA-approved medications for ADHD 
with the adolescent’s assent. The 
primary care clinician is encouraged to 
prescribe evidence-based training 
interventions and/or behavioral training 
as treatment for ADHD, if available



Clinical Guidelines

 KAS 6. Primary care clinicians 
should titrate doses of medication 
for ADHD to achieve maximum 
benefit with tolerable side effects. 



Clinical Guidelines

 KAS 7. The primary care clinician, if 
capable of diagnosing comorbid 
conditions, may initiate treatment 
for such conditions or make a 
referral to an appropriate sub-
specialist for treatment. 



Evaluation in Entails

1. Identifying  Core Symptoms

2. Assessing Impairment

3. Identifying Possible Underlying or 
Alternative Causes

4. Identifying Co-occurring (Co-morbid 
Conditions)



DSM-5Core  Symptoms  of Inattention

 Manifestations of the following symptoms must occur often*

 Inattention

 Careless
 Difficulty sustaining attention

in activity
 Doesn’t listen
 No follow-through
 Avoids/dislikes tasks requiring

sustained mental effort

Can’t organize
Loses important items
Easily distractible
Forgetful in daily 

activities

*Must have 6 or more symptoms for at least 6 months 
to a degree that is maladaptive and inconsistent with 
developmental level.

American Psychiatric Association 2013;59-66.



DSM-5Core Symptoms of
Hyperactivity-Impulsivity

 Manifestations of the following symptoms must occur often*

 Hyperactivity Impulsivity
• Squirms and fidgets
• Can’t stay seated
• Runs/climbs excessively
• Can’t play/work quietly
• “On the go”/“driven by a motor”
• Talks excessively

• Blurts out answers
• Can’t wait turn
• Intrudes/interrupts

others

*Must have 6 or more symptoms for at least 6 months to a degree 
that is maladaptive and
inconsistent with developmental level.

American Psychiatric Association 2013;59-66.



Assess Function

Academic Performance

 Peer Relations

 Sibling Relations

 Parent Relations

 Community Activities



DSM-5 ADHD Diagnostic Criteria

 List of core symptoms must be present for past 6 months.

 Several symptoms need to be present before 12 years of age.

 Several inattentive or hyperactive-impulsive symptoms must be 
present in 2 or more settings (e.g., school and home).

 There  needs to be clear evidence the symptoms interfere with 
or reduce the quality of social, academic, or occupational 
functioning.

 Other mental or medical disorders need to be excluded as the 
cause of the core symptoms.

American Psychiatric Association. 2013;59-66.



DSM-5 Subtypes of ADHD

 Predominantly inattentive

 Predominantly hyperactive-impulsive

 Combined

 Not otherwise specified (NOS)



Assessment Should Include Information from Both 
Parents, Teachers and Patients 

 ADHD Based Rating Scales from parents & 
teachers provide measureable information 
for diagnois & treatment

 Interviews help to clarify observed behavior 
and detect alternative and/or comorbid 
diagnoses

 Observations provide further information 
about behaviors and parent-child 
interactions
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Child's Name: Parent's Name: 

Today's Date: Date of Birth: Age: 

Directions: Listed below are several possible negative effects 
carefully and use the boxes to rate the severity of your child's 
requested, or wherever you feel it would be useful for us to 
the "Comments" section below. 

Use the following to assess severity: 

(side effects) that medication may have on a child with ADHD. Please read each item 
side effects since he/she has been on his/her current dose of medication. When 

know, please describe the side effects that you observed or any other unusual behavior in 

to cause concern to your child, to you, or to his/her friends. Presence of the symptom at this 

or social embarrassment to such a degree that the negative impact on social and school 
of continuing medication. 
or social embarrassment to such a degree that the child should not continue to receive this 

None: The symptom is not present. 

Mild: The symptom is present but is not significant enough 
level would NOT be a reason to stop taking the medicine. 
Moderate: The symptom causes impairment of functioning 
performance should be weighed carefully to justify benefit 
Severe: The symptom causes impairment of functioning 
medication or dose of medication as part of current treatment. 

Side Effect: None Mild Moderate Severe 

Headache     
Stomachache     
Change of appetite-explain below     
Trouble of sleeping     
Irritability in the late morning, late afternoon, or evening-explain below     
Socially withdrawn — decreased interaction with others     
Extreme sadness or unusual crying     
Dull, tired, listless behavior     
Tremors/feeling shaky     
Repetitive movements, tics, jerking, twitching, eye blinking-explain below     
Picking at skin or fingers, nail biting, lip or cheek chewing — describe below     
Sees or hears things that aren't there     

Comments: 
I  
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		Child's Name:

		Parent's Name:



		Today's Date:

		Date of Birth:	Age:



		Directions: Listed below are several possible negative effects carefully and use the boxes to rate the severity of your child's requested, or wherever you feel it would be useful for us to the "Comments" section below.

Use the following to assess severity:

		(side effects) that medication may have on a child with ADHD. Please read each item side effects since he/she has been on his/her current dose of medication. When

know, please describe the side effects that you observed or any other unusual behavior in

to cause concern to your child, to you, or to his/her friends. Presence of the symptom at this

or social embarrassment to such a degree that the negative impact on social and school of continuing medication.

or social embarrassment to such a degree that the child should not continue to receive this



		None: The symptom is not present.

Mild: The symptom is present but is not significant enough level would NOT be a reason to stop taking the medicine. Moderate: The symptom causes impairment of functioning performance should be weighed carefully to justify benefit Severe: The symptom causes impairment of functioning medication or dose of medication as part of current treatment.

		



		Side Effect:

		None

		Mild

		Moderate

		Severe



		Headache

		

		

		

		



		Stomachache

		

		

		

		



		Change of appetite-explain below

		

		

		

		



		Trouble of sleeping

		

		

		

		



		Irritability in the late morning, late afternoon, or evening-explain below

		

		

		

		



		Socially withdrawn — decreased interaction with others

		

		

		

		



		Extreme sadness or unusual crying

		

		

		

		



		Dull, tired, listless behavior

		

		

		

		



		Tremors/feeling shaky

		

		

		

		



		Repetitive movements, tics, jerking, twitching, eye blinking-explain below

		

		

		

		



		Picking at skin or fingers, nail biting, lip or cheek chewing — describe below

		

		

		

		



		Sees or hears things that aren't there

		

		

		

		



		Comments:

I

		



		

		











Download Address for the Vanderbilt 
Scales

 www.SoonerSUCCESS

 At the site click on Resources and 
then Behavior Rating Scales

http://www.soonersuccess/


• Disruptive Behavior Disorders
Oppositional Defiant Disorder
Conduct Disorder

• Depressive Disorders
• Anxiety Disorders
• Cognitive Disorders

Learning Disabilities
Language Disorders

•Motor Disorders
Developmental Coordination Disorder
Tic Disorders (Tourettes)

Co-morbidity (Conditions Commonly Co-
occurring with ADHD)



Rating Scale Screens for Anxiety, Depression & 
Trauma

 Anxiety: Screen for Child Anxiety Related 
Disorders (SCARED)

 Depression: Patient Health Questionnaire 
Modified for Teens (PHQ-9)

 Child and Adolescent Trauma Screen (CATS) 
Scoring



Treating ADHD As A Chronic 
Condition

 Need To Educate Parents and Patients About ADHD

 Need To Develop A Partnership With The Family

 Need To Develop A Management Plan With Specific Targeted Goals

 If At All Possible Include The Teachers

 Requires Ongoing Monitoring And Anticipation Of Developmental 
Changes.



Medications

 Stimulant Medications: methylphenidate 
and amphetamines-First Line

 Selective Norepinephrine Reuptake 
Inhibitor: atomoxetine-Second Line 

 Alpha Adrenergic Agents: guanfacine and 
clonidine-Second Line and also Adjunctive 



An Algorithm and Explanation for Process of Care for 
the Evaluation, Diagnosis, Treatment, and Monitoring 
of ADHD in Children and Adolescents



Systemic Barriers to the Care of 
Children and Adolescents With ADHD
 Inadequate payment for needed services & payer 

coverage limitations for needed medications 
 Inadequate developmental, behavioral & mental 

health training in residencies 
 Shortages of consultant specialists and referral 

resources
 Challenges in practice organization and staffing 
 Fragmentation of care and resulting 

communication barriers.
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