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Learning objectives:

At the end of this presentation, the attendee will be able to:

oIdentify the core symptoms of ADHD in pediatric patients and apply DSM-5 
criteria for accurate diagnosis.

oEvaluate and implement evidence-based treatment strategies, including 
pharmacological and behavioral interventions, for pediatric ADHD 
management.

oDevelop a comprehensive care plan that incorporates multidisciplinary 
collaboration, family education, and school-based interventions to support 
pediatric patients with ADHD.



ADHD: Onset, Prevalence, and Symptom Patterns

1| ADHD symptoms must appear before age 12 (DSM-5 criteria)​

2| Prevalence: Affects 8.6% of 5-11 yo and 14.3% of adolescents

3| Gender difference: US boys diagnosed 4 X more than girls​

4| Symptom persistence: Symptoms often last lifelong; 
hyperactivity decreases in teens and adults



ADHD Prevalence in U.S. Children (NSCH 2022)

• 11 .4% (7.1 million) of children aged 3–17 have 
ever been diagnosed with ADHD

• 10.5% (6.5million) currently have ADHD
• Prevalence rises with age: 2.4% ages 3–5, 11.5% 

ages 6–11, 15.5% ages 12–17
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ADHD Trends in Children (NHIS 2020–2022)

Boys (14.5%) were more likely than girls 
(8.0%) to have ADHD

Rates decline as family income rises (14.8% 
<100% FPL vs. 10.1% ≥200% FPL) and are 
highest among publicly insured children
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Gender Differences in ADHD

• Boys diagnosed with ADHD 4X rate of girls

• Female at birth->missed due to a lack of 
hyperactivity

• Comorbid with many other psychiatric 
disorders and/or symptoms often overlap



Women are commonly 
diagnosed later and in 
adulthood

• Struggle unsuccessfully to keep up with job

•  Finances may be in disarray

• May feel unable to keep up with daily tasks 
such as meals, laundry, finances

•  Commonly diagnosed after her child is 
diagnosed

•  Paperwork and record-keeping may be 
mismanaged



Compared to girls 
without ADHD, more 
likely to have:

Lower self-esteem

Depressive symptoms, more stressed 
and/or anxious 

May attribute success/difficulties to 
external factors, i.e., chance 



Developmental Impact of Untreated ADHD

Behavioral disturbance 
Academic difficulties 

Peer relationships
Self-esteem issues

Behavioral disturbances

Academic
difficulties 

Self-esteem
Legal issues 

Smoking
Injuries

Academic failure 
Occupational difficulties 

Self-esteem
Substance abuse
Injuries/accidents

Occupational failure 
Self-esteem 

Relationship problems 
Injuries/accidents

School-age

Adolescent Adult

College-age

Very young children

National Center for Health Statistics. (2024, March)



ADHD: Childhood vs. Adulthood Outcomes

School failure or underachievement Job failure / underemployment

Multiple injuries Car accidents / injuries

Drug experimentation Addiction

Oppositional defiant or conduct disorder Antisocial personality disorder, criminality

Impulsivity, carelessness Unwanted pregnancy, sexually 

transmitted disease, divorce

Chronic failure in school and socially Hopelessness, frustration, giving up

Childhood Adulthood

CHADD (2025); National Center for Health Statistics (2024, March)



ADHD is a risk factor for suicidal 
ideation and behavior in children 

Associated with increased risk of suicide attempt:

◦ Increased impulsivity

◦When comorbid with mood, conduct, or substance use 
disorders, even after controlling for comorbidity 

◦Suicidal thoughts more common vs. non-ADHD controls



ADHD Etiology

Neuroanatomic 
Neurochemical

Genetics

CNS insults Environmental
factors

ADHD



Factors Contributing to ADHD Development

Genetic factors 
increase ADHD risk

1st degree relatives: 
4-to 8x increased risk

Shared genetic 
factors in twins

Monozygotic twins->
 90% concordance rate

Environmental factors 
contribute to ADHD

Fetal alcohol exp

Lead poisoning

Prematurity 
Meningitis



How to diagnose ADHD





DSM-5: Assessment Tools:

- 18 symptoms, divided into 2 domains:

     inattention and  hyperactivity/impulsivity
* Need 6+ from each category to qualify 

- Onset criterion: "Several inattentive or 
hyperactive- impulsive symptoms present

    before age 12"

- Subtypes:
- ADHD, combined presentation
- ADHD, predominantly inattentive 

- ADHD, predominantly hyperactive/impulsive

- Vanderbilt Assessment Scale
(Free) Parent, Child, Teacher  

    http://www.nichq.org
- Connors Scales($)
- Parent Child  Behavior  

Checklist ($)

http://www.nichq.org
http://www.nichq.org
http://www.nichq.org
http://www.nichq.org
http://www.nichq.org
http://www.nichq.org
http://www.nichq.org
http://www.nichq.org


ADHD Scoring:
Predominantly Inattentive subtype 
Must score a 2 or 3 on 6 out of 9 items on
questions 1–9 AND Score a 4 or 5 on any
of the Performance questions 48–55 
Predominantly

Hyperactive/Impulsive subtype Must
score a 2 or 3 on 6 out of 9 items on
questions 10–18 AND Score a 4 or 5 on
any of the Performance questions 48–55 

ADHD Combined
Requires the above criteria on both
inattention and 
hyperactivity/impulsivity

Also screens conduct, 
oppositional, anxiety





How many symptoms does a 
child up to 16 y/o need for the 

diagnosis of ADHD?

6+ symptoms for 6+ months for 16 and under

For individuals 17 and older, the threshold is 5 or more 
symptoms



Treatment





This cross-sectional study of children 
with parent-reported ADHD
suggests that most were not 
receiving ADHD medications and
had never received outpatient 
mental health care



ADHD Pharmacotherapy Principles

Consider comorbid 
conditions 

Comprehensive evaluation:
Clinical history, behavioral 
observations, validated ADHD 
rating scales, before starting 
pharmacotherapy

Use stimulants 
first-line 

treatment

Evaluate & address any co-
occurring mental health or 
medical conditions that may 
impact the selection 
stimulants

Stimulants 
and behavioral 
interventions

Research evidence:
Stimulant medications are 
more effective than behavioral 
therapies alone & provide rapid 
relief of core ADHD symptoms

Conduct 
diagnostic

assessment



Treatment Guidelines:
o Initiate behavioral interventions, especially in children under 6 years

o Stimulants as first-line pharmacotherapy for patients 6 years and older

o Non-stimulant medications if stimulants are contraindicated or not tolerated

o Combine medication with behavioral therapy for optimal outcomes

o Monitor regularly for symptom improvement and adverse effects

o Tailor treatment plans to individual patient needs and comorbidities



Multimodal treatment tailored to child and family 
needs is essential for positive outcomes

Key components of treatment include:

o  Parent training (improves behavior in 60% of cases)

o  Family therapy (reduces family stress by 50%)

o  Classroom interventions (boosts attention span by 40%)

o  Contingency management (e.g., rewards for good behavior, 
increases compliance by 55%)



Treating ADHD: Psychotropics

Drug (class) Trade names Proposed use 
in primary 
care

FDA
 indication?

Methylphenidate  
(stimulant)

Ritalin, Concerta & others
ADHD

Yes

Amphetamines  
(stimulants)

Dexedrine, Adderall & others ADHD Yes

Guanfacine (alpha-2A  
adrenergic agonist)

Tenex, Intuniv ADHD Yes

Clonidine (alpha-2  
adrenergic agonist)

Catapres, Kapvay ADHD Yes

Atomoxetine (SNRI) Strattera ADHD Yes



Medication class:
  Generic name

Common
Side events

Less common
adverse events Rare Adverse events   Monitor

Stimulants:  
Methylphenidate,  

dextroamphetamine,  
amphetamine salts

Insomnia, 
appetite  

suppression,  
headache,  

stomachache

Cognitive dulling,  
irritability,  

exacerbation of  tics
(controversial)

Growth retardation,
hallucinations (visual  or 
tactile, auditory  rare), 

arrhythmia in  those with 
cardiac  disease

BP, HR, BMI

alpha-2 adrenergic
agonists:

Guanfacine, clonidine
Somnolence

Dry mouth,
headache,  

nausea, BP

BP, nervousness,  
headache BP, HR

SNRI: Atomoxetine

Dry mouth,
insomnia,  
nausea,  

decreased  
appetite

HR & BP,
palpitations,  

dizziness,  sweating,
dysuria,  weight

change

SI BMI, BP, HR



Two basic types of stimulants:
methylphenidate & amphetamine/dextroamphetamine

XR 
◦Recommended initial 
treatment

◦Easier to dose (once a day)

◦Addresses acute 
tachyphylaxis

IR
◦ If only needed for a short 
duration

◦Less likely to affect sleep

◦Minimizes appetite decrease



Methylphenidate

Immediate Release (Ritalin)
◦Lasts 2.5-4 hrs

Extended Release (Concerta)
◦18, 27, 36, 54 mg strengths

◦Last 12 hrs

◦Less abuse potential



Amphetamine/dextroamphetamine

Immediate Release (Adderall)
◦ Lasts 4-6 hrs

◦ Comes in 5, 10, 15, 20, 30 mg

Extended Release (Adderall XR)
◦ Lasts 8-12 hrs

◦ Comes in 5, 10, 15, 20, 25, 30 
mg



Stimulants may delay growth but do not 
affect ultimate stature

• 1-2 cm difference in ultimate 
stature

• Delayed puberty in males

• Monitor growth curves and 
manage expectations



Pre-stimulantCardiac ScreeningQuestions:
- History of fainting, dizziness (particularly during exercise)?
- Seizures
- Chest pain or shortness of breath with exercise
- Palpitations, heart “skipping a beat”
- High blood pressure
- Heart murmur
- History of rheumatic fever

- Family history of: sudden/unexplained death in someone young;  “heart attack” 
in someone <35 years; cardiac arrhythmias or other  “heart problems” that 
require(d) seeing a cardiologist; Marfan  syndrome

Taken in context of physical,
if “red flags” → consider getting EKG



Alpha agonists
Clonidine, guanfacine

XR, IR

Dizziness, lightheadedness, hypotension

Consider with insomnia, agitation, anxiety

Generally, well tolerated in kids



Guanfacine
Usually start XR (Intuniv) 1mg qhs 
for ease of dosing

May start IR 0.5mg qhs younger 
kids

May dose multiple times a day IR 

Usually less sedating than 
clonidine

Max 4mg/day (IR)

Max 7mg/day (XR depending on 
weight and/or symptoms)



Clonidine
Usually start 0.1mg qhs

May start 0.05mg qhs for 
younger kids 

May dose up to QID

Max 0.4mg/day in divided 
doses

Generally, more sedating 
than guanfacine

Kapvay (XR) start 0.1mg qhs, 
max 0.4mg/day

Topical transdermal patch 
also available



Treating ADHD: Practicepearls
Stimulant pearls:

- IR formulations are more easily  misused/abused than 
long- acting.

- For most kids, can start with  longer-acting 
formulations for  ease of dosing; IR for  
younger/smaller kids (<16kg)

- May get rebound symptoms as  stimulant wears off in 
the  evening → may add smaller IR  “booster” in the
afternoon

- Tics are not an absolute  contraindication for 
prescribing  stimulants

- Breakfast is important!

- When choosing consider → ease  of dosing, swallow 
pills?, past  trials

Non-stimulant pearls:

Intuniv (guanfacine ER)/Kapvay  (clonidine
ER):

- Good option for those who can’t  
tolerate stims or have high  anxiety

- Can use adjunctively with  stimulants; 
may be helpful for  sleep &
hyperarousal

- Not as robustly effective as  
stimulants

Strattera (atomoxetine):

- Option if can’t tolerate stimulants
- May help for ADHD with anxiety  or 

history substance use



Quick Guide

Managing

Stimulant

Side Effects

Insomnia

Baseline vs. 

Stimulant?

o Sleep hygiene

o Melatonin

o Clonidine

Cardiovascular

AAH/APA Guidelines:

o Chest pain, SOB, 
palpitations,  
syncope, vision

o STOP med

o EKG/Cards consult

Dental issues​

o Grinding:

  *wear night guard

o Beta-blocker​

Medication-induced 

vs. Comorbid mood

o Change preparation

o Change medication

o Address mood

Mood/irritabilityAppetite​

o Reduce, change, or d/c

medication

o Meds with breakfast

o Improve caloric intake

o nutritious, high-caloric

o Planned bedtime snack

o “Medication holiday” (d/c med 

on weekends/vacations) 



Recommended Resources:

AACAP’s Resources for Primary Care:

https://www.aacap.org/aacap/resources_for_primary_care/home.aspx?hkey
=59bfdf7f-149f-43fd-babb-a6a77c5e8caf

Children and Adults with Attention-Deficit/Hyperactivity Disorder (CHADD)

CHADD - Improving the lives of people affected by ADHD

   Massachusetts Child Psychiatry Access Project

https://www.mcpap.com/Default.aspx

https://www.aacap.org/aacap/resources_for_primary_care/home.aspx?hkey=59bfdf7f-149f-43fd-babb-a6a77c5e8caf
https://www.aacap.org/aacap/resources_for_primary_care/home.aspx?hkey=59bfdf7f-149f-43fd-babb-a6a77c5e8caf
https://www.aacap.org/aacap/resources_for_primary_care/home.aspx?hkey=59bfdf7f-149f-43fd-babb-a6a77c5e8caf
https://www.aacap.org/aacap/resources_for_primary_care/home.aspx?hkey=59bfdf7f-149f-43fd-babb-a6a77c5e8caf
https://www.aacap.org/aacap/resources_for_primary_care/home.aspx?hkey=59bfdf7f-149f-43fd-babb-a6a77c5e8caf
https://www.aacap.org/aacap/resources_for_primary_care/home.aspx?hkey=59bfdf7f-149f-43fd-babb-a6a77c5e8caf
https://www.aacap.org/aacap/resources_for_primary_care/home.aspx?hkey=59bfdf7f-149f-43fd-babb-a6a77c5e8caf
https://www.aacap.org/aacap/resources_for_primary_care/home.aspx?hkey=59bfdf7f-149f-43fd-babb-a6a77c5e8caf
https://www.aacap.org/aacap/resources_for_primary_care/home.aspx?hkey=59bfdf7f-149f-43fd-babb-a6a77c5e8caf
https://www.aacap.org/aacap/resources_for_primary_care/home.aspx?hkey=59bfdf7f-149f-43fd-babb-a6a77c5e8caf
https://chadd.org/
https://chadd.org/
https://chadd.org/
https://www.mcpap.com/Default.aspx
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