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Foreword

What is An ICSI Health Care Guideline for Patients and Families?
This document is a summary of an ICSI health care guideline that has been "translated" from medical termi-
nology to commonly used and easily understood English.  It is intended for patients, their families and/or 
caregivers, and other individuals who have little or no health care training.  The guideline is designed to 
help you understand the diagnostic and treatment options recommended for a particular condition.  Being 
better informed should help you during discussions with your physician or other health care professional.  

However, an ICSI Health Care Guideline for Patients and Families should not be construed as medical advice 
or medical opinion related to any specific facts or circumstances.  If you are seeking medical advice, please 
consult a health care professional regarding your particular situation, any specific medical questions you 
may have, and the application of the guideline to your individual case. 

This translation can be viewed and downloaded as a portable document file (PDF) on http://www.icsi.org. 
Adobe Acrobat Reader is required.  The document may be copied for individual use, and health care profes-
sionals may distribute copies to patients.  Instructions for accessing these guidelines are listed below:

•	 http://www.icsi.org

•	 click on "For Patients" at the top

•	 select the category you are interested in

You will find the healthcare guideline for Patients and Families as well as links to other resources for that 
topic.

All other copyright rights are reserved by ICSI.  ICSI assumes no liability for any adaptations or revisions 
or modifications made to this guideline.

How Are ICSI Health Care Guidelines Developed?
ICSI, the Institute for Clinical Systems Improvement, is an independent, non-profit organization dedicated 
to helping identify best clinical practices for health care professionals.  A significant part of ICSI's mission 
is to create and maintain clinical guidelines to help health care professionals evaluate and treat patients with 
a particular condition.  A team of experts develops each ICSI guideline, using the most current information 
about a particular condition.  This information is carefully evaluated, reviewed, and compiled before it is 
published.  

Each guideline recommends a strategy for making decisions, but it is not intended to replace a physician's 
judgment or establish a protocol (strict plan) for all patients.  One set of recommendations is rarely the only 
approach to a problem.

How Do I Use the Flowchart?
The flowchart represents the major steps in the process of evaluating and treating a patient with a particular 
condition.  Numbers within the flowchart correspond with a flowchart note.  Some flowchart boxes will not 
have a corresponding note.
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Diagnosis and Management of ADHD

Target Population
This guideline is intended for primary care professionals who are diagnosing and managing attention deficit 
hyperactivity disorder (ADHD) in children and adolescents from kindergarten through 12th grade. 

Definition of ADHD
Attention deficit hyperactivity disorder (ADHD) is a neurological disorder characterized by developmentally 
inappropriate impulsivity (acting without thinking), inattention (poor focus), and hyperactivity (excessive 
movement and restlessness).  ADHD affects 3-5 percent of school-aged children who face potentially 
debilitating (disabling) medical, emotional, behavioral, social, and academic challenges. The primary care 
provider can adequately evaluate and manage many patients who are suspected of having ADHD.  The 
provider should evaluate the symptoms of ADHD as described in the DSM-IV/DSM-PC* criteria and also 
screen for other primary conditions and comorbidities (concurrent conditions).  

At any point during evaluation or management, the primary care provider should consult with a specialist 
or multidisciplinary team as needed.  The goal is to ensure that all patients diagnosed with ADHD are accu-
rately evaluated and appropriately managed.

*DSM-IV = Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition; DSM-PC = Diagnostic 
and Statistical Manual for Primary Care: Child and Adolescent Version (see Appendix A for criteria)

DSM-IV/DSM-PC* Criteria for Diagnosis and Management of 
ADHD 

Attention Deficit Hyperactivity Disorder (ADHD) 
A.	 Either (1) or (2) must occur: 

1.	 Six or more of the following symptoms of inattention have persisted for at least six months and are 
inconsistent with (different from) normal development and function.  

*DSM-IV = Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition; DSM-PC = 
Diagnostic and Statistical Manual for Primary Care: Child and Adolescent Version

Inattention 

a.	 Often fails to give close attention to details or makes careless mistakes in schoolwork, 
work, or other activities 

b.	 Often has difficulty sustaining attention in tasks or play activities 

c.	 Often does not seem to listen when addressed directly 

d.	 Often does not follow through on instructions and fails to finish schoolwork, chores, or 
duties in the workplace (not due to oppositional [hostile and defiant] behavior or failure 
to understand instructions) 

e.	 Often has difficulty organizing tasks and activities 

f.	 Often avoids, dislikes, or is reluctant to engage in tasks that require sustained mental effort 
(such as schoolwork or homework) 

g.	 Often loses things necessary for tasks or activities (for example, toys, school assignments, 
pencils, books, or tools) 
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h.	 Is easily distracted by external stimuli (other's activities) 

i.	 Is often forgetful in daily activities 

2.	 Six or more of the following symptoms of hyperactivity (excessive restlessness and movement) 
impulsivity (acting without thinking) have persisted for at least six months and are inconsistent 
with (different from) normal development and function.

Hyperactivity (excessive movement and restlessness)

a.	 Often fidgets with hands or feet or squirms in seat 

b.	 Often leaves seat in classroom or in other situations in which remaining seated is 
expected 

c.	 Often runs about or climbs excessively in situations in which it is inappropriate (in adoles-
cents or adults, may be limited to subjective feelings of restlessness) 

d.	 Often has difficulty playing or engaging in leisure activities quietly 

e.	 Is often "on the go" or often acts as if "driven by a motor" 

f.	 Often talks excessively 

Impulsivity (acting without thinking)

g.	 Often blurts out answers before questions have been completed 

h.	 Often has difficulty awaiting turn 

i.	 Often interrupts or intrudes on others (for example, butts into conversations or games) 

B.	 Some impairment from behaviors of hyperactivity (excessive movement and restlessness), impulsivity 
(acting without thinking), or inattention (poor focus) were present before age seven years. 

C.	 Some impairment (difficulty) from symptoms is present in two or more settings (for example, at school 
[or work] and at home). 

D.	 There must be clear evidence of clinically significant impairment (medically important difficulty) in 
social, academic, or occupational functioning. 

E.	 The symptoms do not occur exclusively during the course of a pervasive developmental disorder 
(neurological disorder that affects a child's ability to communicate, understand language, play, and 
relate to others), schizophrenia or other psychotic disorder (mental disorders characterized by signifi-
cant personality disorganization, delusions, and/or hallucinations), and are not better explained for by 
another mental disorder, for example: 

•	 Mood disorder (characterized by periods of depression, sometimes alternating with periods of 
elevated moods)

•	 Anxiety disorder (a depressive illness that makes a person feel nervous and worried) 

•	 Dissociative disorder (characterized by a breakdown of normal perceptions of self) 

•	 Personality disorder (nonpsychotic illness characterized by inflexible behavior patterns, often 
at the expense of others) 

DSM-IV/DSM-PC Criteria	
for Diagnosis and Management of ADHD	 Diagnosis and Management of ADHD
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Flowchart Notes

ADHD Evaluation Flowchart Notes

1.	 Learning/Behavior Problems (Suspect ADHD) 
Children may be referred for an ADHD evaluation by a variety of individuals for a variety of reasons.   
ADHD can manifest in many ways, either at home or in the school setting.  Furthermore, symptoms may 
vary depending on the age of the child, evolve predictably with development, and change relative to academic 
demands at different grade levels. Although the core symptoms of inattention, impulsivity (acting without 
thinking), and hyperactivity (excessive movement and restlessness) are characteristic, their severity and 
pattern are highly variable across individuals. 

Some possible problems identified by parents: 

•	 Noncompliance (disobedience) 

•	 Aggression 

•	 Anger management problems 

•	 Impulsivity (acting without thinking)

•	 Engaging in physically dangerous activity 

•	 Difficulty in completing a task 

•	 Disorganized, messy 

•	 Appearing "spaced out" or "zoned out" 

•	 Mood instability

•	 Absentmindedness 

•	 Social/emotional "immaturity" 

•	 "Hyper" (in constant motion) 

Some possible problems identified by school personnel: 

•	 Hyperactivity (excessive movement and restlessness)

•	 Fidgety, restless behavior 

•	 Inattention, distractibility, difficulty in completing a task 

•	 Social interaction problems (impulsivity [unpredictable behavior] and intrusiveness [inappropriate 
interruption of another's conversation or activity]) 

•	 Underachievement, school failure 

•	 Disruptive classroom behavior 

•	 Talks excessively, blurting out answers 

•	 Doesn't listen well 

•	 Incomplete, missing homework 

•	 Messy, disorganized work 
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Some possible problems identified by children/adolescents: 

•	 Dislike of school 

•	 Lack of close or long-term friendships 

•	 Frustration with certain teachers or subjects 

•	 Excessive conflict with parents 

•	 Low self-esteem 

2.	 Crisis? 
Although the initial concern may be ADHD, a crisis that requires immediate attention should be ruled out 
before beginning guideline steps. 

These questions can be answered during an office visit, by phone call, or other means of encounter such as 
a hospital or ER visit.

A.	 Life threatening

•	 Is there a threat of suicide? 

•	 Is there a threat of harm/violence to others? 

•	 Is there a threat of violence/abuse to the child? 

B.	 Life disruptive 

•	 Is there a threat of school expulsion? 

•	 Is there a threat of arrest/legal action? 

3.	 Immediate Assessment and/or Referral 
Management depends on the available resources and location of the patient at the time of the crisis.  Options 
include calling 911, making an appointment with a mental health professional or physician, or referral to 
social services.

 4.	 Evaluate for Key Features of ADHD Using DSM-IV/DSM-PC* 
Criteria 
The evaluation of primary symptoms should include information from a variety of sources including parents, 
the child, and school personnel.  A comprehensive interview with parents or caregivers is important.  Inter-
view topics should include a review of current and past symptoms, medical conditions, development history, 
psychosocial issues (involving psychological and social aspects), school history, and family background. 

*DSM-IV = Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition; DSM-PC = Diagnostic 
and Statistical Manual for Primary Care: Child and Adolescent Version (see Appendix A for criteria).

There is no single evaluation tool available to make a definite diagnosis of ADHD.  The diagnosis is based on 
a clinical picture of how early symptoms appeared, how long they have lasted, and how seriously they have 
affected the patient's daily life.  Diagnosis can be facilitated through the use of a semi-structured interview 
or questionnaire completed by parents, other caregivers, and school personnel.  Common questionnaires 
include Barkley Home Situations, Barkley School Situations, and the Behavioral Assessment System for 
Children (BASC).  Behavior rating scales include ADHD Rating Scale-IV, Child Attention Profile, and the 
Conners' Parent Rating Scales.
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The American Academy of Pediatrics (AAP) has developed a tool kit to assist health care professionals in 
providing quality care for children with ADHD.  The tool kit offers a coordinated multidisciplinary system 
of care for primary care professionals, school personnel, parents, and children.  Ordering information may 
be obtained by accessing their website: http://www.aap.org/bookstore or calling 1-888-227-1770. 

The Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition (DSM-IV), is recognized as 
the most widely used resource for diagnosing mental disorders, including ADHD.  Alternatively, a manual 
designed for use in primary care practice, the Diagnostic and Statistical Manual for Primary Care (DSM-
PC): Child and Adolescent Version, is now available.  The DSM-PC is designed to bridge the gap between 
pediatric primary care and mental health services.  It contains the DSM-IV criteria for childhood mental 
health disorders including ADHD and related conditions, but also contains useful information on the devel-
opmental continuum of behavior, from normal variations to mental disorders.  Note: The DSM-IV-TR (2000) 
is an updated version with no changes to ADHD criteria.

Symptoms

ADHD is categorized by the following core symptoms: 

•	 Inattention 

•	 Hyperactivity (excessive movement and restlessness)

•	 Impulsivity (acting without thinking)

Please refer to DSM-IV/DSM-PC* criteria for specific behavioral symptoms. 

*DSM-IV = Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition; DSM-PC = Diagnostic 
and Statistical Manual for Primary Care: Child and Adolescent Version (see Appendix A for criteria).

There are three subtypes of the disorder based upon the "often" occurrence of at least 6 of 9 behaviors within 
the inattention category, and 6 of 9 behaviors within the combined hyperactivity (excessive movement and 
restlessness)/impulsivity (acting without thinking) category: 

•	 Predominantly inattentive type (meeting criteria for the inattention category) 

•	 Predominantly hyperactive/impulsive type (meeting criteria for the hyperactive/impulsive cate-
gory) 

•	 Combined type (meeting criteria for both categories) 

Onset 

Some behavioral symptoms typically begin before age seven in most children (see Appendix A, DSM-
IV/DSM-PC criteria).  These symptoms may not be obvious in children who are predominantly inattentive 
without significant hyperactivity (excessive movement and restlessness) or impulsivity (acting without 
thinking).  Previous history must be reviewed carefully, especially in older children and adolescents, for 
symptoms not previously recognized or identified. 

Duration 

Behavioral symptoms have typically lasted a long time (at least six months – see Appendix A, "DSM-IV/
DSM-PC Criteria") and been recognized by parents, teachers, or the patient.  Careful review of past symp-
toms is critical when evaluating the presence or absence of symptoms not otherwise identified by parents, 
school personnel, or other caregivers.  It is also helpful to consider the context for symptoms, including 
teacher qualities, home and classroom environments and family dynamics. 
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Pervasiveness 

ADHD symptoms may vary in a child depending on the external environment, the child's interests and 
motivations, individual demands on attention and focus, and day-to-day influences.  Nevertheless, ADHD 
behaviors are typically present in more than one setting (see Appendix A, "DSM-IV/DSM-PC Criteria"). 

Impairment 

ADHD symptoms may vary in severity and impairment, depending upon individual characteristics and 
demands.  It is important to assess the degree of impairment as the ADHD symptoms relate to the patient's 
social, academic, or family functioning (see Appendix A, "DSM-IV/DSM-PC Criteria"). 

A word about behavior rating scales: 

The use of at least one standardized rating scale is recommended in order to review observations from people 
in direct contact with the child/adolescent (parents, daycare providers, teachers, etc.).  These observations/
ratings should be used as part of the overall historical database, and should not be the sole criteria used to 
diagnose ADHD.  In addition, caution should be used when interpreting standardized rating scales because 
of variables such as observer bias, observer ability to identify problems, and lack of observer knowledge 
(especially true of older children/adolescents in middle or upper grades).  The ADHD Rating Scale-IV is 
based on DSM-IV/DSM-PC criteria (see Appendix A) and is currently available for use. 

A word about continuous performance tasks (CPTs): 

Various continuous performance tasks (CPTs) have been developed to attempt to objectively measure sustained 
and selective attention, for example, Test of Variables of Attention (TOVA), Gordon Diagnostic System, and 
Conners' CPT, etc.  These tasks present stimuli rapidly while subjects are asked to respond to specific targets 
(for example, numbers, symbols, etc.).  The level of omission and commission in the responses is thought 
to measure degree of an individual's attention.  Although these instruments appear to discriminate between 
children with ADHD and their normal counterparts at a group level, the usefulness of these measures in 
assessing individual children is limited.  Due to significant false negative rates (estimated at 15-30%), these 
instruments are limited use in screening and evaluating children with possible ADHD.  They are most useful 
in research settings and the complex individual patient where more extensive data may be useful. 

5.  Screen for Other Primary Conditions and Assess for Comorbidities 
(concurrent conditions)
Many children may exhibit symptoms of ADHD at some point in their development, but it is important to 
note that common symptoms (inattention, hyperactivity [excessive movement and restlessness], disruptive 
behavior, academic problems) can be caused by a number of other difficulties.  At this stage of the process, 
the primary care provider must consider diagnoses other than ADHD in one of two areas.  Some patients 
will meet the criteria for ADHD but will also have a comorbid (concurrent) diagnosis or diagnoses ("primary 
ADHD" with comorbidity).  Other patients will have a diagnosis other than ADHD that largely accounts for 
the behavioral symptoms of inattention, impulsivity (acting without thinking), and/or hyperactivity (exces-
sive movement and restlessness).  In the latter case, the alternative diagnosis can be described as "primary 
with secondary features that mimic ADHD." 

Screening patients for other diagnoses falls into the five basic areas defined in Notes #5A-5E.  When 
screening, it is important to include information from as many sources as possible including the patient, 
parents, teachers, coaches, and health care professionals. 

There are a number of strategies to consider when screening of the ADHD patient for other conditions.  One 
is for the primary care provider to use his or her ongoing relationship with the family and patient over time 
to get a sense of any primary or concurrent problems as defined in identifiable in Notes #5A-5E. 
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A second strategy is to use a semi-structured interview format with some "key" questions designed to get 
at the disorders identified in Notes #5A-5E. 

Another strategy includes the use of "screening" questionnaires which, although not diagnostic, can offer a 
general sense of potential areas for concern.  Examples of screening instruments are the Achenbach Child 
Behavior Checklist (CBCL), Teacher Report Form (TRF), Youth Self Report (YSR), Devereux Scales of 
Mental Disorders (DSMD), and the Behavioral Assessment System for Children (BASC).  These forms 
are scored across a number of behavioral areas.  Patients who receive scores above a certain cutoff point 
in any given area might then be considered for more intensive evaluation around that problem area.  Using 
the instrument properly requires some training.  It is often helpful for the primary care provider to consult 
a psychologist when interpreting the scores.

For those patients suspected of other conditions or comorbidities, continued assessment is necessary to 
confirm or exclude such conditions.  In these cases further investigation, including subspecialty consulta-
tion, may be needed.
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Differential Diagnosis and Assessment of Comorbidity (concurrent conditions) in Children
and Adolescents with ADHD
Biomedical Problems

• Perinatal complications (time between 28th week of pregnancy and 28 days after birth)
• Neurological (for example, Tourette’s Syndrome [neurological disorder characterized by vocal

and physical tics that occur repeatedly in the same way], seizure disorder [condition
characterized by the sudden appearance of seizures])

• Chromosomal abnormality (fragile X syndrome [hereditary condition that causes a range of
mental impairments])

• Metabolic/endocrine (metabolic = related to chemical functions in the body; endocrine = related to
hormonal functions in the body, for example, hyperthyroidism [overactive thyroid])

• Toxins/medications (for example, lead)
• Iron deficiency (low level of iron in the body)
• Sensory impairment (related to disorders in vision and/or hearing)
• Associated with chronic illness
• Sleep disorder

Emotional/Psychiatric Problems
• Developmentally normal variation
• Anxiety disorder (depressive illness that makes a person feel nervous and worried)
• Depression/dysthymia (chronic mental disorders characterized by excessive feelings of

sadness)/childhood mania-bipolar disorder (chronic mental disorder characterized by excessive
feelings of sadness alternating with excessive elation)

• Pervasive developmental disorder/autism (neurological disorders that affect a child’s ability to
communicate, understand language, play, and relate to others)

• Conduct disorder (persistent patterns of hostile, aggressive, and antisocial behavior)
• Oppositional defiant disorder (recurring pattern of hostile and defiant behavior lasting for at

least 6 months)
• Substance abuse
• Adjustment disorder (inability to adjust to a stressful life event; must occur within three months

of the event and last no longer than six months)
• Psychosis (mental disorder characterized by significant personality disorganization, delusions,

and/or hallucinations)

Family/Psychosocial (Involving Psychological and Social Aspects) Problems
• Disruptive/chaotic home environment
• Mismatch of behavioral style & environmental expectations
• Family stresses/transitions
• Abuse/neglect
• Cultural factors
• Parental psychopathology (mental disease) and/or chemical dependency
• Social skills deficits

Speech/Language Problems
• Expressive/receptive language disorder (inability to express oneself with language or to

comprehend/process what is being expressed)
• Phonological disorder (difficulty in learning and organizing sounds needed for clear speech,

reading, and spelling)
• Dysfluency (speech disorder characterized by the repetition of a sound, word, or phrase)
• Apraxia (inability to perform a voluntary oral motor movement despite normal muscle function)

Academic/Learning Problems
• Cognitive impairment (low intellectual ability)
• Specific learning disability
• Giftedness (having a superior intelligence and/or special talent)
• Learning style variations
• Dysfunctions (for example, auditory discrimination problem [difficulty in hearing the difference

between sounds or words that are similar])
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Please refer to Notes #6 and 7 for ways to assess other primary conditions or comorbidities (concurrent 
conditions).  

A.	 Biomedical Conditions 
General health history and physical examination, including: 

•	 Height, weight 

•	 Blood pressure, pulse 

•	 Vision, hearing 

Special emphasis on: 

•	 Overall physical appearance 

-	 Minor physical anomalies may signal genetic abnormalities (low-set ears, large or undescended 
testicles [failure of testicles to move into the scrotum before birth], high-arched palate [unusually 
high arch in the roof of the mouth], etc.) 

•	 Signs and symptoms of abuse 

•	 Neurological examination 

-	 Abnormalities (for example, motor or vocal tics [involuntary, rapid, sudden movements and/or 
vocalizations], asymmetry [not equal] or abnormality of reflexes or motor tone, tremors [trembling 
and shaking]) 

-	 Neurological "soft signs" (refers to impairments in motor coordination, and performance of complex 
motor acts in an orderly and meaningful way)

-	 Subtle neurological signs include difficulty with sequencing (ability to communicate and understand 
information in an orderly and meaningful manner), dysrhythmia (abnormal rhythms), mirroring 
(matching one's movements to that of another person), motor overflow (involuntary physical move-
ment), and clumsiness. "Clumsiness" refers to the performance of fine and/or gross motor tasks 
(activities using small and/or large muscles) in an immature, slow, irregular, or inconsistent fashion.  
Skills are imprecise rather than grossly impaired.  "Soft" neurological signs (refers to impairments 
in motor coordination, and performance of complex motor acts in an orderly and meaningful way) 
are present in many children with learning and behavioral disorders. 

•	 Assessment of developmental status 

-	 Observe child's activity level, ability to converse appropriately, ability to follow directions, and 
cooperativeness. 

- 	 History of delays or questionable areas:

•	 Auditory perception (ability to identify, interpret, and attach meaning to sound)

•	 Expressive language (ability to communicate thoughts and feelings by gesture, sign language,  
verbalization, or written word)

•	 Visual and sequential processing (inability to make sense of visual information) 

•	 Memory 

•	 Fine (small muscles) and gross (large muscles) motor function 
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-	 Cognitive (intellectual functioning) screening tools 

The provider may find the following helpful.  Responses are age-dependent. 

	•	 Ask the child to tell about a recent event – birthday, sports event, etc.(note whether.
language is fluent, coherent, and organized). 

•	 Ask parent if child has difficulty taking telephone messages or retaining classroom instruc-
tions, if age appropriate (short-term memory). 

•	 Observe the child using a pencil to copy symbols and words (visual perceptual motor 
disorder [characterized by confusing written symbols, easy distractibility, inability to copy 
information]). 

•	 Ask the child to perform a three-step command (sequencing [ability to communicate and 
understand information in an orderly and meaningful manner]). 

•	 Ask the child to repeat four words, remember them, and repeat them again when asked in 
5 or 10 minutes (memory, attention). 

•	 Ask the child to repeat three, then four digits forward; then repeat three, then four digits 
backward (concentration).

Based on history and physical examination, further work-up may be indicated in areas such as: 

Genetic or chromosomal 

•	 Fragile X syndrome (hereditary condition that causes a range of mental impairments) 

•	 Mental retardation 	

•	 Tourette's Syndrome (neurological disorder characterized by vocal and physical tics that occur 
repeatedly in the same way)

•	 Neurofibromatosis (genetic disorder of the nervous system that affects the development and 
growth of nerve cell tissues) 

Neurological 

•	 Seizure disorder (disorder characterized by the sudden appearance of seizures) 	

•	 CNS trauma (trauma to the central nervous system)

•	 Neurodegenerative conditions (degeneration of nerve cells) 

•	 CNS infection (infection of the central nervous system)

•	 Choreiform disorder (movement disorder characterized by coordinated involuntary, rapid, jerky 
movements)

Biomedical 

•	 Anemia (lower than normal amount of red blood cells)

•	 Toxins (lead, fetal alcohol syndrome, prenatal cocaine exposure)

•	 Allergy 				     

•	 Auditory or visual impairment (dysfunctional hearing or seeing)	 
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•	 Metabolic/endocrine (metabolic = related to chemical functions in the body; endocrine = related 
to hormonal functions in the body)

•	 Sleep disorders may lead to behaviors that may mimic mild ADHD and exacerbate symptoms 
of moderate to severe ADHD.  Sleep should be thoroughly evaluated.

B.	 Screen Emotional/Psychiatric Problems 
The diagnosis of ADHD may be complicated by either the presence of a coexisting psychiatric condition 
or a psychiatric condition with symptoms similar to ADHD.  It is clear that children with ADHD are also 
at risk for:

•	 depression (feelings of excessive sadness)

•	 anxiety disorders (depressive illnesses that make a person feel nervous and worried)

•	 conduct disorders (persistent patterns of hostile, aggressive, and antisocial behavior)

•	 substance abuse

The prevalence of these conditions in children with ADHD ranges from 15 to 30 percent.  At the same time, 
it is those same four conditions that most often are misdiagnosed as ADHD.  Therefore, the primary care 
provider should simultaneously screen the child for ADHD and these four conditions.  The following may 
be considered as a starting point in screening:

Depression (excessive feelings of sadness) 

a.	 Consistent depressed or irritable mood for nearly every day lasting for at least two weeks 

b.	 Significantly diminished interest or pleasure in all or almost all activities

c.	 Undeniable decline in school or work performance

d.	 Recurrent suicidal ideation (entertaining the idea) without a specific plan, or recurrent thoughts 
of death

e.	 Persistent depressed mood associated with almost daily insomnia (inability to sleep) or hyper-
somnia (excessive sleeping) 

Juvenile Mania-Bipolar Disorder  

Recent evidence suggests an overlap between ADHD and juvenile mania-bipolar disorder (mental 
disorder characterized by excessive elation and hyperactivity alternating with depressed moods).  The 
following are characteristics of juvenile mania-bipolar disorder that may help the primary care profes-
sional clinician in differentiating between the two conditions: 

•	 Mania-bipolar disorder is extremely rare when compared to ADHD 

•	 Patient experiences pressured speech (rapid, driven, nonstop talking), racing thoughts, grandi-
osity (inflated view of one's own worth and power), reduced need for sleep

•	 Symptoms include rapid onset affective storms (disorderly outbursts), prolonged severe temper 
outbursts, violent furious aggression, irritability, erratic (inconsistent and unpredictable) inter-
personal behavior

•	 Depression is usually present 
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Anxiety Disorder 

The diagnosis of posttraumatic stress disorder (anxiety disorder associated with serious traumatic events), 
may be the most common diagnosis that mimics ADHD.  The most likely causes of posttraumatic stress 
disorder fall in the spectrum of physical or sexual abuse.  Those areas should have been screened during 
assessment of the patient's psychosocial history (involving psychological and social aspects). 

The remaining diagnoses that are likely to occur in childhood include those of separation anxiety disorder 
(excessive anxiety concerning separation from home or from those to whom the child is attached) and 
generalized anxiety disorder (depressive illness that makes a person feel nervous and worried).  Evidence 
that may be useful in identifying these conditions are: 

•	 Developmentally inappropriate and excessive anxiety concerning separation from home or 
from those to whom the child is attached (separation anxiety disorder) 

•	 Persistent and excessive worry about losing or about possible harm befalling major attachment 
figures 

•	 Repeated complaints of physical symptoms when separation from major attachment figures 
occurs or is anticipated

•	 Consistent excessive dissatisfaction with less-than-perfect performances (for example, school 
assignments)

•	 Inability to control or stop worrying/anxiety

Conduct Disorder (persistent pattern of hostile, aggressive, and antisocial behavior)

•	 Presence of negativistic (discontented, irritable), hostile, and defiant behaviors which may 
include losing temper, arguing with adults, refusing to comply with adults' requests, deliberately 
annoying people, consistent anger, and resentment expressed toward others

•	 History of physical aggression toward people or animals

•	 History of deliberate stealing

•	 History of violating rules with potentially serious consequences (for example, running away 
from home, intentionally missing school)

Substance Abuse 

•	 History of using alcohol or illicit drugs of any kind

•	 Using alcohol or drugs to alter mood state or to escape a mood state 

•	 Consequences at school, in the home, or with legal authorities related to the patient's use of 
alcohol or drugs

•	 History of a peer expressing concern regarding the patient's use of alcohol or drugs 

•	 History of feeling guilty about use of alcohol or drugs

•	 Behaviors suggestive of drug or alcohol use (increasing isolation from family/friends, presence 
of drug paraphernalia)

Pervasive Developmental Disorders/Autism Spectrum Disorders (neurological disorders that affect 
a child's ability to communicate, understand language, play, and relate to others, for example, autistic 
disorder, Asperger's Syndrome [subgroup of autism with particular emphasis on dysfunctional social 
interactions and difficulty in understanding abstract forms of language]) 
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Although it is uncommon for ADHD to be confused with autism spectrum disorders, it is common for 
children with autism spectrum disorders to present with ADHD features. Typical problem areas for these 
children include: 

•	 Poor social interaction (for example, reciprocity [mutual exchange], non-verbal gesture, sharing, 
peer relationships) 

•	 Poor communication (for example, language delay, conversational speech, idiosyncratic/stereotyped 
language [repetitive and restricted use of certain words], symbolic/imitative play)

•	 Restrictive, repetitive patterns of behavior (for example, preoccupations, rituals, self-stimulatory 
motor mannerisms [repetitive physical behavior such as pacing or hand wringing])

If screening indicates the possibility of a psychiatric diagnosis, referral to a mental health professional is 
indicated.

C.	 Family/Psychosocial (involving psychological and social aspects) Problems 
In addition to the evaluation of comorbid (concurrent) psychiatric or learning conditions, it is important to 
consider the psychosocial context (involving psychological and social aspects) in which the child's symp-
toms and concerns arise.  Identified below are factors to consider and some ideas for interview questions.  A 
thorough assessment of the family's functioning will help in understanding both the nature and severity of 
the child's symptoms and the family's ability to make use of education and treatment recommendations. 

Psychosocial Stressors (involving psychological and social aspects) 

Chronic or acute stress may manifest in a child's functioning in a variety of ways; common symptoms include 
anxiety, dysphoria (unpleasant mood such as sadness, anxiety, or irritability), and behavioral acting out 
(behavioral expression of feelings, often unconscious).  Any of these difficulties may result in changes in 
academic performance or behavior at home. 

Sample question: Has your family been coping with other difficulties or stressors during the past year or 
two? 

Stressful life events may include: 

•	 Major life transitions or changes (a move, change of school)

•	 Loss (death of loved one, parental separation or divorce)

•	 Abuse (sexual or physical, domestic violence)

•	 Traumatic events (for example, car accident). 

Family History 

Sample question: Has anyone in your family (parents, siblings, and extended family) been treated for...? 

•	 Anxiety disorder (depressive illness that makes a person feel nervous and worried) 

•	 Depressive disorders (including bipolar disorder)

•	 Learning/attention problems 

•	 Developmental delay, mental retardation, autism (neurological disorder that adversely affects 
communication, social interaction, and creative or imaginative play) 

•	 Chemical dependency 

•	 Conduct problems

•	 Other mental health problems
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Quality of Caregiving 

Consider the family's strengths and resources for coping as well as their beliefs and attributes (qualities) 
concerning their child's difficulties.  Also examine the effects of the child's symptoms on the family as a 
whole. 

Interview caregivers for evidence of family dysfunction or vulnerability.  In particular, look for problems 
that may affect the parents' ability to manage behavior consistently and appropriately, to provide adequate 
nurturing and structure, and to accurately (meaningfully) evaluate the child's functioning. 

These problems may include: 

•	 Parental psychiatric disorder or chemical abuse/dependency 

•	 Cultural differences 

•	 Lack of education or information 

•	 Low intellectual functioning 

•	 The absence of family/community supports 

•	 Psychosocial stressors (involving psychological and social aspects) (see above) 

•	 Limited nurturance of child

Sample questions:

•	 What is a typical day like at your home? 

•	 Do you feel supported by the child's school and the community? 

•	 Who provides help with your child when you need it? 

•	 Is there any use of alcohol or illicit drugs in your home? 

•	 Tell me what you've heard or learned about ADHD? 

•	 What kind of discipline works (or doesn't work) with your child? 

•	 When do you enjoy being with your child?

If significant family pathology (disease) is present, then referral to a mental health professional, family 
therapist, or social services is appropriate. 

D.	 Speech/Language Problems 
Children with ADHD are more likely to exhibit difficulties in speech and language development, particu-
larly with expressive language (ability to communicate thoughts and feelings by gesture, sign language, 
verbalization, or written words).  Any history of speech or language delay or services should be discussed 
and reviewed. Common difficulties include: 

•	 Historical or current problems with dysfluencies (speech disorders characterized by the repetition 
of a sound, word, or phrase) 

•	 Disorganized speech on tasks that require verbal explanations 

•	 Excessive, tangential (superficially irrelevant), or rapid speech 

•	 Problems with volume modulation (controlling how loud speech is)

•	 Fragmented sentences with pauses 
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Receptive language problems (difficulty in understanding the spoken word) may also be present in children 
with ADHD or may be a comorbid (concurrent) condition.  These children may mimic primary problems 
with attention and have problems following directions and retaining verbally presented material. 

Many children with ADHD manifest "pragmatic language dysfunction" (inability to read essential verbal, 
nonverbal, and situational cues) in social situations.  This can lead to a tendency to make socially unac-
ceptable choices.  More than 50% of children with ADHD are likely to have communication/interaction 
problems that manifest themselves as social skills deficits.  The primary care provider should inquire about 
aggressive, domineering, and intrusive social interaction styles as well as difficulty in initiating and main-
taining friendships, or even outright rejection by peers.

If screening indicates concerns about a child's speech and/or language, a referral should be made to a pediatric 
speech and language pathologist. Parents may make a request in writing to their child's school with a copy 
of the request kept by the parents.  Alternatively, the family may seek a private speech and language evalu-
ation. It is helpful for primary care providers to be familiar with speech and language pathology resources 
in their community in order to make appropriate referrals.

Children with hearing impairment may also exhibit symptoms of inattention, problems with task comple-
tion, disruptive behavior, noncompliance, speech and language problems, or a need for frequent repetition 
of information.  All children being evaluated for ADHD should have had their hearing screened within 
the previous 12 months.  If questions arise, they should be referred to an audiologist (specialist in hearing 
disorders) for formal evaluation. 

E.	 Academic/Learning Problems 
Children with ADHD are at increased risk of struggling academically and are frequently reported as 
underachievers.  Academic history should include information from parents and teachers to assess areas of 
difficulty in children with ADHD, which include: 

•	 Completion of independent work in a timely fashion 

•	 Attention to detail 

•	 Studying for exams 

•	 Taking notes on classroom lectures 

•	 Organizational skills 

•	 Time management 

•	 Self-monitoring 

There is a consistent relationship between ADHD and learning disorders.  One in every three to four children 
with ADHD has a specific academic skill deficit or "learning disability" in a traditionally defined area such 
as reading, written language, or mathematics.  A learning disability is formally identified when there is a 
significant discrepancy (difference) between a student's IQ score and his or her scores in achievement areas  
(usually defined as 1.75 to 2 standard deviations). 

Learning disabilities or disorders as currently defined in the DSM-IV/DSM-PC* include: 

•	 Reading disorder 

•	 Mathematics disorder 

•	 Disorder of written expression 

•	 Developmental coordination disorder (overall physical uncoordination)
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*DSM-IV = Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition; DSM-PC = Diagnostic 
and Statistical Manual for Primary Care: Child and Adolescent Version (see Appendix A for criteria)

Children with subnormal intelligence may appear inattentive due to their lack of understanding and tracking 
with material that is too difficult for them.  However, it is also important to note that children with cognitive 
impairment (low intellectual ability) are three to four times more likely to have ADHD than children with 
intelligence scores in the normal range.  Therefore, IQ assessment and individual achievement testing may 
often be essential components of an ADHD evaluation.  It is important to note that these children may be 
misdiagnosed as having an attention problem when in fact their symptoms are related to academics that are 
either too difficult or too easy.

Review school concerns with the patient, parents, teachers, and other school professionals.  Common symp-
toms for children with learning disabilities or cognitive impairment (low intellectual ability) include: 

• 	 Apparent apathy or hostility toward school 

•	 Avoidance of or failure in specific subject areas 

•	 Disruptive or negative behaviors in certain classes 

•	 History of difficulty in specific skill areas 

•	 History of special education services, "Title 1" assistance (public school-supported), etc. 

•	 History of early childhood service 

Possible questions for assessing academic performance issues in the context of an ADHD evaluation might 
include: 

•	 What subject is your favorite/easiest? 

•	 What subject is hardest/least favorite? 

•	 How do you get along with your teachers? 

•	 How much homework do you do on an average night?  How does this compare to the amount of 
homework classmates are doing?  How much do your parents help you with your homework? 

•	 What grades are you receiving in each of your classes?  How does this compare to your grades in 
previous years?  Have you ever failed or are you currently failing any classes? 

•	 Do you receive any special help in school? 

•	 What are your interests outside of school? 

•	 Does your son/daughter have any trouble with study/organizational skills? 

•	 What do you see as your son/daughter's learning style strengths?  Weaknesses? 

•	 Do you think your child feels positively about school? 

•	 Has anyone from school ever contacted you with specific academic or behavioral concerns about 
your child? 

•	 Are you pleased with your child's grades? 

•	 Do you feel your son/daughter is working up to his/her potential? 

"Gifted" students (having a superior intelligence and/or special talent) may also show signs or symptoms of 
ADHD such as inattention, disruptive behavior, and apparent lack of motivation or engagement in classroom 
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activities.  It is important to note that these children can be misdiagnosed as having an attention problem 
when in fact their symptoms are related to a lack of appropriate challenge and stimulation at school.  Never-
theless, giftedness and ADHD may coexist.

If speech and language problems suggestive of a pervasive developmental disorder are present, referral 
should be made to developmental or mental health professionals with a speech and language pathologist as 
a part of the diagnostic team.

IQ and Educational Testing
Individual testing:

The IQ test most frequently used to assess school age children is the Wechsler Intelligence Scale for
Children-Third Edition (WISC-III).  The age range for administration is 6 years through 16 years and 11
months. The WISC-III involves 12 subtests and yields a Verbal Comprehension Score, Perceptual
Reasoning Score, Working Memory Score, Processing Speed Score, and Full Scale IQ Score with a mean
score of 100 and a standard deviation of 15 points.  IQ scores range from 40-160; scores 130 and above are
considered very superior, those 120-129 superior, 110-119 high average, 90-109 average, 80-89 low
average, 70-79 borderline, and 69 and below cognitively (intellectually) deficient. Other intelligence tests
include the Kaufman Assessment Battery for Children (K-ABC), the Stanford-Binet Fourth Edition (SB4),
and the Woodcock Johnson Psychoeducational Battery (WJ-R): Tests of Cognitive Ability.

Another method of Woodcock Johnson testing – the Woodcock Johnson Psychoeducational Battery-Revised
(WJ-III-R): Tests of Achievement – are often used in schools to look at academic achievement in reading,
written language, and math.  Age and grade equivalent scores are available with a mean standard score of 100
and standard deviation of 15.  Other achievement tests include the Peabody Individual Achievement Test
(PIAT-NU), the Wide Range Achievement Test (WRAT-R), the Wechsler Individual Achievement Test
(WIAT).

Group testing:

Group tests are also commonly administered, but results of group tests must be interpreted with caution;
they are not adequate for formal assessment purposes.  Group tests include the Iowa Tests of Basic Skills,
the Metropolitan Achievement Test, and the California Achievement Test.  Scoring for these tests is based
on national norms. Alternatively, some schools are using "curriculum-based" measures that compare student
performance to district-defined learning goals.

6.	 Does ADHD Appear to Be the Primary Diagnosis? 
Suspected Alternative Primary Condition 
If an alternative primary diagnosis is assessed through completion of an appropriate evaluation and an 
alternative primary diagnosis is identified, the patient no longer falls within this guideline and should be 
referred to a specialist as appropriate to the condition.  Possible examples might include anxiety disorders 
(depressive illness that makes a person feel nervous and worried), depression, cognitive impairment (low 
intellectual ability), etc. 

Suspected ADHD with Comorbid (concurrent) Condition 
If ADHD is the likely primary diagnosis but a comorbid (concurrent) condition is also suspected, the 
primary care provider may proceed to step 11 while evaluation of the suspected concurrent problem is 
completed.  This allows the provider to continue appropriate management strategies in a timely manner.  
It is important to remember that concurrent issues can be of equal importance to the diagnosis of ADHD.  
Therefore, they must be fully evaluated and the overlapping nature of the conditions (for example, ADHD 
and learning disabilities) must be considered before moving into the management plan.  Possible examples 
might include oppositional defiant disorder (recurring pattern of hostile and defiant behavior lasting for at 
least six months), learning disability, etc. 
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8.	 Any Additional Related Comorbidities (concurrent conditions) 
Identified? 
Patients undergoing assessment for biomedical, emotional/psychiatric, family/psychosocial (involving 
psychological and social aspects), speech/language, and academic/learning problems may be identified as 
having a related comorbidity (concurrent condition) to the primary ADHD condition. 

9.	 Desire Specialist for ADHD Management? 
For those patients with ADHD and a concurrent condition, the primary care provider may either manage 
the ADHD component or consult with a medical specialist.  This decision depends on the complexity of the 
concurrent condition and its relationship to the ADHD symptoms, as well as on the individual provider's 
expertise and knowledge. 

Medical specialties may include the following: 

•	 Child-adolescent psychiatry 

•	 Developmental-behavioral pediatrics 

•	 Pediatric neurology 

The primary care provider is encouraged to coordinate care between medical and non-medical specialists 
(for example, mental health, school/educational, speech/language) as indicated. 

10. DSM-IV/DSM-PC* Criteria Confirmed? 
After careful evaluation of the patient's primary symptoms and complete screening for any comorbidity 
(concurrent condition) or other primary condition, the primary care provider should be able to confirm the 
diagnosis of ADHD. 

*DSM-IV = Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition; DSM-PC = Diagnostic 
and Statistical Manual for Primary Care: Child and Adolescent Version (see Appendix A for criteria).

11.	Out of Guideline - Need for Further Evaluation
For those patients not meeting DSM-IV/DSM-PC* criteria and not having another condition identified, 
close monitoring and further evaluation of their learning or behavior problem is indicated.  Consulting a 
specialist may be helpful due to the nature and complexity of such cases.  Such patients would not be within 
the scope of this guideline. 

*DSM-IV = Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition; DSM-PC = Diagnostic 
and Statistical Manual for Primary Care: Child and Adolescent Version (see Appendix A for criteria)

12.	ADHD Diagnostic Formulation (summary of the provider's 
judgment about the patient's overall condition) 
A comprehensive diagnostic formulation (summary of the provider's judgment about the patient's overall 
condition) for a child with ADHD is critical so that parents clearly understand their child's attention diffi-
culties as part of an inclusive picture of his or her functioning.  Findings should be presented to families 
within a biopsychosocial framework (relating to biological, psychological, and social aspects).  Discussion 
of the ADHD diagnosis should be presented within the context of associated comorbid (concurrent) mental 
health diagnoses and issues, academic performance issues, learning disabilities, developmental concerns, 
medical diagnoses, social concerns, family issues, and other stressors.  It is crucial to discuss the child's and 
the family's strengths as well as their vulnerabilities. 
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Based on a comprehensive and accurate diagnostic formulation, an adequate and appropriate treatment plan 
should follow. 

Management Flowchart Notes 

13. ADHD Diagnostic Formulation (summary of the provider's 
judgment about the patient's overall condition) 
The patient has been diagnosed with ADHD with or without comorbidity (concurrent condition).  This 
diagnosis is based on the evaluation flowchart. 

14. Multimodal (more than one mode) Management Coordinated by 
Primary Care Provider 
After accurate diagnosis of ADHD, the underlying principle of successful management includes multiple 
treatment modalities begun simultaneously to address the multidimensional nature (and secondary effects) 
of the disorder and its impact on a child's functioning.  The primary care provider is in a unique position 
to coordinate these interventions from initial diagnosis through ongoing monitoring and continuing care.  
Subspecialty consultation at any point along this continuum may occur depending on the knowledge and 
expertise of the primary care provider as well as the complexity of the patient's condition.  Despite the need 
for individualized approaches, there are several general interventions and strategies that effectively address 
many of the common primary and secondary features of ADHD. 

15.	Education of Key Individuals 
Once ADHD is diagnosed, it is important to educate key individuals, including the child, parents, and school 
personnel. 

For the child, a developmentally appropriate explanation and demystification (to eliminate the misconcep-
tion) of ADHD using specific metaphors and examples is especially helpful. This should include not only 
explanation of related difficulties, but also discussion of the child's strengths and attributes. 

For the parents, this should include information on neurologic mechanisms, common features of ADHD and 
how they relate to the child's previous and current problems, and future expectations of clinical course and 
intervention strategies. The importance of individual teacher selection each year should be emphasized. 

For school personnel, one should not assume knowledge of ADHD.  It is important to provide specific 
teacher-focused information for the parents to share with all appropriate individuals.  This information not 
only should explain ADHD related to the child's classroom difficulties, but also should address appropriate 
intervention strategies and modifications as described in Note #7, "Assessment of Suspect Condition(s) and 
Comorbidity(s)." 

16.	Parents/Family Focused Strategies 
ADHD Support Groups 
These groups help parents learn more about ADHD through lectures or reading material and can help parents 
cope emotionally by communicating with other parents of ADHD children in a supportive setting.  The 
Attention Deficit Disorder Association (ADDA) and Children and Adults with Attention Deficit Disorder 
(CHADD) are two such groups and they have local chapters in many areas.  A children's or community 
hospital in the area, or the child's school or school district may also have a support group. 
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Advocacy Groups 
Groups exist to help parents learn about what rights their children have in the educational setting and what 
special services are available for their needs.  These groups can also aid in parent interactions with the school 
system and can give parents some direction in finding services for their children. One such group is Parent 
Advocacy for Children's Educational Rights (PACER). 

Parenting Skills Training 
One of the most useful strategies a parent can undertake to improve harmony in the home is to learn ways 
to modify (change) the child's behavior in a manner consistent with school-focused behavior modification. 
This serves to give the child direction, goals, and limits in hopes of improving compliance, behavior, self-
esteem, etc. This training can be obtained through formal classes, books, or counseling. 

 Suggestions for Parents 
•	 Note problem behaviors and make notations of frequency and severity to help make the problems 

more objective and to aid in monitoring improvements as behavioral changes are made. 

•	 Try to spend 10-15 minutes daily focusing on the child alone to listen and let him/her know he/she 
is important. 

•	 Keep consistent schedules and routines with advance warning of any upcoming changes. 

•	 One or two simple, clear instructions should be given at a time. The child should repeat the instruc-
tions back to ensure comprehension. 

•	 Clear, concise rules should be provided for the behavior of all family members, with consistent 
follow-through of appropriate consequences and rewards. 

•	 Decrease inappropriate behavior by allowing: 

-	 Natural consequences to the child's actions 

-	 Logical consequences linked to the offending behavior

-	 Time-outs

•	 Create consistent sleep habits and a restful sleep environment.

•	 Have a special quiet spot with few distracting influences for doing homework or working on proj-
ects. 

•	 Allow the child choices within set limits so that the child has a sense of some control. 

•	 Have the parent take a break or time-out from the child if he or she is becoming too frustrated or 
angry. 

•	 Make sure the child knows his or her behavior is the issue or problem, not the child himself or 
herself. 

Comorbidity (concurrent condition) Present 
In cases with significant family dysfunction or other stresses (for example, financial, health problems, chemical 
dependency issues, etc.), individualized family therapy may be more appropriate.  In-home counseling may 
be available through county services. 
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17.	Child Interventions 
The following interventions do not have solid empirical (proven) support for the treatment of ADHD and 
may be more appropriate to address deficits that often occur concurrently or develop secondarily in indi-
viduals with ADHD. 

Social Skills Training 
The child's social skills are resources for solving the specific problems that arise from ADHD.  Interpersonal 
problems and difficulties with peers may occur secondary to impulsivity (acting without thinking).  As a 
child gets older, unpredictable behavior is less tolerated by peers and within the family. 

 Social skills building is meant to offer immediate practical skills in a safe setting. Sometimes this can be 
a way to have several people (family, school, friends) offer the same message about appropriate behavior 
and may have a better chance of being assimilated and used.

Social skills training (group or individual) are designed to increase knowledge about appropriate and inap-
propriate social behaviors in children who find it difficult to initiate and maintain positive peer interactions. 
Children with ADHD often lack skill in functional pragmatic language (ability to read essential verbal, 
nonverbal, and situational cues) in social situations.  The various target skills may include maintaining eye 
contact, initiating and maintaining a conversation, sharing, and cooperating.  Role-playing exercises with 
group feedback are commonly used. 

Social skills building groups may be available through the school.  These may be recognized as "friendship 
groups" or "social skills groups."  Early childhood family education, which may include children older 
than the preschool-aged child, is also available.  Some other community resources may include the YMCA, 
community education, or local health organizations. 

Problem Solving Strategies/Cognitive Behavioral Therapy (treatments that focus on 
changing an individual's thoughts in order to change behaviors and emotions) 
The goal of self-instructional problem solving training is to help children who have ADHD "stop and think" 
before acting.  This therapeutic modality falls under the general category of cognitive behavioral therapies 
(treatments that focus on changing an individual's thoughts in order to change behaviors and emotions).  
Designed to facilitate self-control and reflective problem solving, it is appropriate for children who exhibit 
impulsive, non-self-controlled behavior and/or lack skill in problem solving.  This can be accomplished 
through the use of various resources: family therapy, in-home therapy, an individual therapist, or county 
services (if available).  All options should be coordinated with school efforts. 

Study/Organizational Skills Training 
Study and organizational skills building should be offered in conjunction with curriculum modification.  The 
curriculum should be concrete and sequential with only essential information as a requirement. Specific 
interventions can address issues such as: 

Behavior:  Difficulty in sequencing (ability to communicate and understand information in an orderly 
and meaningful manner) and completing steps to accomplish specific tasks (for example, writing a book 
report or term paper, organizing paragraphs, solving division problems) 

Modification:  Break task into workable and manageable tasks.  Provide examples to accomplish 
task. 

Behavior:  Difficulty in prioritizing from most to least important. 

Modification:  Prioritize assignments and activities.  Provide a model to help students.  Post the model 
and refer to it often. 
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Comorbidity (concurrent condition) Present 
In children or adolescents with current anxiety, depression/dysthymia (chronic, low-level depression), 
chemical abuse, oppositional defiant disorder (recurring pattern of hostile and defiant behavior lasting for 
at least 6 months) or conduct disorder (persistant pattern of hostile, aggressive, and antisocial behavior), 
or medical condition, appropriate medical management should be implemented. 

18.	School Interventions
Even at optimal doses of medication, most children with ADHD have some difficulties at school.  Primary 
care providers and other physicians are often in a good position to assist parents in advocating for appropriate 
school programming for children with ADHD.  Several classroom strategies are listed in the table below.  
Although it is not expected that the primary care provider will act as an expert "consultant" in this area, it is 
important for him or her to have enough background familiarity with these issues to be an effective advocate 
and to be able to educate and empower parents on these issues. 

Studies demonstrate that medication is superior to non-medication interventions when delivered alone.  
However, non-medication interventions such as behavioral management and educational accomodations/
modifications in the classroom have been found to assist children with ADHD in coping with and compen-
sating for the academic and social difficulties associated with this disability.  If the primary care provider 
or parents decide not to use medications to treat ADHD, despite its overwhelming effectiveness, it is still 
appropriate to use psychological and social interventions. 

Classroom Strategies for Children with ADHD 

•	 A high degree of order and predictability in the classroom 

•	 Clear and consistent rules and expectations 

•	 Classroom organizational strategies such as a posted daily work schedule, written notices for home-
work assignments, quiet work areas, seating close to teacher and near positive peer models 

•	 Training in study skills and time management 

•	 Regularly scheduled, frequent breaks 

•	 Creation of multisensory (consisting of more than one sense) learning activities that are engaging 
and use various attention-getting devices 

•	 Reduction of the amount of work assigned or other modifications of assignments 

•	 Liberal use of positive reinforcers immediately and continually for desired behaviors 

•	 Establishment of a school-home daily note card system to maintain parent-teacher contact with 
regard to academic and behavioral progress and problem areas 

•	 Working with the student on self-monitoring, self-reinforcement, and compensatory/adaptive strate-
gies 

Ongoing collaboration and communication between primary care providers and teachers is desirable in order 
to discuss and implement effective treatment strategies for each child.  It is also important for the primary care 
provider to communicate with school staff about any medical/neurologic problems (for example, Tourette's 
Syndrome [neurological disorder characterized by vocal and physical tics that occur repeatedly in the same 
way], mental retardation, seizures, hearing impairment, or chronic medical conditions).  Providers may also 
want to discuss the perceived role of psychotropic medication (medications used to control symptoms of 
mental illness but not psychoses) and answer any questions about expected benefits, side effects, etc. 
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The severity of the child's ADHD and its adverse impact on academic performance will determine whether 
the child qualifies for special education services.  The three educational service categories most commonly 
identified for children with ADHD (in school terminology) are: Learning Disability (LD), Emotional/Behav-
ioral Disorder (EBD), and Other Health Impaired (OHI).  Students with ADHD who do not meet eligibility 
criteria for these programs may still need some level of assistance to be successful and may still receive 
specialized instruction and accommodations in the regular classroom.   This is stated in section 504 of the 
Rehabilitation Act of 1973 and is intended to ensure a "free and appropriate education in the least restrictive 
environment" for all students including those with a physical or mental impairment that limits learning.  In 
these cases, parents should be encouraged to formally request from school administration a "section 504 
plan" for their child.  The child's physician must provide adequate documentation of the child's impairment 
(ADHD or other diagnosis).

Comorbidity (concurrent condition) Present 
Specific learning disabilities that accompany ADHD must be treated concurrently with appropriate special 
education programming.  Primary care providers should develop a basic understanding of the Individual-
ized Education Plan (IEP), the document that details the student's direct and indirect special educational 
services. 

Speech and language related difficulties can have an impact on a number of subject areas and tasks so must 
also be treated and supported across the curriculum.  Children with ADHD who are also hearing impaired 
may require special assistance such as an "auditory trainer" device (device that allows the user to better 
hear and understand a speaker in a noise-filled room) and other classroom accommodations.  Most school 
districts offer the services of a hearing impairment specialist for these students. 

19. Medications Warranted and Desired? 
Medication is an effective treatment for ADHD.  The decision to use medication should be made in conjunc-
tion with parents following a thorough discussion of expected benefits and potential risks.  The decision is 
influenced by factors such as the child's age, severity of symptoms, presence of concurrent conditions and 
may involve decision making regarding choice of medication. 

20. First-Line Medication(s) Trial(s) 
Psychostimulant medications are considered first-line therapy, as they are effective in 70-80% of children 
with ADHD.  It is theorized that stimulants increase the availability of neurotransmitters at the presynaptic 
terminals (related to communications among nerve cells) in order to improve executive brain functions (orga-
nization, memory, time management, and self-regulation).   This allows the child to exhibit more purposeful, 
goal-oriented behavior by focusing attention, reducing impulsiveness, and decreasing motor activity. 

Absolute contraindications (reasons why a treatment or procedure would be inadvised) to the use of psycho-
stimulants include psychosis (mental disorder characterized by significant personality disorganization, delu-
sions, and/or hallucinations), certain cardiovascular conditions (related to the heart and blood vessels), or 
previous untoward (unexpected and unusual) reactions to stimulant medication.  Occasionally, a comorbid 
(concurrent) condition may require the consideration of alternative medications.  In the presence of concur-
rent conditions, the primary symptoms of concern should influence the medication decision. 

Treatment with psychostimulants (controlled, brain chemical regulating medications, for example, Ritalin) 
is often safe and effective in managing children with ADHD with mild to moderate tics (involuntary, rapid, 
sudden movements and/or vocalizations).  Nevertheless, frequency and severity of tics should be care-
fully monitored in these patients.  No routine blood work is necessary before or during psychostimulant 
therapy. 

	
Flowchart Notes	 Diagnosis and Management of ADHD



Institute for Clinical Systems Improvement		  	
	 	 	
	 	 	

www.icsi.org

28

The three types of stimulant medication most commonly used are: 

•	 Methylphenidate (MPH – Ritalin, Concerta) 

•	 Dextroamphetamine (Dexedrine)

•	 Amphetamine salts (Adderall)

Response to one stimulant does not predict response to the others. Studies indicate a 70%-80% response 
rate to each stimulant independent of one another. Therefore, if a child is a non-responder to one stimulant, 
it is advisable to attempt a second or third trial with other stimulants. 

Each of these stimulant medications has the common adverse effects of decreased appetite, insomnia (inability 
to sleep), headache, stomachaches, and irritability.  If sleep problems are reported, determine factors which 
may influence response to stimulant treatment. 

Dosages should be adjusted for each child depending on body weight, degree of impairment, and specific 
symptoms targeted for improvement.  Children with ADHD of the predominantly inattentive type have 
been shown to respond well to low doses of methylphenidate.  Children with ADHD, combined type or 
predominantly hyperactive (excessive movement and restlessness), have shown more positive response at 
moderate to high doses of methylphenidate. Please refer to Table 1, "Management of Common Adverse 
Effects Associated with Stimulant Use" in Note #24, "Maintenance and Continuing Care." 

Atomoxetine (Strattera), has been found effective in the treatment of ADHD.  It now may be considered 
as a first-line agent in patients where psychostimulants may not be an option for patients with comorbid 
anxiety, sleep initiation disorder, substance abuse, or tics, or if initially preferred by parents and/or physi-
cian.  Potential adverse effects include somnolence, nausea, anorexia, mild increase in blood pressure or 
heart rate and skin rash.

In 2004 the FDA issued a paper advising health professionals about a warning regarding Strattera.  The 
labeling has been updated with a bolded warning about the potential for severe liver injury following two 
reports.  The warning indicates that the medication should be discontinued in patients who developed jaundice 
or laboratory evidence of liver injury.  Currently, routine liver function tests are not being recommended 
for those taking this medication.

In September 2005, the FDA issued an alert advising health professionals about an increased risk of suicidal 
thinking in children and adolescents being treated with Strattera.  The labeling has been updated with a 
boxed warning.

In February 2006, the FDA ordered labeling changes of all stimulants to include the following: "Sudden death 
has been reported in association with CNS stimulant treatment at usual doses in children and adolescents 
with structural cardiac abnormalities or other serious heart problems."  In general, stimulants should not be 
used in such patients.  A careful history and physical examination is recommended before prescribing the 
medication.  Particular attention to family history of sudden death prior to age 50, and individual history of 
unexplained syncope (loss of consciousness resulting from inadequate blood flow to the brain) or chest pain 
is suggested.  If potential risk is identified, further cardiology evaluation is recommended.  In the absence 
of risk, there is no recommendation for further evaluation including EKG or cardiac ECHO.

22.	Alternative Medication(s) Trial(s)? 
When adequate stimulant trial is unsuccessful due to either poor response or side effects even after adjust-
ments or if there is associated comorbidity (concurrent condition), alternative medication trials may be 
considered.  Second-line medications for ADHD therapy in these situations commonly include tricyclic 
(TCAs) antidepressants (imipramine [Tofranil], desipramine [Norpramine]), alpha adrenergic agonist (cloni-
dine [Catapres]), (used to manage tics), and a nontricyclic antidepressant (bupropion [Wellbutrin]).  At this 

	
Flowchart Notes	 Diagnosis and Management of ADHD



Institute for Clinical Systems Improvement		  	
	 	 	
	 	 	

www.icsi.org

29

point, due to increased side effects and more intense monitoring, the primary care provider is outside this 
guideline and should consider consulting a specialist depending upon his or her knowledge and expertise.  
Table 2 is included for those providers considering alternative medications. 

23.	Out of Guideline (Consider Consulting a Specialist) 
Adverse effects of alternative ADHD medications may be more common and potentially more serious than 
with stimulants.  In addition, fewer studies are available that document their benefit and safety in children 
and adolescents compared to the stimulants.  Depending on individual knowledge and expertise, the primary 
care provider may decide to continue patient management or may refer the patient to a specialist.  In either 
case. the patient would no longer be within the scope of this guideline. 

24. Maintenance and Continuing Care 
ADHD may have an evolving impact on a child or adolescent's learning or behavioral success.  It is a condi-
tion that is significantly related to each child's environment (home, school, etc.) as well as to the specific 
demands placed upon the child or adolescent.  The ability of the individual to develop compensation skills 
and succeed over time is related to these factors, as well as to the presence or absence of concurrent condi-
tions. 

Recent evidence suggests that worsening clinical status during adolescence may be due to environmental 
and/or concurrent causes rather than inadequate doses of psychostimulant medication.  The clinician should 
evaluate these possibilities before prescribing higher doses of stimulants to adolescents.  For these reasons, 
close monitoring and follow-up are recommended for all children and adolescents diagnosed with ADHD, 
whether or not medication is used. 

Frequency:

•	 Closely by phone during trial and first several weeks.	

•	 Clinic visit after trial to review care plan.

•	 Once patient is stable, clinic visit every three to six months depending on individual case; more 
frequently if there are significant concurrent conditions.

These visits should include review of the following areas: 

Medical: 

•	 Measurement 

-	 Height, weight, blood pressure, pulse 

 •	 Medication 

-	 Dosage, timing, coverage priorities (ADHD behaviors targeted by medication), duration

-	 Before making dosage adjustments or switching medications, the patient's compliance to current 
regimen should be addressed
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Common management situations might include:
• Breakthrough symptoms

-  Evaluate for environmental/concurrent causes, especially in adolescents
-  Increase dose
-  Shorten time intervals between dosing
-  Long-acting formula or alternative
-  Use step-down dosages to prevent rebound symptoms

• Homework coverage
- Add dose late afternoon and weekend, timed with homework

• Impaired with family, peers
- A harmonious home life and successful interactions with peers is crucial to patients with ADHD.
Consider continuing doses of medication on weekends, holidays and during the summer.

Discontinuing medications:
1. Consider annually when stable and doing well
2. Best when there are few transitions or demands (for example, mid-school year)
3. Avoid at beginning of any school year, especially the start of junior/senior high school
4. Try discontinuing medications two to four weeks with close monitoring

•	 Positive attributes of medication 

•	 Side effects and their management (see Table 3) 

•	 Laboratory as indicated 

•	 Behavior rating scales (especially if there are problems and medication is being adjusted) 

•	 Alternative/complementary medicine

Increasingly, parents are considering the use of alternative/complementary therapies for children with ADHD. 
Certain therapeutic interventions, such as the use of herbal, botanical, and other nutraceutical (nutrition-
ally enhanced) agents, have the capacity to interact with psychotropic medications (medications used to 
control symptoms of mental illness but not psychoses) including stimulants, antidepressants such as SSRIs 
(selective serotonin reuptake inhibitors) and TCAs (tricyclic antidepressants), among others.  Therefore, 
it is important for primary care providers to inquire in a nonjudgmental way about the use of these agents 
by children under their care.  Parents can then be educated appropriately about potential risks, benefits, 
side effects, and drug interaction possibilities associated with a certain therapy.  Such interventions are not 
supported by evidence-based research at this time. 

Psychosocial (involving psychological and social aspects): 
•	 Family functioning 

•	 Home behavior management 

•	 Peer relationships 

•	 Outside activities 

Educational: 
•	 ADHD symptoms 

•	 Child-teacher relationships, social functioning, general attitude 

•	 Academic performance, homework, and study skills 
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•	 Current interventions and supports 

•	 Review Individual Education Plan (IEP) or section 504 plan, if appropriate 

Psychological: 
•	 Perception of ADHD and treatment 

•	 Self esteem issues 

•	 Personal strengths and successes 

Anticipatory Guidance: 
•	 Immediate and long-term expectations 

•	 Study/organizational skills 

•	 Behavior management 

•	 Updated reading materials and advocacy issues 

Transitioning to Adulthood: 
•	 Identify adult health care provider for care transfer (this may require coordination with college 

health service) 

•	 Prioritize treatment to address target symptoms, level of impairment, and available resources 
(multimodalities [consisting of more than one form or type] frequently useful), patient participation 
necessary 

•	 Emphasize vocational evaluation, counseling, and training as well as time 

•	 Management skills, organization, and study skills 

•	 Discuss relationship issues 

•	 High index of suspicion for comorbidity (concurrent conditions)

•	 Address risk of medication abuse by patient and peers 

•	 Stimulants may be less effective; consider alternative medications if indicated 

Revise multimodal (consisting of more than one form or type) care management plan as needed. 
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Table 1.  Management of Common Adverse Effects Associated with Stimulant Use

Adverse Effect Management
Anorexia (loss of appetite),
weight loss, stomachache

• Administer dose with/after meals
• High caloric breakfast and snacks after school/bedtime
• Limit stimulant to high-priority needs
• Consider referral to dietitian for nutrition evaluation/counseling

Insomnia (inability to sleep) • Low stress “wind down time” after school
• Administer dose earlier in day
• Discontinue afternoon/evening dose
• Change to short-acting preparation
• Consider adjunctive medications (for example, clonidine,

antidepressants)
Rebound irritability/moodiness
(usually 4-5 hours after last dose)

• Overlap stimulant dosing
• Step down dosing
• Try long-acting or combination short/long-acting preparations

Generalized irritability, dysphoria
(unpleasant mood such as
sadness, anxiety, or irritability),
agitation

• Assess timing of symptoms (for example, peak withdrawal [the
time when withdrawal symptoms are at their worst])

• Consider concurrent condition
• Reduce dose or change to long-acting preparation
• Consider alternative/adjunctive medication (for example, another

stimulant or antidepressant)
Tics (involuntary, rapid, sudden
movements and/or vocalizations)

• Monitor if mild, infrequent
• Discuss benefit-risk with parents
• Consider alternative medication (for example, clonidine [medication

used to manage tics], guanfacine [medication  used to manage tics])
Headache • Assess timing

• Reduce dose with gradual return to therapeutic dose
• Try long-acting formulation
• Consider alternative medication

Linear growth impairment
(stunted growth)

• Limit stimulant to high-priority needs (for example, try
weekend/vacation drug “holidays”)

• If significant, consider alternative medication
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Appendix A – DSM-IV/DSM-PC* Criteria for Diagnosis 
and Management of ADHD 

	
	 Diagnosis and Management of ADHD

Attention Deficit Hyperactivity Disorder (ADHD) 
A.	 Either (1) or (2) must occur: 

1.	 Six or more of the following symptoms of inattention have persisted for at least six months and are 
inconsistent with normal development and function.

*DSM-IV = Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition; DSM-PC = 
Diagnostic and Statistical Manual for Primary Care: Child and Adolescent Version

Inattention 

a.	 Often fails to give close attention to details or makes careless mistakes in schoolwork, work, 
or other activities 

b.	 Often has difficulty sustaining attention in tasks or play activities 

c.	 Often does not seem to listen when addressed directly 

d.	 Often does not follow through on instructions and fails to finish schoolwork, chores, or duties 
in the workplace (not due to oppositional [hostile and defiant] behavior or failure to understand 
instructions) 

e.	 Often has difficulty organizing tasks and activities 

f.	 Often avoids, dislikes, or is reluctant to engage in tasks that require sustained mental effort 
(such as schoolwork or homework) 

g.	 Often loses things necessary for tasks or activities (for example, toys, school assignments, 
pencils, books, or tools) 

h.	 Is easily distracted by external stimuli 

i.	 Is often forgetful in daily activities 

2.	 Six or more of the following symptoms of hyperactivity (excessive restlessness and movement) 
impulsivity (acting without thinking) have persisted for at least six months and are inconsistent 
with normal development and function.

Hyperactivity (excessive movement and restlessness)

j.	 Often fidgets with hands or feet or squirms in seat 

k.	 Often leaves seat in classroom or in other situations in which remaining seated is expected 

l.	 Often runs about or climbs excessively in situations in which it is inappropriate (in adolescents 
or adults, may be limited to subjective feelings of restlessness) 

m.	 Often has difficulty playing or engaging in leisure activities quietly 

n.	 Is often "on the go" or often acts as if "driven by a motor" 

o.	 Often talks excessively 
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Impulsivity (acting without thinking)

p.	 Often blurts out answers before questions have been completed 

q.	 Often has difficulty awaiting turn 

r.	 Often interrupts or intrudes on others (for example, during conversations or games) 

B.	 Some impairment from symptoms of hyperactivity (excessive movement and restlessness), impulsivity 
(acting without thinking), or inattention were present before age 7 years. 

C.	 Some impairment from symptoms is present in two or more settings (for example, at school [or work] 
and at home). 

D.	 There must be clear evidence of clinically significant impairment in social, academic, or occupational 
functioning. 

E.	 The symptoms do not occur exclusively during the course of a pervasive developmental disorder (neuro-
logical disorder that affects a child's ability to communicate, understand language, play, and relate 
to others), schizophrenia or other psychotic disorder (mental disorders characterized by significant 
personality disorganization, delusions, and/or hallucinations), and are not better explained for another 
mental disorder, for example:

•	 Mood disorder (characterized by periods of depression, sometimes alternating with periods of 
elevated moods)

•	 Anxiety disorder (a depressive illness that makes a person feel nervous and worried) 

•	 Dissociative disorder (characterized by a breakdown of normal perceptions of self) 

•	 Personality disorder (nonpsychotic illness characterized by inflexible behavior patterns, often at 
the expense of others) 

Appendix A – DSM-IV/DSM-PC*	
Criteria for Diagnosis and Management of ADHD	 Diagnosis and Management of ADHD
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Appendix B – Glossary of Terms 

	
	 Diagnosis and Management of ADHD

A
acting out: behavioral expression of feelings, often unconscious

ADHD (attention deficit hyperactivity disorder): a neurological disorder characterized by developmen-
tally inappropriate impulsivity (acting without thinking), inattention, and hyperactivity (excessive movement 
and restlessness).  

adjustment disorder: inability to adjust to a stressful life event; must occur within three months of the    
event and last no longer than six months

affective storms: disorderly outbursts

alpha adrenergic agonist: drugs that manage tics and ADHD = clonidine (Catapres)

amphetamine salts: stimulant used to treat ADHD = Adderall

anemia: lower than normal amount of red blood cells

anxiety disorder: a depressive illness that makes a person feel nervous and worried

apraxia: inability to perform a voluntary oral motor movement despite normal muscle function

Asperger's Syndrome: subgroup of autism with particular emphasis on dysfunctional social interactions    
and difficulty in understanding abstract forms of language

asymmetry: not equal

attention deficit hyperactivity disorder (ADHD): a neurological disorder characterized by developmen-
tally inappropriate impulsivity (acting without thinking), inattention, and hyperactivity (excessive movement 
and restlessness).  

attributions:  qualities

audiologist: specialist in hearing disorders

auditory discrimination problem:  difficulty in hearing the difference between sounds or words that are 
similar

auditory perception: ability to identify, interpret, and attach meaning to sound

auditory trainer device: device that allows the user to better hear and understand a speaker in a noise-    
filled room

autism and autism spectrum disorders: neurological disorders that adversely affect communication,       
social interaction, and creative or imaginative play

B
behavioral acting out: behavioral expression of feelings, often unconscious

biopsychosocial: relating to biological, psychological, and social aspects

bipolar disorder: mental disorder characterized by excessive elation and hyperactivity alternating with     
depression

bupropion: a nontricyclic antidepressant = Wellbutrin
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C
cardiovascular: related to the heart and blood vessels

central nervous system (CNS): pertaining to the brain and spinal cord

choreiform disorder: movement disorder characterized by coordinated voluntary, rapid, jerky move-
ments

clonidine: see alpha adrenergic agonist

CNS infection: infection of the central nervous system

CNS trauma: trauma to the central nervous system

cognitive: intellectual functioning

cognitive behavioral therapies: treatments that focus on changing an individual's thoughts in order to   
change behaviors and emotions

cognitive impairment: low intellectual ability

comorbidities: concurrent conditions

conduct disorder: persistent pattern of hostile, aggressive, and antisocial behavior

continuous performance tasks (CPT): testing designed to measure degree of an individual's attention 

coverage priorities:  situations when medication is most useful

CPT (continuous performance tasks): testing designed to measure degree of an individual's attention

D
desipramine:  a tricyclic antidepressant = Norpramine

developmental coordination disorder: disorder characterized by poor large or small motor coordination

dextroamphetamine: stimulant used to manage ADHD = Dexedrine, Dextrostat

diagnostic formulation: summary of the provider's judgment about the patient's overall condition

dissociative disorder: characterized by a breakdown of normal perceptions of self

double-blind: patient and person treating patient do not know which medication is being taken

DSM-IV: Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition

DSM-PC: Diagnostic and Statistical Manual for Primary Care: Child and Adolescent Version

dysfluencies:  speech disorders characterized by the repetition of a sound, word, or phrase

dysphoria: unpleasant mood such as sadness, anxiety, or irritability

dysrhythmia: abnormal rhythms

dysthymia: chronic, low-level depression
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E
EKG (electrocardiogram): a test that records the electrical activity of the heart and detects abnormal 
rhythms and heart muscle damage  

endocrine:  related to hormonal functions in the body, for example, hyperthyroidism (overactive     
thyroid)

erratic:  inconsistent and unpredictable

expressive language: ability to communicate thoughts and feelings by gesture, sign language, verbaliza-
tion, or written word

expressive/receptive language disorder: inability to communicate thoughts and feelings by gesture, sign    
language, verbalization, or written word

F
fine motor function: activity using small muscles, for example, hands and fingers

formulation: summary of the provider's judgment about the patient's overall condition

fragile X syndrome: hereditary condition that causes a range of mental impairments

functional pragmatic language: ability to read essential verbal, nonverbal, and situational cues

G
gifted: having a superior intelligence and/or special talent

grandiosity: inflated view of one's own worth and power

gross motor function: activity using large muscles, for example, legs and torso

guanfacine: see alpha andregenic agent

H
high-arched palate: unusually high arch in the roof of the mouth

hyperactivity: excessive restlessness and movement

hypersomnia:  excessive sleeping

I
ideation: entertaining the idea

idiosyncratic/stereotyped language: repetitive and restricted use of certain words

IEP: Individualized Education Plan

imipramine: a tricyclic antidepressant = Tofranil

impulsivity: unpredictable behavior

intrusiveness:  inappropriate interruption of another's conversation or activitiy

IRB: Institutional Review Board
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L
learning disability:  formally identified when there is a significant discrepancy between a student's IQ     
score and his or her scores in achievement areas (usually defined as 1.75 to 2 standard deviations)

M
mania-bipolar disorder:  mental disorder characterized by excessive elation and hyperactivity alternating     
with depressed moods

metabolic: related to chemical functions in the body

methylphenidate (MPH): stimulant used to manage ADHD -- Ritalin, Concerta, Metadate

mg/kg: milligrams of substance per kilogram of body weight

mirroring: matching one's behavior to that of another person

mood disorder: characterized by periods of depression, sometimes alternating with periods of elevated 
moods 

motor overflow:  involuntary physical movement

MPH (methylphenidate): stimulant used to manage ADHD – Ritalin, Concerta, Metadate

multimodal: consisting of more than one mode

multisensory:  consisting of more than one sense

N
negativistic: discontented, irritable

neurodegenerative: degeneration of nerve cells

neurofibromatosis: genetic disorder of the nervous system that affects the development and growth of     
nerve cell tissues

neurological soft signs: refers to impairments in motor coordination, and performance of complex motor 
acts in an orderly and meaningful way

noncompliance: disobedience

nutraceutical: nutritionally enhanced

O
oppositional: hostile and defiant, argumentative

oppositional defiant disorder: recurring pattern of hostile and defiant behavior lasting for at least 6 
months 

orthostatic hypotension: fall in blood pressure upon sitting up or standing

P
pathologist: one who studies diseases 

pathology: disease

pemoline: medication used to treat ADHD = Cylert
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perinatal: time between 28th week of pregnancy and 28 days after birth

personality disorder: nonpsychotic illness characterized by inflexible behavior patterns, often at the      
expense of others 

pervasive developmental disorder: neurological disorder that affects a child's ability to communicate,      
understand language, play, and relate to others

phonological disorder: difficulty in learning and organizing sounds needed for clear speech, reading, and 
spelling

posttraumatic stress disorder: anxiety disorder associated with previous serious tramatic events

pragmatic language dysfunction: inability to express and comprehend essential verbal, nonverbal, and 
situational cues

pressured speech:  rapid, drive, nonstop talking

psychosis and psychotic disorders: mental disorder characterized by significant personality disorganiza-
tion, delusions, and/or hallucinations

psychosocial: involving psychological and social aspects

psychostimulants: controlled, amphetamine-like drugs, for example, Ritalin

psychotic disorder: mental disorder characterized by significant personality disorganization, delusions,     
and/or hallucinations

psychotropic drugs:  medications used to control symptoms of mental illness but not psychoses

psychopathology:  mental disease

 R
receptive language problems: difficulty in understanding the spoken word

reciprocity: mutual exchange

S
schizophrenia: mental disorder characterized by significant personality disorganization, delusions, and/or 
hallucinations 

seizure disorder: disorder characterized by the sudden appearance of seizures

self-stimulatory motor mannerisms: repetitive physical behavior such as pacing or hand wringing

sensory impairment:  related to disorders in vision and/or hearing

separation anxiety disorder: excessive anxiety concerning separation from home or from those to whom     
the child is attached

sequencing:  ability to communicate and understand information in an orderly and meaningful manner

sequential processing:  ability to complete a task in an orderly and meaningful manner

single-blind: patient does not know which medication is being taken
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T
tangential: superficially irrelevant 

tics: involuntary, rapid, sudden movements and/or vocalizations

Tourette's Syndrome: neurological disorder characterized by chronic vocal and physical tics that occur 
repeatedly in the same way

tremors: trembling and shaking

U
undescended testicles: failure of testicles to move into the scrotum before birth

untoward:  unexpected and unusual

V
visual perceptual motor disorder: characterized by confusing written symbols, easy distractibility,     
inability to copy information

visual processing: ability to identify, interpret and attach meaning to visual stimuli

volume modulation: controlling how loud speech is

	
Appendix B – Glossary of Terms	 Diagnosis and Management of ADHD



Institute for Clinical Systems Improvement		  	
	 	 	
	 	 	

www.icsi.org

41

Web Site Resources
A number of Web sites provide more in-depth information on ADHD.  The table below includes details.

Web Site Sponsor Description Web Site Address

ADHD Warehouse Online catalog of ADD/ADHD resources, books, videos, 
training and assessment products.

http://www.addwarehouse.com .
or call 1-800-233-9273

American Academy of 
Child and Adolescent 
Psychiatry

Addresses wide range of psychiatric conditions in.
children and adults including ADHD.  Includes information 
on clinical trials and past and upcoming conferences.
regarding ADHD family resources.  Includes policy.
statements and fact sheets on ADHD and related conditions.

http://www.aacap.org

Americay Academy of 
Pediatrics

Professional organization website provides information on 
clinical trials, research findings, consensus statements.
regarding ADHD diagnosis and management, conferences 
and seminars.

http://www.aap.org

Attention Deficit.
Disorder Association

General resource containing comprehensive information on 
ADHD.  Six essays under the ABCs of ADHD may be par-
ticularly helpful to parents, educators, and others who work 
with children with ADHD.

http://www.add.org

Children and Adults with 
Attention Deficit.
Hyperactivity Disorder

Comprehensive general resource includes fact sheets, re-
sources, and contacts for parents of children with ADHD as 
well as advocacy and legislative initiatives.

http://www.chadd.org

National Institute of 
Mental Health

General resource for ADHD as well as concurrent psycho-
logical conditions.  Includes clinical trial information, fact 
sheets, brochures, and books to be ordered or directly down-
loaded.

http://www.nimh.nih.gov/
Publications at
http://www.nimh.nih.gov/.
publicat/adhdmenu.cfm

The Council for.
Exceptional Children

The Council for Exceptional Children (CEC) is the largest.
international professional organization dedicated to improv-
ing educational outcomes for individuals with exceptionali-
ties, students with disabilities, and/or the gifted. CEC advo-
cates for appropriate governmental policies, sets professional 
standards, provides continual professional development, 
advocates for newly and historically underserved individu-
als with exceptionalities, and helps professionals obtain 
conditions and resources necessary for effective professional 
practice.

http://www.cec.sped.org

National Institute of 
Mental Health

General resource for ADHD as well as psychological.
comorbidities.  Includes clinical trial information, fact sheets, 
brochures and books to be ordered or directly downloaded.

http://www.nimh.nih.gov/.
Publications at www.nimh.nih.
gov/healthinformationt/.
adhdmenu.cfm
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Web Site Sponsor Description Web Site Address

PACER Center, Inc. 
(Parent Advocacy for 
Children's Educational 
Rights

The mission of PACER Center is to expand opportunities and 
enhance the quality of life of children and young adults with 
disabilities and their families, based on the concept of parents 
helping parents. With assistance to individual families, work-
shops, materials for parents and professionals, and leadership 
in securing a free and appropriate public education for all 
children, PACER's work affects and encourages families in 
Minnesota and across the nation.

http://www.pacer.org

K12 Academics This Web site is based out of the U.S. Library of Congress.  
The Web site offers information around the history of the 
diagnosis of ADHD, characteristics of patients with ADHD, 
symptoms and treatments. While some of the treatments are 
controversial,  it is clearly stated that some treatments have 
not yet been backed up by evidence.

http://www.k12academics.
com/addadhd.htm
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