
A few notes about today’s Webinar

• We will begin at 12:15

• Please enable your webcam throughout today’s session

• All ‘Spokes’ are highly encouraged to participate during the case presentation 
and discussion portion of the session

• This session will be recorded and made available to Spokes along with all 
presentation materials
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Our Regional Partners - Ensuring Mental and Behavioral 

Health Access for Pediatric Patients in the DMV
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Assessment of ADHD 



Objectives

The Primary Care Pediatrician will:

1. Diagnose ADHD, ruling out disorders in differential 
diagnosis

2. Initiate basic treatment strategies for ADHD

3. Recognize and manage patients with comorbid
symptoms or diagnoses to ADHD
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Ask the Audience
How many of you:

• Feel it will be my responsibility to manage/treat patients with ADHD?

• Feel comfortable initiating evaluation for ADHD in a child?

• Feel comfortable diagnosing ADHD?

• Feel comfortable assessing for comorbid emotional issues to ADHD?

• Feel comfortable talking to parents about initiating a stimulant
prescription?

• Feel comfortable knowing when to refer?

• Have used DCMAP/BHIPP/VMAP??



AAP Goals and Objectives for Primary Care ADHD Management*

1. The primary care clinician should initiate an evaluation for ADHD for any child 4 through 18 years
of age who presents with academic or behavioral problems and symptoms of inattention,
hyperactivity, or impulsivity (quality of evidence B/strong recommendation).

2. To make a diagnosis of ADHD, the primary care clinician should determine that Diagnostic and
Statistical Manual of Mental Disorders, Fourth Edition criteria have been met (including
documentation of impairment in more than 1 major setting); information should be obtained
primarily from reports from parents or guardians, teachers, and other school and mental health
clinicians involved in the child’s care. The primary care clinician should also rule out any alternative
cause (quality of evidence B/strong recommendation).

3. In the evaluation of a child for ADHD, the primary care clinician should include assessment for
other conditions that might coexist with ADHD, including emotional or behavioral (eg, anxiety,
depressive, oppositional defiant, and conduct disorders), developmental (eg, learning and language
disorders or other neurodevelopmental disorders), and physical (eg, tics, sleep apnea) conditions
(quality of evidence B/strong recommendation).

Subcommittee on Attention-Deficit/Hyperactivity Disorder, Steering Committee on Quality Improvement And Management. (2011). 
ADHD: Clinical practice guideline for the diagnosis, evaluation, and treatment of attention-Deficit/Hyperactivity disorder in children and adolescents. Pediatrics 

*also endorsed by AAFP



AAP Goals and Objectives for Primary Care ADHD Management*

4. The primary care clinician should recognize ADHD as a chronic condition and, therefore, consider
children and adolescents with ADHD as children and youth with special health care needs.
Management of children and youth with special health care needs should follow the principles of
the chronic care model and the medical home (quality of evidence B/strong recommendation).

5. Know the recommendations for treatment of children and youth with ADHD vary depending on the
patient’s age (4-5, 6-12, 13-28)

6. The primary care clinician should titrate doses of medication for ADHD to achieve maximum
benefit with minimum adverse effects (quality of evidence B/strong recommendation).

Subcommittee on Attention-Deficit/Hyperactivity Disorder, Steering Committee on Quality Improvement And Management. (2011). 
ADHD: Clinical practice guideline for the diagnosis, evaluation, and treatment of attention-Deficit/Hyperactivity disorder in children and adolescents. Pediatrics 

*also endorsed by AAFP



What is ADHD?

A persistent pattern of increased inattention and/or 
hyperactivity that interferes with functioning



What is ADHD?

A persistent pattern of increased inattention ± hyperactivity that 
interferes with functioning



What is ADHD?

A persistent pattern of increased inattention ± hyperactivity that 
interferes with functioning

Inactivity/ High activity/
Sustained focus Novelty seeking

http://www.google.com/url?sa=i&source=images&cd=&cad=rja&docid=aXqJfWvTVcbfEM&tbnid=lH2rDLLv1z9boM:&ved=&url=http://www.illustrationsof.com/1048185-royalty-free-lazy-clipart-illustration&ei=pnL2UbO_OZOo4APAsICAAQ&psig=AFQjCNHDXgEJDiZSh3KD6dorZMmvkhDO4Q&ust=1375192102985537
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DSM-IV Criteria (now DSM 5)

• Onset < 7 years old  (now several sx <12 years)

• Impairment in ≥ 2 settings

• Significant impairment in social, academic, or occupational 
functioning

• Not exclusively part of PDD, schizophrenia, or psychotic 
disorder, nor better accounted for by another mental disorder

• Inattentive and / or hyperactive symptoms
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Inattention Criteria
≥ 6 symptoms; ≥ 6 months

DSM 5: can be ≥ 5 sx for adolescents

• Careless Errors • Loses things

• Poor Sustained Attention • Easily Distracted 

• Poor Listener • Forgetful

• Doesn’t Follow Instructions or 
Complete Work/Chores

• Avoids Activities that Require 
Sustained Attention

• Disorganized
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Hyperactive-Impulsive Criteria:
≥ 6 symptoms; ≥ 6 months

DSM 5: can be ≥ 5 sx for adolescents

Hyperactivity Impulsivity

• Fidgety • Blurts out answers

• Leaves seat, wanders • Trouble waiting for a turn

• Climbs excessively • Interrupts or intrudes others

• Unable to play quietly

• “Driven by a motor”

• Talks excessively
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Impairment in Functioning

Family

Friends

School



Subtypes for Attentional Disorders

• ADHD Predominantly Inattentive Type

• ADHD Predominantly Hyperactive-Impulsive Type

• ADHD Combined Type
Meets criteria of both types simultaneously

• ADHD NOS  Other Specified
Prominent symptoms but not to full criteria (say why)

• ADHD Unspecified
(don’t say why)

11/18/2020



Epidemiology of DSM ADHD diagnoses

Prevalence 
• 3-5% of school- age children 
• (likely inattentive subtype missed)

• Up to 8-12% of adolescents
• 1-2 kids in every class in U.S.

Usually identified in early elementary school years

4:1 to 9:1 male:female

~70% remit prior to adulthood

11/18/2020



Rating Scales for ADHD in Children and Adolescents

• Academic Performance Rating Scale 

• ADHD-Rating Scale (Parent and Teacher versions)

• Barkley Home and School Situations Questionnaires

• Brown ADD Rating Scales for Child, Adolescents and Adults 

• Child Behavior Checklist (CBCL) Parent, Teacher and Self (if >13 years old) 
Report Forms 

• Conners Parent, Teacher Rating Scales-Revised  (CPRS-R,  CTRS-R)

SNAP-IV.  Available at: http://www.adhd.net/.  ADHD Rating Scale-IV. Available at: http://www.addwarehouse.com/shopsite_sc/store/html/adhd-rating-scale-iv.html. Barkley 
Home and School Situations Questionnaires. Barkley’s Current Symptoms Scale. In: Barkley. Attention-Deficit/Hyperactivity Disorder: A Clinical Workbook. 3rd ed. New York, 
NY: Guilford Press; 2006. 

www.schoolpsychiatry.org



Rating Scales for ADHD in Children and Adolescents

• Conners Wells Adolescent Self-Report Scale

• Inattention/Overactivity With Aggression (IOWA) Conners Teacher Rating 
Scale

• SNAP-IV (Parent and Teacher versions)

• SKAMP (Parent and Teacher versions)

• Vanderbilt ADHD Rating Scale (Parent and Teacher versions)

SNAP-IV.  Available at: http://www.adhd.net/.  ADHD Rating Scale-IV. Available at: http://www.addwarehouse.com/shopsite_sc/store/html/adhd-rating-scale-iv.html. 
Barkley Home and School Situations Questionnaires. Barkley’s Current Symptoms Scale. In: Barkley. Attention-Deficit/Hyperactivity Disorder: A Clinical Workbook. 3rd ed. 
New York, NY: Guilford Press; 2006. 

www.schoolpsychiatry.org
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Depression/Anxiety
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Assessment

• Life history (with information from family members and teachers, if available, 
including old childhood report cards for adults)

• Self report for adults

• Mental status exam

• Rating scales―measuring core and broad features

• Medical history review; cardiac and neurologic status, blood pressure/pulse 

• If medical history is unremarkable, laboratory or neurological testing is not 
indicated

• Assess for comorbidity

Pliszka; AACAP Work Group on Quality Issues. J Am Acad Child Adolesc Psychiatry. 2007;46(7):894-921. 

American Academy of Child and Adolescent Psychiatry. Practice Parameter for the Assessment and Treatment of Children and Adolescents With 

Attention-Deficit/Hyperactivity Disorder. http://www.aacap.org/galleries/PracticeParameters/JAACAP_ADHD_2007.pdf. 



Comorbidity

Comorbidity is the rule rather than exception with up to 70% having at least one 
additional behavioral, learning, or emotional disorder



Comorbidity

ADHD

Comorbidity is the rule rather than exception with up to 70% having at least 
one additional behavioral, learning, or emotional disorder

Treat with stimulant 
(or non-stim in 
certain cases)



Comorbidity

ADHD

Sx 
(mood/ 
anxiety)

Learning/ 
Behavior 

DO

Comorbidity is the rule rather than exception with up to 70% having at least one 
additional behavioral, learning, or emotional disorder

Treat with stimulant (or 
non-stim in certain 

cases)

Assess Sx progress



Comorbidity
Comorbidity is the rule rather than exception with up to 70% having at 
least one additional behavioral, learning, or emotional disorder

*May consider agents such as atomoxetine if ADHD + anxiety or 
buproprion if ADHD + depression

Treat most urgent or 
clinically impairing 1st

ADHD
Disorder

Mood

Anxiety

Substance

Treat comoribid 
condition after 
improvement



Comorbidity
Comorbidity is the rule rather than exception with up to 70% having at 
least one additional behavioral, learning, or emotional disorder

Treat primary disorder
Sx

ADHD

Disorder
- Mood

- Anxiety

- Substance

Assess if ADHD Sx 
improved and need 
for stimulant added
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Our Regional Partners - Ensuring Mental and Behavioral 

Health Access for Pediatric Patients in the DMV



Project Next Steps
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Please Submit your Case Form!

All participants are asked to submit 1 case form

• You must submit a case form to receive MOC Credit

Email Completed Case form to: Gminor@childrensnational.org
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Upcoming Due Dates

All Participants

• ECHO session #3:   December 16, 2020 @ 12:15p

MOC Activities

• Complete and submit internal Team Meeting report in 
Glasscubes: December 18, 2020 

• Chart Audit Data Entry #2: December 18, 2020 
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Schedule of Remaining ECHO Sessions

Session Date Topic Speaker

4 December 16, 2020 ADHD Sean Pustilnik, MD & Kathy Katz, PhD

5 January 20, 2020 Anxiety 
Kelly Register-Brown, MD, MSc & Kathy 
Katz, PhD

6 February 17, 2020 Anxiety 
Kelly Register-Brown, MD, MSc & Kathy 
Katz, PhD
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Thank you


