
Goals of Toolkit:
• Assist primary care 

physicians in identifying 
and treating ADHD 
and co-morbidities in 
pediatrics

• Encourage use of 
evidence-based tools 
throughout healthcare 
and school systems

• Empower patients and 
families in the most 
effective strategies to 
deal with challenges 
associated with ADHD
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ADHD Overview
ADHD is one of the most common neurodevelopmental disorders of childhood. It is usually 
first diagnosed in childhood and may last into adulthood.1 However, with identification, 
proper treatment and management, individuals with ADHD can lead successful lives 
and thrive. Professionals who work with people affected by ADHD include physicians 
(especially psychiatrists, pediatricians, neurologists); psychologists; social workers; nurse 
practitioners; therapists; teachers; coaches; and other individuals with specialized training 
to help individuals with ADHD. Each can play a vital role in the comprehensive assessment; 
treatment and management of ADHD.2

This toolkit is a practical approach to a complex problem. It is based on several key 
principles. 

• The treatment of ADHD is a collaborative process, which must actively involve the 
patient’s family as well as school staff and medical personnel.

• ADHD must be viewed from a holistic perspective, considering comorbid conditions that 
may contribute to dysfunction.

• The goal of treatment is to improve day-to-day functioning in previously identified areas 
of impairment, not merely to suppress ADHD symptoms.

This care process model aligns with the most recent recommendations of the American 
Academy of Pediatrics (AAP) for the diagnosis and treatment of school-aged children and 
the practice parameters established by the American Academy of Child and Adolescent 
Psychiatry (AACAP) for assessing and treating children and adolescents.

Facts About ADHD
• Attention-deficit/hyperactivity disorder (ADHD) occurs in roughly 3–5% of all children  

and adolescents.
• Children with ADHD often show comorbid psychiatric disorders such as anxiety disorders 

(~30%), oppositional defiant disorder (~50%), conduct disorders (~30%), and learning 
disabilities (~50%). Each of these can strongly influence the clinical outcome of the disorder.

• There is evidence that the cause of ADHD can be genetic or environmental. Non-genetic 
causes of ADHD are neurobiological in nature and consist of factors such as perinatal 
stress and low birth weight, traumatic brain injury, maternal smoking during pregnancy, 
and severe early deprivation and maltreatment.3
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Vanderbilt Assessments6

The NICHQ Vanderbilt 
Assessment Scales were 
developed through 
the ADHD Learning 
Collaborative project. 
This resource is used by 
healthcare professionals 
to help diagnose ADHD 
in children between the 
ages of 6 and 12. The 1st 
edition (2002) is available 
to download for no cost 
and is only available in 
English. The 2nd edition 
(2011) is available only 
by purchasing the entire 
2nd Edition toolkit from 
the American Academy of 
Pediatrics (AAP) Bookstore.

Deciding if a patient has ADHD is a several step process. There is no single test to diagnose 
ADHD, and many other problems, like anxiety, depression, and certain types of learning 
disabilities, can have similar symptoms.

Diagnosis in children 
• The primary care physician should screen for ADHD in any child with symptoms of 

academic underachievement, difficulty focusing, behavioral issues, hyperactivity, or 
impulsivity, as well as during any type of mental health assessment. The functional 
impairment should be present in two or more settings, as outlined in the criteria for 
ADHD diagnosis in the Diagnostic and Statistical Manual of Mental Disorders (DSM-5). 

• An ADHD assessment requires evidence directly obtained from parents or caregivers and 
from the classroom teacher (or other school professional, coach, extracurricular teacher) 
regarding core symptoms of ADHD in various settings, the age of onset, duration of 
symptoms, and degree of functional impairment.

• Evaluation should include an assessment for comorbid medical diagnoses and an 
assessment for psychiatric co-morbidities.

• Before diagnosing ADHD, disorders that can mimic ADHD should be ruled out.4

• Girls are often underdiagnosed with ADHD because females often present with the 
inattentive subtype (rather than hyperactive subtype) of ADHD. It is important for 
clinicians to recognize this in young female patients because while hyperactivity may 
improve with age, inattentiveness and impulsivity can often persist into adolescence and 
adulthood.

Diagnosis in adolescents 
Adolescents: Impairment in middle school and high school can have significant 
consequences and presents additional risks for teenage drivers. The following are a few 
considerations to keep in mind for evaluating and treating adolescent patients. 
Adolescent patients diagnosed in childhood: The initial symptoms that prompted 
treatment (restlessness, interrupting, difficulty waiting in line) can fade in adolescence. 
However, be cautious about discontinuing treatment. ADHD persists into adolescence in as 
many as 85% of patients UPA and also persists into adulthood in as many as 60% of patients.
Patients evaluated in adolescence: Adolescents being evaluated for depression or anxiety 
should be assessed for ADHD as well. You may also see patients who have been able to 
cope with elementary school despite ADHD symptoms, but request help when faced with 
increased demands for focus and organization in middle school or high school. At this age, 
the proportion of girls with ADHD can increase.
In adolescents, symptoms of inattention such as: inability to focus, easy distractibility, and 
academic decline can be part of depression. Establish a timeline for symptoms of inattention 
in each patient. If inattention symptoms are present before depression, the symptoms are 
associated with ADHD. However, if the inattention symptoms started after or concomitant 
with symptoms of depression, the symptoms are likely associated with depression and 
therefore depression should be addressed first. 

Evaluation and Diagnosis
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Mental Disorders 
(DSM-5): 2013 update7   
People with ADHD show a persistent pattern of inattention and/or hyperactivity-impulsivity 
that interferes with functioning or development.

1. Inattention: Six or more symptoms of inattention for children up to age 16, or five or 
more for adolescents 17 and older and adults; symptoms of inattention have been 
present for at least 6 months, and they are inappropriate for developmental level: 

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

• Often has trouble holding attention on tasks or play activities.
• Often does not seem to listen when spoken to directly.
• Often does not follow through on instructions and fails to finish schoolwork, chores, or 

duties in the workplace (e.g., loses focus, side-tracked).
• Often has trouble organizing tasks and activities.
• Often avoids, dislikes, or is reluctant to do tasks that require mental effort over a long 

period of time (such as schoolwork or homework).
• Often loses things necessary for tasks and activities (e.g. school materials, pencils, 

books, tools, wallets, keys, paperwork, eyeglasses, mobile telephones).
• Is often easily distracted.
• Is often forgetful in daily activities.

2. Hyperactivity and Impulsivity: Six or more symptoms of hyperactivity-impulsivity for 
children up to age 16, or five or more for adolescents 17 and older and adults; symptoms 
of hyperactivity-impulsivity have been present for at least 6 months to an extent that is 
disruptive and inappropriate for the person’s developmental level: 

• Often fidgets with or taps hands or feet, or squirms in seat.
• Often leaves seat in situations when remaining seated is expected.
• Often runs about or climbs in situations where it is not appropriate (adolescents or 

adults may be limited to feeling restless).
• Often unable to play or take part in leisure activities quietly.
• Is often “on the go” acting as if “driven by a motor”.
• Often talks excessively.
• Often blurts out an answer before a question has been completed.
• Often has trouble waiting his/her turn.
• Often interrupts or intrudes on others (e.g., butts into conversations or games.)

Key changes in the DSM-5 
for the diagnosis of ADHD: 

• Symptoms can now 
occur by age 12 rather 
than by age 6; 

• Several symptoms now 
need to be present in 
more than one setting 
rather than just some 
impairment in more 
than one setting; 

• New descriptions were 
added to show what 
symptoms might look 
like at older ages; and 

• For adults and 
adolescents age 
17 or older, only 5 
symptoms are needed 
instead of the 6 
needed for younger 
children.

Diagnostic and Statistical Manual

(Continued.)



In addition, the following conditions must be met:  
• Several inattentive or hyperactive-impulsive symptoms were present before  

age 12 years.
• Several symptoms are present in two or more setting, (such as at home, school or 

work; with friends or relatives; in other activities).
• There is clear evidence that the symptoms interfere with, or reduce the quality of, 

social, school, or work functioning.
• The symptoms are not better explained by another mental disorder (such as a mood 

disorder, anxiety disorder, dissociative disorder, or a personality disorder). The symptoms 
do not happen only during the course of schizophrenia or another psychotic disorder.

Based on the types of symptoms, three kinds (presentations) of ADHD can occur:  
• Combined Presentation: if enough symptoms of both criteria inattention and 

hyperactivity-impulsivity were present for the past 6 months
• Predominantly Inattentive Presentation: if enough symptoms of inattention, but not 

hyperactivity-impulsivity, were present for the past six months
• Predominantly Hyperactive-Impulsive Presentation: if enough  

symptoms of hyperactivity-impulsivity but not inattention were  
present for the past six months.

Because symptoms 
can change 
over time, the 
presentation may 
change over time 
as well.
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Algorithm for Evaluation and Diagnosis

1st Visit – Initial Evaluation

1. Perform medical history/physical exam

2. If you suspect ADHD and/or other psychiatric co-
morbidities, provide the parent validated screening 
tools (these can be provided in advance of the 
appointment as well) 

3. Explain to family that diagnosing ADHD depends on 
information from both family to teachers

4. Instruct family to make a follow-up appointment when 
all forms are complete, preferably within 2-4 weeks

Evaluation/Diagnosis Visit (within 4 weeks of  
first visit or after receipt of packets)

1. Evaluate and score information in the forms before seeing the patient

2. Perform medical history/physical exam if not done already

3. Review packets and interview patient/parent

Patient/Parents

1. Complete screening forms 
(Vanderbilt, PHQ-9, PSC)

2. Take School forms to child’s 
school psychologist/guidance 
counselor/teacher

3. Schedule follow up 
appointment when all forms 
competed

Consider behavioral health professional

Initiate ADHD Treatment Plan

School

1. Complete screening forms 
(Vanderbilt)

2. Provider a copy of the 
completed tools to the parents 
to take to the physician. 

3. Save a copy for the school 
records.

Routine Screening and/or 
appointment with concern  

for ADHD

Meets diagnostic 
criteria?

Suspect comorbid 
conditions?

Determine need for further evaluation. If 
appropriate consult with school psychologist 

or Behavioral Health Professional.
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No

No

Yes

Yes
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Pediatric Symptom Checklist

The Pediatric Symptom Checklist is a psychosocial screen designed to facili-
tate the recognition of cognitive, emotional, and behavioral problems so that
appropriate interventions can be initiated as early as possible. Included here
are two versions, the parent-completed version (PSC) and the youth self-report
(Y-PSC). The Y-PSC can be administered to adolescents ages 11 and up.

The PSC consists of 35 items that are rated as “Never,” “Sometimes,” or
“Often” present and scored 0, 1, and 2, respectively. The total score is calculat-
ed by adding together the score for each of the 35 items. For children and
adolescents ages 6 through 16, a cutoff score of 28 or higher indicates psycho-
logical impairment. For children ages 4 and 5, the PSC cutoff score is 24 or
higher (Little et al., 1994; Pagano et al., 1996). The cutoff score for the Y-PSC
is 30 or higher. Items that are left blank are simply ignored (i.e., score equals
0). If four or more items are left blank, the questionnaire is considered invalid. 

A positive score on the PSC or Y-PSC suggests the need for further evaluation
by a qualified health (e.g., M.D., R.N.) or mental health (e.g., Ph.D., L.I.C.S.W.)
professional. Both false positives and false negatives occur, and only an experi-
enced health professional should interpret a positive PSC or Y-PSC score as any-
thing other than a suggestion that further evaluation may be helpful. Data
from past studies using the PSC and Y-PSC indicate that two out of three chil-
dren and adolescents who screen positive on the PSC or Y-PSC will be correctly
identified as having moderate to serious impairment in psychosocial function-
ing. The one child or adolescent “incorrectly” identified usually has at least
mild impairment, although a small percentage of children and adolescents turn
out to have very little or no impairment (e.g., an adequately functioning child
or adolescent of an overly anxious parent). Data on PSC and Y-PSC negative
screens indicate 95 percent accuracy, which, although statistically adequate,
still means that 1 out of 20 children and adolescents rated as functioning ade-
quately may actually be impaired. The inevitability of both false-positive and
false-negative screens underscores the importance of experienced clinical judg-
ment in interpreting PSC scores. Therefore, it is especially important for par-
ents or other laypeople who administer the form to consult with a licensed
professional if their child receives a PSC or Y-PSC positive score. 

For more information, visit the Web site: http://psc.partners.org.

Jellinek MS, Murphy JM, Little M, et al. 1999. Use of the Pediatric Symptom Checklist
(PSC) to screen for psychosocial problems in pediatric primary care: A national feas-
ability study. Archives of Pediatric and Adolescent Medicine 153(3):254–260.

Jellinek MS, Murphy JM, Robinson J, et al. 1988. Pediatric Symptom Checklist: Screening
school-age children for psychosocial dysfunction. Journal of Pediatrics 112(2):201–209.
Web site: http://psc.partners.org.

Little M, Murphy JM, Jellinek MS, et al. 1994. Screening 4- and 5-year-old children for
psychosocial dysfunction: A preliminary study with the Pediatric Symptom Checklist.
Journal of Developmental and Behavioral Pediatrics 15:191–197. 

Pagano M, Murphy JM, Pedersen M, et al. 1996. Screening for psychosocial problems in
4–5 year olds during routine EPSDT examinations: Validity and reliability in a
Mexican-American sample. Clinical Pediatrics 35(3):139–146.

INSTRUCTIONS FOR 
SCORING

HOW TO INTERPRET THE
PSC OR Y-PSC

REFERENCES

NICHQ Vanderbilt 
Assessment Scales

Parent screening tools:
PHQ-9

Parent screening tools:
PSC
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http://www.oacbdd.org/clientuploads/Docs/2010/Spring%20Handouts/Session%20220j.pdf
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CRAFFT Screening 
Interview Tool in English

CRAFFT Screening 
Interview Tool in Spanish

CRAFFT Screening Tool 
in other languages

Key points for algorithm 
Some parents will request an appointment based on a child’s ADHD symptoms, but other 
parents will not. Screening for ADHD during routine health appointments can help in 
identifying and treating this common disorder. Asking about concerns at school, work, or 
home can reveal problems that indicate the need for further evaluation. 
Some offices may choose to send forms to the parent before the initial visit, especially if it 
will be several weeks before the initial appointment 
History and physical exam should include assessment of the child’s developmental history, 
hearing and vision, any learning difficulties or psychiatric illness, and family history of ADHD. 
Studies show a significant percentage of children with ADHD have one or more other 
associated conditions. The most common comorbid conditions being ADHD with one of 
the following:

•  Oppositional defiant disorder (35%) 
•  Conduct disorder (26%) 
•  Anxiety disorder (26%) 
•  Depressive disorder (18%) 

Also, a significant percentage of patients with autism spectrum disorder meet ADHD DSM-5 
criteria. While bipolar disorder is often estimated to occur in fewer than 1% of children and 
adolescents, these prevalence rates — and the criteria used to establish bipolar disorder 
in children — are controversial. The research generally agrees that children who do have 
bipolar disorder also have high rates of ADHD.8

In adolescents, SUD is common, particularly for patients who also have conduct disorder. 
To screen for SUD, interview the patient (if an adolescent, preferably with parents not 
present) using the CRAFFT9 tool for adolescents.

Evaluation and Diagnosis

The CRAFFT Screening Interview
Begin: “Iʼm going to ask you a few questions that I ask all my patients. Please 
be honest. I will keep your answers confidential.”

Part A
During the PAST 12 MONTHS, did you:   No Yes
1. Drink any alcohol (more than a few sips)? 
(Do not count sips of alcohol taken during family or religious events.) 

2. Smoke any marijuana or hashish?

3. Use anything else to get high?
(“anything else” includes illegal drugs, over the counter and 
prescription drugs, and things that you sniff or “huff”) 

For clinic use only: Did the patient answer “yes” to any questions in Part A?
No Yes

Ask CAR question only, then stop Ask all 6 CRAFFT questions

Part B No Yes
1. Have you ever ridden in a CAR driven by someone (including yourself) who 
was “high” or had been using alcohol or drugs? 

2. Do you ever use alcohol or drugs to RELAX, feel better about yourself, or fit 
in?

3. Do you ever use alcohol or drugs while you are by yourself, or ALONE?

4. Do you ever FORGET things you did while using alcohol or drugs? 

5. Do your FAMILY or FRIENDS ever tell you that you should cut down on your 
drinking or drug use? 

6. Have you ever gotten into TROUBLE while you were using alcohol or drugs? 

CONFIDENTIALITY NOTICE:
The information recorded on this page may be protected by special federal confidentiality rules (42 CFR Part 
2), which prohibit disclosure of this information unless authorized by specific written consent. A general 
authorization for release of medical information is NOT sufficient for this purpose. 

© CHILDRENʼS HOSPITAL BOSTON, 2009. ALL RIGHTS RESERVED.
Reproduced with permission from the Center for Adolescent Substance Abuse Research, CeASAR, Childrenʼs Hospital 
Boston. (www.ceasar.org)

Phỏng vấn sàng lọc CRAFFT  
 

Bắt đầu: “Tôi sẽ hỏi bạn một vài câu hỏi mà tôi vẫn hỏi tất cả các bệnh nhân 
khác. Xin hãy trả lời trung thực. Mọi câu trả lời của bạn đều sẽ được giữ bí mật.” 
   

Phần A   

Trong vòng 12 THÁNG qua, bạn có: Không Có 
1.Uống chút rượu nào không (hơn một vài ngụm)? 
(Không bao gồm rượu uống trong các sự kiện gia đình hoặc tôn giáo)   

2. Hút chút cần sa hoặc hashish nào không?   

3. Dùng bất kỳ chất gì khác để hưng phấn?   

(“bất kỳ chất gì khác” gồm thuốc trái phép, thuốc không kê 
toa và có kê toa, và những thứ quý vị hít hoặc “hút”)   

Phần dành cho bệnh viện: Bệnh nhân có trả lời “có” cho bất kỳ câu hỏi nào trong 
phần A không?  
 

Không  Có  
  

Chỉ hỏi các câu hỏi về XE HƠI, và dừng Hỏi cả 6 câu hỏi CRAFFT  
   

Phần B Không Có 
1. Bạn có bao giờ đi trên một XE HƠI (CAR) do một người 
lái (kể cả bạn) đang “hưng phấn” hoặc đã sử dụng rượu hay ma túy??   

2. Có bao giờ bạn sử dụng rượu hoặc ma túy để THƯ GIÃN (RELAX), 
để cảm thấy dễ chịu hơn và cảm thấy thoải mái hơn/hòa nhập hơn với bạn bè??   

3. Có bao giờ bạn sử dụng rượu hoặc ma túy khi bạn MỘT MÌNH (ALONE)??   

4. Có bao giờ bạn QUÊN (FORGET) những việc đã làm 
khi sử dụng rượu hoặc ma túy??   

5. Có bao giờ GIA ĐÌNH hoặc BẠN BÈ (FRIENDS) nói với 
bạn rằng bạn cần giảm uống rượu hoặc giảm dùng ma túy?   

6. Bạn đã bao giờ gặp RẮC RỐI (TROUBLE) trong khi 
bạn sử dụng rượu hoặc ma túy??   

 

THÔNG CÁO VỀ BẢO MẬT: 
Thông tin trong trang này có thể được bảo vệ bởi các quy tắc bảo mật đặc biệt của liên bang (42 CFR Part 2), là những quy tắc cấm tiết 
lộ những thông tin này trừ khi được cho phép cụ thể bằng văn bản. Việc chỉ cho phép nói chung về tiết lộ thông tin y tế sẽ là KHÔNG 
đủ. 

© Children’s Hospital Boston, 2009. 
Được sao chép với sự cho phép của Center for Adolescent Substance Abuse Research, CeASAR, Children’s Hospital Boston. . 
(www.ceasar.org) 

 

La entrevista de diagnóstico CARLOS (CRAFFT) 
Inicio: “Le voy a hacer algunas preguntas que le hago a todos mis pacientes. 
Le agradezco que responda con la mayor sinceridad posible. Trataré sus 
respuestas de manera confidencial.”

Parte A
Durante los ÚLTIMOS 12 MESES: No Sí
1. ¿Ha consumido bebidas alcohólicas (más de unos pocos sorbos)? (Sin tomar en cuenta 
sorbos de bebidas alcohólicas consumidas durante reuniones familiares o religiosas) 

2. ¿Ha fumado marihuana o probado hachís?

3. ¿Ha usado algún otro tipo de sustancias que alteren su estado de ánimo o de conciencia? 

(El término “algún otro tipo“ se refiere a drogas ilícitas, medicamentos de venta libre o de 
venta con receta médica, así como a sustancias inhalables que alteren su estado mental.) 

Para uso exclusivo del personal médico: ¿Respondió el paciente “sí” a cualquiera de las preguntas de la Parte A?

No Sí

Pasar a la pregunta B1 solamente Pasar a las 6 preguntas CARLOS

Parte B No Sí
1. ¿Ha viajado, alguna vez, en un CARRO o vehículo conducido por una persona (o usted 
mismo/a) que haya consumido alcohol, drogas o sustancias psicoactivas? 

2. ¿Le han sugerido, alguna vez, sus AMIGOS o su familia que disminuya el consumo de 
alcohol, drogas o sustancias psicoactivas? 

3. ¿Ha usado, alguna vez, bebidas alcohólicas, drogas o sustancias psicoactivas para 
RELAJARSE, para sentirse mejor consigo mismo o para integrarse a un grupo? 

4. ¿Se ha metido, alguna vez, en LÍOS o problemas al tomar alcohol, drogas o sustancias 
psicoactivas? 

5. ¿Se le ha OLVIDADO, alguna vez, lo que hizo mientras consumía alcohol, drogas o 
sustancias psicoactivas? 

6. ¿Alguna vez ha consumido, alcohol, drogas o alguna sustancia psicoactiva mientras estaba 
SOLO o SOLA, sin compañía? 

NOTA SOBRE EL CARÁCTER CONFIDENCIAL DE LA INFORMACIÓN:
La información incluida en esta página puede estar protegida por normas federales sobre confidencialidad (42 CFR Parte 2) que prohíben 

su divulgación, a no ser que medie una autorización escrita para el caso específico. NO basta con que se cuente con una autorización
generalizada en materia de divulgación de la información médica.

© CHILDRENʼS HOSPITAL BOSTON, 2009. TODOS LOS DERECHOS RESERVADOS.
Reproducción autorizada por el Center for Adolescent Substance Abuse Research, CeASAR, Childrenʼs Hospital Boston. (www.ceasar.org)
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Treatment in children and adolescents 
•  Treatment programs should recognize ADHD as a chronic condition.

• The treating clinician, parents, and child — in collaboration with school personnel — 
should specify appropriate goals to guide management.

• Stimulant medication has been shown to be the most effective treatment for patients 
with ADHD in children over the age of 6 and should be used when appropriate to 
improve target outcomes in children with ADHD. In addition, behavioral therapy should 
be considered, especially in the case of children under the age of 6 and patients with 
comorbid conditions.

• When the selected management for a child with ADHD has not met target outcomes, 
clinicians should re-evaluate the original diagnosis, use of all appropriate treatments, 
adherence to the treatment plan, and presence of coexisting conditions.

• The clinician should periodically provide systematic follow up. Monitoring should 
be directed to the child’s individual goals and any adverse effects of treatment, with 
information gathered from parents, teachers, and the child.

• Special consideration for adolescents: Frequent monitoring of medication is critical,  
as stimulants have a higher potential for misuse or diversion in the middle school or high 
school environment. Sustained release preparations may reduce the risk of chemical 
dependency.10

Texas Children’s Health Plan HEDIS metrics 
HEDIS stands for Healthcare Effectiveness Data and Information Set. It is a widely used set 
of performance measures by the nation’s health plans, and an essential tool in ensuring that 
our members are getting the best healthcare possible. It is extremely important that our 
providers understand the HEDIS® specifications and guidelines. TCHP tracks the following 
HEDIS metrics related to ADHD. 

•  Patients ages 6 to 12 with a newly prescribed ADHD medication must have a follow-up 
visit within the first 30 days of ADHD medication first medication prescription fill. 

• Patients ages 6 to 12 with a newly prescribed ADHD medication must have at least two 
more follow-up visits within the next nine months (after the initial 30 day follow up).  
(See issue on previous bullet.)

• In summary, follow-up care for children prescribed a new ADHD Medication should have: 
at least 1 follow up visit during the first 30 days after the medication was first dispensed 
and 2 additional follow up visits between 4 weeks and 9 months.

* Follow-up visit means any outpatient, intensive outpatient or partial hospitalization visit.

Treatment Plan

To refer to a behavioral 
health provider, use our 
iDirectory to search for  
in-network providers.11
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Algorithm for Treatment Plan

Initial Treatment Plan

1. For children under the age of 6, the provider should refer for evidence-
based behavior therapy as the first line of treatment. Please see page 13.

2. For children 6 and older, begin medication and consider evidence-based 
behavior therapy as treatment for ADHD. Please see page 10.

3. Work with patient/parents to develop a management plan including 
medical plan, follow-up plan and suggestions for home and school plans.

4. Educate parents/patients about ADHD; provide educational resources and 
local support resources.

5. Give parents follow-up Vanderbilt forms to complete before the next visit 
and provide copies of school Vanderbilt forms.

Follow up every 3-4 weeks until symptoms controlled and 
progress toward goals

1. Review follow up forms from home and school.

2. Monitor height, weight, blood pressure, heart rate, side effects, co-
morbidities, and progress toward goals.

Patient/Parents

1. Initiate home interventions 
and target behaviors based on 
patient’s management plan.

2. Complete Follow-up Forms.

3. Take School forms to child’s school 
psychologist/guidance counselor/ 
teacher, establish school goals 
and interventions and request 
completion of follow up forms 
within 3-4 weeks.

3. Schedule follow up appointment 
within 3-4 weeks and bring 
completed forms.

Ongoing follow up every 3-6 months. Continue treatment plan. 
Follow up every 3-6 months, have patient/family and school 

complete forms before next appointments.

Reassess diagnosis. Assess adherence to treatment plan 
or need to modify treatment. Reconsider co-morbidities. 

Consider referral to behavioral health specialist.

Patient Diagnosed  
with ADHD

No

Yes

Symptoms 
controlled? Progress 

toward goals.
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School

1. Review the ADHD management 
plan with the parent and child, 
and help determine school goals 
and intervention for behavior 
management.

2. Make special arrangements 
as appropriate (Section 504 
accommodations, IDEA, etc) 
Complete follow-up forms and 
return to parents within 3-4 weeks 
of diagnosis Save a copy for the 
school records.



Behavior therapy is effective treatment for attention-deficit/hyperactivity disorder (ADHD) 
that can improve a child’s behavior, self-control, and self-esteem. It is most effective in young 
children when it is delivered by parents. Experts recommend that doctors refer parents 
of children under 6 years old for training in behavior therapy before prescribing ADHD 
medicine. When parents become trained in behavior therapy, they learn skills and strategies 
to help their child with ADHD succeed at school, at home, and in relationships.  
Behavior therapy, given by parents and with the support of healthcare providers, teaches 
children to better control their own behavior, leading to improved functioning at school, 
home and in relationships. Learning and practicing behavior therapy requires time and effort, 
but it has lasting benefits for the child.
Parent Management Training (PMT) is an effective way for parents to provide behavior 
therapy for children with ADHD in the home. Parents can learn how to apply PMT in the 
home through training by a skilled LPC, LCSW, or psychologist in their community. Clinicians 
can get trained to teach parents PMT techniques through various educational resources. The 
table below highlights three behavioral therapy programs available to train clinicians. There 
are many training resources beyond these programs available to clinicians as well. 
Some therapists will have training or certification in a program that has been proven to work 
in young children with ADHD. Such programs include those listed in a 2011 Agency for 
Healthcare Research and Quality (AHRQ) report:12

Behavior Therapy in Young Children

What can parents expect? 
Parents typically attend eight or more sessions with a therapist. Sessions may involve groups 
or individual families. The therapist meets regularly with the family to review their progress, 
provide support, and adjust strategies as needed to ensure improvement. Parents practice 
with their child between sessions.

What will parents learn? 
Parents learn how to:

•  Strengthen the relationship with their child through positive communication, for 
example, active listening and describing emotions

• Reinforce good behavior, for example, giving positive attention and effective praise for 
good behavior

• Create structure and provide consistent discipline, for example, giving effective 
instructions, withholding attention for unwanted behavior, and effective use of time-out

Children with   often have many challenging behaviors. A therapist will help parents learn 
these skills and how to use them effectively with their child. 

Name of Behavioral 
Therapy Program

Triple P (Positive 
Parenting Program)

Incredible Years 
Parenting Program

Parent-Child 
Interaction Therapy

Available in the 
Greater Houston area?

Yes, plus   resources

No, Online  
resources only

Yes

Available in the 
Tyler area?

No, Online 
resources only

No, Online  
resources only

No

Available in the 
Beaumont area?

No, Online 
resources only

No, Online  
resources only

No
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Prescribing Pearls

• Write a 14-day supply 
prescription when 
starting new stimulant 
and schedule a follow 
up appointment in 1-2 
weeks. This enables 
providers to closely 
monitoring improvement 
of ADHD symptoms and 
medication side effects

• Before prescribing any 
medication, check the 
formulary to ensure 
that you are selecting 
medications that will 
be covered by TCHP  
(https://www.navitus.
com/texas-medicaid-star-
chip/formulary.aspx) 

• Patient can’t swallow 
pills? Prescribe capsules 
of long-acting agent 
and instruct patient to 
empty capsule contents 
into applesauce for 
oral administration. 
This will not affect 
duration of action and 
this is significantly less 
expensive than Quillivant 
or Quillichew  

• When discontinuing 
alpha-agonist (clonidine, 
guanfacine), gradually 
decrease dose over 
1-2 weeks to avoid 
sudden increase in blood 
pressure

• Titrate methylphenidate 
or amphetamine salt to 
at least 40mg (total daily 
dose) before switching 
to new agent or 
documenting treatment 
failure

Algorithm for ADHD Medication Management (Age 6-18)

USE trial of long-acting METHYLPHENIDATE (b)

Increase dose of 
AMPHETAMINE SALT (b) and 

reassess in 10-14 days

Add non-stimulant adjunct 
therapy (see page 16)

USE trial of long-acting AMPHETAMINE SALT (b)

CONSIDER child psychiatric referral OR a 4 to 6 week trial of  
NON-STIMULANT (d)

CONTINUE and 
FOLLOW UP in 3 

to 6 months

Decision to treat with medication

Age <6?

No

No

No

No

Partial responder?

No

No

No

Manageable or no side effects

Manageable or no side effects

Yes

Yes

Yes

Yes

Yes

Yes

Yes, or 
in family 
history

See chart on page 12.

Serious 
side 

effects

Serious 
side 

effects

Cardiac disease? (a)

Effective?

Effective?

Effective?

Effective?

Effective?

Assess for side effects 
within 14 days (c)

Assess for side effects 
within 14 days (c)

10

CONSULT 
with pediatric 
cardiologist

MAKE child 
psychiatric 

referral

Increase dose of 
METHYLPHENIDATE (b) and 

reassess in 10-14 days

https://www.navitus.com/texas-medicaid-star-chip/formulary.aspx


Medication Management Algorithm Notes (Age 6-18)   
(a) Screening for cardiac disease

Stimulant medication is the first-line treatment for ADHD, and there is no evidence of 
increased sudden cardiac death (SCD) in otherwise healthy pediatric patients taking 
stimulants. However, before prescribing a stimulant, patients should be screened for  
pre-existing heart disease. MCL

Cardiac screening should include:

• Patient history of previously detected cardiac disease, severe palpitations, 
arrhythmias, syncope, chest pain, hypertension, or exercise intolerance not 
accounted for by obesity (specific signs of hypertrophic cardiomyopathy, associated 
with sudden unexpected deaths in children and adolescents, include chest pain, 
arrhythmias, hypertension, and syncope).

• Family history focused on sudden death in children or young adults, hypertrophic 
cardiomyopathy, or long QT syndrome.

If screening reveals pre-existing heart disease or symptoms that suggest significant 
cardiovascular disease: Refer the patient for consultation with a cardiologist before a 
stimulant trial.

(b) Trial of stimulant (METHYLPHENIDATE OR AMPHETAMINE SALT)

• Stimulant medication is the first-line treatment for ADHD. Long-acting stimulants 
are preferred. Complete trial of low cost generic stimulants before trial of brand 
stimulants See Table I . 

• A legitimate trial of a stimulant is 3 to 4 weeks, titrating the dose if needed over 
that period. (See table 1 on pages 10-11  for more information on the starting dose 
and maximum level of recommended medications.) During the medication trial, 
increase the dose to optimal level without side effects — see note (c) below. Also, 
use each trial to assess the accuracy of ADHD and/or comorbidity diagnosis.

• Careful, frequent monitoring of the patient during each medication trial is 
important. Encourage patients/parents to inform you about medication side effects, 
and see table 3 on page 12 for a summary of suggested monitoring steps for 
each medication. The ADHD Management: Team Plan contains a checklist to help 
patients monitor side effects; if the Team Plan is not used, consider giving parents a 
copy of the medication follow-up page from the MHI Child & Adolescent Follow-up 
Evaluation Packet. Parents may not always take the initiative to contact the primary 
care provider, so consider contacting the parent regularly.

• Use stimulants with caution in patients with a history of drug or alcohol 
dependence or with possibilities of misuse, including distribution to others.

• For patients with co-morbidities, consider consulting a mental health specialist 
before choosing medication. Specific medication choices can be more effective for 
specific co-morbidities. See note (d).

11
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Medication Management Algorithm Notes (Age 6-18)   
(c) Stimulant side effects

• Possible side effects of stimulants are listed in table 3 on page 13. Many side 
effects of stimulants are mild, of short duration, and reversible with adjustments to 
dose or dosing interval.

• For mild side effects, use your judgment about continuing with dosage 
adjustments to the current stimulant, switching to another stimulant, or switching to 
a non-stimulant.

• If any of the following serious side effects occur, switch to a trial of a  
NON-STIMULANT, AND/OR consider a psychiatric consult/referral.

– Hallucinations or other psychotic symptoms
– Obsessive-compulsive symptoms
– Depression or extreme mood swings
– Significant anxiety
– Increase in ADHD symptoms in at least two medication trials
– Continuous tics

(d) Non-stimulant trial

• After two or more failed stimulant trials or based on unpleasant or serious side 
effects from stimulants, consider switching to a non-stimulant medication or, if 
appropriate, adding a non-stimulant medication. (Consider a psychiatric consult 
before initiating combination therapy.)

• Three of the non-stimulant drugs listed in table 2 on page 12 are approved by the 
FDA for treatment of ADHD: atomoxetine (Strattera), guanfacine ER (Intuniv), and 
clonidine ER (Kapvay). The other non-stimulant medications are off-label; consider 
the off-label medications with caution.

• Within the non-FDA approved options in table 2, consider an antidepressant 
if mood lability or depression is prominent or an alpha-adrenergic agonist if 
hyperactive/impulsive symptoms or aggression are most prominent. THO

12

Side Effect

Increase aggression, 
mood lability

Suppressed appetite

Insomnia

Intervention

Discontinue stimulant and initiate trial of  
non-stimulant. See Table 1 for list of non-stimulant

Give meal 30-60 minutes prior to dose of stimulant

Initiate melatonin or alpha-agonist at bedtime



CONTINUE to 
follow clinically 

per Treatment Plan 
algorithm

Revisit behavioral 
interventions 

and adjust 
pharmacotherapy (d)

Continue and 
monitor every 3-6 

months

Continue and monitor 
every 3-6 months

Algorithm for ADHD Medication Management (Age <6)

Initiate METHYLPHENIDATE IR 5mg twice daily  
(in morning and at noon). Follow up in 2 weeks (b)

Decision to start medication

CONSIDER 8-12 weeks Behavior Therapy 
before initiating medication

 Mild-Moderate ADHD Diagnosis Confirmed (a) 

No

Yes

No

Yes

Yes

Yes

No

No

Improved Behavior?

Side effects? (c)

Effective?

13

Monitor for effectiveness 
and titrate dose as  

needed (d)

Adjust dose and frequency 
of stimulant (d)

Severity of ADHD in 
patients < 6

This algorithm can guide 
clinicians for mild to 
moderate ADHD. For 
patients under 6 who 
present with severe 
ADHD, it is appropriate 
to initiate stimulant 
medication before 
behavioral therapy. For 
these patients, stimulant 
medication is often 
required to achieve the 
appropriate control of 
ADHD symptoms in 
order to begin behavioral 
therapy.



ADHD Medication Management (Age <6) Algorithm Notes   
(a) 

Criteria for moderate-severe severity: (1) symptoms that have persisted for at least 9 
months, (2) dysfunction that is manifested in both the home and other settings such as 
preschool or child care, and (3) dysfunction that has not responded adequately to behavior 
therapy (source: http://pediatrics.aappublications.org/content/pediatrics/early/2011/10/14/
peds.2011-2654.full.pdf).

(b) 

The American Academy of Pediatrics recommends use of methylphenidate over 
dextroamphetamine in children under 6 years of age. Most of the evidence for the safety 
and efficacy of treating preschool-aged children with stimulant medications has been from 
methylphenidate. Although there is moderate evidence that methylphenidate is safe and 
efficacious in preschool-aged children, its use in this age group remains off-label. Although 
the use of dextroamphetamine is on label, the insufficient evidence for its safety and efficacy 
in this age group does not make it possible to recommend at this time.  Dextroamphetamine 
is approved by the FDA for use in children younger than 6 years of age. This approval, 
however, was based on less stringent criteria in force when the medication was approved 
rather than on empirical evidence of its safety and efficacy in this age group. (http://
pediatrics.aappublications.org/content/pediatrics/early/2011/10/14/peds.2011-2654.full.pdf) 

(c) 

Side Effects and Recommended Intervention Table

(d) 

If ADHD symptoms are not controlled, consider these changes:
1. If behavior is not improving, increase dose by 2.5-5 mg and follow up in 14 days  

(i.e. methylphenidate 5 mg BID  methylphenidate 10 mg BID).
2. If medication is improving behavior but wearing off throughout the day, increase dosing 

from twice daily to three times daily. When dose is stabilized and tolerated, switch to 
extended release methylphenidate. 

Side Effect

Increase aggression, 
mood lability

Tics

Suppressed appetite

Insomnia

Intervention

Discontinue stimulant and initiate trial of  
non-stimulant. See Table 1 for list of non-stimulant

Combine stimulant with alpha-agonist 
(clonidine/guanfacine)

Give meal 30-60 minutes prior to dose of stimulant

Initiate melatonin or alpha-agonist at bedtime
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                                    Dosing (Ages 6-18)

 Generic Name  Brand Name  Duration Dosage Forms Initial Daily Max

Long-Acting Methylphenidate

 Methylphenidate ER  Concerta  10-12 hrs Tabs: 18, 27, 36, 54 mg 18 mg/d 54 mg

 Methylphenidate ER  Metadate ER  6-8 hrs Tab: 20 mg 20 mg/d 60 mg

 Methylphenidate ER (CD)  Metadate CD  8 hrs Caps: 10, 20, 30, 40, 50, 60 mg 20 mg/d 60 mg

 Methylphenidate SR  Ritalin SR (Discontinued)  6-8 hrs Tab: 20 mg 5 mg BID 60 mg

 Methylphenidate ER  Ritalin LA  6-8 hrs Caps: 10, 20, 30, 40, 60 mg 20 mg/d 60 mg

 Dexmethylphenidate ER  Focalin XR  10-12 hrs Generic Caps: 5, 10, 15, 20, 30, 40 mg 5 mg/d 30 mg
       Brand Caps: 5, 10, 15, 20, 25, 30, 35, 40 mg 5 mg/d 30 mg

 No Generic Available  Aptensio XR  5-6 hrs Caps: 10, 15, 20, 30, 40, 50, 60 mg 10 mg/d 60 mg

 No Generic Available  Daytrana  10-12 hrs Transdermal Patch: 10, 15, 20, 30 mg 10 mg/d 30 mg

 No Generic Available  Daytrana  9 hr Patch: 10, 15, 20, 30 mg 10mg/d 30 mg

 No Generic Available  Quillivant XR  12 hr Suspension: 25 mg/5 mL 20mg/d 60 mg

 No Generic Available  Quillichew ER  8 hr Chewable Tabs: 20, 30, 40 mg 20mg/d 60 mg

Long-Acting Amphetamines

 Mixed amphetamine  Adderall XR  10-12 hrs Caps: 5, 10, 15, 20, 25, 30 mg 5-10mg/d 30mg
 salts ER

 Dextroamphetamine  Dexedrine Spansules  6-8 hrs Caps: 5, 10, 15 mg 5mg QD or BID 40 mg
 sulfate ER

 No Generic Available  Adzenys ODT  10-11 hrs Oral Disintegrating tab: 3.1, 6.3, 9.4,  6.3 mg/d 18.8 mg
      12.5, 15.7, 18.8 mg

 No Generic Available  Mydayis  10-13 hrs Caps: 12.5, 25, 37.5, 50 mg ≥13 yrs old:  25 mg
       12.5 mg

 No Generic Available  Dyanavel XR  13 hrs Suspension: 2.5mg/mL 2.5-5 mg/d 20 mg

 No Generic Available  Vyvanse  10-12 hrs Caps: 10, 20, 30, 40, 50, 60, 70 mg 30 mg/d 70 mg
      Chewable Tabs: 10, 20, 30, 40, 50, 60 mg

Short-Acting Methylphenidate

 Methylphenidate IR  Ritalin  3-5 hrs Tabs: 5, 10, 20 mg Variable 60mg

 Methylphenidate IR    Methylin Chew (Discontin’d)  3-5 hrs Chewable Tabs: 2.5, 5, 10 mg Variable 60mg

 Methylphenidate solution  Methylin  3-5 hrs Suspension: 5mg/5mL, 10mg/5mL Variable 60mg

 Dexmethylphenidate  Focalin  3-5 hrs Tabs: 2.5, 5, 10 mg Variable 20 mg

Table I. ADHD Medication (Ages 6-18)

(Continued.)
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                                    Dosing (Ages 6-18)

 Generic Name  Brand Name  Duration Dosage Forms Initial Daily Max

Short-Acting Amphetamines

 Mixed amphetamine  Adderall  4-6 hrs Tabs: 5, 7.5, 10, 12.5, 15, 20, 30 mg Variable 40mg
 salts IR

 Dextroamphetamine  Procentra  3 hrs Solution: 5 mg/5mL Variable 40 mg
 sulfate IR

 Dextroamphetamine  Zenzedi  4-6 hrs Generic tabs: 5, 10 mg Variable 40 mg
 sulfate IR     Brand tabs: 2.5, 5, 7.5, 10, 15, 20, 30 mg

 Methamphetamine  Desoxyn  3-5 hrs Tabs: 5 mg Variable 25 mg

 No Generic Available  Evekeo  4 hrs Tabs: 5, 10 mg Variable  40 mg

 

Non-stimulants

 Atomoxetine  Strattera  10-12 hrs Caps: 10, 18, 25, 40, 60, 90, 100 mg             Weight Based

 Guanfacine ER  Intuniv  12 hrs Tabs: 1, 2, 3, 4 mg 1 mg/d 4-7 mg

 Clonidine ER  Kapvay  12 hrs Tabs: 0.1mg 0.1 mg/d 0.2 mg BID

Table I. ADHD Medication (Ages 6-18)

16



The American 
Academy of Pediatrics 
recommends every 
child with ADHD 
should be screened for 
other disorders and 
problems.

Attention-Deficit/Hyperactivity Disorder (ADHD) often occurs with other disorders. About 
half of children with ADHD referred to clinics have other disorders as well as ADHD.
The combination of ADHD with other disorders often presents extra challenges for children, 
parents, educators, and healthcare providers. Therefore, it is important for doctors to screen 
every child with ADHD for other disorders and problems. This page provides an overview of 
the more common conditions and concerns that can occur with ADHD. Talk with your doctor 
if you have concerns about your child’s symptoms.13

 Behavior or Conduct Problems 
Children occasionally act angry or defiant around adults or respond aggressively when 
they are upset. When these behaviors persist over time, or are severe, they can become 
a behavior disorder. Children with ADHD are more likely to be diagnosed with a behavior 
disorder such as Oppositional Defiant Disorder or Conduct Disorder. About 1 in 4 children 
with ADHD have a diagnosed behavior disorder.

Treatment 
Starting treatment early is important. Treatment is most effective if it fits the needs of 
the child and family. The first step to treatment is to have a comprehensive evaluation 
by a mental health professional. Some of the signs of behavior problems, such as not 
following rules, are also signs of ADHD, so it is important to get a careful evaluation to 
see if a child has both conditions. For younger children, the treatment with the strongest 
evidence is behavioral parent training, where a therapist helps the parent learn effective 
ways to strengthen the parent-child relationship and respond to the child’s behavior. For 
school-age children and teens, an often-used effective treatment is combination training 
and therapy that includes the child, the family, and the school. Sometimes medication is 
part of the treatment.

 Learning Disorder 
Many children with ADHD also have a learning disorder (LD). This is in addition to other 
symptoms of ADHD, such as difficulties paying attention, staying on task, or being 
organized, which also keep a child from doing well in school. ADHD is characterized by 
impairment in multiple settings. If impairment is only occurring in school, the patient may 
have a learning disability without ADHD.
Having a learning disorder means that a child has a clear difficulty in one or more areas of 
learning, even when their intelligence is not affected. Learning disorders include:

• Dyslexia – difficulty with reading
• Dyscalculia – difficulty with math
• Dysgraphia – difficulty with writing

Data from the 2004-2006 National Health Interview Survey suggests that almost half of 
children 6-17 years of age diagnosed with ADHD may also have LD. The combination of 
problems caused by ADHD and LD can make it particularly hard for a child to succeed in 
school. Properly diagnosing each disorder is crucial, so that the child can get the right kind 
of help for each.

Treatment
Children with learning disorders often need extra help and instruction that is specialized 
for them. Having a learning disorder can qualify a child for special education services 
in school. Because children with ADHD often have difficulty in school, the first step 
is a careful evaluation to see if the problems are also caused by a learning disorder. 
Schools should do their own testing to determine if child needs an intervention. Parents, 
healthcare providers, and the school can work together to find the  
right referrals and treatment.

Co-morbidities often associated with ADHD  
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 Anxiety
Many children have fears and worries. However, when a child experiences so many fears 
and worries that they interfere with school, home, or play activities, it is an anxiety disorder. 
Children with ADHD are more likely than those without to develop an anxiety disorder. 
Almost 1 in 5 children with ADHD have a diagnosed anxiety disorder.
Examples of anxiety disorders include:

• Separation anxiety - being very afraid when they are away from family
• Social anxiety - being very afraid of school and other places where they may  

meet people
• Generalized anxiety – being very worried about the future and about bad things 

happening to them

 Depression
Children with ADHD already have a hard time focusing on things that are not very interesting 
to them. Depression can make it hard to focus on things that are normally fun. Changes 
in eating and sleeping habits can also be a sign of depression. For children with ADHD 
who take medication, changes in eating and sleeping can also be side-effects from the 
medication rather than signs of depression. Talk with your doctor if you have concerns.
Extreme depression can lead to thoughts of suicide. For youth ages 10-24 years, suicide is a 
leading cause of death.
Occasionally being sad or feeling hopeless is a part of every child’s life. When children 
feel persistent sadness and hopelessness, it can cause problems. Children with ADHD are 
more likely than children without ADHD to develop childhood depression. Children may be 
more likely to feel hopeless and sad when they can’t control their ADHD symptoms and the 
symptoms interfere with doing well at school or getting along with family and friends. About 
1 in 7 children with ADHD have a diagnosis of depression.
Examples of behaviors often seen when children are depressed include:

• Feeling sad or hopeless a lot of the time
• Not wanting to do things that are fun
• Having a hard time focusing
• Feeling worthless or useless

Treatment for anxiety and depression 
The first step to treatment is to talk with a healthcare provider to get an evaluation. 
Some signs of depression, like having a hard time focusing, are also signs of ADHD, 
so it is important to get a careful evaluation to see if a child has both conditions. A 
mental health professional can develop a therapy plan that works best for the child and 
family. Early treatment is important, and can include child therapy, family therapy, or a 
combination of both. The school can also be included in therapy programs. For very 
young children, involving parents in treatment is very important. Cognitive behavioral 
therapy is one form of therapy that is used to treat anxiety or depression, particularly in 
older children. It helps the child change negative thoughts into more positive, effective 
ways of thinking. Consultation with a health provider can help determine if medication 
should also be part of the treatment.

 Substance Use Disorder (SUD)
ADHD treatment in childhood may prevent SUD. Studies have shown that treating ADHD 
in childhood with stimulant medication can help prevent SUD later on. Untreated ADHD is 
associated with an increased risk of SUD compared to patients treated for ADHD. However, a 
patient with treated ADHD has a higher risk for SUD than a patient without ADHD. Therefore, 
all patients with ADHD (treated or untreated) should be regularly assessed for SUD.
Screening for SUD is critical. A significant percentage of adolescents also have SUD. Before 
treating a teen with stimulants, consider SUD screening.
Address family SUD. Consider SUD screening in patients’ family to prevent diversion.14
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 Difficult Peer Relationships
ADHD can make peer relationships or friendships very difficult. Having friends is important to 
children’s well-being and may be very important to their long-term development. Although 
some children with ADHD have no trouble getting along with other children, others have 
difficulty in their relationships with their peers; for example, they might not have close 
friends, or might even be rejected by other children. Children who have difficulty making 
friends might also more likely have anxiety, behavioral and mood disorders, substance 
abuse, or delinquency as teenagers.

• Parents of children with ADHD report that their child has almost 3 times as many peer 
problems as a child without ADHD.

• Parents report that children with ADHD are almost 10 times as likely to have difficulties 
that interfere with friendships.

How does ADHD interfere with peer relationships? 
Exactly how ADHD contributes to social problems is not fully understood. Due to 
inattention, children and adolescents diagnosed with ADHD might not be able to pay 
attention to social cues. Therefore, their social skills learning can be delayed which and 
affect their peer relationships. Children who are inattentive sometimes seem shy or 
withdrawn to their peers. Children with symptoms of impulsivity/hyperactivity may be 
rejected by their peers because they are intrusive, may not wait their turn, or may act 
aggressively. In addition, children with ADHD are also more likely than those without 
ADHD to have other disorders that interfere with getting along with others.

Having ADHD does not mean a child won’t have friends 
Not everyone with ADHD has difficulty getting along with others. For those children 
who do have difficulty, many things can be done to help them with relationships. The 
earlier a child’s difficulties with peers are noticed, the more successful intervention may 
be. Although researchers don’t have definitive answers on what works best for children 
with ADHD, some things parents might consider as they help their child build and 
strengthen peer relationships are:
• Pay attention to how children get along with peers. These relationships can be just as 

important as grades to school success.
• Regularly talk with people who play important roles in your child’s life (such as 

teachers, school counselors, after-school activity leaders, healthcare providers, etc.). 
Keep updated on your child’s social development in community and school settings.

• Involve your child in activities with other children. Talk with other parents, sports 
coaches and other involved adults about any progress or problems that may develop 
with your child.

• Peer programs can be helpful, particularly for older children and teenagers. Social 
skills training alone has not shown to be effective, but peer programs where children 
practice getting along with others can help. Schools and communities often have 
such programs available. You may want to talk to your healthcare provider and 
someone at your child’s school about programs that might help.

 Teenage Driving Risks
ADHD can cause additional risks for teenage drivers. Teenagers and young adults with 
ADHD are more likely to drive a car without a license, have their licenses suspended or 
revoked, have crashes, and be at fault for these crashes. A study with a large sample of 
ADHD patients followed into adolescence and adulthood — and  
demographically similar controls without ADHD — suggests an increased  
risk of potentially dangerous driving outcomes for the ADHD patients.15
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TCHP’s ADHD Self-Management Tool 
Texas Children’s Health Plan has developed a self-management tool for ADHD that the 
healthcare provider can complete with the family. This tool is best utilized in a discussion 
with the family so they know how and when to use it. TCHP recommends the family be given 
multiple copies so that at least one at home and one with the school nurse is available. 
TCHP recommends the tool be reviewed at each follow-up visit for ADHD or as medications 
change to keep it updated and to address barriers to self-management of ADHD.
The ADHD Self-Management tool has 3 zones: Green, Yellow and Red. Each zone 
discusses symptoms and behaviors that align with how well a patient’s ADHD is being 
managed. The green zone is where we want the patient to stay. It has a place for up to 3 
daily ADHD medications to be entered, discusses common side effects of medications, and 
goals to help keep the patient in the green zone. The yellow zone is the warning zone with 
signs and symptoms to identify the patient and self-care skills to help return them to the 
green zone. The red zone is when a patient is out of control and instructs the caregiver on 
self-care skills to use and when it would be necessary to call 9-1-1. At the bottom, there is a 
barriers section where the healthcare provider can select a few barriers that you would like 
the family to work on.

Apps that assist with ADHD management and scheduling 
• 30/30 - create tasks and set the time you need to complete them. 
• Dragon - uses voice recognition and translates it into text.
• Dropbox - keep all your files, photos, videos and documents in one place.
• Evernote - note organization app where you can share notes with others as needed.
• iReward Chart - similar to a chore chart, but it is in a digital form.
• Remember the Milk - keeps track of your to-do lists and choose to get reminders via 

email or text or even on your calendar.
• Colornote - color code your notes, set reminders, and manage your calendar with  

this app.
• Remind Me - lets you make notes and reminders that you can save as wallpaper on  

your phone.16

Local ADHD family support and resources 
• Attention Deficit Disorders Association (ADDA): Southern Region www.adda-sr.org   

(281) 897-0982.

Supports individuals impacted by attention deficit disorders and related conditions and 
helps to advocate for the development of community resources and services.  
For Spanish support and resources: contact (936) 293-9213.

- Support groups

- Advocacy

- Trainings and Conferences

• ARC of Greater Houston: Holds trainings on Special Education 101, Monthly Special 
Education Trainings, offers social and recreational events for those with special health 
care needs (English and Spanish trainings offered).  
http://www.aogh.org/ 

• Navigate Life Texas website: search for resources by topic and by county.  
https://www.navigatelifetexas.org/en

Patient and Family Education

My ADHD Stoplight Tool

Best ADHD Apps

In the Green Zone, I am:
 z I can focus better.
 z I am staying in control of my behavior.
 z My schoolwork is neat and organized.
 z I can work well in a group.
 z I am taking my medication daily.

My goals:
Check goals you would like to work on

 � Keep doctor appointments (brIng parent 
and teacher ratIng forMs to vIsIts).

 � Keep a consistent, daily routine.
 � Meet my parent’s goals. 
 � Meet my teacher’s goals.
 � eat healthy meals.
 � drink 6-8 cups of water everyday.
 � get 8-10 hours of sleep every night.
 � share this stoplight tool with my 

school teachers and nurse.
 � have an Individualized education 

plan completed for school.

In the Yellow Zone:

 z My grades are starting to drop.
 z I get in trouble at school.
 z I have trouble focusing.
 z I have trouble sleeping and wake up often.
 z I act out without thinking.

I will use these self-care skills:
 � tell an adult, teacher, or school nurse.
 � take a short break and take deep breaths.
 � ask for extra time to complete school work.
 � have quiet time to myself.
 � continue taking daily 

medications as prescribed.

In the Red Zone:

 z I feel out of control or others 
see me as out of control.

 z I keep getting in trouble.
 z I refuse to follow instructions.
 z My grades are getting worse.

I will use these self-care skills:

 � tell parent or another adult.
 � Leave stressful event.
 � go see a counselor or nurse at school.
 � have quiet time to myself.

I AM UNABLE 
TO FOCUS 
AND/OR 
CANNOT CALM 
DOWN.

I FEEL  
OUT OF 
CONTROL!

RE
D

 Z
O

N
E

I AM CALM 
AND ABLE TO 
FOCUS BETTER.

G
RE

EN
 Z

O
N

E

Questions? 24/7 Texas Children’s Health Plan Nurse Help Line: 1-800-686-3831
Texas Children’s Health Plan Behavioral Health Hotline: Medicaid/STAR: 1-800-731-8529 | CHIP: 1-800-731-8528

DATE __________________________________________________________

PATIENT’S NAME  ______________________________________________

NEXT VISIT ____________________________________________________

PROVIDER NAME/NUMBER ____________________________________

PHARMACY NAME/NUMBER ___________________________________

CM-0214-159 REV 07/2016

MY ADHD  
STOPLIGHT TOOL

YE
LL

O
W

 Z
O

N
E

Overcoming Barriers (Check family’s most common barriers to care)

Barrier: Action point:

☐ Difficulty refilling medication Request refill 7 days before empty & request a 90 day supply if possible

☐ Difficulty working with school discuss with your case manager, social worker and/or healthcare provider

☐ Difficulty taking medication discuss with healthcare provider and/or school nurse

☐ do not think medication is working discuss with your healthcare provider

☐ graduating from high school discuss plans for support systems at college with parents and doctor

☐ stress of adhd diagnosis for child find a support group to share frustrations

or go to the nearest 
emergency room if you 
have any severe side 
effects such as: hearing 
voices or thinking of 
harming others  
or yourself.

CALL 911

1. Medication:______________________ ______mg
    _________dose(s) given at _______ (time of day)

2. Medication:______________________ ______mg
    _________dose(s) given at _______ (time of day)

3. Medication:______________________ ______mg
    _________dose(s) given at _______ (time of day)

• does not feel hungry.
• trouble sleeping.

• headache.
• stomachache.

always speak with your doctor before 
stopping medication and before going on 
summer break from school.

discuss with your doctor before starting 
any new medications, over the counter 
cold medications or natural remedies.

COMMON SIDE EFFECTS:
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http://www.texaschildrenshealthplan.org/sites/default/files/pdf/ADHD%20Stoplight%20Tool%202016.pdf
https://www.healthline.com/health/adhd/top-iphone-android-apps#1


Parenting a child with 
ADHD: For Parents & 
Caregivers17

ADHD -  
Home  
Interventions18

Homework Help for 
ADHD19

Homework 
Help

When working with children with ADHD, it is best to be clear about specific behaviors and 
goals they are required to meet. Establishing a reward for completion of a specific task, goal 
or behavior is a good way to provide positive reinforcement. 
When it comes to schoolwork, some tips to help are: 

i) Write homework assignments in assignment book.
ii) Bring assignment book and required textbooks home.
iii) Organize sequence of performance of various assignments.
iv) Work in segments of time appropriate to personal span of attention.
v) Complete assignments.
vi) Return to class with homework and textbooks.

Some reward ideas can include a video rental, games, special trips or activities, tokens, 
popsicle sticks, stickers, that are not readily available to the child. After the desired behavior 
is performed consistently, gradually replace the activities, games, toys, or treats with verbal 
praise, applause, a pat on the back, or a hug. 
When a program of positive reinforcement fails:

a. Make sure the behavior required can be performed and has been stated clearly.
b. Select rewards that are of increased desirability for the child.
c. Make sure behavior is rewarded immediately and consistently.

When it comes to encouraging independence in reading some tips are:
a) Have child help select books that are of interest.
c) Read aloud from mutually enjoyed material that is written above present reading level.
d) Provide interesting, age-appropriate books printed in large print
e) Listening to books recorded on tape and written for students of the same age   

may be appreciated.
f) Plan a specific time segment of every day to listen to interesting and enjoyable   

books of interest.
When it comes to learning spelling and committing things to memory, some tips are:

a) Practice spelling words by writing them in chalk on the sidewalk or in the sand or dirt 
with a stick. Encourage the writing of each word as large as possible.

b) The next day, give instructions to write each spelling word on a piece of paper as large 
as possible.

c) Then, dictate spelling words and require the writing of each word in a different color.
d) The following day, dictate spelling words as the teacher would do in the classroom 

setting.
e) Review words from previous weeks’ spelling lists.
f)  Alternate having the writing of the spelling words on paper with having the spelling of 

the words out loud.
g) Try spelling the word out loud and see if the patient can give the word you are spelling.

When it comes to helping your child be more social and make lasting friendships, try 
these tips:

a) Joining non-competitive extra-curricular activities such as scouts or  activities/sports 
offered through local organizations such as the YMCA or through local museums.

b) Inviting friends to go on family outings to the park, movies, shopping, out to eat, etc.
c) Inviting friends over to house on evenings and weekends where parents can monitor  

and model appropriate social skills and problem solving and to intervene  
if problems arise.

d) Going to day or overnight camp in the summer.

ADHD - Home Interventions

Patient and Family Education
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Effective Parent and 
Family Education should 
include:

• Helping parents 
understand ADHD and 
common co-morbidities

• Connecting patients and 
parents to resources

• Helping parents set 
goals with their child and 
understand their child’s 
ADHD management plan

• Helping parents work 
with their child’s school 
and teachers

To help you educate 
parents on these topics, 
we recommend the 
following handouts for 
patients and families.

http://www.chadd.org/portals/0/content/chadd/nrc/factsheets/Homework_Fact_Sheet_2016.pdf
http://www.chadd.org/Understanding-ADHD/For-Parents-Caregivers/Education/Homework-Help-for-ADHD.aspx
http://www.chadd.org/Portals/0/Content/CHADD/NRC/Factsheets/parenting2015.pdf
http://www.texaschildrenshealthplan.org/sites/default/files/pdf/ADHD%20Home%20Interventions.pdf


Working with Schools
Educational accommodations for ADHD are shaped by two laws:20

Section 504 (Rehabilitation Act of 1973). This law covers “disability that substantially limits 
one or more life activities” (and includes learning disabilities). If eligible, the student receives 
an Accommodation Plan. For students who can benefit from simple accommodations, 
qualifying under Section 504 can be easier than IDEA. For example, simple accommodations 
provided under Section 504 for a child with ADHD might include reducing the number of 
homework problems (without reducing the level or content of what is taught), providing 
the student with a quiet place to work without distractions, providing extra time for tests, 
creating a notebook so teachers and parents can keep each other informed about the child’s 
progress, or having a school nurse oversee a student’s medication.

IDEA (Individuals with Disabilities Education Act). This act covers “disability that adversely 
affects educational performance.” The act lists 14 disability categories for eligibility; ADHD 
is included under “Other Health Impairment.” If eligible, a student receives an Individual 
Education Plan (IEP) that may include specially designed instruction and related services. 
Students who have an IEP are also entitled to alternate procedures that must be followed 
if they are suspended or expelled. Qualifying under the IDEA may be a better choice for 
students who need more extensive services or accommodations.

Tips for Talking to Teachers about ADHD
During the academic year, school-age kids spend at least six hours a day at school. Add 
in extracurricular activities beyond the regular school day, and those six hours can easily 
become eight or 10. This means that kids spend 25% or more of their time with adults other 
than their parents—mostly teachers.   
As every parent and teacher knows, however, the symptoms of ADHD don’t disappear 
once your child walks out the front door and gets on the bus. In fact, the classroom setting 
can present teachers with unique behavior management challenges when trying to teach 
children with ADHD or related conditions. Communicating effectively with teachers is one 
of the most important things you as a parent can do to ensure that your child receives the 
supports and structures needed for success.21

Here are five tips to help foster better communication and cooperation with teachers.

1. Understand the teacher’s mindset. Terry Illes, PhD, a school psychologist, explains 
that there are two main schools of thought regarding ADHD and behavioral disorders in 
general. The first is the “Behavioral” model; the second is the “Academic” model.  
Under the Behavioral Model, teachers will ascribe undesirable behavior to motivation, 
and thus see it as voluntary and willful. This leads to a cycle where the teacher will work 
to “stamp out” the behavior instead of teaching the child new skills to adapt to the 
classroom environment. Under the Academic Model, a teacher will recognize the  
behavior as involuntary and will work to teach new skills over time to help the student 
maximize potential.

Section 504

IDEA

Infographic explaining 
IDEA vs. Section 504 
found here:

More information on 
Educational Rights for 
Children with ADHD in 
Public Schools 

Sample letter to 
teachers

Tips for talking to 
teachers
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(Continued.)

http://www.chadd.org/Understanding-ADHD/For-Parents-Caregivers/Education/Section-504.aspx
http://www.chadd.org/Understanding-ADHD/For-Parents-Caregivers/Education/Section-504.aspx
http://www.chadd.org/portals/0/Content/CHADD/Documents/NRC/ADHD_IDEA-504.pdf
http://www.chadd.org/Portals/0/Content/CHADD/NRC/Factsheets/Education%20Rights.pdf
http://www.chadd.org/Understanding-ADHD/For-Parents-Caregivers/Education/Tips-for-Talking-to-Teachers-about-ADHD.aspx
http://www.chadd.org/Understanding-ADHD/For-Parents-Caregivers/Education/Requesting-an-Evaluation-in-Public-Schools.aspx


Finding out which mindset a teacher has can go a long way towards figuring out how to 
approach that teacher and how to work with him or her to better understand your child’s 
needs and provide for them.

2. Work with, not against, the teacher. Approach your child’s teacher as an ally rather than 
as an adversary and acknowledge your responsibility as part of your child’s education 
team. If they are unfamiliar with ADHD, provide the teacher with the basic information, 
the science behind it and the common treatments. Solicit feedback. Make the teacher 
part of the solution so that he or she has a stake in the process. Be open about past 
difficulties and current challenges.

 3. Start before the school year begins. Don’t wait until the child is already in school and 
making an impression that can be hard to shake. Be proactive and write a letter or send 
an email to open communication with the teacher and prepare him or her for your child’s 
behaviors and requirements. Use the message to make the teacher aware of your child’s 
ADHD and of any learning programs, such as a 504 Plan or an Individualized Education 
Plan. You might also express a desire to meet in person either before the school year or 
shortly thereafter.

4. Establish a system for meeting the child’s needs and keeping in contact. Treat the 
teacher as a partner in your child’s education team. Let your child’s teachers know if 
there are some major changes going on in your family since your child’s behavior can 
be affected. Invite the teachers to contact you with any issues or concerns before they 
become a problem as well as regular progress reports. Find out what accommodations 
can be offered or developed to meet your child’s needs. Arrange for regular meetings to 
monitor your child’s progress and make adjustments if needed to the accommodations. 
Having open lines of communication between you and the teacher will help your child.

5. Don’t go it alone! Raising a child with ADHD can be, at times, frustrating and 
demanding. But there are many other parents facing similar situations. Check out local 
CHADD support groups, message boards, and other resources where you can turn for 
advice and community.

It is crucial to keep an open line of communication with teachers to allow plans and systems 
to be adjusted as needed and to ensure that your child is making progress. By taking steps 
ahead of time to prepare teachers for children with ADHD, parents can save a good deal 
of stress and heartache up front. Like any good relationship, the key to an effective parent-
teacher partnership is open, honest, two-way communication.

For more resources on 
Education and working 
with schools see:

Sample letter from parent 
to school to request 
educational evaluation of 
child with ADHD

Sample letter from PCP 
to teacher to complete 
Vanderbilt Teacher 
Assessments

Dear Teacher:

The parents of one of your students,  
are seeking to have their child evaluated by our office for a health concern. As part of our 
evaluation process, we ask that both the child’s parents and teacher complete a set of 
behavioral rating scales. This information is important for the diagnosis and treatment of 
your student.

Your time and cooperation in this matter is greatly appreciated. Attached to this letter 
are a set of teacher rating scales and questionnaires, the NICHQ Vanderbilt Teacher 
Assessment Scale.

Generally, the teacher who spends the most time with the child should complete the 
teacher rating scales. However, if the child has more than one primary teacher, or has a 
special education teacher, it would be useful for us to obtain a separate set of rating scales 
from each teacher. If more than one set of rating scales is required, please have the parent 
contact us directly at our clinic number and we will forward additional rating scales as 
needed. Please note that the same teacher should complete each entire set of forms. 

Please fill out the forms as completely as possible. If you do not know the answer to a 
question, please write, “Don’t know,” so that we can be sure the item was not simply 
overlooked. Some of the questions in the rating scales may seem redundant. This is 
necessary to ensure that we obtain accurate diagnostic information. 

We ask that you complete these forms as soon as possible, as we are unable to begin 
a child’s evaluation without the teacher rating scales. The forms should be mailed to us 
directly in the envelope provided.

Thank you for your assistance and cooperation in the completion of these forms. If you have 
any questions regarding the enclosed materials, or if you would like additional information 
regarding services provided, please do not hesitate to contact us.

Sincerely,

Dear

I am requesting that my child,   
be evaluated for special education services and/or accommodations granted under 
Section 504 or the Individuals with Disabilities Education Act (IDEA). I am concerned that     
                                                                       is having difficulty and may need special help in order to learn.
 
For the last             years                classroom teachers have noted that my child has difficulty 
completing assignments, is experiencing problems with excessive impulsivity and/or is 
unable to sit still and stay focused. Please note that      has 
diagnosed my child as having Attention-Deficit/Hyperactivity Disorder (ADHD).   
       is concerned that                                                                                    ’s 
ADHD is resulting in decreased alertness in the classroom and may be significantly 
impacting           school performance, learning, and behavior.

I would like to meet with all those who will be doing the evaluation before my child is tested 
so that I may share information about                                                                    with them. I understand that 
the evaluation is provided at no cost to me. I also understand that I must provide written 
permission for these tests to be administered and I will be happy to do so once I have 
received all the appropriate forms and an explanation of the process. I will also expect a 
copy of the written report generated by each evaluator so that I may review them before the 
IEP or 504 planning meeting. 

I look forward to hearing from you at your earliest convenience so that we may begin 
preparations for the evaluation.
 
Sincerely,
 

Toolkit Collaboration Team 
Dr. Andrew Harper, MD 
Dr. Lia Rodriguez, MD 
Jonathan Vecchiet, PharmD
Jenny Rowlands, MPH CHES
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http://www.chadd.org/Understanding-ADHD/For-Parents-Caregivers/Education.aspx
http://www.texaschildrenshealthplan.org/sites/default/files/pdf/ADHD%20Letter_PCP%20to%20Teacher.pdf
http://www.texaschildrenshealthplan.org/sites/default/files/pdf/ADHD%20Letter_Parent%20to%20School.pdf


24

References
1Source: CDC https://www.cdc.gov/ncbddd/adhd/facts.html 

2Source: http://www.chadd.org/Understanding-ADHD/For-
Professionals.aspx

3Source: CDC https://www.cdc.gov/ncbddd/adhd/ 
facts.html 

4Source: Intermountain Health and text from TCHP 
collaboration team

5Source: Intermountain Health

6Source: NICHQ http://www.nichq.org/childrens-health/
adhd/resources/vanderbilt-assessment-scales

7Source: https://www.cdc.gov/ncbddd/adhd/ 
diagnosis.html   
American Psychiatric Association: Diagnostic and Statistical 
Manual of Mental Disorders, 5th edition. Arlington, VA., 
American Psychiatric Association, 2013.

8Source: Intermountain Health

9Source: http://www.ceasar-boston.org/CRAFFT/ 
index.php

10Source: Intermountain Health

11Source: http://doctorsearch.tchp.us/iDirectory/
applicationspecific/search.asp 

12Source: the CDC https://www.cdc.gov/ncbddd/adhd/
behavior-therapy.html

13Source: CDC website: https://www.cdc.gov/ncbddd/adhd/
conditions.html

14Source: Intermountain Health

15Source: Intermountain Health

16Source: http://www.healthline.com/health/adhd/top-
iphone-android-apps#1

17Source: National Resource Center on ADHD: a program of 
CHADD

18Source: From TCH EPIC

19Source: CHADD- http://www.chadd.org/Understanding-
ADHD/For-Parents-Caregivers/Education/Homework-Help-
for-ADHD.aspx

20Source: Intermountain Health

21Source: http://www.chadd.org/Understanding-ADHD/For-
Parents-Caregivers/Education/Tips-for-Talking-to-Teachers-
about-ADHD.aspx

Printed copies are for reference only.  
Please refer to the electronic copy for the latest version.




