Monroe County Medical Society Community-wide Guidelines

ADHD in Children and Adolescents
Parent/Family Strategies
(improvement of family functioning)
 Support groups for ADHD
 Parental skill training, first line
intervention for preschool
children
 Advocacy groups

Treatment
Diagnosis of ADHD

Primary care clinician to implement multimodal treatment plan for ADHD including
education of key individuals:



Child (behavioral interventions)
 Training for social skills
 Strategies for effective problem
solving
 Training in study skills and
organizational management
 Referral to specialist if needed to
assist with comorbid conditions





Second Line Therapy/Alternate
Medication Trial(s)
 Consider when stimulant trial is
unsuccessful or if associated
comorbidity
 Second line therapy commonly
includes atomoxetine, short and
long acting guanfacine, clonidine,
bupropion
 In some cases guanfacine or
clonidine can be considered as
adjunctive treatment along with
stimulant medication and
atomoxetine

Is
medication
Indicated?

Age 5 or under?

School (academic interventions)
 Behavior modification
 Classroom modifications
 Structured learning environment
 Additional support as needed
(tutor, resource room, equipment)
 Possible need for 504 Plan or IEP
to optimize and facilitate school's
response
First Line Medication
 Stimulants are first line of
treatment and have proven to
benefit most people
 Contradictions: psychosis, certain
cardiovascular conditions
 Safe and effective in managing
ADHD in presence of tic disorders
 Preschool children (ages 4-5
years) should be given a lower
dose and increased in smaller
increments since they may have
more side effects.

Parent/Family: information pertaining to ADHD and how it impacts their child;
future expected clinical course and intervention strategies
Child: developmentally appropriate discussion of ADHD which includes the child’s
strengths and weaknesses
School/Day Care: Family should partner with school to offer resources for
caregiver interventions

Continue monitoring of care
and reassess
Suggest behavioral therapy or
school modifications

No

Yes
1st line intervention is
parent management
training to address
developmental
expectations &
management skills.
Consider structured
preschool program.

First line medication trial
Adequate dose for therapeutic
interval, reassess in 30 days

Successful
first line medication trial?

No

Carefully review Dx; consider
parent management or
individual therapy and
alternative medication
choices

Yes
Successful treatment
w/parent management
training & preschool?

Yes
Monitor Dx &
continue
educational
intervention.

Maintenance: continue to monitor
(plot height and weight, blood
pressure and heart rate) to assess
possible growth reduction)

Assess effectiveness of Tx periodically.
Determine if medication is still effective,
dose is optimal, side effects clinically
insignificant. Consider using Vanderbilt or
Conners monitoring every
3-4 months.

Improvement?

No
If patient symptoms free in 1
year, assess continued need
If moderate to
severe symptoms
& behavorial
intervention
inadequate
alone, consider
low dose, short
acting stimulant
trial.

Improvement?

Yes

Consider subspecialist
consultation
Assess effectiveness of treatment
periodically. Determine if medication still
effective, optimal dose, side effects
clinically insignificant. Consider using
Vanderbilt or Conners Scales for
monitoring every 3-4 months.

No

Consider subspecialist
consultation

Guidelines are intended to be flexible. They serve as reference points or recommendations, not rigid criteria. Guidelines should be followed in most cases, but there is an
understanding that, depending on the patient, the setting, the circumstances, or other factors, care can and should be tailored to fit individual needs.
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