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Foreword

Introduction
Attention Deficit Hyperactivity Disorder (ADHD) is a high prevalence condition with many potential medical, 
emotional-behavioral, social and academic consequences for a child or adolescent.  In addition, its presen-
tation to the primary care clinician may range from straightforward to very complex.  The guideline work 
group feels that many patients presenting with learning or behavior problems and suspected of ADHD can 
be adequately evaluated and managed in the primary care setting, allowing for subspecialty or multidisci-
plinary consultation in more complex cases.  It also recognizes the need for variable implementation models 
depending on specific medical, mental health, and educational systems to ensure accuracy of diagnosis and 
appropriateness of management.

This guideline is intended to provide information helpful to the primary clinician.  Details in the annotation 
section are provided for this purpose; however, it is recognized that the degree of usefulness for each clini-
cian will vary according to each individual's experience with and prior knowledge of ADHD.  

It is expected that the primary care clinician making the initial diagnosis of attention deficit hyperactivity 
disorder will not only evaluate the primary symptoms described in the DSM-IV or DSM-PC criteria, but 
also will screen for other primary conditions and comorbidities using multiple data sources.  Some patients 
will require further specialized evaluation based on information learned in this process.  From these findings 
the primary clinician may choose to manage the patient or to utilize subspecialty consultation for ADHD 
management.  It should be understood that at any point within the evaluation or management algorithm, the 
primary clinician may choose to seek subspecialty consultation from various disciplines.

The overall goal of this guideline is to ensure that all patients diagnosed with ADHD are accurately evaluated 
and appropriately managed, whether by the primary clinician or through subspecialty consultation.

Scope and Target Population
This guideline pertains to diagnosis and management of attention deficit hyperactivity disorder in the primary 
care setting for children and adolescents from kindergarten through 12th grade.

Clinical Highlights and Recommendations
•	 Evaluate children/adolescents suspected of having ADHD based on DSM-IV/DSM-PC diagnostic criteria 

using consistent and appropriate diagnostic tools.  (Annotation #4)

•	 Screen all patients for other primary conditions or comorbidities and appropriately refer to subspecialty 
consultation for further evaluation.  (Annotation #5)

•	 Coordinate a simultaneous multimodal management plan that involves parent, child and school-focused 
interventions.  (Annotation #14)

•	 Establish communication and intervention linkages with related systems (e.g., schools, mental health)  
(Annotations #16, 17, 18)

•	 Establish appropriate use of medications in both initial and ongoing management of patients with ADHD.  
(Annotation #20)

•	 Provide consistent and comprehensive monitoring and care coordination for all patients with ADHD 
including pharmacologic and non-pharmacologic interventions, identification and management of 
emerging comorbidities, and the impact of ADHD condition on patients, their families and schools.  
(Annotation #24)
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Related ICSI Scientific Documents
There are no other ICSI guidelines whose scope and/or recommendations are closely related to the content 
of this guideline at this time.	

Priority Aims 
1.	 Increase the use of DSM-IV or DSM-PC criteria and screening for other primary conditions and comor-

bidities for patients newly diagnosed with attention deficit hyperactivity disorder. 

2.	 Improve the primary care use of first-line medications through a systematic, uniform approach.

3. 	 Increase the number of clinicians who are utilizing a multimodality approach in treatment planning for 
children with ADHD.

Evidence Grading
Individual research reports are assigned a letter indicating the class of report based on design type:   A, B, 
C, D, M, R, X.

Key conclusions are assigned a conclusion grade: I, II, III, or Grade Not Assignable. 

A full explanation of these designators is found in the Supporting Evidence section of the guideline.

Disclosure of Potential Conflict of Interest
In the interest of full disclosure, ICSI has adopted the policy of revealing relationships work group members 
have with companies that sell products or services that are relevant to this guideline topic.  The reader should 
not assume that these financial interests will have an adverse impact on the content of the guideline, but they 
are noted here to fully inform readers.  Readers of the guideline may assume that only work group members 
listed below have potential conflicts of interest to disclose.

Judson Reaney, MD received consulting, speaker fees or honoraria from UCB Pharma, Shire, McNeil, Eli 
Lilly and Novartis.

No other work group members have potential conflicts of interest to disclose.

ICSI's conflict of interest policy and procedures are available for review on ICSI's Web site at 
http://www.icsi.org.
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Conners Parent and Teacher Rating Scale

•	 Multiple scales assessing conduct, learning, psychosomatic, impulsive/hyperactive, and anxiety 
dimensions

•	 Some concern present over few items focusing on cognitive (inattention) versus behavioral 
(hyperactive/impulsive) features of ADHD.

Numerous other rating scales are available that are multidimensional and more complex to score and inter-
pret [Achenbach Child Behavior Checklist (CBCL) and Teacher Report Form (TRF), Youth Self-Report, 
Devereaux Scales of Mental Disorders (DSMD), Behavioral Assessment System for Children (BASC), etc.]  
These may be helpful in evaluation of comorbid conditions (Cantwell,1996; DuPaul, 1992; DuPaul, 1998; 
Eiradi, 2000; Lahey, 1994; Matier-Sharma, 1995).  (Please refer to Annotation #5, "Screen/Assessment for 
Other Primary Conditions and Comorbidities.")

Sources for the suggested semistructured interview questionnaires and rating scales are listed below.

Barkley Clinical Interview:  Barkley RA. In Attention Deficit Hyperactivity Disorder:  a Clinical Work-
book.  New York:  Guilford Press, 1991.  (Class not assignable)

Behavior Assessment System for Children (BASC):  Reynolds CR, Kamphaus RW.  In Behavior 
Assessment System for Children (BASC).  Circle Pines, MN:  American Guidance Service, 1992.  
(Class not assignable)

Other consensus guidelines on ADHD:

American Academy of Pediatrics Committee on Quality Improvement Subcommittee on Attention 
Deficit Hyperactivity Disorder.  Clinical practice guideline: diagnosis and evaluation of the child with 
attention deficit hyperactivity disorder.  Pediatr 2000;105:1158-70.  (Class R)

Dulcan M.  Practice parameters for the assessment and treatment of children, adolescents, and 
adults with attention deficit hyperactivity disorder.  J Am Acad Child Adolesc Psychiatry 1997;36(10 
Supplement):085S-121S.  (Class R)

National Institutes of Health Consensus Statement.  Diagnosis and treatment of attention deficit 
hyperactivity disorder (ADHD).  1998;16:1-37.  (Class R)

The American Academy of Pediatrics (AAP) has developed a tool kit to assist clinicians in providing quality 
care for children with ADHD.  This resource provides a basis for a coordinated multidisciplinary system of 
care including primary care professionals, school personnel, parents and children.  Ordering information may 
be obtained by accessing their Web site: www.aap.org/bookstore or calling 1-888-227-1770.  In addition, the 
NICHQ/Vanderbilt Assessment Scale is available as a non-normative referenced screening questionnaire. 

The Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition (DSM-IV) is recognized as the 
most widely used resource for diagnosis of mental disorders, including ADHD (Spitzer, 1994).  Alternatively, 
a manual designed for use in primary care practice, the Diagnostic and Statistical Manual for Primary Care 
(DSM-PC): Child and Adolescent Version, is now available.  The DSM-PC is designed to bridge the gap 
between pediatric primary care and mental health services.  It contains the DSM-IV criteria for childhood 
mental health disorders including ADHD and related conditions, but also contains useful information on 
the developmental continuum of behavior, from normal variations to mental disorders.   It is fully compat-
ible with the DSM-IV manual but provides a vocabulary that primary care providers may find more useful 
to describe mental health, behavioral and developmental phenomena seen in their daily practices.  The 
DSM-PC Child and Adolescent Version describes ADHD and related disorders under the section heading 
"Impulsive/Hyperactive or Inattentive Behaviors."  It also provides a section on differential diagnosis and 
related conditions (pp. 93-110) (Wolraich, 1996a).  Note: The DSM-IV TR (2000) is an updated version 
with no changes to ADHD criteria.
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-	 Visual and sequential processing

-	 Memory

-	 Fine and gross motor function

•	 Cognitive screening tools

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

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

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

-	 Observe the child using a pencil to copy symbols and words.  (visual perceptual- 
	motor)

-	 Ask the child to perform a three-step command.  (sequencing)

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

-	 Ask the child to repeat three, then four digits forward; then repeat three, then four digits back-
ward.  (concentration)

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

•	 Genetic or chromosomal

-	 Fragile X syndrome	 -	 Tourette's syndrome

-	 Mental retardation	 -	 Neurofibromatosis

•	 Neurological

-	 Seizure disorder	 -	 Neurodegenerative conditions

-	 Choreiform disorder	 -	 CNS infection	

-	 CNS trauma

•	 Biomedical

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

-	 Allergy	

-	 Auditory or visual impairment

-	 Metabolic/endocrine

-	 Anemia

-	 Sleep disorders may lead to behaviors that may mimic mild ADHD, and exacerbate symptoms 
of moderate to severe ADHD (Chervin, 2002; O'Brien, 2003).  Sleep should be thoroughly 
evaluated.

Supporting evidence is of classes:  C, D
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•	 studying for exams,

•	 taking notes on classroom lectures,

•	 organizational skills,

•	 time management, and

•	 self-monitoring.

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

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

•	 Reading disorder,

•	 Mathematics disorder,

•	 Disorder of written expression, and

•	 Developmental coordination disorder.

Children with subnormal intelligence may appear inattentive, due to their lack of understanding of and 
tracking with material that is too difficult for them.  However, it is also important to note that children with 
cognitive impairment are three to four times more likely to have ADHD than children with intelligence scores 
in the normal range.  Therefore, an IQ assessment and individual achievement testing may often be essential 
components of an ADHD evaluation.  It is important to note that these children may be misdiagnosed as 
having a primary attention problem when in fact their symptoms are secondary to an inappropriate level of 
difficulty or stimulation in academic programming.

It is important to review school concerns with the patient, parents, teachers and other school professionals. 
"Red flags" or common presenting symptoms of concern for children with learning disabilities or cognitive 
impairment could include:

•	 apparent apathy or hostility toward school;

•	 avoidance of or failure in specific subject areas;

•	 disruptive or negative behaviors in certain classes; 

•	 historical evidence of difficulty in specific skill areas;

•	 history of special educational services,  "Title 1" assistance, etc.; and

•	 history of early childhood service.

A sample of possible questions directed at children and their parents for assessing academic performance 
issues presenting in the context of an ADHD evaluation might include:

•	 What subject is your favorite/easiest?

•	 What subject is hardest/least favorite?

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

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

•	 Do you receive any special help in school?

•	 What are your interests outside of school?

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

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

•	 Do you think your child feels positively about school?

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

•	 Are you pleased with your child's grades? 

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

Students functioning at the "gifted" end of the cognitive spectrum may also manifest signs or symptoms of 
ADHD such as inattention, disruptive behavior, and apparent lack of motivation or engagement in classroom 
activities. It is important to note that these children can be misdiagnosed as having a primary attentional 
problem, when in fact their symptoms are secondary to the lack of an appropriate level of challenge and 
stimulation in academic programming.  Giftedness and ADHD may coexist, however.

One of the goals of assessment is to determine whether a student's academic difficulties are due to ADHD, 
learning disabilities or both.  A second question would be whether a student presenting with symptoms of 
ADHD actually has ADHD as the primary condition or whether a learning style issue (e.g., learning disability) 
might be sufficient to account for the identified problem behaviors.  There is a significant overlap between 
populations of students with ADHD and those with academic skills deficits.

On average, students with ADHD do not differ substantially from the rest of the school-age population in 
terms of overall intellectual functioning.  Many of these children, however, show academic performance  
problems despite adequate abilities as measured by standardized tests.  These children often exhibit less 
on-task behavior as compared to peers and have less opportunity to respond to and track with academic 
instruction.  Growing evidence also suggests that the behavioral symptoms of ADHD disrupt academic skill 
acquisition and performance. 

Prospective follow-up studies of children with ADHD into adolescence indicate that this population is at great 
risk for chronic underachievement and demonstrates higher school dropout rates.  About one-third of children 
with ADHD in research samples have been held back at least one grade before reaching high school. 

One easy-to-use instrument for clinicians to screen academic functioning in students grades one through 
six is the Academic Performance Rating Scale.  This instrument consists of 19 teacher-completed items 
that are scored to yield four subscale scores: Learning Ability, Academic Performance, Impulse Control and 
Social Withdrawal.  A total score of 1.5 standard deviations below the mean for age and gender is considered 
significant for screening purposes and warrants consideration of referral for formal educational assessment 
(DuPaul, 1994a).

If a child is referred to formal psychoeducational assessment, it is important to differentiate the need for IQ 
testing, achievement testing or both.  IQ testing gives a general estimate of personal problem-solving ability 
based on age norms.  It is important to note that verbal and performance (or nonverbal) abilities may differ, 
and that children with language-based disorders might be penalized for this on a standard IQ test such as 
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Psychostimulant medications are considered first-line therapy because they are effective in 70%-80% of 
children with ADHD.  It is theorized that stimulants increase the availability of neurotransmitters at the 
presynaptic terminals.  This allows the child to exhibit more purposeful, goal-oriented behavior by focusing 
attention, lessening impulsiveness, and decreasing motor activity.

(Weiss, 2005; Wilens, 2005; McGough, 2005)

Absolute contraindications to the use of psychostimulants include psychosis, certain cardiovascular 
conditions, or previous untoward reactions to stimulant medication.  Occasionally a comorbid condition may 
warrant the consideration of alternative medications.  In the presence of comorbidity, the primary symptoms 
of concern should influence the medication decision.

Treatment with psychostimulants is often safe and effective in managing many children with ADHD with 
mild to moderate tics.  Nevertheless, frequency and severity of tics should be carefully monitored in these 
patients.  No routine blood work is necessary before or during psychostimulant therapy.

The four types of stimulant medication most commonly used are:  

•	 Methylphenidate (MPH)
•	 Dex-methylphenidate

•	 Dextroamphetamine
•	 Amphetamine salts

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

Each of these stimulant medications has the common adverse effects of decreased appetite, insomnia, head-
ache, stomachache and irritability.  If sleep problems are reported, determine factors that may influence 
response to stimulant treatment (Stein, 1999).  

Dosages should be adjusted for each child depending on body weight, degree of impairment, and specific 
symptoms targeted for improvement.  Children with ADHD of the predominantly inattentive type have been 
shown to respond well to low doses of methylphenidate.  Children with ADHD, combined-type or predomi-
nantly hyperactive have shown more positive response at moderate to high doses of methylphenidate.  Please 
refer to the table, "Summary of First-Line ADHD Medications for Use in Children and Adolescents," for 
information on dosing, titration and adverse effects of specific medications, and Annotation #24, "Mainte-
nance and Continuing Care," for information on maintenance and continuing care.

Atomoxetine (Strattera), an inhibitor of the presynaptic norepinephrine transporter, has been found effective 
in the treatment of ADHD.  Two randomized controlled trials found it effective over placebo and another 
found it equally efficacious when compared to methylphenidate (Michelson, 2001; Michelson, 2002; Krato-
chvil, 2002).  It now may be considered as a first-line agent in patients for whom psychostimulants may 
not be an option, for patients with comorbid anxiety, sleep initiation disorder, substance abuse, or tics, or if 
initially preferred by parents and/or physician.  Atomoxetine is a non-controlled substance that may make 
it preferable in certain clinical situations.  Potential adverse effects include somnolence, nausea, anorexia, 
mild increase in blood pressure or heart rate and skin rash.

In 2004 the FDA issued a paper advising health professionals about a warning regarding Strattera.  The 
labeling has been updated with a bolded warning about the potential for severe liver injury, following two 
reports.  The warning indicates that the medication should be discontinued in patients who develop jaundice 
or laboratory evidence of liver injury.  Currently, routine liver function tests are not being recommended 
for those taking this medication.
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Adherence to current regimen may be assessed by asking open-ended, non-threatening questions at each 
office visit.  If adherence to medication regimen appears to be lacking, the patient may benefit from adher-
ence interventions.  Such interventions include reeducating the patient and family about medications and 
how they fit into the treatment plan (including side effects and how they may be prevented.)  Other ways to 
help adherence include regimen simplification (e.g., less frequent dosing), use of patient adherence aids (e.g., 
tablet boxes, alarms), suggesting support group sessions, sending appointment reminders, cueing medication 
administration to daily activities (e.g., breakfast) and giving positive reinforcement for adherence efforts.  
Adverse effects of stimulants are not uncommon, but can generally be managed in most cases.  The more 
common side effects include anorexia, insomnia, stomachaches and headaches and, less commonly, rebound 
irritability, dysphoria, agitation, tics and growth impairment are seen.

It is generally felt that, in individual patients, psychostimulants may unmask or exacerbate tics.  However, 
in two recent studies evidence suggests that psychostimulants may not be associated with tic frequency or 
severity.  Law and Schachar studied 91 children with ADHD, with and without mild to moderate comorbid 
tics in a randomized, double-blind, placebo-controlled study.  They found that doses of methylphenidate 
in the typical clinical range did not produce significantly more tics in those children than in those who 
received a placebo (Law, 1999).  Furthermore, Gadow, et al., studied 34 prepubertal children with ADHD 
and chronic multiple tic disorder at six-month and two-year intervals, again revealing no evidence that 
motor or vocal tics changed in frequency or severity during maintenance therapy compared with initial 
evaluation (Gadow, 1995).

Growth suppression has been a concern with long-term use of stimulants.  It seems to occur rarely and 
is likely secondary to reduced caloric intake.  Upon discontinuing the stimulant, growth rebound occurs 
with no significant compromise of ultimate height attained.  Findings by Vincent, et al., (in 31 adolescents 
receiving methylphenidate for six months to six years) suggest that there is no significant adverse effect on 
early adolescent growth with this treatment (Vincent, 1990).

(Barkley, 1990c; Biederman, 1996; Castellanos, 1997; Efron, 1997; Gadow, 1999; Haynes, 2002; McDonald, 
2002; Nichols-English, 2000; Pliszka, 1998; Rao, 1998; Scahill, 2001; Smith, 1998; Spencer, 1998; Tourette's 
Syndrome Study Group, The, 2002) 

ADHD is a lifelong chronic condition. While it is common for the hyperactivity part of the condition to 
ameliorate throughout adolescence, there often remains (in 50%-60% of patients) significant inattentiveness, 
restlessness and impulsivity.

As expected, patients will be able to discontinue medication variably, depending on the severity of ADHD 
symptoms and their ability to compensate relative to environmental demands (e.g., school, work, family).

Poor prognostic indicators have included low intelligence, poor academic achievement, early conduct 
problems, poor social relationships, and family psychopathology.  Many individuals, however, learn to 
compensate, well as to rely on their significant strengths to overcome any persisting ADHD symptoms.

(DuPaul, 1991; Lambert,1987; Wolraich, 1996)

Supporting evidence is of classes:  A, C, D, M, R
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Priority Aims and Suggested Measures

1.	 Increase the use of DSM-IV or DSM-PC criteria and screening for other primary conditions and comor-
bidities for patients newly diagnosed with attention deficit hyperactivity disorder. 

Possible measures of accomplishing this aim:

a.	 Percentage of patients newly diagnosed with ADHD whose medical record contains documentation 
of DSM-IV or DSM-PC  criteria.

b.	 Percentage of patients newly diagnosed with ADHD whose medical record contains documentation 
of screening for other primary conditions and comorbidities, as defined in the guideline.

2.	 Improve the primary care use of first-line medications through a systematic, uniform approach.

Possible measures of accomplishing this aim:

a.	 Percentage of patients treated with medication for the diagnosis of ADHD whose medical record 
contains documentation of a follow-up visit at least twice a year.

3. 	 Increase the number of clinicians who are utilizing a multimodality approach in treatment planning for 
children with ADHD.

Possible measures of accomplishing this aim:

a.	 Percentage of patients diagnosed with ADHD whose medical record contains documentation that 
they discussed parental resources for managing children with ADHD (e.g., parent training groups, 
videos, books, psychology referral).

b.	 Percentage of patients diagnosed with ADHD whose medical record contains documentation that the 
clinician discussed the need for school-based supports and educational service options for children 
with ADHD.

c.	 Percentage of patients with initial diagnosis of ADHD whose medical record contains documenta-
tion of communication between the primary care provider and school. (Annotation #18)
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Measurement Specifications

Possible Success Measure #1a:
Percentage of patients newly diagnosed with ADHD whose medical record contains documentation of 
DSM-IV or DSM-PC criteria being addressed.

Population Definition
All children and adolescents from kindergarten through 12th grade (ages 5 to 18) diagnosed with ADHD.

Data of Interest
# of medical records of newly diagnosed ADHD patients with documentation of DSM-IV or DSM-PC 

criteria being addressed

Total # of medical records of newly diagnosed ADHD patients reviewed

Numerator/Denominator Definitions
Numerator:	 ADHD is defined as ICD-9 codes of 314.00 or 314.01.  Newly diagnosed is defined as docu-

mented ADHD in past six months and no documentation of ADHD codes in the previous 
6-12 months.  Documented is defined as any evidence in the medical record that DSM-IV or 
DSM-PC criteria were addressed.  DSM-IV or DSM-PC criteria include evaluation for :  

	 1) symptoms, 2) onset, 3) duration, 4) pervasiveness and 5) impairment.	

Denominator:	 ADHD is defined as ICD-9 codes of 314.00 or 314.01.  Newly diagnosed is defined as docu-
mented ADHD in past six months and no documentation of ADHD codes in the previous 6-12 
months.  

Method/Source of Data Collection
Medical groups may identify their patient samples in several ways.  One way is to use available information 
systems to identify patients with ADHD from all payers.   A minimum sample of 10 charts is suggested.

Time Frame Pertaining to Data Collection
Suggested data collection time frame is monthly.

Notes
Depending upon the size of the medical group's ADHD population, data may be collected on a less frequent 
basis.
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Possible Success Measure #2a:
Percentage of patients treated with medication for the diagnosis of ADHD whose medical record contains 
documentation of a follow-up visit twice a year.

Population Definition
All children and adolescents from kindergarten through 12th grade (ages 5 to 18) diagnosed with ADHD.

Data of Interest
# of medical records of ADHD patients 

on first-line medication with documentation of a follow-up visit twice a year

Total # of ADHD patients on first-line medication whose medical records are reviewed 

Numerator/Denominator Definitions
Numerator:	 ADHD is defined as ICD-9 codes of 314.00 or 314.01.  Diagnosed is defined as documented 

ADHD in the previous 6-12 months.  Documented is defined as any evidence in the medical 
record that a follow-up visit occurs in the past 12 months.  A follow-up visit for ADHD includes 
documentation of the following twice a year:  height, weight, a discussion of medication, a 
discussion of school progress, and a care plan should be identified.  First-line medications 
include:  Methylphenidate (Ritalin), Dextroamphetamine (Dexedrine) and Atomoxetine (Strat-
tera).

Denominator:	 ADHD is defined as ICD-9 codes of 314.00 or 314.01.  Diagnosed is defined as documented 
ADHD in the past 6-12 months.  First-line medications include:  Methylphenidate (Ritalin), 
Dextroamphetamine (Dexedrine) and Atomoxetine (Strattera).

Method/Source of Data Collection
Medical groups may identify their patient samples in several ways.  One way is to use available information 
systems to identify patients with ADHD from all payers.   A minimum sample of 10 charts is suggested.  It 
is recommended that a chart review be done to determine follow-up visits for ADHD. 

Time Frame Pertaining to Data Collection
Suggested data collection time frame is monthly.

Notes
Depending upon the size of the medical group's ADHD population, data may be collected on a less frequent 
basis.
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Possible Success Measure #3b:
Percentage of patients diagnosed with ADHD whose medical record contains documentation that the clinician 
discussed the need for school-based supports and educational service options for children with ADHD.

Population Definition
All children and adolescents from kindergarten through 12th grade diagnosed with ADHD.

Data of Interest
# of medical records of ADHD patients with documentation of 

discussion of the need for school-based supports and educational service options

Total # of ADHD patients whose medical records are reviewed

Numerator/Denominator Definitions
Numerator:	 ADHD is defined as ICD-9 codes of 314.00 or 314.01.  Diagnosed is defined as documented 

ADHD in the previous 6-12 months.  Documented is defined as any evidence in the medical 
record that a clinician discussed school based supports and educational service options.

Denominator:	 ADHD is defined as ICD-9 codes of 314.00 or 314.01.  Diagnosed is defined as documented 
ADHD in the past 6-12 months.  

Method/Source of Data Collection
Medical groups may identify their patient samples in several ways.  One way is to use available information 
systems to identify patients with ADHD from all payers.   A minimum sample of 10 charts is suggested.  

Time Frame Pertaining to Data Collection
Suggested data collection time frame is monthly.

Notes
Depending upon the size of the medical group's ADHD population, data may be collected on a less frequent 
basis.








