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Attention-Deficit/Hyperactivity Disorder (ADHD) Pharmacological Treatment Recommendations

Treatment Recommendations for a Patient with a Confirmed Diagnosis of
ADHD AND Level of Impairment to Warrant Pharmacological Management

Preschool-aged children Adolescents Adults
4 years to 6th birthday 12 years to 18th birthday 18 years and older

First-line treatment: Evidence- Treat with pharmacologic Treat with pharmacologic Treat with pharmacologic
based behavioral interventions

. therapy AND *evidence- therapy and may consider therapy and cognitive
and classroom behavioral . . . ;
interventions based behavioral evidence-based behavioral | behavioral therapy/
Second-line: May prescribe interventions and/or interventions and/or psychosocial treatment
methylphenidate if no classroom behavioral classroom behavioral
significant improvement and interventions interventions

moderate-to-severe continued
disturbance

*For further information regarding evidence-based behavioral interventions please see
Appendix 2.2 “Nonpharmacologic Treatments”

Guidance for Initial Pharmacological Management of ADHD
Stimulant therapy is usually considered first-line in patients 6 years of age and older, unless the patient is not a suitable
candidate. Methylphenidate and amphetamine options tend to have similar effectiveness, but amphetamines may be
associated with more side effects. Patient-specific factors should be evaluated to determine if the patient is a candidate for
use of a stimulant medication.

Contraindications

¢ Known sensitivity ® Patients who have used an MAOI, linezolid, or methylene

¢ Serious cardiac conditions blue within the last 14 days

® Hyperthyroidism ® History of substance misuse

¢ Glaucoma ® Agitated state (use caution in patients with bipolar
disorder/mania, as stimulants have the potential to induce
mania)

Precautions

¢ Patients with suicidal ideation or major depression ¢ Eating disorders
¢ Mild hypertension or tachycardia ¢ Cerebrovascular disease
® Significant hepatic or renal impairment ® Pregnancy/breastfeeding
¢ History of seizure disorders ® Geriatric patients

Caregiver/patient/family preference regarding use of a stimulant versus a non-stimulant medication should be discussed and
considered. When starting adolescents and adults on stimulant medications, clinicians should obtain the patient’s consent to
treat and assess for symptoms of substance use and monitor prescription refill requests for signs of misuse or diversion.
Consider the patient’s insurance coverage and formulary requirements when selecting an agent. Starting a stimulant:

¢ Long-acting formulations are recommended

® Children and adolescents starting stimulants should be initiated at the starting dose and then gradually titrated weekly to
the dose that optimally controls symptoms with minimal adverse effects

® Adults starting stimulants should start at the lowest possible dose and titrate slowly. Before switching to another agent,
titrate to the maximum dose if no side effects are present.

If the patient is not a candidate for stimulant therapy and/or caregiver/patient/family preference is to avoid stimulant therapy,
common non-stimulant treatment includes atomoxetine, viloxazine, guanfacine or clonidine. Consider and educate the pa-
tient on the duration of time to maximum response of the chosen agent. The time for maximum response tends to be within
a few weeks for stimulants whereas clonidine and guanfacine can take about 2 to 4 weeks and viloxazine or atomoxetine
may take up to 6 to 8 weeks. Once pharmacological and/or non-pharmacological treatment is initiated, continue to closely
monitor all patients receiving pharmacological therapy.

See “ADHD Monitoring and Follow Up” for specific recommendations.

* Please refer to A West Virginia Guide to Evidence-Informed Evaluation, Diagnosis, and Treatment of Attention-Deficit/Hyperactivity Disorder (ADHD)
and comorbid Concerns (The WV ACC Guidelines), available at www.WVADHD.org for a full list of disclaimers (page 4) and references for the content
contained in this handout.
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Nonpharmacological Treatments for Attention-Deficit/Hyperactivity Disorder (ADHD)

Preschool-aged
Children
(<6 Years)

First-Line

» Combined Training

School-aged Children

Combined Training

Adolescents

(6 years to 12th birthday) (12 years to 18th birthday)

» Combined Training

Adults
(18 years and older)

Cognitive Behavioral

ted

Limi
Evidence

Lacking
Evidence

Level of Evidence Key

Interventions (extensive Interventions (extensive Interventions (extensive Therapy (group or
practice) practice) practice) individual)
+ N/A N/A » Behavioral Parent Psychological Counseling/

Management Training

Emotional Therapy
Use of technological aids

First Line: Statistically significantly superior to control group or equivalent to an already well established

treatment

At least two experiments showing superiority to control group
At least one experiment showing superiority to control group
Limited Evidence: Not yet tested in a randomized controlled trial
Lacking Evidence: Tested and found to be inferior to control group or experimental studies suggest treatment

produces no beneficial effect

* Please refer to A West Virginia Guide to Evidence-Informed Evaluation, Diagnosis, and Treatment of Attention-Deficit/Hyperactivity Disorder (ADHD)
and comorbid Concerns (The WV ACC Guidelines), available at www.WVADHD.org for a full list of disclaimers (page 4) and references for the content

contained in this handout.
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Attention-Deficit/Hyperactivity Disorder (ADHD) Monitoring and Follow-up

Maintenance follow-up visits should occur at least every 3 to 6 months

* Special attention given to blood pressure, heart rate, height, weight
* Comparison with patient’s baseline

* Comorbid concerns

* Adverse effects

* Efficacy/symptom control- use of ADHD rating scales
* Dosage adjustments (titration vs. dose reduction)

* Adherence (timing of refill request)

* Risk Reduction Strategies (prescription stimulants in patients who require additional monitoring)
* Prescription Drug Monitoring Program
¢ Urine drug testing
* Ongoing risk screening

* Appropriate referrals and coordination of care
* Adherence to nonpharmacological treatments

* School or workplace accommodations

* Symptom management assessment- ADHD assessment scales
* Referrals to additional specialists where indicated
* Parental/caregiver/family member concerns addressed

* Scheduling of follow-up visits

* Please refer to A West Virginia Guide to Evidence-Informed Evaluation, Diagnosis, and Treatment of Attention-Deficit/Hyperactivity Disorder (ADHD)
and comorbid Concerns (The WV ACC Guidelines), available at www.WVADHD.org for a full list of disclaimers (page 4) and references for the content
contained in this handout.
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Attention-Deficit/Hyperactivity Disorder (ADHD) Treatment Recommendations

Preschool-aged children (<6 years)*

>

Primary care clinician (PCC) should prescribe evidence-based behavioral parent training in
behavior management (BPMT) and/or behavioral classroom interventions.

In patients greater than 4 years of age, methylphenidate may be considered if there is no
significant improvement with behavioral interventions and there is continued moderate to
severe disturbance.

o

In areas in which evidence-based behavioral treatments are not available, the clinician
needs to weigh the risk of starting medication before the age of 6 years.

*Of note, the AAP aadvises to avoid a diagnosis of ADHD prior to the age of 4 years.

A. PCC should prescribe U.S. Food and Drug Administration (FDA)-approved medication for
ADHD along with BPMT and/or behavioral classroom interventions.

B. Educational interventions and instructional supports are a necessary part of the treatment
plan.

Adolescents: 12 years to 18th birthday
PCC should prescribe FDA-approved medication for ADHD.

>

B. PCC is encouraged to prescribe evidence-based training interventions and/or behavioral
interventions.

o

Educational interventions and instructional supports are a necessary part of the treatment
plan.

Adults: 18 years and older

A. FDA-approved stimulant (for those determined to be candidates for use of prescription
stimulants) or atomoxetine are considered first-line treatments for ADHD after coexisting
mental health and substance use disorders are treated.

a. Consider long-acting stimulants for all patients who are candidates for stimulants due
to lower misuse and diversion potential.

b. Consider a non-stimulant (atomoxetine, bupropion, clonidine/guanfacine) with recent
substance use or history of substance use disorder.

Without sufficient symptom improvement, consider adjusting the dose or trying alternative
medications (TCAs, modafinil, etc.).

o

CBT has been shown to be helpful as adjunctive treatment with medication.

o

To monitor for misuse or diversion of stimulants, clinicians should consider using a patient
and provider agreement and other risk reduction strategies at their discretion.

* Please refer to A West Virginia Guide to Evidence-Informed Evaluation, Diagnosis, and Treatment of Attention-Deficit/Hyperactivity Disorder (ADHD)
and comorbid Concerns (The WV ACC Guidelines), available at www.WVADHD.org for a full list of disclaimers (page 4) and references for the content
contained in this handout.
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Assessment Tools for Attention-Deficit/Hyperactivity Disorder for Children

Broadband Assessments

Achenbach System of Empirically Based Assessment
(ASEBA)®

Narrowband Assessments

Academic Performance Rating Scale (APRS)

Child Behavior Checklist (CBCL)®

ADHD Rating Scale-5 for Children and Adolescents
(ADHD-RS-5)°

Caregiver-Teacher Report Form (C-TRF)®

Attention-Deficit Disorder Evaluation Scale-Fifth Edition
(ADDES-5)°

Teacher’s Report Form (TRF)®

Brown Attention-Deficit Disorder Scales®

Youth Self-Report (YSR)®

Conners 4™ Conners 4th Edition- ADHD Index

Barkley Functional Impairment Scale — Children and
Adolescents (BFIS-CA)®

Impairment Rating Scale

Behavior Assessment System for Children Third Edition
(BASC-3)°

NICHQ Vanderbilt Assessment Scales®

Teacher Ratings Scale (TRS)®

Strengths and Difficulties Questionnaire (SDQ)®

Parent Rating Scale (PRS)®

Swanson, Kotkin, Agler, M-Flynn, & Pelham (SKAMP)
Rating Scale

Self-Report of Personality Form (SRP)®

Swanson, Nolan, and Pelham Teacher and Parent Rating
Scale (SNAP-1V)

Child and Adolescent Functional Assessment Scale
(CAFAS)®

Conners 4™ Conners 4th Edition

Pediatric Symptom Checklist (PSC)®

Structured Interviews Semi-Structured Interviews

Children’s Interview for Psychiatric Syndromes (ChIPS and
P-ChIPS)©

Child and Adolescent Psychiatric Assessment (CAPA)®

Diagnostic Interview Schedule for Children-IV (DISC-IV)®

Preschool Age Psychiatric Assessment (PAPA)®

Mini International Neuropsychiatric Interview for Children
and Adolescents (MINI KID)®

Kiddie-Schedule for Affective Disorders and Schizophrenia
for School-Aged Children Present and Lifetime (K-SADS-
PL)®

Screening/Assessment Tools for Conditions Related to ADHD for Children

ANXIETY DISORDERS

« SCARED (child)

+ GAD-7 (age 11+)

+ RCADSSs (child)
DEPRESSIVE DISORDERS

« RCADS (child)

+ PHQ-9 © (age 12+)

+ CES-DC (child)
BIPOLAR DISORDERS

+ The Mood Disorder
Questionnaire (age 11+)

+ ASSQ (child)
+ M-CHAT-R/F ©
(16 to 30 months of age)

- CAPS-CA-5 (child)
LEARNING DISORDER
. WISC-V © (child)

+ Vanderbilt© (child)
+ SNAP-IV (child)

* Please refer to A West Virginia Guide to Evidence-Informed Evaluation, Diagnosis, and Treatment of Attention-Deficit/Hyperactivity Disorder (ADHD)
and comorbid Concerns (The WV ACC Guidelines), available at www.WVADHD.org for a full list of disclaimers (page 4) and references for the content
contained in this handout.
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Assessment Tools for Attention-Deficit/Hyperactivity Disorder (ADHD) for Adults

Broadband Assessments

Achenbach System of Empirically Based Assessment
(ASEBA)®

Narrowband Assessments

Adult ADHD Self-Report Scale Symptom Checklist (ASRS-
DSM-5)°

Adult Behavior Checklist (ABCL)®

Barkley Adult ADHD Rating Scale - IV (BAARS-IV)

Adult Self-Report (ASR)®

Barkley Deficits in Executive Functioning Scale (BDEFS for
Adults)®

Older Adult Behavior Checklist (OABCL)®

Barkley Functional Impairment Scale (BFIS for Adults)®

Older Adult Self-Report (OASR)®

Brown Adult Attention-Deficit Disorder Scales

Minnesota Multiphasic Personality Inventory (MMPI-3)©

Conners’ Adult ADHD Rating Scales (CAARS) ©

Personality Assessment Inventory (PAI)™

Structured Interviews

Conners Adult ADHD Diagnostic Interview for DSM-IV™
(CAADID) ™

Copeland Symptom Checklist for Adult ADHD

Semi-Structured Interviews

The Young Adult Psychiatric Assessment (YAPA)®

Mini International Neuropsychiatric Interview (MINI) (Adult
Version)®

The Diagnostic Interview for ADHD in Adults (DIVA-5)®

Screening/Assessment Tools for Conditions Related to ADHD for Adults

ANXIETY DISORDERS
+ GAD-7 (age 11+)
DEPRESSIVE DISORDERS
+ PHQ-9 © (age 12+)

TRAUMA

+ PCL-C

+ The Mood Disorder
Questionnaire (age 11+)

- GBI

+ WIAT-4

* Please refer to A West Virginia Guide to Evidence-Informed Evaluation, Diagnosis, and Treatment of Attention-Deficit/Hyperactivity Disorder (ADHD)
and comorbid Concerns (The WV ACC Guidelines), available at www.WVADHD.org for a full list of disclaimers (page 4) and references for the content

contained in this handout.
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Attention-Deficit/Hyperactivity Disorder (ADHD) Diagnostic Process

New or existing patient presenting with attention or behavioral symptoms;
ADHD considered as possible diagnosis

(o Identify relevant symptoms and the timeline of development. )
* Obtain and review any relevant reports/documentation such as:

* Previous evaluations or ADHD rating scales

* Prior interventions
\ * Relevant school documentation, collateral reports, observations, medical records, or employment history )

4 Screening for evidence consistent with ADHD based on DSM-5-TR and within scope of practice "_\

* 6 or more DSM-5-TR listed symptoms of either inattention and/or hyperactivity/impulsivity present in chil-
dren 16 years or younger (in 2 or more settings)
* Documentation of ADHD symptoms prior to 12 years of age
+ Symptoms presenting for >6 months
+ Symptoms interfere with, or reduce the quality of, social, academic, or occupational functioning
* 5 or more DSM-5-TR listed symptoms of either inattention and/or hyperactivity/impulsivity present in ado-
lescents and adults 17 years or older (in 2 or more settings)
+ ADHD symptoms prior to 12 years of age
+ Symptoms presenting for >6 months
+ Symptoms interfere with, or reduce the quality of, social, academic, or occupational functioning

- J
* Refer for specialized evaluation
. E ) ] Positive Screening and s Negative Screening
xplain the evaluation process to " within scope of practice?
the caregiver/patient and address l
any questions I .
yd (If not consistent with ADHD: attempt )
Yes to identify any other possible causes
of presenting behaviors and treat
4 Explain the evaluation process to the careglver/patient and ) Z(r:: ;:ccjg]g;ﬁ;;gﬁ;ﬂggﬂ:ﬁggs S?J];t ation
:E\:do?]rdej;?ny questions \may be warranted. )
* Narrowband and/or broadband assessments to include T
multiple informants in multiple settings No
* A thorough physical examination to rule out any medical '
causes of symptoms/behavior 4><Confirmed diagnosis of ADHD? )
* Interview regarding social situations and family history T
* Additional mental health evaluations, interviews, or Yes
assessments for possible alternative diagnoses and/
or coexisting conditions which may present overlapping a Educate caregivers/patients about I
symptoms with ADHD (SEE*' OVERLAPPING SYMPTOMS nonpharmacologic treatment strategies
WITH ADHD for further details): and initiate where appropriate
* Developmental disorder * Evaluate if the patient is a candidate for
* Learning disability pharmacological treatment. (See* ADHD
* Past medical history PHARMACOLOGICAL TREATMENT
* Trauma disorder RECOMMENDATIONS)
* Anxiety disorder * Ensure treatment of coexisting conditions.
* Medical illness * Refer to specialist, if needed, for more
* Sleep dlsordgr . ) ) complex cases with increased severity of
+ Other potential conditions with overlapping symptoms symptoms.
- . J

* Please refer to A West Virginia Guide to Evidence-Informed Evaluation, Diagnosis, and Treatment of Attention-Deficit/Hyperactivity Disorder (ADHD) and comorbid Concerns
(The WV ACC Guidelines), available at www.WVADHD.org for a full list of disclaimers (page 4) and references for the content contained in this handout.
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Risk Reduction Strategies for the Treatment of Attention-Deficit/Hyperactivity Disorder (ADHD)

Prescreening Tools (adolescents and adults)

* AUDIT-C Questionnaire, NIDA Quick Screen, TAPS-1 Screening Tool, NIAAA Screening
Tool

Full Assessment Tools (adolescents and adults)

* CAGE Questionnaire, ASSIST Questionnaire® MAST Screening Tool, DAST® Screening
Tool, TAPS-2 Assessment, CRAFFT® Screening Tool, BSTAD Screening Tool, S2BI®
Screening Tool

 Urine drug screening/testing
* Blood
* Saliva

* All practitioners who prescribe controlled substances must register with the West Virginia
Controlled Substance Monitoring Program (CSMP)

* All dispensed controlled medications must be reported to the West Virginia Board of
Pharmacy CSMP each 24-hour period and documented to the patient’s medical record

* Per West Virginia Code 60A-9-5a, section b: the CSMP must be checked upon initiation of
controlled substance, and yearly

* Recommended: Utilize CSMP data with each new prescription and every 3 months for
high-risk patients

Risk versus benefit counseling

Drug interaction review

Monitoring of refill requests

* Medication storage and disposal techniques
* Drug diversion consequences

* Pill counts as needed

* Please refer to A West Virginia Guide to Evidence-Informed Evaluation, Diagnosis, and Treatment of Attention-Deficit/Hyperactivity Disorder (ADHD) and comorbid Concerns
(The WV ACC Guidelines), available at www.WVADHD.org for a full list of disclaimers (page 4) and references for the content contained in this handout.
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| Substance | _PatientAge How Tool s Administere

Tool Alcohol Drugs Adults Adolescents Self- Clinician-
administered administered

Screening to Brief Intervention (S2BI) X X X X X

Brief Screener for Tobacco, Alcohol,
and other Drugs (BSTAD)

Tobacco, Alcohol, Prescription
medication, and other Substance X X X X X
use (TAPS)

Alcohol Screening and Brief
Interventions for Youth: A X X X
Practitioner’s Guide (NIAAA)

Opioid Risk Tool - OUD (ORT-OUD)
Chart

Tobacco, Alcohol, Prescription

medication, and other Substance X X X X X
use (TAPS)

CRAFFT® X X X X X
Drug Abuse Screen Test (DAST-10)°

For use of this tool, please contact X X X X

Dr. Harvey Skinner

Drug Abuse Screen Test (DAST-20
Adolescent version)®

For use of this tool, please contact X X X
Dr. Harvey Skinner

Alcohol Screening and Brief
Interventions For Youth: A X X X
Practitioner’s Guide (NIAAA)

References for: NIDA Screening Tools Chart

National Institute on Drug Abuse (NIDA). (2023, January 6). Screening and Assessment Tools Chart. https://
nida.nih.gov/nidamed-medical-health-professionals/screening-tools-resources/chart-screening-tools

* Please refer to A West Virginia Guide to Evidence-Informed Evaluation, Diagnosis, and Treatment of Attention-Deficit/Hyperactivity Disorder (ADHD)
and comorbid Concerns (The WV ACC Guidelines), available at www.WVADHD.org for a full list of disclaimers (page 4) and references for the content
contained in this handout.
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Urine Drug Screening & Testing

Immunoassay screen GC-MS or LC-MS/MS

In-office, point of care, or lab-based Laboratory

Results within minutes Results within hours or days

Detects some legal and illicit medications by structural class Measures concentrations of all medications, illicit
substances and metabolites

Guidance for preliminary treatment and decisions Definitive identification and analysis

Cross-reactivity common False positive results are rare

More false negatives False negatives are rare

$ $$$

| TorgetDrugSoreen | Potential Agonts Causing FalsePositives |
Amphetamine/Methamphetamine Amantadine, bupropion, chlorpromazine, desipramine, dextroamphetamine,

ephedrine, labetalol, MDMA, Vicks® levomethamphetamine inhaler,
methylphenidate, phentermine, phenylephrine, promethazine, pseudoephedrine,
ranitidine, selegiline, trazodone

Benzodiazepines Oxaprozin and sertraline

Cannabinoids Dronabinol, efavirenz, hemp, NSAIDS, proton pump inhibitors, tolmetin
Cocaine Coca leaf, tropical cocaine anesthetics

Opioids Dextromethorphan, diphenhydramine, poppy seeds, quinine, quinolones,

rifampin, verapamil

Phencyclidine Dextromethorphan, diphenhydramine, doxylamine, ibuprofen, ketamine,
meperidine, tramadol, and venlafaxine

*The above chart is a summary of common agents and not a comprehensive list.

Dextroamphetamine (Adderall, Dexedrine, Dextrostat, Xelstrym, Zenzedi) Amphetamine

Lisdexamfetamine (Vyvanse) Amphetamine

Methamphetamine (Desoxyn, Crystal Meth) Amphetamine/Methamphetamine*
Benzphetamine (Didrex) Amphetamine

Methylphenidate (Concerta, Daytrana, Metadate, Methylin, Ritalin) Ritalinic Acid
Dexmethylphenidate (Focalin) Ritalinic Acid

Phentermine Phentermine

*Further confirmatory testing of d and [ isomers of methamphetamine may be required to determine if results are falsely positive due

to use of over-the counter products containing l-methamphetamine

* Please refer to A West Virginia Guide to Evidence-Informed Evaluation, Diagnosis, and Treatment of Attention-Deficit/Hyperactivity Disorder (ADHD)
and comorbid Concerns (The WV ACC Guidelines), available at www.WVADHD.org for a full list of disclaimers (page 4) and references for the content
contained in this handout.
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Prescription Drug Monitoring Program (PDMP)

West Virginia’s Controlled Substance Monitoring Program (CSMP)

* To register, assign delegate access, or log-in, visit:
https://www.csappwv.com/Account/Login.aspx

« All practitioners who prescribe or dispense Schedule I, lll, IV, or V controlled
substances shall register with the West Virginia CSMP and maintain online, or other
electronic access to the program database.

« All licensed prescribers must check the CSMP when initially prescribing a Schedule
Il controlled substance, any opioid, or any benzodiazepine for a patient not suffering
from a terminal iliness and at least annually thereafter if treatment is continued.

- “Best Practice” - Check the CSMP when a new prescription is provided, or at least
every 3 months.

« All information found from the CSMP must be documented in the patient’s medical
record at private prescriber practices and inpatient facilities.

« All licensees who dispense Schedule I, lll, IV, and V controlled substances to
residents of West Virginia must provide the dispensing information to the West
Virginia Board of Pharmacy each 24-hour period.

* For more information on CSMP laws:
https://www.wvlegislature.gov/wvcode/code.cfm?chap=60A&art=9

* Please refer to A West Virginia Guide to Evidence-Informed Evaluation, Diagnosis, and Treatment of Attention-Deficit/Hyperactivity Disorder (ADHD)
and comorbid Concerns (The WV ACC Guidelines), available at www.WVADHD.org for a full list of disclaimers (page 4) and references for the content
contained in this handout.



(sasop papinlp Ajjenba ¢ 03 (sre)Asawip
| U1 8sop Y| epiaip Aew) ,bw Gz H3/dI sHes aulweaydwy paxiy 90-%0 Bw og | Sulwelsjwexapsl|) ssuerip
(sasop papinip Ajjenbas ¢ 03 (sre)Asawip
| Ul 8sop Y| epiaip Aew) ,Bw 27/ H3/41 IDH 9iepluaydjAyioy 1170~ Bw 0} | sulwelsjwexapsi|) asuerip
uoisuadsns
leJo {43 pue 19|qel 4X-1LAO
(suiweraydwe)
(sesop papIAIp Ajjenbe goy "3 shuszpy
| ur 8sop Y| epiaip Aew)bw og H3/d1 syes aulwejaydwy paxin 9L Bw gzl ‘LAO-YX sAuazpy
uoisuadsns
[edo Y3 pue 13]qe)} HX-1dO (sulwelaydwe) ETE]
Bw gzl 43 sAuazpy ‘1a0-UX sAuazpy G290 Bw oz | siues sulwelsydwy paxin
d3/4dl1
Bw o5 (e1B]ASBWIP BUIWEIBIWEXSPSI|) d9SUBAAA e Bw oz | syes auiwelsydwy paxin
dn Buneiy; pue asop swes ay} 1e areplusydjAyiow 01 ssulweldydwe BuiyolMS JaPISUOD ‘A|DAITBUIBYIY
(sasop papinlp Ajjenbas ¢ 01
| ur esop | apiaip Aew) 6w of H3/41 IOH aiepluaydiAyisy 4 Bw oz (43) oSES[OY-PapUSIXT
(sasop papinlp Ajjenbas ¢ /(41) asesjay-ajeipawiw|
0} | U1 8sop Y| apialp Aew) Bw 0g H3/4I s}es auiwelaydwy paxi Bw oz | syes aulwelsydwy paxin
(Aep/Bw) asoq Ajieq jejoL uoneIIPaN MIN 10]9e4 UOISIaAU0) W EENT uoneIIP3I\ JudLINYg
: e : Ajieq |e101 uanng T

«"SUOISIBAUOD

[9ge1-4O 10} 9oUBpPINK), 89S SI010B} UOISISAUOD JO ABojopoyiaw syl pue sionpoud uonedipsw qHQY usamiaq Buiusauod 0} yoeoidde a1eindoe pue pa|ie1sp 810W B J0-

‘(019 abe ‘Aydluyle ‘xas

“B-o) Ayoi0ads jusijed pue ‘sSuoiPUOD PIGIOWOD ‘SUOIIBIIPSW 1USLINJUO0D ‘UOI1Ok JO UOIBINP UOIedIpawW ‘suoiedlpsw snoiaald Jo uoneoipaw 03 asuodsal ‘swoldwAs jo Alionss
‘abe juaned ‘ybiem Apoq Buipn|oul si010e} JO A1BLIEA SPIM B UO PasSE(q 80 P|NOYS S8SOP UOIIEDIPS|A ‘Ple Ue Sk pash aq 01 Ajuo si 1l ‘luawbpn( [eoluld aoe|das Jou pjnoys ueyo siy |
u1ds/paysnio 8q J0UUED JO UBD JBy} SUoiledipaw o) Buljage| 1onpoid 3oayd 01 aleme ag

‘uoneoipaw e Buiyesyl 4o Buisop usym umop Jo dn punod 01 Jayiaym Buipiosp

uaym pre siy} 4o Ajuspuadapul pazijiin aq isnw uswbpnl [eoiul) esop Bw G 7 e ul Bunnsal Bw G Jo s19|ge} 4 pue | UsAIb 8q jusied ay) pue ‘umop pspunod Jo Bw Q| 01 dn
papunoJ 89 UBD UOISISAUOD Ja)e Bug 1o asop e ‘sesop Bw Qg pue ‘gl ‘G ul a|ge|ieAe si (4| a1epluaydijAyiaw) uljeny ‘ejdwexs 4o "asop ayi uo Buipuadap sio|qel [eied ul pasop
aq Aew asop Ajrep |e10} ‘os|y Uaquosald ayy Aq areidoidde Ajeoluljo se papunol 1o yibuails s|ge|ieAe 1saieau ay] 0} papunol 8 0} paau Aew sasop Ajlep [e10} uoijedipawl MaN
‘abe uo paseq suolnepuswwoal asop Jo} Buljage| Ynsuod ases|d "abe se yons suolnesipul buljage| [eaninasewleyd Joj Junodoe jou saop papiroid Buisop ayil 1eyl 810N
"SJ0}B|NO|BD 9SOp duIjUo pue ‘Buljage] 1onpold ‘sajoiue [eulnol ‘Snsuasuod padxae Wol) 80USpPIAS 8|ge|lBAB UO Paseq SUOISIOAUOD [BOIjEWBYIEW 8S8Y] 8)ewW 0} MOy J0}

ple ue 8q 01 papuslul S| Yeyd 8y} ‘UoIIBdIpaW JaYIoUEe 0] UOITBIpaW SUO WOJL SUOISISAUOD 9SOP pue SYibuails JO 1SI| SAISN[OUI-|[B U 10U S| PIY UOISISBAUOD UoiiedIpalN dHAY 94l

QIY NOISHIANOI LNVININILS NOILAIHOSIHd (QHAY) Y3AHOSIA ALIAILOVHIAH/LIDI43A-NOILNILLY

B10pypeam EEEEIA




‘JNOpUBY SIY] Ul PBUIBILIOD JUSJLOD By} J0) S8oUdI8al puk (1 abed) siewejosip Jo 1Sl [Ny
& 404 BI0"GHAYAM MMM J& 8|qejieAe (Saullepind DOV AM 8Y.L) Suleduo) piqiowod pue (GHAay) 4eplosiq AnaioeiedAH/oyeg-uonuany Jo juawieall pue ‘sisoubelq ‘uoljeneag pauLojuj-eduapiAg 0} apiny eiulbii) IS8 v O} J8jel asesld ,

shie)szy

X Juenng INd >m=‘_o—. (X llesappy uey Jayjo Jonpoud Jaoue o} Bulyapms 1)
d3 mayoliing 100 039A3 100-4X shuazpy
sifepAN HX |oneuelq HX eisueypy

yojed (jewapsued)
ajepiuaydjAyraw)

s1o|qel Y3 (esesjas 2110WSsO0
Bw gl | arepiusydiAyiow) eaaouU0) gL | swnJeam .y g /Bw QL euesyfeq

s19|qe} Y3 (oseajad

yored (jewlepsue onowso ajepiuaydjAylaw)

awi} Jeam 4y g /Bw Q| | orepilusydiAyiow) euesnfeq 9SG0~ Bw g| e 20u0n
(o181 ASBWIp
(Bw pg ‘Bw g uI 8|ge|eAR) bW 9Z | BulWEIRIWEXSPSI|) dSUBAAA el

"osuodsal uo paseq a1eJi] pue Aep Jad aouo Bw (| Jo 8sop

Buipels e 1e sulwelayduwe-suiwelsydweolixap 01 LaAU09 01 arepluaydjAylew
Aep/Bw oz < Buialeoal Apealje ale oym uaJp|iyo Jo) s|qeuoseal 8q Aew

1 Y4anemoH areplusydjAylaw Jo asop ayl ¢4 Ajrewixoidde 1e suop sl

aulwelsydwe/suiwelsyduweosixap 01 aieplusydjAyliaw JO UOISISAUOD BY] , G0 Bw oz | H"3/dI I1DH arepluaydjAylsin
yoled (jew.apsue.y
Allenba ¢ 03 | Ul esop Y| apiAip Aew) Bw G| dl IOH aiepluaydjAyiay G'L| ewneamuy e /Bw ol euenfeq
(sesop papiAlp
yoled (lewuspsuedy Allenba ¢ 01 | Ul asop
awin Jeam Jy 6 /Bw 0} | ereplusydifylew) euenieq 19°0~| dlopp Aew) Bw G| dl IOH @1epluaydiiyie N
(sesop papiAip EEPE]
Allenba ¢ 01 | ul syonpoud Y| apiaip Aew) Bw o | 19H @1epiluaydjAylawxaq L
(sesop pepinlp 43 43
Allenbas ¢ 0} | ul syonpoud Y| opialp Aew) Bw g | /41 IDH d1epiluaydiAyiey Z Bw o1 | 741 1DH @epiluaydjAyiswxaq
a|nsded
AwmwOU papIAIp H3 A_O—l_ @#N—U_:wsa_>—._u.0—.=v
Allenba ¢ 01 | ul sjonpoud Y| epiaip Aew) Bw Q| /41 19H @1epiuaydjAyis i\ bw oL HX oisuaydy
(Rep/Bw) asoq Ajieq jeioL uoneIIPaN MIN 10}9e4 UOISIdaAUO) WELLAEENT uoneIIPIIN udLINY
: U : Ajieq jexoy wa.ung e

Siopupen v




) 1= wvadhd.org

Frequently overlooks details or
making careless mistakes

Often has difficulty maintaining focus
on one task or play activity

Often appears not to be listening
when spoken to, including when
there is no obvious distraction

Frequently does not finish following
instructions, failing to complete tasks

Often struggles to organize tasks and
activities, to meet deadlines, and to
keep belongings in order

Is frequently reluctant to engage in
tasks that require sustained attention

Frequently loses items, including
those required for tasks

Is frequently easily distracted by
irrelevant things, including thoughts
in adults and teenagers

Often forgets daily activities, or is
forgetful while completing them

X

X

ABBREVIATION | DISORDER
ADHD Attention-Deficit/Hyperactivity Disorder
GAD Anxiety Disorders

MDD Depressive Disorders (Unipolar or Bipolar]

EE_ Substance Use Disorders

* Please refer to A West Virginia Guide to Evidence-Informed
Evaluation, Diagnosis, and Treatment of Attention-Deficit/
Hyperactivity Disorder (ADHD) and comorbid Concerns (The
WV ACC Guidelines), available at www.WVADHD.org for a
full list of disclaimers (page 4) and references for the content
contained in this handout.

Is often fidgeting or squirming in seat

Frequently has trouble sitting still
during dinner, homework, at work,
etc.

Frequently runs around in
inappropriate situations: In adults
and teenagers, this may be present
as restlessness

Often cannot quietly engage in
leisure activities or play

Frequently seems to be in constant
motion, or uncomfortable when not
in motion

Often talks too much

Often answers a question before
it is finished, or finishes people’s
sentences

Often struggles to wait his or her
turn, including waiting in lines

Frequently interrupts or intrudes,
including into others’ conversations
or activities, or by using people’s
things without asking

See the back of this handout for additional clarification of the
distinguishing factors for each disorder.

The WV ACC Guidelines can be found at wvadhd.org
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Anxiety One of the core symptoms of many anxiety disorders is difficulty concentrating or maintaining attention. Individuals with anxiety are inattentive because their focus is turned inward by worry or rumination. In contrast, those with
ADHD struggle with inattention and distractibility because their attention is drawn outward by novel stimuli or excessively held by pleasurable activities. Additionally, individuals with anxiety often engage in restless behaviors that
can mimic hyperactivity.

Individuals with depressed mood frequently experience poor concentration. However, the symptoms of depression are episodic rather than continuous, and diminished concentration will occur alongside other depressive
symptomatology, such as changes in sleep patterns, appetite, feelings of guilt, and anhedonia. The symptoms of ADHD, on the other hand, are not episodic and are present at some level most or all the time.

Increased energy, poor concentration, distractibility, and impulsivity are core symptoms of manic or hypomanic mood states. However, elevated mood states occur as discrete episodes that are a change from the patient’s
baseline behavior. In contrast, those with ADHD display symptoms on a more continuous basis. Further, those with mania or hypomania will display other symptoms consistent with their mood disorder, such as grandiosity,
decreased need for sleep, racing thoughts, or risk-taking behavior out of the norm from their baseline.

Those with Autism Spectrum Disorder (ASD) display symptomatology that involves impairment in social skills, communication, restricted interests, and repetitive behaviors. There can be broad differences in symptom severity
within this group. In addition, some children with ASD have intellectual and/or language impairments as well. Many of their symptoms can look like those seen in ADHD. Communication or social skill deficits can be mistaken
for inattentiveness to conversation or instructions. A strong desire to preferentially engage with restricted interests can be misinterpreted as lack of attention or distractibility. Stereotyped behaviors can be misunderstood as
hyperactive behavior.

Individuals with trauma-related disorders often struggle with attentiveness and sustained concentration. This can be due to recurrent and intrusive memories, dissociative states that negatively impact awareness of situations or
surroundings, or diminished interest in activities. Trauma-related symptoms, by definition, have an onset following a traumatic event and are often triggered or worsened following exposure to reminders of the event. In contrast,
ADHD symptoms may worsen under certain situations but are mostly non-contextual.

Children with specific learning disorders are often inattentive when engaged in learning activities related to their area of disability. However, they do not show attention deficits with other tasks, and they are not more hyperactive
or impulsive than their peers. In contrast, by definition, children with ADHD struggle with symptoms across more than one setting. ADHD is commonly comorbid with learning disorders.

Those with Oppositional Defiant Disorder (ODD) display argumentativeness and defiance toward adult authority figures solely out of a desire to resist conforming to rules or demands. The child with ADHD, on the other hand,
is more likely to resist requests related to academic or mentally demanding tasks. Alternatively, failure to follow through with tasks in ADHD can be secondary to forgetfulness, distractibility, or impulsivity. Annoying others is
common to both conditions, but for those with ODD, this behavior is typically deliberate, while for those with ADHD, the annoyance may be more of an unintended consequence of their symptoms. ADHD and ODD commonly
CO-0OCCUT.

Individuals with intellectual disability can struggle with attention if placed in academic settings that are not commensurate with their intellectual level. Outside of these settings, however, their ability to focus will be on par with
their mental age. Those with ADHD will struggle with attentional tasks across multiple settings to include non-academic situations.

Other Conditions

Substance Use Disorders | Many substances, either prescription or illegal, can cause similar symptoms to ADHD, either during intoxication or withdrawal states. For example, alcohol intoxication can cause inattentive and impulsive behavior while
intoxication with stimulants, such as cocaine or methamphetamine, can lead to hyperactivity and impulsivity. A comprehensive list of substances and their effects is well beyond the scope of this document. If substance use is
infrequent then hyperactive, impulsive, and inattentive symptoms should mostly be confined to periods of use or withdrawal. However, differentiating ADHD from substance use can be challenging if use is very frequent. A clear
history of onset of ADHD symptoms prior to the onset of drug use or during sustained periods of sobriety is key.

Sleep disorders such as insomnia, sleep-disordered breathing, circadian rhythm sleep disorders, narcolepsy, and others can lead to insufficient sleep or sleep fragmentation. This can result in disturbances of mood, behavior,
and attention that can resemble many of the symptoms of ADHD. Attentional and behavioral symptoms that chronologically begin after onset of the sleep disorder are unlikely to be related to ADHD. ADHD and sleep disorders
often co-occur, sometimes as a consequence of stimulant therapy or due to poor bedtime routines seen with many children who have ADHD.

References for Overlapping Symptoms With ADHD
American Psychiatric Association (Ed.). (2022). Diagnostic and statistical manual of mental disorders: DSM-5-TR (Fifth edition, text revision). American Psychiatric Association Publishing.

Barbaresi, W. J., Campbell, L., Diekroger, E. A., Froehlich, T. E., Liu, Y. H., O’Malley, E., Pelham, W. E., Power, T. J., Zinner, S. H., & Chan, E. (2020). Society for developmental and behavioral pediatrics clinical practice guideline for the
assessment and treatment of children and adolescents with complex attention-deficit/hyperactivity disorder. Journal of Developmental & Behavioral Pediatrics, 41(2S), S35-S57. https://doi.org/10.1097/DBP.0000000000000770

Wolraich, M. L., Hagan, J. F., Allan, C., Chan, E., Davison, D., Earls, M., Evans, S. W., Flinn, S. K., Froehlich, T., Frost, J., Holbrook, J. R., Lehmann, C. U., Lessin, H. R., Okechukwu, K., Pierce, K. L., Winner, J. D., Zurhellen, W.,
& SUBCOMMITTEE ON CHILDREN AND ADOLESCENTS WITH ATTENTION-DEFICIT/HYPERACTIVE DISORDER. (2019). Clinical practice guideline for the diagnosis, evaluation, and treatment of attention-deficit/
hyperactivity disorder in children and adolescents. Pediatrics, 144(4), €20192528. https://doi.org/10.1542/peds.2019-2528

* Please refer to A West Virginia Guide to Evidence-Informed Evaluation, Diagnosis, and Treatment of Attention-Deficit/Hyperactivity Disorder (ADHD) and comorbid Concerns (The WV ACC Guidelines), available at www.WVADHD.org for a

full list of disclaimers (page 4) and references for the content contained in this handout.






