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Attention Deficient / Hyperactivity Disorder (ADHD)

Clinical Pathway Synopsis

ADHD Assessment Algorithm

Inclusion criteria;
+ Children 4 to 18 yrs

Exclusion criteria:

« Children < 4 yrs (refar to specialty
care and consider providing ADHD
Rating Scale IV - Preschool Version to
parentsicaregivers)

Pt with concerns for inattention,
distractibility, hyperactivity, or

Criteria for ADHD (must meet all):

1. 5ix aoF Mmofe Symploms of inattention
and/or hyperactivity-impulsivity for
children up to and including age 16,
or five or more for adolescents aged
17 and older

2. Symptoms have been present for at
least & months and are incensistent
with development level

3. Several symploms present prior o
age 12

4, Several symploms are present in two
or more settings

5. Functignal impairment

B, Symptams not explained by another

mental health disorder

Presentations of ADHD:

* Predominantly inattentive

* Predominantly hyperactive-impulsive
+ Combined

impulsivity
1] v
QR code
Assessment by Primary Care Provider for mobite view

+ Complete health history including social, developmental, behavioral, &
farnily behavioral
+ Physical exam

» Must collect symptom histery (e, ADHD symptem rating scales) from at

least two sources, preferably home and school, if available:

+ CMH wgers: refer 10 ADHD Toolkil on Scope for AAP electronic screening

forms
+ Quitside of CMH:
» For school-aged patients: NICHO Vanderbilt Rating Scals

= For preschool-aged patients: ADHD Rating Scale IV - Preschool Version

+ Rewiew of DSK-5-TR criteria for ADHD

Alternative Diagnoses and T
Commen Coexisting Conditions:
* Disruptive behavior disorders
* Learning disorders.
* Anxiety
+ SCARED Child Form
* SCARED Parent Ferm
*« Depression
« PHO-9
* Sleep disorders
* Language disorders
* Intellectual disabilities or global
developmental delay
= Autism
* Post traumatic stress disorder
+ Tic disorders
* Obsessive compulsive disorder
CMH users refer to ADHD Toolkit on Scope
for AAP electronic forms

Other Resources:

* AAP Guideline

+ AAP ADHD Toolkit {availakle for
purchase)

- SDBP CPG for Complex ADHD

* MICHO Caring for Children with
ADHD Toolkit (free)

* ADHD (C0C)

+ CHADD Natignal Besource Center

* CHADD Logal Chapter (ADHDKC)

= Understood.org

Does patient meet
DPSM-5-TR criteria for
ADHD?

Yes

* Continue routine developmental
screening and survelllance

+ Consider alternative diagnoses

* Re-evaluate for ADHD if concerns
continue
* Consider subspecialty referral

Is there a coexisting
condition that is more

impairing?

= Treat most impairing condition first
= Avoid initiating new medications for
different diagnoses at the same time

HD:
Algorithm

Are
treatment
goals metwith maximum
ADHD symptom management and
minimal medication side

s

= Continue 1o MOonitor Fealment response,
medication side effects, and for emergence of

coexisting conditions at ecach visit

« Interval use of ADHD rating scales is encouraged (CMH
users refer to ADHD Toolkit on Scape for AAP electronic forms)
+ Treatment goals may change based on demands

= See Patient/Caregiver Resources

Do ADHD
symptoms resolve after
treatment of primary
condition?

Continue management
of primary condition

= Re-evaluate for ADHD if
CONCErns continue

Abbreviations:

ADHD = attention-deficit /
hyperactivity disorder

NICHQ = National Insttute far
Children's Health Quality
SDBP = Soclety for
Developmental and Behawvioral
Pediatrics

* These clinical pathways do not establish a standard of care to be followed in every case. It is recognized that each case is
different, and those individuals involved in providing health care are expected to use their judgment in determining what is in the
best interests of the patient based on the circumstances existing at the time. It is impossible to anticipate all possible situations that
may exist and to prepare a clinical pathway for each. Accordingly, these clinical pathways should guide care with the understanding
that departures from them may be required at times.
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ADHD Treatment Algorithm

Inclusion criteria:
+ Children 4 to 18 yrs

Exclusion criteria:

= Children < 4 yrs (refer to specialty
care and consider providing ADHD
Bating Scale IV - Preschool Version te
parentsfcaregivers)

Alternative Diagnoses and
Common Coexisting Conditions:
+ Disruptive behavior disorders
+ Learning disorders
* Anxiety
= SCARED Child Form
= SCARED Parent Form
+ Depression
* PHOQ-9
+ Sleep disorders
= Language disorders
+ Intellectual disabilities or global
developmental delay
+ Autism
* Post traumatic stress disorder

* Tic disorders

+ Obsessive compulsive disorder

CMH wsers refer to ADHD Toolkil on Scope
for AAP electronic forms
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Evidence Based Practice

Patient presents with diagnosis of L
ADHD -
Blas Awaraness [E1%5
QR code
for mobile view

= Treat most impairing condition first
+ Awoid initiating mew medications for
different diagnoses al the same time

Do ADHD
symptoms resolve after
treatrment of primary
condition?

+ Utilize shared decision making to develop
an ADHD care plan with parent/caregiver |-—j
* See Patient/Caregiver Resources

[}

Testing/treatments NOT routinely
recommended based on available
evidence**:

* Pharmacogenetic testing for
stimulants

* Play therapy

+ Brain imbalance therapy

* Primitive reflex therapy

+ EndeavorRX (video game)

= Monarch external Trigeminal Nerve
Stimulation (eTNS)

* Blofeedback

+ Cogmed (Working Memaory Training)

» Chirgpractic treatments

* Sensory integration therapy

* Interactive metronome therapy

+ Vision therapy

= Dietary supplements

+ CBD / essential oils
*4ist is not all-inclusive

Evidence Based Treatment Resources Yasg
CMH ADHD Services
= For children < & yrs, behowior therapy should be trioled inttiolly ond
subsequent interventions added if necessary:
* For children and adolescents > 6 yrs, a combined approach utiizing
behavior therapy and medicotion is recommended. Troining
interventions are also recommended for adolescents.

* Continue management
of primary condition

+ Re-evaluate for ADHD if

concerns continue

Behavior Therapy
+ Parent Training in Behavior Management (FTBM)
« Behavioral parent training {COC)
= CMH behavioral parent training groups
» Behavioral Classroom Managerment
» Classrogm management (C0C)
= Educational rights (CHADD)
= Daily report card (AAP) (CMH users chick here)

Training Interventions
+ Irainin I i |

Medications
» Medication recommendations

Testing/treatments NOT routinely recommended based on
available evidence

Other Resources:

* AP Guideline

* AAP ADHD Toolkit (available for
purchase

« SDEP CPG for Complex ADHD

- sifir il >
ADHD Toolkit (free)

* ADHD (CDL)

» CHADD Mational Resource Center

* CHADD Local Chapter (ADHDRKC)

= Understood . org

Are
treatment
Eoals met with rmaximum
ADHD symptom management and
minimal medication side
effects?

« Evaluate adherence to behawior
therapy and training interventions

* Reconsider medication regimen (timing of
dosing, formulations, switch medications,
nen-stimulants)

* Reconsider coexisting conditions
+ Refer 1o subspecialist

Yes

+ Continue to monitor treatment response,
medication side effects, and for emergence of

coexisting conditions at each wisit

+ Interval use of ADHD rating scales is encouraged (CMH
wsers refer fo ADHD Toolkil on Scope for AP electronic forms)
* Treatment goals may change based on demands

= See Patient/Caregiver Resources

* These clinical pathways do not establish a standard of care to be followed in every case. It is recognized that each case is
different, and those individuals involved in providing health care are expected to use their judgment in determining what is in the
best interests of the patient based on the circumstances existing at the time. It is impossible to anticipate all possible situations that
may exist and to prepare a clinical pathway for each. Accordingly, these clinical pathways should guide care with the understanding
that departures from them may be required at times.



e 4

ﬁ Children’s Mercy Evidence Based Practice Date Finalized:
KANSAS CITY September 202431

Table of Contents
ADHD AssessmeNnt AlGOriThm ...t 1
ADHD Treatment AlGOritnm .. e et 2
Objective of CliniCal PathWay ... ettt e e e e e e e e e e e enenens 4
[SF=Te (e 1 o101 ala FA = o] Ta [<] o 0¥ 0] oo |V A PP 4
LIS L= S0 £ =T 4
LI 1o 1= o =] 18 1 = o ] o P 4
FAN 2= = PPN 4
(M = Tolu ol 2 U= Tolo]a o] n aT=TaTe I=1u[o] o 1= PP 5
Additional Questions Posed by the Clinical Pathway Committee .....ccviiiiiiiiii e 5
Updates from Previous Versions of the Clinical Pathway ........coieiiiiiii e 5
Recommendation Specific for Childran’s MerCY cuuiii i i i e e e it aae s 5
L= T U = PP 6
RV = 11U TSI K 0] o] LT or= o] o =3P 6
Organizational Barriers and FacCilitators .......oiiiiiiiiiii e 6
DAV Y 1w Y74 =Ta [ U2 Y77 1 g Vo 18 F] o o P 6
Clinical Pathway Preparation ... s e st st st s e s a s a s s s e s e aaarnans 6
ADHD Clinical Pathway Committee Members and Representation .......ccooiiiiiiiiiiiiiiii i e 6
Clinical Pathway Development FUNAING ..ovuiiiiiiiiiiiii e s e s s s r s s s s s s e s s s e aans 7
(070 o} [T o) K gL =T ol <=3 o PP 7
FAY 0] 01 )V Z= | I 0 Yol =] PP 7
YA LT A 2= LT = P 7
RV 4= =] T T 111 7
D= LI {0 Tl Tl 2=V T 1P 7
Implementation & FOIOW-UpD . ... e s e s e st st r e e s e ra e s e s e s n e e e aneas 7
D 11 o{ 1= 1 0 1= PP 7
L3S (=] = oL PP 9

* These clinical pathways do not establish a standard of care to be followed in every case. It is recognized that each case is
different, and those individuals involved in providing health care are expected to use their judgment in determining what is in the
best interests of the patient based on the circumstances existing at the time. It is impossible to anticipate all possible situations that
may exist and to prepare a clinical pathway for each. Accordingly, these clinical pathways should guide care with the understanding
that departures from them may be required at times.
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Objective of Clinical Pathway

The objective of the ADHD Clinical Pathway is to provide guidance for the assessment and treatment of patients
with suspected ADHD. This pathway provides evidence-based resources for patient evaluation, patient and caregiver
education, and ongoing management of patients diagnosed with ADHD.

Background/Epidemiology

ADHD is a common neurodevelopmental disorder in children and adolescents, with 11.4% of patients aged 3 - 17
years reported to have ever received a diagnosis in the United States (Danielson et al., 2024). This disorder may
adversely impact multiple functional domains (behavioral, social, academic) within various settings such as home,
school and community (Barbaresi et al., 2020). Although typically diagnosed in childhood, symptoms generally persist
into adulthood and may lead to long-term challenges with job performance, relationships, substance abuse, and other
mental health conditions such as anxiety or depression (Barbaresi et al., 2020).

The diagnosis of ADHD is guided by symptom evaluation and caregiver reports (Wolraich et al., 2019). A thorough
examination also includes assessment for coexisting conditions which may be of primary concern (Barbaresi et al.,
2020). Management of ADHD requires a comprehensive treatment strategy informed by the best available evidence
and executed in partnership with patients, families, teachers, and other caregivers. A shared decision-making
approach is recommended to maximize patient/parent compliance and facilitate ongoing communication regarding the
efficacy of various interventions (Barbaresi et al., 2020). This clinical pathway provides evidence-based resources to
assist primary care providers in the continuous process of evaluating and managing this condition.

Target Users

Physicians (Primary Care, Outpatient Clinics)
e Psychologists

e Advanced Practice Providers

e Nurses

Target Population
Inclusion Criteria
e Children 4 to 18 years
Exclusion Criteria
e Children < 4 yrs (refer to specialty care and consider providing ADHD Rating Scale 1V - Preschool Version to
parents)

AGREE II

The American Academy of Pediatrics (AAP) Clinical Practice Guideline for the Diagnosis, Evaluation, and Treatment
of Attention-Deficit / Hyperactivity Disorder in Children and Adolescents (Wolraich et al., 2019) and the Society for
Developmental and Behavioral Pediatrics (SDBP) Clinical Practice Guideline for the Assessment and Treatment of
Children and Adolescents with Complex Attention-Deficit / Hyperactivity Disorder (Barbaresi et al., 2020) provided
guidance to the ADHD Clinical Pathway Committee. See Tables 1 and 2 for AGREE II.

Table 1
AGREE II Summary for the AAP Guideline (Wolraich et al., 2019)
. Percent Percent Justification”
Domain
Agreement
Scope and 100% The aim of the guideline, the clinical questions posed and target populations
purpose were identified.
Stakeholder 91% The guideline was developed by the appropriate stakeholders and
involvement represents the views of its intended users.
Rigor of The process used to gather and synthesize the evidence, the methods to
91% formulate the recommendations and to update the guidelines were explicitly

development stated.

* These clinical pathways do not establish a standard of care to be followed in every case. It is recognized that each case is
different, and those individuals involved in providing health care are expected to use their judgment in determining what is in the
best interests of the patient based on the circumstances existing at the time. It is impossible to anticipate all possible situations that
may exist and to prepare a clinical pathway for each. Accordingly, these clinical pathways should guide care with the understanding
that departures from them may be required at times.


https://www.childrensmercy.org/siteassets/media-documents-for-depts-section/documents-for-health-care-providers/block-clinical-practice-guidelines/mobileview/adhd-preschool-rating-scale.pdf
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Clarity and 100% The guideline recommendations are clear, unambiguous, and easily
presentation ° identified; in addition, different management options are presented.
Barriers and facilitators to implementation, strategies to improve utilization

- o
Applicability 20% and resource implications were addressed in the guideline.
Editorial 100% The recommendations were not biased with competing interests.
independence °

Overall guideline 95%

assessment

See Practice Recommendations

Note: Three Evidence Based Practice (EBP) Scholars completed the AGREE II on this guideline.
“Percentage justification is an interpretation based on the Children’s Mercy EBP Department standards.

Table 2
AGREE II Summary for the SDBP Guideline (Barbaresi et al., 2020)
. Percent Percent Justification”
Domain
Agreement

Scope and 100% The aim of the guideline, the clinical questions posed and target populations
purpose were identified.
Stakeholder 93% The guideline was developed by the appropriate stakeholders and
involvement represents the views of its intended users.

The process used to gather and synthesize the evidence and the methods to
Rigor of formulate the recommendations were explicitly stated. The guideline

0,
development 79% developers did not describe their search strategy in detail or how the

guideline will be updated. There was no mention of external review.

Clarity and 99% The guideline recommendations are clear, unambiguous, and easily

presentation identified; in addition, different management options are presented.
Barriers and facilitators to implementation, strategies to improve utilization

Applicability 88% and resource implications were addressed in the guideline. The guideline
did not address auditing criteria.

Editorial 52 It is unclear if the recommendations were biased by competing interests.

independence Funding source was not reported.

Overall guideline 85%

assessment

See Practice Recommendations

Note: Three Evidence Based Practice (EBP) Scholars completed the AGREE II on this guideline.
“Percentage justification is an interpretation based on the Children’s Mercy EBP Department standards.

Practice Recommendations
Please refer to the AAP and SDBP Clinical Practice Guidelines (Barbaresi et al., 2020; Wolraich et al., 2019) for full
practice recommendations, evaluation, and treatment recommendations.

Additional Questions Posed by the Clinical Pathway Committee
No additional clinical questions beyond the scope of the AAP and SDBP Clinical Practice Guidelines were posed for
formal literature review.

Updates from Previous Versions of the Clinical Pathway
e Added links to screening tools for common coexisting conditions
e Added reference box for therapies not routinely recommended based on available evidence
e Added “Bias Awareness” icon for information on biases that exist in the diagnosis and management of ADHD

Recommendation Specific for Children’s Mercy

* These clinical pathways do not establish a standard of care to be followed in every case. It is recognized that each case is
different, and those individuals involved in providing health care are expected to use their judgment in determining what is in the
best interests of the patient based on the circumstances existing at the time. It is impossible to anticipate all possible situations that
may exist and to prepare a clinical pathway for each. Accordingly, these clinical pathways should guide care with the understanding
that departures from them may be required at times.
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No deviations were made from the AAP or SDBP guidelines regarding practice recommendations, but logistical
processes specific to Children’s Mercy were added.

e Provided access to AAP Toolkit for CMH providers (via institutional license) on Scope

e Provided links to community resources for education and behavioral training

Measures
e Utilization of the ADHD Assessment and Treatment Clinical Pathway
e Number of families referred to Behavioral Parent Training (BPT) classes

Value Implications

The following improvements may increase value by reducing healthcare costs and non-monetary costs (e.g.,
missed school/work, loss of wages, stress) for patients and families and reducing costs and resource utilization for
healthcare facilities.

e Improved identification of children with ADHD
Improved equity with consistent use of evidence-based commendations among patient populations
Improved school performance
Decreased rate of unplanned medical visits for untreated/undertreated behavioral health conditions
Increased access to evidence-based resources for evaluation and treatment
Increased access to reputable sources of information for education and training

Organizational Barriers and Facilitators

Potential Barriers
e Variability in expertise and comfort in diagnosis and treatment of ADHD among providers
e Limited mental health resources within the community
e Challenges with follow-up faced by some families

Potential Facilitators
e Collaborative engagement across care continuum settings during clinical pathway development
e High rate of use of the ADHD Clinical Pathway

Diversity/Equity/Inclusion
Our aim is to provide equitable care. These issues were discussed prior to making any practice recommendations.
Please refer to the Bias Awareness Resource Page for additional resources.

Education Materials

No new educational materials were developed with this pathway. Access to educational information from sources
such as the AAP, Center for Disease Control (CDC), and Children and Adults with Attention-Deficit / Hyperactivity
Disorder (CHADD) are provided via hyperlinks throughout the assessment and treatment algorithms.

Clinical Pathway Preparation

This clinical pathway was prepared by the Evidence Based Practice (EBP) Department in collaboration with the
ADHD Clinical Pathway Committee composed of content experts at Children’s Mercy Kansas City. Analysis of clinical
practice guidelines was performed by EBP Scholars and the EBP team. If a conflict of interest is identified, the conflict
will be disclosed next to the committee member’s name.

ADHD Clinical Pathway Committee Members and Representation

Lisa Campbell, MD | Developmental and Behavioral Health | Committee Co-chair

Simone Moody, PhD | Developmental and Behavioral Health | Committee Co-chair

Christopher Stone, MD | General Academic Pediatrics, CMKC Primary Care Clinic | Committee Member
Kirsten Weltmer, MD, FAAP | General Academic Pediatrics, CMKC Primary Care Clinic | Committee Member
Kristin Stuppy, MD | Community pediatrician | Committee Member

* These clinical pathways do not establish a standard of care to be followed in every case. It is recognized that each case is
different, and those individuals involved in providing health care are expected to use their judgment in determining what is in the
best interests of the patient based on the circumstances existing at the time. It is impossible to anticipate all possible situations that
may exist and to prepare a clinical pathway for each. Accordingly, these clinical pathways should guide care with the understanding
that departures from them may be required at times.


https://www.childrensmercy.org/health-care-providers/evidence-based-practice/cpgs-cpms-and-eras-pathways/attention-deficit-hyperactivity-disorder-care-process-model/adhd-bias-awareness-resource-page/

e '}
% Chlldrens Mercy Evidence Based Practice Date Finalized:
KANSAS CITY September 202471

Patient/Family Committee Member
e Jamila Weaver | Committee Member

EBP Committee Members
e Kathleen Berg, MD, FAAP | Hospitalist, Evidence Based Practice
e Kori Hess, PharmD | Evidence Based Practice

Clinical Pathway Development Funding
The development of this clinical pathway was underwritten by the following departments/divisions: Developmental
and Behavioral Health, General Academic Pediatrics, and Evidence Based Practice.

Conflict of Interest

Dr. Campbell was an author of the Society for Developmental and Behavioral Pediatrics Clinical Practice Guideline
for the Assessment and Treatment of Children and Adolescents with Complex Attention-Deficit/Hyperactivity Disorder
(2020). The other contributors to the ADHD Clinical Pathway have no conflicts of interest to disclose related to the
subject matter or materials discussed.

Approval Process
e This clinical pathway was reviewed and approved by the ADHD Clinical Pathway Committee, Content Expert
Departments/Divisions, and the EBP Department; after which they were approved by the Medical Executive
Committee.
e Pathways are reviewed and updated as necessary every 3 years within the EBP Department at CMKC. Content
expert teams are involved with every review and update.

Review Requested

Department/Unit Date Obtained
Developmental and Behavioral Health 09/06/2024
General Academic Pediatrics / Primary Care Clinic 09/06/2024
Community pediatrician 09/09/2024
Evidence Based Practice 09/06/2024
Version History
Date Comments

April 2021 Version one (algorithms developed)
September 2024 Version two (algorithms revised, synopsis developed)

Date for Next Review
e 2027

Implementation & Follow-Up
e Once approved, the pathway was presented to appropriate care teams and implemented.
e Additional institution-wide announcements were made via email, hospital website, and relevant huddles.
e Metrics will be assessed and shared with appropriate care teams to determine if changes need to occur.

Disclaimer
When evidence is lacking or inconclusive, options in care are provided in the supporting documents and the power
plan(s) that accompany the clinical pathway.

These clinical pathways do not establish a standard of care to be followed in every case. It is recognized that each
case is different, and those individuals involved in providing health care are expected to use their judgment in
determining what is in the best interests of the patient based on the circumstances existing at the time.

* These clinical pathways do not establish a standard of care to be followed in every case. It is recognized that each case is
different, and those individuals involved in providing health care are expected to use their judgment in determining what is in the
best interests of the patient based on the circumstances existing at the time. It is impossible to anticipate all possible situations that
may exist and to prepare a clinical pathway for each. Accordingly, these clinical pathways should guide care with the understanding
that departures from them may be required at times.
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It is impossible to anticipate all possible situations that may exist and to prepare clinical pathways for each.
Accordingly, these clinical pathways should guide care with the understanding that departures from them may be

required at times.

* These clinical pathways do not establish a standard of care to be followed in every case. It is recognized that each case is
different, and those individuals involved in providing health care are expected to use their judgment in determining what is in the
best interests of the patient based on the circumstances existing at the time. It is impossible to anticipate all possible situations that
may exist and to prepare a clinical pathway for each. Accordingly, these clinical pathways should guide care with the understanding

that departures from them may be required at times.
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