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Definition & Diagnostic Criteria

« ADHD is a neurodevelopmental disorder with persistent patterns of inattention and/or
hyperactivitym impulsivity causing impairment across settings.

* DSMm5/DSMm 5m TR: 26 symptoms (<17y) or =5 symptoms (=17y) for 26 months; onset in childhood,;
clinically significant impairment in =2 settings; not better explained by another disorder.

* Presentations: Predominantly Inattentive, Predominantly Hyperactivem Impulsive, Combined; specifiers for
partial/subthreshold presentations exist.

« Symptom evolution: hyperactivity tends to decline with age; inattentive symptoms often persist into
adolescence/adulthood.

Epidemiology & Course

* Prevalence: children/adolescents ~5—7% globally; U.S. lifetime diagnosis ~11%. Adults ~2-5%
(heterogeneous estimates).

 Course: 30-70% persist into adulthood. Trajectories include persistence, partial remission, and
compensation.

 Impairment spans academic/occupational, social, emotional, and health domains; risk behaviors and
accidents are elevated without treatment.

Etiology & Pathophysiology

 Multifactorial: high heritability (polygenic), neurodevelopmental differences (prefrontalm striatalm cerebellar
circuits; dopamine/norepinephrine dysregulation), environmental risks (prenatal exposures, prematurity,
lead/pollution, psychosocial adversity), and genem environment interplay.

 Executive dysfunction, reward/delay aversion, and emotion dysregulation models contribute; heterogeneity
implies multiple pathways.

» Neurodevelopmental trajectories and compensatory mechanisms are key (not simply “delayed
maturation”).

Clinical Features Across Ages
Children

« Inattention: distractibility, disorganization, forgetfulness; Hyperactivity/Impulsivity: fidgeting, excessive
movement, blurting, interrupting.

Adolescents



« Less overt hyperactivity; more restlessness, academic executive load escalates (planning, time mgmt.,
initiation).
Adults

» Predominantly inattentive symptoms, internal restlessness; functional issues at work/relationships;
masking via compensatory strategies.

Associated

 Executive dysfunction, emotion dysregulation, sleep problems; strengths can include creativity, hyperfocus,
energy.

Assessment & Diagnosis
« No single biomarker; comprehensive clinical evaluation is required.

« Multim informant rating scales (parents/teachers in youth; self + collateral in adults); review school/work
records; screen for comorbidities and mimics (sleep disorders, mood/anxiety, SUD, thyroid, TBI).

* Preschool (4-5y): prioritize behavioral therapy; meds reserved for severe impairment after behavioral
approaches.

« Adults: verify childhood onset when possible (collateral/records), consider high comorbidity and differential
diagnosis.

Treatment — Medications

« Firstmline in most guidelines: stimulants (methylphenidate; amphetamines). Robust shortmterm symptom
reduction in ~70-80%.

* Nonm stimulants: atomoxetine; extendedm release guanfacine/clonidine; viloxazine ER (adults). Offmlabel:
bupropion, modafinil.

» Monitoring: appetite/weight, sleep, BP/HR; growth in children; tics/irritability; SUD risk considerations;
pregnancy/CV comorbidity.

« Aim for measurable functional targets; titrate to balance efficacy/side effects; reassess periodically.

Treatment — Psychosocial & Educational
« Parent training/behavior management; classroom interventions and school accommodations (IEP/504).

« CBT/skillsm based therapy (organization/time mgmt., cognitive restructuring) especially for
adolescents/adults; ADHD coaching.

« Adjuncts: sleep hygiene, exercise, mindfulness, neurofeedback (mixed evidence), nutritional strategies
(limited indications).

» Workplace supports: task structuring, reminders, flexible scheduling, reduced distractions.

Combined/Longm Term Management

» Multimodal treatment (medication + behavioral/educational) generally yields better functional outcomes.



« Ongoing monitoring for comorbidities; adjust plan with developmental transitions (middle school - high
school - college — employment; parenthood).

« Evidence gaps: longm term functional outcomes, deprescribing/holidays, precisionm matching of treatments,
olderm adult ADHD.

Prognosis & Risks

 Untreated ADHD: higher risk for academic underachievement, job instability, financial stress, MVAs, SUD,
legal issues; reduced QoL.

 Treatment is associated with risk reductions (e.g., transport accidents, suicidality, criminality) and improved
functioning.

« Predictors: lower baseline severity, early intervention, supportive environments, comorbidity management.

Key Clinical Checklists
Pediatric Diagnostic Snapshot
m Symptoms =6 months; onset in childhood; =2 settings; impairment documented
m Rating scales from parent + teacher; rulem out LD/ASD/anxiety/depression/tics/sleep
m Start with behavioral therapy in preschoolers; consider stimulants schoolm age+
Adolescent/Adult Diagnostic Snapshot
m Verify childhood symptoms (collateral/records when possible); use ASRS/BAARS
m Differential: mood/anxiety, PTSD, sleep apnea, SUD, thyroid, TBI, meds effects

m Combine meds + CBT/skills; workplace/college accommodations; monitor SUD risk

Selected References (Recent & Authoritative)

Core Guidelines & Reviews

« American Academy of Pediatrics (2019; 2024 updates). Diagnosis and Treatment of ADHD in Children &
Adolescents. Pediatrics.

* Nature Reviews Disease Primers (2024/2025). ADHD Primer.

« Adult ADHD comprehensive reviews (2021-2024), including diagnostic differentials (Neurology/Clin Pract).
Highm Yield Evidence Summaries

 Systematic reviews/metam analyses on stimulants vs nonm stimulants; AAP 2024 review of interventions.

» Umbrella review on ADHD impacts across life domains (Frontiers Psychiatry, 2024).

« Longitudinal neurodevelopment and compensation (Translational Psychiatry, 2020).
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