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The approach to the assessment and treatment of chil-
dren with attention deficit hyperactivity disorder

(ADHD) has changed since 1990, when the Canadian
Paediatric Society published its statement on the use of
stimulant medication in children with attention problems
(1).

At the time of the previous statement, there was signifi-
cant controversy about prescribing stimulant medication,
and there still is. Many of the recommendations made at
that time are still valid, including the need for appropriate
evaluation of core symptoms and associated conditions; the
need for titration of the dose of medication used; evaluating
improvement in core symptoms; monitoring of side effects
and physical parameters, individual prescription with
respect to the frequency and amount of medication; and the
involvement of the child in the process of medication pre-
scription (1).

The objectives of the present statement are to:

• identify and summarize the important recent sources of
information and guidelines on the assessment of
children with possible ADHD; and

• update the recommendations for the use of stimulant
medication based on the current evidence.

The review of other medical treatments for ADHD are
beyond the scope of this paper.

A number of organizations have recently published rec-
ommendations with respect to both the diagnosis and treat-
ment of children with ADHD. These include the National
Institutes of Health (2), the American Academy of
Pediatrics (3,4) and the American Academy of Child and
Adolescent Psychiatry (5,6). A large study was recently
published on different treatment approaches for ADHD,
the Multimodal Treatment Study of Children with ADHD,
the MTA study (7).

The criteria for making the diagnosis of ADHD have
been established by the American Psychiatric Association
and are published in the Diagnostic and Statistical Manual of
Mental Disorders, fourth edition (DSM-IV) (8). These cri-
teria have been used across disciplines for clinical and
research purposes, and are appropriate for use in paediatric
practice. The decision to intervene medically is based on
the use of these criteria, which have been accepted by the
American Academy of Pediatrics and represent the most
validated approach.

ADHD has a prevalence of 3% to 5% of the child popu-
lation with boys being affected two to four times as often as
girls (9,10). Once the diagnosis is made, symptoms improve
over time, but the majority of individuals continue to
exhibit significant symptoms through adolescence into
adult life (11-13). This requires a long term management
approach to individuals with ADHD and their families.

ASSESSMENT
The assessment requires evaluation of the presence of the
symptoms in the child’s different environments, the severi-
ty of symptoms, and the degree of impairment the child
experiences. This requires gathering information from the
family and the educational environments. Physicians must
evaluate for the presence of other conditions and situations
that can explain the presenting symptoms or those that
commonly coexist with ADHD. ADHD can be present
with or without comorbid learning disabilities, conduct dis-
order or other emotional disabilities. The Canadian
Paediatric Society’s manual on Children with School Problems
(14) outlines a comprehensive approach that can be used to
evaluate children who are referred to a physician due to
problems at school.

The different recommendations for assessment from the
recent published guidelines are presented in Table 1. The
recommendations vary, reflecting the different perspectives
of the publishing organizations.

The use of stimulant medication
in the treatment of attention
deficit hyperactivity disorder

POSITION STATEMENT (PP 2002-02)

Correspondence: Canadian Paediatric Society, 2204 Walkley Road, Suite 100, Ottawa, Ontario K1G 4G8. Telephone 613-526-9397, 
fax 613-526-3332, Web sites www.cps.ca, www.caringforkids.cps.ca

Français en page 701



The use of questionnaires, based on DSM-IV criteria,
can add to the objective information regarding the
descriptions of the child’s symptoms and can be used to
evaluate symptoms in both the home and educational
environments. It is important that the symptoms are pres-
ent often or very often. A much higher percentage of the
population will be diagnosed if the symptoms are only
present sometimes.

The physician must consider other explanations for the
child’s behaviour and coexisting conditions such as learning
disabilities, oppositional defiant disorder, conduct disorder
and anxiety disorders.

MANAGEMENT
Once the diagnosis of ADHD is made, there are a number
of key principles of management. These include supporting
families with information about ADHD and its manage-
ment, parent training, behavioural interventions and med-
ication. Intervention must be planned over long periods of
time and include regular contact with the family about
progress and performance. Academic issues change as pro-
grams require more organizational and study skills. The
development of support to the child in school is a critical
success factor.

Stimulant medication has been studied for many years.
There is continued controversy over its use in general and
the increasing number of children being treated. Some
regions report that more than 10% of school children are
taking stimulant medication (11), whereas most surveys
indicate much lower use (15,16). This suggests that overuse
is a concern, and a careful diagnostic approach is an essen-
tial component of care of children with possible ADHD.
The use of stimulant medication is quite safe, with severe
medical side effects being very rare (4,6,17).

It is important to engage parents in the decision to initi-
ate medical therapy for ADHD. Parents are concerned
about potential side effects, both short and long term, and
how medication will benefit their child directly, not just
how it will improve the ability for adults to manage the
child. If the child is taking medication, parents usually want
the lowest possible dose to allow the child to be successful.
It is important to involve the child in a manner appropriate
to their level of development.

There is consistent evidence that stimulant medication
can improve the core symptoms of ADHD, particularly the
hyperactive and/or impulsive symptoms (7). The MTA
study evaluated outcomes over one year and found that
careful titration of the dose, up to three times per day, and
frequent contact for monitoring of the child’s status did lead
to improvements in the child’s overall situation compared
with usual community care. This is despite the fact that
67% of the community care group received medication at
some time over the study period.

In the past, it was thought that anxiety predicted a poor
response to medication, but more recent studies have not
shown this. This was confirmed in the MTA study.
Children who were anxious clearly benefited from behav-
ioural supports in addition to the medication, while in non-
comorbid ADHD, additional behavioural interventions did
not add significantly to the improvement. Parents in all
groups were more satisfied, however, when behavioural
strategies were included (18).

The first principle of medical management is to choose a
stimulant, most often methylphenidate. The starting dose is
5 or 10 mg per dose, with the higher dose used in children
over 25 kg. In the MTA trial, children were given doses of
5, 10 or 15 mg, twice or three times per day, and up to 20 mg
per dose if over 25 kg. The third dose, if given, was half that
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TABLE 1
Recommendations for assessment of children referred to a physician for problems at school from recently
published guidelines

American Academy American Academy of Child and 
Organization National Institutes of Health (2) of Pediatrics (3) Adolescent Psychiatry (4)
Manoeuvre Need for more consistent set of Information directly obtained from  Parent interview to consider symptoms

assessment procedures parents on core symptoms and and contributing factors
other criteria

Child  Physical and neurological Child interview to consider comorbid 
examination diagnoses

Medical history and physical in past 
12 months

School  Documentation of core Psychoeducational testing for learning 
symptoms disabilities

Teacher narrative Informal clinical observation of classroom
Evidence of current school work

Rating scales  ADHD-specific scales clinical  Recommended – yield valuable information
option in evaluation of both 
parents and schools

Other medical tests  Only when clinically indicated Only when clinically indicated



of the earlier doses. It is necessary to titrate the dose to the
most effective level based on the target symptoms. In the
past, a dose between 0.3 and 0.7 mg/kg was recommended.
There is no evidence that an approach based on weight
leads to improved response, but the weight can be used to
judge the relative amount a child is receiving. All symp-
toms do not respond equally to each dose of medication so
it is important that the target symptoms are defined before
initiating medication. The physician should contact the
family about the child’s status about one week after initiat-
ing therapy, with titration of the dose of medication based
on improvement and side effects. There are objective ways
of monitoring both effects and side effects with rating
scales. There is no indication for routine bloodwork associ-
ated with the use of stimulant medication. The MTA study
used monthly contacts with the families to monitor and
adjust the dose, once the most effective dose had been
found. This close follow-up was associated with improved
outcomes compared with community care (7). Occasional
times to reduce or discontinue the medication in collabora-
tion with families can be planned but there is no evidence
that these so-called drug holidays are needed (4,6).

If methylphenidate is not effective or if there are severe
side effects, then the next alternative is dextroampheta-
mine. The dose is half that of methylphenidate. There are
occasions where stimulants are not effective. The use of
other psychoactive medications is outside the scope of this
discussion, but additional consultation may be appropriate
in difficult situations.

If the diagnosis has been appropriately made, the
response rate to stimulant medication is about 80% to 96%
(19). It is, therefore, not necessary to do a blinded trial of
medication in all situations, but this approach is appropri-
ate when the response is unclear, when there are different
opinions about the response to medication, or when the fam-
ily wishes to use the most objective measurement of treat-
ment efficacy. This can be arranged through a pharmacy.

Once the treatment regimen has been stabilized, the
physician should maintain ongoing contact with the child
and family to provide ongoing support, assess the course of
comorbid conditions if present, evaluate side effects and
monitor the physical parameters of height, weight and
blood pressure. There are some side effects associated with
mood difficulties that may emerge after a couple of months
of therapy (20).

Longitudinal studies indicate that ADHD symptoms
continue in the majority of individuals for many years,
implying that medication may be a clinical consideration
for a patient for a long period of time, perhaps into adult-
hood (13).

CONCLUSION
In summary, stimulant medication continues to be an effec-
tive treatment for the core symptoms of ADHD. Treatment
must be individualized and other supports, including parent
information and training, behavioural treatment and inter-
vention for comorbid conditions are essential components
in managing a child with this disorder.
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