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HEN A CHILD IS DIAGNOSED WITH ADHD,
parents confront the difficult decision about which
treatment(s) to pursue to best help their child succeed.
While deciding on an initial treatment plan is certainly
important, equally important is establishing a plan to
monitor how well that treatment is working on a sustained basis, regardless
of what specific treatment(s) is being used. This is because a child’s response
to ADHD treatment often changes over time and a strong initial treatment
response—be that medication treatment, behavior therapy, dietary treatment,
etc.—provides no assurance that important treatment benefits will persist.
Core ADHD symptoms of inattention and hyperactivity-impulsivity that
are well controlled at one time may subsequently re-emerge and create difficulties. A child’s success with school work, meeting behavioral expectations,
and getting along with peers can also ebb and flow. For this reason, ADHD
treatment guidelines from the American Academy of Pediatrics (AAP) and
the American Academy of Child and Adolescent Psychiatry (AACAP) highlight the necessity of sustained, systematic treatment monitoring. This is essential for learning whether an initial regimen is having the intended benefits
and, if so, whether those benefits are persisting. If that is not the case, one
wants to be alerted as soon as possible so that appropriate treatment adjustments and modifications can be made. Having a strong monitoring plan in
place is thus an integral component of high quality ADHD treatment.
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Evidence for the importance
of treatment monitoring
The value of careful treatment monitoring was highlighted in results from the Multimodal Treatment Study
of ADHD (the MTA study), the largest ADHD treatment
study ever conducted. In this study, nearly six hundred
children aged 7-10 with the combined type of ADHD
were randomly assigned to one of four treatment conditions: medication treatment, behavior therapy, combined
treatment (medication plus behavior therapy), or community care. Children assigned to the first three groups
received their treatment through the study. Those assigned
to the community care group received whatever treatment
their parents chose to pursue in the community; nearly
two-thirds of the time this included medication treatment.
Medication treatment in the MTA Study began with a
rigorous titration trial in which three different doses of
an initial stimulant medication were tried. Feedback on
children’s behavior and school performance was obtained
from parents and teachers, and this information was used
to determine the optimal starting dose. If no dose of the
initial medication was sufficiently effective, or if it produced adverse effects, a different medication was tried.
The goal of this procedure—which is far more extensive
than what typically occurs—was to identify the most effective medication and dose to begin each child’s treatment.
After treatment began, its ongoing effectiveness was
monitored via monthly follow-up visits and phone contact
with teachers. The purpose was to learn how well children’s
ADHD symptoms were being controlled over time and how
well they continued to function in behavioral, academic,
and social domains. Although one might assume that the
careful procedure used to identify the optimal starting medication and dose for each child would obviate the need for
treatment adjustments, this did not turn out to be the case.
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●

Three months into the 13-month maintenance period,
56 percent of children had already had their medication
or dosage changed. The average time to the first dose
change was four to five months. Across the entire maintenance period, the average number of changes required
for each child was just over two, but some children
required as many as ten medication adjustments. Of
the total medication changes made, 62 percent involved
increasing the dosage of the current medication, 31 percent involved decreasing the dosage and only 7 percent
involved changing medications entirely.

●

Only 17 percent continued on the same medication and
dosage throughout the entire 13-month maintenance
period. The remaining children all experienced at least
one change in drug or dosage during this period.

In contrast to the monthly monitoring that children
treated in the study received, those treated in the community averaged just two follow-up visits, and it is unlikely
that direct feedback from teachers was obtained. Thus,
their providers had far less information on how well they
were doing, and their medication regime was less likely
to be adjusted in response to feedback from parents and
teachers. Although it cannot be concluded with certainty,
it is likely that this helps explain why children who received medication treatment through the study were
significantly more likely to have their core ADHD symptoms normalized than children treated in the community.
Although these results pertain to medication treatment,
the need for careful ongoing monitoring is applies to whatever treatment(s) a child is receiving. Regardless of treatment, it is essential to know how well core ADHD symptoms are being managed and how the child is performing in
important domains. When this information is not obtained
on a regular basis, it is not possible to know when modifications to the current treatment regime are indicated.
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When teacher
and/or parent
ratings reflect
important
difficulties,
decisions about
possible changes
or adjustments
to the current
treatment plan
can be made in
consultation with
parents. Without
such information,
making a
well-informed
decision about
the adequacy of
a child’s current
treatment is not
possible.

The absence of treatment monitoring
in community settings
Despite the demonstrated value of treatment monitoring and the importance that AAP and AACAP
treatment guidelines place on systematic monitoring,
it appears that this is infrequently part of children’s
treatment. As noted above, children assigned to community care in the MTA study had only two followup visits on average over 13 months compared to
monthly follow-ups for study-treated children. And,
a recently published study (Epstein and colleagues)
involving over one hundred eighty pediatricians
across fifty pediatric practices reported the following:
●

Follow-up contact (visit, phone call, or email)
within thirty days of prescribing medication was
documented in fewer than 50 percent of children’s
charts. Thus, for over half of youth prescribed
medication, there is no indication that any information on the child’s response to medication
was obtained during the first month, making one
question how providers would know whether the
treatment they prescribed was working.

●

Collecting any systematic behavior ratings from
parents and/or teachers—even a single time—was
evident for only about 10 percent of children.
And, the average amount of time between initiating treatment and collecting any such ratings was
roughly one year. Because of this, it is likely that
many children were maintained on a treatment
program that was far from optimal.

Although these data were not derived from a nationally representative sample of pediatricians, and
do not speak to what may be typical for other types
of health professionals (such as psychiatrists and
psychologists), they clearly highlight significant
limitations in the treatment that many children
with ADHD receive.

tions of the child at home. When medication is part
of a child’s treatment, monitoring for emergent side
effects would also be recommended.
A number of behavior rating scales are available for this purpose, and different professionals
will prefer different scales. Although getting this
information to providers on a monthly basis is not
without challenges, there are now web-based systems that can greatly facilitate the acquisition and
transmission of this information to professionals.
The utility of web-based systems is especially apparent when children have multiple teachers from
whom information is requested.
By examining this information each month, your
child’s health care provider will have a clear sense
of whether treatment is working as intended (that
is, whether ratings of core ADHD symptoms are
low and the child’s overall functioning is rated positively). When teacher and/or parent ratings reflect
important difficulties, decisions about possible
changes or adjustments to the current treatment
plan can be made in consultation with parents.
Without such information, making a well-informed
decision about the adequacy of a child’s current
treatment is not possible.
Ideally, your child’s provider will already have in
place a systematic approach for ADHD treatment
monitoring to implement with your child. If not,
working with the provider to develop such a plan—
and then consistently implementing it—is one of
the most important things you can do to help proA
mote your child’s success. ●
To review one method, take a look at the ADHD Monitoring System, a simple tool I developed several years ago
that parents and professionals can use to track how well a
child with ADHD is doing at school. This can be downloaded for free at www.helpforadd.com/monitor.pdf.
David Rabiner, PhD, is a clinical psychologist, professor, and
associate dean at Duke University. He is the founder and publisher
of the Attention Research Update newsletter.

What can parents do?
Speak with your child’s health care provider to
make sure that a treatment monitoring plan is in
place for your child. Although the effectiveness
of ADHD treatment can be monitored in various
ways, one reasonable approach would be to obtain
monthly feedback from teachers on the intensity
of core ADHD symptoms, and how well the child
is doing overall in academic, social, and behavioral
functioning. Teacher ratings would be supplemented by ratings from parents based on their observa-
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