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Abstract 

Background ADHD commonly co‑occurs in children and parents. When ADHD is untreated in parents, it contrib‑
utes to negative child developmental and treatment outcomes. Screening for parent and child ADHD co‑occur‑
rence in pediatric primary care may be an effective strategy for early identification and treatment. There is no data 
on whether this screening model can be implemented successfully and there exists limited guidance on how to 
effectively approach parents about their own ADHD in pediatric settings. Even greater sensitivity may be required 
when engaging with families living in urban, low SES communities due to systemic inequities, mistrust, and stigma.

Methods The current pilot study described the first 6 months of implementation of a parent and child ADHD screen‑
ing protocol in urban pediatric primary care clinics serving a large population of families insured through Medicaid. 
Parents and children were screened for ADHD symptoms at annual well‑child visits in pediatric primary care clin‑
ics as part of standard behavioral health screening. Independent stakeholder group meetings were held to gather 
feedback on factors influencing the implementation of the screening and treatment strategies. Mixed methods were 
used to examine initial screening completion rates and stakeholder perspectives (i.e., parents, primary care office staff, 
pediatricians, and behavioral health providers) on challenges of implementing the screening protocol within urban 
pediatric primary care.

Results Screening completion rates were low (19.28%) during the initial 6‑month implementation period. Thematic 
analysis of stakeholder meetings provided elaboration on the low screening completion rates. Identified themes 
included: 1) divergence between provider enthusiasm and parent hesitation; 2) parent preference versus logistic real‑
ity of providers; 3) centering the experiences of people with marginalized identities; and 4) sensitivity when discussing 
parent mental health and medication.

Conclusions Findings highlight the importance of developing flexible approaches to screening parent and child 
ADHD in urban pediatric health settings and emphasize the importance of cultural sensitivity when working with 
marginalized and under‑resourced families.
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Background 
Attention-Deficit/Hyperactivity Disorder (ADHD) is a 
common disorder that affects both children and adults. 
Given the high heritability of ADHD [1], multiplex fami-
lies, where both a parent and child have ADHD, is a com-
mon occurrence. Estimates suggest 25–50% of children 
with ADHD have at least one parent who also has ADHD 
[2]. Parent and child ADHD have transactional effects, 
whereby parent ADHD symptoms and behaviors impact 
the trajectory and outcomes of child ADHD and child 
ADHD symptoms impact parent’s functioning and par-
enting behaviors [3]. Parent ADHD can also significantly 
impact treatment outcomes for child ADHD. Specifically, 
parents with ADHD symptoms are likely to struggle with 
organization and consistency, which are skills neces-
sary for effective management of child medication and 
are integral to behavioral treatments for child ADHD [4, 
5]. Indeed, Friedman et al. [6] found that parent ADHD 
symptoms were negatively associated with the practice 
of behavioral parent training strategies between sessions. 
In addition, children in multiplex ADHD families expe-
rience more peer difficulties, have more severe ADHD 
symptoms and comorbidities, and demonstrate dimin-
ished improvement in response to behavioral treatment 
relative to children with ADHD whose parents do not 
have ADHD [4, 5]. These findings highlight the impor-
tance of identifying and treating ADHD simultaneously 
in both parent and child early.

Disparities in diagnosis and treatment related to socio-
economic status (SES) exist for individuals with ADHD. 
Primary care providers working in under-resourced 
urban settings with higher poverty rates report more 
challenges in conducting appropriate diagnostic assess-
ments for ADHD compared to those in suburban set-
tings [7], which may be in part due to higher psychosocial 
stress in families and higher rates of trauma exposure and 
related symptoms among children in under-resourced 
settings, adding complexity to differential diagnoses 
[8]. Furthermore, overall rates of psychosocial interven-
tion use for ADHD remain low [9], in part due to bar-
riers such as misconceptions and stigma associated with 
ADHD and mistrust towards health professionals [10]. A 
lack of insurance coverage has also been associated with 
decreased access to ADHD care [11]. Research also docu-
ments poorer quality of care among racial and ethnic 
minoritized youth [12–14], which is often confounded by 
SES. For example, Black and racially minoritized families 
are more likely to be living in poverty than their White 
counterparts [15].

Implementation of ADHD interventions in community 
and primary care settings face several barriers that may 
be distinct from private, suburban clinics, including lim-
ited primary care provider education on ADHD, lack of 

resources and time involved in diagnosing and treating a 
complex disorder such as ADHD, and the need to coor-
dinate with others (e.g., parents, schools, other health 
professionals) to manage the disorder [16]. Families from 
under-resourced backgrounds also experience logistical 
barriers to accessing and engaging with mental health 
care such as long wait lists, difficulties with scheduling 
during traditional work hours, and traveling to the visit 
[17]. These barriers are often exacerbated by the daily 
stressors and demands that are associated with living in 
poverty or under-resourced neighborhoods, which keep 
families from seeking mental health supports. A recent 
study found that children living in lower-resourced 
neighborhoods (e.g., low on domains of income, employ-
ment, education, health, living environment, and barri-
ers to housing/services, and high on crime) were more 
likely to receive medication for ADHD [18]. The authors 
speculated that families with limited resources may be 
less likely to access and/or have less access to first-line 
evidence-based psychosocial interventions, thus increas-
ing their likelihood of receiving medication to treat 
ADHD [18]. Alternatively, families may lack financial 
means to participate in supports that may reduce child 
ADHD impairment (e.g., sports or other extracurricular 
activities, educational support) and corresponding need 
for medication [18]. The robust associations between SES 
and ADHD diagnosis and treatment suggest additional 
considerations when working with families from low SES 
backgrounds.

Pediatric primary care represents an opportunity for 
the early identification of multiplex ADHD, given that 
the American Academy of Pediatrics (AAP) recom-
mends routine evaluation and treatment of ADHD in 
children beginning at age 4 [19]. Despite the prevalence 
of ADHD in parents and potential impact on the child, 
it is not standard practice to screen for parent ADHD 
in pediatric primary care. However, the AAP recom-
mends screening for postpartum depression for new 
mothers during well-child visits [20]. The precedent of 
screening for postpartum depression in pediatric pri-
mary care may thus serve as a  model for the screen-
ing of other parent mental health concerns. Parallel to 
findings concerning the impact of parent ADHD on 
child development and outcomes, parental depression 
has been found to impact child’s cognitive develop-
ment, language development, mother–child bonding 
and attachment, risk of child behavioral difficulties, 
and lower academic achievement [21, 22]. Chaudron 
et  al. [23] found that implementing universal screen-
ing for postpartum depression in a large pediatric prac-
tice resulted in a significant increase in the detection of 
maternal postpartum depression. Additionally, Leung 
et  al. [24] found that mothers who were screened for 



Page 3 of 11Lui et al. BMC Pediatrics          (2023) 23:354  

postpartum depression and received treatment had 
better mental health outcomes at 6  months after their 
child’s birth relative to mothers who received standard 
clinical care (i.e., no universal screening for postpartum 
depression). These findings illustrate that screening for 
parent mental health in pediatric primary care settings 
can be feasible and beneficial to families.

No study, to date, has examined screening for parent 
and child ADHD in pediatric primary care. Although 
screening for parent mental health in pediatric primary 
care has benefits, there are challenges to implementing 
screening protocols in this setting. For example, parents 
may not feel comfortable discussing their own mental 
health symptoms with their child’s provider due to lack 
of trust or worries about being judged [25]. Provider 
time constraints, variability in the quality and extent of 
providers’ mental health training, inconsistent and lim-
ited reimbursement for mental health screening, stigma 
around mental health, and concerns about patient pri-
vacy and literacy have also been identified as barriers to 
the implementation of universal screening in primary 
care [26]. Additionally, families from ethnic minoritized 
groups, lower SES backgrounds, who are non-native Eng-
lish speaking, or who are uninsured or publicly insured 
are screened at a lower rate than other demographic 
groups [27–29]. The disparity is evident for both child 
[30] and parent mental health screening [31]. In a sys-
tematic review of postpartum depression screening for 
low-income women, Hansotte et  al. [32] found several 
barriers, including parental fear that their child would be 
taken from them due to their mental health, perceptions 
that “good mothers” do not have depression, and previ-
ous negative experiences with mental health services. 
Similar barriers and challenges are likely to exist when 
screening for parent ADHD in under-resourced commu-
nities. These challenges related to systemic, provider, and 
patient characteristics are important to consider when 
attempting to implement universal screening for parent 
and child ADHD in pediatric primary care.

At present, there is little guidance on how to effectively 
approach parents about their own ADHD in a pediat-
ric care setting, and broaching this topic with under-
resourced families may require even greater sensitivity 
due to systemic inequities, mistrust, and stigma. The cur-
rent pilot study describes initial efforts of implementing 
a protocol to screen for parent and child ADHD in urban 
pediatric primary care clinics and stakeholder perspec-
tives on challenges and strategies to effectively engage 
with families living in under-resourced communities 
around topics of parent mental health, ADHD screening, 
and treatment of ADHD in multiplex families. The study 
period spanned from August to November 2020, dur-
ing the COVID-19 pandemic and the Black Lives Matter 

movement following the police murder of George Floyd 
in May 2020.

Methods
Study context
The current pilot study is part of a larger hybrid effec-
tiveness-implementation randomized controlled trial 
(RCT;  NCT04240756; 27/01/2020) examining the effec-
tiveness and implementation of two treatment strategies 
for families with ADHD. The RCT is conducted in part-
nership with Children’s National Hospital (CNH), a Mid-
Atlantic urban pediatric hospital in the U.S. that serves a 
large population of low-income children and families in 
the metropolitan Washington, DC area. Table 1 displays 
demographic data from the DC Health Matters Collabo-
rative (https:// www. dchea lthma tters. org) comparing the 
service areas of the primary care clinics to all of DC. In 
the U.S., the AAP recommends well-child visits at regular 
intervals, which are regular exams for children beginning 
from age 0 to 21. Visits allow for comprehensive assess-
ments and focus on the child’s development. Parents and 
children were screened for elevated ADHD symptoms at 
annual well-child visits in pediatric primary care clinics 
via questionnaires as part of standard universal behav-
ioral health screening. The Strengths and Difficulties 
Questionnaire (SDQ) [33] was already used in clinics to 
screen for child ADHD symptoms and the Adult ADHD 
Self-Report Scale for DSM-5 (ASRS) [34] was added to 
screen for parent ADHD. Data from the screening packet 
is subsequently entered into children’s medical chart or 
collected by the research team. A score ≥ 7 on the Hyper-
activity subscale on the SDQ and a score ≥ 14 on the 
ASRS indicated a positive screen. All procedures (for 
both the RCT and stakeholder meetings) were performed 
in accordance with the Declarations of Helsinki guide-
lines and were approved by institutional review boards 
at Seattle Children’s Hospital and Children’s National 
Hospital.

Stakeholder participants & meetings
Stakeholder Participants. Participants were recruited 
from a pediatric primary care/hospital-connected net-
work of clinics using a purposive sampling approach. 
Stakeholders were “individuals who play a role in or are 
otherwise impacted by the implementation effort” [35] 
and included parents with ADHD or parents of a child 
with ADHD, pediatricians, behavioral health providers, 
or office staff at the primary care clinics. All participants 
provided informed consent specific to stakeholder par-
ticipation and were compensated $50 per meeting. Nine 
stakeholders were included in the current pilot study: 2 
parents, 2 pediatricians, 2 office staff, and 3 behavioral 
health providers (33% Black; 33% White; 22% Asian; 11% 

https://www.dchealthmatters.org
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other). All pediatricians, behavioral health providers, and 
office staff worked at the urban primary care clinics. Both 
parents had children who receive care at the urban pri-
mary care clinics. Seven stakeholders were recruited for 
the first stakeholder meeting, and two additional stake-
holders, one pediatrician and one primary care office 
staff, joined the group prior to the second meeting. The 
sample was predominantly female (89%). The mean age 
of participants was 35.33 years (range 31–49 years). 

Stakeholder Meetings. The stakeholder group met two 
to three times a year throughout the duration of the 
RCT, with the explicit purpose of providing feedback on 
the implementation of the RCT including the screening 
workflow and the multiplex ADHD treatment model. 
Meetings were moderated by study investigators (ACT 
and IB) with observation by note takers. All stakeholder 
meetings occurred via telehealth due to the COVID-19 
pandemic and were recorded via Zoom. Audio record-
ings of the two stakeholder meetings were transcribed 
verbatim by research assistants and analyzed in NVivo 
12 [36]. For the current study, meetings were held in June 
and November of 2020 and lasted approximately 90 min. 
Semi-structured interview guides were developed by the 
members of the investigative team (JL, CD, ACT, and 
IB) and were guided by the Consolidated Framework 

for Implementation Research  (CFIR) [37]. Questions 
focused on factors that might influence the implementa-
tion of screening for parent and child ADHD in pediatric 
primary care and strategies for treating parent and child 
ADHD. Discussions involved feedback on screening rate 
and workflow and the treatment model as well as recruit-
ment and engagement strategies. Example prompts 
included:

• How does the parent ADHD screening questionnaire 
fit with clinic workflow?

• How can we increase ADHD screening at the clinics?
• What are your thoughts about our recruitment 

approaches?
• What is the best way to talk with parents about medi-

cation and address stigma around medication?

Analytic Plan
A mixed methods approach was used- quantitative data 
to examine screening completion rates and qualita-
tive data to expand on the screening rate observed and 
to elaborate on the screening implementation context. 
To describe screening implementation, rates of screen-
ing completion and positive and negative screen rates 

Table 1 Demographics for DC and DC Wards

The statistics represent March 2022 demographics extracted from DC Health Matters Collaborative (https:// www. dchea lthma tters. org)

AAPI Asian American/Pacific Islander
a Significant variability in median household income exists among the two most populous race/ethnicities in Ward 5: $69,873 among African Americans/Black 
residents and $179,284 among White residents

Overall DC Southeast DC 
(Ward 7)

Southeast DC 
(Ward 8)

Northwest 
DC (Ward 
5)

Race

 AAPI 4.58% .40% .50% 3.51%

 African American/Black 43.46% 91.49% 91.61% 54.53%

 American Indian/Alaskan Native .36% .31% .25% .44%

 White 42.72% 3.19% 4.38% 31.93%

 Another race 5.29% 2.01% .81% 5.73%

 Multiracial 3.59% 2.61% 2.43% 3.87%

Median Household Income $102,806 $50,130 $44,665 $104,296a

% Families with Children Living Below Poverty Threshold 7.57% 15.16% 18.59% 4.65%

Highest Attained Education

  Less than  9th Grade 3.43% 3.76% 3.26% 3.78%

  Some High School or Below 4.95% 9.86% 9.58% 5.15%

   High School 16.17% 38.82% 37.53% 17.03%

  Some College 12.82% 22.80% 25.68% 14.95%

   Associate/Bachelor’s 28.67% 16.14% 15.53% 30.58%

  Master’s or Higher 33.97% 8.64% 8.41% 28.51%

Unemployment 6.53% 14.76% 16.02% 5.82%

Population 692,263 77,456 77,756 86,794

https://www.dchealthmatters.org
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were calculated. Thematic analysis was conducted using 
Braun and Clarke’s procedure [38] to identify and ana-
lyze patterns in the stakeholder meeting transcripts. The-
matic analysis was chosen because it is not theoretically 
bounded and allowed for both an inductive and deduc-
tive approach to analysis. We used the CFIR framework 
to guide a priori codes, but also allowed the possibility 
of new emergent codes. Coders first reviewed the two 
meeting transcripts in full. Through an iterative process, 
a codebook was developed and applied to the transcripts, 
with 100% of the transcripts double-coded for reli-
ability. To identify, review, and define themes, the cod-
ing team and authors engaged in iterative collaborative 
discussions.

Results
Across a 6-month period from June to November, 1,105 
children aged 3–8 years old attended a well-child visit at 
one of the primary care clinics. A total of 202 (18.28%) 
screening forms were returned. Examination of returned 
forms indicated that the majority of parents (59.41%) 
opted out of completing the adult ADHD screener. 
Among the 82 families who returned and completed the 
screening packet, 17 (20.73%) families screened positive 
(i.e., both parent and child had elevated ADHD symp-
toms). Another 14.6% of families had either parent (7.3%) 
or child (7.3%) screen positive for elevated ADHD symp-
toms (but not both), and 50% of families had no elevated 
symptoms in either parent or child. Overall, initial efforts 
at implementing a protocol to screen for parent and child 
ADHD in pediatric primary care yielded low screening 
completion rates. However, the positive screening rate 
suggests encounters with multiplex ADHD families in 
primary care may be common.

Stakeholder feedback provided context and helped fur-
ther our understanding of challenges and strategies to 
overcome barriers to screen and treat multiplex ADHD 
families in primary care. Thematic analysis identified the 
following themes: 1) divergence between provider enthu-
siasm and parent hesitation; 2) parent preference versus 
logistic reality of providers; 3) centering the experiences 
of people with marginalized identities; and 4) sensitiv-
ity when discussing parent mental health and medica-
tion. These themes are discussed below and excerpts are 
included for illustrative purposes.

Theme 1: divergence between provider enthusiasm 
and parent hesitation
Although pediatricians and behavioral health providers 
voiced benefits of incorporating parent and child mental 
healthcare in a singular, integrated treatment approach, 
parents expressed hesitation about this approach. 

Notably, providers reported advantages of focusing on 
the family unit over current models of care that focus 
strictly on the child in primary care, such as being able 
to help parents in-house rather than relying on referrals 
to community resources, which are scant and varied in 
quality.

“So, the fact that this study kind of has figured out 
a way to integrate both child and parent mental 
health in one treatment package is really nice and I 
think that’s novel in a lot of ways. It’s always a hard 
balance for us like who can we send out into the 
community and who we can keep, just because of a 
lack of community resources. So, if this helps us keep 
more families and be able to provide the treatment 
within the model integrated in primary care, I think 
that’s wonderful.”—Pediatrician

Providers also recognized the transactional nature of 
parent and child symptoms, such that child symptoms 
impact parents and vice versa, and that addressing par-
ent mental health can ultimately improve children’s 
treatment and outcomes. Overall, providers highlighted 
benefits of treating the family holistically. Although pro-
viders were enthusiastic about an integrated care model, 
parents expressed hesitation about addressing parent 
mental health within the context of a well-child visit in 
pediatric primary care. Specifically, parents may be hesi-
tant to take focus away from their child during well-child 
visits, even though parent ADHD significantly impacts 
child outcomes. In particular, parents perceived that dis-
cussing parent mental health would take away time dedi-
cated for their children.

“But from a parent’s point of view, they give me a 
questionnaire about my mental history, I would 
not want to do that cause that’s opening up a whole 
another door that I don’t think would be appropri-
ate at the time, like I’m trying to get the best care 
for my son, because like my issues shouldn’t be his 
issue.”—Parent

Parents may also not expect questions about their own 
mental health in pediatric primary care and these ques-
tions may feel “invasive” and elicit unpleasant memo-
ries, distress, or perceptions of blame for their child’s 
difficulties.

“Like me being a parent and going to the doctor, if 
someone was to ask me to fill out a questionnaire 
about my mental health and my son, I would be 
intimidated and I don’t think I would quite share 
because I’m here for the child, and with me depend-
ing on the personal circumstance situation, that’s a 
lot to pull from.”—Parent
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Theme 2: parent preference versus logistic reality 
of providers
Another theme relates to tension between parent pref-
erence for having conversations about parent mental 
health with providers and providers having limited time 
to engage in these conversations due to their full case-
loads. Parents expressed low acceptance identifying and 
addressing their own ADHD via screening questionnaires 
and providers also noted challenges of utilizing this 
strategy for screening for parent mental health. Parents 
described the risk that screening for parent mental health 
via questionnaires might trigger painful experiences. 
Furthermore, parents reported experience with “screen-
ing fatigue,” where the volume of paperwork at well-child 
visits was overwhelming for many parents and suggested 
that adding extra forms to screen for parent mental 
health is not preferred.

“A lot of people don’t pay attention to the paperwork. 
I know I go to the doctor, I still gotta fill out postpar-
tum form for my daughter that I don’t wanna do but 
I have to do it, so I couldn’t even imagine filling out a 
postpartum form then a whole other form about my 
mental health, or what I’ve been through and then 
my child. Like it’s a lot. “—Parent

Providers reported similar observations of screening 
fatigue among families that they serve, particularly for 
families with young children due to the large number of 
health and developmental screening recommended by 
the AAP.

“Just from our own experience at our clinic is that 
parents, especially this age group, they get to the 
clinic and they have these Bright Futures handouts 
to complete and everything else, and then they do the 
SDQ with all the behavioral questions and I think by 
the time they get to that page, they’re just like, you 
know […] ‘I don’t wanna do any of this stuff.’”—Pedi-
atrician

Instead of completing screening questionnaires, par-
ticipants expressed favorable attitudes towards having 
conversations with trusted providers to engage parents 
about their mental health. Providers’ established relation-
ship with parents made them well-equipped to have these 
sensitive conversations. Additionally, parents and provid-
ers described the benefits of considered and careful con-
versations with a trusted provider for introducing new 
treatment approaches, such as integrated care.

“The doctor and the parent have a good relationship. 
I don’t think if someone else told me about it, I know 
I probably wouldn’t have done it, ‘cause I don’t know 
you, I don’t trust you.”—Parent

However, engaging parents in sensitive conversations 
with trusted providers require time, which providers may 
not have. Although pediatricians, behavioral health pro-
viders, and parents repeatedly noted the importance of 
these conversations, the time investment for carrying out 
such deliberate conversations seemed at times incompat-
ible with pediatricians’ workflow (e.g., managing back-to-
back appointments, completing referrals) during typical 
well-child visits. Faced with these competing demands on 
time, pediatricians acknowledged the challenges of tak-
ing such an approach.

“’Cause just to give you an idea, on the schedule, we 
could be scheduled for, you know, up to 21 patients 
a day on a typical well-visit schedule. So you’re see-
ing a lot of physicals back-to-back and you really 
don’t have that much wiggle room for kind of these 
more delicate conversations for a study that could be 
extremely helpful.”—Pediatrician

Theme 3: centering the experiences of people 
with marginalized identities
Another major theme was the importance of centering 
mental health treatment around the historical and cur-
rent negative experiences faced by many marginalized 
communities as a whole and as individuals. Explicitly 
eliciting, attending, and listening to the experiences of 
individuals with marginalized identities was viewed as 
critical. For example, providers noted the need for sen-
sitivity to the historical mistreatment of Black people 
by medical professionals, especially in light of the Black 
Lives Matter movement and elevated focus on the pat-
terns of systemic racial discrimination and racially moti-
vated violence experienced by Black individuals across 
the country.

“I think that, it is something that has been a part 
of our work if you work with Black and African 
American families that this has always been part 
of our treatment and our sensitivity but is definitely 
heightened right now. I think yes, when talking about 
medication we have to recognize the immense his-
tory of mistreatment in the medical field towards 
Black and African American patients.”—Behavioral 
Health Provider

Parents and providers emphasized discrimination 
faced by Black boys with ADHD. Parents expressed con-
cerns about the overdiagnosis of ADHD in Black boys, 
as well as fears about how others perceive or react to 
their behaviors. The reality of the negative consequences 
(e.g., racially motivated discrimination) disproportion-
ately experienced by Black children was cited as a major 
source of concern:
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“I see so many parents and mothers specifically, 
but also fathers of kids with ADHD, who their fears 
about their kid’s behavioral challenges and their 
impulsivity is so much more heightened because they 
know what the reality is that Black boys and Black 
children face in the world.”—Pediatrician
“My son being Black, you know, a lot of Black kids 
have been diagnosed with ADHD. So that’s just 
tough on its own, you know, being a mom and hav-
ing a Black son and oh, he has ADHD, so basically 
just trying to change and break the barrier and sup-
porting my son …"—Parent

Theme 4: Sensitivity when discussing parent mental health 
and medication
This theme centered around the sensitivity required 
when speaking with parents about their mental health 
as well as treating mental health with medications due to 
stigma. Significant stigma related to mental health and 
seeking help from a psychologist or psychiatrist remains 
prevalent, especially among underserved and marginal-
ized communities.

“When it comes to mental health in the Black 
community, it’s something that people don’t 
like to discuss because that can trigger to other 
things.”—Parent

Parents and providers described various strategies for 
effectively reaching parents who may be facing these 
hesitations. They recommended using straight forward 
language and avoiding clinical labels for parents who 
may have been previously misdiagnosed or undiagnosed. 
Specifically, when asking about ADHD symptoms, par-
ents and providers shared that it may be more effective 
to describe symptoms of ADHD rather than use the term 
“ADHD”:

“’Cause a lot of people may have felt difficulty focus-
ing or juggling responsibilities and things like that. 
A lot of people could relate to that. Versus not as 
many people could definitely say, "Oh, I think I have 
ADHD and so does my child."—Pediatrician

Sensitivity is also required when addressing medica-
tion for treating ADHD, exemplified by statements such 
as “I don’t believe in medication.” Parents’ unfavorable 
attitudes towards being medicated or having their child 
medicated were echoed by providers in their experiences 
working with families in an urban primary care setting.

“With the stigma against medication because like 
[Parent]’s mentioning, majority of parents that we 
see are still hesitant about medication for their own 
child versus even for themselves because they’ve had 

such poor experience with mental health.”—Behavio-
ral Health Provider

Parents described personal negative experiences with 
medications, which may have contributed to their cur-
rent hesitation around ADHD medication for themselves 
and for their children. These prior negative experiences 
with medications appear to have a global effect on medi-
cation hesitation, such that the negative experiences 
were not specific to ADHD medications. For example, 
parents described experiencing significant side effects 
with antidepressants and generalized the experience to 
medications for other conditions, such as ADHD. Provid-
ers recounted similar experiences they have heard from 
the families that they work with and acknowledged that 
early classes of medications indeed often had severe side 
effects, which understandably contribute to parents’ con-
tinued hesitation regarding medications. Suggestions for 
discussing ADHD medications included a shared deci-
sion-making approach in which providers ask parents 
about their concerns regarding medication in order to 
address them directly. Providers also discussed the value 
of sharing positive anecdotes of medication use, such as 
“when you find something that works, [I’ve] seen kids go 
from failing to getting into Ivy League schools, [gaining] 
confidence, self-esteem.”

Discussion
In the current pilot study, a protocol to screen multiplex 
ADHD families was implemented in urban pediatric pri-
mary care clinics serving predominantly racially minor-
itized families and families insured through Medicaid. In 
the first 6 months of implementing the screening proto-
col, approximately 1 in 5 families attending well-child vis-
its who completed the screeners had elevated parent and 
child ADHD symptoms. However, overall screening com-
pletion rate was low (18.28%). Stakeholder input provided 
context and offered a deeper understanding of factors 
that may have contributed to the low ADHD screening 
completion rates. Themes largely converged between the 
types of stakeholders, but divergence was also observed 
between parents and providers/staff. Although the inclu-
sion of multiple types of stakeholders provided impor-
tant perspectives from an array of individuals who play a 
role or are impacted by the implementation of multiplex 
ADHD screening and treatment, we had a small number 
of participants within each type of stakeholder, limiting 
generalizability of our findings. As such, current findings 
represent preliminary data on an understudied topic.

First, although providers in the study expressed enthu-
siasm for integrating parent mental health with pediatric 
care, parents expressed significant hesitation about this 
approach. Furthermore, there is tension between parents’ 
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preference for having conversations with trusted provid-
ers about parent mental health and the structural and 
logistical reality of limited time for pediatric providers 
to have these sensitive conversations during a well-child 
visit. On the one hand, the relationship built between 
providers and parents offers providers the unique oppor-
tunity to inquire about more sensitive and potentially 
uncomfortable topics, such as parent’s own ADHD. This 
aligns with previous literature identifying Black and/or 
Latino communities and low-income groups preferring 
to receive mental health information from a credible, 
trusted source and someone that is known to them, such 
as a family doctor, and a preference for receiving mental 
health information in a familiar setting [39, 40]. Pediatri-
cians within a local community clinic may be particularly 
suited to provide information about parent ADHD when 
working with under-resourced families. On the other 
hand, pediatricians may have limited time to have one-
on-one conversations within the context of well-child 
visits. Although the current sample was small, parent 
hesitation and the tension between parent preference for 
conversation and limited provider time raise questions 
about where screening for parent ADHD may be best 
situated and what may be the best screening process. For 
example, the incorporation of family navigators or par-
ent advocates may increase feasibility of mental health 
screening in underserved communities. Family naviga-
tors or parent advocates are peers or paraprofession-
als from the community, usually of similar backgrounds 
and experiences, that help families access and coordinate 
healthcare services, provide education and help empower 
families, and address barriers to care [41, 42]. Several 
strategies have been recommended to incorporate fam-
ily navigators in pediatric primary care settings to help 
increase the integration of mental health screening in 
the domains of informational and educational support, 
instructional and skill development support, instrumen-
tal support, advocacy support, and emotional and affir-
mational support [43]. Alternative protocols may be to 
only screen for parent ADHD within pediatric primary 
care if their children screened positive for ADHD risk 
(although this approach will inadvertently miss some par-
ents with ADHD), or to screen for parent ADHD in adult 
primary care for adults who have children (although 
connecting this information to child systems to improve 
child functioning remains a challenge), or to screen for 
parent and child ADHD within a family medicine setting. 
In addition, strategies to increase parent response rate 
may include provision of clear rationale on the screener 
for asking about parent ADHD, presenting screeners in 
visually engaging and easy to understand formats, lev-
eraging technology to make screeners more appealing 
(e.g., gamify the questionnaire and include rewards or 

incentives for completing questions), administering the 
screeners via patient portals in advance of the visit cou-
pled with reminders for completion, or have providers 
highlight the importance of completing screeners. Future 
research can examine and compare these approaches and 
strategies and seek feedback from parents and providers 
on what is the most feasible and sustainable approach to 
identify both parent and child ADHD.

Aside from logistical considerations, stakeholder 
input also provided insight on how to sensitively broach 
the topic of parent ADHD within a pediatric primary 
care setting given the continued inequities in mental 
healthcare and research with under-resourced families 
and challenges related to stigma. A key clinical takea-
way is to attend to historical and continued oppression 
and negative experiences of individuals with marginal-
ized identities and how these experiences impact their 
decision-making around ADHD care for themselves and 
their child. Significant stigma around mental health per-
sists among communities of color and communities with 
socioeconomic disadvantages [44, 45]. Parents in this 
study described feelings of hesitation regarding iden-
tifying themselves or their child as having ADHD, with 
particular emphasis on negative consequences associated 
with identifying Black children with ADHD (e.g., worries 
around being treated differently by others and impulse 
control and behavioral problems that may result in legal 
consequences). These fears stem from a history of sys-
temic racism, mistreatment, and over policing of com-
munities of color and neighborhoods with high rates of 
poverty. Research has documented lower quality of care 
and treatment retention among Black youth with ADHD 
compared to their White counterparts [12–14], particu-
larly among those with low-income status and/or with-
out health insurance coverage [46, 47]. Concerns about 
potential consequences of a diagnosis of ADHD high-
light the importance of having more in-depth conversa-
tions without undermining their stigma-related concerns 
and yet helping them get the best evidence-based care 
for themselves and their child. Empathy and awareness 
of these concerns with ethnic minoritized families and 
families living in under-resourced settings is likely to 
increase the families’ willingness to share concerns about 
mental health [48].

This cultural sensitivity is particularly important 
if part of the treatment plan for ADHD includes the 
potential for medication which is associated with more 
mistrust and stigma. Parents in the study expressed con-
cerns about medication for ADHD for themselves or 
their children based on past experiences. This finding 
is consistent with Glasofer et  al. [49] describing Black 
caregivers were less likely to think ADHD medication 
is efficacious and have concerns about medications as a 
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form of social control on the Black community. Com-
munities with diverse beliefs about the causes and 
treatment of ADHD may be hesitant to seek help from 
mental health providers who they perceive as lacking in 
cultural competence or as holding cultural values incom-
patible with their own [50]. These findings highlight the 
importance of exploring beliefs and knowledge about 
ADHD and ADHD treatment and engaging in shared 
decision-making. Furthermore, this concern highlights 
the importance of discussing the benefits and costs of 
varying treatment options for ADHD and other mental 
health concerns (e.g., beginning with behavioral inter-
ventions or organizational skills training before medica-
tions). Additionally, our qualitative findings highlight the 
importance of continuing research on the impact of par-
ent ADHD on child outcomes and to increase the repre-
sentation of culturally and economically diverse families 
in research. To date, the majority of research on child 
ADHD, parent ADHD, and interventions for multiplex 
families have been conducted with middle-class White 
children and families [4, 5].

Limitations
Current findings must be considered in light of the fol-
lowing. This study represents initial implementation 
efforts and screening completion and rates of identify-
ing multiplex ADHD families may vary with additional 
implementation supports and inclusion of a larger sam-
ple. Although the involvement of the stakeholder group 
provided the opportunity to gather perspectives of 
individuals occupying diverse roles within the pediat-
ric primary care system, the group format precluded us 
from more in-depth interviews with individuals to fully 
understand their varying perspectives. Further, hav-
ing a combined advisory group may have inadvertently 
created power differentials and impacted participants’ 
comfort level with sharing within the larger group. The 
stakeholder group was also limited in its sample repre-
sentation (e.g., only two to three individuals from each 
representative category, members were not randomly 
selected, which limits the racial/ethnic and gender diver-
sity of members), which may limit the generalizability of 
qualitative themes.

Conclusions
Like many other psychological disorders, ADHD runs 
in families and pediatric primary care represents a 
promising context for routine screening of multiplex 
ADHD families. Yet, many issues are at play, both atti-
tudinal and structural, when engaging with families 
living in under-resourced settings due to continued sys-
temic inequities, mistrust, and stigma. The qualitative 

themes generated from the current pilot study rep-
resent a first step in understanding the perspectives 
and experiences of stakeholders – parents of children 
receiving care and providers and staff providing care 
at urban pediatric primary care clinics. This work and 
future research inspired by it can lead us closer to 
discovering the best way to identify and treat familial 
ADHD.

Abbreviations
ADHD  Attention‑deficit/hyperactivity disorder
SES  Socioeconomic status
CNH  Children’s National Hospital
AAP  American Academy of Pediatrics
AAPI  Asian American/Pacific Islander
SDQ  Strengths and Difficulties Questionnaire

Supplementary Information
The online version contains supplementary material available at https:// doi. 
org/ 10. 1186/ s12887‑ 023‑ 04082‑2.

Additional file 1: Supplemental Table 1. Washington DC Study Context.

Acknowledgements
Thank you to Dr. Cecily Hardaway for her insightful comments on the 
manuscript. Thank you to Dr. Adelaide Robb for her leadership on the grant 
subcontracted to CNH. We also thank our research assistants (E. Berk and N. 
Shah) who assisted with collecting screening data at primary care clinics and 
participated in discussions during development of the codebook. We also 
thank participants for their openness in sharing their perspectives and experi‑
ences with us.

Authors’ contributions
JL oversaw day‑to‑day operations of the study, led data analyses and interpre‑
tation, and led the writing of the manuscript. JL trained the coding team and 
was the secondary coder. CD oversaw the day‑to‑day operations of the study 
and edited the manuscript. TT assisted with developing the codebook and 
was the primary coder and she assisted with the writing of the manuscript.
IB was a facilitator of the stakeholder meetings and edited the manuscript. DM 
facilitated partnerships with the primary care clinics to implement the screen‑
ing protocol and edited the manuscript. NL assisted with the writing of the 
manuscript. MS and ACT conceived and supervised the study, provided input 
on data interpretation, and edited the manuscript.

Funding
This work was supported by the National Institutes of Mental Health 
R01MH118320 and R01MH118313 awarded to MAS and ACT.

Availability of data and materials
The datasets used and/or analyzed during the current study are available from 
the corresponding author on reasonable request.

Declarations

Ethics approval and consent to participate
All study procedures were conducted in accordance with the Declarations 
of Helsinki guidelines and approved by institutional review boards at Seattle 
Children’s Hospital and Children’s National Hospital. For clinic screening, 
families reviewed a letter explaining the nature of the larger RCT study and 
have the option to opt in or opt out of completing the screening forms at 
their local primary care clinics. All participants above 16 years of age, and from 
legal guardians or parents of minor participants, and stakeholder members 
provided informed consent prior to participation.

https://doi.org/10.1186/s12887-023-04082-2
https://doi.org/10.1186/s12887-023-04082-2


Page 10 of 11Lui et al. BMC Pediatrics          (2023) 23:354 

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Author details
1 Department of Psychology, University of Maryland, College Park, MD, USA. 
2 Department of Psychology, Concordia University, 7141 Sherbrooke West, 
PY‑146, Montreal, QC, Canada. 3 Family Medicine and Psychiatry & Behavio‑
ral Sciences, University of Washington, Seattle, WA, USA. 4 Whole Bear Care, 
Children’s National Hospital, Washington, DC, USA. 5 Department of Psychol‑
ogy, American University, Washington, DC, USA. 6 Psychiatry and Behavioral 
Medicine, Seattle Children’s Hospital, Seattle, WA, USA. 

Received: 26 May 2022   Accepted: 18 May 2023

References
 1. Faraone SV, Larsson H. Genetics of attention deficit hyperactivity 

disorder. Mol Psychiatry. 2019;24:562–75. https:// doi. org/ 10. 1038/ 
s41380‑ 018‑ 0070‑0.

 2. Johnston C, Mash EJ, Miller NV, Ninowski JE. Parenting in adults with 
attention‑deficit/hyperactivity disorder (ADHD). Clin Psychol Rev. 
2012;32:215–28. https:// doi. org/ 10. 1016/j. cpr. 2012. 01. 007.

 3. Johnston C, Chronis‑Tuscano A. Families and ADHD. Attention‑deficit 
hyperactivity disorder, fourth edition: A handbook for diagnosis and treat‑
ment. New York: Guildford Publications; 2014. p. 191–209.

 4. Chronis‑Tuscano A, Wang CH, Woods KE, Strickland J, Stein MA. Parent 
ADHD and evidence‑based treatment for their children: review and direc‑
tions for future research. J Abnorm Child Psychol. 2017;45:501–17. https:// 
doi. org/ 10. 1007/ s10802‑ 016‑ 0238‑5.

 5. Park JL, Hudec KL, Johnston C. Parental ADHD symptoms and parent‑
ing behaviors: a meta‑analytic review. Clin Psychol Rev. 2017;56:25–39. 
https:// doi. org/ 10. 1016/j. cpr. 2017. 05. 003.

 6. Friedman LM, Dvorsky MR, McBurnett K, Pfiffner LJ. Do parents’ ADHD 
symptoms affect treatment for their children? The impact of parental 
ADHD on adherence to behavioral parent training for childhood ADHD. 
J Abnorm Child Psychol. 2020;48:1425–37. https:// doi. org/ 10. 1007/ 
s10802‑ 020‑ 00672‑1.

 7. Power TJ, Mautone JA, Manz PH, Frye L, Blum NJ. Managing attention‑
deficit/hyperactivity disorder in primary care: a systematic analysis of 
roles and challenges. Pediatrics. 2008;121:65–72. https:// doi. org/ 10. 1542/ 
peds. 2007‑ 0383.

 8. Leslie LK, Stallone KA, Weckerly J, McDaniel AL, Monn A. Implementing 
ADHD guidelines in primary care: does one size fit all? J Health Care Poor 
Underserved. 2006;17:302–27. https:// doi. org/ 10. 1353/ hpu. 2006. 0064.

 9. Danielson ML, Bitsko RH, Ghandour RM, Holbrook JR, Kogan MD, Blum‑
berg SJ. Prevalence of parent‑reported ADHD diagnosis and associated 
treatment among U.S. children and adolescents, 2016. J Clin Child 
Adolesc Psychol. 2018;47:199–212.

 10. Walton JR, Mautone JA, Nissley‑Tsiopinis J, Blum NJ, Power TJ. Correlates 
of treatment engagement in an ADHD primary care‑based intervention 
for urban families. J Behav Heal Serv Res. 2014;41:539–47. https:// doi. org/ 
10. 1007/ s11414‑ 013‑ 9385‑4.

 11. Morrow AS, Campos Vega AD, Zhao X, Liriano MM. Leveraging machine 
learning to identify predictors of receiving psychosocial treatment for 
Attention Deficit/Hyperactivity Disorder. Adm Policy Mental Health 
Mental Health Serv Res. 2020;47:680–92. https:// doi. org/ 10. 1007/ 
s10488‑ 020‑ 01045‑y.

 12. Coker TR, Elliott MN, Toomey SL, Schwebel DC, Cuccaro P, Emery ST, et al. 
Racial and ethnic disparities in ADHD diagnosis and treatment. Pediatrics 
2016;138. https:// doi. org/ 10. 1542/ peds. 2016‑ 0407.

 13. Ji X, Druss BG, Lally C, Cummings JR. Racial‑ethnic differences in patterns 
of discontinuous medication treatment among medicaid‑insured youths 
with ADHD. Psychiatr Serv. 2018;69:322–31. https:// doi. org/ 10. 1176/ appi. 
ps. 20160 0469.

 14. Slobodin O, Masalha R. Challenges in ADHD care for ethnic minority chil‑
dren: a review of the current literature. Transcult Psychiatry. 2020;57:468–
83. https:// doi. org/ 10. 1177/ 13634 61520 902885.

 15. U. S. Census Bureau. Income and Poverty in the United States: 2020 2021.
 16. French B, Sayal K, Daley D. Barriers and facilitators to understand‑

ing of ADHD in primary care: a mixed‑method systematic review. Eur 
Child Adolesc Psychiatry. 2019;28:1037–64. https:// doi. org/ 10. 1007/ 
s00787‑ 018‑ 1256‑3.

 17. Hodgkinson S, Godoy L, Beers LS, Lewin A. Improving mental health 
access for low‑income children and families in the primary care setting. 
Pediatrics. 2017;139:1–9. https:// doi. org/ 10. 1542/ peds. 2015‑ 1175.

 18. Nunn SPT, Kritsotakis EI, Harpin V, Parker J. Social gradients in the receipt 
of medication for attention‑deficit hyperactivity disorder in children and 
young people in Sheffield. BJPsych Open. 2020;6:1–6. https:// doi. org/ 10. 
1192/ bjo. 2019. 87.

 19. Wolraich ML, Hagan JF, Allan C, Chan E. Clinical practice guideline for the 
diagnosis, evaluation, and treatment of ADHD in children and adoles‑
cents. Dev Pediatr. 2019;144:54–54. https:// doi. org/ 10. 5005/ jp/ books/ 
12480_ 13.

 20. Rafferty J, Mattson G, Earls MF, Yogman MW, Gambon T, Committee on 
Psychosocial Aspects of Child and Family Health, et al. Incorporating 
recognition and management of perinatal depression into pediatric 
practice. Pediatrics. 2019;143:e20183260. https:// doi. org/ 10. 1542/ peds. 
2018‑ 3260.

 21. Sanger C, Iles JE, Andrew CS, Ramchandani PG. Associations between 
postnatal maternal depression and psychological outcomes in 
adolescent offspring: a systematic review. Arch Womens Ment Health. 
2015;18:147–62. https:// doi. org/ 10. 1007/ s00737‑ 014‑ 0463‑2.

 22. Slomian J, Honvo G, Emonts P, Reginster JY, Bruyere O. Consequences of 
maternal postpartum depression: a systematic review of maternal and 
infant outcomes. Women’s Health 2019;15. https:// doi. org/ 10. 1177/ 17455 
06519 844044.

 23. Chaudron LH, Szilagyi PG, Kitzman HJ, Wadkins HIM, Conwell Y. Detection 
of postpartum depressive symptoms by screening at well‑child visits. 
Pediatrics. 2004;113:551–8. https:// doi. org/ 10. 1542/ peds. 113.3. 551.

 24. Leung SSL, Leung C, Lam TH, Hung SF, Chan R, Yeung T, et al. Outcome 
of a postnatal depression screening programme using the Edinburgh 
Postnatal Depression Scale: a randomized controlled trial. J Public Health 
(Bangkok). 2011;33:292–301.

 25. Heneghan AM, Mercer M, DeLeone NL. Will mothers discuss parenting 
stress and depressive symptoms with their child’s pediatrician? 2004 
n.d.;113:460–7. https:// doi. org/ 10. 1542/ peds. 113.3. 460.

 26. Wissow LS, Brown JD, Fothergill KE, Gadomski A, Hacker KA, Salmon 
P, et al. Universal mental health screening in pediatric primary care: a 
systematic review. J Am Acad Child Adoles Psychiatry. 2013;52:1134–47. 
https:// doi. org/ 10. 1016/j. jaac.

 27. Guthrie W, Wallis K, Bennett A, Brooks E, Dudley J, Gerdes M, et al. Accu‑
racy of autism screening in a large pediatric network. Pediatrics 2019;144. 
https:// doi. org/ 10. 1542/ peds. 2018‑ 3963.

 28. Hirai AH, Kogan MD, Kandasamy V, Reuland C, Bethell C. Prevalence and 
variation of developmental screening and surveillance in early childhood. 
JAMA Pediatr. 2018;172:857–66. https:// doi. org/ 10. 1001/ jamap ediat rics. 
2018. 1524.

 29. Van Cleave J, Kuhlthau KA, Bloom S, Newacheck PW, Nozzolillo AA, Homer 
CJ, et al. Interventions to improve screening and follow‑up in primary 
care: a systematic review of the evidence. Acad Pediatr. 2012;12:269–82. 
https:// doi. org/ 10. 1016/j. acap. 2012. 02. 004.

 30. Alegria M, Vallas, Pumariega AJ. Racial and ethnic disparities in pediatric 
mental health. Child Adolesc Psychiatr Clin N Am. 2010;19:759–74. 
https:// doi. org/ 10. 1016/j. chc. 2010. 07. 001.

 31. Sidebottom A, Vacquier M, LaRusso E, Erickson D, Hardeman R. Perinatal 
depression screening practices in a large health system: identifying cur‑
rent state and assessing opportunities to provide more equitable care. 
Arch Womens Ment Health. 2021;24:133–44. https:// doi. org/ 10. 1007/ 
s00737‑ 020‑ 01035‑x.

 32. Hansotte E, Payne SI, Babich SM. Positive postpartum depression screen‑
ing practices and subsequent mental health treatment for low‑income 
women in Western countries: a systematic literature review. Public Health 
Rev 2017;38. https:// doi. org/ 10. 1186/ s40985‑ 017‑ 0050‑y.

https://doi.org/10.1038/s41380-018-0070-0
https://doi.org/10.1038/s41380-018-0070-0
https://doi.org/10.1016/j.cpr.2012.01.007
https://doi.org/10.1007/s10802-016-0238-5
https://doi.org/10.1007/s10802-016-0238-5
https://doi.org/10.1016/j.cpr.2017.05.003
https://doi.org/10.1007/s10802-020-00672-1
https://doi.org/10.1007/s10802-020-00672-1
https://doi.org/10.1542/peds.2007-0383
https://doi.org/10.1542/peds.2007-0383
https://doi.org/10.1353/hpu.2006.0064
https://doi.org/10.1007/s11414-013-9385-4
https://doi.org/10.1007/s11414-013-9385-4
https://doi.org/10.1007/s10488-020-01045-y
https://doi.org/10.1007/s10488-020-01045-y
https://doi.org/10.1542/peds.2016-0407
https://doi.org/10.1176/appi.ps.201600469
https://doi.org/10.1176/appi.ps.201600469
https://doi.org/10.1177/1363461520902885
https://doi.org/10.1007/s00787-018-1256-3
https://doi.org/10.1007/s00787-018-1256-3
https://doi.org/10.1542/peds.2015-1175
https://doi.org/10.1192/bjo.2019.87
https://doi.org/10.1192/bjo.2019.87
https://doi.org/10.5005/jp/books/12480_13
https://doi.org/10.5005/jp/books/12480_13
https://doi.org/10.1542/peds.2018-3260
https://doi.org/10.1542/peds.2018-3260
https://doi.org/10.1007/s00737-014-0463-2
https://doi.org/10.1177/1745506519844044
https://doi.org/10.1177/1745506519844044
https://doi.org/10.1542/peds.113.3.551
https://doi.org/10.1542/peds.113.3.460
https://doi.org/10.1016/j.jaac
https://doi.org/10.1542/peds.2018-3963
https://doi.org/10.1001/jamapediatrics.2018.1524
https://doi.org/10.1001/jamapediatrics.2018.1524
https://doi.org/10.1016/j.acap.2012.02.004
https://doi.org/10.1016/j.chc.2010.07.001
https://doi.org/10.1007/s00737-020-01035-x
https://doi.org/10.1007/s00737-020-01035-x
https://doi.org/10.1186/s40985-017-0050-y


Page 11 of 11Lui et al. BMC Pediatrics          (2023) 23:354  

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

 33. Goodman R. The strengths and difficulties questionnaire: a research note. 
J Child Psychol Psychiatry. 1997;38:581–6. https:// doi. org/ 10. 1111/j. 1469‑ 
7610. 1997. tb015 45.x.

 34. Kessler RC, Adler L, Ames M, Demler O, Faraone SV, Hiripi E, et al. The 
World Health Organization Adult ADHD Self‑Report Scale (ASRS): a 
short screening scale for use in the general population. Psychol Med. 
2005;35:245–56. https:// doi. org/ 10. 1017/ S0033 29170 40028 92.

 35. Hamilton AB, Finley EP. Reprint of: Qualitative methods in implementa‑
tion research: an introduction. Psychiatry Res 2020;283. https:// doi. org/ 
10. 1016/j. psych res. 2019. 112629.

 36. QSR International Pty Ltd. NVivo 2020.
 37. Damschroder LJ, Aron DC, Keith RE, Kirsh SR, Alexander JA, Lowery JC. 

Fostering implementation of health services research findings into prac‑
tice: A consolidated framework for advancing implementation science. 
Implementation Science 2009;4. https:// doi. org/ 10. 1186/ 1748‑ 5908‑4‑ 50.

 38. Braun V, Clarke V. Using thematic analysis in psychology. Qual Res Psychol. 
2006;3:77–101. https:// doi. org/ 10. 1191/ 14780 88706 qp063 oa.

 39. Hansen MC, Cabassa LJ. Pathways to depression care: help‑seeking 
experiences of low‑income Latinos with diabetes and depression. 
J Immigr Minor Health. 2012;14:1097–106. https:// doi. org/ 10. 1007/ 
s10903‑ 012‑ 9590‑x.

 40. Mishra SI, Lucksted A, Gioia D, Barnet B, Baquet CR. Needs and prefer‑
ences for receiving mental health information in an African American 
focus group sample. Community Ment Health J. 2019;45:117–26. https:// 
doi. org/ 10. 1007/ s10597‑ 008‑ 9157‑4.

 41. Davis TS, Gavazzi SM, Scheer SD, Uppal R. Measuring individualized parent 
advocate services in children’s mental health: a contextualized theoretical 
application. J Child Fam Stud. 2011;20:669–84.

 42. Godoy L, Hodgkinson S, Robertson HA, Sham E, Druskin L, Wambach 
CG, et al. Increasing mental health engagement from primary care: the 
potential role of family navigation. Pediatrics. 2019;143: e20182418.

 43. Godoy L, Long M, Marschall D, Hodgkinson S, Bokor B, Rhodes H, et al. 
Behavioral Health Integration in Health Care Settings: Lessons Learned 
from a Pediatric Hospital Primary Care System. J Clin Psychol Med Set‑
tings. 2017;24:245–58. https:// doi. org/ 10. 1007/ s10880‑ 017‑ 9509‑8.

 44. Rao D, Feinglass J, Corrigan P. Racial and ethnic disparities in mental 
illness stigma. J Nerv Ment Dis 2007;195:1020–3. https:// doi. org/ 10. 1097/ 
NMD. 0b013 e3181 5c046e.

 45. Valentine SE, Dixon L, Borba CP, Shtasel DL, Marques L. Mental illness 
stigma and engagement in an implementation trial for cognitive 
processing therapy at a diverse community health center: a qualitative 
investigation. Int J Cult Ment Health. 2016;9:139–50. https:// doi. org/ 10. 
1080/ 17542 863. 2015. 11237 42.

 46. Cummings JR, Ji X, Allen L, Lally C, Druss BG. Racial and ethnic differences 
in ADHD treatment quality among Medicaid‑enrolled youth. Pediatrics 
2017;139. https:// doi. org/ 10. 1542/ peds. 2016‑ 2444.

 47. Pastor PN, Reuben CA. Racial and ethnic differences in ADHD and LD 
in young school‑age children: parental reports in the National Health 
Interview Survey. Public Health Rep. 2005;120:383–92. https:// doi. org/ 10. 
1177/ 00333 54905 12000 405.

 48. Halpern J. What is clinical empathy? J Gen Intern Med 2003;1818. https:// 
doi. org/ 10. 1046/j. 1525‑ 1497. 2003. 21017.x.

 49. Glasofer A, Dingley C, Reyes AT. Medication Decision Making Among 
African American Caregivers of Children With ADHD: A Review of the Lit‑
erature. J Atten Disord. 2021;25:1687–98. https:// doi. org/ 10. 1177/ 10870 
54720 930783.

 50. Lawton KE, Gerdes AC, Haack LM, Schneider B. Acculturation, cultural val‑
ues, and Latino parental beliefs about the etiology of ADHD. Adm Policy 
Mental Health and Mental Health Serv Res. 2014;41:189–204. https:// doi. 
org/ 10. 1007/ s10488‑ 012‑ 0447‑3.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub‑
lished maps and institutional affiliations.

https://doi.org/10.1111/j.1469-7610.1997.tb01545.x
https://doi.org/10.1111/j.1469-7610.1997.tb01545.x
https://doi.org/10.1017/S0033291704002892
https://doi.org/10.1016/j.psychres.2019.112629
https://doi.org/10.1016/j.psychres.2019.112629
https://doi.org/10.1186/1748-5908-4-50
https://doi.org/10.1191/1478088706qp063oa
https://doi.org/10.1007/s10903-012-9590-x
https://doi.org/10.1007/s10903-012-9590-x
https://doi.org/10.1007/s10597-008-9157-4
https://doi.org/10.1007/s10597-008-9157-4
https://doi.org/10.1007/s10880-017-9509-8
https://doi.org/10.1097/NMD.0b013e31815c046e
https://doi.org/10.1097/NMD.0b013e31815c046e
https://doi.org/10.1080/17542863.2015.1123742
https://doi.org/10.1080/17542863.2015.1123742
https://doi.org/10.1542/peds.2016-2444
https://doi.org/10.1177/003335490512000405
https://doi.org/10.1177/003335490512000405
https://doi.org/10.1046/j.1525-1497.2003.21017.x
https://doi.org/10.1046/j.1525-1497.2003.21017.x
https://doi.org/10.1177/1087054720930783
https://doi.org/10.1177/1087054720930783
https://doi.org/10.1007/s10488-012-0447-3
https://doi.org/10.1007/s10488-012-0447-3

	Screening for parent and child ADHD in urban pediatric primary care: pilot implementation and stakeholder perspectives
	Abstract 
	Background 
	Methods 
	Results 
	Conclusions 
	Trial registration 

	Background 
	Methods
	Study context
	Stakeholder participants & meetings
	Analytic Plan

	Results
	Theme 1: divergence between provider enthusiasm and parent hesitation
	Theme 2: parent preference versus logistic reality of providers
	Theme 3: centering the experiences of people with marginalized identities
	Theme 4: Sensitivity when discussing parent mental health and medication

	Discussion
	Limitations
	Conclusions
	Anchor 21
	Acknowledgements
	References


