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INTRODUCTION
BACKGROUND

Figure 1
National Survey of Children’s Health. A survey that provides
data on multiple, intersecting aspects of children’s lives
including physical and mental health, access to quality
healthcare, and the child’s family, neighbourhood, school
and social contact.

Attention Deficit Hyperactivity Disorder (ADHD) is one of the most
common childhood neurobehavioral disorders in the United States [1].
The Diagnostic and Statistical Manual of Mental Disorders categorizes
ADHD as a disease with pervasive developmentally inappropriate
symptoms including, but not limited to hyperactivity, impulsivity and a
severe lack of attention [2]. An ADHD diagnosis allows eligible children
to receive educational assistance in school as well as medications to help
alleviate some of the disorder’s negative influence on behaviour and
learning. However, not all groups of children are equally as likely to
receive a formal diagnosis and/or receive the appropriate treatment.
With a reported prevalence between 2 and 5%, ADHD has a complex
etiology not simply limited to heritable factors; social, economic,
demographic and environmental factors have been postulated to play a
significant role as well [3]. Unfortunately, individuals with ADHD are at
an increased risk of a plethora of negative outcomes including poor
educational achievement and substance abuse [4] While pharmacologic
and non-pharmacologic interventions are effective in targeting ADHD
symptoms, not enough measures exist addressing some of the causal
factors behind the diagnosis. By identifying these factors, it allows for the
identification/tackling of symptoms at an early stage and the proper
follow-up once a formal diagnosis is made in high-risk groups, to prevent
some of the pitfalls later in life associated with ADHD. This study aimed
to identify associations between socioeconomic, environmental and
demographic factors and ADHD, to identify both high-risk groups and
areas where more efforts/resources can be directed.

R E S U LT S
Table 1
Prevalence of ADHD by Gender, Race, Nativity, and Birth

Table 2
Prevalence of ADHD by Family Structure and Living Conditions
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Statistical Analysis
This study looked at associations that were statistically significant among
those carrying a diagnosis of ADHD compared to those without. The Chisquare test and Fisher’s exact test were employed to compare the
categorical data between those carrying a diagnosis and those not carrying
a diagnosis of ADHD. A p-value of 0.05 was established as statistical
significance.

DISCUSSION &
CONCLUSION
The NSCH can be used to provide essential child health data so that
substantive efforts, funding, and resources can be dedicated towards
enhancing health policy and practise, specifically the diagnosis and
treatment of ADHD. It can be beneficial in providing early eduction to
parents whose child may be at increased risk of developing ADHD,
directing adequate attention towards high-risk populations, and ensuring
intervention is in place in order to prevent ADHD associated pitfalls later
in life. In addition, it can help improve numerous conditions related to a
child’s physical and emotional well-being including, but not limited to
home, family, community, school and education, access to healthcare and
social context.

METHODS
Data Collection
This study utilized the Public Use Data Files from the National Survey of
Children’s Health (NSCH), a population-based cross-sectional survey
sponsored by the Health Resources and Services Administration Maternal
and Child Health Bureau. Data was collected through mail- and webbased surveys conducted in English or Spanish from 2016, 2017, and
2018 for children under 18 years of age, answered by adult proxy
respondents to perform a retrospective analysis of data through census
collection. Weighted prevalence estimates were calculated overall and by
demographic and clinical subgroups (n = 5,986,076; 9.8%). The deidentified data housed by the Census Bureau’s NSCH webpage was
obtained by following the appropriate protocols and initiatives in place to
ensure confidentiality was maintained at all times through collection,
mining and organization of the data. Data sets were available to download
in SAS format after consenting to maintain confidentiality and not try to
identify individuals. Data included health conditions, birth information,
healthcare services, experience with healthcare providers, healthcare
insurance coverage, education, family and household information.

Key Points
• Male gender, non-Hispanic children, prematurity, low birth weight, poor
health, multiple ER visits and parental concern about weight (anorexia/
obesity) showed an association with being diagnosed with ADHD.
• Single-parent household, reduced shared meals between parent and child,
difficulty covering basic necessities, like food and housing, the presence
of a smoker in the household and the lack of a park/playground in the
neighbourhood showed an association with being diagnosed with ADHD.
• Fewer children diagnosed with ADHD within the Hispanic community
were on medications.
• ADHD within the Hispanic and non-Hispanic White communities did not
receive behavioural therapy as expected.
• More ADHD children within the Black community received both ADHD
medications and behavioural therapy.
• Education level of the parent was not associated with a child having a
diagnosis of ADHD.

Table 4
Prevalence of ADHD and Behavioural Therapy Compliance

Figure 2
ADHD Treatment Approach. There is no known cure for ADHD, but
many options exist to manage the symptoms. Treatments range from
behavioural therapy to medication.
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Table 3
Prevalence of ADHD and Medication Compliance
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