
Attention-Deficit/Hyperactivity Disorder in Young
Children: Predictors of Diagnostic Stability

WHAT’S KNOWN ON THIS SUBJECT: Approximately 50% of
children diagnosed with attention-deficit/hyperactivity disorder
(ADHD) at ,7 years of age in the community do not meet criteria
for ADHD over time. There is a need to examine predictors of
diagnostic stability in young children with ADHD.

WHAT THIS STUDY ADDS: Predictors of diagnostic stability from
early to middle childhood include child’s baseline externalizing
and internalizing symptoms, parental history of psychopathology,
and socioeconomic status. These predictors may guide treatment
planning at the time of ADHD diagnosis.

abstract
OBJECTIVES: The goals of this study were (1) to provide estimates of
diagnostic stability for a sample of young children diagnosed with
attention-deficit/hyperactivity disorder (ADHD) after undergoing com-
prehensive multidisciplinary assessments and (2) to identify baseline
child and family characteristics that predict diagnostic stability over
time.

METHODS: Children aged 3 to 6 years, 11 months consecutively diag-
nosed with ADHD after multidisciplinary consultations at a tertiary care
clinic between 2003 and 2008 were recontacted in 2012 and 2013 (N =
120). At follow-up, the primary outcome was the proportion of
children who continued to meet diagnostic criteria for ADHD. To
identify predictors of diagnostic stability, logistic regression models
were used. In addition, a latent class model was used to independently
classify subjects into distinct clusters.

RESULTS: In this cohort, 70.4% of the children contacted at follow-
up continued to meet diagnostic criteria for ADHD. Predictors of
diagnostic stability included externalizing and internalizing symptoms
at baseline, parental history of psychopathology, and family
socioeconomic status. The latent class model independently identified
3 distinct profiles: (1) children who no longer met ADHD criteria; (2)
children with persistent ADHD and high parental psychopathology; and
(3) children with persistent ADHD and low family socioeconomic status.

CONCLUSIONS: Young children who underwent comprehensive devel-
opmental and psychological assessments before receiving an ADHD
diagnosis, had higher rates of diagnostic stability than in previous
studies of community samples. Child and family factors that predict
diagnostic stability have the potential to guide treatment planning
for children diagnosed with ADHD before 7 years of age. Pediatrics
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Attention-deficit/hyperactivity disorder
(ADHD) is the most common neuro-
behavioral disorder of childhood, oc-
curring in 3% to 9.5% of children ages 4
to 17 years.1–4 Diagnosis of ADHD in
children aged ,7 years presents sig-
nificant challenges to clinicians be-
cause many behavioral manifestations
of ADHD may be normative at such
a young age.5–8 Consequently, longitu-
dinal studies exploring ADHD symp-
toms in preschool-aged children have
demonstrated a wide range of esti-
mates for diagnostic stability over
time.9–16 Previous research has defined
“diagnostic stability” as the degree to
which the original ADHD diagnosis is
confirmed at the time of follow-up.

Instudies thatusedcommunitysamples,
diagnostic stability is∼50% for children
aged,7 years aftera$2-yearperiod.9–16

Most of these studies have used
parent and/or teacher checklists to
ascertain a diagnosis of ADHD; they lack
comprehensive assessment to evaluate
for alternative conditions, such as cog-
nitive or language delays or sleep dis-
orders. Studies using clinic-referred
samples often use more rigorous ADHD
diagnostic criteria and include some
form of standardized assessment to
rule out alternative diagnoses.17–21

These studies demonstrate a higher
percentage (65%–89%) of preschool-
aged children continuing to meet
ADHD criteria 3 to 8 years later. Thus,
differences in patient populations and
diagnostic strategies used across
studies may influence the accuracy of
the initial ADHD diagnosis and estimates
of diagnostic stability. Another potential
reason for variable rates of diagnostic
stability is that behavioral profiles that
are relatively stable later in childhood
may be more malleable early. During
early childhood, adversity, parental so-
cioeconomic status (SES), and enriched
environments have been shown to shift
risk for psychiatric and developmental
disorders, including ADHD.22–30

Predictors of ADHD stability among
children diagnosed during preschool or
kindergarten are poorly understood. In
the studies available, children with
persistent ADHD have higher psychiatric
comorbidities, family history of psy-
chopathology, and exposure to child-
hood adversity than children who no
longer meet criteria for ADHD at follow-
up.14,15 However, in these studies, initial
ADHD diagnoses have been assessed by
using parent report of symptoms with-
out in-depth evaluation of medical or de-
velopmental diagnoses that may mimic
ADHD symptoms. To the best of our
knowledge, the present study is the
first study to identify predictors of di-
agnostic stability in children aged ,7
years who received an ADHD diagnosis
after medical, developmental, and psy-
chological assessments.

METHODS

Subjects

Participantswere120childrenages3 to
6 years, 11 months consecutively diag-
nosed with ADHD at the Developmental
Medicine Center of Boston Children’s
Hospital between January 1, 2003, and
December 31, 2008. These childrenwere
prospectively recontacted at a mean
interval of 7 years (range: 5.6–9.5 years)
after their initial diagnosis. Children
who were adopted or had autism
spectrum disorder (ASD), genetic syn-
dromes, or brain injuries at the time of
initial ADHD diagnosis were excluded.
The Boston Children’s Hospital in-
stitutional review board approved all
study procedures.

Identification of ADHD in Young
Children at Time 1

At time 1, each child completed a multi-
disciplinary assessment in which de-
velopmental–behavioral pediatricians
obtained a detailed medical and so-
cial history, and completed a physical
examination on each child; pediatric
psychologists assessed each child’s

developmental skills by using cogni-
tive, language, and early academic
standardized tests, reviewed day care
and school intake questionnaires, and
obtained ratings of child behavior by
using the Behavior Assessment System
for Children.31 The teamof cliniciansmet
subsequent to the assessment to review
the child’s diagnostic criteria for ADHD
and to discuss alternative diagnoses
and potential comorbid conditions; the
clinicians then systematically recorded
all findings in a formal report.

Determination of Psychiatric
Disorders at Time 2

After families were recruited for the
follow-up time 2 study, they were
scheduled for a visit in which parents
completed the Diagnostic Interview
Schedule for Children–Version IV (DISC-
IV), Vanderbilt ADHD Diagnostic Parent
Rating Scales, the parent global as-
sessment (PGA), and the Children with
Special Health Care Needs CSHCN
Screener.32–40 The PGA is a 7-point scale
ranging from 1 (no impairments) to 7
(needs 24-hour supervision due to se-
vere impairments). For children who
were being treated with stimulant
medications, parents were asked to
complete rating scales describing their
child’s behavior on and off medication
(eg, before the medication took effect in
the morning). Parents also completed
the Conflict Tactic Scales, Revised, which
provides information about psychologi-
cal and physical aggression in the
family,41 and the Social Communication
Questionnaire–Lifetime Form,42 which
screens for difficulties in social and
communication functioning. Parents
were also asked about duration and
intensity of behavioral therapy, school
services, and medication use since time
1. Lastly, the Family Interview for Genetic
Studies43 and demographic information
not uniformly available from records
(including time 1 parental education
and income) were obtained. Teachers
were also asked to complete the
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Vanderbilt ADHD Diagnostic Teacher
Rating Scale.44

ADHD Case Definition at Time 2

Children who did not meet DSM-IV-TR
criteria on both the DISC-IV and the
Vanderbilt ADHD Diagnostic Parent Rat-
ing Scale, had a PGA score ,3 (ie,
minimal impairments), and ,6 symp-
toms on the Vanderbilt ADHD Diagnostic
Teacher Rating Scale were classified as
no longer meeting criteria for ADHD at
time 2. Nine children received an in-
termediate diagnosis on the DISC-IV,
which indicated that symptoms and
impairments were present but did not
meet full diagnostic criteria for ADHD.
Review of these 9 children showed
that all of them had at least 4 symp-
toms in either the inattentive and/or
hyperactive/impulsive criteria on the
DISC-IV and the Vanderbilt ADHD Diag-
nostic Parent Rating Scale, impairments
in multiple settings on the DISC-IV, a PGA
score .3 (ie, moderate to severe im-
pairments), and .6 symptoms on the
Vanderbilt ADHD Diagnostic Teacher
Rating Scale. For the purpose of this
research study, we classified these in-
termediate cases as ADHD at time 2.

Covariates of Interest

All covariates were child and family
characteristics at time 1 when each
child initially received his or her ADHD
diagnosis.

Child-level covariates included: (1) age at
initial diagnosis; (2) gender; (3) presence
of comorbid developmental, behavioral,
or mental health diagnoses; (4) race/
ethnicity; (5) composite nonverbal cog-
nitive score on one of the following
measures: the Wechsler Intelligence
Scale for Children, the Wechsler Pre-
school and Primary Scale of Intelligence,
the Differential Ability Scale, and the
Stanford-Binet Intelligence Scales; (6)
severity of externalizing symptoms (ie,
attention problems, hyperactivity, ag-
gression);and(7)severityof internalizing

symptoms (ie, anxiety, depression, so-
matization). The severity of externalizing
and internalizing symptoms was taken
from the Behavior Assessment System
for Children and stratified into a T score
$70 and,70.

Family-level covariates included: (1) pa-
rental history of psychopathology; (2)
parental education level; (3) income-to-
needs ratio (a proxy for family eco-
nomic resources); and (4) percentage of
residents living below the poverty level
based on the child’s address. Parental
education level was a categorical vari-
able divided into high school or less,
some college, and at least a college de-
gree. Income-to-needs ratio was calcu-
lated by dividing the subject’s household
income by the US Census Bureau poverty
threshold income fora family of that size.

Data Analysis

Statistical analyses were conducted by
using SPSS version 21.0 (IBM SPSS
Statistics, IBM Corporation, Armonk, NY
[2012]) and Latent GOLD 4.5 (Statistical
Innovations Inc, Belmont, MA [2008]). To
compare means of continuous varia-
bles, t tests were used; x2 statistics
were used to compare proportions of
categorical variables.

Logistic Regression

A multivariate logistic regression
model was implemented to predict
the stability of ADHD diagnosis from
a combination of child-level and family-
level factors. These factorswerechosen
on the basis of information from pre-
vious literature and were initially in-
cluded in separate logistic regression
models. A best synthesis model fol-
lowed and included predictors with
coefficients significant at P , .10.

Latent Class Model

Data were analyzed by means of latent
class mixture modeling in an effort to
identify the presence of subgroups that
shared similar levels across a combi-

nation of independent variables. The
latent class models were developed
initially for dichotomous variables45 and
were extended to include nominal46 and,
subsequently, continuous indicators.47,48

Because the likelihood ratio x2 statistic
had been shown to be sensitive to
sparse data, bootstrapping P values by
using 500 replicated data sets was used
to test the improvement in fit between 2
models in this study.49 The magnitude of
R2 values, correct classifications based
on group membership (stable versus
unstable diagnosis), significance of in-
dependent variables in defining cluster
group membership, and a significant
reduction in the likelihood ratio test (L2)
were all considered when comparing
nested models.

RESULTS

Study Participants

At time 1, a total of 330 children aged,7
years received an ADHD diagnosis in the
Developmental Medicine Center of Bos-
ton Children’s Hospital. Of these, 120met
inclusion criteria and were seen by
the multidisciplinary teams described
earlier (Fig 1). Longitudinal follow-up
was possible for 88 children (73.3% of
the cohort). Table 1 presents baseline
characteristics of the cohort. Charac-
teristics of children who were and
were not followed up at time 2 were
compared; there was no significant
difference between the 2 groups in age
of initial ADHD diagnosis, current age,
gender, nonverbal cognitive score, and
percent living below the poverty level.

Behavioral, Developmental, and
Psychiatric Profiles of the Cohort

The cohort as a whole was found to
have high rates of comorbid develop-
mental disorders after multidisciplin-
ary assessment as well as high rates
of comorbid psychiatric disorders at
follow-up (Table 2). After a mean in-
terval of 7 years, 62 children (70.4% of
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the cohort) continued tomeet diagnostic
criteria for ADHD.

Prediction of Stable ADHD
Diagnosis by Using Logistic
Regression Analysis

Within the child-level model, signifi-
cant predictors of ADHD stability in-
cludedelevatedexternalizingsymptoms
(b = 2.21, P , .01; odds ratio [OR]:
9.0), elevated internalizing symptoms

(B = 1.53, P , .05; OR: 4.6), and lower
nonverbal composite score (B = –0.05,
P, .05, OR: 0.94) (Table 3). Family-level
predictors were positive parental his-
tory of psychopathology (B = 2.04, P ,
.05; OR: 7.6) and lower income-to-needs
ratio (B = –0.57, P , .001; OR: 0.56). In
the combined model, the significant
predictors discussed earlier remained
significant except for the child’s non-
verbal cognitive score. All results were

in the same direction and were more
pronounced.

Exploring the Presence of
Subgroups Based on ADHD
Diagnostic Stability By Using Latent
Class Modeling

A set of ancillary analyses was con-
ducted to evaluate whether specific
clusters of individuals and profiles
would explain the stability of ADHD

FIGURE 1
Study population flow diagram.

TABLE 1 Characteristics of the Study Cohort

Characteristic Entire Cohort Children With ADHD at Time 2
(n = 62)

Children Without ADHD at Time 2
(n = 26)

Pa

Mean SD Mean SD Mean SD

Age at diagnosis, mo 68.13 11.35 68.25 11.78 68.93 9.73 .778
Age at time 2, mo 150.89 24.36 150.20 24.74 153.04 24.19 .618
Percent living below poverty level 8.55 8.49 9.08 8.92 7.04 5.73 .202
Nonverbal cognitive composite 93.16 17.36 90.00 15.87 95.11 14.08 .154
Income-to-needs ratio 4.40 3.75 2.90 2.01 7.69 4.55 ,.001***

N % N % N %

Females 21/120 17.50 11/62 17.74 4/26 15.38 .788
Presence of comorbid condition 91/120 75.83 45/62 72.58 21/26 80.77 .418
At least 1 externalizing subscale with T score .70 59/120 49.20 39/62 62.90 6/26 23.08 .001**
At least 1 internalizing subscale with T score .70 19/120 15.80 12/62 19.35 2/26 7.69 .172
Race (non-Hispanic white) 64/88 72.73 42/62 67.74 22/26 84.62 .105
Maternal education (up to high school) 18/88 20.45 16/62 25.81 3/26 11.54 .138
Paternal education (up to high school) 27/88 30.68 26/62 41.94 4/26 15.38 .017*
Parental report of psychopathology 77/176 43.75 68/124 54.84 9/52 17.31 ,.001***
Parental report of anxiety and/or depression 60/176 34.09 54/124 43.55 6/52 11.54 ,.001***
Parental report of bipolar disorder 10/176 5.68 8/124 6.45 2/52 3.85 .496
Parental report of schizophrenia 7/176 3.98 6/124 4.84 1/52 1.92 .367
Parental report of substance abuse 24/176 13.64 16/124 12.90 8/52 15.38 .662
Parental report of ADHD 93/176 52.84 82/124 66.13 11/52 21.15 ,.001***

* P , .05, **P , .01, ***P , .001.
a To compare children with and without ADHD at time 2, t tests and x2 statistics were used.
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diagnosis (Table 4). A 1-class, baseline
model was used as a reference point,
and this model was compared with a
2-class model. The 2-class model pro-
vided a good fit to the data and sug-
gested that the group of children with
stable ADHD diagnosis had baseline

characteristics different from the
group of children with unstable ADHD
diagnosis (R2 = 90.25%). Although the
2-class model provided a good fit to the
data, examination of the bivariate
residuals suggested that some were
above the expected value of 1.0, and the

probability of misfit was equal to 3.4%.
Thus, on the basis of findings from
previous research,50,51 the model was
fit with the addition of a 3-class model,
in an attempt to minimize those re-
sidual covariations and to improve
model fit. The difference between a 2-
class and a 3-class model was evalu-
ated by using the log-likelihood –2LL
statistic based on the bootstrap dis-
tribution and 500 replications (Table 5),
suggesting that a 3-class model pro-
vided significantly improved fit (–2LLDiff
= 165.76, P , .001).

Inthe3-classmodel, therewere2classes
of children that belonged to the stable
ADHD group and 1 class of children
that fit into the unstable ADHD group
(Fig 2). Only 8.14% were considered mis-
classified cases. Class 1 represented
children with a 99.5% probability of
having a stable ADHD diagnosis. These
were children with elevated inter-
nalizing and externalizing symptoms,
had parents with a history of psycho-
pathology and low educational level,
and also came from families with low
family economic resources. Class 2 de-
scribed a cluster of children with an
82% probability of having a stable ADHD
diagnosis. The major difference, how-
ever, was that children in class 2 tended
to have parents with more psycho-
pathology but a higher probability of
attending college and higher income-
to-needs ratio compared with class 1
children. Last, class 3 described chil-
dren who no longer met criteria for
ADHD. These children were character-
ized by relatively low levels of in-
ternalizing and externalizing symptoms
during early childhood, came from
families with higher economic resour-
ces, and had parents who were more
likely to attend college.

Profiles of Children With Remitted
ADHD

Of the 26 children who did not meet di-
agnostic criteria for ADHD at follow-up,

TABLE 2 Comorbid Diagnoses of the Cohort of Young Children Diagnosed With ADHD

Type of Comorbid Disordera Time Point

Before Initial Multidisciplinary
Assessment (N = 120)

Time 1 (N = 120) Time 2 (n = 88)

ADHD 2 (1.67%) 120 (100%) 62 (70.40%)
Behavioral disordersb 1 (0.82%) 4 (3.28%) 11 (12.50%)
Learning disorders 0 21 (17.50%) 31 (35.22%)
Tics disorder 0 0 6 (6.81%)
Mood disordersc 0 10 (8.33%) 34 (38.60%)
Developmental disabilitiesd 20 (16.67%) 78 (65.00%) 40 (45.45%)
Sleep disorders 2 (1.67%) 5 (4.17%) 5 (5.68%)
a Disorders are not mutually exclusive.
b Behavioral disorders include disruptive behavior disorder, oppositional defiant disorder, and conduct disorder.
c Mood disorders include anxiety, obsessive-compulsive disorder, depression, bipolar disorder, and mood disorder, not
otherwise specified.
d Developmental disabilities include global developmental delay, intellectual disability, language/communication disorder,
and motor/coordination disorder.

TABLE 3 Logistic Regression Analysis for the Prediction of Stability of an ADHD diagnosis From
Child-Level, Family-Level, and Combined Model Predictors

Predictors B SE P OR 95% Confidence Interval

Lower Bound Upper Bound

Child-level factors
Gender (girls) –0.672 0.918 .464 0.511 0.084 3.086
Current age –0.012 0.014 .414 0.988 0.961 1.017
Nonverbal cognitive composite –0.052 0.025 .034* 0.949 0.904 0.996
Elevated externalizing behaviors 2.21 0.711 .002** 9.094 2.257 36.639
Elevated internalizing behaviors 1.53 0.674 .023* 4.606 1.230 17.250
Age at initial diagnosis 0.027 0.031 .392 1.027 0.966 1.092
Race (white) 0.652 0.681 .338 1.920 0.505 7.292
Presence of comorbid diagnoses 21.35 0.812 .097 0.260 0.053 1.276

Family-level factors
Gendera –0.622 0.888 .484 0.537 0.094 3.060
Current agea 0.013 0.014 .360 1.013 0.986 1.040
Parent history of

psychopathology
2.04 0.952 .032* 7.683 0.413 0.773

Income-to-needs ratio –0.572 0.160 ,.001*** 0.565 0.079 1.805
Parental education

(up to high school)
–0.974 0.798 .222 0.377 1.190 49.611

Percent living in poverty –0.021 0.048 .658 0.979 0.892 1.075
Combined model, including child-level and family-level factors
Gendera –1.17 1.325 .378 0.311 0.023 4.179
Current agea 0.018 0.017 .305 1.018 0.984 1.053
Nonverbal cognitive composite –0.053 0.034 .121 0.948 0.886 1.014
Elevated externalizing behaviors 2.33 1.041 .025* 10.297 1.339 79.192
Elevated internalizing behaviors 2.33 1.157 .044* 10.319 1.069 99.621
Presence of comorbid diagnoses –1.18 1.077 .275 0.309 0.037 2.551
Parental history of

psychopathology
3.55 1.460 .015* 34.643 1.980 606.272

Income-to-needs ratio –0.749 0.216 .001** 0.473 0.309 0.723

* P , .05, **P , .01, ***P , .001.
a Gender and current age were forced into the model.
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new diagnoses emerged in 15 children.
Specifically, 2 children met criteria for
anxiety disorders, 10 had new diagnoses
of ASD, and another 3 had new learning
disorders. The remaining children did
not meet diagnostic criteria for any
developmental, learning, or behavioral
disorder, including ADHD, and did not
shift from one externalizing disorder to
another, which suggests remittance of
ADHD symptoms at time 2. For children
who were reported to have new ASD
by parents, psychological reports were
available for the majority of these chil-
dren. Their Social Communication Ques-
tionnaire total scores (median: 17.40
points) were significantly higher com-
pared with those without a new ASD di-
agnosis (median: 5.93 points; P, .001).

DISCUSSION

Several important findings emerged
from the present cohort study. First,
ADHD stability over a 7-year period
was 70% when young children under-
went comprehensive developmental
and psychological evaluations. Although
diagnostic stability in this cohort was
higher overall than previous studies
of community samples9–16, this study
found that diagnosing ADHD in young
children is not an easy task, even for
professionals with expertise in the
pediatric ADHD population. More than
one-half of children who no longer met
criteria for ADHD were later found to
have alternative developmental diag-
noses, including anxiety, ASD, and learn-
ing disorders. However, there was a
group of children who no longer met
criteria for ADHD and did not have any
new onset of psychiatric disorders,
suggesting ADHD remittance over time.

Clinicians caring for young childrenwith
ADHD symptoms, therefore, should be
equipped to monitor learning, behav-
ioral, and mood difficulties over time.
Importantly, childrenwith anearly ADHD
diagnosis should have continuity of care
with clinicians who have expertise in

TABLE 4 Percentage of Sample Belonging to Each Class and Significance of Predictor

Fixed Effect Class 1 Stable
Diagnosis

Class 2 Stable
Diagnosis

Class 3 Unstable
Diagnosis

Z Test P R2,a

Cluster size, n (%) 33 (38.4) 29 (33.7) 2 (27.9)
Stability of ADHD diagnosis 3.009 .0047** 65.8%
Stable 99.5% 82.06% 8.71%

Parental history of
psychopathology

2.223 .08 8.92%

Present 91.09% 93.86% 69.86%
Externalizing symptoms 2.360 .0096** 14.19%
T score.70 in

$1 subscale
53.63% 42.82% 27.34%

Internalizing symptoms 2.108 .11 9.30%
T score.70 in

$1 subscale
22.52% 23.82% 5.63%

Parents going to college 1.894 .011* 60.98%
Yes 4.65% 88.94% 78.38%

Income-to-needs ratio 4.810 ,.001*** 55.83%
Income greater than

expected for a
family of that size

6.44% 20.89% 41.92%

* P , .05, **P , .01, ***P , .001.
a These values indicate amount of variance of each variable explained by using the 3-class solution.

TABLE 5 Nested Latent Class Models Suggesting the Superiority of a 3-Class Solution Over
Competing 1- and 2-Class Models for Explaining Stability in ADHD Diagnosis

Model Tested BICLL
a LL Class Errorb, P

1-class independence model 1278.330 2610.212 ,.0001***
2-class 1199.742 2553.100 .039*
3-class 1183.840 2527.332 .732

* P , .05, ***P , .001.
a BICLL, Bayesian Information Criterion based on log-likelihood.
b A nonsignificant model indicates no difference between the hypothetical and obtained model.

FIGURE 2
Latent classmodel displaying the presence of 2 stable diagnosis classes and 1 unstable diagnosis class.
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ADHD or should receive a comprehen-
sive reevaluation during school age.

Although it is not surprising that
elevated externalizing symptoms are
associated with stability in ADHD diag-
nosis, we additionally observed that
children with a greater risk of ADHD
persistence had higher internalizing
symptoms at a young age. This finding is
consistent with previous literature on
older children with ADHD,52–54 and it
points to the importance of screening
for internalizing symptoms at initial di-
agnostic visits, even when parental
concerns are about disruptions due to
externalizing symptoms.

Finally, we observed that family fac-
tors, including parental history of psy-
chopathology and family economic
resources, are predictive of ADHD diag-
nostic stability. The idea that family con-
texts contribute to the maintenance of
preschool-aged problem behaviors and
long-term impairments is not new.
Previous research studies have shown
that variables of maternal psychopa-
thology, family climate, and SES are
predictive of stability of preschool psy-
chiatric disorder.14,15 Given the conver-
gence of these findings in these
previous samples and our own re-
search, it seems that factors related to
the family should be explored more ex-
plicitly in clinical settings. Furthermore,
these findings indicate that parent-
training programs may have a poten-
tially important role in ADHD treatment
in early childhood and may enhance
child-specific treatments in this young
age range. Evidence-based parent man-
agement training has been shown to
help parents actively acquire parenting
skills that target relationship building

and improve parent–child interactions,
as well as lower children’s externaliz-
ing behaviors.55,56 The American Acad-
emy of Pediatrics therefore recommends
that primary care physicians prescribe
such evidence-based therapy as a first
line of treatment for preschool-aged
children.57

Interestingly, parental education
emerged in the latent class model as
the most discriminating variable in
the prediction of ADHD stability (R2 =
60.98%). One possible explanation is
that parents with different levels of
education provide a different day-to-
day environment for children and that
these environmental factors mediate
changes in the prefrontal cortex, de-
creasing ADHD symptoms over time.
This speculation is bolstered by recent
data pointing to the impact of early
environments, particularly those link-
ing the effects of SES on prefrontal
cortex development and neurocognitive
measures associated with ADHD symp-
toms.23,24,58 Potential mediators of the
relationships between low parental
education and high ADHD persistence
include differences in the quality of
the home environment (eg, use of com-
plex language, enrichment activities),
quality of parent–child interactions,
and degree of family conflicts. The
influences of these variables on diag-
nostic stability in ADHD are beyond the
scope of the present study but are of
critical importance to explore in future
studies.

Several limitations should be noted
when interpreting our findings. One
limitation is that this cohort consisted of
children referred to a single tertiary
careclinic.However, thesechildrenwere

not a convenience sample or recruited
from advertisement. Our cohort con-
sisted of every child aged ,7 years di-
agnosed with ADHD in our specialty
clinic in 2003 to 2008; almost all of them
were referred to this clinic because
pediatricians would not otherwise give
a diagnosis of ADHD or start treatment
at such a young age. Another limitation
is that we were not able to recontact
every child diagnosed at time 1. How-
ever, a comparison of demographic
data indicated that subjects lost to
follow-up did not differ from subjects
with full participation. Lastly, families in
this cohort had a higher mean income
compared with the mean income of the
US population, even when family size
was considered. Use of a cohort with
higher SES may have biased the study
toward less severe cases and, conse-
quently, may have produced more con-
servative results.

CONCLUSIONS

Although ADHD symptoms may im-
prove in a subset of children, for
many, ADHD symptoms are chronic
and associated with many psychiat-
ric comorbid conditions. Those with
higher risk for long-term ADHD have
more externalizing symptoms and
internalizing symptoms at baseline,
more parental psychopathology, and
fewer family economic resources. This
study adds to the growing literature
demonstrating that: (1) child-specific
therapies may not suffice as the only
armamentarium for practitioners
treating childrenwith ADHD; and (2) the
preschool years may serve as an
important, sensitive period for in-
tervention.
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