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Abstract

Objectives: Parental experiences with managing their child’s attention-deficit/hyperactivity disorder (ADHD) can influence
priorities for treatment. This study aimed to identify the ADHD management options caregivers most prefer and to determine
if preferences differ by time since initial ADHD diagnosis.

Methods: Primary caregivers (n=184) of a child aged 4-14 years old in care for ADHD were recruited from January 2013
through March 2015 from community-based pediatric and mental health clinics and family support organizations across the
state of Maryland. Participants completed a survey that included child/family demographics, child clinical treatment, and a
Best—Worst Scaling (BWS) experiment to elicit ADHD management preferences. The BWS comprised 18 ADHD man-
agement profiles showing seven treatment attributes, where the best and worst attribute levels were selected from each profile.
A conditional logit model using effect-coded variables was used to estimate preference weights stratified by time since ADHD
diagnosis.

Results: Participants were primarily the mother (84%) and had a college or postgraduate education (76%) with 75% of the
children on stimulant medications. One-on-one caregiver behavior training, medication use seven days a week, therapy in a
clinic, and an individualized education program were most preferred for managing ADHD. Aside from caregiver training and
monthly out-of-pocket costs, caregivers of children diagnosed with ADHD for less than two years prioritized medication use
lower than other care management attributes and caregivers of children diagnosed with ADHD for two or more years preferred
school accommodations, medication, and provider specialty.

Conclusions: Preferences for ADHD treatment differ based on the duration of the child’s ADHD. Acknowledging that
preferences change over the course of care could facilitate patient/family-centered care planning across a range of resources
and a multidisciplinary team of professionals.
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Introduction Pediatrics supports management by primary care providers, care
planning guided by patient/family preferences (Committee on
Psychosocial Aspects of Child and Family Health and Task Force

q TTENTION-DEFICIT/HYPERACTIVITY DISORDER (ADHD) is re-
on Mental Health 2009; Wolraich et al. 2011), and treatment out-

ported among 10% (6.4 million) U.S. children and adolescents

and half, or 3.5 million, use first-line stimulant medication (Visser
et al. 2014). ADHD is the only neurodevelopmental childhood
disorder with a treatment that has an extensive evidence base from
clinical trials. However, there has been relatively poor adherence to
treatment (Adler and Nierenberg 2010) even though, for many
children, ADHD is a chronic condition. Often treated in pediatric
practice (Goodwin et al. 2001), the American Academy of

comes elicited by families’ and children’s priorities (Foy 2010).
A better understanding of the issues that most influence patients
and families is needed (Nielsen 2014). For one, although stimulants
to reduce hyperactivity/impulsivity and inattention and parent
training to manage the child’s ADHD behaviors at home are sup-
ported by randomized, controlled clinical trials and are emphasized
in evidence-based guidelines (American Academy of Child and
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Adolescent Psychiatry 2002; Wolraich et al. 2011), families often
prefer nonpharmacologic alternatives, avoiding stimulants until all
other efforts have failed (Bussing et al. 2002; Leslie et al. 2007;
dosReis et al. 2009; Coletti et al. 2012; Davis et al. 2012). Previous
research demonstrates that caregivers of children newly diagnosed
with ADHD are coming to terms with how to best manage the
behaviors for up to four years (dosReis et al. 2007, 2009). More-
over, practice guidelines are specific to the care management of
children as young as four to five years old, yet studies on parent
preferences for ADHD treatment generally focus on children aged
six years and older and those newly diagnosed rather than those
who have been in care for several years (Waschbusch et al. 2011;
Fiks et al. 2013). Additionally, the communication between pedi-
atricians, mental health specialists, and school personnel for ADHD
care management can be challenging for providers and families
(Lynch et al. 2015).

The purpose of the present study was to elicit from the care-
giver the relative preference for the components of an ADHD
treatment plan, which consisted of seven different care manage-
ment attributes (i.e., days medication is used, location where be-
havior therapy is provided, type of provider managing the ADHD,
accommodations in school, communication with provider, care-
giver behavior training, and out-of-pocket costs). Acknowledging
that personal experiences over the course of the child’s ADHD
influence treatment decisions (Brinkman and Epstein 2011; Coletti
et al. 2012) more so than the child’s gender or age (Secnik et al.
2005), the main objective was to determine if priorities for specific
ADHD treatment attributes differ between less experienced care-
givers of a child newly diagnosed with ADHD versus caregiv-
ers who are more experienced in managing their child’s existing
chronic ADHD. The duration of the child’s ADHD diagnosis
served as a proxy for caregivers’ experience in managing ADHD.
Although highly correlated with the child’s age, duration of the
ADHD diagnosis is more precise since symptom severity or func-
tional impairment may not reach the threshold for diagnosis until
late childhood. Knowledge of preferences for ADHD management
options and any difference in priorities for treatment based on
caregivers’ experience managing their child’s ADHD could en-
hance the delivery of patient/family-centered care. For example,
this could inform the treatment options that providers discuss with
individual caregivers or it could identify the design of more patient
and family-centered service delivery systems. We hypothesized
that medication use would be prioritized differently by caregivers
of a child diagnosed with ADHD less than two years versus two or
more years.

Methods
Study design and participants

This is a cross-sectional study of caregivers’ preferences for
managing their child’s ADHD care. The University of Maryland
Institutional Review Board approved the study.

Caregivers of children aged four to 14 years old were eligible if
his/her child was being treated for ADHD at the time of study entry.
This ensured that participants had sufficient experience with
treatment and service delivery to inform preferences. Caregivers
were recruited from January 2013 through March 2015 from pri-
mary care and mental health specialty pediatric outpatient clinics, a
statewide caregiver support organization, and the parent support
teams based in the public school system throughout Maryland.
Anyone unable to provide written consent due to a cognitive im-
pairment or who did not speak English was not enrolled. Mother
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and father dyads were both able to participate since each would
have a unique preference for treatment.

Caregivers reported the time, in months or years, since his/her
child was first diagnosed with ADHD. Those with a child diagnosed
with ADHD for less than two years (n=45) were considered less
experienced with treatment, while those with a child diagnosed
with ADHD for two or more years (n=139) were considered more
experienced with the chronic management of ADHD. The two-year
cutoff was motivated by several factors. For one, many caregivers
perceive ADHD as a school-related problem (dosReis et al. 2009)
and the distinct encounters in school within the first two years
following an initial ADHD diagnosis can influence preferences. For
example, in two years, a caregiver typically experiences at least two
classrooms and two different teachers, and consistent reports from
both teachers could affect caregivers’ perceptions of ADHD care
management. Second, following an initial ADHD diagnosis, ob-
taining an individualized education program (IEP) for their child
involves an intensive evaluation process that may take several
months and cross two academic years, which also could shift
treatment preferences.

Survey instrument

The survey used in the present study to elicit ADHD care
management preferences was piloted previously (dosReis et al.
2015). The computer-based survey captured (1) current care, (2)
treatment preferences, (3) demographic characteristics, and (4)
clinical treatment.

Participants indicated which level of each ADHD treatment at-
tribute (Table 2) described their child’s current care plan. These
questions were informed from feedback during the pilot study
(dosReis et al. 2015). Medication use referred to the days when
medication was administered, which is how caregivers view the
need for medication (dosReis et al. 2009) because this is one of
the few psychotropic medications that may be started or stopped
acutely. Since caregivers in the pilot study indicated the importance
of where behavioral therapy was provided, the response options
were home, school, or clinic. School accommodations were based
on the most intensive, that is, IEP, to the least intensive, that is,
progress notes from the teacher. Caregiver behavior training also
ranged from the most intensive, that is, one-on-one with a therapist,
to the least intensive, that is, learning on one’s own. Caregivers in
the pilot study (dosReis et al. 2015) noted the importance of the
type of provider managing their child’s ADHD and how they
communicated with the provider. Therefore, provider types in-
cluded pediatrician, psychiatrist, or both pediatrician and psychi-
atrist, which would shed light on preferences for integrated care.
Communication method (i.e., face-to-face, telephone, or text/
email) reflected preferences for engagement in care. Finally, par-
ticipants considered monthly out-of-pocket costs, including indi-
rect costs such as childcare, time out of work, and transportation.

A Best-Worst Scaling (BWS) instrument was used to elicit
preferences for different attributes of an ADHD care management
profile. Methodologically, BWS is more rigorous than traditional
Likert response scales (Van Brunt et al. 2011; Fiks et al. 2013),
which does not distinguish trade-offs among attributes; yet, there
is evidence to suggest individuals value attributes differently
(Waschbusch et al. 2011; dosReis et al. 2015; Ross et al. 2015).
BWS prompts individuals to weigh the benefits and risks of the
levels of different attributes, acknowledges that attributes are not
valued equally, and reflects real-world decision-making (Matza
et al. 2005; Secnik et al. 2005; Muhlbacher et al. 2009; Muhlbacher
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and Nubling 2010; Fegert et al. 2011; Lloyd et al. 2011; Nafees
et al. 2014). Second, most studies focus solely on eliciting prefer-
ences for symptom control, the medication’s duration of effect, and
the medication’s side effects (Muhlbacher et al. 2009; Muhlbacher
and Nubling 2010; Fegert et al. 2011; Lloyd et al. 2011; Nafees
etal. 2014; Schatz et al. 2015). One other study examined a range of
evidence-based ADHD treatments by varying the dose (none, low,
high) of medication, behavior modification, parent training inter-
ventions, and treatment outcomes (Waschbusch et al. 2011).

The BWS presents a hypothetical treatment plan that forces in-
dividuals to make a choice between one best and one worst attri-
bute from a set of competing care management alternatives presented
in a profile (Fig. 1). Conceptually, selecting the two items furthest
apart is more precise than ranking attributes because the relative
difference between the mid-ranked items becomes less clear (Lou-
viere and Flynn 2010). The SAS database (Kuhfeld 2010) was used
to identify a profile design that balanced the number of opportunities
any one attribute could be selected as well as the number of times any
two attribute levels appeared together as competing alternatives.
Each attribute level was shown six times over the 18 profile sets (i.e.,
questions).

Participants reported his/her relationship with the child, age,
gender, race, education, annual household income, health insur-
ance type, individuals living in the same household, marital status,
and occupation. Child-level information included age, gender,
years since diagnosed with ADHD, stimulant and other psycho-
tropic medications, and receipt of therapy. The Vanderbilt ADHD
Diagnostic Parent Rating Scale (VADPRS) assessed self-reported
ADHD symptoms as well as symptoms of oppositional defiant
disorder (ODD), conduct disorder, anxiety and depression, and
impairment in academic performance and relationships (Wolraich
et al. 2003). Participants completed the VADPRS according to the
observed behaviors off medication.

Study procedures

The project coordinator (X.N.) screened individuals by phone
and scheduled face-to-face visits with those who were eligible.
Surveys were completed at the clinic or other community-based
setting (e.g., public library). After reviewing the study’s purpose,
what would be expected of those who joined the study, and what
individuals could do if they no longer wanted to be in the study,
written consent was obtained. A research assistant reviewed the
instructions, so participants knew how to complete the BWS
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questions. The entire assessment took ~45 minutes and partici-
pants received a $25 gift card.

Data analyses

Survey responses were downloaded as Excel® files, checked for
errors, and converted to SAS 9.3 and Stata 13 datasets for analyses.
Bivariate chi-square analyses assessed statistically significant dif-
ferences in demographic characteristics between caregivers and
children diagnosed with ADHD for less than two versus two or
more years. A choice model was estimated for the aggregate sample
and stratified by duration of ADHD diagnosis of less than two years
Versus two or more years.

A sequential best—worst choice model was estimated, in which
we assumed that participants first chose the best attribute and then
the worst attribute from each profile (Flynn 2010). In practice, these
assumptions produce similar estimates as a worst—best assumption
or maximum difference model in which the respondents choose the
attribute pair that maximizes their best-worst difference (Marley
and Louviere 2005; Flynn et al. 2008).

The choice model was estimated using a conditional logit model
(McFadden 1974). In the choice model, the dependent variable
indicated whether an attribute level was chosen as best or worst for
a given choice task. The levels of each attribute in the choice task
served as independent variables. Attribute levels were effect coded.
With effect coding, zero represents the mean effect across all at-
tribute levels and a parameter estimate for all levels can be com-
puted; the omitted attribute parameter is the negative sum of the
included attribute parameters.

We stratified the choice model by duration of ADHD diagnosis.
A Wald test was used to examine the equivalence of the stratified
choice models. Paired t-tests were used to test for the equivalence
of individual coefficients between educational groups. In addition,
a Louviere—Swait test (Swait and Louviere 1993) was conducted to
examine whether observed differences in preferences could be at-
tributed to scale. Scale differences signal that observed differences
between the groups are due to differences in error variance, or
consistency in completing the choice tasks, and not due to under-
lying differences in preferences.

Preference weights were then used to identify the importance of
an attribute conditional on all other attributes. Since selections were
for attribute levels (e.g., medication use five days a week) and not
the overall attribute (e.g., medication administration), the prefer-
ence weights could not be used directly to estimate conditional

Instructions: If this was the only option you had to care for your child’s ADHD,
which item is the BEST, and which is the WORST?

BEST WORST

0 ADHD medicine is used 7 days a week all year round 0

o Child gets therapy at home 0

0 Child has an IEP

0 Talk with provider by phone

0 Caregiver learns behavior management by talking one-on-one 0

to therapist
o Pediatrician and psychiatrist care for child’s ADHD 0
0 Out of pocket cost is $150/month 0

FIG. 1.
hyperactivity disorder; BWS, Best—Worst Scaling.

Example of a BWS choice task profile for a hypothetical ADHD care management plan. ADHD, attention-deficit/
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TABLE 1. DESCRIPTIVE CHARACTERISTICS OF THE 184 CAREGIVERS AND 182 CHILDREN

ADHD diagnosed ADHD diagnosed
Overall (n=184) <2 years (n=45) >2 years (n=139)

Caregiver characteristics® N (%) N (%) N (%)
Race®

White 125 (68) 36 (80) 89 (64)

African American/Black 46 (25) 7 (16) 39 (28)

Other 13 (7) 2 (4) 11 (8)
Age?, years

27-40 88 (48) 27 (60) 61 (44)

41-50 73 (40) 15 (33) 58 (42)

51-70 23 (12) 3(7) 20 (14)

Mean (SD), yearsb 41.8 (8.5) 39.0 (7.9) 42.7 (8.5)
Relationship with the child

Mother 155 (84) 36 (80) 119 (86)

Father 8 (4) 3 (6) 54)

Grandmother/aunt 12 (7) 3(7) 9 (6)

Foster/adopted parent 9(5) 3(7) 6 4)
Marital status

Married 192 (65) 27 (60) 92 (66)

Never married/divorced/widowed 65 (35) 18 (40) 47 (34)
Education

High school or less 44 (24) 11 (25) 33 (24)

College 80 (43) 19 (42) 61 (44)

Postgraduate 60 (33) 15 (33) 45 (32)
Annual household income

<$25k 32 (17) 7 (16) 25 (17)

$26 to 50k 36 (20) 10 (22) 26 (19)

$51 to 75k 32 (17) 6 (13) 26 (19)

>$75k 84 (46) 22 (49) 62 (45)
Occupation

Professional 56 (30) 17 ((38) 39 (28)

Skilled 51 (28) 11 (24) 40 (29)

Unskilled 22 (12) 5(11) 17 (12)

Retired/not working 55 (30) 12 (26) 43 (31)
Household composition

Two-parent family 118 (64) 28 (62) 90 (65)

Single-parent family 53 (29) 14 (31) 39 (28)

Extended family 13 (7) 3(7) 10 (7)
Insurance type

Private 102 (55) 26 (58) 75 (54)

Public 82 (45) 19 (42) 64 (46)

Overall (n=182)

ADHD diagnosed
<2 years (n=45)

ADHD diagnosed
>2 years (n=139)

Child characteristics' N (%) N (%) N (%)
Age®
<10 years 92 (51) 34 (77) 58 (42)
10 years or older 90 (49) 10 (23) 80 (58)
Mean (SD), years 9.7 (3) 8.1 (2.3) 10.2 (2.4)
Gender?
Male 129 (70) 29 (67) 100 (75)
Female 47 (26) 14 (33) 33 (25)
Duration of ADHD
Mean (SD), years 3.7 (3) 0.94 (0.36) 4.6 2.4)
VADPRS symptoms
ADHD 55 (30) 10 (23) 45 (33)
Inattentive 9 (5) 3(7) 6 4)
Hyperactive/impulsive 87 (48) 23 (52) 64 (46)
Combined type 31 (17) 8 (18) 23 (17)

(continued)
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TABLE 1. (CONTINUED)

Overall (n=182)

ADHD diagnosed
<2 years (n=45)

ADHD diagnosed
>2 years (n=139)

Child characteristics' N (%) N (%) N (%)
No ADHD

ODD 103 (57) 24 (55) 79 (57)

CD 26 (14) 5(11) 21 (15)

Anxiety/depression 65 (36) 17 (39) 48 (35)
Provider

Pediatrician 60 (33) 11 (26) 49 (40)

Psychiatrist 79 (43) 20 (48) 59 (48)

Pediatrician/psychiatrist 26 (14) 11 (26) 15 (12)
Current ADHD medication

Any ADHD medication® 148 (81) 33 (73) 115 (83)

Stimulant® 137 (75) 28 (64) 109 (79)

Alpha-Agonists 34 (19) 4 (9) 30 (22)
Other psychotropic medication

Any psychotropic medication 35 (19) 7 (16) 28 (20)

Antipsychotics 14 (8) 12 13 (9)

Antidepressants 18 (10) 5(11) 13 (9)

Mood-stabilizing anticonvulsants 13 (7) 3(7) 10 (7)
Treatment modality

Medication only 56 (31) 9 (20) 47 (34)

Therapy only 17 (9) 7 (16) 10 (7)

Medication and therapy 96 (53) 25 (57) 71 (52)

No treatment 13 (7) 3(7) 10 (7)

4 <0.05.

*p<0.01.

p<0.0001.

9Missing data on gender for six children.
“Includes atomoxetine and alpha-agonist.
fChild characteristics, percentage of 182 children.

ADHD, attention-deficit/hyperactivity disorder; CD, conduct disorder; ODD, oppositional defiant disorder; SD, standard deviation; VADPRS,

Vanderbilt ADHD Diagnostic Parent Rating Scale.

attribute importance (i.e., medication administration is more im-
portant than school accommodation). Rather, the magnitude of
difference between the highest and the lowest preference weight for
each level within the attribute (i.e., minimum-maximum differ-
ence) was calculated. A large minimum-maximum difference re-
sulted when one level was selected more often than other levels
within an attribute and thereby discriminated preferences. A small
minimum-maximum difference meant that each level was selected
approximately the same number of times, which did not discrimi-
nate preferences. The minimum-maximum difference for each
attribute was summed to get the total variance. The proportion of
the total variance explained by any one attribute determines con-
ditional attribute importance. Conditional attribute importance was
calculated for each ADHD duration subgroup.

Results
Participant characteristics

The response rate was 61% and nearly all 184 participants were
the child’s mother. The racial distribution reflected the overall
demographics in the state of Maryland (i.e., 68% white and 25%
African American/black). The majority were aged 40 years or less,
married, and two-parent households. Most attained a college or
postgraduate education and reported annual household income
greater than $75,000. Participant characteristics were not statisti-
cally different between those who had a child diagnosed with
ADHD two or more versus less than two years (Table 1).

Participants reported on 182 children (Table 1), with two
mother—father dyads reporting on the same child. Overall, the
male-to-female ratio of children was 3:1 and children had been
diagnosed with ADHD, on average, for just under four years.
According to the VADPRS, most children were classified as
combined-type ADHD. Some (17%) did not feel their child
displayed the core symptoms of ADHD despite a clinician-
assigned diagnosis and currently in care for ADHD. Symptoms
were noted for ODD (57%) and anxiety/depression (36%). With
the exception of age, child demographic characteristics were not
statistically significantly different comparing participants of a
child diagnosed with ADHD less than two years versus two or
more years.

Current treatment

The majority (53%) of children received both medication and
behavioral therapy at the time of the survey (Table 1). Behavioral
therapy alone or in combination with medication was used by 73%
of children diagnosed with ADHD for fewer than two years com-
pared with 59% of children diagnosed with ADHD for two or more
years. Most children (81%) were using a stimulant or an alpha-
agonist with 19% also taking other psychotropic medications.
Children who were diagnosed with ADHD less than two years were
less likely to receive stimulants (64%) than children who were
diagnosed with ADHD for two or more years (79%; p <0.05).
Treatment modality and provider specialty were not significantly
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different among children diagnosed with ADHD for two or more
years versus fewer than two years.

Preference estimates

The Wald test for difference between models was significant
(p=0.0002), even after adjusting for possible scale (p=0.0033).
Thus, results suggest that the observed differences are not due to
error variance between the groups. The preference weights and
standard errors are presented in Table 2 for the sample overall and
stratified by caregivers of a child diagnosed with ADHD less than
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two versus two or more years. The highest mean scores within each
attribute were medication seven days per week all year round,
therapy provided in a clinic, an IEP school accommodation, one-
on-one caregiver behavior training with a therapist, and the co-
management of a pediatrician and psychiatrist.

Attribute importance

Conditional attribute importance, stratified by the duration of
the child’s ADHD, is displayed in Figure 2 as the percent that
each attribute contributes to the total variance between

TABLE 2. BEST AND WORST SELECTIONS FOR EACH ATTRIBUTE LEVEL STRATIFIED
BY DURATION OF ATTENTION-DEFICIT/HYPERACTIVITY DISORDER

ADHD diagnosed

ADHD diagnosed

Overall <2 years >2 years
Pdiagnoxed
Attribute level Estimate SE Estimate SE Estimate SE <2 year =diagnosed>syeqrs
Medication administration
ADHD medicine is used 0.037 0.067 -0.016 0.131 0.053 0.078 0.648
5 days a week on school
days only
ADHD medicine is used —-0.391 0.066 -0.277 0.125 -0.429 0.078 0.304
7 days a week except in
summer
ADHD medicine is used 0.354 0.071 0.293 0.133 0.376 0.083 0.617
7 days a week all year round
Therapy location
Child gets therapy in the clinic 0.184  0.046 0.403 0.099 0.115 0.051 0.010*
Child gets therapy in school -0.097  0.047 -0.326 0.101 —-0.024 0.053 0.008"
Child gets therapy at home -0.087  0.046 -0.077 0.098 -0.091 0.052 0.898
School accommodation 0.000
Child’s teacher sends home -0.424  0.048 -0.210 0.097 —0.494 0.056 0.011*
progress note
Child gets a tutor at school -0.114  0.047 -0.329 0.085 —-0.043 0.055 0.005*
Child has an IEP 0.538  0.052 0.539 0.095 0.537 0.062 0.988
Caregiver behavior training
Caregiver learns behavior —-0.837 0.046 —-1.006 0.092 —-0.785 0.053 0.037%
management on own
Caregiver learns behavior 0.812  0.049 0.869 0.097 0.795 0.057 0.511
management 1:1 with a
therapist
Caregiver learns behavior 0.025 0.046 0.137 0.091 -0.011 0.054 0.729
management by going to a
class
Provider communication
Talk with provider by text/email -0.378  0.042 -0.319 0.094 —0.398 0.047 0.451
Talk with provider by phone -0.093 0.040 -0.171 0.089 —-0.069 0.045 0.304
Talk with provider face-to-face 0472 0.040 0.490 0.095 0.467 0.044 0.806
Provider specialty
Pediatrician cares for child’s —-0.481 0.047 -0.779 0.102 —-0.386 0.052 0.001°
ADHD
Psychiatrist cares for child’s 0.082  0.048 0.261 0.105 0.025 0.054 0.046*
ADHD
Pediatrician and psychiatrist care 0.399  0.049 0.518 0.105 0.361 0.056 0.169
for child’s ADHD
Monthly out-of-pocket costs
Out of pocket cost is $50/month 0.883  0.053 0.800 0.111 0.912 0.061 0.380
Out of pocket cost is $150/month 0.013  0.056 0.139 0.111 —-0.028 0.065 0.195
Out of pocket cost is $450/month ~ —0.896  0.054 -0.939 0.109 —0.884 0.063 0.663
45 <0.05.
°p<0.001.

ADHD, attention-deficit/hyperactivity disorder; IEP, individualized education program; SD, standard deviation.
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FIG. 2. Relative importance of ADHD care management attributes according to the duration of the child’s diagnoses. ADHD,

attention-deficit/hyperactivity disorder.

minimum and maximum mean scores across all attributes. Re-
gardless of the duration of the child’s ADHD diagnosis, varia-
tion in monthly out-of-pocket costs and caregiver behavioral
training exerted the most influence on participants’ treatment
choices. For caregivers of children who had been diagnosed for
two or more years, medication was ranked fourth in order of
importance, while medication was ranked last for those who had
a child diagnosed with ADHD for less than two years. The
absolute percent difference between groups for each attribute
was not significantly different.

Discussion

This research demonstrated that caregivers’ preferences for a
range of ADHD treatments differ. Variations in approaches to
caregiver behavior training exerted a relatively important influ-
ence on treatment plan choices than other aspects of an ADHD
management plan. However, it is more difficult for providers and
families to access evidence-based behavioral services in outpatient
settings than it is to access medication. With evidence supporting
collaborative care on patient outcomes (Asarnow et al. 2015), this is
a clinically relevant gap in our healthcare system. Since obtaining
an IEP can take several months, knowing the relative importance of
medication and school accommodations in the course of illness
would help providers sequence treatment planning and optimize
patient/family-centered care. Finally, the current study addressed
preferences for a range of modifiable interventions, such as days
when medication is used, provider managing the child’s ADHD,
caregiver behavior management training, and the cost of care,
which offers new information that is clinically relevant to patient-
centered care.

The current findings can be used to promote shared decision-
making, minimize concerns, and improve satisfaction with care,
acutely and over time. For one, making informed health decisions is
a top priority for caregivers of children with serious medical needs
(Feudtner et al. 2015). Second, personal experiences with ADHD
and different treatment modalities influence treatment decisions
over time (dosReis et al. 2007, 2010; Leslie et al. 2007; dosReis and
Myers 2008; Brinkman and Epstein 2011; Coletti et al. 2012). Fi-
nally, willingness to use stimulants is tempered by caregivers’
perceptions that it is overused, is ineffective, has harmful side ef-
fects, can lead to future substance abuse, and lack of satisfaction
with treatment (dosReis et al. 2003, 2009; Bussing et al. 2012;

Coletti et al. 2012; Glenngard et al. 2013). Consideration of these
issues could facilitate family-centered shared decision-making.

Treatment priorities should be considered in light of the existing
evidence-based and practical constraints. The Multimodal Treat-
ment of ADHD (MTA) study supported medication as the best
treatment, yet this effect decreased over the observational follow-
up when some may have started or stopped medication (The MTA
Cooperative Group 2004). This change in preference for medica-
tion with duration of the child’s ADHD also was evident in the
present study. Caregiver behavior management training was im-
portant regardless of the child’s age or duration of the ADHD
diagnosis, whereas school support was less important early in the
course of care (dosReis et al. 2010). The considerable caregiver
stress accompanied by limited social support (Bussing et al. 2003)
highlights the significance of addressing the caregivers’ needs,
including appropriate referral and access to services, in the context
of managing the child’s ADHD (Zickafoose et al. 2015). Moreover,
variation in the format of communication with providers had a
relatively important influence on caregivers of a child diagnosed
with ADHD for less than two years, yet communication among
providers and with families has been difficult in primary care set-
tings (Lynch et al. 2014). Finally, the present study suggests that
additional costs beyond insurance coverage, such as time away
from work and child care expenses, could have large negative ef-
fects on engagement.

The study has several limitations. Since all participants had a
child currently in care for ADHD, the findings do not generalize to
families whose child is treatment naive; a population where re-
search is needed. The sample was drawn from upper middle-class
families in one state, which may not extrapolate to families that are
less stable financially or have limited access to healthcare re-
sources. The range of attribute levels that were presented may have
influenced conditional attribute importance. The study only cap-
tured adult caregiver preferences, yet adolescent preferences are
important for engagement in care planning and adherence.

Conclusions

Caregivers’ experiences managing their child’s ADHD over
time can influence their preferences for components of evidence-
based treatments. Understanding which aspects of the care man-
agement plan are preferred at different time points over the course
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of care can be achieved with ongoing caregiver—provider com-
munications about preferences.

Clinical Significance

These findings also have clinical implications for implementing
best practices within an integrated behavioral health and primary
care medical home (Silverstein et al. 2015). For example, therapy
location, medication administration frequency, and school accom-
modations had an important influence on preferences for caregivers
at different time points in care. This information could assist pro-
viders and caregivers in tailoring treatment plans toward the families’
values and ultimately improving child and family outcomes.
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