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Abstract

Objective: To provide state-level estimates of diagnosed attention-deficit/hyperactivity disorder 

(ADHD) and associated treatment among children in the United States in 2016–2019.

Method: This study used the National Survey of Children’s Health to produce national and 

state-level estimates of lifetime diagnosis and current ADHD among all children aged 3–17 years 

(n=114,476), and national and state-level estimates of medication and behavioral treatment use 

among children with current ADHD.

Results: The state-level estimates of diagnosed ADHD ranged from 6.1% to 16.3%. Among 

children with current ADHD, state-level estimates of ADHD medication usage ranged from 37.8% 

to 81.4%, and state-level estimates of behavioral treatment ranged from 38.8% to 61.8%.

Conclusion: There was substantial state-level variation for indicators of ADHD diagnosis 

and associated treatment. These state-level results can be used by policymakers, public health 

practitioners, health care providers, and other stakeholders to help address the service needs of 

children with ADHD in their states.

Introduction

Attention-deficit/hyperactivity disorder (ADHD) is a neurodevelopmental disorder 

characterized by symptoms of inattention, hyperactivity, and/or impulsivity that cause 
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impairment in multiple settings (American Psychiatric Association, 2013). ADHD is 

commonly diagnosed and treated in children and adolescents in the United States, with 

an estimated 6.1 million U.S. children aged 2–17 years (9.4%) having ever received an 

ADHD diagnosis as of 2016 and 8.4% of children having current ADHD; 62.0% of children 

with current ADHD were reported to be receiving medication and 46.7% were receiving 

behavioral treatment (Danielson et al., 2018). Children and adolescents with ADHD more 

frequently experience negative outcomes such as school failure, difficult social relationships 

with peers, conflict with family members, engagement in risky behaviors, and lower health-

related quality of life than their peers (Erskine et al., 2016; Faraone et al., 2015; Fleming 

et al., 2017). ADHD is also recognized as a chronic condition, with many children and 

adolescents diagnosed with ADHD in childhood continuing to experience symptoms and 

related functional impairment as adults (Hechtman et al., 2016).

Clinical guidelines for pediatricians recommend treating ADHD with FDA-approved 

medications and/or behavior therapy, depending on the child’s age and clinical presentation 

(Subcommittee on Attention-Deficit/Hyperactivity Disorder et al., 2011; Wolraich et al., 

2019). For children younger than 6 years, behavior therapy is recommended as the first-

line treatment, with medication only being prescribed to young children with ADHD if 

functional impairment continues after an adequate trial of behavior therapy or if appropriate 

therapy is not available or accessible. For school-aged children (aged 6–11 years), clinical 

guidance for pediatricians recommends medication and/or behavior therapy, preferably in 

combination, and medication treatment is recommended for adolescents (12–18 years), with 

a preference for the medication to be prescribed in combination with behavior therapy. 

Clinical guidance for child and adolescent psychiatrists similarly recommends medication 

and behavior therapy treatment modalities individually and in combination (American 

Academy of Child and Adolescent Psychiatry, 2007).

Previous studies have shown that there is significant state-level variation in the diagnosis of 

mental disorders and related treatment among children and adolescents (Bitsko et al., 2022; 

Whitney & Peterson, 2019), including ADHD (Bozinovic et al., 2021; Centers for Disease 

Control and Prevention, 2010; Visser et al., 2015; Visser, Blumberg, et al., 2013; Visser et 

al., 2014). State-level estimates of current ADHD prevalence from the National Survey of 

Children’s Health (NSCH) collected in 2011–12 ranged from 4% to 15% among children 

aged 4–17 years, with 2% to 10% of all children receiving current ADHD medication 

treatment, regardless of ADHD diagnosis status (Visser et al., 2014). The 2011–12 NSCH 

did not include an indicator to estimate the prevalence of behavior therapy to treat ADHD, 

but another national survey conducted in 2009–10 about children with special health care 

needs (CSHCN) provided state-level estimates of past-year behavioral treatment for ADHD 

that ranged from 33% to 61% of CSHCN with ADHD, compared to 57% to 88% of 

CSHCN with ADHD who had taken ADHD medication in the past year (Visser et al., 2015). 

However, approximately 1 out of 8 children with ADHD do not meet special health care 

need criteria, so these estimates do not capture the full population of children with ADHD 

(Visser et al., 2015). Studies using health care claims and prescription drug records have 

similarly shown substantial state-level variation in diagnosis and treatment of ADHD among 

children and adolescents (Blue Cross Blue Shield, 2019; Board et al., 2020; McDonald & 

Jalbert, 2013; Piper et al., 2018; Visser et al., 2016).
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The objective of this study is to provide state-level estimates of diagnosed ADHD and 

associated treatment among children and adolescents aged 3–17 years in the United States 

in 2016–2019. These estimates can serve as a baseline to monitor these indicators in the 

population over time using the NSCH, an ongoing annual survey that was redesigned in 

2016. This study will also be the first to report state-level estimates of behavioral treatment 

for ADHD among all noninstitutionalized U.S. children with current ADHD using national 

survey data, providing a more complete understanding of state-level treatment use for 

ADHD than previous studies that used indicators of ADHD medication usage alone.

Methods

The NSCH is a cross-sectional survey designed to provide national and state-level estimates 

of health indicators for all noninstitutionalized children aged 0–17 years in the United 

States (Ghandour et al., 2018). The survey is directed by the Health Resources and Services 

Administration’s Maternal and Child Health Bureau and administered by the U.S. Census 

Bureau. The NSCH was previously administered as a telephone survey in 2003, 2007, and 

2011–12, but beginning in 2016, the survey was redesigned to be a self-administered mail/

online survey with annual data collection. Detailed information about the survey design and 

methods has been published elsewhere (Ghandour et al., 2018). Briefly, one child in the 

household was selected to be the focal point of a survey completed by the child’s parent or 

guardian (hereinafter referred to as the parent) about the child’s health and well-being. The 

2016–2019 surveys had annual interview completion rates that ranged from 69.7% to 79.5% 

among households known to include children and annual overall weighted response rates 

(probability of screener and interview completion among all sampled addresses) that ranged 

from 37.4% to 43.1%; annual state-level response rates ranged from 31.5% to 59.8% (United 

States Census Bureau, 2018a, 2018b, 2019, 2020).

This study describes parent-reported indicators related to the diagnosis and treatment of 

ADHD among U.S. children aged 3–17 years overall and by state in 2016–2019. The 

respondent parent was asked whether a doctor or other health care provider had ever told 

them that their child has attention deficit disorder (ADD) or attention-deficit/hyperactivity 

disorder (hereafter referred to as ADHD). If yes, the parent was asked whether their child 

currently had ADHD. Among children with reported current ADHD, the parent was asked 

if their child was currently taking medication for ADD or ADHD and if their child had 

received “behavioral treatment for ADD or ADHD such as training or an intervention that 

[the parent] or [child] received to help with [the child’s] behavior” in the past 12 months. 

Parents were also asked whether their child had taken medication because of difficulties with 

their emotions, concentration, or behavior in the past 12 months, or if their child received 

any treatment or counseling from a mental health professional in the past 12 months.

Weighted prevalence estimates, 95% Clopper-Pearson confidence intervals (using the Korn 

and Graubard approach (Korn & Graubard, 1998)), and weighted population estimates 

were calculated for indicators of ever receiving an ADHD diagnosis and current ADHD 

among all children aged 3–17 years for each state and the District of Columbia as well 

as for the nation as a whole. State-level and national weighted prevalence estimates for 

ADHD-specific treatment indicators and 95% Clopper-Pearson confidence intervals were 
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calculated for current use of ADHD medication, past-year receipt of behavioral treatment 

for ADHD, and receipt of either ADHD medication and/or ADHD behavioral treatment 

among children with reported current ADHD. Prevalence estimates with 95% confidence 

intervals for a set of derived indicators that incorporate broader measures of treatment were 

also calculated: (1) child is currently taking ADHD medication and/or has taken medication 

for difficulties with emotions, concentration, or behavior in the past 12 months; (2) child 

had received behavioral treatment for ADHD and/or received treatment or counseling from 

a mental health professional in the past 12 months; and (3) child received any of the 

four treatment types (ADHD medication, any medication for difficulties with emotions, 

concentration, or behavior, behavioral treatment for ADHD, or any treatment or counseling 

from a mental health professional). All national and state point estimates were evaluated 

using NCHS standards for precision (Parker et al., 2017) and all estimates met criteria 

for presentation though the complement for a couple of estimates did not, indicating that 

nearly all presented estimates can be considered to be stable. Wald F tests were used to 

test for linear trend in prevalence over the four-year time period for each indicator overall 

and by state with an α of 0.05. Ranges of state-level estimates, medians, and interquartile 

intervals (IQIs) are also presented for each indicator to provide detail about the distribution 

of the state-level estimates. Maps are included to provide a visual illustration of the regional 

distribution of selected indicators, including symbols to show the states that have estimates 

that have a statistically significant difference from the rest of the country (p<0.05). The 

state-level sample size for children aged 3–17 years with valid responses to the ADHD-

related questions ranged from 1,947 to 2,532, totaling 114,476 children in the national 

analytic sample over the study time period. Children with missing responses to either of 

the ADHD treatment variables were excluded from the analysis of treatment indicators. All 

analyses were conducted in SAS-callable SUDAAN version 11.0.1 (RTI International; Cary, 

NC) to account for the complex survey design and to apply sample weights that adjust 

for probability of selection, non-response, and the underlying distribution of demographic 

characteristics such as child sex, age, race/ethnicity, special health care need status, family 

poverty status, household size, and parent education for the target population (United States 

Census Bureau, 2020).

Results

In 2016–2019, 9.8% of U.S. children aged 3–17 years (approximately 6.0 million) had 

ever been diagnosed with ADHD based on parent report. The state-level estimates of 

ever diagnosed ADHD prevalence for this time period ranged from 6.1% to 16.3% 

(median=10.5%; IQI: 8.7–11.9; Table 1). There were twenty-two states with an ever 

diagnosed ADHD estimate that was significantly different from the estimate for the rest of 

the country: seven states had lower estimates than the rest of the country (California, Hawaii, 

Nebraska, Nevada, New Jersey, New York, South Dakota) and fifteen states had higher 

estimates than the rest of the country (Alabama, Arkansas, Delaware, Georgia, Indiana, 

Kentucky, Louisiana, Maine, Mississippi, New Hampshire, North Carolina, Ohio, South 

Carolina, Tennessee, West Virginia; Figure 1). Among children who had ever received an 

ADHD diagnosis, most (91.6%) were reported to have current ADHD (range of state-level 

estimates: 85.0% to 97.1%; data not shown).
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The overall percentage of U.S. children with current ADHD was 8.7%. The estimates for 

state-level prevalence of current ADHD among all children aged 3–17 years ranged from 

5.3% to 14.4% (median=9.2%; IQI: 8.0–10.7; Table 1). There were twenty-three states with 

an estimate for current ADHD prevalence that was significantly different from the estimate 

for the rest of the country: eight states had lower estimates than the rest of the country 

(California, Hawaii, Nebraska, Nevada, New Jersey, New York, South Dakota, Washington) 

and fifteen states had higher estimates than the rest of the country (Alabama, Arkansas, 

Connecticut, Delaware, Georgia, Kentucky, Louisiana, Maine, Mississippi, New Hampshire, 

North Carolina, Oklahoma, Rhode Island, South Carolina, West Virginia; Figure 2). Trend 

tests did not detect differences over time in the prevalence of ever diagnosed ADHD or 

current ADHD overall and for most states; however, the prevalence of ever diagnosed and 

current ADHD increased in Alabama (p=0.05) and decreased in Wisconsin (p=0.01) over the 

four-year period (data not shown).

Regarding ADHD-specific treatment, 62.2% of children aged 3–17 years with current 

ADHD were reported to currently be taking ADHD medication. The associated state-level 

estimates ranged from 37.8% to 81.4% (median=62.8%; IQI: 56.9–66.1; Table 2). There 

were twelve states that had an estimate for current ADHD medication use that was 

significantly different from the estimate for the rest of the country: five states and the 

District of Columbia had lower estimates than the rest of the country (California, Nevada, 

New Jersey, Oregon, Washington) and seven states had higher estimates than the rest of the 

country (Alabama, Delaware, Kentucky, Louisiana, Mississippi, Nebraska, Texas; Figure 3). 

For most states, there was not a linear trend over time in the percentage of children with 

current ADHD who were currently taking medication, but there was a significant increase 

from 2016 to 2019 in Connecticut (from 51.9% to 67.9%, p=0.04) and a significant decrease 

in New York (from 73.5% to 38.3%, p=0.003; data not shown).

A lower percentage of children with current ADHD had received behavioral treatment 

for ADHD in the past year (47.2%) than who were currently taking ADHD medication 

(62.2%). The state-level prevalence estimates of children with current ADHD who 

received behavioral treatment for ADHD in the past year ranged from 38.8% to 61.8% 

(median=48.8%; IQI: 44.8–51.7; Table 2). There were four states that had an estimate of 

past year behavioral treatment for ADHD that was significantly higher than the rest of the 

country (Alaska, Illinois, Minnesota, Nebraska); there were no states that had a significantly 

lower estimate than the rest of the country (Figure 4). The overall percentage of children 

with current ADHD who received behavioral treatment increased from 46.4% in 2016 to 

51.8% in 2019 (p=0.01); four states (Georgia, Illinois, Iowa, Texas) also had increases 

over time in the percentage of children receiving behavioral treatment, while Oregon had a 

decrease over the four-year period (p=0.0001; data not shown).

In most states, the point estimate for percentage of children with current ADHD receiving 

medication was higher than the point estimate for percentage of children with current 

ADHD who had received behavioral treatment for ADHD in the past year (Figure 5), and 

the correlation between the two treatment indicators across the states was low (r=0.23). 

There was a moderate positive correlation between state-level prevalence of current ADHD 

and percentage of children with current ADHD who received ADHD medication (r=0.57), 
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but a small negative correlation between prevalence of current ADHD and percentage of 

children with current ADHD who received behavioral treatment for ADHD (r=−0.13). The 

estimated percentage of children with current ADHD who received either medication and/or 

behavioral treatment ranged from 58.4% to 91.6% (median=76.9%; IQI: 73.7–79.4; Table 

2) across states. The percentage of children with current ADHD receiving either treatment 

increased in two states (Iowa, Minnesota) over the four-year period, and decreased in four 

states (Massachusetts, New York, North Dakota, Oregon; data not shown).

As for the broader definitions of treatment, 69.4% of U.S. children with current ADHD 

were reported to currently be taking ADHD medication and/or have taken any medication 

for difficulties with emotions, concentration, or behavior in the past year, with state-level 

estimates ranging from 44.1% to 89.4% (median=71.7%; IQI: 64.9–74.8; Table 3). A lower 

percentage of U.S. children with current ADHD were reported to have received behavioral 

treatment for ADHD and/or received any treatment or counseling from a mental health 

professional in the past year (59.7%) than were reported to be taking medication. State-level 

estimates for receipt of behavioral treatment for ADHD or any mental health treatment or 

counseling ranged from 49.0% to 74.8% (median=61.8%; IQI: 56.3–67.5; Table 3). Overall, 

82.5% of children with current ADHD had received at least one of the four types of 

treatment considered in this analysis; the state-level estimates for the any treatment indicator 

ranged from 65.4% to 94.1% (median=84.9%; IQI: 79.5–87.4; Table 3).

Discussion

Consistent with previous examinations of state-level estimates for ADHD diagnosis and 

treatment (Blue Cross Blue Shield, 2019; Board et al., 2020; Bozinovic et al., 2021; Centers 

for Disease Control and Prevention, 2010; McDonald & Jalbert, 2013; Piper et al., 2018; 

Visser et al., 2015; Visser, Blumberg, et al., 2013; Visser et al., 2014; Visser et al., 2016), 

data from the 2016–2019 NSCH suggests that there is substantial variation in state-level 

prevalence of diagnosed ADHD and associated treatment among children and adolescents 

aged 3–17 years. The percentage of children who ever received an ADHD diagnosis was 

more than twice as high in the states with the highest prevalence (Louisiana, Mississippi, 

and West Virginia) than the state with the lowest prevalence (California); most states with 

high ever diagnosed and current ADHD prevalence estimates were in the South. In 46 states, 

more than half of children with current ADHD received ADHD medication. The states with 

the highest percentage of children with current ADHD who received medication were in 

the Midwest and South, while the states with the lowest percentage of children receiving 

medication were in the Northeast and West. The percentage of children with current ADHD 

who received behavioral treatment specifically for ADHD was lower than the percentage 

who received ADHD medication in 44 states, and in 29 states, less than half of children with 

current ADHD had received behavioral treatment for ADHD in the past year.

These are the first state-based estimates of behavioral treatment for ADHD among all 

children with current ADHD including those who do not meet special health care need 

status, and suggest that some children with ADHD were not receiving behavioral treatment 

in line with clinical guidelines (American Academy of Child and Adolescent Psychiatry, 

2007; Subcommittee on Attention-Deficit/Hyperactivity Disorder et al., 2011; Wolraich et 
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al., 2019). In 16 states, more than a quarter of children with current ADHD were receiving 

neither ADHD medication nor behavioral treatment for ADHD. It should be noted that 

the ADHD-specific treatment questions only captured general indicators of medication or 

behavioral treatment, and it cannot be assumed that all children who received treatment 

for ADHD were receiving recommended evidence-based treatment based on their age and 

symptoms. Future research could examine state-level differences in treatment receipt by 

age to identify states where there is more or less alignment between clinical guidance and 

broad indicators of actual practice; however, this will require more years of data to produce 

stable estimates for each age group using the NSCH. The percentage of children receiving 

any treatment was higher when the broader derived indicators of mental health treatment 

were incorporated into the analysis, but these indicators may be capturing other treatment 

modalities that are not specific to address ADHD symptoms and impairment. However, even 

with the broader treatment indicators, nearly one in five children with current ADHD were 

reported to not be receiving any treatment.

Though it was not a primary focus of this study, we tested for linear trends over time 

(2016–2019) for the ADHD diagnostic and treatment indicators. For most states, there 

were not trends over time detected for the diagnosis or treatment of ADHD, but we did 

identify a small number of states that showed increases and decreases in estimates over the 

four-year period, primarily for the treatment indicators. Because these analyses involved a 

large number of statistical tests (more than 400), it is difficult to distinguish between true 

changes over time and differences that arose based on Type I error; investigating state-level 

trends over time as more years of data become available would be an important area of 

future research. Also, the national percentage of children receiving behavioral treatment for 

ADHD increased over time; this is another trend that may be important to monitor.

There were some patterns identified regarding the variation of ADHD diagnosis and 

treatment estimates across states. States with a higher prevalence of current ADHD were 

more likely to have higher estimates of ADHD medication use, and somewhat less likely 

to have higher estimates of behavioral treatment for ADHD. There was a small positive 

correlation between state-level estimates of ADHD medication and behavioral treatment 

receipt. A number of factors might contribute to the observed variation in ADHD diagnosis 

and treatment estimates across states. First, differences have been previously documented 

in the diagnosis and treatment of ADHD by demographic subgroups, such as those based 

on race/ethnicity or poverty status (Bozinovic et al., 2021; Danielson et al., 2018; Visser 

et al., 2014), and differences in state-level demographics may be driving the differences in 

state-level rates of ADHD diagnosis and treatment. State-level educational or health care 

system policies could also affect the diagnostic and treatment practices for ADHD in a 

given state. Some examples of such policies include consequential accountability reforms 

in education (Bokhari & Schneider, 2011; Fulton et al., 2015), special education funding 

policies (Morrill, 2018), Medicaid policies such as waivers or medication prior authorization 

(Hulkower et al., 2017; Lindly et al., 2022; Schor & Johnson, 2021), or pharmaceutical 

detailing policies (Larkin et al., 2017). Variation by state in the characteristics and density of 

health care providers may also influence state-level rates of ADHD diagnosis and treatment 

(Andrilla et al., 2018; Fulton et al., 2009; Harati et al., 2020; McBain et al., 2019), as the 
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availability of trained providers could affect families’ ability to get an appropriate ADHD 

diagnosis or receive certain types of treatment for their children.

State-level estimates are an important component to the surveillance of mental disorders 

among children. Estimates from smaller geographic areas, such as states, reveal the 

heterogeneity in prevalence that is smoothed out in a national estimate, which may draw 

attention to relevant differences in medical and educational practices, state-level policies, 

and exposures or risk factors that may be potentially related to the development of the 

disorder of interest (Broder-Fingert et al., 2018). The state-level estimates of diagnosed 

ADHD prevalence and associated treatment in 2016–2019 provides updated evidence for 

state-level heterogeneity related to all ADHD indicators (Blue Cross Blue Shield, 2019; 

Board et al., 2020; McDonald & Jalbert, 2013; Piper et al., 2018; Visser et al., 2015; Visser, 

Blumberg, et al., 2013; Visser et al., 2014; Visser et al., 2016). Additionally, these state-level 

estimates can inform state-specific activities, such as surveillance of stimulant medication 

prescribing in California (Tseregounis et al., 2020), efforts to improve care for ADHD 

in Louisiana (Kumar & Gleason, 2019), building support for school policies for mental 

health in South Carolina (Franke et al., 2021), or identification of opportunities to expand 

availability of ADHD-related diagnosis and treatment services in North Carolina (Canu, 

2020). States may use state-level estimates derived from national surveys to develop or 

supplement other state-based mental health surveillance (Public Health Informatics Institute, 

2021) in order to identify areas in need of prevention and intervention activities (Protecting 

Youth Mental Health: The U.S. Surgeon General’s Advisory, 2021). Additionally, more 

localized data collected by states or derived from national surveys using small area 

estimation techniques would further allow for data-driven planning to address community-

level disparities (Scally et al., 2017).

This study is subject to at least five limitations. First, these analyses relied on parent-

reported data and may be subject to recall or social desirability bias. However, previous 

work has shown that the prevalence estimates for diagnosed ADHD using national survey 

data are similar to those obtained from clinical records, indicating convergent validity 

between the two indictor types (Visser, Danielson, et al., 2013). Second, responses to the 

ADHD-related indicators have not been validated against clinical judgment or medical 

or education records, and parents may over- or under-report diagnosis and treatment 

information based on their understanding of the survey questions relative to their child’s 

diagnostic and treatment experience. Third, the questions regarding ADHD medication and 

behavioral treatment for ADHD were broad and did not specify type, quality, duration, 

or sequencing of treatment. Therefore, we were unable to estimate the percentage of 

children with ADHD who received evidence-based treatments according to age-specific 

recommendations from clinical guidelines (Wolraich et al., 2019). Finally, the overall annual 

response rate for the NSCH was approximately 40%, which may subject the results to 

non-response bias. However, sample weights were incorporated in the analysis to offset 

non-response bias and produce geographically-representative estimates, and a U.S. Census 

Bureau analysis to quantify possible non-response bias found there was no strong or 

consistent evidence of non-response bias in the 2016 NSCH (U.S. Census Bureau, 2017).
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This report describes variation among state-level estimates of the diagnosis and treatment 

of ADHD among U.S. children and adolescents. These estimates can be used as a baseline 

to track state-level trends using the redesigned NSCH, which included a shift in mode 

of administration (from telephone to web-based or paper and pencil) and has had annual 

data releases beginning with the 2016 survey. This study also provides the first state-level 

estimates of behavioral treatment among all noninstitutionalized U.S. children with current 

ADHD, which is significant because clinical practice guidelines recommend behavior 

therapy in combination with medication for school-aged children and as the first-line 

treatment for children aged 4–5 years diagnosed with ADHD (Subcommittee on Attention-

Deficit/Hyperactivity Disorder et al., 2011; Wolraich et al., 2019). The state-level results 

provided in this report can be used by state-level policymakers, public health practitioners, 

health care providers, and other stakeholders to help address the service needs of children 

and adolescents with ADHD in their state.
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Figure 1: 
Weighted Prevalence Estimates of Parent-Reported Ever Diagnosed Attention-Deficit/

Hyperactivity Disorder (ADHD) among Children/Adolescents Aged 3–17 Years by State, 

National Survey of Children’s Health, 2016–2019

* Indicates that state estimate has a statistically significant difference (p<0.05) from the 

estimate for the rest of the country
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Figure 2: 
Weighted Prevalence Estimates of Parent-Reported Current Attention-Deficit/Hyperactivity 

Disorder (ADHD) among Children/Adolescents Aged 3–17 Years by State, National Survey 

of Children’s Health, 2016–2019

* Indicates that state estimate has a statistically significant difference (p<0.05) from the 

estimate for the rest of the country
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Figure 3: 
Weighted Prevalence Estimates of Parent-Reported Current Attention-Deficit/Hyperactivity 

Disorder (ADHD) Medication Treatment among Children/Adolescents Aged 3–17 Years 

with Current ADHD by State, National Survey of Children’s Health, 2016–2019

* Indicates that state estimate has a statistically significant difference (p<0.05) from the 

estimate for the rest of the country
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Figure 4: 
Weighted Prevalence Estimates of Parent-Reported Receipt of Behavioral Treatment 

for Attention-Deficit/Hyperactivity Disorder (ADHD) in the Past Year among Children/

Adolescents Aged 3–17 Years with Current ADHD by State, National Survey of Children’s 

Health, 2016–2019

* Indicates that state estimate has a statistically significant difference (p<0.05) from the 

estimate for the rest of the country
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Figure 5: 
Percentage* of Children/Adolescents Aged 3–17 Years with Current Attention-Deficit/

Hyperactivity Disorder (ADHD) Who Are Receiving ADHD Medication and/or Behavioral 

Treatment for ADHD, National Survey of Children’s Health, 2016–2019

* States are ordered from lowest to highest based on the percentage of children with current 

ADHD receiving ADHD medication.

Note: Shaded area represents 95% confidence interval for treatment point estimates by state.
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