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The incidence of ADHD appears to be similar in African Ameri-
cans and white populations. However, fewer African-American
than white children are diagnosed and treated for ADHD. Rea-
sons for this disparity have not been fully elucidated; causes are
most likely complex. Whereas certain barriers to treatment are
driven by patients and their families, others are due to limitations
in the healthcare system. Patient-driven obstacles to care include
inadequate knowledge regarding the symptoms, treatment and
consequences of untreated ADHD and fear of overdiagnosis and
misdiagnosis. A survey conducted to explore cultural differences
between African-American and white respondents found that
Afrcan Amercans were more likely than whites to be unfamiliar
with ADHD. In addition, African Americans felt that they were
diagnosed with ADHD more often than whites and that teachers
blamed ADHD for learning or behavior problems more often in
Afrcan Amercans. Health system barriers include a lack of cultur-
ally competent healthcare providers, stereotyping/biases and
failure of the clinician to evaluate the child in multiple settings
before diagnosis. Strategies to overcome these challenges
include increased dissemination of ADHD information through
community events; improved training of clinicians in cultural com-
petence; and open communication among parents, clinicians
and school personnel.
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INTRODUCTION
Attention-deficit/hyperactivity disorder (ADHD) is a neu-

robehavioral disorder characterized by hyperactivity, impulsiv-
ity and inattention. The etiology of ADHD is thought to
involve genetic factors and dysfunction of the dopamine and
norepinephrine neurotransmitter systems in the frontostriatal
circuitry.' Comorbidities, such as conduct disorder, opposi-
tional defiant disorder, depression, anxiety, learning disabili-
ties, and alcohol or drug addiction, are often noted in patients
with untreated ADHD. Thus, the primary goals of therapy for
ADHD are to decrease disruptive behaviors, enhance academ-
ic performance, improve relationships with family and peers,
improve self-esteem and promote independence.

Difficulties in the diagnosis of ADHD include the
absence of a specific diagnostic test, the lack of specificity of
symptoms, the inability to observe symptoms that may not be
present in an office setting, the low rate of concordance in
symptom-reporting among various informants (i.e., parents,
teachers and patients) and the lack of a standard evaluative
process.' Various medical professionals may use different
diagnostic routes to diagnose ADHD. However, most agree
that the Diagnostic and Statistical Manual of Mental Disor-
ders (DSM-IV) is the basis for an appropriate diagnostic
process.3 In recent years, major medical organizations, such
as the American Academy of Pediatrics (AAP) and the Amer-
ican Academy of Child & Adolescent Psychiatry (AACAP),
have researched this subject extensively and published guide-
lines to assist physicians in making this medical diagnosis.4

The prevalence ofADHD in African Americans is most like-
ly similar to that among the general population (3-5%); howev-
er, fewer African Americans are diagnosed and treated for
ADHD.59 The reasons for this phenomenon have not been fully
elucidated. However, the challenges related to the insufficient
treatment and diagnosis ofADHD in this population must not be
oversimplified because myriad factors most likely contribute to
the complexity of this issue. Ofnote, investigators who explored
the effects of ethnicity on ADHD treatment in the Multimodal
Treatment Study of Children with ADHD, a cooperative treat-
ment study conducted by six independent research teams togeth-
er with the Division of Clinical and Treatment Research of the
National Institute of Mental Health, reported that response to
methylphenidate was substantial among African Americans and
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that response was clinically similar between African Americans
and whites.'0 Initial analyses showed that compared with white
children, African-American children responded more favorably
to behavioral therapy than routine community care. However, no
significant differences were observed between the groups when
public assistance was considered; this suggested that enhanced
response to behavioral therapy related more to socioeconomic
status than ethnicity.

As a step to increase awareness among healthcare providers
and the African-American community regarding the special
needs of this patient population, an effort must be made to
explore barriers to the diagnosis and treatment ofADHD in
African Americans. This paper identifies some potential obsta-
cles to the care ofADHD in African Americans and offers sug-
gestions for interventions that are targeted to patients and their
families and to healthcare providers. The success ofADHD
treatment requires that these hurdles be overcome; hence, the
first crucial step involves increasing awareness among parents
and other caregivers and members ofthe medical community.

Parent-Driven Obstacles to Care
Similar to parents from other ethnic backgrounds, many

African-American parents are not well informed about the
symptoms and treatment ofADHD. However, results of studies
suggest that African-American parents may be even more unin-
formed about the causes and treatment ofADHD than are par-
ents from other ethnic or racial backgrounds."-'3 One study that
sought to identify differences in ADHD knowledge between
224 African-American parents and 262 white parents reported
that only 69% of African Americans had ever heard about
ADHD, compared with 95% of white parents (P<0.001), and
that 36% ofAfrican Americans knew "a lot", "some"l or "a lit-
tle" about ADHD, compared with 70% of white parents
(P<0.00 1). In addition, African-American parents reported that
only 18% received information about ADHD from their physi-
cian, compared with 29% of white parents (P<0.01)." Of note,
this study found the effects of ethnicity on ADHD familiarity
were independent of other covariates, such as socioeconomic
status. The investigators speculated that several reasons might
have accounted for their findings. These reasons included the
possibility that ADHD was unrecognized in the social network
of the parent causing the parent to be less likely to recognize the
symptoms, the possible perception by African-American par-
ents thatADHD symptoms are behaviors that the child will out-
grow, the belief thatADHD is another example ofhow African-
American children are discriminated against or that ADHD
ranks low as a priority because ofcompeting concerns or needs.

African-American families may not attribute the symp-
toms ofADHD to the disorder itself and are less aware than
white families about the etiology ofADHD. For example,
sugar intake has been reported as a common explanation for
the symptoms ofADHD among members of the African-
American community."1"14 Bussing et al. reported that nearly
twice as many African-Americans parents (59%) as white
parents (30%/) of children with learning disabilities felt that
ADHD was caused by excess sugar consumption and that

only 10% ofAfrican-American parents were certain that sug-
ar did not cause ADHD, compared with 37% ofwhite parents
(P<O.00 1). Furthermore, compared with 91% of white par-
ents, only 75% ofAfrican-American caregivers thought that
ADHD had genetic causes (P<0.01). Medical labels, such as
ADHD, ADD, attention deficit or hyperactivity, were used by
only 25% ofAfrican Americans to describe their child's con-
dition, compared with 62% of white parents (P<0.001). The
lack of knowledge about ADHD among the African-Ameri-
can community has been described as a "vicious cycle" that
may be caused when members of this community seek med-
ical advice from other individuals within their own ethnic
background who are equally uninformed about ADHD.II

Bussing and colleagues interviewed 182 parents of school-
aged children who met the diagnostic criteria for ADHD to
examine how culture affected their understanding ofADHD,
including treatment-seeking behaviors.'2 Their data showed that
African-American parents were less likely than white parents to
associate the demands of school with the exacerbation of
ADHD symptoms. In addition, African-American parents were
less likely than white parents to request pharmacological treat-
ment or school interventions and were less likely to mention
emotion-based outcomes, such as conduct disturbance. A poten-
tial disconnect between African-American parents and the
school system was suggested based on the fact that African-
American parents expressed fewer worries about ADHD-related
school problems and fewer preferences for school intervention.
In addition, fewer African-American parents than white parents
acknowledged the role of the school system in the identification
ofADHD in their children. Investigators hypothesized that low-
er rates of parental awareness about school problems may result
in lower rates ofmedical treatment.

African-American parents may feel more uneasy than
white parents about treating their children with pharmacolog-
ical interventions. Dos Reis and other researchers evaluated
parental perceptions of stimulant medication for the treat-
ment ofADHD.'3 Their findings demonstrated that signifi-
cantly (P<0.001) more nonwhite parents (63%) than white
parents (29%) thought that counseling was the best treatment
for ADHD, whereas medication was preferred over counsel-
ing in 59% of white parents and in 36% of nonwhite parents
(P<0.001). Furthermore, more nonwhite parents than white
parents felt that use of stimulants would lead to drug abuse
(16% of nonwhites vs. 5% of whites, P<0.001) and adverse
effects (24% ofnonwhites vs. 11% ofwhites, P<O.00 1).'3 The
study defined nonwhites as those who were African-Ameri-
can (50%), Asian (5%), American Indian (5%), Hispanic
(10%) or other/mixed (300%) races or ethnicities.

For some African Americans, socioeconomic barriers
include the lack of medical insurance or the prohibitive costs
of mental healthcare and prescription drugs. For example,
some patients may have limited access to mental health serv-
ices because insurance coverage for psychiatric or psycho-
logical evaluations is lacking. Because of limited health
insurance coverage, access to behavior modification pro-
grams, school consultation, parent management training or
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other specialized services is often limited. Furthermore, sub-
stantial cost barriers result in out-of-pocket costs, which may
further limit access to certain services. A retrospective study
of 9,399 children that compared the relationship among
ADHD, race and relevant sociodemographic factors found
that African-American families were more likely than white
families to report difficulty in affording prescription medica-
tion and mental health counseling."5 It is important to note
that no federally funded special education programs are
designed for children with ADHD.'6 However, some children
with ADHD may benefit from federal funding directed to
special education needs.

Additional barriers to the treatment and diagnosis of
ADHD must be considered. For example, many parents fear
the perceived social stigma of anADHD diagnosis, and some
fear overdiagnosis and misdiagnosis. Pressure from family
and friends to refrain from seeking treatment, fear ofjeop-
ardizing future employment or ability to serve in the military,
concern that parenting skills will be questioned, and fear of
the unknown are other factors that have been described by
patients and families and are thought to impact the diagnosis
and treatment ofADHD.'6 In the African-American popula-
tion, fear of the unknown may be related in part to the conse-
quences of the Tuskegee experiment, which caused many
African Americans to lose trust in the field of medical
research.'7 These feelings may cause some African-American
parents to question the treatment ofADHD, a disorder whose
diagnosis and treatment remain unaccepted by some mem-
bers of the medical community.'8

A survey conducted by Harris Interactive for McNeil Con-
sumer & Specialty Pharmaceuticals from May to July of 2002
explored cultural differences between 1,074 African-American
and 1,238 white respondents to identify barriers to the treat-
ment ofADHD in these populations. Online or telephone sur-
veys were conducted in households with at least one member
between 6 and 17 years of age. A random selection process
using two sampling methods was used to sample respondents.
The first sample was comprised of respondents who complet-
ed a survey within the past two years; this sample was generat-
ed through random-digit-dialing procedures, and the second
sample was comprised ofa random-digit telephone sample tar-
geted to exchanges with a higher-than-average number of
minority residents. This ensured inclusion of minority partici-
pants who might not have been included ifthe survey was lim-
ited to Internet users. The online sample was constructed by
sending e-mail invitations to individuals who participated in
past surveys. In order to maintain the reliability and integrity
of the online sample, invitation letters contained a password
that was uniquely assigned to a potential respondent. The data
were weighted to represent the general population with respect
to age, race, gender, education and income, and the weighting
parameters were derived through previous research conducted.
Professionally trained personnel conducted all telephone inter-
views. Online interviews were conducted from June 11 to July
9, 2002, and telephone interviews were conducted from May
21 to June 24, 2002. Subject matter included the perceived

seriousness ofADHD, available treatments for ADHD, people
most likely to be affected by ADHD and personal knowledge
of someone with ADHD.

Although results of this survey revealed a great number of
similarities and common beliefs about ADHD among people
with diverse backgrounds, data also demonstrated some
important differences between ethnic groups with regard to
attitudes and perceptions about ADHD. For example, the
stigma ofADHD and lack of information about ADHD were
found to be significant barriers to treatment among African
Americans (Table 1). African-American respondents were
more likely than white respondents to say that they were "not
at all familiar" with ADHD. African-American respondents
were more likely than white respondents to believe that
ADHD is a "very serious" condition. Compared with white
respondents, African-American respondents were much
more likely to believe that minority children were more apt to
be told that they have ADHD and were more often misdiag-
nosed than were white respondents.

Advantages of telephone surveys include a broad reach to
potential respondents and the ability for interviewers to ask clar-
ifying questions. However, the difference between those who are
reachable and those who are not may bias the results of tele-
phone surveys, and there is no way to reach individuals who do
not have a telephone in their home. Advantages of Internet sur-
veys include rapid response rates, low costs and increased
respondent flexibility. However, Internet access is not available
in all households. In the present survey, targeting a sufficient
number ofminority respondents in the telephone survey sample
controlled for the limitations ofInternet surveys.

Together with findings from others studies, these data sug-
gest that the need is great for increased awareness and infor-
mation among members of the African-American community
about the subject of ADHD, including the symptoms that
might be observed, the consequences of untreated ADHD and
indications that a healthcare professional should be contacted.

Health System Barriers and
Other Obstacles
A substantial number of obstacles to the successful diagno-

sis and treatment ofADHD overall are related to limitations in
the diagnosis and treatment ofADHD in African-American
patients. Some of these barriers may be easier to remove than
others. For example, one hurdle relates to the influence of race
or ethnicity alone on the diagnosis ofADHD in African Ameri-
cans.'9 During the clinician-patient encounter, negative social
stereotypes are known to shape behaviors and influence deci-
sions made by healthcare providers.20 Race or ethnicity is
known to adversely influence the medical care provided for
other conditions, as reflected by a lower rate of referrals for
cardiac procedures, lower rates of analgesic prescribing and
less appropriate treatment of cancer or depression among
minorities.2126 Patients withADHD are likely to be affected by
this as well. Historically, there have been patterns ofdispropor-
tionate diagnoses among African-American, Hispanic and
Asian children in categories of disability. Whereas some of the
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reasons for this phenomenon relate to disproportionately high-
er exposure rates to risk factors and psychosocial stressors and
an increased prevalence of economic disadvantage, another
explanation is related to the commonly used assessment instru-
ments, which could provide misleading or invalid results when
used alone to assess patients from various cultural back-
grounds.27 Often, the quality of healthcare is compromised
when healthcare providers are insensitive to cultural differ-
ences among their patients.26 Important cultural differences
exist among persons of diverse ethnic backgrounds with
regard to attitudes and beliefs about illness, choice of care,
access to care, degree of trust toward authority figures or insti-
tutions and tolerances for certain behaviors.28

The use of culturally sensitive diagnostic tools may assist
investigators in uncovering important aspects about ADHD
that may be unique to the African-American population. For
example, preliminary findings from one small study that used
an ethnically sensitive evaluation in the diagnosis ofADHD in
African-American children revealed only modest levels of
comorbidity in these patients a factor that suggests that
ADHD may be more manageable and treatment-responsive in
African-American patients than in white children.29 However,
these results must be interpreted with caution; additional data
from large, well-controlled trials are needed.

Conscious and unconscious bias or prejudice can cause the
cross-cultural diagnosis ofADHD to be challenging. A com-
monly held misperception is that African-American children
are normally more active than their peers from other ethnic
backgrounds. Gingerich and colleagues reviewed several com-

parison studies from the 1 970s, which used teachers' ratings to
compare the prevalence of hyperactivity among ethnic minori-
ty and white children.'9 They reported that in one large study,
which included 1,700 elementary school children from rural
and urban Texan locations, African-American children were
rated by teachers as more hyperactive than expected based on
their representative population, except in schools that were
located in white, middle-class neighborhoods, where the fre-
quency of hyperactivity was consistent across all ethnic
groups. Therefore, differences in activity level may be related
to socioeconomic status rather than ethnicity.

Another obstacle that may prevent optimal care for
ADHD in African-American children is a lack of African-
American healthcare providers. More clinicians from minori-
ty groups are needed to alleviate intercultural issues of trust
and communication that often arise.28 One case report
described an African-American mother who experienced
feelings of intercultural mistrust after it was suggested by a
white teacher that her son should be evaluated for ADHD.28
This mother expressed that the real problem was "an inexpe-
rienced white teacher who wants to drug children into com-
pliance." However, after receiving education on the topic of
ADHD and directly observing her son during the school ses-
sion, this parent acknowledged the importance of diagnosis
and the usefulness of medical and behavioral treatments.
Hence, recruiting the parent as an ally can help the clinician
to pave the way to acceptance and trust.

Even for those who seek treatment, genetic polymorphism
may cause drug metabolism to vary among persons of various

Table 1. Most prominent differences between African-American and white respondents in perceptions and
attitudes about ADHD

African-American White
Familiarity with ADHD
"Not at all familiar" with ADHD 10% 2%
ADHD is a "very serious" condition 36% 28%
Know someone diagnosed with ADHD 56% 78%
Have a child with ADHD who is receiving treatment 46% 60%

Cultural Perceptions and Beliefs
African Americans are more likely than other ethnic groups to be diagnosed with ADHD 41% 13%
African-American children are told more often than children of other ethnic groups
that they have ADHD 33% 8%
Teachers are more likely to suspect ADHD in African-American children with learning
or behavioral problems than in other ethnic groups 45% 12%
Very concerned about what others may think 13% 5%
Concern about treatment based on race or ethnic background prevents parents
from seeking proper treatment 36% 13%
Limited access to healthcare professionals knowledgeable about ADHD prevents
children from receiving appropriate treatment 44% 39%
Aware of treatments that help to lessen the symptoms of ADHD 66% 84%
Have sought help from a medical professional for suspected ADHD 86% 94%
Would be very concerned if their child was diagnosed with ADHD 71% 53%
Know where to go for help if their child is diagnosed with ADHD 64% 79%
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ethnic backgrounds. Other pharmacokinetic variables, includ-
ing plasma protein-binding and distribution, may also con-
tribute to variations in psychotropic responses among persons
of varying ethnicity and even within persons from the same
ethnic group.30 Therapeutic concentrations of various psy-
chotropic agents have been shown to differ among ethnically
diverse patients. Additional studies are needed in this area.

Other health system barriers include a greater tendency of
clinicians to solely rely on parent input rather than teacher
input when diagnosing ADHD as well as poor communication
between diagnosticians and those who implement and monitor
treatment in schools.'5 These factors may inhibit the objective
diagnosis ofADHD in some children or may limit the ability
ofthe clinician to manage pharmacological treatment.

Strategies for Intervention
To improve outcomes in African Americans with ADHD, a

number of strategies are suggested that are targeted at increas-
ing awareness about ADHD, decreasing stigmatization and
teaching the benefits of ADHD treatment. For example,
healthcare and educational services must be integrated.
Patients and their families should have greater access to cultur-
ally sensitive materials or programs that educate families about
the symptoms ofADHD and teach them how treatment can
improve behaviors. Educating patients affords them the oppor-
tunity to become partners in their own care and increases the
likelihood that patients will cooperate as much as possible.
Often, if the patient does not understand the importance of
treatment or follow-up care, medical care becomes compro-
mised. Management ofADHD requires adherence to treatment
regimens and medical appointments. A study conducted by
Odom and colleagues evaluated the usefulness of educational
intervention in a population of mothers who were predomi-
nantly African-American and reported that mothers who were
taught about ADHD experienced an increase in parental satis-
faction and confidence-qualities that are needed for coping
with this chronic illness.3' Similarly, teachers who serve the
African-American populations must be better trained on rec-
ognizing the symptoms ofADHD to facilitate necessary treat-
ment so that school-related outcomes are optimized.

Clinicians may consider using ethnically sensitive, struc-
tured parent questionnaires or rating scales to aid in the diag-
nosis ofADHD in African-American children. However, it is
very important for clinicians to obtain a thorough medical his-
tory and to utilize guidelines on the diagnosis and evaluation
ofADHD rather than relying too heavily on questionnaires to
diagnose ADHD.4 Furthermore, a thorough medical history
and accompanying examination will rule out significant med-
ical issues associated with hyperactivity, such as lead poison-
ing or mental retardation. A recent study describes a new for-
malized diagnostic protocol to improve adherence to published
guidelines for the diagnosis ofADHD.32

Clinicians and healthcare providers can make substantial
strides in improving outcomes by initiating pilot programs that
track the efficacy of a longitudinal care model. For example, it
may be useful for primary care clinicians to partner with men-

tal healthcare professionals. Furthermore, collaborative efforts
should be made among schools, primary care providers and
service agencies to monitor the symptoms ofADHD and the
response to treatment. Successful management ofADHD is
contingent on cooperation and open communication among
these caretakers. It is also of great importance that a sufficient
number of minority healthcare providers are accessible in
schools, clinics and hospitals to alleviate potential issues of
cross-cultural bias and mistrust. Thus, healthcare organiza-
tions must recruit and retain a diverse staffwhose demograph-
ic characteristics are representative ofthe service area.26

Suggested venues for the dissemination of information by
the clinician include health fairs and office-run informational
sessions. In addition, we suggest that physicians provide train-
ing workshops at their local schools to teach about ADHD, par-
ticularly when there are concerns that children are referred for
evaluation ofADHD more often than necessary. Clinicians may
also refer patients to such advocacy organizations as Children
and Adults with ADHD (CHADD), the Attention Deficit Dis-
order Association (ADDA) and the National Association for
Mental Health Alternatives (NAMHA) for additional support
and provide patients with information available from national
medical organizations, such as theAAP and the AACAP.

Healthcare institutions must consider ways of offering
improved access to medical services and raising the level of
awareness in the community. This can be accomplished in many
ways. For example, information can be disseminated during
community events, such as health fairs, and in churches and day-
care centers to teach aboutADHD, raise awareness regarding the
importance of treatment and lessen fears of stigmatization.
Group programs afford the opportunity for involvement ofmul-
tifamily groups, which can improve the level of moral support
the patient receives while undergoing treatment.

It is important to note that care must be tailored to suit the
needs of various ethnic groups, such as the African-American
community. Culturally competent medical care ensures that all
patients will receive care that is compatible with their cultural
beliefs and practices.26 Ethnic or cultural sensitivity involves a
broad understanding of cultural concepts and issues and a
great awareness of cultural differences in responses, percep-
tion of diseases/disorders and care needs of patients. The need
to increase cultural competence in healthcare is described in
detail in Healthy People 2010, which is a statement ofnational
health objectives that was designed to identify the most signif-
icant preventable threats to health and to establish national
goals to reduce these threats.26'33 In brief, these guidelines seek
to eliminate barriers to the provision of culturally competent
care and to provide organizational supports for cultural compe-
tence. Many other resources, including journal articles, train-
ing courses, conferences and books, are also available to assist
physicians and other healthcare providers in developing cultur-
al competence.34'35

Culture can be viewed as one of our greatest assets for
healing and mental wellness as many elements of culture
support positive emotions. Some of these elements include
family events, cultural foods, art, music and stories.36 As
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components of treatment plans, positive cultural experiences
can promote optimism and hope.36 Key goals and principles
of culturally competent systems of care include incorpora-
tion of cultural knowledge and sensitivity into policymaking
and administration.34 Other goals of cultural competence
include developing the necessary attitude, skill and know-
ledge base to serve African-American patients.37

In conclusion, healthcare providers must be diligent in their
commitment to reduce or remove barffers to the proper diagno-
sis and treatment ofADHD in African Americans. To begin,
efforts should be made to increase awareness in the African-
American community regarding the symptoms ofADHD and its
treatment, and to improve cultural awareness and sensitivity
toward African-American patients among clinicians to reduce
the challenges involved in cross-cultural diagnosis. Future
research should evaluate the usefulness of interventions such as
these in removing impediments to the effective management of
ADHD in the African-American population.
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