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Introduction: attention Deficit Hyperactivity Disorder (ADHD) is a common neurobehavorial disorder
in children and adolescents. However there are not studies about this pathology from the standpoint
of the primary care pediatrician.
Material and methods: on July 2011 the patients with the diagnosis of ADHD and between 6 to 12
years of age were selected at the Catarroja Health Center (Valencia). Patient data from the clinical
history were recorded and who was the professional that make the diagnosis, treatment and follow up.
Results: 47 children had the diagnosis of ADHD from a total of 2,466 (prevalence rate 1.9%). Most of
them were referred from the primary care pediatrician to the pediatric neurologist or psychiatrist. The
most common treatment was methylphenidate followed by atomoxetine. Complementary examinations were performed in 32% of the patients to rule out any alternative cause for the symptoms. The
coexisting conditions founded were similar to other reports. The outcome of the patients, in the cases
that it was reported, was satisfactory in most of them (36%).
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Conclusions: the prevalence found in our area is low, probably due to the study design. Patients are
diagnosed and treated many times by the pediatric neurologist or psychiatrist. Some of the cases are
treated by the pediatrician, tendency that we hope to be increased.

Resumen

Déficit de atención con hiperactividad. Perspectiva desde Atención Primaria
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Introducción: el déficit de atención con hiperactividad (TDAH) es un trastorno neuropsiquiátrico común
en la infancia y en la adolescencia. Sin embargo, existen pocos estudios que muestren la situación actual de este trastorno desde la perspectiva del pediatra de Atención Primaria.
Material y métodos: a fecha de 1 de julio de 2011, fueron seleccionados los pacientes de edad comprendida entre 6 y 14 años de edad controlados en el centro de salud de Catarroja que presentaban el
diagnóstico de TDAH. A partir de la historia clínica se procedió a la recogida de datos del paciente, de
los profesionales involucrados en el diagnóstico, del tratamiento y del seguimiento.
Resultados: de los 2466 niños entre 6 y 14 años de edad registrados, 47 estaban diagnosticados de
TDAH (1,9%). La mayoría de los pacientes fueron remitidos desde Pediatría de Atención Primaria para
ser estudiados por Neuropediatría y/o Psiquiatría infantil. El tratamiento más extendido fue el metilfenidato (87%), seguido de atomoxetina (4%). Se realizaron exploraciones complementarias al 32% de
los pacientes durante el seguimiento, para descartar otras causas de los síntomas. La existencia de comorbilidades asociadas fue similar a la encontrada en otros estudios. La evolución fue favorable en la
mayoría de los pacientes en los que se registró la evolución (36%).
Conclusiones: la prevalencia de TDAH encontrada en nuestra área ha sido baja, probablemente debido
al diseño del estudio. Los pacientes son diagnosticados y tratados mayoritariamente por las especialidades de Neuropediatría y/o Psiquiatría infantil. Algunos de los pacientes son tratados por el pediatra
de cabecera, tendencia que esperamos siga en aumento.
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INTRODUCTION

Health of the Valencian Community, uses the ICD9 classification of diseases diagnostic codes.

Attention deficit hyperactivity disorder (ADHD) is a
common neuropsychiatric disorder in childhood
and adolescence1. Its presence has serious repercussions on the personal development and the
family environment of the patient.

Inclusion criteria: as for patient selection, we included children who had a current ADHD-related
diagnosis as of 1 July 2011: ICD-9-314 (hyperkinetic syndrome of childhood), ICD-9-314.9 (unspecified hyperkinetic syndrome), ICD-9-314.2 (hyperkinetic conduct disorder), ICD-9-314.00
(attention deficit disorder without mention of hyperactivity) or ICD-9-314.01.

When we reviewed the published research on
ADHD, we found various studies devoted to the
prevalence of this disorder2,3, as well as guidelines
and recommendations for managing patients with
this condition4,5, but found no literature with information about the actual reality of these children, the professionals—like us—who treat them,
the medications they take, and the evolution of
their condition over time.
The Primary Care Paediatrician (PC) is an accessible
professional who has an ongoing relationship with
the child and his family, and is thus in a privileged
position to be involved in the diagnosis and treatment of children with this pathology. However, the
diagnosis and clinical management of these patients is a complex task that requires specific training, experience in prescribing and managing medication, and most importantly, to have the
necessary time allotted during visits to perform an
adequately long interview without rushing. Regardless of these challenges, many PC paediatricians wish to be involved in the treatment of these
patients.
This study aims to clarify the current situation of
ADHD in our healthcare field. It is an observational
study that gathers the relevant epidemiological
and clinical data of the patients, providing the basis for a more involved approach by the paediatricians at our healthcare centre (HCC).

MATERIALS AND METHODS
The Catarroja HCC is located in a town of the Horta
Sud area near the city of Valencia. Its staff includes
four paediatricians, and the centre uses computerised clinical histories. The computer software we
employ (Abucasis), provided by the Department of
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Variables: after selecting patients with these diagnostic codes, we reviewed their clinical histories to
gather the following data: date of birth, referrer,
date of diagnosis, diagnosing professional, diagnostic tests, presence of comorbidity, whether the
patient was receiving psychological support at the
time, and how his condition had evolved over time.
We defined the referrer as the person who sought
medical attention for the patient: the parents or
school (the teacher or the school counselling service); the date of diagnosis, the date on which the
ADHD diagnosis first appears in the clinical history;
and defined the diagnosing professional as the person who made the diagnosis and prescribed medication or was in charge of monitoring the treatment: neuropaediatrician, child psychiatrist,
clinical psychologist, or paediatrician. We recorded
coexisting conditions as neurological comorbidities
or psychiatric comorbidities. As for the evolution of
the patient, it was considered good if the history
made any reference to an improvement in the patient’s behaviour or his academic achievement.

RESULTS
This study found 47 children diagnosed with the
aforementioned codes. We serve 4873 children,
out of which 2466 are between 6 and 14 years of
age. The latter number is the one that has been
used to calculate the prevalence, which is of 1.9%.
The ages of the children at the time of diagnosis
ranged between 2 and 13 years, with an average of
8 years (standard deviation: 2.5). There were 39
boys and 8 girls.
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Table 1. Referrer (person or entity who identifies the problem) and professional that makes the diagnosis and
determines the treatment, in total numbers and percentages
Referrer (person or entity
Professional making the diagnosis
who identifies the problem)
and determining treatment
 Psychiatrist: 20 (42%)
 Parents: 17 (36%)
 Neuropaediatrician: 22 (47%)
 School: 11 (24%)
 Paediatrician: 3 (7%)
 Paediatrician: 5 (10%)
 Psychologist: 2 (4%)
 Other: 2 (4%)
Not recorded 12 (26%)

Table 1 shows the referrers and the professionals
in total numbers and percentages. There were 12
children (26% of the total) whose clinical histories
did not include information regarding the referrer.
Table 2 shows the pharmacological treatment that
was being followed by patients at the time of the
last documented visit. Only two of the patients received psychological treatment alone, and the rest
was taking medication or had taken it in the past.
Several patients had switched medications over
the course of their treatment.
Complementary examinations were performed on
15 children (32% of the total). They included eight
electroencephalograms, six neurophysiological
studies (brain mapping and auditory and visual
evoked potentials), two intelligence quotient tests,
one nuclear magnetic resonance scan, and one
computerised axial tomography brain scan.
Neurological or psychiatric comorbidities were
noted in the histories of 23 (49%) of the patients:
anxiety in one patient, aggression in two, Tourette’s
syndrome in one, enuresis in one, cephalea in one,
a language disorder in four, reading and writing

disorders in three, epilepsy in three, and academic
failure in six. Ten (21%) patients were receiving
psychological support: six attended a school counselling office, one was being treated by the psychologist at the childhood mental health centre,
two had completed the Cogmed working memory
training, and one had received neurofeedback
therapy. As for the progress of the children, there
was data available for 17 patients (36%): the evolution of ADHD was good in 12 patients, fair in 2, and
poor in 3.

DISCUSSION
First of all, we ought to note the lack of data in the
study. Since it was retrospective, we could only include whatever data were available in the clinical
histories, which in some cases were quite scarce.
For many patients who were diagnosed before the
study started, the paediatrician had suspected the
diagnosis and, in agreement with the parents, referred the patient to the neuropaediatrician or
psychiatrist, who made the final diagnosis. While

Table 2. Medications employed in the treatment of the patients, number of patients on each medication, and
percentages of the total number of patients
Percentage of total number of
Medication
Number of patients
patients
Methylphenidate
41
87%
Immediate release formulation
16
34
Osmotic-controlled extended
12
26
release formulation
Extended-release pellet formulation
7
15
Combinations of two
6
13
methylphenidate formulations
Atomoxetine
2
4
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we are on this subject, we must note that the parents exerted considerable pressure to have the
child referred to what they called “a specialist”.
There were also patients who came to the public PC
office after they had been diagnosed in a private
practise so they could get the prescriptions (at a discounted rate) for the medications prescribed by the
original physician. In such cases, the information on
the patient is very limited, and including these patients in the study may result in a bias on the reported number of patients receiving medication.
When it comes to prevalence, our study found a
rate lower than those reported in the medical literature2. This could be explained by the fact that
our study was not designed to research prevalence
rates, but instead involved the observation of children who came to the clinic spontaneously.
The ages at diagnosis and the differences in prevalence between the sexes, however, were consistent
with those reported in the literature6,7.
When it comes to the professional making the diagnosis, it is almost evenly split between the neuropaediatrician and the child psychiatrist. Our centre has a Childhood Mental Health Unit with
which we work very closely, so we frequently refer
to the psychiatrist if we do not suspect a neurological disorder that may need to be assessed by
the neurologist.
Three patients in the study were diagnosed and
treated by the paediatrician himself, reflecting the
current trend of having the PC paediatrician diagnose and monitor these patients8.
Most of the medications administered to the patients were various forms of methylphenidate derivatives; atomoxetine was the other medication
used for pharmacological treatment, and there
were two children who were treated by the clinical
psychologist with psychotherapy alone.
Few complementary examinations were performed, in adherence to the current recommendations, which do not advise the systematic performance of complementary examinations9, unless
indicated by findings in the patient’s history or
physical examination. Some of the performed neu-
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rophysiological examinations had not been requested by us, so we assume that they were part
of the diagnostic approach of the specialists involved.
The coexisting conditions we found were similar
to those recorded in the literature10, with school
failure and anomalies in language, reading, and
writing as the most common disorders. Concomitant epilepsy was present in three of the patients,
of which two were receiving medication to treat
their ADHD, since such treatment is not contraindicated.
Psychological treatment in addition to pharmacological treatment and school counselling services
is recorded in the clinical histories of only a few
patients (21%). This result is probably due to gaps
in clinical history taking, and such treatment may
have been in place in more cases.
Last of all, the evolution of the patients, at least in
the short-term, has been favourable in most cases.
Once again we face a lack of data, since patient
progress is recorded in few histories.

CONCLUSIONS
In our healthcare area, ADHD is diagnosed and
treated by a variety of professionals. As paediatricians, we are becoming increasingly involved in its
diagnosis and monitoring. The characteristics of
the patients seem to fit the epidemiology data referred to above; the treatments administered and
the progress of the patients also seemed consisted
with those reported in the literature we reviewed.
The main problem we identified in our study was
the lack of data in some of the clinical histories.
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