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From the Clinician
Maximizing the Benefits of Stimulant Medication
Treatment for Children with AD/HD – Part 1
by David Rabiner, Ph.D.

levels of symptoms.3 Approximately 90 per-
cent of children receiving medication in the
MTA study no longer met full diagnostic
criteria for AD/HD.4 [This does not
include the community-based control group
treated with medication.] Results from a
recent study of children with AD/HD treated
with medication by community physicians,
however, found that almost 40 percent
continued to meet full AD/HD diagnostic
criteria.5 Finally, in another recent report,
there was no indication that community-
based treatment improved the educational
outcomes for children with AD/HD.6

A reasonable conclusion to draw from
this evidence is that many children with
AD/HD who are treated with medication
fail to benefit to the extent possible. Under-
standing why children treated in research
studies often do better than children receiv-
ing the same medication in the community
is very important. This knowledge can help
parents maximize the benefits of medica-
tion treatment for their child should the
decision to try medication as part of a

comprehensive treatment plan be made in
consultation with their child’s healthcare
provider.

Lessons from the MTA Study
How can the benefits provided by medica-
tion treatment be maximized? An examina-
tion of medication treatment procedures
used in the MTA study provides valuable
information on this question. Key elements
of these procedures, and how they are
likely to differ from typical practice are high-
lighted below.
� Children were tested initially on three
different doses of stimulant medication and
a placebo. Parents and teachers completed
standardized ratings of children’s behavior
and side effects on the different doses to
help ensure that medication provided a sig-
nificant benefit (i.e., the child did better on
medication than on placebo) and to deter-
mine the optimal starting dose for each child.
Systematic monitoring of children’s response
to a full range of doses, although recom-
mended in the treatment guidelines recently
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      AD/HD,
an important decision that parents face is
whether to include medication as part of
their child’s overall treatment plan. Although
many factors are involved in this decision,
medication treatment is frequently recom-
mended because it currently has the most
substantial research support as an effective
treatment for AD/HD. By 1996, 161 ran-
domized controlled trials involving thou-
sands of individuals with AD/HD across a
wide age range had been published, and
improvements were reported to occur in
between 65 and 75 percent of those receiv-
ing stimulant medication.1 Although many
of these studies lasted fewer than 12 weeks,
results from the Multimodal Treatment Study
of AD/HD2 (MTA study) indicated that
benefits of carefully conducted medication
treatment were sustained over the 14-month
period that the children were followed.

Despite the well-documented benefits of
medication treatment, results from carefully
conducted research may overestimate the
value typically provided to children treated
in community settings. In the MTA study,
children receiving medication treatment
through the study—whether alone or in
combination with intensive behavioral ther-
apy—experienced greater reductions in
AD/HD symptoms than children treated
with medication by community physicians.
For example, 68 percent of children receiv-
ing combined treatment (i.e., medication and
behavior therapy) and 56 percent of chil-
dren receiving medication treatment alone
had ratings that fell within the normal range
for AD/HD and ODD (oppositional defi-
ant disorder) symptoms after 14 months. In
contrast, only 25 percent of community-
treated children—two-thirds of whom
received medication—showed normalized

Understanding why children treated in research studies often do better than children
receiving the same medication from community physicians is very important.
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published by the American Academy of
Pediatrics,7 may often be neglected in the
community practice setting. As a result, many
children are likely to start treatment on a
non-optimal dose.

Starting children on the lowest possible dose
is reasonable as long as one is prepared to
go up systematically to achieve an optimal
response. Dose increases can be made every
week or less, and parents should under-
stand that sequential dose increases are
needed to determine the optimal dose for
their child. Sometimes this requires that the
child briefly receive more than is optimal.
Frequent systematic parent and teacher feed-
back regarding the child’s response is also
essential in determining the optimal dose.
� When the initial stimulant was not
effective, rather than giving up on stimu-
lant medication, testing was continued
using other medications. Although a small
number of children required non-stimulant
medication, and some did not benefit from
any medication, an effective medication was
eventually found for the vast majority of
children. In community settings, it may be
more common for medication to be discon-
tinued if initial results are not positive, or
to switch to another class of medication
(e.g., anti-depressants) before trying other
stimulants.
� Once an effective medication was found,
MTA-treated children (who had AD/HD-
combined type) received three doses per
day to provide full day coverage. [Children
who suffer from primarily inattentive
AD/HD may not require the same type of
12-hour therapy.]

Children treated in the community with
medication received an average of two
doses per day, and, on average, received a
smaller total daily dose. Because study-
treated children experienced greater reduc-

tions in AD/HD symptoms, children
receiving medication treatment in commu-
nity settings may often be maintained on
dosing regimens that are not sufficient.
(Note: The initial stimulant used in the MTA
study was methylphenidate, the generic form
of Ritalin. Since the MTA study was con-
ducted, several longer acting stimulants have
become available, e.g., Concerta, Adderall-
XR, Metadate CD, Ritalin-LA. These
medications may be preferable in many
instances because they eliminate the need
for administration during the school day,
which often poses a variety of problems.)
� Once the initial medication and starting
dose were determined, ongoing treatment
effectiveness was monitored via monthly
follow up visits and phone contacts with
children’s teachers. In community settings,
ongoing treatment monitoring is typically
far less intensive.

Translating these Lessons into Practice
Although there were other differences
between study- and community-treated chil-
dren, those discussed above certainly seem
to be among the most important. Because
the procedures used in the MTA study
resulted in better child outcomes, it is
important that parents try to ensure that
their child’s treatment is consistent with
these procedures. Although the specifics of
some MTA medication treatment procedures
would be difficult to replicate exactly in
community settings (e.g., the initial place-
bo-controlled trial involving daily dose
changes and daily teacher and parent
behavior ratings), the principles underlying
these procedures are not.

In the April issue of Attention!®, we’ll look
at several specific guidelines recently pub-
lished by the American Academy of Pediat-
rics, the American Academy of Child and
Adolescent Psychiatry and the Texas Con-

sensus Conference Panel on how to obtain
the maximum benefit from stimulant medi-
cations as part of a multimodal treatment
program for children with AD/HD.  �

David Rabiner, Ph.D,. is a child psychologist and
senior research scholar in the Center for Child and
Family Policy at Duke University, and a member of
CHADD’s Professional Advisory Board.
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