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CULTURALLY CONSCIOUS ADHD CARE

Supplemental Clinical Guidance

Additions and Strengthened Practices for the Clinician Toolkit

This supplement expands the Clinician Anchor Sheet with additional evidence-based practices identified through expert
review. Read alongside the full Culturally Conscious ADHD Care document.

How to use this supplement: This document adds one new practice section and strengthens six existing
practices in the Clinician Toolkit anchor sheet. Each addition addresses a gap identified through expert review.
All content follows the same citation and evidence standards as the original toolkit.

STRENGTHENED EXISTING PRACTICES
Addition to Practice 01: Build Trust, Integrate Faith

The original toolkit addresses faith as a relational and clinical asset, asking about faith, exploring what faith
communities say about ADHD, and collaborating with faith leaders. The following clinical insight strengthens that
section:

Effectively managing ADHD can enhance a client's spiritual life and their relationship with God, Allah, or their
higher power. When ADHD symptoms are better regulated, individuals are more able to be fully present during
prayer, worship, scripture study, and spiritual practices that require sustained attention, stillness, or emotional
availability. This is a meaningful and often deeply motivating clinical frame for patients in faith communities, and
one that positions ADHD treatment not as a departure from spiritual life but as a path toward fuller engagement
with it. (PMC, Spiritual Practices as Coping in ADHD, 2025; Lucchetti et al., 2021)

Spirituality-based approaches, when integrated as complements rather than replacements to clinical care, are
moderately more effective than standard treatments alone for patients with strong spiritual affiliations. (Bouwhuis-
Van Keulen et al., meta-analysis of 23 RCTs, 2024)

Implement it:

e Frame treatment as enabling spiritual presence: When a patient or family member expresses faith as
central to their life, offer this reframe explicitly: "One thing many people find is that when ADHD is better
managed, they are able to be more present in prayer, more attentive during worship, and more engaged in
the spiritual practices that matter most to them. Managing ADHD can deepen, not diminish, your spiritual
life."

e Include spiritual goals in the treatment plan: Ask: "What would being more present in your spiritual life
look like for you?" Include this as a treatment goal alongside functional and occupational goals. Faith-
integrated goal-setting increases motivation and meaning in the treatment process.

Addition to Practice 02: Heard and Genuinely Assessed

The original toolkit covers open-ended, culturally informed history-taking and asking about daily life context. The
following strengthens the clinical assessment framing:

Interview questions should be framed around how ADHD practically manifests in a patient's daily life rather than
focusing primarily on a checklist of DSM symptoms. Symptom checklists alone produce incomplete pictures,
particularly for BIPOC patients whose ADHD may present differently across cultural contexts, and for patients
who have developed compensatory strategies that mask clinical symptoms in a structured interview setting.
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Implement it:

e Lead with daily life questions: Before introducing any symptom language, ask: "Walk me through a
typical day for you, from waking up to going to bed. Where do things get hard?" "What are the parts of your
week that feel like a constant struggle?" "When you think about what is not working in your life right now,
what comes to mind first?" These questions surface ADHD-related functional impairment in the patient's
own language.

e Anchor symptoms to real-life examples: When introducing DSM-based symptom questions, ground
each one in concrete daily life: "Some people find it hard to start tasks even when they know they need to
do them. Does that happen for you? Can you give me an example from this past week?" This approach
produces more clinically valid responses than abstract symptom endorsement. (APA, DSM-5-TR, 2022; Epstein
and Loren, Dialogues in Clinical Neuroscience, 2013)

e Ask about the gap between ability and output: A critical diagnostic question for ADHD across cultures:
"Is there a gap between what you know you are capable of and what you are actually able to produce or
follow through on?" This question captures the ADHD experience of functional impairment without requiring
the patient to use clinical vocabulary.

Addition to Practice 05: Bias Interruption in Assessment

The original toolkit addresses the overdiagnosis of conduct disorder in Black patients and instructs clinicians to
rule out ADHD before concluding conduct disorder. The following adds a stronger and more specific clinical
standard:

Oppositional Defiant Disorder and Conduct Disorder diagnoses should be used very sparingly and rarely in
children. The behaviors associated with ODD and CD, defiance, irritability, rule-breaking, and emotional
outbursts, overlap substantially with the neurological features of unmanaged ADHD, including emotional
dysregulation, executive function failure, and poor inhibitory control. For Black and brown children in particular,
where the documented diagnostic disparity produces a 61% higher rate of conduct disorder diagnoses compared
to white peers with identical presentations, clinicians bear a heightened professional responsibility to ensure
ADHD has been rigorously evaluated and ruled out before applying these diagnoses. (Shalaby, Sengupta and
Williams, Scientific Reports, 2024; Pliszka, 2015; Barkley, 2015)

Implement it:

e Apply the ODD/CD diagnosis with documented clinical rigor: Before assigning an ODD or CD
diagnosis to a child, document explicitly in the clinical record: (1) that ADHD was evaluated and either ruled
out or identified as co-occurring; (2) that the behaviors extend beyond what is explained by the ADHD
presentation; and (3) that cultural context was considered in the interpretation of oppositional behavior.
(APA, DSM-5-TR, 2022)

e Consider the cumulative diagnostic impact: An ODD or CD diagnosis in a Black or brown child creates
a clinical record that follows them through school systems, juvenile justice systems, and future clinical
encounters. The diagnostic consequences are not abstract. Apply these diagnoses only when the clinical
evidence is unambiguous and when ADHD has been comprehensively assessed.

Addition to Practice 06: Multimodal Care and Medication

The original toolkit addresses medication hesitancy from the family's perspective and the access gap for Black
and Hispanic children. The following adds the clinical dimension of prescriber-side bias in stimulant access:

Black and brown patients frequently face barriers to accessing stimulant medications not only from within their
own communities but from within the healthcare system itself. Systemic bias and racial stereotypes about drug
misuse and diversion affect clinical decision-making at the prescriber level. Clinicians may be less likely to
prescribe stimulants to Black patients, or may apply additional scrutiny, monitoring requirements, or
documentation burdens that are not applied equally to white patients presenting with the same diagnosis and
clinical history. (Kamimura-Nishimura et al., Academic Pediatrics, 2023; Glasofer et al., Journal of Attention Disorders, 2020)
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The stimulant medication shortage that began in 2022 has disproportionately affected patients without private
insurance or without stable pharmacy relationships, barriers that fall disproportionately on Black and brown
patients and those in underserved communities.

Implement it:

e Examine your own prescribing patterns: Ask yourself: Am | applying the same clinical standard for
stimulant prescribing to this Black or brown patient that | would apply to a white patient with the same
presentation, diagnosis, and history? If the answer is uncertain, that uncertainty is clinically significant.

e Do not require patients to prove they will not misuse medication: Additional documentation burdens,
drug testing requirements, or shortened prescription intervals imposed on Black or brown patients without
equivalent clinical rationale constitute unequal care. The clinical standard for stimulant prescribing should
be applied consistently across race.

e Actively assist patients navigating medication access barriers: Stimulant shortages, pharmacy
availability, and insurance formulary restrictions are real barriers. When a patient cannot fill a prescription,
proactively assist with alternatives: different formulations, alternative pharmacies, patient assistance
programs, or non-stimulant options with comparable efficacy for their profile.

Addition to Practice 06: Language and Interpretation

The original toolkit addresses providing written materials in Spanish and notes that relying on patients to translate
clinical information is inadequate. The following adds the specific clinical standard for spoken language access:

Providing written materials in a patient's language is necessary but not sufficient. Clinical appointments
themselves, including intake interviews, evaluation sessions, feedback conversations, and treatment planning
discussions, must be conducted in the patient's language. This requires access to professional medical
interpreters, not family members, not bilingual staff functioning informally, and not patients themselves.

Implement it:

e Know how to access professional interpreters before you need them: Every clinical practice serving
patients with limited English proficiency is required under Title VI of the Civil Rights Act to provide
meaningful access to language services. Know your organization's interpreter access protocols. Have the
phone or video interpretation service available before the appointment begins.

e Do not use family members as interpreters: Using family members, including older children, as
interpreters introduces multiple clinical risks: the interpreter may not know medical terminology, may filter or
soften information, may introduce their own interpretive bias, and places an inappropriate burden on the
family member. Professional medical interpreters provide accurate, confidential, clinically appropriate
Ianguage access. (U.S. Department of Health and Human Services, Office for Civil Rights, Title VI Guidance; National
Council on Interpreting in Health Care, 2023)

e Offer interpretation proactively, not reactively: Do not wait for a patient to disclose a language barrier.
Ask about language preference at intake and confirm interpretation needs before every appointment.
Patients who struggle in English but do not disclose the barrier are providing incomplete clinical information,
producing incomplete evaluations.

NEW PRACTICE SECTION
07 Clinical Habits That Make the Difference

The following practices address dimensions of culturally conscious ADHD care that are not covered in the original
toolkit. Each reflects a specific clinical behavior that distinguishes thorough, equity-focused ADHD practice from
standard care.
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Implement it:

Screen parents when a child is diagnosed: ADHD has a heritability of 77 to 88%, making it one of the
most heritable conditions in psychiatry. Research shows that 40% of parents with ADHD have children who
also meet diagnostic criteria, and conversely, when a child is diagnosed, a parent is frequently also living
with unidentified ADHD. When a child is referred for or receives an ADHD evaluation, include a brief
parental ADHD screen as standard practice. A parent with unidentified ADHD faces significant challenges
implementing the behavioral strategies and consistent routines that benefit their child's treatment.
Identifying and supporting the parent is treatment for the child. (ADDA, citing Faraone and Larsson, Molecular
Psychiatry, 2019, ADHD heritability estimate 77-88%)

Look for ADHD in non-traditional settings: ADHD is dramatically overrepresented in settings where
clinicians may not routinely screen for it. This includes correctional facilities (ADHD prevalence 5 to 10
times higher than the general population), substance use treatment programs (ADHD is a well-documented
risk factor for substance use disorders), homeless shelters (where ADHD is underdiagnosed relative to its
actual prevalence), domestic violence programs (where impulsivity, emotional dysregulation, and
relationship instability associated with unmanaged ADHD are present at elevated rates), and crisis
pregnancy centers. Clinicians and organizations working in these settings should integrate ADHD screening
into their standard protocols. Waiting for individuals to self-identify is not a screening strategy. (Young et al.,
PMC, 2015; Baggio et al., systematic review, 2018; SAMHSA data analysis, Cambridge Core, 2024)

Practice collaborative care across providers: When a client feels their medication dosage is insufficient,
needs documentation for a workplace accommodation, or is struggling with a prescriber but feels unable to
advocate for themselves, the treating therapist or non-prescribing clinician can and should play an active
collaborative role. Writing a letter of clinical support, making a phone call to the prescribing clinician,
providing documentation for an employer or school, or attending a joint appointment are all within the
professional scope of most clinicians and are particularly important for Black and brown patients who may
face additional barriers to self-advocacy within medical systems. Collaborative care is not scope creep. It is
Comprehensive care. (CHADD, Collaborative Care in ADHD,; Kamimura-Nishimura et al., Academic Pediatrics, 2023)

The evaluation and treatment pathway for ADHD involves multiple sequential steps: referral, scheduling,
evaluation, feedback, diagnosis, treatment recommendation, prescription, pharmacy, follow-up, school
coordination, and ongoing monitoring. Each step requires executive function skills that ADHD impairs. For Black
and brown patients navigating these steps with additional barriers of systemic distrust, limited provider availability,
insurance constraints, and language access, the process is even more demanding. Ask yourself concretely: What
can | do within my role to reduce the friction of this process for this patient? Examples include:

Support clients through the ADHD-unfriendly evaluation process: Send appointment reminders via
multiple channels and with sufficient advance notice. Provide written summaries of what was discussed and
what the next steps are at the close of every appointment. Help patients draft questions for other providers
before referral appointments. Simplify forms and instructions. Make follow-up calls when patients do not
return rather than waiting for them to reschedule. Provide checklists for multi-step processes. These
modifications are low-cost and produce measurably better engagement. (Barkley, 2015; Kamimura-Nishimura et
al., Academic Pediatrics, 2023)

Reach out proactively when appointments are missed: Adults with ADHD are 90% more likely to miss a
scheduled healthcare appointment than matched controls, and nearly two in five adults with ADHD miss at
least one appointment per year. Children and adolescents with ADHD are 60% more likely to miss
appointments. The mechanism is executive dysfunction, specifically the same planning, initiating, and
memory difficulties that define ADHD in every other domain of life. When a patient with ADHD misses an
appointment, the clinically appropriate response is a warm, non-judgmental outreach to offer rescheduling
without assumption: "We missed you at your appointment. We wanted to reach out and check in, and to
offer another time if that would be helpful." Do not interpret non-attendance as disengagement or lack of
motivation. Treat it as a symptom. (McQueenie, Ellis et al., PLOS Mental Health, 2024, Journal of Clinical Psychiatry,
2016)

Maintain robust ADHD knowledge regardless of specialty: Clinicians who treat patients with ADHD,
whether or not ADHD is their stated specialty, are responsible for ensuring their ADHD knowledge is
thorough, current, and evidence-based. ADHD is not a simple or static condition. Its presentation varies
significantly by age, gender, race, co-occurring conditions, and life stage. Experimental, superficial, or
outdated approaches to ADHD assessment and treatment cause measurable harm, particularly for BIPOC
patients who are already receiving less thorough care within a system that consistently underserves them.
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If your ADHD knowledge is not current, update it. If a case exceeds your expertise, refer it. These are
professional standards, not suggestions. (APA, DSM-5-TR, 2022; CHADD Evidence-Based Practice Guidelines)

A NOTE ON INTEGRATION

This supplement is designed to be read alongside, and eventually integrated into, the Culturally Conscious ADHD
Care anchor sheet. The practices here are not additions to an already complete framework. They are completions
of one. Culturally conscious ADHD care for Black and brown communities requires all of these dimensions, from
the relational foundation of trust to the operational habit of calling back the patient who did not show up. Every
practice matters. Every patient deserves all of them.

The Society for ADHD and Co-Occurring Conditions
Empowering Faith-Based and Marginalized Communities with ADHD Education & Advocacy
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