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ABSTRACT

Objective: To provide updated national prevalence estimates of diagnosed attention-deficit/
hyperactivity disorder (ADHD), ADHD severity, co-occurring disorders, and receipt of ADHD med-
ication and behavioral treatment among U.S. children and adolescents by demographic and
clinical subgroups using data from the 2022 National Survey of Children’s Health (NSCH).
Method: This study used 2022 NSCH data to estimate the prevalence of ever diagnosed and
current ADHD among U.S. children aged 3-17 years. Among children with current ADHD, ADHD
severity, presence of current co-occurring disorders, and receipt of medication and behavioral
treatment were estimated. Weighted estimates were calculated overall and for demographic and
clinical subgroups (n = 45,169).

Results: Approximately 1 in 9U.S. children have ever received an ADHD diagnosis (11.4%,
7.1 million children) and 10.5% (6.5 million) had current ADHD. Among children with current
ADHD, 58.1% had moderate or severe ADHD, 77.9% had at least one co-occurring disorder,
approximately half of children with current ADHD (53.6%) received ADHD medication, and
44.4% had received behavioral treatment for ADHD in the past year; nearly one third (30.1%) did
not receive any ADHD-specific treatment.

Conclusions: Pediatric ADHD remains an ongoing and expanding public health concern, as
approximately 1 million more children had ever received an ADHD diagnosis in 2022 than in
2016. Estimates from the 2022 NSCH provide information on pediatric ADHD during the last
full year of the COVID-19 pandemic and can be used by policymakers, government agencies,
health care systems, public health practitioners, and other partners to plan for needs of children

with ADHD.

Introduction

Attention-deficit/hyperactivity disorder (ADHD) is
one of the most common neurodevelopmental disor-
ders among children in the United States. During
2016-2019, nearly 1 in 10 (9.8%) US children had
ever received an ADHD diagnosis based on parent-
report (Bitsko et al., 2022). Diagnostic criteria for
ADHD include having symptoms of inattention and/
or hyperactivity/impulsivity, functional impairment in
multiple settings, and symptom onset by the age of 12
years (American Psychiatric Association, 2013).
Approximately 60% of children with ADHD have co-
occurring mental, behavioral, and developmental dis-
orders (Cuffe et al.,, 2020; Danielson, Bitsko, et al.,
2018; Faraone et al., 2021; Groenman et al., 2017),

also known as “complex ADHD” (Barbaresi et al.,
2020). Individuals with an ADHD diagnosis are more
likely to experience poor health outcomes like obesity,
chronic illness, and accidental injury (Egbert et al.,
2018; Ghirardi et al., 2020; Holton & Nigg, 2016;
Nigg, 2013) as well as have increased healthcare utili-
zation compared to peers without ADHD (Faraone
et al., 2021). Public health surveillance of ADHD diag-
nosis and associated treatment indicators provide valu-
able information to monitor changes in the population
of children with ADHD being diagnosed and receiving
treatment, detect disparities among demographic sub-
groups, compare estimates of treatment receipt against
recommendations from clinical guidelines, and
describe changes in service utilization over time.
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ADHD Prevalence

Estimates of ADHD diagnosis among U.S. children have
increased from approximately 6-8% in 2000 to approxi-
mately 9-10% in 2018 (Akinbami et al., 2011; Boyle
et al., 2011; Centers for Disease Control and
Prevention, 2005; Visser et al., 2014; Zablotsky et al.,
2019). The prevalence of diagnosed ADHD varies by
socio-demographic factors: it is more common in boys,
children living in lower-income households, children
with public health insurance, and children living in
rural areas (Bitsko et al., 2022; Danielson, Bitsko, et al.,
2018; Pastor et al., 2015; Zablotsky & Black, 2020;
Zablotsky et al., 2019). Differences in ADHD diagnosis
by race and ethnicity have also been noted, with higher
estimates among non-Hispanic White and non-
Hispanic Black children compared with non-Hispanic
Asian and Hispanic children (Bitsko et al., 2022; Perou
et al., 2013).

ADHD Treatment

There are a number of effective treatments available to
reduce ADHD symptoms and related impairments
(Coghill et al., 2023; Wolraich, Chan, et al., 2019).
Clinical practice guidelines describe medication, beha-
vioral interventions, and educational services as compo-
nents of effective treatment for ADHD (Barbaresi et al.,
2020; Pliszka & AACAP Work Group on Quality Issues,
2007; Wolraich, Hagan, et al., 2019). Recommendations
for the use of medication and behavior therapy are age
specific. Behavior therapy in the form of parent training
is recommended as the first-line treatment for children
younger than 6 years, whereas a combination of medi-
cation and behavior therapy is recommended for chil-
dren aged 6-11 years; medication is recommended for
adolescents aged 12-17 years with encouragement for it
to be delivered in combination with behavioral inter-
ventions if available (Wolraich, Hagan, et al., 2019). In
addition to parent training, behavioral classroom man-
agement, behavioral peer interventions, and organiza-
tional training have demonstrated well-established
effectiveness (Evans et al., 2018).

Medication is the most common form of treatment
among U.S. children and adolescents with ADHD. In
2016, approximately two thirds (62%) of U.S. children
and adolescents with ADHD were receiving medication
treatment (Danielson, Bitsko, et al., 2018); prevalence
estimates of ADHD medication use have generally
increased over time (Burcu et al., 2016; Hales et al.,,
2018; Hoagwood et al., 2016; Olfson et al., 2015; Safer,
2016; Toce et al., 2022; Visser et al.,, 2014), though
decreases have also been reported (Board et al., 2020).

National estimates of behavioral treatments specific
to ADHD are more difficult to characterize, due to
variation of indicators used to define behavioral treat-
ment. In 2016, 46.7% of children and adolescents with
ADHD had received behavioral treatment for ADHD
based on parent report (Danielson, Bitsko, et al., 2018).
In 2014, parents reported that 62.2% of children with
ADHD had ever received psychosocial treatments such
as social skills training, peer interventions, cognitive
behavioral therapy, and/or had parents receiving parent
training, and 32.5% of children with ADHD were cur-
rently receiving at least one of these treatments
(Danielson, Visser, et al., 2018). Behavior treatment for
ADHD may have increased in recent decades; a study of
children with ADHD in a Medicaid sample found that
receipt of psychotherapy increased from 21.7% in 2001
to 38.8% in 2010 (Hoagwood et al., 2016).

Impact of COVID-19 Pandemic

The COVID-19 pandemic, beginning in 2020, has
been associated with negative effects on children’s
mental health (Lebrun-Harris et al.,, 2022). For
ADHD symptoms specifically, a global meta-analysis
showed that children experienced an increase in
ADHD symptoms during the pandemic compared to
prior years (Rogers & MacLean, 2023). Relatedly, chil-
dren experiencing symptoms of stress, depression, and
anxiety during the pandemic may also exhibit symp-
toms of inattention and impulsivity (Breaux et al.,
2021), potentially leading to a diagnosis of ADHD
when other diagnoses may be more appropriate. The
pandemic also affected service delivery for diagnosis,
behavior therapy, and medication treatment; access to
some in-person services was reduced, but telehealth
services were increasingly available, which may be
more accessible for families affected by ADHD-related
challenges (Ali et al., 2023).

The Present Study

The objective of this study is to provide updated
national prevalence estimates of diagnosed ADHD,
ADHD severity, co-occurring disorders, and receipt of
ADHD medication and behavioral treatment among
U.S. children by demographic and clinical subgroups
using data from the 2022 National Survey of
Children’s Health (NSCH) (United States Census
Bureau, 2023). Monitoring the prevalence of ADHD
diagnosis and treatment, including differences in demo-
graphic and clinical subgroups, can identify potential
gaps and inequalities in access to ADHD care that may
be addressed by public health efforts.



Methods
Data

This study used data from the 2022 NSCH to produce
national cross-sectional estimates of the prevalence of
ADHD diagnosis, ADHD severity, co-occurring mental,
behavioral, and developmental disorders (MBDDs), and
receipt of treatment for ADHD among non-institutio-
nalized children aged 3-17 years living in the United
States. The NSCH is a population-based survey collect-
ing data from parents and guardians (hereinafter
referred to as parents) on the health and well-being of
one randomly selected child aged 0-17 years living in
the household. The survey, sponsored by the Health
Resources and Services Administration’s Maternal and
Child Health Bureau, is administered annually by the
U.S. Census Bureau with web and paper response
options. Additional details about the survey methodol-
ogy and administration are available elsewhere (United
States Census Bureau, 2023). Data are de-identified;
institutional review board approval is not needed for
secondary analyses. There were 45,483 completed inter-
views for children aged 3-17 years for the 2022 NSCH
included in this analysis. The overall response rate was
39.1%, which is the probability that an address sampled
for participation in the NSCH completes the survey. The
interview completion rate was 78.5%, which is the prob-
ability that a household completes the survey once the
survey is initiated (United States Census Bureau, 2023).

ADHD Indicators

To identify children who had ever received an ADHD
diagnosis, parents were asked whether a doctor or other
health care provider ever told them that their child had
attention deficit disorder (ADD) or ADHD (hereinafter
referred to as ADHD). For parents who answered “yes,”
a follow-up question asked if the child currently has
ADHD. Data for either of the ADHD indicators were
missing for 0.9% of respondents. Respondents with and
without complete ADHD diagnosis responses were
similar across most demographic subgroups; however,
respondents missing on either ADHD indicator were
more likely to have less household education or lower
family income relative to the federal poverty line than
respondents with complete ADHD diagnosis responses
(data not shown). Respondents with missing values for
either ADHD indicator were excluded from the analyses
for the relevant indicator. The overall analytic sample
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for the prevalence estimates of ever having been diag-
nosed with ADHD was 45,169 children aged 3-17 years.

To characterize clinical characteristics of ADHD
among children with current ADHD, questions on
ADHD severity and other MBDDs were considered.
For severity, the parent was asked if their child’s
ADHD was mild, moderate, or severe. For co-occurring
MBDDs, questions similar to the questions about
ADHD were asked about diagnosed behavioral or con-
duct problems, anxiety problems, depression, Tourette
syndrome, autism spectrum disorder (ASD), learning
disability, intellectual disability, developmental delay,
and speech or language disorder." Presence of current
co-occurring MBDDs were grouped into mental, emo-
tional, and behavioral disorders (MEBs: behavioral or
conduct problems, anxiety problems, depression,
Tourette syndrome) and developmental, learning, and
language disorders (DLLDs: ASD, learning disability,
intellectual disability, developmental delay, speech or
language disorder). Children without any endorsed co-
occurring disorders who were missing responses on
more than three current co-occurring disorder ques-
tions were excluded from analyses of grouped co-occur-
ring disorder prevalence (MBDD, MEB, and DLDD; n
=1); otherwise, children with item-level missingness
were excluded from analysis of those items only (<2%
item-level missingness for each MBDD among those
with current ADHD).

Two questions assessed specific treatments received
for ADHD: (1) “is this child currently taking medication
for ADD or ADHD?,” and (2) “at any time during the
past 12 months, did this child receive behavioral treat-
ment for ADD or ADHD, such as training or an inter-
vention that [the parent] or this child received to help
with [the child’s] behavior?.” Another NSCH question
asked about receipt of mental health treatment more
generally: “during the past 12 months, has this child
received any treatment or counseling from a mental
health professional?.” This general indicator of mental
health treatment was combined with the indicator for
receipt of behavioral treatment for ADHD to provide
a broader estimate of receipt of behavioral treatment
among children with ADHD. In addition to the esti-
mates of the individual indicators of ADHD treatment,
the prevalence of mutually exclusive combinations of
ADHD treatment were calculated: receipt of both
ADHD medication and behavioral treatment for
ADHD, ADHD medication only, behavioral treatment
for ADHD only, and neither ADHD medication nor
behavioral treatment for ADHD. Children with current

'Questions about behavioral or conduct problems, learning disability, intellectual disability, developmental delay, and speech or language disorder also
included educators as professionals who could tell the parent that their child had the condition.
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ADHD with missing data for either of the ADHD-spe-
cific treatment questions (0.9% of children with current
ADHD) were excluded from all analyses related to treat-
ment; otherwise, children aged 3-17 years with reported
current ADHD comprised the analytic sample for the
analysis of treatment indicators (n = 5,059).

Analysis

Weighted prevalence estimates and 95% Clopper-
Pearson confidence intervals (95% CI) of ever having
been diagnosed with ADHD and having current ADHD
were calculated among all children aged 3-17 years.
Weighted prevalence estimates and 95% CI of ADHD
severity, current co-occurring disorders, and treatment
indicators were calculated among children with current
ADHD. Comparisons by demographic subgroups were
tested using prevalence ratios (PR) and 95% CI or chi-
square tests (a = 0.05) by sex (boys, girls), age group (3-5
years, 6-11years, 12-17 years), race (White, Black,
American Indian/Alaska Native, Asian, Native
Hawaiian/Pacific Islander, two or more races), ethnicity
(Hispanic/Latino, non-Hispanic/Latino), primary lan-
guage in the household (English, other language), highest
education among adults in the household (less than high
school, high school, more than high school), family
income relative to the federal poverty level (<100% fed-
eral poverty level, 100%-199% federal poverty level,
>200% federal poverty level), type of health insurance
(public only, private only, public and private, none),
region (Northeast, Midwest, South, West), and
urbanicity® (rural, suburban, urban). Multiply imputed
values from the public-use NSCH data set replaced miss-
ing values for family income relative to the federal pov-
erty level (19.5% of overall analytic sample). Weighted
prevalence estimates were flagged if they did not meet the
National Center for Health Statistics data presentation
standards for proportions by absolute confidence width
(>30%) or relative confidence interval width (>130%)
(Parker et al., 2017), with the exception of estimates
among Native Hawaiian/Pacific Islander children with
current ADHD. Estimates for this group were suppressed
due to the small sample size (n = 15). Data were analyzed
using SAS-callable SUDAAN v. 11.0.1 (RTI International;
Cary, NC) using design variables and sample weights to
adjust for the underlying demographics of the population
and non-response; analyses using multiply imputed data
also use appropriate procedures to combine estimates
across implicates.

Results
Diagnosis

In 2022, 11.4% of U.S. children aged 3-17 years
(7.1 million) had ever been diagnosed with ADHD by
a health care provider according to parent report
(Table 1). Of those who were ever diagnosed, 92.6%
had current ADHD, or 10.5% of U.S. children
(6.5 million). The prevalence of children ever diag-
nosed with ADHD increased by age: 2.4% of children
aged 3-5years (274,000 children), 11.5% of children
aged 6-11 years (2.8 million), and 15.5% of adolescents
aged 12-17 years (4.0 million) had ever been diagnosed
with ADHD. The prevalence of ADHD for both boys
and girls increased in early childhood and stabilized by
adolescence (Figure 1).

Patterns of significant demographic associations
were similar for estimates of ever and current ADHD
(Table 1). Boys had a higher prevalence of ADHD than
girls. Asian children had a lower prevalence of ADHD
than White children. Hispanic/Latino children had
a lower prevalence than non-Hispanic/Latino children.
Children living in households with a language other
than English as the primary language had a lower pre-
valence than children living in primarily English-speak-
ing households. Children living in households with high
school as the highest level of education and lower-
income households had a higher prevalence than chil-
dren living in households with more education and with
income >200% of the federal poverty level, respectively.
Children with public insurance (with or without private
insurance) had a higher prevalence than children with
private insurance alone. Prevalence was higher for chil-
dren living in the Northeast, Midwest, or South com-
pared to those living in the West and for children living
in rural or suburban areas compared to children living
in urban areas.

All other analyses described herein focus on children
with current ADHD only.

ADHD Severity

Among all children aged 3-17years with current
ADHD, 41.9% had mild ADHD, 45.3% moderate
ADHD, and 12.8% severe ADHD (Table 2). Several
demographic characteristics were associated with
ADHD severity; adolescents and Asian children had
lower prevalence of severe ADHD than children aged
6-11years and White children, respectively, with the

2Rural includes children living in outside of core based statistical areas or living in micropolitan statistical areas; suburban includes children living in
a metropolitan statistical area but not in a metropolitan principal city; urban includes children living in a metropolitan principal city; see United States

Census Bureau (2023) for details.
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Table 1. Prevalence of ever ADHD and current ADHD diagnosis among children aged 3-17 years by demographic subgroup, National

Survey of Children’s Health, 2022.

Has Current ADHD

Unweighted sample size

Ever Received ADHD Diagnosis

Weighted %
(95% CI)

PR
(95% CI)

Weighted %
(95% CI)

PR
(95% CI)

Overall 45,169 11.4 (10.9, 12.0)
Sex
Boys 23,338 14.7 (13.7, 15.6)
Girls 21,831 8.1(7.4,8.8)
Age
3-5years 11,056 24(1.9,29)
6-11 years 15,212 11.5 (10.5, 12.4)
12-17 years 18,901 15.5 (14.5, 16.6)
Race
White 34,473 11.9 (11.2, 12.6)
Black 3,195 11.7 (10.1, 13.5)
American Indian/Alaska Native 469 10.3 (6.7, 14.9)
Asian 2,897 4.0 (2.7,5.7)
Native Hawaiian/Pacific Islander 296 5.57 (2.0, 11.5)
Two or more races 3,839 129 (11.2, 14.8)
Ethnicity
Hispanic/Latino 6,969 9.5 (8.0, 11.1)
Non-Hispanic/Latino 38,200 12.2 (11.6, 12.8)
Primary Language in Home
English 41,109 12.5(11.9,13.1)
Other language 3,811 5.4 (3.7,7.6)
Highest education in household
Less than high school 1,254 10.7 (7.5, 14.7)
12 years, high school graduate 6,019 13.3 (11.7, 15.0)
More than high school 37,896 11.1 (10.5, 11.6)
Family income relative to FPLP
<100% of FPL 5,784 13.6 (11.8, 15.8)
100-199% of FPL 7,294 13.0 (11.4,14.7)
>200% of FPL 32,091 10.3 (9.7, 10.9)
Type of health insurance
Any 42,525 11.6 (11.1, 12.2)
Public only 10,323 14.2 (13.0, 15.6)
Private only 30,140 9.8 (9.2, 10.5)
Public and private 2,062 16.9 (14.2, 20.0)
None 1,845 10.3 (6.7, 14.8)
Region
Northeast 9,734 11.2 (10.2, 12.3)
Midwest 8,746 11.1 (10.2, 12.1)
South 12,249 13.5 (12.3, 14.8)
West 14,440 8.6 (7.8, 9.4)
Urbanicity©
Rural - 129 (11.2, 14.7)
Suburban - 11.9 (11.1, 12.7)
Urban - 10.1 (9.1, 11.2)

1.82 (1.63, 2.03)
Ref.

0.21 (0.16, 0.26)
Ref.
1.35 (1.22, 1.50)

Ref.
0.99 (0.85, 1.15)
0.86 (0.59, 1.27)
0.34 (0.24, 0.49)
0.46 (0.21, 1.01)
1.09 (0.93, 1.26)

0.78 (0.66, 0.92)
Ref.

Ref.
0.43 (0.31, 0.61)

0.97 (0.70, 1.35)
1.20 (1.06, 1.37)
Ref.

1.32 (1.13, 1.55)
1.26 (1.10, 1.45)
Ref.

1.45 (1.30, 1.61)
Ref.

1.72 (1.44, 2.05)

1.04 (0.71, 1.53)

1.31 (1.14, 1.49)

1.30 (1.15, 1.48)

1.58 (1.38, 1.80)
Ref.

1.27 (1.07, 1.51)
1.17 (1.04, 1.33)
Ref.

10.5 (9.9, 11.0)

13.3 (124, 14.2)
7.5 (6.9, 8.1)

23(1.8,29)
11.1 (10.2, 12.0)
13.6 (12.7, 14.5)

10.9 (10.2, 11.5)
10.9 (9.3, 12.7)
8.4 (5.4, 123)

3.5(23,5.0
50°%(1.7,11.2)

11.8 (10.2, 13.6)

8.1 (6.9, 9.5)
11.3 (108, 11.9)

11.7 (11.1,12.3)
3.6(2.7,4.8)

7.9 (5.6, 10.7)
12.4 (10.8, 14.0)
10.3 (9.8, 10.8)

12.0 (104, 13.9)
11.7 (104, 13.2)
9.6 (9.1, 10.2)

10.8 (10.3, 11.4)
13.4 (12.1, 14.7)
9.2 (8.6,9.8)
14.9 (124, 17.6)
7.2(5.1,9.7)

10.3 (94, 11.4)

104 (9.5, 11.4)

12.1(11.0, 13.3)
79(7.2,87)

11.9 (10.2, 13.7)
10.9 (10.2, 11.6)
9.2 (83, 10.1)

1.77 (1.60, 1.97)
Ref.

0.21 (0.16, 0.26)
Ref.
1.23 (1.10, 1.36)

Ref.
1.00 (0.86, 1.18)
0.77 (0.52, 1.14)
0.32 (0.22, 0.46)
0.46 (0.20, 1.07)
1.09 (0.93, 1.27)

0.72 (0.61, 0.84)
Ref.

Ref.
0.31 (0.23, 0.42)

0.76 (0.56, 1.05)
1.20 (1.05, 1.38)
Ref.

1.25 (1.07, 1.47)
1.22 (1.07, 1.39)
Ref.

1.45 (1.30, 1.63)
Ref.

1.62 (1.35, 1.94)

0.78 (0.57, 1.06)

1.30 (1.14, 1.50)

1.32 (1.15, 1.50)

1.53 (1.33, 1.75)
Ref.

1.29 (1.09, 1.54)
1.18 (1.05, 1.33)
Ref.

ADHD: attention-deficit/hyperactivity disorder. 95% Cl = 95% Confidence interval. PR = Prevalence ratio. Ref. = Reference group. FPL: federal poverty level. PR
in bold indicates statistically significant difference from reference group at the a =0.05 level.

?Estimate does not meet statistical reliability criteria and should be interpreted with caution.

PMultiple imputation was used to estimate values for respondents with missing data on indicators used to calculate poverty status (data were imputed for

19.5% of respondents represented in this table).

“The U.S. Census Bureau reviewed this data product for unauthorized disclosure of confidential information and approved the disclosure avoidance practices

applied to this release. CBDRB-FY24-POP001-0009.

caveat that the estimate for severe ADHD for Asian
children did not meet the criteria for statistical reliabil-
ity. Children living in households with high school as
the highest level of education or with lower income had
higher prevalence of severe ADHD than children in
households with more education or higher income,
respectively; similarly, children who had public insur-
ance (with or without private insurance) had higher
prevalence of severe ADHD than children with private
insurance. Children with ADHD and a co-occurring

MBDD had a higher prevalence of severe ADHD than
children without a co-occurring disorder.

Co-Occurring Disorders

Overall, 77.9% of children aged 3-17 years with current
ADHD had one or more co-occurring current MBDD;
63.6% had a co-occurring MEB and 46.3% had a co-
occurring DLLD (Table 3). Among all children aged 3-
17 years, 2.3% had ADHD without any co-occurring
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Figure 1. Weighted prevalence and 95% confidence intervals of parent-reported ADHD among children and adolescents by sex and
age, National Survey of Children’s Health, 2022. ADHD: attention-deficit/hyperactivity disorder.

MBDDs, 3.3% had ADHD with both a co-occurring
MEB and DLLD, 3.3% had ADHD with a co-occurring
MEB but not DLLD, and 1.5% had ADHD with a co-
occurring DLLD but not MEB. Approximately half
(51.0%) of children with current ADHD had two or
more co-occurring disorders. The most common co-
occurring MEBs were behavioral or conduct problems
(44.1%) and anxiety problems (39.1%); the most com-
mon co-occurring DLLDs were learning disability
(36.5%) and developmental delay (21.7%).
Approximately 1 out of 7 children had co-occurring
ASD (14.4%).

A higher prevalence of girls than boys with current
ADHD had an MBDD, but patterns by sex differed for
specific disorders. Boys more often had behavioral or
conduct problems or ASD than girls, while a higher
prevalence of girls had anxiety or depression than
boys. Overall, there was not a significant difference in
prevalence of co-occurring disorders by age, but for
some specific conditions there were significant differ-
ences by age. Post-hoc pairwise chi-square tests across
age groups indicated that the prevalence of behavioral
or conduct problems was lower among adolescents (all
p <.001), and depression and anxiety problems were
higher among adolescents than younger children (all
p <.01). A higher prevalence of young children (aged
3-5years) had ASD, developmental delay, and speech or
language disorder than older children (all p <.001;
Supplemental Table).

Treatment

Among children aged 3-17 years with current ADHD,
53.6% were currently taking ADHD medication
(3.4 million children; Table 4), or 5.6% (95% CI: 5.2,
6.0) of all children aged 3-17 years. ADHD medication

treatment patterns varied by some demographic char-
acteristics; a lower prevalence of children aged 3-5 years
were taking ADHD medication (23.6%) than older chil-
dren (56.9% of children aged 6-11 years, 53.4% of ado-
lescents aged 12-17 years); similarly, Hispanic children
and children living in non-English-speaking households
had a lower prevalence of taking ADHD medication
than non-Hispanic children and children living in pri-
marily English-speaking homes, respectively. A higher
prevalence of children with both public and private
insurance were taking ADHD medication than children
with private insurance only. Higher prevalence of chil-
dren living in the Midwest and South were taking
ADHD medication compared to children in the West.
A higher prevalence of children with moderate ADHD
(59.7%) and severe ADHD (77.9%) were taking medica-
tion than children with mild ADHD (39.7%); likewise,
a higher prevalence of children with co-occurring
MBDDs (55.1%) and specifically MEBs (58.2%) were
taking medication than children without co-occurring
MBDDs (48.4%).

A lower prevalence of children with current ADHD
received behavioral treatment for ADHD in the
past year (44.4%; 2.8 million) than were currently taking
medication (Table 4). However, when combining beha-
vioral treatment for ADHD and any mental health
counseling, a similar percentage (58.3%) received such
treatment compared to receipt of medication.

There were some differences in behavioral treat-
ment by demographic characteristics. Adolescents
aged 12-17 years, children living in households with
lower education, and children living in the South or
in rural areas had a lower prevalence of receipt of
behavioral treatment for ADHD than children aged
6-11 years, children living in households with higher
education, and children living in the West or in
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Table 2. Distribution of ADHD severity among children 3-17 years of age with current ADHD by demographic subgroups, National

Survey of Children’s Health, 2022.

Moderate ADHD Severe ADHD Severe ADHD
Weighted % Weighted % PR
(95% Cl) (95% Cl) (95% Cl)

Mild ADHD
Unweighted Weighted %
sample size (95% Cl)

Overall 5,057 41.9 (39.2, 44.6)
Sex

Boys 3,286 42.8 (39.2, 46.3)

Girls 1,771 40.2 (36.1, 44.5)
Age

3-5years 253 33.0 (23.2, 44.1)

6-11 years 1,930 38.9 (34.5,43.4)

12-17 years 2,874 448 (41.2,48.4)
Race

White 4,076 44.1 (40.9, 47.3)

Black 356 34.2 (27.0, 42.0)

American Indian/Alaska Native 50 34.8% (18.0, 54.9)

Asian 107 57.3% (37.1, 75.8)

Native Hawaiian/Pacific Islander 15 b

Two or more races 453 36.1 (28.5, 44.3)
Ethnicity

Hispanic/Latino 651 41.3 (33.2,49.7)

Non-Hispanic/Latino 4,406 42.0 (39.4, 44.8)
Primary language in home

English 4,864 41.7 (38.9, 44.5)

Other language 159 42.5* (27.6, 58.5)
Highest education in household

Less than high school 120 51.27 (34.5, 67.7)

12 years, high school graduate 806 35.1(28.7, 41.9)

More than high school 4131 43.1 (40.4, 45.9)
Family income relative to FPL®

<100% of FPL 785 36.3 (28.8, 44.5)

100-199% of FPL 915 35.8 (29.8, 42.3)

>200% of FPL 3,357 46.3 (43.3,49.4)
Type of health insurance

Any 4,840 42.0 (39.2, 44.8)

Public only 1,629 34.9 (29.8, 40.2)

Private only 2,828 47.6 (44.2,51.1)

Public and private 383 39.6 (30.7, 49.0)

None 149 42.9° (27.8, 59.1)
Region

Northeast 1,063 40.3 (35.1, 45.7)

Midwest 945 41.9 (37.3, 46.6)

South 1,615 42,0 (37.1, 47.0)

West 1,434 43.0 (37.9, 48.3)
Urbanicity

Rural - 37.2 (29.8, 45.0)

Suburban - 45.2 (41.6, 48.9)

Urban - 37.2 (324, 42.1)
Co-occurring disorder

Any current MBDD 3,997 35.2 (32.2,38.3)

Any current MEB 3,356 30.9 (27.6, 34.2)

Any current DLLD 2,372 34.1 (30.5, 37.7)

No current MBDD 1,059 65.7 (60.3, 70.8)

45.3 (42.6, 48.0)

44.8 (41.3, 483)
46.3 (42.0, 50.6)

53.3 (41.5, 64.8)
45.4 (41.1, 49.8)
44.6 (41.0, 48.2)

43.7 (40.6, 46.8)
50.5 (42.4, 58.6)
55.37 (34.6, 74.8)
41.3° (2%.9, 61.5)

49.6 (41.7, 57.4)

43.0 (354, 51.0)
45.9 (43.2, 48.6)

45.4 (42.7, 48.2)
46.5 (32.1, 61.4)

38.0 (24.3, 53.3)
45.0 (38.1, 52.0)
46.1 (43.3, 48.9)

44.4 (368, 52.3)
47.6 (413, 54.0)
44.8 (41.7, 47.9)

452
447

42.5, 48.0)
39.9, 49.7)
45.5 (42.0, 49.0)
46.3 (37.8, 55.0)
45.3% (29.5, 61.7)

47.4
46.5
44.7
43.7

42.2,52.7
41.9,51.2
39.8, 49.6
38.6, 49.0

45.4 (37.8, 53.2)
43.4 (39.9, 46.9)
49.4 (44.3, 54.6)

49.5 (46.3, 52.6
51.2(47.7, 548
47.7 (44.0, 51.4
30.6 (25.8, 35.7

12.8 (10.8, 15.0)

12.4 (9.9, 15.4)
13.5 (10.5, 16.9)

13.6 (7.5, 22.1)
15.6 (11.9, 20.1)
10.6 (8.5, 13.0)

12.2 (9.8, 15.0)

15.2 (105, 21.1)
9.9% (1.1, 32.5)
1.5% (051' 5.9)

14.3 (9.4, 20.5)

15.7 (9.1, 24.4)
12.0 (104, 13.9)

12.9 (10.8, 15.2)
10.97 (3.9, 23.1)

10.8% (4.8, 20.3)
19.9 (13.5, 27.7)
10.8 (9.1, 12.7)

19.3(13.3,27.2)
16.6 (12.4, 21.9)
8.9 (7.4,10.7)

12.8 (10.7, 15.1)
20.4 (16.0, 25.4)
6.9 (5.4, 8.6)
14.1 (8.9, 20.6)
11.8% (4.0, 25.3)

12.3 (9.3, 15.9)
11.6 (8.5, 15.4)
13.3(9.7,17.8)
13.2 (9.8, 17.3)
17.4 (9.4, 28.2)
11.4 (9.4, 13.6)
13.4 (9.7, 17.9)

15.4 (129, 18.1)

17.9 (15.0, 21.1)

18.3 (15.4, 21.5)
3.7%(1.8,6.7)

0.92 (0.67, 1.27)
Ref.

0.87 (0.50, 1.53)
Ref.
0.68 (0.49, 0.94)

Ref.
1.24 (0.84, 1.84)
0.81 (0.20, 3.33)
0.12 (0.03, 0.43)

1.17 (0.77, 1.78)

1.30 (0.80, 2.10)
Ref.

Ref.
0.85 (0.37, 1.92)

1.00 (0.51, 1.99)
1.85 (1.27, 2.69)
Ref.

2.17 (1.44, 3.26)
1.87 (1.33, 2.63)
Ref.

2,97 (2.17, 4.07)
Ref.

2.05 (1.30, 3.23)

1.72 (0.73, 4.03)

0.93 (0.64, 1.35)

0.88 (0.60, 1.30)

1.01 (0.68, 1.50)
Ref.

1.30(0.72, 2.32)
0.85 (0.60, 1.20)
Ref.

4.11 (2.20, 7.68)

4.79 (2.56, 8.96)

4.89 (2.61, 9.14)
Ref.

ADHD: attention-deficit/hyperactivity disorder. 95% Cl: 95% Confidence interval. PR: Prevalence ratio. Ref. = Reference group. FPL: federal poverty level. MBDD:
mental, behavioral, or developmental disorder. MEB: mental, emotional, or behavioral disorder. DLLD: developmental, learning or language disorder. PR in
bold indicates statistically significant difference comparing prevalence of severe ADHD from reference group at the a = 0.05 level.

?Estimate does not meet statistical reliability criteria and should be interpreted with caution.

bDue to small sample size for this subgroup, estimates are suppressed.
“Multiple imputation was used to estimate values for respondents with missing
17.9% of respondents represented in this table).

data on indicators used to calculate poverty status (data were imputed for

9The U.S. Census Bureau reviewed this data product for unauthorized disclosure of confidential information and approved the disclosure avoidance practices

applied to this release. CBDRB-FY24-POP001-0009.

urban areas, respectively. Conversely, children with
moderate or severe ADHD or a co-occurring MBDD
had a higher prevalence of receipt of behavioral
treatment for ADHD than children with mild
ADHD or no co-occurring disorder, respectively.
Similar patterns were observed for the combined

indicator of behavioral treatment for ADHD and/or
any mental health counseling, with the exception that
girls more often received either mode of behavioral
treatment than boys and adolescents had a similar
prevalence receiving either mode of behavioral treat-
ment to children aged 6-11 years.
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Table 4. Prevalence of receipt of non-mutually exclusive treatment types for ADHD among children 3-17 years of age with current
ADHD by demographic subgroups, National Survey of Children’s Health, 2022.

Received Behavioral Treatment for ADHD
or Any Treatment/Counseling from
a Mental Health Provider
in Past 12 Months

Received Behavioral Treatment for
ADHD

Currently Taking ADHD Medication in Past 12 Months

Weighted %
(95% CI)

PR
(95% Cl)

Weighted %
(95% CI)

PR
(95% Cl)

Weighted %
(95% CI)

PR
(95% Cl)

Overall
Sex
Boys
Girls
Age
3-5years
6-11 years
12-17 years
Race
White
Black
American Indian/Alaska Native
Asian
Native Hawaiian/Pacific Islander
Two or more races
Ethnicity
Hispanic/Latino
Non-Hispanic/Latino
Primary language in home
English
Other language
Highest education in household
Less than high school
12 years, high school graduate
More than high school
Family income relative to FPL®
<100% of FPL
100-199% of FPL
>200% of FPL
Type of health insurance
Any
Public only
Private only
Public and private
None
Region
Northeast
Midwest
South
West
Urbanicity®
Rural
Suburban
Urban
ADHD severity
Mild
Moderate
Severe
Co-occurring disorder
Any current MBDD
Any current MEB
Any current DLLD
No current MBDD

53.6 (50.9, 56.4)

54.2 (50.6, 57.7)
52.6 (48.3, 56.9)

23.6 (15.4, 33.6)
56.9 (52.4, 61.4)
53.4 (49.8, 57.0)

54.0 (50.8, 57.3)
53.4 (45.3,61.4)
61.1° (40.4, 79.3)
44.6° (2%.3, 65.3)

52.1 (44.2, 59.9)

43.6 (354, 52.2)
56.3 (53.6, 59.0)

55.1(52.3,57.9)
23.8 (14.2, 35.9)

49.0° (32.1, 66.0)
55.2 (48.1, 62.1)
53.6 (50.8, 56.4)

52.4 (44.7, 60.0)
51.4 (44.6, 58.0)
55.0 (51.8, 58.1)

54.6 (51.8, 57.4)
54.7 (49.7, 59.7)
53.2(49.7, 56.7)
63.6 (54.8,71.7)
37.5% (232, 53.5)

50.5 (45.3, 55.8)
56.8 (52.0, 61.5)
57.1 (52.0, 62.0)
44.3 (39.2, 49.5)

57.8 (50.0, 65.4)
54.3 (50.7, 57.9)
50.0 (44.9, 55.2)

39.7 (35.4, 44.2)
59.7 (55.8, 63.5)
77.9 (70.7, 84.0)

55.1 (52.0, 58.2)
58.2 (54.7, 61.6)
52.4 (48.6, 56.1)
48.4 (42.7, 54.1)

1.03 (0.93, 1.14)
Ref.

0.42 (0.29, 0.60)
Ref.
0.94 (0.85, 1.04)

Ref.
0.99 (0.84, 1.16)
1.13 (0.82, 1.55)
0.83 (0.53, 1.28)

0.96 (0.82, 1.13)

0.78 (0.64, 0.94)
Ref.

Ref.
0.43 (0.28, 0.67)

0.91 (0.65, 1.28)
1.03 (0.90, 1.18)
Ref.

0.95 (0.81, 1.11)
0.93 (0.81, 1.08)
Ref.

1.03 (0.92, 1.15)
Ref.

1.19 (1.03, 1.38)

0.70 (0.47, 1.04)

1.14 (0.98, 1.33)
1.28 (1.11, 1.47)
1.29 (1.12, 1.48)

Ref.

1.16 (0.98, 1.36)
1.09 (0.96, 1.22)
Ref.

Ref.
1.50 (1.32, 1.70)
1.96 (1.71, 2.25)

1.14 (1.00, 1.29)
1.20 (1.06, 1.37)
1.08 (0.95, 1.24)
Ref.

44.4 (41.8,47.1)

43.0 (39.6, 46.4)
47.0 (42.8,51.3)

51.5 (39.6, 63.4)
48.2 (43.7, 52.6)
41.0 (37.5, 44.5)

44.2 (41.1, 47.4)
429 (35.1,51.0)
49.0° (29.0, 69.2)
4452 (23.2, 65.0)

49.1 (41.2, 56.9)

41.9 (34.4, 49.7)
45.1 (42.4, 47.8)

44.8 (42.0, 47.5)
39.2 (26.0, 53.6)

28.6 (17.4,42.2)
373 (31.0, 44.0)
48.1 (45.3, 50.9)

39.6 (32.0,47.7)
44.9 (38.9, 51.0)
46.0 (42.8, 49.3)

44.9 (42.2, 47.7)
45.0 (40.1, 50.0)
44.3 (409, 47.7)
49.7 (40.9, 58.5)
36.97 (21.8, 54.1)

49.0 (43.8, 54.3)
47.3 (42.7, 52.0)
39.6 (35.0, 44.4)
48.8 (43.6, 54.1)

383 (31.6, 45.5)
44.2 (40.7, 47.7)
48.0 (42.9, 53.1)

29.4 (25.8,33.2)
51.9 (48.1,55.7)
67.9 (57.2,77.3)

51.2 (48.0, 54.3)
56.3 (52.6, 59.8)
51.9 (48.2, 55.6)
20.4 (16.4, 25.0)

0.91 (0.81, 1.03)
Ref.

1.07 (0.84, 1.36)
Ref.
0.85 (0.75, 0.96)

Ref.
0.97 (0.80, 1.18)
1.11 (0.74, 1.67)
1.00 (0.65, 1.56)

1.11 (0.94, 1.32)

0.93 (0.77, 1.12)
Ref.

Ref.
0.88 (0.62, 1.24)

0.60 (0.39, 0.91)
0.78 (0.65, 0.93)
Ref.

0.86 (0.69, 1.08)
0.98 (0.84, 1.14)
Ref.

1.02 (0.89, 1.16)
Ref.

1.12 (0.93, 1.35)

0.83 (0.54, 1.28)

1.00 (0.87, 1.16)

0.97 (0.84, 1.12)

0.81 (0.69, 0.95)
Ref.

0.80 (0.65, 0.98)
0.92 (0.81, 1.05)
Ref.

Ref.
1.77 (1.53, 2.04)
2.31(1.91, 2.78)

2.50 (2.02, 3.10)

2.75 (2.22, 3.41)

2.54 (2.05, 3.15)
Ref.

58.3 (55.5,61.0)

54.8 (51.2, 58.3)
64.7 (60.5, 68.8)

57.4 (45.2, 68.9)
60.0 (55.5, 64.4)
57.1 (53.4, 60.7)

59.1 (55.9, 62.3)
53.5(45.3,61.6)
54.2% (33.7,73.7)
53.1° (3%.6, 72.8)

61.2 (53.2,68.7)

58.6 (50.2, 66.7)
58.2 (55.5, 60.9)

58.5 (55.7, 61.3)
55.0 (39.7, 69.6)

43.6° (27.9, 60.3)
53.0 (46.0, 60.0)
61.3 (58.5, 64.1)

53.9 (45.7,61.9)
57.1 (50.7, 63.3)
60.4 (57.3,63.4)

59.2 (56.4, 62.0)
58.6 (53.3, 63.8)
59.3 (55.9, 62.7)
62.0 (53.0, 70.5)
42.8% (27.2, 59.5)

63.5 (58.0, 68.8)
59.4 (54.7, 64.1)
53.7 (48.6, 58.7)
63.8 (58.7, 68.7)

55.5 (47.8, 63.1)
57.2 (53.5, 60.8)
62.1 (57.1, 66.9)

44.1 (39.8, 48.4)
65.1 (61.4, 68.8)
81.1 (74.0, 86.9)

67.1 (64.0, 70.1)
73.9 (70.7, 77.0)
65.2 (61.4, 68.8)
26.9 (22.5,31.8)

0.85 (0.77, 0.93)
Ref.

0.96 (0.77, 1.18)
Ref.
0.95 (0.86, 1.05)

Ref.
0.91 (0.77, 1.06)
0.92 (0.63, 1.32)
0.90 (0.62, 1.30)

1.03 (0.90, 1.18)

1.01 (0.87, 1.16)
Ref.

Ref.
0.94 (0.72, 1.23)

0.71 (0.49, 1.02)
0.86 (0.75, 0.99)
Ref.

0.89 (0.76, 1.05)
0.95 (0.84, 1.07)
Ref.

0.99 (0.89, 1.10)
Ref.

1.05 (0.90, 1.21)

0.72 (0.50, 1.04)

1.00 (0.89, 1.12)

0.93 (0.84, 1.04)

0.84 (0.75, 0.95)
Ref.

0.89 (0.77, 1.04)
0.92 (0.83, 1.02)
Ref.

Ref.
1.48 (1.32, 1.65)
1.84 (1.63, 2.08)

2.49 (2.09, 2.97)

2.75 (2.31, 3.27)

2.42 (2.03, 2.89)
Ref.

ADHD: attention-deficit/hyperactivity disorder. 95% Cl =95% Confidence interval. PR = Prevalence ratio. Ref. = Reference group. FPL: federal poverty level.
MBDD: mental, behavioral, or developmental disorder. MEB: mental, emotional, or behavioral disorder. DLLD: developmental, learning, or language disorder.
PR in bold indicates statistically significant difference from reference group at the a=0.05 level.

?Estimate does not meet statistical reliability criteria and should be interpreted with caution.

PDue to small sample size for this subgroup, estimates are suppressed.

‘Multiple imputation was used to estimate values for respondents with missing data on indicators used to calculate poverty status (data were imputed for
17.9% of respondents represented in this table).

9The U.S. Census Bureau reviewed this data product for unauthorized disclosure of confidential information and approved the disclosure avoidance practices
applied to this release. CBDRB-FY24-POP001-0009.
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Table 5. Mutually exclusive combinations of ADHD treatment types among children 3-17 years of age with current ADHD by
demographic subgroups, National Survey of Children’s Health, 2022.

ADHD Medication and
Behavioral Treatment for

Neither ADHD Medication Nor
Behavioral Treatment for

Behavioral
Treatment for

ADHD ADHD Medication Only ADHD Only ADHD
Weighted % Weighted % Weighted % Weighted %
(95% CI) (95% CI) (95% CI) (95% CI) p
Overall 28.2 (26.0, 30.4) 25.5(22.9, 28.2) 16.2 (14.3, 18.3) 30.1 (27.6, 32.7)
Sex
Boys 27.6 (24.9, 30.5) 26.6 (23.1,30.3) 154 (13.1,17.9) 304 (27.2, 33.8) 0.44
Girls 29.2 (25.6, 33.1) 23.4(20.2, 26.9) 17.8 (14.4, 21.7) 29.6 (25.6, 33.8)
Age
3-5 years 15.7 (8.9, 24.8) 7.9° (3.8, 14.2) 35.8 (24.7, 48.2) 40.6 (29.1, 52.8) < 0.0001
6-11years 30.2 (26.7, 33.9) 26.8 (22.5,31.4) 18.0 (14.9, 21.5) 25.1(21.1, 29.4)
12-17 years 27.6 (24.6, 30.7) 25.8(22.5,29.3) 13.4(11.0, 16.1) 33.2(29.8, 36.6)
Race
White 28.4(25.9,31.1) 25.6 (22.6, 28.8) 15.8 (13.7, 18.1) 30.1 (27.2, 33.3) 0.48
Black 28.9 (22.4, 36.1) 245 (17.5, 32.6) 14.0 (8.7, 21.0) 32.6 (25.4, 40.4)
American Indian/Alaska Native 40.1° (21.1, 61.6) 21.07 (8.5, 39.3) 8.9 (2.4, 21.3) 30.07 (13.5, 51.5)
Asian 25.97 (11.5, 45.5) 18.7% (5.3, 41.3) 18.5% (5.5, 40.3) 36.87 (19.5, 57.1)
Native Hawaiian/Pacific Islander b b b b
Two or more races 25.2 (19.4, 31.7) 26.9 (20.0, 34.8) 23.9(17.0, 32.0) 24.0 (18.2, 30.7)
Ethnicity
Hispanic/Latino 22.8(17.4,28.9) 20.8 (13.0, 30.6) 19.1 (14.2, 24.8) 37.3(29.5, 45.6) 0.02
Non-Hispanic/Latino 29.6 (27.3, 32.0) 26.7 (24.3,29.2) 15.5(13.4,17.7) 28.2 (25.8,30.7)
Primary language in home
English 28.9 (26.6, 31.2) 26.2 (23.6, 29.0) 15.9 (13.9, 18.0) 29.0 (26.5, 31.6) 0.001
Other language 15.0 (8.4, 23.9) 8.9% (2.8, 19.8) 24.2(13.7,37.7) 52.0 (36.8, 66.8)
Highest education in household
Less than high school 209 (11.7, 32.9) 28.0% (12.3,49.2) 7.7%(2.9,15.9) 43.3% (27.2, 60.5) 0.007
12 years, high school graduate 25.4(20.2,31.1) 29.8 (22.8, 37.5) 11.9 (7.9, 17.1) 32.9 (26.6, 39.6)
More than high school 29.7 (27.3,32.2) 23.9 (21.6, 26.3) 18.4 (16.1, 20.8) 28.0 (25.5,30.7)
Family Income Relative to FPL®
<100% of FPL 25.1(19.4, 31.9) 27.2 (19.6, 36.5) 14.4 (103, 19.9) 33.2(26.2, 41.0) 0.73
100-199% of FPL 27.1 (22.1,32.7) 24.3 (19.0, 30.4) 17.8 (13.6, 23.1) 30.8 (25.0, 37.3)
>200% of FPL 29.7 (27.2,32.4) 253 (22.7, 28.0) 16.3 (13.8, 19.1) 28.7 (25.8,31.8)
Type of health insurance
Any 28.8 (26.5, 31.1) 25.8 (23.2, 28.6) 16.2 (14.3, 18.3) 29.2 (26.7, 31.9)
Public only 29.1 (25.1, 33.4) 25.7 (20.3, 31.6) 15.9 (13.0, 19.1) 29.3 (25.0, 34.0) 0.18
Private only 27.3 (245, 30.1) 26.0 (23.3, 28.8) 17.0 (14.2, 20.1) 29.8 (26.5, 33.2)
Public and private 37.8 (29.6, 46.5) 25.8 (18.4, 34.3) 11.9 (7.9, 17.1) 245 (17.1,33.3)
None 18.37 (8.3, 32.9) 19.2 (9.3, 33.0) 18.5% (6.8, 36.8) 44.0° (28.5, 60.3)
Region
Northeast 31.6 (27.0, 36.5) 19.0 (15.4, 23.0) 17.4 (13.9, 21.3) 32.0 (26.9, 37.6) 0.0001
Midwest 32.7 (28,5, 37.2) 24.1 (20.5, 27.9) 14.6 (11.5, 18.1) 286 (24.2,33.3)
South 25.1 (21.5, 29.0) 31.9 (27.0, 37.2) 14.5(11.2,18.3) 28.5 (24.0, 33.2)
West 274 (23.0,32.1) 16.9 (13.5, 20.9) 21.5(17.1, 26.4) 34.2 (29.4,39.3)
Urbanicity®
Rural 26.8 (21.2, 33.0) 31.1 (22.8, 40.3) 11.6 (8.6, 15.1) 30.6 (23.5, 38.4) 0.09
Suburban 283 (25.5,31.3) 26.0 (22.6, 29.6) 15.9 (133, 18.7) 29.8 (26.6, 33.2)
Urban 28.5(24.2,33.2) 21.5(17.7, 25.8) 19.5 (15.5, 23.9) 30.5 (25.7, 35.6)
ADHD severity
Mild 15.3 (12,6, 18.2) 24.5 (20.4, 28.9) 14.1 (11.6, 17.0) 46.1 (41.7, 50.6) < 0.0001
Moderate 32.5(293, 35.7) 27.3 (24.0, 30.8) 19.5 (16.2, 23.1) 20.8 (17.6, 24.3)
Severe 56.1 (46.5, 65.4) 21.8(12.8, 33.3) 11.8 (7.9, 16.8) 10.3 (5.8, 16.6)
Co-occurring disorder
Any current MBDD 33.1 (30.5, 35.9) 22.0(19.1, 25.1) 18.0 (15.7, 20.5) 26.8 (24.0, 29.8) < 0.0001
Any current MEB 36.8 (33.6, 40.0) 21.4 (18.2, 25.0) 19.5 (16.8, 22.4) 223 (19.5, 25.3) < 0.0001
Any current DLLD 33.2(29.8, 36.6) 19.2 (16.5, 22.1) 18.8 (15.9, 21.9) 28.9 (25.4, 32.5) < 0.0001

No current MBDD

10.6 (7.9, 13.7)

37.9(32.3,43.6)

9.9 (6.8, 13.8)

41.7 (36.2, 47.4)

ADHD: attention-deficit/hyperactivity disorder. 95% Cl = 95% Confidence interval. p = Chi square p-value. FPL: federal poverty level. MBDD: mental, behavioral,
or developmental disorder. MEB: mental, emotional, or behavioral disorder. DLLD: developmental, learning, or language disorder.

?Estimate does not meet statistical reliability criteria and should be interpreted with caution.

PDue to small sample size for this subgroup, estimates are suppressed.

“Multiple imputation was used to estimate values for respondents with missing data on indicators used to calculate poverty status (data were imputed for
17.9% of respondents represented in this table).

9The U.S. Census Bureau reviewed this data product for unauthorized disclosure of confidential information and approved the disclosure avoidance practices
applied to this release. CBDRB-FY24-POP001-0009.



When considering combinations of types of ADHD
treatment (Table 5), more than one quarter of children
with current ADHD received both ADHD medication
and behavioral treatment for ADHD (28.2%;
1.8 million). A higher prevalence of children received
ADHD medication only (25.5%; 1.6 million) than beha-
vioral treatment for ADHD only (16.2%; 1.0 million);
almost one third of children (30.1%; 1.9 million)
received neither medication nor behavioral treatment
for ADHD. Post hoc pairwise comparisons were made
by identifying groups with non-overlapping confidence
intervals. There was a statistically significant difference
in the pattern of treatment receipt by age, as a higher
prevalence of children aged 3-5 years received beha-
vioral treatment only and a lower prevalence received
medication alone or in combination with behavioral
treatment compared to older children and adolescents;
a higher prevalence of adolescents aged 12-17 years
than children aged 6-11 years received neither treat-
ment. A higher prevalence of children living in non-
English-speaking households received neither treatment
than children living in primarily English-speaking
households. A higher prevalence of children living in
the South received medication only than children with
ADHD living in the Northeast or West. A higher pre-
valence of children with moderate or severe ADHD or
with a co-occurring MBDD received both medication
and behavioral treatment than children with mild
ADHD or no co-occurring MBDD, respectively.

Discussion

This study documents that ADHD continues to affect
a substantial percentage of U.S. children based on 2022
data, with 11.4% (95% CI: 10.9-12.0; 7.1 million) of
U.S. children aged 3-17 years reported to have ever
received a diagnosis, and 10.5% (95% CI: 9.9-11.0;
6.5 million) with current ADHD. Among children with
current ADHD, nearly 3 in 5 had moderate or severe
ADHD, and three-quarters had at least one co-occurring
MBDD. Approximately half (53.6%) of children with
current ADHD were taking ADHD medication, and
a smaller percentage (44.4%) had received behavioral
treatment in the past year.

Comparison to Previous Estimates

The percentages of children who have ever been diag-
nosed and who had current ADHD in 2022 are higher
than those based on 2016 NSCH data [ever diagnosed =
9.9% (95% CI: 9.4-10.5; 6.1 million) and current
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ADHD=8.9% (95% CI 8.4-9.4; 5.4 million)]
(Danielson, Bitsko, et al., 2018). The higher estimates
in 2022 could reflect a generally increasing awareness of
and pursuit of care for ADHD (Abdelnour et al., 2022),
and/or could be a reflection of poor mental health
among children during the COVID-19 pandemic
(Lebrun-Harris et al., 2022). Pandemic-associated
family stressors such as illness and death in the family
and community, changes in parental work and child
schooling, decreased social interactions, and increased
fear and uncertainty are factors that can increase symp-
toms of inattention, impulsivity, and hyperactivity
(Dvorsky et al., 2022). Continued population-based
monitoring of reported ADHD diagnoses will be useful
to detect the direction of trends and to inform efforts
that determine whether sufficient services are available
to address the needs of children and adolescents with
ADHD.

Compared to 2016 NSCH data, a similar percentage
of children with ADHD were receiving behavioral treat-
ment for ADHD (44.4% in 2022 and 46.7% in 2016)
while receipt of ADHD medication was lower in 2022
(53.6%) compared to 2016 (62.0%). Notably, 30.1% of
children with current ADHD (approximately
1.9 million) received neither ADHD medication nor
behavioral treatment for ADHD, compared to 23.0%
(approximately 1.2 million) in 2016 (Danielson, Bitsko,
et al., 2018). Given the cross-sectional nature of the
NSCH data and lack of survey questions about timing
of diagnosis and treatment receipt, it is not possible to
distinguish between children newly diagnosed with
ADHD who had not started medication treatment yet,
children with existing ADHD diagnoses who never
received medication, and children with existing
ADHD diagnoses who had stopped medication, which
is common for children and adolescents with ADHD
(Schein et al., 2022). Decreases in ADHD medication
dispensing during the pandemic have also been
reported, suggesting that there may have been disrup-
tions in access to medication for some children with
ADHD (Chua et al., 2021). Additionally, widespread
shortages of ADHD medications were reported during
2022 and into 2023,” which may have played a role in
families’ ability to access medication treatment.

Demographic Changes

Shifts in patterns of treatments may also be affected by
changes in the demographic distribution of who
receives ADHD diagnoses. There is evidence that the
sex difference for diagnosis of ADHD may be

3https://www.fda.gov/drugs/drug-safety-and-availability/fda-announces-shortage-adderall
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narrowing; in prior years, the ratio of boys to girls
diagnosed with ADHD was more than 2:1 (Centers for
Disease Control and Prevention, 2005, 2010; Danielson,
Bitsko, et al., 2018; Visser et al., 2014), whereas the ratio
was 1.8:1 in 2022. An analysis of prescription medica-
tion claims from 2016 to 2021 found a stable or decreas-
ing percentage of boys and girls receiving stimulant
medications from 2016 to 2020. However, between
2020 and 2021, there was an increase in the percentage
of girls aged 10-19 years receiving stimulant medica-
tions without a corresponding increase for boys or
younger girls (Danielson et al., 2023). Regarding race
and ethnicity, diagnosed ADHD remains lower among
Asian and Hispanic children, similar to other popula-
tion-based studies (Morgan & Hu, 2023; Shi et al., 2021;
Wong & Landes, 2022). However, the prevalence ratio
of ever diagnosed ADHD among Hispanic children was
closer to 1 in 2022 (0.78, 95% CI: 0.66-0.92) than in
2016 (0.65, 95% CI: 0.54-0.79) (Danielson, Bitsko, et al.,
2018), suggesting a possible narrowing of gaps between
Hispanic and non-Hispanic children. Published data on
estimates of ADHD among Asian children and for other
racial and ethnic groups are limited and do not allow for
similar exploration of changes over time (Bitsko et al.,
2022; Shi et al., 2021). Otherwise, patterns of prevalence
across sociodemographic groups were generally consis-
tent with previous data (Bitsko et al., 2022; Danielson,
Bitsko, et al., 2018; Pastor et al., 2015; Perou et al., 2013;
Zablotsky & Black, 2020; Zablotsky et al., 2019). Future
work with NSCH data can investigate the intersection-
ality of demographic factors with likelihood of receiving
an ADHD diagnosis or treatment, as there is evidence of
interactive effects of socioeconomic factors, race, ethni-
city, and sex on prevalence of diagnosis and treatment
(Bozinovic et al., 2021; Federico et al., 2024; Morgan &
Hu, 2023).

Clinical characteristics of children with ADHD also
varied by some sociodemographic characteristics. In
many cases, groups that had higher prevalence of diag-
nosed ADHD also had disproportionately higher per-
centages of children with severe ADHD, including
among children in lower income households, children
with public health insurance, and children with co-
occurring MBDDs. On the other hand, among Asian
children, the racial group with the lowest prevalence of
diagnosed ADHD, disproportionately fewer children
were described as having severe ADHD compared to
mild or moderate ADHD. It is not clear to what extent
these patterns reflect culturally influenced differences in
parental perception of the severity of ADHD, or differ-
ences in the impairment experienced in different set-
tings, which could influence the likelihood of seeking an
ADHD diagnosis (Bannett et al., 2022; Gerdes et al,

2014; Metzger & Hamilton, 2021; Slobodin & Masalha,
2020; Yeh et al., 2004). Of note, estimates for ADHD
severity for several racial groups did not meet statistical
reliability criteria (including for Asian children); thus,
these results should be interpreted with caution.

Societal Context and COVID-19 Pandemic

In addition to sociodemographic and child characteris-
tics, societal context can contribute to the overall trends
in the diagnosis of ADHD, such as the context around
children’s mental health before and during the COVID-
19 pandemic. First, public awareness of ADHD has
changed over time. ADHD was historically described
as an externalizing disorder with a focus on easily obser-
vable hyperactive-impulsive symptoms, and was
thought to primarily affect boys (Faraone et al., 2015).
With increased awareness of symptoms related to atten-
tion regulation, ADHD has been increasingly recog-
nized in girls, adolescents, and adults (Abdelnour
et al., 2022). Moreover, ADHD has previously been
diagnosed at lower rates among children in some racial
and ethnic minority groups (Abdelnour et al., 2022).
With increased awareness, such gaps in diagnoses have
been narrowing or closing. Public awareness and dis-
cussion of ADHD using social media has risen in recent
years, with notable increases since the start of the pan-
demic (Abdelnour et al., 2022). This paralleled an
increase in attention to children’s mental health overall
during the pandemic (AAP-AACAP-CHA, 2021; U.S.
Surgeon General, 2021), which potentially reduced
stigma related to seeking mental health care.

Second, the presence of co-occurring disorders
among children with ADHD might also be associated
with increased opportunity to receive an ADHD diag-
nosis. Numerous studies have documented that the
overall trend of increases in child and adolescent
depression and anxiety present before the pandemic
(Bitsko et al.,, 2022) was exacerbated during the pan-
demic, particularly among adolescent  girls
(Radhakrishnan et al., 2022; Yard et al., 2021). Given
the high prevalence of co-occurring anxiety, depression,
and behavior problems, ADHD may have been identi-
fied as part of receiving mental health services for these
co-occurring disorders. However, symptoms of ADHD
and anxiety can be difficult to distinguish (Friesen &
Markowsky, 2021). Future data may help to understand
whether having multiple diagnoses reflect an accurate
diagnosis of ADHD in the presence of other disorders.
Given the increase in anxiety, stress, and trauma during
the pandemic (Bailie & Linden, 2023; Bittner Gould
et al., 2022; Breaux et al.,, 2021; Dvorsky et al., 2022), it
may be especially important to distinguish symptoms of



ADHD and anxiety to inform efforts to initiate appro-
priate treatment (Friesen & Markowsky, 2021).

Third, circumstances related to the pandemic may also
have increased the likelihood that a child’s ADHD symp-
toms could cause impairment (Rogers & MacLean, 2023).
For example, in families where children needed to engage
in virtual classroom learning while parents were also
working from home, previously manageable ADHD
symptoms may have become more impairing or symp-
toms that were previously unobserved by parents may
have become recognizable. Conversely, if virtual school-
ing limited teacher observations of symptoms, some chil-
dren may not have met the criteria for impairment in
multiple settings, which may have lowered the likelihood
of receiving a diagnosis. Further, recommendations for
treatment describe educational interventions and sup-
ports such as individual education programs and 504
accommodation plans as an integral part of treatment
(Wolraich, Hagan, et al., 2019). Due to the pandemic,
schools may have faced more challenges in providing
support for children with learning challenges (Spencer
et al, 2023), thus making it more likely that ADHD
symptoms could result in functional impairment in the
school setting. These increases in impairment may have
led more parents to seek diagnoses to ensure access to
support for their child (Rogers & MacLean, 2023).
However, the data in the current study do not capture
educational interventions and supports; further studies
are needed to understand the influence of the changes in
school environment on diagnosis and treatment patterns.

In addition to potential implications related to diag-
nosis, the COVID-19 pandemic had an extensive impact
on healthcare utilization patterns for pediatric mental
health (Bittner Gould et al., 2022; Radhakrishnan et al.,
2022). Based on a study of pediatric electronic medical
records, ADHD related healthcare visits initially
decreased during the pandemic but then returned to
pre-pandemic levels, while general pediatric visits
remained lower (Bannett et al., 2022). Adaptations to
health care delivery systems during the pandemic such
as loosening regulations to allow prescription of stimu-
lant medications through telehealth may have allowed
many families to access medication treatment for their
children with ADHD during the pandemic (Kolbe et al.,
2022). Future research could investigate patterns of
service delivery for ADHD during and after the pan-
demic, including availability of referral and assessment
services for ADHD, modes of ADHD service delivery,
uptake and discontinuation of ADHD medication, and
receipt of evidence-based behavioral treatment and
other recommended services such as school services
(Wolraich, Hagan, et al., 2019).
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Global Context

The estimated prevalence of ADHD based on parent
report is higher in the United States than comparable
estimates from other countries (Arruda et al., 2022;
Gobel et al., 2018; Liu et al., 2018; Russell et al., 2014);
this is similar to findings from a meta-analysis of studies
looking at estimated prevalence based on diagnostic
criteria and a review summarizing administrative pre-
valence, where estimates from North America tended to
be higher than the rest of the world (Sayal et al., 2018;
Thomas et al,, 2015). Regional variation in ADHD pre-
valence estimates is also evident within the United
States, which may be the result of variation in availabil-
ity of clinicians trained to diagnose and manage ADHD,
state and local policies, and regional differences in
demographic characteristics (Danielson et al., 2022).
Variations in diagnoses can be affected by awareness,
acceptance, and clinical practices which can vary geo-
graphically (Abdelnour et al., 2022; Faraone et al., 2021).
Future research could evaluate how differences in clin-
ical guidelines and practices (Coghill et al., 2023) across
countries result in international variability in estimated
prevalence of ADHD.

Limitations

This study is subject to a number of limitations. All
indicators reported in this analysis were based on
parent report, which may be limited by parent recall
and reporting decisions and have not been validated
against medical records or clinical judgment.
However, there is evidence that parent-reported indi-
cators related to ADHD have good validity compared
to other data sources (Cree et al., 2023; Danielson
et al.,, 2021; Visser et al.,, 2013). Another set of
limitations is related to question specificity. The
treatment questions are broad, do not provide details
or examples of the types of treatment that describe
what is intended to be reported for each indicator,
and do not distinguish recommended evidence-based
treatments from other types of treatments; therefore,
this analysis was limited in its ability to examine
receipt of evidence-based treatment according to
clinical guidelines (Wolraich, Hagan, et al., 2019).
The general question about receipt of treatment or
counseling from a mental health provider was not
asked in the context of ADHD, and thus receipt of
“treatment” could be interpreted as receiving
a medication prescription from a mental health pro-
fessional rather than receipt of behavioral treatment.
Further, children may be receiving evidence-based
behavioral school interventions that are not captured
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by parent report on the indicator of behavior treat-
ment for ADHD; the NSCH does not currently
include questions on specific educational interven-
tions and supports for ADHD such as classroom
interventions, individualized education programs, or
504 plans. Another limitation is that the NSCH had
a relatively low response rate during the study period
(39.1%), though the response rate was similar to
prior years of NSCH data collection.* While a low
response rate can result in a biased sample, sample
weights were developed by the U.S. Census Bureau in
part to adjust for non-response and mitigate poten-
tial bias, and there was no strong or consistent evi-
dence of non-response bias present in the 2022
NSCH data after the application of survey weights.’
Relatedly, some demographic subgroups had small
sample sizes that limited the calculation of statisti-
cally reliable estimates; prevalence estimates were
reviewed using the National Center for Health
Statistics standards for the presentation of propor-
tions (Parker et al., 2017) and estimates that did not
meet those standards were flagged in the tables.
Finally, the methods used for imputation and weight-
ing were updated beginning with the 2022 NSCH,
potentially limiting the use of direct statistical com-
parisons to estimates derived from previous survey
years that used different methodology (United States
Census Bureau, 2023). Future studies can examine
trends in ADHD diagnosis and treatment in the
years leading up to and beyond 2022 when datasets
with updated imputations and weights are released.

Conclusion

The results of this study provide updated estimates of
ADHD diagnosis, severity, co-occurring disorders, and
treatment among U.S. children and adolescents during
the last full year of the COVID-19 pandemic. These
estimates can be used by clinicians to understand current
ADHD diagnosis and treatment utilization patterns to
inform clinical practice, such as accounting for the fre-
quency and management of co-occurring conditions and
considering the notable percentage of children with
ADHD not currently receiving ADHD treatment. The
estimates from this survey can also be used by policy-
makers, government agencies, health care systems, public
health practitioners, and other partners to plan for the
needs of children with ADHD, such as by ensuring access
to care® and services for ADHD (Cummings et al., 2017).
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