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Implementation of an Adult ADHD Toolkit in Primary Care:

A Prospective Cohort Survey

C. Jason Mallo, DO,>* and Sara Powers, MD?

ABSTRACT

Objective: Attention-deficit/hyperactivity disorder (ADHD)
in adulthood presents unique challenges for primary care
providers, and many lack confidence addressing it. To
support them, a workgroup of volunteer primary care and
mental health providers created an Adult ADHD Toolkit
containing information about the disorder and treatment
advice. The objective of this study was to establish the
impact of implementing the toolkit in primary care.

Methods: Providers completed a survey immediately
before and 5 months after the toolkit was implemented.
Participation was voluntary and anonymous. Also,
prescriptions for stimulant and nonstimulant adult ADHD
medications were tracked 6 months before and 6 months
after the toolkit was introduced.

Results: The response rate was 77.4% (n=24) at baseline
and 64.5% (n=20) at follow-up. At follow-up compared to
baseline, participants reported significantly higher comfort
for assessment of adult ADHD (P=.039). Participants also
reported higher comfort for nonmedication management
(P=.10). There was no difference for comfort with
medication management or prescribing practices pre
versus post toolkit rollout, although participants were
more comfortable with and prescribed a greater number of
stimulants than nonstimulants.

Conclusions: Given the complexities of addressing adult
ADHD, the results of this study are encouraging. Our
findings highlight ways primary care providers can be
supported, as well as areas that require greater attention.
Still, more research is needed with a larger sample size to
further explore and validate the efficacy of the toolkit.

Prim Care Companion CNS Disord 2021,23(1):20m02712

To cite: Mallo CJ, Powers S. Implementation of an adult ADHD
toolkit in primary care: a prospective cohort survey. Prim Care
Companion CNS Disord. 2021;23(1):20m02712.

To share: https://doi.org/10.4088/PCC.20m02712
© Copyright 2021 Physicians Postgraduate Press, Inc.

2Department of Psychiatry, Maine Medical Center, Portland,
Maine

*Corresponding author: C. Jason Mallo, DO, Department of
Psychiatry, Maine Medical Center, 216 Vaughan St, Portland, ME
04102 (cmallo@mmc.org).

I n the past, providers did not have much incentive to learn about
attention-deficit/hyperactivity disorder (ADHD) in adulthood,
but the number of adult patients presenting for evaluation of
ADHD is on the rise.! Recent changes in social policies, diagnostic
criteria, pharmaceutical marketing, and public awareness have
contributed to this increase.” Longitudinal studies** demonstrate
that 50% of childhood ADHD patients continue to have symptoms
into adulthood, which coincides with established prevalence
rates of ADHD in 5% of children and adolescents and 2.5% of
adults.” Symptoms of adult ADHD can be profound and include
distractibility, disorganization, restlessness, and recklessness. Only
1in 10 adults with ADHD receives treatment.® Meanwhile, the cost
of untreated adult ADHD is substantial on individual and societal
levels” and includes a 13-year reduction in life expectancy.®

Providers lack confidence addressing ADHD in adulthood. A
2012 survey of primary care providers (PCPs) showed 36% were
not confident and only 8% very confident treating adult ADHD.’
Similarly, a 2009 survey'? indicated that 48% of PCPs were not
confident at all in their diagnostic ability. The workup for patients
complaining of adult ADHD is muddled by the need to rule out a
complex differential, which often is limited to a patient’s self-report.
Also, providers are apprehensive about malingering and prescribing
controversial medications at risk of being misused.

Guidelines on diagnosis and treatment of ADHD in adulthood
are lacking, and those that exist tend to emphasize treatment with
stimulants at the expense of alternative options that also have a
supportive evidence base. The largest psychiatric association in
the world, the American Psychiatric Association, has practice
guidelines'! for many common mental health disorders, but not
for adult ADHD.

In response to these dilemmas, an Adult ADHD Toolkit (Table
1) was created between 2016 and 2019 by a workgroup of volunteer
primary care and mental health providers at MaineHealth, the
largest integrated health care system in Maine. The development
of the toolkit has been described elsewhere.!? In short, the toolkit
is intended for implementation in the primary care setting and is
available to MaineHealth providers via the intranet. It includes
a triage model for approaching patient complaints based on the
complexity of a patients presentation, educational handouts for
patients, and assessment and management strategies. The toolkit
presents summary materials up front for quick access and more
detailed information in the appendix. All materials in the toolkit
are original and were generated based on a literature review and
clinical consensus.

This prospective cohort study evaluated the utility of the
Adult ADHD Toolkit in the primary care setting by investigating
the impact on provider confidence in assessing and managing
ADHD in adults after receiving the toolkit. We also examined how
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Clinical Points

B ADHD in adulthood is a growing concern among patients
seen in primary care.

B Toolkits help providers address patient complaints about
ADHD and increase provider confidence.

B Providers can benefit from learning more about
nonstimulant ADHD treatment options.

confident and skilled providers felt addressing different
clinical domains of adult ADHD. Finally, we investigated
whether stimulant and nonstimulant prescribing practices
were affected by rolling out the toolkit.

METHODS

Overview

Our study used a prospective repeated-measure design
to survey providers about their comfort and skill levels
with adult ADHD immediately before and 5 months after
the rollout of the Adult ADHD Toolkit in spring 2019.
Participants included 22 internal medicine physicians,
2 advanced practice providers, and 7 behavioral health
clinicians embedded in outpatient primary care offices at
Maine Medical Center in Portland, Maine. We also tracked
prescriptions of stimulant and nonstimulant medications
used for adult ADHD by the sampled primary care providers
before and after the rollout. The MaineHealth Institutional
Review Board exempted this study from review given
that it did not directly involve patients or their personal

identifiersand participation of providers was voluntary
and anonymous.

Survey Design

The survey was adapted from the ADHD Questionnaire
for Primary Care Providers (AQ-PCP) with permission
of the developers and the Children’s Hospital of
Philadelphia.!®> The AQ-PCP was designed for pediatric
providers; therefore, adaptations in the current version
focused on implementation of language appropriate for
adult patients. Additional questions specific to the content
of the Adult ADHD Toolkit were also incorporated. The
survey included demographic questions about provider
role, years since completing training, and average number
of patients seen with adult ADHD. The majority of survey
questions asked participants to rate their comfort and skill
with various topics related to adult ADHD using a 4-point
Likert scale: “not at all,” “usually,” “somewhat,” and “very
much?”

Survey Implementation

We attended provider in-service meetings at baseline
and 5-month follow-up and distributed printed surveys
to participants at the beginning of the meetings. Next, we
handed out printed copies of the Adult ADHD Toolkit and
oriented participants to accessing the toolkit online. We
also did a presentation focused on introducing the toolkit
at the baseline meeting and on diagnostic and treatment
tips from the toolkit at follow-up. Each presentation lasted
approximately 20 minutes and included time for participant
questions.

Table 1. Adult ADHD Toolkit Summary

Content

Description

For Providers
p 1: Introduction

Intent and limitations of the toolkit

Contact information for psychiatry

p 2: Triage model

Description of provider roles

Decision tree based on the complexity of a patient’s presentation

p 3: Assessment and treatment overview

Essential assessment, treatment, and monitoring tips including the following:

Ruling out alternative conditions
Incorporating rating scales and functional outcomes into the treatment plan
Selecting treatment options with a supportive evidence base

p 4: Medication table
For Patients

pp 5-6: Adult ADHD information and
resources sheets

Appendix
p 7: Assessment guidelines

Medication dosing, FDA approval, and Medicaid coverage

General information and resources for patients

More detailed information about assessment including the following:

Selecting the appropriate rating scale(s)

How to use rating scales at different stages of treatment
Strategies for gathering collateral information

Deciding when neuropsychological testing is indicated

pp 8-10: Treatment guidelines

More detailed information about treatment including the following:

Establishing realistic treatment goals

Choosing between different stimulants and nonstimulants
Understanding nonmedication treatment options
Managing comorbidity

pp 11-16: Assessment worksheet

Essential topics to address in an initial interview with adult-oriented questions

Abbreviations: ADHD = attention-deficit/hyperactivity disorder, FDA=US Food and Drug Administration.

For reprints or permissions, contact permissions@psychiatrist.com. ¢ © 2021 Copyright Physicians Postgraduate Press, Inc.

e2 [E PRiIMARYCARECOMPANION.COM

Prim Care Companion CNS Disord 2021;23(1):20m02712



Data Analysis

All results were entered into a database for analysis.
Survey questions were grouped into 3 scales based on
content: assessment, nonmedication management, and
medication management. We performed a factor analysis,
which supported the scales used and exactly recreated the
assessment scale. To facilitate a quantitative analysis, we
assigned numeric values to the Likert scale categories as
follows: not at all=1, usually=2, somewhat=3, and very
much=4. The responses within a scale were summed to
create individual scores that were treated as continuous. We
calculated the mean and standard deviation for each score
and used t tests to examine differences between the scores
before and after the toolkit rollout. The significance level
was set at .05. To compare more specific survey responses,
we used descriptive statistics shown as frequency (n, %).
Responses of behavioral health clinicians were excluded
from analyses of questions about medication management
given they were nonprescribers.

Prescription Data

The number of prescriptions for ADHD medications per
total patient panel was tracked monthly, 6 months before and
after the introduction of the toolkit. Aggregate prescription
data for primary care providers included in the study were
gathered from the electronic medical record and included
all medications identified by providers as being prescribed
for ADHD in adulthood. Prescriptions were categorized as
either stimulant or nonstimulant. Stimulants included all
amphetamine- and methylphenidate-based prescriptions,
and nonstimulants included clonidine, guanfacine,
bupropion, atomoxetine, and desipramine. We used ¢ tests
with a .05 significance level to compare the proportion of
stimulant and nonstimulant medications prescribed before
and after the toolkit rollout.

RESULTS

Participants

Of the 31 providers surveyed, 77.4% (n=24) completed the
survey at baseline and 64.5% (n=20) at 5-month follow-up.
Participants were similar at baseline and follow-up in regard
to provider role, years since completing training, and average
number of patients with adult ADHD seen weekly (Table
2). Most participants were physicians (70.5%), followed by
behavioral health clinicians (22.7%) and advanced practice
providers (6.8%). For years since completing training, the
most common selection was 6-10 years (34.1%) and the
least common was 0-5 years (13.6%). The average number of
adult patients with ADHD seen per week ranged from 0 to 6,
with 2.3% seeing 0, 63.6% seeing 1-3, and 34.1% seeing 4-6.

Assessment

For survey questions in the assessment scale, comfort
level significantly increased from baseline (12.7+5.0) to
5-month follow-up (16.1+5.3, P=.039, Figure 1A). The
majority of participants selected lower comfort level ratings

Implementation of an Adult ADHD Toolkit

Table 2. Participant Demographic Data

Frequency, n (%)

5-Month
Baseline  Follow-Up

Demographic (n=24) (n=20)
Provider role

Physician (MD/DO) 19(79.2) 12 (60.0)

Advanced practice provider (NP/PA) 1(0.0) 2(10.0)

Behavioral health clinician (LCSW) 4(16.7) 6 (30.0)
Years since completing training

0-5 3(12.5) 3(15.0)

6-11 8(33.3) 7 (35.0)

12-20 4(16.7) 6(30.0)

=221 9(37.5) 4(20.0)
No. of patients with adult ADHD seen per week

0 1(4.2) 0(0.0)

1-3 17 (70.8) 11 (55.0)

4-6 6(25.0) 9 (45.0)

>7 0(0.0) 0(0.0)

Abbreviations: ADHD = attention-deficit/hyperactivity disorder, DO =doctor
of osteopathic medicine, LCSW =licensed clinical social worker,
MD =doctor of medicine, NP =nurse practitioner, PA=physician assistant.

(“not at all” or “somewhat”) at baseline and higher comfort
level ratings (“usually” or “very much”) at follow-up for all
questions in this scale (Table 3). For instance, at baseline most
participants selected “not at all” for questions pertaining
to adult ADHD rating scales, whereas at follow-up most
selected “usually” The most common selection for obtaining
collateral information at baseline was “somewhat” and at
follow-up was “usually”

As comfort level with questions pertaining to assessment
increased, so did self-reported skill. Participants reported
greater skill level with initial assessment of adult ADHD
at follow-up relative to baseline. At follow-up, 63.2% of
participants selected higher-level ratings for skill with initial
assessment versus 36.2% at baseline.

Management

Participant comfort level did not change significantly pre
versus post toolkit rollout for questions in the management
scales (Figure 1A). However, a higher comfort level was
seen at follow-up for questions in the nonmedication
management scales (24.5+5.6 vs 27.5+5.9, P=.10). This
increase stood out for comfort with educating patients and
families about adult ADHD and recommending behavioral
management strategies (Table 3). For both questions,
most participants selected “somewhat” at baseline and
“usually” or “always” at follow-up. For many nonmedication
management questions, at baseline and follow-up “usually”
was a common selection. However, at baseline and follow-up
most selected “somewhat” for providing information about
obtaining vocational supports and “not at all” for providing
information about nutraceuticals.

Comfort level was similar at baseline (12.6+3.4) and
follow-up (12.5+3.6) for questions in the medication
management scale (P=.93). Participants were more
comfortable providing recommendations for stimulants
compared to nonstimulants (Table 3). Only 5% reported
being “not at all” comfortable with stimulants at baseline and
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Figure 1. Participant Assessment, Nonmedication Management, and

Medication Management Scale Scores
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selected higher comfort level ratings for
stimulants at baseline and follow-up, whereas
for nonstimulants the majority selected
lower comfort level ratings. An exception
for nonstimulants was bupropion, for which
participants mostly selected “usually” or
“always” being comfortable with.

Perceived skill increased along with comfort
level for questions about nonmedication and
medication management options. For skill
with incorporating functional outcomes into
the treatment plan, 47.4% reported higher-
level ratings at follow-up compared to 25% at
baseline.

Other Factors

Compared to other groups, participants
with 0-5 years since completing training had
greater changes from baseline to follow-up
for the assessment and nonmedication
management scales (Figure 1B). Additionally,
the majority of participants in this group had
higher skill level ratings at follow-up than
baseline for initial assessment (66.7% vs 0%,
respectively), educating patients and families
(66.6% vs 0%), and requesting psychiatric
consultation (100% vs 0%). Participants with
>21 years since completing training also had
higher levels at follow-up than baseline for the
assessment and nonmedication management
scales, while results did not change as much
for those in the intermediate groups.

Participants who reported seeing more
patients on average per week had higher
comfort level ratings for the assessment,
medication management, and nonmedication
management scales at baseline and follow-up.
Behavioral health clinicians had higher
comfort level ratings than physicians and
advanced practice providers at baseline and
follow-up for questions in the assessment and
nonmedication management scales (Figure
1C).

Prescribing Practices

The number of stimulant and nonstimulant
prescriptions per patient panel did not change
significantly after the toolkit rollout (Figure 2).
The proportion of stimulant prescriptions per
1,000 patients 6 months before the rollout was
15.11 and 6 months after was 16.13 (P=.10).
The proportion of nonstimulants prescribed
before and after the rollout was 7.88 and
7.22 (P=.06). Stimulants were prescribed
approximately twice as much as nonstimulants
throughout the year.
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Table 3. Participant Comfort Level Pre and 5 Months Post Implementation of the Adult ADHD Toolkit?

Baseline, n (%)

Follow-Up, n (%)

Very Very

Variable Not At Al Somewhat  Usually Much  NotAtAll Somewhat Usually  Much
Assessment (P=.039)P

Obtaining rating scales from patients 8(33.3) 7 (29.2) 6(25.00 3(12.5) 3(15.0) 3(15.0) 8(40.0) 6(30.0)
Obtaining rating scales from informants 10(41.7) (29.2) 5(20.8) 2(8.3) 3(15.0) 6(30.0) 5(25.0) 6(30.0)
Scoring and interpreting rating scales 11 (45.8) 7 (28.2) 3(12.5) 3(12.5) 3(15.8) 6(31.6) 7(36.8) 3(15.8)
Resolving discrepancies between rating scales 10 (43.5) 7 (30.4) 5(21.7) 1(4.3) 4(20.0) 5(25.0) 8(40.0) 3(15.0
Obtaining collateral information 6 (25.0) 10 (41.7) 7(29.2) 1(4.2) 3(15.0) 5(25.0) 10(50.0) 2(10.0)
Nonmedication management (P=.10)°

Educating patients and family members 2(8.3) 12 (50.0) 6(25.00 4(16.7) 0(0.0) 6 (30.0) 7(35.0) 7(35.0
Recommending behavior modification 5(20.8) 11 (45.8) 6(25.00 2(83) 2(10.0) 7 (35.0) 6(30.0) 5(25.0)
Monitoring the treatment plan 0(0.0) 12(52.2) 8(34.8) 3(13.0) 0(0.0) 3(15.8) 12(63.2) 4(21.1)
Providing information about pursuing psychotherapy 1(4.2) 8(33.3) 9(37.5) 6(25.0) 1(5.0) 5(25.0) 7(35.0) 7(35.0)
Discussing referral to mental health 1(4.2) 3(12.5) 14(58.3) 6(25.0) 0(0.0) 4(21.1) 7(36.8) 8(42.1)
Responding to questions about ADHD 1(4.2) 9(375) 10(41.7) 4(16.7) 0(0.0) 6 (30.0) 9(45.0) 5(25.0)
Knowing when to contact psychiatry 0(0.0) 9(37.5) 10(41.7) 5(20.8) 0(0.0) 4(20.0) 8(40.0) 8(40.0)
Providing information about vocational supports 7(29.2) 12 (54.2) 3(125) 1(42) 6(30.0) 7 (35.0) 5(25.00 2(10.0)
Providing information about nutraceuticals 14 (58.3) 9(37.5) 0(0.0) 1(4.2) 10 (50.0) 7 (35.0) 2(10.0) 1(5.0)
Monitoring medication side effects 4(16.7) 7(29.2) 10(41.7) 3(12.5) 4(21.1) 2(10.5) 10(52.6) 3(15.8)
Medication management (P= 93)P

Stimulants 1(5.0) 7 (35.0) 10(50.0) 2(10.0) 0(0.0) 6(42.9) 6(42.9) 2(143)
Atomoxetine 4(20.0) 8 (40.0) 7(35.00 1(5.0 2(14.3) 6(42.9) 5(357) 1(7.1)
Guanfacine 11 (55.0) 5(25.0) 3(15.0) 1(5.0) 7 (50.0) 3(21.4) 3(21.4) 1(7.1)
Clonidine 8(40.0) 9 (45.0) 2(10.0) 1(5.0) 8(57.1) 4(28.6) 2(143) 0(0.0)
Desipramine 9 (45.0) 10 (50.0) 1(5.0) 0(0.0) 8(57.1) 5(35.7) 1(7.1) 0(0.0)
Bupropion 2(10.0) 6(30.00 10(50.0) 2(10.0) 2(14.3) 4(28.6) 7(50.00 1(7.1)

aTopics listed in each shaded row are reflective of survey questions grouped into the 3 scales used in the study.
bSignificance of difference between baseline and follow-up average participant comfort score based on a weighted analysis of results within each scale.

Abbreviation: ADHD = attention-deficit/hyperactivity disorder.

Figure 2. Prescribing Practices 6 Months Pre and Post Introduction of
the Adult ADHD Toolkit

Scripts per 1000 patient panel
=

1 2 3 4 5 6 7 8 9 10 m 12
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——— Stimulants Nonstimulants X = Toolkit introduction

Abbreviation: ADHD = attention-deficit/hyperactivity disorder.

DISCUSSION

The results of our study offer important insights into how primary
care providers can be supported in assessing and managing adult
ADHD with a toolkit. After implementation of our toolkit, primary care
providers reported significantly increased comfort with assessment of
adult ADHD, in addition to higher comfort ratings with nonmedication
management. The toolkit had less of an impact on prescribing practices
and comfort with medication management; however, our results shed
light on how providers can be bolstered in this area.

This is the first study, to our knowledge, evaluating the use of a toolkit
for ADHD in adulthood. Other toolkits for mental health disorders exist

and serve as valuable resources for providers.
Research has been done on toolkits in primary
care for depression,'*"'® suicide prevention,'”
autism,'® and pediatric ADHD.!® In these
studies,'*"'® the toolkits were universally well
received, and providers reported their clinical
practice was positively impacted.

Compared to other surveys done in primary
care, the degree of survey participation in our
study was relatively high.! Participants were
mostly physicians with varied years of practice
and spanned roles commonly seen in primary
care settings. They were active in patient care,
regularly seeing patients with adult ADHD.

There are various materials in the toolkit that
most likely contributed to providers feeling more
comfortable and skilled with assessment of adult
ADHD. For instance, the toolkit offers providers
direction about how to use validated rating
scales and what conditions to rule out before
diagnosing ADHD in adulthood. There is also
an assessment worksheet with adult-oriented
questions to guide providers through an initial
evaluation.

Comfort with management may naturally
follow comfort with assessment but requires
a greater amount of time than our study
allowed. Additionally, our study may have been
underpowered to show a true difference for
comfort with nonmedication management pre
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versus post toolkit rollout.” While the increase in comfort
level for questions in the nonmedication management scales
was not statistically significant, the increase is nonetheless
encouraging. The toolkit includes information about patient
education, psychotherapy, vocational counseling, exercise,
diet, and nutraceuticals. The toolkit also emphasizes
incorporating functional outcomes into the treatment plan,
and perceived skill in this area increased after the toolkit
was implemented. Provider responses at both baseline and
follow-up revealed weaknesses in comfort with vocational
counseling and nutraceuticals. More provider education
about these topics is therefore indicated.

On the basis of our results, further provider education
about nonstimulant medications is needed. Interestingly,
PCPs are more likely to take an active role in diagnosing
and treating adult ADHD if they are aware of effective
nonstimulant medication options.!® Providers in our study
were more comfortable with stimulants than nonstimulants,
which is not surprising. Stimulants have been prescribed
since the late 1930s, while nonstimulants were introduced
less than 20 years ago and many are used off-label.?
Nonstimulants can treat comorbid symptoms of anxiety
and depression, and compared to stimulants, they lack
the same risk of misuse and diversion, have smoother and
longer-lasting effects, and are less associated with agitation,
difficulty sleeping, and appetite suppression.?!~2?

The toolkit seems particularly useful for providers
practicing 0-5 years and those with >21 years since
completing training. Our findings could indicate differences
in generational attitudes about ADHD in adulthood as well as
variation in clinical flexibility over the course of a provider’s
career. Midcareer providers may be less likely to benefit from
the toolkit due to education they received deemphasizing
ADHD as a condition that can exist in adulthood. Also, they
may be less likely to implement new approaches at a time
when they have just honed their practice. Other explanations
are possible, and future research that ascertains what
underlies our findings could help direct educational efforts
for providers at various points in their career.

Behavioral health clinicians may be a vital resource for
addressing adult ADHD given they had higher comfort
ratings than other provider types. It has been established
that integrating behavioral health clinicians in primary care
settings helps PCPs feel more confident treating common
mental health disorders, increases the use of behavioral
interventions by PCPs, and improves patient satisfaction.?*
For patients complaining of adult ADHD symptoms,
behavioral health clinicians can administer rating scales,
evaluate them for different mental health disorders, obtain
collateral information, and manage the treatment plan.
Behavioral health clinicians can also help patients establish
lifestyle changes, learn and incorporate organizational
tactics, and reframe negative cognitive distortions.

While there were no significant changes, statistically
or clinically, for prescribing practices associated with the
toolkit, the increasing prevalence of stimulant misuse in
the United States remains a concern.” The idea that greater

comfort level with assessment could be correlated with more
diagnostically appropriate prescribing practices is hopeful.
However, this study did not examine this link, and the public
health risk associated with prescribing stimulants needs to
be carefully balanced with potential patient benefits. The
Adult ADHD Toolkit includes recommendations for safe
prescribing practices and underscores the danger when
stimulants are contraindicated.

There were a number of limitations in our study, including
a small sample size. Instead of tracking changes in individual
responses over time, we sampled from the same group of
providers before and after the toolkit was introduced and
examined changes across the groups. However, the groups
appeared similar based on demographic data, and the high
response rates obtained at baseline and follow-up support
that they were alike. Another limitation of our study is the
possibility that participants may have provided positive
answers to not offend or lead to negative feedback. However,
responses were varied among survey questions. Moreover, the
authors attempted to limit this bias by gathering participant
responses voluntarily and anonymously, as well as using an
established survey designed for use in primary care.

Future studies could expand on our findings by examining
the impact of the toolkit on providers with different training
backgrounds. For example, we surveyed internists, and
it would be useful to know whether physicians trained in
family medicine, who have greater experience working with
younger patients, respond similarly. Our survey measured
perceptions of change, not actual learning. Future efforts may
examine the accuracy of adult ADHD diagnosis and more
directly test provider knowledge of adult ADHD assessment
and management. Additionally, it would be helpful to explore
the extent to which providers use the toolkit and how that
impacts clinical practice.

CONCLUSION

Responding to patient complaints about adult ADHD in
a busy primary care practice is not an easy task. The Adult
ADHD Toolkit was developed to help providers in primary
care settings navigate the complexities of this disorder.
Our study examined the impact of the toolkit on perceived
comfort and skill and found providers benefited in many
domains integral to the management of adult ADHD.
Results indicated that providers would benefit from greater
education about nonstimulant treatment options. Broader
implications for implementing toolkits for mental health
disorders in primary care may be drawn from our results.
For example, providers either at the beginning or late in
their careers may especially benefit from toolkits, and
behavioral health clinicians are likely a valuable resource
for implementing them.
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