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ABSTRACT 

This clinical project is twofold in its purpose. The first purpose is to 

establish attention deficit/hyperactivity disorder, ADHD, as a chronic, 

neurobiological disorder that affects a significant percentage of school -age children. 

The project describes the impact of the disorder for children diagnosed with ADHD, 

particularly the impact in school settings, which is one of the most natural settings 

for children outside the home. The impact of ADHD and the effect on the 

caregivers specifically, parents, families, and teacher is highlighted as well. Current 

scientific findings are synthesized and gaps in evaluation, diagnosis and treatment 

are identified. 

The second purpose of this project is to establish a nurse practitioner 

guideline that address gaps identified in the literature. A discussion of the unique 

role a nurse practitioner offers to deliver services within the school setting for 

children with ADHD is provided, and guidelines for nurse practitioner management 

is presented. Parameters describing how the nurse practitioner is to evaluate, 

diagnose, and treat children with ADHD are explained. Treatment areas include 

medication management, behavioral therapies, alternative and experimental 

treatment options. The final portion of the guideline addresses implications for 

schools to utilize the guideline and includes a discussion of collaboration issues 

between the nurse practitioner and school nurses, parents, and teachers. A synopsis 

of the guideline is presented in an outline formant in the appendix of the project. 
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Introduction 

The U.S. Department of Health and Human Services estimates that as many 

as one in 20 children, or roughly 4 -12 % of all school -age children, have the 

neurobiological disorder known as attention deficit/hyperactivity disorder (ADHD) 

(Neuwirth, 1999). The symptoms of inattentiveness, impulsivity and hyperactivity 

in children were first documented in 1902 (CHADD resource guide, 2000). The 

observations of these three symptoms, along with other classifications found in the 

Diagnostic Statistics Manual (DSM -IV), (appendix A) are standards used to 

diagnose an individual. It is these hallmark characteristics of ADHD that interfere 

with behavior at home, school and in social settings (Table 1). Consequently, 

children with ADHD experience significant functional problems and find it difficult 

to control their behavior. 

TABLE 1 COMPONENTS OF ADHD 
Inattention Hyperactivity Impulsivity 
Easily Distracted 
Fails to finish tasks 
Difficulty paying attention 
Does not listen 
Difficulty Following 
instructions 
Oblivious 

Fidgets or squirms 
Cannot play quietly 
Talks excessively 
Difficulty remaining seated 
Shifts from one task to another 

Trouble taking turns 
Blurts our ideas 
Fails to consider consequences 
Difficulty playing quietly 
Interrupts others 
Engages in dangerous activity 

Source: Well -child Assessment for Primary Care Providers, 2003 

Children with ADHD are at risk for underachievement, failure to attend or 

complete school and delinquency (Neuwirth, 1999). Consistency in routines, such 

as classroom activities and discipline are important behavioral interventions used in 

treatment strategies for children who have ADHD. Dulcan et al., (1997) noted that 

"...Symptoms typically worsen in situations that are unstructured, minimally 

supervised, boring, or require sustained attention or mental effort". Academic 
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"...Symptoms typically worsen in situations that are unstructured, minimally 

supervised, boring, or require sustained attention or mental effort". Academic 

disruption occurs when students are required to leave school to attend frequent 

appointments with their prescribing physician to monitor the success of ADHD 

treatment regimes, be it behavioral modifications or medication. 

Treatment issues are highlighted in a recent study of ADHD. Early 

assessments from the landmark National Institutes of Mental Health (NIMH) 

Multimodal Treatment (MTA) Study (1999) showcase the success of a 

comprehensive multimodal approach to ADHD treatment. The NIMH study 

describes a comprehensive or multimodal treatment for the ADHD patient that 

includes medical, educational, behavioral and psychological interventions. One 

significant finding from this study, (referenced as the MTA study throughout the 

remainder of this paper), emphasizes the critical role stimulant medications play in 

improving symptoms in children with ADHD (Jensen et al., 1999). Evidence 

supports the fact that children who received medication alone or in combination 

with behavioral treatment, showed significant improvement in their behavior and 

academic work, as well as better relationships with their classmates and family 

(Jensen et al., 2001). Stimulant medication as a treatment modality is influenced by 

existing comorbidities. This is significant as the Agency for Healthcare Policy and 

Research (1999) approximates 12 -36% of children with ADHD also share 

comorbidity. Comorbidities are defined as co- existing disorders that may 

complicate ADHD and include such diagnoses as oppositional defiant disorder, 

obsessive -compulsive disorder, depression and anxiety (Jensen , 2001). 
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The MTA study also a significant communication gap between physicians 

and families as an important area that needs to be addressed in order to treat ADHD 

successfully. The lack of systematic and regular feedback between physicians and 

teachers regarding medication dosing and effectiveness is also a significant area that 

requires more attention (Jensen , 2001). The study also concluded the need for 

medical management of children taking stimulant medications, provider access by 

those in daily contact with the child, and education for the parent and teacher. Many 

areas of future research were identified that include identifying strategies for 

successful management of ADHD in the `real world', such as classrooms or school - 

based clinics, and which clinicians would best deliver these services. 

ADHD is the most commonly diagnosed behavioral disorders afflicting 

children (Barkley, 2002). ADHD is a neurobiological psychiatric disorder whose 

prevalence is increasing (Rowland et al., 2001; Wolraich et al., 1998). Since 

children are usually diagnosed in early school age, the impact at the elementary 

school level is profound. 

ADHD is more prevalent than previously realized and affects the personal 

and societal functioning of the individual from childhood to adulthood. In recent 

studies, diagnosis of ADHD in the school population has been underestimated. 

While previous studies estimated a 3 -5 % prevalence rate among elementary school 

populations, replication studies now demonstrate prevalence rates of up to sixteen 

percent (Rowland , 2001; Pineda et al., 1999; Rowland et al., 2002; Wolraich , 

1998). Research shows 80% of children diagnosed with hyperactivity experience 

persisting symptoms of ADHD into adolescence and up to 65% in to adulthood 



11 

(Dulcan & Benson, 1997). Development of effective short and long -term treatment 

strategies is essential (Jensen, 2001). 

Children with ADHD suffer from various combinations or impairments of 

functioning at school, at home and with peers. School -based problems include 

lower than expected or erratic grades, achievement test scores, and intelligence test 

scores. These are caused by gaps in learned material, poor organizational and study 

skills, and difficulty taking tests due to inattention and impulsivity, or failure to 

complete or turn in homework. Behavioral difficulties related to ADHD often lead 

to constant friction for the student with peers, teachers, parents and family members 

(Greenhill, et al., 2002). 

Families with children who have ADHD are likely to have more stress, 

feelings of parental incompetence, marital discord, marital disruption, and social 

isolation than families of children without ADHD (Dulcan, 1997). Parental social 

isolation is also problematic as relatives, friends, and neighbors may avoid contact 

with the family (Barkley, 2000). 

Disparity exists regarding treatment regimes for ADHD. Despite evidence 

concerning the short-term benefits of medication and behavioral therapy, 

uncertainty has continued among providers and researchers as to the relative merits 

of each (Jensen, 2001). There may be serious consequences for persons with ADHD 

who do not receive treatment or receive inadequate treatment such as, low self - 

esteem, social and academic failure, career underachievement and the risk of 

antisocial and criminal behavior (AAP, 2001). 
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The American Academy of Pediatrics (AAP), the American Academy of 

Child and Adolescent Psychiatry (AACAP) and the American Academy of Family 

Practice physicians (AAFP) joined forces and developed clinical practice guidelines 

for diagnosis, assessment and treatment of children suspected of having ADHD 

(AAP, 2001). The clinical algorithm and its details were published in the AAP 

peer- reviewed journal (2001). Consistent with the findings in the MTA study, the 

greatest clinical management gaps identified in the guidelines remain in the 

treatment of children diagnosed with ADHD. 

Despite evidence of the prevalence and poor development of children who 

receive inadequate treatment, there are no guidelines that exist for clinicians to 

manage children with ADHD while in the school setting. Nurse Practitioners (NPs) 

offer an excellent solution to provide medical management in school settings. NPs 

are registered nurses with specialized advanced education and clinical competency 

to provide health and medical care for diverse populations (AANP, 2002). They 

also serve as health care team members and interact and collaborate with 

professional colleagues to provide comprehensive care (Buppert, 1999). Because 

long -term management of ADHD requires active teamwork among clinicians, 

parents, and teachers to help assure the best outcomes (AAP, 2001), NPs can serve 

as a bridge to the child's success by providing on -site medication management, 

collaboration with school nurses and physicians, and communication with families 

and teachers. 
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Purpose 

The purpose of this clinical project is to establish a clinical guideline for NP 

in- school management of the child with ADHD. The guideline can be found in 

outline form (Appendix B) and will be explained within the body of this paper. The 

MTA study and consensus guidelines from AAP offer a framework for effective 

evaluation, diagnosis and management by the NP acting in the role of healthcare 

provider within the school. The NP guideline will elaborate on these existing 

clinical guidelines and will include the intervention areas identified in the MTA 

study: medical, educational, behavioral, and psychological. The guideline will 

follow the method that NPs use to evaluate patients: evaluation, diagnosis, 

treatment and follow -up. In addition, the guideline will include implications for 

schools, school nurses, and collaboration and education needs of parents, families 

and teachers. 

Literature Review: Current Knowledge of ADHD 

ADHD is a childhood psychiatric disorder with a neurobiological basis. The 

exact etiology is unknown and there is no cure. Some controversy exists regarding 

ADHD's legitimacy as a biological psychiatric disorder (Baughman, 1998) until 

research performed in the last decade identified clinical evidence of brain 

dysfunction (Zametikin, 1990; Vaidya et al., 1998; Mostofsky et al., 2002, Kates et 

al., 2002;). Controversy exists over the actual neurobiological process that is 

inferred from research; however, the effects of treatments for symptoms of ADHD 

have varying hypotheses. The specific nature of the brain dysfunction remains 

elusive, however neurotransmitter deficits, genetics, and perinatal complications 
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have been implicated (Lorys et al., 1990; Himelstein et al., 2000; Filipek et al., 

1997; Adolphs, 2001; Amen et al., 1997). 

Neurotransmitter deficits 

Models of underlying pathophysiology suggest a brain circuit deficit 

because "...evidence supports dysfunction of fronto- striatal dopaminergic and 

noradrenergic circuits with resultant executive deficits in cognitive functioning" 

(Himelstein et al, 2000). The central premise for the developmentally inappropriate 

behaviors of ADHD is believed to be associated with a central nervous system 

(CNS) neurotransmitter deficiency, a.k.a. the catecholamine hypothesis (Lorys et 

al., 1990; Amen et al., 1997; Barkley, 1997). In short, this suggests that a dopamine 

(DA) dysfunction leads to clinical symptoms. This hypothesis arises, in part, from 

the clinical outcomes seen when children are treated with stimulant medications. 

Neuropsychologists and developmental psychologists also subscribe 

symptom prevalence to a problem in the frontal cortex, particularly the prefrontal 

lobes (Barkley, 2002). Four independent groups of investigators using anatomic 

magnetic resonance imaging (MRI) have found that ADHD brains are smaller than 

controls in the frontal areas, basal ganglia and cerebellar vermis (Swanson& 

Castellanos, 1998). These findings are compatible with neuropsychological tests 

where children with ADHD often demonstrate deficiencies in multiple cognitive 

abilities, particularly those of executive functions (Barkley, 2002). Executive 

functions have been defined as those neuropsychological processes that assist with 

self -regulation such as planning, inhibition of impulses and voluntary direction of 

attention (Barkley 2001). Barkley (2001) further suggests that the inattention that 
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characterizes the disorder may result from a component of executive functioning 

called working memory. 

Genetics 

Although specific genetic mechanisms have not been definitively 

documented, two dopamine genes have been reported to be associated with ADHD: 

the dopamine transporter gene (DAT1) and the D4 dopamine receptor gene 

(DRD4). Preliminary hypotheses state (1) the 10- repeat allele of DAT1 on 

chromosome 5p15.3 results in too -rapid reuptake of dopamine, and (2) the 7- repeat 

allele of DRD4 on chromosome 11p15.5 results in dopamine receptor 

hyposensitivity. However, the variability of these two genes is too great to use them 

as clinical diagnostic markers. (Swanson , 1998). 

Recently, critics of the DA hypothesis suggest the phenotypic complexity 

of the theory is overlooked and suggest a Serotonin hypothesis (Quist et al., 2001; 

Spivak et al., 1999; Rempel et al., 1993). Quist (2001) contends that 

"... Different neurotransmitter systems and the relative balance 

between them have varying degrees of influence over the behavioral 

dimension. Variation in genes in these neurotransmitter systems are 

likely to mediate this delicate balance and have an effect on the 

function of these chemicals in the brain ". 

Dulcan (1997), also states that evidence from family genetic studies suggest 

there is a substantial genetic contribution to the etiology of ADHD. Biederman, et al 

(1991) found that 25% of first -degree relatives in families of children with ADHD 
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also had ADHD. Other family studies, twin studies, and adoption studies have 

consistently reported high inheritability (Swanson , 1998). 

Prenatal complications 

Hypotheses related to an unknown prenatal or perinatal insult as the cause of 

ADHD derive from findings in individuals who have experienced brain injury and 

display symptoms of inattention, impulsivity and or hyperactivity. Low birth 

weight, complicated delivery, and time spent in a neonatal intensive care unit 

increase the likelihood of developmental disorders, of which ADHD could be 

considered. In utero exposure to prescribed, over -the -counter and illicit drugs 

(including alcohol use) also are potentially contributory (Haber, 2000). 

Clinical Management Guidelines 

Guidelines are an important element in the professional practice of nurses in 

advanced practice. Many of the regulatory statutes of states contain provisions that 

affirm nurse practitioners must practice under written practice guidelines 

(Snyder &Mirr, 1995; Buppert, 1999). The guidelines must reflect the current 

standard of care and be based on the available scientific knowledge (Snyder,1995). 

A guideline is " an indication or outline of policy" that usually go beyond 

the standard and allows for professional judgment to individualize a plan of care 

with a variety of options (Snyder, 1995). Guidelines provide some latitude for client 

variations and advanced practice clinical decision -making by the NP (Hilgart & 

Karl, 1995). 
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Guidelines for NP management of ADHD in the school setting 

Evaluation and Diagnosis 

Primary care and developmental -behavioral pediatricians from the American 

Academy of Pediatrics (AAP) (2001) joined other experts in the fields of neurology, 

psychology, child psychiatry, education, family practice, and epidemiology to form 

the AAP Committee of Quality Improvement. They partnered with the Agency for 

Health -care Research and Quality and the Evidence -based practice Center at 

McMaster University to develop guidelines from an evidence base of literature for 

ADHD recognition, diagnosis (2000) and treatment (2001). These guidelines 

follow the recommended steps outlined in the previous paragraph in order to 

evaluate and diagnose ADHD. They are intended for use by clinicians working in 

primary care settings, are designed to serve as a framework for diagnostic decision 

making for school -age children 6 -12, and will become the scientific base for the NP 

guideline for ADHD management in the school setting proposed within this paper. 

The AAP (2001) is careful to note these guidelines are in place to guide the 

clinician, not replace their clinical judgment. The same disclaimer can be applied to 

the school- specific NP management guideline. 

While resources and research regarding diagnosing ADHD are plentiful, 

who the best person is to diagnose ADHD is not as clear. The AAP guidelines are 

aimed at " primary care clinicians working in primary care settings" (AAP 

guidelines, 2000). These guidelines note that the parent and/or teacher are usually 

the first to notice symptoms, but recognize that only a healthcare professional 

should diagnose this condition. 
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Nurse practitioners' entry -level preparation is a master's degree. They are 

prepared with specialized knowledge and clinical competency to practice in primary 

care, acute care and long -term care (AANP, 2002). Although the AAP guidelines 

are aimed at primary care clinicians, further specialized knowledge may be 

indicated for a NP to obtain a degree of expertise and comfort with the evaluation, 

diagnosis, and treatment issues regarding ADHD in the school setting. This may be 

especially important when management of comorbid conditions is involved. 

Through continuing education studies, specialized certifications or further 

education, the NP who practices primary care could gain credentials to become an 

expert in the field of ADHD. 

The guidelines recommended by the AAP committee for the evaluation and 

diagnosis of school -age children suspected of having ADHD are listed in algorithm 

form in Appendix D and are as follows: 

1) In a child 6 -12 years old who presents with inattention, 

hyperactivity, impulsivity, academic underachievement, or 

behavior problems, primary care clinicians should initiate an 

evaluation for ADHD; 

2) The diagnosis of ADHD requires that a child meet Diagnostic and 

Statistical Manual of Mental Disorders, Fourth Edition criteria; 

3) The assessment of ADHD requires evidence directly obtained 

from parents or caregivers regarding the core symptoms of ADHD 

in various settings, the age of onset, duration of symptoms, and 

degree of functional impairment; 
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4) The assessment of ADHD requires evidence directly obtained 

from the classroom teacher (or other school professional) 

regarding the core symptoms of ADHD, duration of symptoms, 

degree of functional impairment, and associated conditions; 

5) Evaluation of the child with ADHD should include assessment for 

associated (coexisting) condition; 

6) Other diagnostic tests are not routinely indicated to establish the 

diagnosis of ADHD but may be used for the assessment of other 

coexisting conditions (e.g., learning disabilities and mental 

retardation). 

Although, not specifically addressed in the body of the guidelines, it 

is important to note that medical causes of hallmark symptoms must be 

ruled as part of the evaluation and diagnosis (Goldman et al., 1998; Arnold, 

2002). Arnold (1998) includes these as: 

Thyroid abnormalities (2 -5%) 

Epilepsy (relatively rare) 

Food sensitivity or allergy (5 -15 %) 

Toxin, lead or other heavy metal poisoning (prevalence is 

variable by region) 

Nutritional deficiency (prevalence variable) 

Autoimmune disorder (prevalence undetermined but 

association established) 
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Chronic medication side effects or toxicity (low) 

As pointed out in the diagnostic guideline, a history and physical (H &P), 

neurological exam, family and school assessment should take place first when there 

is an ADHD concern. Arnold (2002) states that the diagnosis of ADHD is made by 

history, not by office observation. Since ADHD is a chronic pattern of behavior and 

function it must be corroborated by history. Because children with ADHD are 

poorly aware of their own problems and can be inaccurate reporters, the history 

should be collected mainly from parents, teachers and other caregivers. Arnold's 

observation speaks to the importance of having the parents present for this initial 

exam and obtaining information from more than one setting, as outlined in the AAP 

guidelines (2001). 

With a parent or legally designated caregiver present, the NP in the school 

setting can proceed with the physical exam to rule out imitating disorders listed 

above. There are no diagnostic tests that exist for determining if ADHD is present. 

However, some disorders that mimic ADHD may be ruled out by physical and 

laboratory exams. After this initial evaluation is underway, the NP will list 

differential diagnoses as the presence of comorbities is considered (AAP, 2001). 

If comorbidities are discovered, the NP will utilize her skills of consultation or 

referral to enlist the expertise of psychiatrists, psychologists, neurologists, or other 

appropriate physicians. 

The final step in the initial evaluation of a child for ADHD is the objective 

summary from parent and teacher. Biederman et al (1993) found that in referred 



21 

children, a clinical diagnosis of ADHD based on parent report is likely to be 

corroborated by a teacher report. A checklist for the parent in the form of an 

assessment tool, of which there are many in which to choose, is proven effective in 

capturing ADHD components. Conners (1999) found that they capture a lot of 

information at a relatively low cost and are of value in pediatric settings. 

Objective assessments for the teacher narrative include the completion of a 

rating tool, reports of classroom behavior, learning patterns, classroom 

interventions, and the degree of functional impairment. Evidence of schoolwork 

should include samples and report cards as appropriate. These reports can be 

combined with the objective measurements from one of the rating scales to best 

diagnose for the child suspected of having ADHD. These same tools are used to 

assess the effectiveness of medication treatment. A table of available assessment 

forms can be found in Table 2 on page 25. 

Treatments 

Treatments for ADHD include behavioral therapy, medication use, 

alternative therapies, or any combination of these. The MTA study findings 

provide direction for most of the treatment categories of ADHD. Alternative 

therapies sometimes used as exclusive treatment or in tandem with proven methods, 

were not included as a subgroup. Initial findings from the study have been reported 

and continue to be documented (Richters et al., 1995;Arnold et al., 1997; AAP, 

2001). The 579 children who participated in the 14 -month multi -site, double -blind 

placebo trial were assigned randomly to (1) medication management (2) behavioral 

(3) combination of medication and behavior (4) or community comparison. It is the 
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interpretation of these findings that influenced the AAP in forming their algorithm 

for ADHD treatment options. 

Arnold (2002) states that treatment plans for ADHD should be based on a 

thorough understanding of the patient's problems, strengths, and preferences. 

Before treatment begins, the problems that the family present with and those that 

the clinician notes in the evaluation process must be addressed. The chosen 

treatment strategy must be acceptable to family members, and one that they and 

other adults in the child's life (teachers, coaches) will cooperate with and support. 

Findings from the MTA study suggest that "high quality treatments that 

include medication and behavior therapy" have a considerable impact on restoring 

children to normal or near -normal functioning at home and in the classroom 

(Jensen, 1999). In October of 2001, the American Academy of Pediatricians 

presented new treatment guidelines for clinicians who have previously established 

an accurate ADHD diagnosis. The guideline cautions "...it is not intended as a sole 

source of guidance for the treatment of children with ADHD and may not provide 

the only appropriate approach...the recommendations in this statement do not 

indicate an exclusive course of treatment or serve as a standard of medial care" 

(MTA coop group, 1999). Therefore, the school -based NP who is treating children 

are not constrained by the guideline, but are directed in their ability to adapt it most 

appropriately to develop a treatment plan for each child. The guidelines can be 

found in appendix E are as follows: 

1) Primary care clinicians should establish a treatment program that 

recognizes ADHD as a chronic condition. This implies the need 
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for education about the condition, and a sustained monitoring 

system to track the effects of treatment and developmental 

changes in behavior. 

2) The treating clinician, parents, and child, in collaboration with 

school personnel, should specify appropriate goals to guide 

management. Goals should relate to the specific problems of the 

individual child, e.g., school performance, difficulty finishing 

tasks, and problems with interactions with schoolmates. 

3) If appropriate, the clinician should recommend behavior therapy 

and /or stimulant medication to improve specific symptoms in 

children with ADHD. The guideline provides a review of the 

scientific evidence for recommending medication and behavior 

therapy. 

4) When the treatment for a child with ADHD has not met its goals, 

clinicians should re- evaluate the original diagnosis, all appropriate 

treatments, adherence to the treatment plan, and coexisting 

conditions, including learning disabilities and mental health 

conditions. 

5) The clinician should provide a periodic and systematic follow -up 

for the child with ADHD. Monitoring should be directed to the 

child's individual goals, and any adverse effects of treatment, with 

information gathered from parents, teachers and the child. 



24 

All known treatment modalities will be explored for use by the NP in the 

school setting and in formulating a treatment plan for each child. However, special 

attention will be brought to the proven categories highlighted in the MTA study. 

Since the MTA study proved that medication has a superior effect on functioning, 

the AACAP created guidelines (2002) that direct their use. The AACAP stimulant 

use guideline supports the AAP guideline for treatment by specifying indications 

for medication use. Medication treatment options for ADHD can be classified into 

stimulant use, other drug use, and behavioral therapy and alternative treatments. 

Stimulants 

Psychoactive medications, especially the sympathomimetic stimulants, are 

the best -documented and most rapidly effective treatments for most patients with 

ADHD (AACAP, 2002). Behavioral treatments also have well- documented 

effectiveness but even with intense behavioral protocol, medications have proven to 

be the most effective treatment (Jensen, 2001; Arnold, 1999). The oldest of the 

stimulants, amphetamine, has been in use for over 60 years. 

In February 2002, The American Academy of Child and Adolescent 

Psychiatry published practice parameters for the use of stimulant medications. Their 

guidelines can be applied to patients approximately 75% of the time, but the 

academy is careful to note there are exceptions. 

Since 1937 the effects stimulants had on disruptive behavior in the 

classroom was noted. Bradley (1937) documented increased compliance, improved 

academic performance, and reduction of motor activity in hyperactive children. 
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Consistent with the AAP guidelines exhausted in this paper, care in making an 

accurate diagnosis is key to beginning stimulant therapy. 

The MTA study documented the benefits of stimulant use in the classroom, 

home and social settings. When taken, stimulants decrease response variability and 

impulsive responding on laboratory cognitive tasks, increase the accuracy of 

performance and improve short term memory, reaction time, math computation, 

problem -solving games, and sustained attention. They also ameliorate the 

symptoms of ADHD in the presence of some comorbidities, such as conduct 

disorder and anxiety disorder. 

Today, four stimulant medications are available for clinical use and are 

summarized in Table 2. 

TABLE 2 STUMULANTS COMMONLY PRESCRIBED FOR ADHD 
DRUG DOSAGE 
Methylphenidate (MPH) 
Brand names: Ritalin, Concerta 

10 -60 mg every day in 2 -3 divided doses, 30 -45 minutes 
before meals, sustained release caps 20mg 

Comments: For children 6 and older. Do not crush or chew. May give previously titrated daily dose 
in divided doses every 3 hours. Use with caution with pressor agents, MAOIs. May potentiate effects 
of oral anticoagulants, anticonvulsants, tricyclic antidepressants, and phenylbutazone. Antagonizes 
guanethidine. 
Dextroamphetamine (DEX) 

Combo of DEX and Amphetamine 
(AMP) 
Brand name: Adderall 

0.1- 0.5mg/kg every day 

2.5 -20 mg every 4 -6 hours; sustained release available 

Comments: DEX can be used in 3yr old and up. Avoid late evening dosing. Take on awakening and 
4 -6 hours apart. May switch to once daily dosing with spansules when titrated. High abuse potential. 
Pemoline (PEM) 
Brand name: Cylert 

Over 6 yrs: 3.75 mg in the morning initially. Increase 
weekly if needed by 18 -75 mg daily; max 112.5 mg daily. 

Comments: High rate of liver damage, liver failure and death. Chewable. Use caution with anti - 
seizure medications. High abuse potential. Can cause headaches, dizziness, stomachache, nausea, 
and depression. If used must retrieve baseline and periodic hepatic function tests. 
Source: Adapted from Arnold, 1999. 
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In February 2002, The American Academy of Child and Adolescent 

Psychiatry published practice parameters for the use of stimulant medications. Their 

guidelines can be applied to patients approximately 75% of the time, but the 

academy is careful to note there are exceptions. It is these guidelines that will assist 

the NP in management of medications for children with ADHD within the school 

setting. 

Since 1937 the effects stimulants had on disruptive behavior in the 

classroom were noted. Bradley (1937) documented increased compliance, improved 

academic performance, and reduction of motor activity in hyperactive children. 

Consistent with the AAP guidelines in this paper, care in making an accurate 

diagnosis is key to beginning stimulant therapy. 

The MTA study documented the benefits of stimulant use in the classroom, 

home and social settings. When taken, stimulants decrease response variability and 

impulsive responding on laboratory cognitive tasks, increase the accuracy of 

performance and improve short term memory, reaction time, math computation, 

problem- solving games, and sustained attention. They also ameliorate the 

symptoms of ADHD in the presence of some comorbidity, such as conduct disorder 

and anxiety disorder. 

The central mechanism of action for stimulants is unknown. What is known 

is that stimulants act in the striatum by binding to the dopamine transporter, with a 

resulting increase in synaptic dopamine. This is congruent with the hypothesis of 

ADHD that states there is a deficit in the frontal lobe function that effects the 
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central dopamine and norepinephrine pathways of those with ADHD (AACAP, 

2002) The pharmacokinetics of the stimulants are characterized by rapid absorption, 

low plasma protein binding and rapid extracellular metabolism (Patrick et al, 1987). 

Stimulants are rapidly absorbed from the gut and act within the first 30 minutes 

after ingestion. Effects on behavior appear during absorption and their duration of 

action depends on the release mechanism (short or long, sustained release) of the 

medication chosen. 

Serious side effects of almost all stimulants are rare, short-lived and most 

are responsive to dose or timing adjustments. The most common are delay of sleep 

onset, reduced appetite, weight loss, tics, stomachache, headache, and jitteriness. 

Careful lowering of the dose of changing the administration time may alleviate the 

side effect. When insomnia or appetite loss occurs but the medication is highly 

beneficial, a variety of adjunctive tactics are available to lessen the effects. Other 

symptoms reported may represent preexisting symptoms rather than side effects; 

these include staring, daydreaming, irritability, anxiety, and nail biting. 

Stimulants are contraindicated if a child has had sensitivity reactions, 

glaucoma, symptomatic cardiovascular disease, hyperthyroidism and hypertension. 

They should also be used with great caution if there is a history of drug abuse in the 

household. Due to the familial tendency of ADHD, care should be taken to educate 

the parent or responsible adult who will be administering the stimulant regarding 

the importance of consistency in giving the medicine. 

Professional consensus is that the clinician should consider stimulant 

medications after obtaining a detailed history and exam (physical, mental, 
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neurological), collateral information form parents, teacher, and significant others, 

documentation of target symptoms and identifiable treatment goals (AAFP, 

1999;AAP, 2001; AACAP, 2002). Stimulants are indicated when a patient has 

moderate to severe impairment in two different settings. Teacher ratings should be 

obtained at baseline and two weeks after stimulant use has begun (AACAP, 2002). 

Stimulant selection and titration 

Once the NP and family have agreed to stimulant treatment the parent 

should be educated about the natural course of the disorder and the benefit -to -risk 

ratio of treatment. The literature does not help the clinician choose the best 

stimulant drug for an individual patient instead; clinician preference is based on 

stated patient goals. First choice should be MPH, DEX, AMP at the recommended 

starting does. The problematic effects of decreased appetite and sleep are greater 

with AMP or DEX; however, PEM is not recommended as a first line treatment. 

The goal of pharmacotherapy should be to maintain the child of the minimum 

effective dose. If the top recommended dose does not help, more is not necessarily 

better. A change in drug, possibly out of the stimulant class, or other intervention 

may be required (AACAP, 2002; Turkoski ,2001; Wynne &Woo, 2002). 

The AACAP recommends the use of a consistent titration schedule when 

initiating stimulant treatment. This titration phase lasts 2 -4 weeks and includes 

weekly visits to assess symptom control. These can consist of telephone visits with 

the parents, and/or teacher input to assess side effects. In addition, an assessment 

tool used in the diagnosis of ADHD may be used to measure treatment 

effectiveness. Table 3 lists some of the tools available. 
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TABLE 3 COMMON RATING SCALES USED IN THE ASSESSMENT OF ADHD AND IN 
MONITORING STIMULANT RESPONSES 
Name of Scale Reference 

Conners Parent Rating 
Scale- Revised (CPRS -R): 

Parent adolescent self -report versions available (Conners, 1997). 

Conners Teacher Rating 
Scale- Revised (CTRS -R): 

ForTeachers (Conners, 1997). 

Child Behavior Checklist 
(CBCL) 

Parent- completed CBCL (Achenbach, 1991) and teacher -completed 
Teachers' Report Form (TRF). 

Home Situations 
Questionnaire- Revised 
(HSQ -R): School Situations 
Questionnaire- 
Revised(SSQ -R) 

A 14 -item scale designed to assess specific problems with 
attentions and concentration across a variety of home and public 
situations. It uses a 0 -9 scale and has test -retest, internal 
consistency, construct validity, discriminant validity, concurrent 
validity and norms available (Barkley, 1990). 

Conner Adult ADHD 
Rating Scale (CAARS): 

Available in both long and screening versions (Conner,1998). 

Academic Performance 
Rating Scale (APRS 

A 19 -item scale for determining a chid's academic productivity and 
accuracy in gardes 1 -6 that has 6 scale points. Construct, 
concurrent and discriminant validity data, as well as norms avail. 
(Barkley, 1990a) 

ADHD Rating Scale -IV 
(alternative to SNAP 
below): 

An 18 -item scale using DSM -IV criteria (DuPaul et al., 1998). 

Children's Attention 
Problems (CAP): 

2- factor (inattention and overactivity), 12 -item teacher -rated scale 
for 6 -16 year olds developed by Edelbrock from the Teacher's 
Report Form. It is convenient to use weekly to assess treatment 
outcome. It has internal consistency reliability information, 
construct validity, discriminant validity and concurrent validity, and 
norms avail. (Barkley, 1990b). 

IOWA Conners Teacher 
Rating Scale: 

10 -Item scale developed to separate the inattention and overactivity 
ratings form oppositional defiance (Loney and Milich, 1982). It is 
useful in following treatment progress in children with both ADHD 
and oppositional defiant disorder. 

Swanson, Nolan and 
Pelham (SNAP -IV) and 
SKAMP Internet site 
ADHD.NET: 

A 26 -item scale(Swanson, 1992), that contains DSM -IV criteria for 
ADHD and screens for other DSM diagnoses. The SKAMP (Wigal 
et al., 1998) is a 10 -item scale that measures impairment of 
functioning at home and at school. 

Source: adapted from the AACAP Stimulant Medication Guidelines, 2002 

Children should have specified vital signs, height and weight measured at 

each weekly visit in the school clinic, then return to their classroom. The stimulant 

dose should generally be increased in weekly increments of 5 -10 mg per dose for 
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MPH or 2.5 -5mg for DEX/AMP. Approximately 70% of children with ADHD 

respond to either DEX or MPH alone. Nearly 90% will respond if both stimulants 

are tired, although some may have unacceptable side effects (Elia et al., 1991). 

The maintenance phase begins when patients are at a dose that is effective 

with minimal side effects. Monthly follow -up appointments are attended until the 

child's symptoms are stabilized. The response and severity of the patient's 

symptoms determine the frequency of appointments in the maintenance phase 

(AACAP, 2002). Changes in the frequency of appointments with the NP should be 

governed by robustness of drug. 

Alternative dosing in the form of fixed -dose titration, like what was 

implemented in the MTA trial may be instituted. This form of titrating increases 

the medication at fixed intervals and doses that produce desired effects are then 

prescribed to treat the child. At the end of such a trial the parent and clinician meet 

to decide which dose works best for the child. The parent and teacher should 

conference before visiting the clinician, however in the school -based setting the 

teacher could provide direct input to the practitioner in the form of verbal input or 

the completion of an objective measuring tool. There is no " gold standard" for the 

best outcome measurement form to use for guiding treatment. Again, some of the 

same tools used to identify diagnostic concerns can be utilized to evaluate 

medication effectiveness. 

The Maintenance phase consists of monthly then every 2 -3 month visits to 

assess the child's medication response, adherence (by family and patient) to the 

drug regime, concern about side effects, and the need for psychoeducation and/or 
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psychosocial intervention. If there are side effects, impairment from comorbid 

disorders, or adherence problems, monthly appointments may continue to be needed 

in the maintenance phase. Although it is considered optional, collection of teacher 

reports would play an important role in a school -based clinic. Ease in obtaining this 

critical piece of information could help validate the need for an in- school clinic. 

Prescribing issues 

Nurse practitioner's legal ability to prescribe scheduled medications varies 

in each state. Most of the stimulants used for ADHD treatment are schedule II 

medications (the exception is Pemoline -schedule IV). Depending on the state the 

NP practices in the school -based clinic, attention must be paid to the prescription 

and dispensing authorities of that state (Buppert, 1999). In addition, the state Board 

of Education may place limits on the NPs scope of practice in the school setting. 

Controlled schedule II medications are not permitted to be refilled (with the 

exception of New York where schedule II can be given for 3 months), can only be 

filled by written prescriptions, and has a 72 -hour expiration date. Other examples 

of schedule II medications are narcotics (morphine, codeine, meperidine, 

oxycodone and others) and depressants (pentobarbital, secobarbital). Schedule IV 

medications must be rewritten after six months, telephone prescriptions are 

authorized and penalties for illegal possession differ from other scheduled 

medications (Wynne and Woo, 2002). 

Other medications 

Treatment of ADHD with comorbities often necessitates augmentation by 

another class of medication (Biederman et al., 1991). These include but are not 
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limited to anti -depressants, alpha -agonists, older antihistamines, neuroleptics and 

anti -convulsants. These medications may also be used alone for ADHD treatment 

but are not first line choices. Table 4 lists these classes, their advantages, and 

disadvantages /side effects. 

TABLE 4 RELATIVE ADVANTAGES, DISADVANTAGES /SIDE EFFECT OF OTHER 
THAN STIMULANT DRUG CLASSES FOR ADHD TREATMENT 
Drug Class Advantages Disadvantages 

Antidepressants 
(tricyclics, 
bupropion, MAOIs, 
SSRIs) 

Treat ADHD and comorbid 
depression and anxiety , Helps 
some stimulant nonresponders , 

Second most effective drug class 
for ADHD with exception of 
SSRIs , Some patients /families 
who are prejudiced against 
stimulants will accept 

Sedation, BP changes, down or up, 
Dizziness (especially on standing), Dry 
mouth , Cardiac conduction block; TCAs 
require ECG monitoring , Constipation, 
Headache (must evaluate) , Overdose 
lethal, and sudden deaths at therapeutic 
dose (desipramine), Response delayed, 
especially buporpion, Dietary restrictions 
for MAOIs , Not as good as stimulants for 
attention 

Alpha -Agonist 
(clonidine, 
guanfacine) 

Treats hyperactivity- 
impulsiveness and comorbid tics 
and aggression, Help some 
nonresponders to stimulants and 
antidepressants 
Good for those overaroused, 
possibly with comorbid anxiety 

Response delayed, Sedation, Hypotensive 
dizziness (esp. postural), Dry mouth, 
Hypertensive rebound if dose missed, 
Sudden death potential when used with 
stimulant, Not as helpful for attention as 
stimulants 

Anti -convulsants Good for comorbid mood 
disorder, aggression, 
explosiveness, impulsiveness , 

May work when 
stimulant or antidepressant does 
not 

Blood tests requires for levels and safety 
monitoring , Liver toxicity , Blood 
dyscrasia, Sedation or agitation, Ataxia 

Older 
Antihistamines 

Safe, cheap, over-the-counter , 

Especially good in 
patients with possible allergic 
etiology 

Sedation, Risk of seizure in high doses, 
Not as effective as stimulants or 
antidepressants, Unsatisfactory in many 
patients 

Neuroleptics May work when stimulant does 
not, especially if stimulant 
makes worse, Good for 
comorbid anxiety, aggression, 
tic or bipolar disorder 

Sedation, Extrapyramidal side effects, 
Endocrine effects, Tardive dyskinesia, 
Paradoxical agitation (akathesia), Weight 
gain, Generally less effective than 
stimulants, Riskiest drug, last resort 

Source: adapted from Arnold, 1999. 
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In early 2003 a new drug was introduced for ADHD treatment that does not 

fit into any of the above categories. This new medication, atomoxetine, commonly 

known as Straterra, is a norepinephrine reuptake inhibitor. Although its exact 

mechanism of action is not known, it may work to selectively inhibit the pre - 

synaptic norepinephrine transporter, as determined by clinical studies. It is not a 

controlled substance and has a decrease incidence of the most bothersome side 

effects found with stimulants, anorexia and insomnia (Lilly, 2003). 

The capsule must be swallowed whole and is taken once or twice daily 

without regard to food. This medication is approved for use in children over 6 to 

adults. The most common side effect was a modest decrease in appetite and weight 

loss upon beginning the medication. After 6 -12 weeks children normalized and 

weight loss ceased. Other side effects included upset stomach, decreased appetite, 

nausea, vomiting, dizziness, tiredness and mood swings. Rarely, atomoxetine 

caused allergic reactions such as swelling or hives. Most side effects experienced 

were not bothersome enough to stop taking the medication. The most notable 

medication interaction was the increased heart rate and blood pressure potentiated 

by atomoxetine when used with albuterol. More information about atomoxetine can 

be found at www. Strattera . corn or www . pil illy . corn. 

Behavioral Treatment 

Behavior therapy is an important element of a total treatment program that 

has been proven effective for children with ADHD (Jensen, 1999; Paule et al., 

2000) and is recommended by the AAP Clinical Guideline (2001) for treatment. It 

is only the minority of cases where medication treatment alone is sufficient to treat 
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ADHD (Barkley, 2002). The MTA study documents the best outcome of any 

treatment group were those children randomized to a combination of medication 

and behavioral therapy (Jensen, 1999). In this case, behavioral therapy was 

implemented as routine counseling appointments for the child, parent and family. 

Knowing that receiving counseling could be a barrier to children receiving 

treatment, the MTA study further surmised that if counseling is unavailable, 

medication alone is superior to the combination as a treatment modality. 

In most elementary school settings there is a school counselor available. As 

directed in the AAP Clinical Guideline (2001), during evaluation and diagnosis of a 

child with ADHD, the NP assesses for possible comorbidities. Entrance into formal 

counseling programs for at risk children would be a priority for the NP who 

suspects a comorbid disorder, as well as referral or consultation with the appropriate 

professionals. 

Every child and parent can benefit from behavioral tactics that foster 

consistency, boundaries and acceptable social interaction (Barkley, 2002). There are 

many models available to be taught to parents and reinforced to teachers to produce 

the desired results. Arnold (2002) describes a "clinical nugget" that should guide 

the clinician and be imparted in some way to every parent of a child with ADHD. It 

is based on the basic principle that antecedents cause behaviors, which result in 

consequences, in other words, antecedents elicit behaviors, and consequences 

determine their frequency of repetition (the ABCs= antecedent, behavior, 

consequence). 
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Horn, et al (1991) documented additive effects from behavioral therapy that 

is combined with medication. The range of therapies includes direct behavior 

modification through cognitive -behavioral strategies to training parents and 

teachers in the principles and application of social learning theory. Implementation 

of behavioral treatment by parents and teachers can range from keeping a simple 

star chart to establishing complex token economies at home and school (Arnold, 

2002). Since the range of behavioral treatment is so wide, the NP can begin 

effective interventions in a school -based clinic when educating the parent and 

teacher about ADHD. Examples of some effective behavioral modifications and 

their value that yield results are listed in Table 5. 

Table 5 Useful behavioral interventions and their value 

Interventions Value 

Daily report care Closes gap between school and home, promotes parent- teacher -child 
cooperation. Proven effective for school behavior 

Clear rules and 
commands 

Helps child organize self and schedule; reduces frustrated or confused 
antecedents of undesirable behavior 

Contingent attention 
to desired behaviors 

Powerful but nonaversive; improves parent -child relations 

Star charts targeted to 
desired behaviors 

Simple, easy to understand, effective 

Home token 
economy 

Gives parents behavior management leverage at any time, since points can 
be awarded or fined at home or away; improves parent -child relation 

Time out Human aversive that prevents escalation of misbehavior 
Response cost Humane aversive that is usually more effective than corporal punishment 
Source: adapted from Arnold, 2002 
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Alternative Treatments 

Arnold (1999) explains that all ADHD treatments have some suggestive 

literature evidence of efficacy, but are not always conclusive. The following 

treatments prove useful for a few children, however, are not prescribed for every 

child that presents with the hallmark symptoms of ADHD. Most of these are 

classified as alternative treatments and outcomes in the literature conflict about their 

effectiveness. They are aimed at specific causes of what some think may contribute 

to ADHD. They are: 

Thyroid treatments 

Detoxification (deleading, chelation) 

Desensitization or immune therapy 

Elimination diet (oligoantigenic or Few Foods diets) 

Nutrients supplementations for diagnosed deficiency states (Fe, Zn, Ca, 

vitamins) 

Experimental treatments 

Medication, behavioral therapy and alternative treatments are the largest 

categories of treatment options for children with ADHD. Another final category of 

treatments that have insufficient evidence for classification exists. They can be 

considered experimental and include EEG Biofeedback, vestibular stimulation, 

channel- specific perpetual training, and other experimental treatments (herbals, 

essential fatty acids, acupuncture). Some alternative treatments could be useful 

adjuncts to standard clinical care in selected cases. Arnold (2001) is careful to note 
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that "blanket rejection nor uncritical blanket acceptance is useful" and stresses a 

comprehensive clinician be able to discuss them with the family. 

In 1998 the National Institute of Health Consensus Development 

Conference reviewed a number of these treatments. Their extensive published 

review of these and all other treatments can be found in a newly released 

compilation of latest literature review and scientific evidence for ADHD diagnosis 

and treatment entitled Diagnosis and Treatment of ADHD: An Evidenced -Based 

Approach 2003 edited by Jensen and Cooper. 

Education 

In the school setting the NP and school nurse will be responsible for patient, 

family, and teacher education. On a collaborative level, the NP can serve as a 

resource for school nurses as they work together towards goals set forth by parent, 

teacher, and child. Consistent with the American Academy of Nurse Practitioners 

(2002) practice priorities, education is a cornerstone of NP school -based ADHD 

management. Education occurs before and after the diagnosis of ADHD and, in all 

phases of treatment. 

Per the AAP guidelines, ADHD requires understanding that it is a chronic 

disease. Like other chronic diseases, the treatment teams needs staying power and 

organization. Since clinicians change, but caretakers or significant others do not, 

the treatment plan dictates that those team members be properly educated. Arnold 

(2001) suggests a list of team members in order of importance: child, parent, 

teacher, other significant adults, clinicians, support groups, psychiatrist, 

psychologist, neurologist, and other specialty referrals an indicated. The focus of 
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the NP school -based clinic will be educating the child, parent/family and teacher. 

Topics that will be addressed include (a) etiology of ADHD (b) components of 

diagnosis (c) treatment options including medication, behavioral therapy, 

alternative (d) impact of diagnosis and treatment for that individual in home and at 

school and (d) support group /reading material options. Different groups will receive 

differing depths of information based on their identified needs. An example of an 

educational program used for parents and teachers can be found in its entirety at 

www.davis.k12.us /classact. 

Educating the Child Patient 

Children are often overlooked when they are treated even though they are the 

ones who will be involved in treatment the longest. The patient is the most 

important person on the treatment team and early collaboration is an effective 

treatment strategy (Arnold, 1999). Age- appropriate simplified explanations of the 

disorder and medications can cement cooperation as the child grows. Arnold also 

suggests the following tactics when educating the child: 

Speaking directly to the child and let the parent listen in. 

Check the child's understanding of the explanation. 

Ask for the child's agreement with the plan of treatment. 

Address the child's resistance to treatment. 

Ask for cooperation under protest if the child resists. 

Speak to the child alone for a few minutes at each visit to see if there is any 

thing confidential they want to say. 
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Educating the Parent /family 

The MTA study documented the effectiveness of parent education as part of 

the treatment plan of certain randomized groups (Jensen et al, 1999). A plethora 

of ADHD research exists and can guide educational needs of those with a need to 

know. The NP seeks to be evidenced -based in practice and important information 

should be easily accessible to parents, family and teachers. There is the potential 

that treatment goals or health plans could be affected by the information they are 

taught. Tang and Newcomb (1998) explored the effects of receiving printed health - 

related information for patients. Patients requested information be concise, clear 

and illustrated if appropriate. Patients understanding of their care was improved, as 

well as their satisfaction with care. An added bonus of this research showed an 

enhanced relationship with their providers that motivated adherence to treatment. 

Since many educational resources exist aimed at parents and after determining what 

the parent already knows, the NP can tailor a resource book for each parent. 

Parents and family members have special educational needs upon learning 

their child has ADHD. Many parents have struggled to receive help for the child for 

which they have long been concerned. Parents often feel relief and validation after 

receiving a diagnosis, however, then must process the impact the diagnosis will 

have on their time, other family members, lifestyle, and future plans. Conversely, 

there are parents who may not have an interest in acting as their child's case 

manager to monitor and support the legal and practical responsibilities that come 

when a child is diagnosed. Given the familial tendency toward ADHD or other 

known causes, such as drug use, the NP may meet resistance when attempting to 
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partner with the parent to help the child. An oppositional or defiant personality 

disorder comorbid with ADHD indicates the need for more structured parental 

education. Studies have proven that a chaotic and dysfunctional family and parental 

psychiatric problems are a contributing factor to this particular comorbidity 

(Barkley, 2000, pg81). 

Educating the Teacher 

Teacher's role in the effective diagnosis and treatment of children with 

ADHD cannot be underestimated. Their direct information and observations are 

irreplaceable in developing an individualized health and education plan for each 

child with ADHD under their care. Teacher's contributions are necessary for 

accurate planning, thus, they must be educated about ADHD, the impact it may 

have in the classroom and the important role they play in observing, then reporting 

the child's classroom functioning. (Arnold, 2001; Barkley, 1999). 

A nurse in West Virginia recognized this need and has implemented a class 

aimed at teachers. The National Association of School Nurses, School Nurse of the 

Year, 2002, Donna Sue Peros, MS, RN, noted that many teachers' primary teaching 

methods, introduced in their basic preparatory courses, unknowingly aggravate the 

child with ADHD. The teachers are often unsure of how to change their classroom 

structure and presentation, to accommodate these students. A decrease, for example, 

in the variety of bright colors hanging form the ceiling or walls, can often soothe 

the ADHD child. As a result of this identified need, Mrs. Peros incorporates such 

advice when teaching pre -health and physical education student majors in her 

Student Health Problems Course. This recognition of a need in the foundation of a 
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teacher's educational program could produce teachers who are more aware of the 

children's emotional, cognitive, and social needs; providing a more effective 

teaching environment for the ADHD child. 

School Impact 

A guideline for school -based ADHD management would be incomplete if 

the legal parameters affecting ADHD were not considered. The Individual's with 

Disabilities Education Act (IDEA) has provisions in its part B that addressed the 

child with ADHD. Part B clarifies the circumstances under which children with 

ADHD are eligible for special education services. Although funding issues for a 

school -based clinic are beyond the scope of the NP guideline, being cognizant of 

federal mandates may facilitate better access for some children. 

The primary focus of IDEA is educational is nature. It designates a free and 

appropriate education to any child found to require special classroom 

accommodation, including special education services. The individualized education 

plan (IEP) is the vehicle used in the educational setting to assure this need is 

addressed. Other mandates concerning the purpose and follow- through of the IEP 

exist under part B in section 504. Section 504 is important to the child with ADHD 

in that it assures that there is an avenue to potentiate their learning. This is not to 

lessen the importance of the parental role in facilitating their success, on the 

contrary, it emphasizes points of importance to stress with the parent when they are 

educated about ADHD and how to best assist their child. 
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School Nurse Collaboration 

Perhaps the most significant impact in the school setting for the child with 

ADHD is the presence of the school nurse. The NP and school nurse in a school - 

based clinic will work as a team to provide appropriate diagnosis, monitoring and 

treatment to the child with ADHD. Each operates within their own scope of 

practice, the NP as a provider of care, and the RN as a facilitator. School nurses also 

act as liaisons for the parent, school and administrator to facilitate understanding of 

health concerns that could affect the child's learning. 

Although the AAP supports the goal of professional preparation for all 

school nurses, the shortage of nurses has necessitated unlicensed assistants in many 

school settings. This variable may affect the quality of care the child with ADHD 

receives since the paraprofessional's role will significantly differ from the 

professional school nurse role. For further position statements regarding the role of 

school nurses, school clinics and other school health issues visit www. nasn . org, 

the National Association of School Nurses (NASN) website. 

As stated previously, each child with ADHD who is being managed by an 

NP in the school setting should have a chart that contains stated individual health 

plan (HIP) goals. The NASN policy supports an IHP as a part of the IEP. It is 

designed for each student to heighten the potential of reaching educational goals. 

The school nurse develops this with the child, parent, and primary care provider, 

which in the case of an in- school management program, would be the NP. This role 

of collaboration is critical in assuring its completion and success. The NP must 

implement some of the recommendations the AACAP notes, and others the RN may 
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monitor. The following areas will be monitored in an HIP when treating a child 

with ADHD: 

1. Adequate assessment 

a. Physical exam (incl. Mental, Neuro) 

b. Baseline BP and checked at each office visit during titration, then 

annually 

c. Pulse (each visit) 

d. Height (each visit) 

e. Weight (each visit) 

2. Previous psychosocial treatments 

3. Previous psychotropic medications 

4. Medication Information 

a. Name of medication 

b. Dosage 

c. Duration of the trial 

d. Response and side effects 

e. Estimation of compliance 

5. Special school placements 

6. Psychosocial treatments 

a. Behavioral modification 

b. Parent training 

c. Daily report card 
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Parent Collaboration 

Throughout the description of this project, the interaction between the NP 

and parent has been discussed. To restate, NPs will collaborate with parents in each 

step of evaluation, diagnosis, and treatment of the child with ADHD. The NP and 

parent, along with educators, and other school professionals will form a team to 

help the child with ADHD. 

Children are at risk for not being heard and the parent will need coaching 

about their role in promoting the success of their child. Within the pages of this 

project, it is assumed that parents, who have children that are struggling with 

behavior issues so common with ADHD, are parents who want to help their child 

succeed. Too often this is not the case and in this situation, the NP would have a 

greater responsibility when educating the parent regarding ADHD, medication (and 

other treatment) use, and its implications for the child and their education. A 

noncompliant parent, one that was disinterested, poverty -stricken, or using illicit 

drugs, will require creative approaches by the NP in order to create an environment 

where the child with ADHD can succeed. 

Teacher collaboration 

Areas that the teacher and NP collaborate by sharing information have been 

discussed within this project. In order to reaffirm this unique role between 

education and medicine, it will be reviewed. 

Teachers play a critical role in determining the opportunities for success that 

a child with ADHD will have in a classroom setting. Their reports and observations 

are paramount to evaluation, diagnosis, and treatment of the child with ADHD. 
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There is an important distinction that must be made when educating teacher's about 

observing children. If a teacher tells a parent a child "needs Ritalin ", this is viewed 

as practicing medicine without a license. Instead, the NP provider within the school 

setting must direct them in steps to take when they are concerned about a child. 

Teachers can benefit from education regarding the entity of ADHD and its 

implications for the classroom. 

The role of a school health program in providing school health services has 

been outlined by the AAP in a manual School Health: Policy and Practice (1993). 

Its purposes are to: 

(1) Ensure access to primary health care; 

(2) Provide a system for dealing with crisis medical situations; 

(3) Provide mandated screening and immunization monitoring; and 

(4) Provide a process for identification and resolution of student's health care 

needs that affect educational achievement. 

The NP guideline for ADHD management in the school setting, in collaboration 

with the school nurse, parent, and teacher is designed to ensure the child access, 

identification and resolution or more concisely, maintenance of ADHD. 
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Project Conclusion 

Within the body of this project the neurobiological, chronic disease of 

Attention Deficit Hyperactivity Disorder was introduced. The etiology, prevalence 

and current diagnosis and treatment guidelines were explained. From the current 

literature, a need for a school based guideline for NP management was identified, 

then developed. Within the body of the guideline, diagnostic markers, treatment 

interventions and educational needs were identified. Finally, the role of the NP, 

school nurse and collaboration was identified and discussed within the context of a 

school setting. 

The NP guideline for school -based management of ADHD will allow 

clinicians to promote the success of the child in the school setting. The goal of this 

guideline is to close the identified communication gap that exists between provider 

and patient. By utilizing the expert nurse practitioner as a provider of healthcare in 

the school setting, the child with ADHD will have a greater opportunity for 

improved educational, physical, and social functioning. 
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APPENDIX A 
DIAGNOSTIC STATISTICAL MANUAL -IV ADHD CRITERIA 

A. Either 1 or 2 

1) Six (or more) of the following symptoms of inattention have persisted for at least 6 

months to a degree that is maladaptive and inconsistent with developmental level: 
Inattention 

a) Often fails to give close attention to details or makes careless mistakes in 
schoolwork, work, or other activities 
b) Often has difficulty sustaining attention in tasks or play activities 
c) Often does not seem to listen when spoken to directly 
d) Often does not follow through on instructions and fails to finish schoolwork, chores, or 
duties in the workplace (not due to oppositional behavior or failure to understand 
instructions) 
e) Often has difficulty organizing tasks and activities 
f) Often avoids, dislikes, or is reluctant to engage in tasks that require sustained mental 
effort (such as school work or homework) 
g) Often loses things necessary for tasks or activities (e.g., toys, school 
assignments, pencils, books, or tools) 
h) Is often easily distracted by extraneous stimuli 
I) Is often forgetful in daily activities 

2) Six (or more) of the following symptoms of hyperactivity- impulsivity have persisted for 
at least 6 months to a degree that is maladaptive and inconsistent with developmental 
level: 

Hyperactivity 
a) Often fidgets with hands or feet or squirms in seat 
b) Often leaves seat in classroom or in other situations in which remaining seated is 

expected 
c) Often runs about or climbs excessively in situations in which it is inappropriate 
d) Often has difficulty playing or engaging in leisure activities quietly 
e) Is often "on the go" or often acts as if "driven by a motor" 
f) Often talks excessively 

Impulsivity 
g) Often blurts out answers before questions have been completed 
h) Often has difficulty awaiting turn 
i) Often interrupts or intrudes on others (e.g., butts into conversations or 
games) 

B. Some hyperactive -impulsive or inattentive symptoms that caused impairment were present before 
7 years of age. 

C. Some impairment from the symptoms is present in 2 or more settings (e.g. at school or at home). 

D. There must be clear evidence of clinically significant impairment in social, academic, or 
occupational functioning. 

E. The symptoms do not occur exclusively during the course of a pervasive developmental disorder, 
schizophrenia, or other psychotic disorder and are not better accounted of by another mental 
disorder. 

Source: Diagnostic and Statistical Manual Mental Disorders, 4`h Ed. (DSM -IV). Copyright 1994, 
American Psychiatric Association. 
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APPENDIX B 

NURSE PRACTITIONER CLINICAL GUIDELINE FOR ADHD MANAGEMENT IN THE 
SCHOOL SETTING 

A. Attention -deficit/hyperactivity disorder 
1) Defined 
2) Prevalence 
3) Etiology 

a. Neurobiology 
b. Genetics 
c. Perinatal injury 

4) Evaluation of child exhibiting symptoms of ADHD 
a. Concern presented by anyone, to anyone 

i. Refer to NP for testing 
ii. Evaluation tools completed 

1. By parent 
2. By teacher 
3. By child 

5) Diagnosis by NP based on review of evaluation tools 
a. DSM -IV criteria utilized 
b. Medical imitators and comorbidities ruled out/in 
c. Implement AAP guidelines; refer or consult as needed 

i. H &P 
ii. Neuro exam 
iii. Mental exam 
iv. Family assessment by parent or caretaker 
v. School assessment by teacher, coaches, etc 

5) Treatment 
a. Based on team goals identified in IEP 
b. Individualized Health Plan initiated and made part of IEP 

i. Medication 
1. Stimulants 
2. Others 
3. New 

ii. Behavioral: refer and educate child/parent/teacher as needed 
1. Counseling 
2. Cognitive -behavioral 
3. Behavior -modification 

iii. Alternative 
iv. Experimental 

6) Education: incl. Etiology, diagnosis components, treatment options, impact, resources 
a. Child 
b. Parent 
c. Teacher 

7) School Impact 
a. Federal Mandates 
b. IEP; Add NP expertise as appropriate 

8) NP collaboration with 
a. School Nurse 
b. Teacher 
c. Parent 
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APPENDIX C 

ACRONYMS USED WITHIN THE BODY OF THE PAPER 

1. AACAP: American Academy of Child and Adolescent Psychiatrists 

2. AAFP: American Academy of Family Practice Physicians 

3. ADHD: Attention Deficit Hyperactivity Disorder 

4. AANP: American Academy of Nurse Practitioners 

5. AAP: American Academy of Pediatrics 

6. AMP: Combination dextroamphetamine and amphetamine 

7. CHADD: Children and Adults with Attention Deficit Disorders 

8. CNS: Central Nervous System 

9. DA: Dopamine 

10. DAT1: Dopamine transporter gene DA: Dopamine 

11. DAT1: Dopamine transporter gene 

12. DEX: Dextroamphetamine 

13. DRD4: Dopamine receptor gene 

14. DSM -IV: Diagnostic Statistics Manual version 4 

15. MPH: Methylphenidate 

16. MTA study: Multi -modal Treatment Arms study 

17. NIH: National Institute of Health 

18. NIMH: National Institutes of Mental Health 

19. NP: Nurse Practitioner 

20. PEM: Pemoline 

21. RN: Registered Nurse 
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APPENDIX E 
AAP ALGORITHM FOR TREATMENT OF ADHD 

SOURCE: AAP, 2001 
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positive response bias is seen in the satisfaction surveys with direct 

communication between data collectors and patients, either by phone or in 

person. However, this study's pre- and post -discharge methods both 

involved contact between the patients and data collectors, and no support for 

one method over the other can be concluded from this. 

The influence on satisfaction by context variables (unit size and length 

of stay) was shown in this study to be statistically insignificant. The 

available research does not address these variables on satisfaction directly, 

but Young, et. al. (2000) did link satisfaction with hospital size, but unit size 

is not a proxy for hospital size. Both Young, et. al. (2000) and Hargraves, 

et. al. (2001) demonstrate the connection between patient satisfaction and 

patient demographics, specifically patient age and health status. This 

secondary analysis agreed with these researchers in regard to the patient's 

health status, as long as it is accepted that health status is reflected in the 

number of reported symptoms. 

Findings on satisfaction and patient age, however, are inconsistent 

between the Young and Hargraves studies and this secondary analysis, with 

the former finding age positively correlated with satisfaction and the latter 

finding age negatively correlated with satisfaction. 
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Burroughs et. al. (2003) cites a study that gathered patient satisfaction 

data from both phone interviews and mail -in surveys. Higher levels of 

satisfaction were seen in the surveys done by phone. The explanation for 

this is related to "positive response bias" (Bear & Bowers, 1998) and social 

desirability -that is, the tendency of a respondent to give answers they 

believe the questioner wants to hear, an effect enhanced by direct contact 

with the questioner. This may account for the higher satisfaction ratings 

seen in the post -discharge group of the IMPACT study, as the pre -discharge 

group had less interaction with the researchers in terms of the satisfaction 

survey itself. Thus, the post- discharge group may report greater satisfaction 

as a result of positive response bias and social desirability. 

Limitations of the Study 

Initially, the IMPACT study was designed to collect patient data by 

phone interview only. Pre -discharge data collection was added at a later 

time, and the patients at that time were given the choice of either 

participating by phone interview after discharge or completing the survey 

pre- discharge. It is possible that survey bias was introduced when some 

patients were offered a choice of survey completion time and others were 

given no choice in survey completion time. Those choosing the pre- 
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discharge method may have had characteristics impacting satisfaction 

different from the characteristics of those whose choice was limited to 

agreeing to either a phone interview or not participating at all. 

Other limitations include the possibility of greater acquiescent (or 

positive) response bias in the post -discharge group, and variations in survey 

administration from one researcher to another for both pre and post - 

discharge groups. The pre- discharge survey was at times treated as an 

interview, with the researcher asking survey questions to patients at the 

bedside, and at other times as a paper questionnaire the researcher left with 

the patient and returned to pick up later with a minimum of patient contact. 

No standardization of researcher data collection procedures existed for the 

IMPACT study. 

There is also the possibility that other client and context variables not 

measured in the IMPACT study exerted an unknown effect on satisfaction. 

Client variables found in the literature to exert an effect on satisfaction but 

not studied here include patient gender and education levels (Young, et. al., 

2000; and Hargraves, et. al., 2001), and context variables include hospital 

size (Young, et. al., 2000). 
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Implications for Nursing 

Nursing research is very concerned with outcomes that are linked to 

nursing care, and patient satisfaction is one such outcome (Mahon, 1997, 

and Urden, 2002). 

The analysis of methodology in patient satisfaction survey 

administration is germane to bringing greater reliability and validity to 

satisfaction measurement, and improving reliability and validity increases 

the likelihood that patient satisfaction can be used more accurately to 

measure patients' responses to nursing care. 

The analysis of the effect of context and client variables on patient 

satisfaction may be useful in helping nurses define who is at risk for being 

dissatisfied, and thus who is not receiving quality care, and intervening on 

those patients' behalf. 

Aside from direct application of this secondary analysis to nursing 

care, it is an important addition to nursing outcomes research. It represents a 

step in the ability of nursing researchers to understanding the complexities of 

measuring patient satisfaction. 
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Recommendations for Future Research 

Throughout the literature on satisfaction there is seen a consistent hue 

and cry for further studies on virtually every aspect of satisfaction. In this 

secondary data analysis, time of survey administration as a variable 

impacting satisfaction was the explored aspect. The results were difficult to 

link to the available literature because of a lack of previous research, and 

therefore, survey timing is an area of research that bears further study. 

While most health care institutions choose a survey administration 

based on cost effectiveness and to maximize returns (Strasser & Davis, 

1991; Kane, 1997; and Minnick & Young, 1999), a better understanding 

through further research of the timing of data collection may help a hospital 

or clinic choose a method that is not only cost effective, but whose results 

are more valid than a method chosen for cost alone. 

This study also explored the relationship between satisfaction and 

client and context variables. While there was some agreement with the 

literature over patient symptom numbers as they may relate to satisfaction, 

there is no clear link seen between reported symptom numbers and the 

patient's relative degree of wellness. Research to discover if symptom 

numbers stand as a proxy for health status may simplify certain data 
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collection procedures when researchers do not need to assign acuity based 

on diagnosis. Further research on the relationship between patient reported 

symptom numbers and satisfaction will help to clarify the usefulness of 

collecting symptom data from patients. In the case of patient age, 

conflicting results between this study and the literature were found. Further 

study to focus on the effects of patient age can help the development of 

satisfaction survey methodology that can more easily take that bias into 

account. 

As suggested by this secondary data analysis, the recommendations 

for further research are: 

1. Continued examination of the role that timing of survey 

administration plays in determining patient satisfaction. 

2. Further studies to examine the relative impact the timing of surveys 

has on satisfaction when compared to client and context variables. 

3. Greater understanding of patients' reported number of symptoms as 

they relate to patient health status, and as this concept of acuity relates 

to satisfaction. 

4. Greater understanding of the impact of patient age in satisfaction. 



66 

5. Further work to delineate context variables that impact patient 

satisfaction. 

Summary 

Chapter five presents and discusses the findings of this secondary data 

analysis. Results were compared to the modified SRO model used to 

describe the research questions and compared and contrasted to the literature 

on satisfaction. 

The findings were discussed relative to its impact on nursing, and 

finally, recommendations for further research were made. 
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APPENDIX A 

HUMAN SUBJECTS APPROVAL FOR ORIGINAL STUDY 



Human- Subjects Protection Program 

6 July 2001 

Joyce Verran, Ph.D. 
College of Nursing 
PO BOX 210203 

THE UNIVERSITY OF 

ONA® 
TUCSON ARIZONA 
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1350 N. Vine Avenue 
P.O. Box 245137 
Tucson, AZ 85724 -5137 
(520) 626 -6721 

RE: THE IMPACT OF NURSING UNIT CHARACTERISTICS ON OUTCOMES 

Dear Dr. Verran: 

We received documents concerning your above cited project. Regulations published by the U.S. 
Department of Health and Human Services [45 CFR Part 46.101(b) (2)] exempt this type of research 
from review by our Institutional Review Board. 

Thank you for informing us of your work. If you have any questions concerning the above, please 
contact this office. 

Sincerely, 

Rebecca Dahl, R.N., Ph.D. 
Director 
Haman Subjects Protection Program 

RD /js 
cc: DepartmentaLCollege Review Committee 

ist i o?VEc,-/) fumy 
Su.e13-6C i s APPL 

http://vpr2.admin.arizona.edu/human_subjects 



69 

APPENDIX B 

APPROVAL FOR SECONDARY ANALYSIS 



THE UNIVERSITY OF ARIZONA COLLEGE OF NURSING 

MEMORANDUM 

TO: Human Subjects Review 

FROM: Joyce A Verran PhD, RN, FAAN 
Principal Investigator 

DATE: April 24, 2003 

SUBJECT: Approval to Utilize Data 

4),6b 
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Sue Bond, a Master's student at the College of Nursing has my permission to utilize data from the 
Impact on Nursing Unit Characteristics on Outcomes (AHRQ, ROl HS 11973, 2001 -2003) to 
perform the research described in this proposal for her thesis research. Her project has recieved 
approval from her committee of myself as Chair, Gerri Lamb PhD, RN, FAAN and Judith E$ken, 
PhD, RN who also serve as Investigators on the Impact study. 



71 

APPENDIX C 

HUMAN SUBJECTS APPROVAL FOR SECONDARY ANALYSIS 



Human Subjects Protection Program 
iittp: / /wwwdrb.arizona.edu 

3 July 2003 

Susan Bond, Master's Candidate 
Advisor: Joyce Yerran, Ph.D. 
College of Nursing 
PO BOX 210203 

THE UNNERSI Y OF 

ARIZONA® 
TUCSON ARIZONA 
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1350-N. Vine Avenue 
P.O. Box 245137 
Tucson, AZ 85724 -5137 
(520) 626 -6721 

RE: PATIENT SATISFACTION: ISSUES IN TIMING OF DATA COLLECTION 

We received documents concerning your above cited project. This project involves use of existing, 
de- identified data [letter granting access to data by PI of proj ect under which data was collected (Dr. 
Verran) submitted for review]. Regulations published by the U.S. Department of Health and Human 
Services [45 CFR Part 46.101(b) (4)] exempt this type of research from review by o ur Institutional 
Review Board. 

Exempt status is granted with the understanding that no further changes or additions will be made 
to the procedures followed (which we have on file) without the review and approval of the Human 
Subjects Committee and your College or Departmental Review Committee. 

Thank you for informing us of your work. If you have any questions concerning the above, please 
contact this office. 

Sincerely, 

Rebecca Dahl, R.N., Ph.D. 
Director 
Human Subjects Protection Program 

RD /js 
cc: Departmental/College Review Committee 
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APPENDIX D 

INSTRUMENT 



General Symptom Distress Scale (GSDS) 

1. How many of the following symptoms do you have? (Please fill in the bubble beside all that apply) 

O Depression 
O Anxiety 
O Fatigué 

O Bowel Problems 
O Shortness of Breath 

O Nausea 
O Vomiting 

O Pain 

O Sleep Difficulties 
O Difficulty Concentrating 
O Loss of Appetite 
O Cough 
O Other 

Of those symptoms that you have, please rank them from most (1) to least distressing (12). 

Depression 

Anxiety 

Fatigue 

- Shortness of Breath 

Nausea 

Vomiting 

Pain 

Sleep Difficulties 

_ Bowel Problems 

Difficulty Concentrating 

Loss of Appetite 

Cough 

Other 
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3. In general, how distressing are all your symptoms to you? (fill in the bubble below the number that applies) 

Not at all distressing 1 2 3 4 5 6 7 8 9 10 Extremely Distressing 

O O O O O O O O O O 

4. How well are you able to manage your symptoms? (fill in the bubble below the number that applies) 

Cannot manage at all 1 2 3 4 5 6 7 8 9 10 Can manage extremely 
O O O O O O O O O 0 well 

5. How well were you able to manage prior to going in the hospital? 

Could not manage 1 2 3 4 5 6 7 8 9 10 Could manage extremely 

at all 0 0 0 0 0 0 0 0 0 0 well 
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How Well Cared For Were You? (WCF) 

Instructions: Fill in the bubble beside the answer that best matches your opinion. 

1. How satisfied are you with the amount of help you have received? 

O Quite dissatisfied (1) 

O Indifferent or mildly dissatisfied (2) 

O Mostly satisfied (3) 

O Very satisfied (4) 

2. Considering your particular needs, how appropriate are the services you have received? 

O Highly appropriate (4) 

O Generally appropriate (3) 

O Generally inappropriate (2) 

O Highly inappropriate (1) 

3. Have the services you received helped you to deal more effectively with your problems? 

O Yes, it helped a great deal 

O Yes, it helped somewhat 
O No, it really didn't help 

O No, it seemed to make things worse 

4. How satisfied are you with the amount of nursing care you have received? 

O Quite dissatisfied (1) 

O Indifferent or mildly dissatisfied (2) 

O Mostly satisfied (3) 

O Very satisfied (4) 

5. Considering your particular needs, how appropriate is the nursing care you have received? 

O Highly appropriate (4) 

O Generally appropriate (3) 

O Generally inappropriate (2) 

O Highly inappropriate (1) 

6. Has the nursing care you received helped you to deal more effectively with your problems? 

O Yes, it helped a great deal (4) 

O Yes, it helped somewhat (3) 

O No, it really didn't help (2) 

O No, it seemed to make things worse (1) 



76 

7. When you talked to the person with whom you worked most closely, now closely did he or 
she listen to you? 

O Not at all closely (1) 

O Not too closely (2) 

O Fairly closely (3) 

O Very closely (4) 

8. When you talked to the nurse with whom you worked most closely, now closely did he or she 
listen to you? 

O Not at all closely (1) 

O Not too closely (2) 

O Fairly closely (3) 

O Very closely (4) 

9. How clearly did the person with whom you worked most closely understand your problem and 
how you felt about it? 

O Very clearly (4) 

O Clearly (3) 

O Somewhat unclearly (2) 

O Very unclearly (1) 

10. How clearly did the nurse with whom you worked most closely understand your problem and 
how you felt about it? 

O Very clearly (4) 

O Clearly (3) 

O Somewhat unclearly (2) 

O Very unclearly (1) 

11. How competent and knowledgeable was the person which whom you have worked most 
closely? 

O Poor abilities at best (1) 

O Only of average ability (2) 

O Competent and knowledgeable (3) 

O Highly competent and knowledgeable (4) 

12. How competent and knowledgeable was the nurse with whom you have worked most 
closely? 

O Poor abilities at best (1) 

O Only of average ability (2) 

O Competent and knowledgeable (3) 

O Highly competent and knowledgeable (4) 
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13. In an overall, general sense, how satisfied are you with the services you have received? 

O Very satisfied 
O Mostly satisfied 
O Indifferent or mildly dissatisfied 
O Quite dissatisfied 

14. In an overall, general sense, how satisfied are you with the nursing care you have received? 

O Very satisfied 
O Mostly satisfied 
O Indifferent or mildly dissatisfied 
O Quite dissatisfied 

15. How satisfied are you with the respect shown to you by your nurses? 

O Quite dissatisfied (1) 

O Indifferent or mildly dissatisfied (2) 

O Mostly satisfied (3) 

O Very satisfied (4) 

16. How satisfied are you with the nurses' responses to your cultural needs (if any)? 

O Very satisfied (4) . 

O Mostly satisfied (3) 

O Indifferent or mildly dissatisfied (2) 

O Quite dissatisfied (1) 

17. How satisfied are you with the amount of time nurses spent with you? 

O Quite dissatisfied (1) 

O Indifferent or mildly dissatisfied (2) 

O Mostly satisfied (3) 

O Very satisfied (4) 

18. If a friend were in need of similar care, would you recommend this program to him or her? 

O No, definitely not (1) 

O No, I don't think so (2) 

O Yes, I think so (3) 

O Yes, definitely (4) 

19. How satisfied were you that the nurse worked on your behalf to get you the care you 
needed? 

O Quite dissatisfied (1) 

O Indifferent or mildly dissatisfied (2) 

O Mostly satisfied (3) 

O Very satisfied (4) 
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20. How satisfied are you with the amount of input you had into the decisions made about your 
health care? 

Very satisfied (4) 

Mostly satisfied (3) 

Indifferent or mildly dissatisfied (2) 

Quite dissatisfied (1) 

21. How often did you see a Registered Nurse? 

Frequently (4) 
Sometimes (3) 
Seldom (2) 

i3 Never er.-dert -knew (1) 

dD ICNAr, e-+ -1-e- 11 

Thank you for completing this questionnaire! 



79 

REFERENCES 

American Nurses Association. (1995). Nursing Care Report Card for Acute 
Care. Washington, D.C.: American Nurses Publishing. 

Bear, M. & Bowers, C. (1998). Using a nursing framework to measure 
client satisfaction at a nurse -managed clinic. Public Health Nursing, 
15(1), 50 -59. 

Benkert, R., Barkauskas, V., Pohl, J., Corser, W., Tanner, C., Wells, M., & 
Nagelkirk, J. (2002). Patient satisfaction outcomes in nurse - 
managed centers. Outcomes Management, 6(4), 174 -181. 

Brewer, B. B., Greenberg, M. E., McEwen, M. M., Doyle, M. D., Lamb, G., 
Efflcen, J., & Verran, J. A. (2001). The Systems Research Organizing 
Model. Unpublished manuscript, University of Arizona College of 
Nursing, Tucson. 

Brooten, D. (1997). Methodological issues linking costs and outcomes. 
Medical Care, 35(11), 87 -95. 

Burrows, T. E., Waterman, B. M., Cira, J. C., Desikan, R., & Duncan, W. C. 
(2001). Patient satisfaction measurement strategies: A comparison of 
phone and mail methods. The Joint Commission Journal on Quality 
Improvement, 27(7), 349 -361. 

Ferketich, S., Phillips, L., & Verran, J. (1993). Development and 
administration of a survey instrument for cross -cultural research. 
Research in Nursing and Health, 16(3), 227 -230. 

Ford, R. C., Bach, S. A., & Fottler, M. D. (1997). Methods of measuring 
patient satisfaction in health care organizations. Health Care 
Management Review, 22(2), 74 -89. 

Hargraves, J. L., Wilson, I. B., Zaslaysky, A., James, C., Walker, J. D., 
Rogers, G., & Cleary, P. D. (2001). Adjusting for patient 
characteristics when analyzing reports from patients about hospital 
care. Medical Care, 39(6), 635 -641. 



80 

Hogan, A. J. (1997). Methodological issues in linking costs and health 
outcomes in research on differing care delivery systems. Medical 
Care, 35(11), 96 -105. 

Kane, R. L. (1997). Understanding Health Care Outcomes Research. 
Gaithersburg, MD: Aspen Publishers, Inc. 

Lamb, G. S. (1997). Outcomes across the care continuum. Medical Care, 
35 (11), 106 -114. 

Larsen, D. L., Attkisson, C. C., Hargreaves, W. A., & Nguyhen, T. D. 
(1979). Assessment of client/patient satisfaction: Development of a 
general scale. Evaluation and Program Planning, 2, 197 -207. 

Maas, M. L., Reed, D., Reeder, K. M., Kerr, P., Specht, J., Johnson, M., & 
Moorhead, S. (2002). Nursing outcomes classification: A 
preliminary report of field testing. Outcomes Management, 6(3), 112- 
119. 

Mahon, P. Y. (1996). An analysis of the concept "patient satisfaction" as it 
relates to contemporary nursing care. Journal of Advanced Nursing, 
24(6), 1241 -1248. 

Mahon, P. Y., (1997). Review of measures of patient satisfaction with 
nursing Care. Image -The Journal of Nursing Scholarship, 29(2), 
196. 

Minnick, A., & Young, W. B. (1999). Comparison between reports of care 
obtained by postdischarge telephone interview and predischarge 
personal interview. Outcomes Management for Nursing Practice, 
3(1), 32 -37. 

Mitchell, P. H., Ferketich, S., & Jennings, B. M. (1998). Quality health 
outcomes model. Image -The Journal of Nursing Scholarship, 31(1), 
43 -46. 

Polit, D. F., & Hungler, B. P. (1995). Nursing Research Principles and 
Methods. Philadelphia: Lippincott. 



81 

Sidani, S., & Braden, C. J. (1998). Evaluating Nursing Interventions -A 
Theory - Driven Approach. Thousand Oaks, CA: Sage Publications. 

Strasser S., & Davis, R. M. (1991). Measuring Patient Satisfaction for 
Improved Patient Services. Ann Arbor, MI: American College of 
Healthcare Executives. 

Thomas, L. H., & Bond, S. (1996). Measuring patients' satisfaction with 
nursing: 1990 -1994. Journal of Advanced Nursing, 23, 747 -756. 

Urden, L. D. (2002). Patient satisfaction measurement: Current issues and 
implications. Lippincott's Case Management, 7(5), 194 -200. 

Verran, J., Effken, J., & Lamb, G. (2001). Patient Safety Initiative from the 
Agency for Health Research and Quality CROI HS 11 973, 2001- 
2004. 

Weaver, M., Patrick, D. L., Markson, L.E., Martin, D., Frederic, I., & 
Berger, M. (1997). Issues in the measurement of satisfaction with 
treatment. The American Journal of Managed Care, 3(4), 579 -594. 

Young, G. J., Meterko, M., & Desai, K. R. (2000). Patient satisfaction with 
hospital care: Effects of demographic and institutional characteristics. 
Medical Care, 38(3), 325 -334. 


	azu_td_ahsl_001_sip1_pg001_m
	azu_td_ahsl_001_sip1_pg002_m
	azu_td_ahsl_001_sip1_pg003_m
	azu_td_ahsl_001_sip1_pg004_m
	azu_td_ahsl_001_sip1_pg005_m
	azu_td_ahsl_001_sip1_pg006_m
	azu_td_ahsl_001_sip1_pg007_m
	azu_td_ahsl_001_sip1_pg008_m
	azu_td_ahsl_001_sip1_pg009_m
	azu_td_ahsl_001_sip1_pg010_m
	azu_td_ahsl_001_sip1_pg011_m
	azu_td_ahsl_001_sip1_pg012_m
	azu_td_ahsl_001_sip1_pg013_m
	azu_td_ahsl_001_sip1_pg014_m
	azu_td_ahsl_001_sip1_pg015_m
	azu_td_ahsl_001_sip1_pg016_m
	azu_td_ahsl_001_sip1_pg017_m
	azu_td_ahsl_001_sip1_pg018_m
	azu_td_ahsl_001_sip1_pg019_m
	azu_td_ahsl_001_sip1_pg020_m
	azu_td_ahsl_001_sip1_pg021_m
	azu_td_ahsl_001_sip1_pg022_m
	azu_td_ahsl_001_sip1_pg023_m
	azu_td_ahsl_001_sip1_pg024_m
	azu_td_ahsl_001_sip1_pg025_m
	azu_td_ahsl_001_sip1_pg026_m
	azu_td_ahsl_001_sip1_pg027_m
	azu_td_ahsl_001_sip1_pg028_m
	azu_td_ahsl_001_sip1_pg029_m
	azu_td_ahsl_001_sip1_pg030_m
	azu_td_ahsl_001_sip1_pg031_m
	azu_td_ahsl_001_sip1_pg032_m
	azu_td_ahsl_001_sip1_pg033_m
	azu_td_ahsl_001_sip1_pg034_m
	azu_td_ahsl_001_sip1_pg035_m
	azu_td_ahsl_001_sip1_pg036_m
	azu_td_ahsl_001_sip1_pg037_m
	azu_td_ahsl_001_sip1_pg038_m
	azu_td_ahsl_001_sip1_pg039_m
	azu_td_ahsl_001_sip1_pg040_m
	azu_td_ahsl_001_sip1_pg041_m
	azu_td_ahsl_001_sip1_pg042_m
	azu_td_ahsl_001_sip1_pg043_m
	azu_td_ahsl_001_sip1_pg044_m
	azu_td_ahsl_001_sip1_pg045_m
	azu_td_ahsl_001_sip1_pg046_m
	azu_td_ahsl_001_sip1_pg047_m
	azu_td_ahsl_001_sip1_pg048_m
	azu_td_ahsl_001_sip1_pg049_m
	azu_td_ahsl_001_sip1_pg050_m
	azu_td_ahsl_001_sip1_pg051_m
	azu_td_ahsl_001_sip1_pg052_m
	azu_td_ahsl_001_sip1_pg053_m
	azu_td_ahsl_001_sip1_pg054_m
	azu_td_ahsl_001_sip1_pg055_m
	azu_td_ahsl_001_sip1_pg056_m
	azu_td_ahsl_001_sip1_pg057_m
	azu_td_ahsl_001_sip1_pg058_m
	azu_td_ahsl_001_sip1_pg059_m
	azu_td_ahsl_001_sip1_pg060_m
	azu_td_ahsl_001_sip1_pg061_m
	azu_td_ahsl_001_sip1_pg062_m
	azu_td_ahsl_001_sip1_pg063_m
	azu_td_ahsl_001_sip1_pg064_m
	azu_td_ahsl_001_sip1_pg065_m
	azu_td_ahsl_001_sip1_pg066_m
	azu_td_ahsl_001_sip1_pg067_m
	azu_td_ahsl_001_sip1_pg068_m
	azu_td_ahsl_001_sip1_pg069_m
	azu_td_ahsl_001_sip1_pg070_m
	azu_td_ahsl_001_sip1_pg071_m
	azu_td_ahsl_001_sip1_pg072_m
	azu_td_ahsl_001_sip1_pg073_m
	azu_td_ahsl_001_sip1_pg074_m
	azu_td_ahsl_001_sip1_pg075_m
	azu_td_ahsl_001_sip1_pg076_m
	azu_td_ahsl_001_sip1_pg077_m
	azu_td_ahsl_001_sip1_pg078_m
	azu_td_ahsl_001_sip1_pg079_m
	azu_td_ahsl_001_sip1_pg080_m
	azu_td_ahsl_001_sip1_pg081_m

