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DISCLOSURES

• None



LEARNING OBJECTIVES

1. Discuss the relationship between ADHD and 
symptoms of depression

2. Determine an approach to assessment and 
treatment of these co-occurring conditions

3. Discuss of the rational for early detection and 
treatment of ADHD



ASSUMPTIONS/DISCLAIMERS

• Baseline knowledge of DSM V criteria for MDD and ADHD 

• Baseline knowledge of biopsychosocial assessment process 
and tools for MDD and ADHD – eg. PHQ9 and SNAP 
forms, and first line pharmacologic treatment options for 
both

• Focus will be primarily on pharmacological treatment 
decisions. Specific behavioural, psychological and family 
interventions are important but will not be reviewed in 
detail



CASE EXAMPLE
• 14 yr (Grade 9) female comes to your office in October with  presenting 

complaint of low mood and passive suicidal ideation with some superficial 
NSSI.
• No previous psych history, medically well, no medication

• Has tried MJ and ETOH 1-2x but not a regular user

• Struggling with school attendance, can’t concentrate on the work, grades are 
starting to slip, low energy, losing small amount of weight

• Spending lots of time in bedroom, irritable and withdrawn from family and 
activities (e.g, soccer and dance.)

• Sleep is highly disruptive with difficulty initiating and sustaining sleep



CASE EXAMPLE con’t

• Early history: 

• Outgoing, “intense” personality. Lots of meltdowns

• Social butterfly, no significant anxiety

• Got reasonable grades in elementary school, often done early, 
careless mistakes - “would do better if applied self”

• Middle school started having trouble with friend groups



CASE EXAMPLE con’t

• Physical Exam

• Thin, well appearing adolescent

• Vitals normal 

• Fresh NSSI wounds – occurred after argument with parents about 
grades

• MSE – downcast, withdrawn. Seems spaced out – loses focus on the 
questions asked. Endorsing intermittent passive SI, no plan.

• B/W – slightly low ferritin, otherwise unremarkable.



WHAT IS GOING ON? 

•DIFFERENTIAL DIAGNOSIS: 
• MDD

• ADHD

• PTSD

• Adjustment reaction (Family, social, school stressors – bullying)

• Medical issues – eg. Eating disorder, thyroid issues



LEARNING OBJECTIVES

1. Discuss the relationship between ADHD and 
symptoms of depression

2. Determine an approach to assessment and 
treatment of these co-occurring conditions

3. Discuss of the rational for early detection and 
treatment of ADHD



THE PROBLEMS
• Diagnostic challenges

• ADHD and MDD have symptom overlap

• Some symptoms of ADHD do not become clinically relevant until middle school age, high school or college 
– eg. Inattentive subtype, which can coincide with MDD onset

• MDD and ADHD are highly comorbid
• 6x more likely to have MDD 1 yr after ADHD dx (Gundel et al. 2018)

• MDD on average 5x higher in ADHD youth (Beiderman, 2008)

• 10-30% of youth with ADHD may also have MDD, up to 70% may eventually develop MDD (CHADD, 2023)

• Comorbid ADHD can worsen MDD trajectory. (Beiderman, 2008)

• Earlier onset, greater symptom severity, longer duration, more hospitalizations, and increased risk of 
suicidality and NSSI

• Can be difficult to know what to prioritize with treatment when both ADHD and 
MDD occur together



WHY DO ADHD AND MDD CO-OCCUR?

•Can have similar risk factors/etiologic factors
• Common genetic predisposing factors (Farone and Larsson, 2019;  Demontis et al, 2019)

• Early childhood trauma and adversity; high ACE scores (Walker et al. 2021; Brown 

et al, 2017.)

• Prenatal exposures and in-utero experiences

•ADHD symptoms as a risk factor for developing 
MDD



HOW CAN ADHD LEAD TO MDD?
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LEARNING OBJECTIVES

1. Discuss the relationship between ADHD and 
symptoms of depression

2. Determine an approach to assessment and 
treatment of these co-occurring conditions

3. Discuss of the rational for early detection and 
treatment of ADHD



ASSESSMENTS
• Based on psycho-social history and collateral gathering – youth AND parent 

reports
• Takes time!

• Similar instruments – e.g SNAP – IV parents and teachers, PHQ9 – although may not be as 
accurate

• PHQ9 – question 3 (insomnia) and 7 (concentration) consider scoring only if deviation 
from baseline

• Focus on timelines – alter SNAP instructions to assess prior to depressive symptom onset. 
Consider different sources from current teacher (e.g previous coach, previous teacher)

• Consider other diagnoses – eg. Substance use, PTSD, bipolar disorder, anxiety

• Family history (ADHD?), medical history

• Safety – suicidality, abuse, substances



ASSESSMENTS con’t

• RS Diler et al. Differentiating major depressive disorder in 
youths with attention deficit hyperactivity disorder. 2007.

• Symptoms unique to MDD:

• social withdrawal

• anhedonia

• depressive cognitions

• suicidal thoughts

• psychomotor retardation 



TREATMENT APPROACH: co-occurring  ADHD 

AND MDD

• CADDRA (2022) and TEXAS (2007) Approach



TREATMENT APPROACH: co-occurring  ADHD 

AND MDD
• CADDRA (2022) and TEXAS (2007) Approach:

• Determine the most impairing diagnosis and prioritize treatment of that. 
If unclear – ask the patient!

• Acute suicidality in context of MDD – prioritize MDD treatment 

• CBT psychotherapy +/- SSRI’s (fluoxetine vs sertraline or escitalopram) (CANMAT, 2016)

• If ADHD symptoms persist – treat with second agent for ADHD

• If mild to moderate depressive symptoms - esp if clearly related to 
functional impairments of ADHD, prioritizing ADHD

• First line – long-acting psychostimulant (see CADDRA). - or short-line first for Pharmacare 

coverage

• Two trials of psychostimulants (can switch class - MPH or AMP)

• If depressive symptoms persist – treat with second agent (e.g. SSRI)



TREATMENT APPROACH: co-occurring  ADHD 

AND MDD

Source: Pliska et al. J. Am Acad Child 

Adolesc Psychiatry, 45:6, JUNE 2006 



TREATMENT APPROACH:



LEARNING OBJECTIVES

1. Discuss the relationship between ADHD and 
symptoms of depression

2. Determine an approach to assessment and 
treatment of these co-occurring conditions

3. Discuss of the rational for early detection and 
treatment of ADHD



OUTCOMES - TREATMENT MATTERS!!

1. Beiderman et al. (2009):

• Case control white male children with ADHD (n= 112) with 

73% treated with stimulants

• 10 year follow up: 
• “Participants with ADHD who were treated with stimulants were 

significantly less likely to subsequently develop depressive and 

anxiety disorders and disruptive behavior and less likely to 

repeat a grade compared with participants with ADHD who 

were not treated.”



OUTCOMES - TREATMENT MATTERS!!
2. Chang et al. (2016) :

• Retrospective study (n=38,752)

• Treatment of ADHD associated with decreased risk of MDD 

development  (approx. 20% ↓)

• Moderated by duration of ADHD treatment

3. Park et al. (2022):
• Nationwide cohort study (South Korea)

• Long-term (n=1309) and short-term MPH (n=2199) users <18yr

• Long-term MPH use significantly correlated to decreased MDD risk 

(and Conduct Disorder) HR:0.7



OUTCOMES - TREATMENT MATTERS!!

Boland et al. (2020):  A literature 

review and meta-analysis on the 

effects of ADHD medications on 

functional outcomes. Journal of 

Psychiatric Research

• 40 studies included

• International studies

• N ranging from 5718 to 

146,000,000

• ”Overwhelming majority of 

medication treatment consisted of 

stimulants”



OUTCOMES - TREATMENT MATTERS!!

Boland et al. (2020):  A literature 

review and meta-analysis on the 

effects of ADHD medications on 

functional outcomes.

• 40 studies included

• International studies

• N ranging from 5718 to 

146,000,000

• ”Overwhelming majority of 

medication treatment consisted of 

stimulants”



CASE EXAMPLE con’t

• 14 yr (Grade 9) female comes to your office in October with  
presenting complaint of low mood and passive suicidal 
ideation with some superficial NSSI.
• PHQ 9 – score 10, mild – moderate depression, no intent to SI

• SNAP scores – 20/27 inattention, 14/27 hyperactive

• MDD symptoms started with high school and feeling overwhelmed in 
school

• Family conflict increasing around school avoidance

• Social impulsivity has created more conflict



CASE EXAMPLE con’t

• Reviewed options of treatment with youth and family 

• Clarified cardiac history prior to initiation of stimulant

• RX lisdexamphetamine 20mg po daily

• Given history of some substance use – this was prescribed over 
other long-acting and short-acting stimulants

• Special Authority obtained 

• Follow up in 2 weeks – ADHD symptoms improved. PHQ9 –
decreased to 7



TAKE AWAYS
1. MDD and ADHD can be difficult to differentiate – assessments 

take time. Focus on timelines

2. MDD and ADHD often co-occur together with worse outcomes for 
MDD

3. When ADHD and MDD co-occur – treat the more impairing 
disorder first.

4. Treatment of ADHD early can decrease the risk of later onset of 
mood disorders and other negative outcomes



TAKE AWAYS
5. Consider school transition points high risk times for ADHD 

symptoms to present

6. Consider screening parents for ADHD when youth diagnosed

7. Consider review with COMPASS or referral to CYMH/Child and 
Adolescent Psychiatry services if not responding to first two 
medication trials. 

8. Consider Ledger referral if struggling despite secondary services 
(eg. CYMH)



CLINICAL PEARLS
1. Use lisdexamphetamine preferentially if youth using substances

2. Younger children, especially neuro-diverse children may require 
lower starting doses of short-acting stimulants to start (e.g. 2.5 mg 
MPH  BID).

3. Fluoxetine can be more activating than sertraline. Consider 
starting with sertraline in hyperactive youth.



RESOURCES

• For Clinicians

• CADDRA (Canadian ADHD Resource Alliance)

• BCCH Tool Kits – ADHD and MDD

• COMPASS - https://www.compassbc.ca/

• For Families

• BCCH “Rolling with ADHD” Series: 
https://healthymindslearning.ca/rollingwith-adhd/

• BCCH: ADHD Info for families

• CHADD: https://chadd.org/about/

https://healthymindslearning.ca/rollingwith-adhd/
https://chadd.org/about/


RESOURCES



COMPASS 

Are you a healthcare provider seeking guidance on 
clinical care for child & youth mental health and 
substance use disorders? 

➢ Call 1-855-702-7272 or visit compassbc.ca for 
support with medications, counselling, diagnosis 
or treatment planning for children and youth in 
your practice.

Are you a healthcare provider seeking more education 
on common child & youth mental health and substance 
use disorders? 

➢ Visit compassbc.ca/education to find clinical 
toolkits, webinar recordings, and curated resources.

Services

Telephone 
case 
consultation 

Service 
navigation

Education for 
healthcare 
providers

Child & Youth Mental Health Case Consultation 
& Education for Healthcare Providers

Call: 1-855-702-7272               Visit: CompassBC.ca
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