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Objectives
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Review major known risks associated with untreated ADHD in perinatal patients 

Review Diagnosis/Differential Diagnosis of Peripartum ADHD

Overview non-pharmacological options for perinatal patients with ADHD

Discuss major known risks associated with pharmacological treatments for ADHD 
during the perinatal period 



A Case
A 33 year old primigravida presents for an initial evaluation. 

Diagnosed with ADHD in college and used Vyvanse with good 
effect and tolerability since early 20s. 

Was advised to discontinue medication upon pregnancy. 

Since pregnancy, patient cannot complete tasks, has received 
warnings about performance at work, and last week 
experienced a minor motor vehicle collision. She is tearful, 
feeling ineffective and worthless.

EPDS: 12
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Scope:
ADHD affects ~4.4% of American adults1 

Estimated ratio in adults is 1.6 male to 1 female2 

No longer viewed as “just a childhood illness”
• An estimated 60% of children with ADHD will continue to have clinically relevant 

symptoms as adults3

• Inattentive symptoms in particular frequently persist, although hyperactive symptoms 
may also persist in some cases 
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Treatment for 
ADHD in 
adults is 
increasing 

The increase 
in prescriptions 
is largely being 
driven by 
stimulants 



Impact of ADHD on pregnancy outcomes

Limited studies have shown some specific perinatal risks 

Murray et al
• higher risk for maternal stress, comorbid depressive symptoms, and significant 

negative impact on social supports 

• higher rates of tobacco use and preterm birth, but this lost significance when adjusted 
for confounding factors5 

Poulton et al
• increased risk of multiple negative outcomes including pre-eclampsia, pre-term 

labor/birth, higher incidence of surgical delivery, and higher need for neonatal 
resuscitation and higher likelihood of neonatal admission

• although they were unable to confidently ascribe these outcomes to parental ADHD, 
use of psychostimulants, or other correlated factors6 



Untreated ADHD in adults is associated with numerous negative 
outcomes1, 4, 5, 7, 8, 9, 20, 21, 22, 23

• Elevated risk of multiple medical comorbidities, especially neurological, metabolic, 
musculoskeletal and respiratory illnesses

• Elevated risk of all cause mortality, especially non-natural mortality (e.g. accidental 
death, suicide)

• Higher rates of serious motor vehicle crashes

• Elevated rates of substance misuse 

• Elevated risk of mood disorders and anxiety disorders

• Heightened impulsivity/increased risk-taking behaviors

• Elevated rates of criminal behavior/legal system involvement

• Decreased academic and vocational success, higher rates of financial stress

• Decreased social supports, higher rates of relational conflict/divorce



Why treat during pregnancy? 
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• rates of morbidity/mortality7 (including decreasing risk of motor vehicle crashes21)

• reduce substance abuse22

• emotional dysregulation and impulsivity4

Treatment of ADHD has been shown to reduce:

• Successful employment and improved financial resources 

• Social connection and support

• Engagement in health-promoting behaviors 

• Parenting 

Treatment of ADHD also has positive impact on23:



Diagnosis
ADHD confounders:
• Cognitive changes related to pregnancy and postpartum

• Depressive disorders

• Anxiety disorders

• PTSD



Diagnosis
Adult ADHD Self-Report 
Scale (ASRS) is a tool that 
screens for ADHD symptoms

To meet DSM-5 criteria, 
patients need 
• At least 6 inattentive and/or 

hyperactive symptoms

• For at least 6 months

• Evidence of at least some 
symptoms in starting in 
childhood



Assessment
Use a structured assessment tool
• ASRS can be a helpful jumping off point, but is not a diagnostic tool

Important elements:
• Assess for childhood symptoms

• Family history

• Current level of functioning

• Severity

− Work

− Relationships

− Driving



Non-pharmacological interventions 
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Psychoeducation CBT Neurofeedback 

Peer support Coaching

Environmental modifications 
(e.g. prioritizing public 
transport over driving, 

accommodations in 
school/work, etc.) 



Risks associated with pharmacological treatment of 

ADHD in pregnancy: Stimulants 

The most convincing data of adverse effects from stimulant 
exposure exists from studies of pregnant individuals abusing 
psychostimulants (in particular methamphetamine) 
• See higher rates of fetal demise, hypertensive disorders, in utero growth restriction, 

preterm birth, postpartum hemorrhage in this group

Cannot automatically extrapolate these risks to therapeutic use  



Risks associated with pharmacological treatment of ADHD in pregnancy: 
Stimulants 
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• Possible small increase in cardiac malformations with methylphenidate

• No known risk with amphetamine exposure10

• Other studies have found no association between stimulant exposure and 
birth defects11

Increased risk of birth defects

• Some evidence of growth acceleration and being large for gestational age11

• However, other studies have shown growth restriction13

In utero growth effects 



Risks associated with pharmacological 

treatment of ADHD in pregnancy: Stimulants 
Hypertensive disorders6, 12, 14 

− Data are conflicted on risk of pre-eclampsia with therapeutic stimulant exposure 

Increased risk of preterm birth11, 14

Increased rates of neonatal morbidity 
− More likely to require NICU care, and more likely to experience CNS disorders (e.g. 

seizures)11 

− More likely to require caesarian delivery, have low APGAR scores, require NICU care6 

− No study has found stimulant associated increase in neonatal death 



Risks associated with pharmacological 
treatment of ADHD in pregnancy: Bupropion 

Increased risk of birth defects?
• Early studies said maybe, but more recent data are reassuring15, 16  

Few other reported negative pregnancy outcomes

Low risk for postnatal adaptation

Less effective than stimulants, but may be a reasonable option 
for patients with comorbid depression and/or nicotine use 
disorder 



Risks of Medications in Pregnancy: 

Atomoxetine 
Limited data available 

No evidence of increased risk of birth defects17, 18 

No evidence of increased risk of pre-eclampsia or preterm 
birth14

No evidence of increased risk of long-term developmental 
problems including growth problems or autism18 



Risks associated with pharmacological 
treatment of ADHD in pregnancy: α2 agonists

Very little published data and what is known is confounded – 
most studies are from patients being treated for severe 
hypertension, which can have significant effects on pregnancy 
outcomes

Clonidine was not associated with impairments in development 
or growth18

Guanfacine was similarly not associated with development or 
growth impairments after exposure during pregnancy19 



Summary of ADHD Management during pregnancy
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Do your best to 
ensure diagnostic 
accuracy

1

Assess the severity of 
ADHD and the risks of 
untreated illness for 
the individual patient

2

Consider medical 
comorbidities

3

Consider possible non-
pharmacological 
interventions

4

Consider the known 
perinatal risk/safety 
profile of medications
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