Practice Summary: ADHD in Women Across the Lifespan
Based on Fireside Chat with Dr. Sara Binder and Moderated by Dr. Tina Nicholson

Overview

ADHD in women is frequently underrecognized, with many receiving a diagnosi
only in adulthood. Hormonal fluctuations across the menstrual cycle, pregnanc
postpartum period, and perimenopause significantly influence symptom severi

S

y,
ty.

Comorbidities such as depression, anxiety, PMDD, and BPD are common and may

mask or mimic ADHD presentations. Clinicians should adopt a lifespan- and
hormone-informed approach to assessment and treatment.

1. Diagnostic Considerations in Women
Underdiagnosis and Presentation
e Girls often present with inattentive symptoms, contributing to missed
diagnoses.

e DSM criteria may not adequately reflect female presentations, especially
emotional dysregulation.

e Adult women commonly present for assessment after their children are
diagnosed.

e Many women are already in treatment for depression, anxiety, or
substance use when ADHD is uncovered.

Clinical Red Flags for ADHD Screening

e Poor or incomplete response to typical anxiety or depression treatments.

e PMDD diagnosis — ~45% comorbidity with ADHD.

e History of postpartum depression or anxiety.

e BPD diagnosis with prominent impulsivity and emotional dysregulation.
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e Patterns of being “consistently inconsistent,” overwhelmed, frequent
job/relationship turnover, MVAs, missed appointments, or inconsistent
medication adherence.

Clinical Guidance
Assessment should focus on current symptoms and functional impairment, as
well as historical information, including symptoms and functional impairment.

2. Hormonal Influences on ADHD Symptoms
Menstrual Cycle
e Estrogen levels track closely with dopamine availability.

e Symptoms often worsen during the late luteal/PMS phase (low
estrogen/dopamine).

e Improvement commonly occurs once menstruation begins; symptoms peak
mid-cycle when estrogen is highest.

Clinical Application
e Encourage patients to track symptoms across menstrual cycles.

e Normalize cyclical variability as physiologically driven.

3. Treatment Adjustments for Hormonal Fluctuations
Medication Strategies
e Consider increasing the stimulant dose by one dose increment during the
premenstrual phase.

e Individualize based on symptom patterns and tolerability.

Contraception Considerations
e Some women are sensitive to hormonal contraceptives.

e Continuous combined OCP use (e.g., 3-month cycles) may improve stability.

e Progesterone-dominant methods (e.g., hormonal IUDs) may worsen
symptoms for some.
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e Copper IUD may be better tolerated for individuals sensitive to hormonal
changes.

4. ADHD Management in Pregnancy and Postpartum

Pregnancy
e "Pregnancy brain" can intensify ADHD-related cognitive challenges.

e Treatment decisions must balance functional impairment with risk.

e Current evidence:
No overall increase in congenital malformations.
o Slight association between methylphenidate and cardiac
malformations (not seen with amphetamines).

o Slightly increased risk of preterm delivery and NICU admission when
stimulants are used.

Postpartum
e High-risk period due to sleep disruption, routine changes, and hormonal

shifts.

e Medication can be taken while breastfeeding with timing modifications
(e.g., feeding before dosing).

Clinical Guidance:
Perform individualized risk-benefit assessments and ensure close monitoring
postpartum, regardless of medication status.

5. ADHD in Perimenopause and Menopause
Presentation
e Perimenopause may trigger new ADHD symptoms or destabilize previously
well-controlled ADHD due to estrogen fluctuations.

e Women with past postpartum depression should be screened proactively as
they approach perimenopause.
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e Symptoms often stabilize post-menopause.

Clinical Guidance:
e Consider the potential benefit of hormone replacement therapy (HRT) in
select patients.

e ADHD can be diagnosed and treated at any age, including in older adults.

6. Comorbidities and Differential Diagnosis
Common Comorbidities
e High comorbidity rate (=85%) in untreated ADHD.

e Depression, anxiety, PMDD, and substance use disorders.

e Symptom overlap with BPD complicates diagnosis.

Treatment Insights
e Treating ADHD often reduces the severity of comorbidities.

e SSRIs may worsen cognitive symptoms in ADHD by suppressing
dopamine/norepinephrine.

e Reassess comorbid diagnoses after ADHD treatment is optimized.

7. Emerging Research and Theoretical Considerations
Histamine Pathways
e Preliminary discussions suggest a possible link between histamine
dysregulation, PMDD, mast cell activation, and ADHD.

e Higher prevalence of atopic/autoimmune conditions in ADHD populations.

e No treatment recommendations yet; this remains an active research area.
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8. Clinician Action Items for Practice
Screening

e Screen women with PMDD, treatment-resistant mood/anxiety disorders, or

BPD diagnoses for ADHD.

e Track ADHD symptoms across menstrual cycles.

e Screen women approaching perimenopause with a history of postpartum

depression.

Management
e Adjust stimulant dosing during premenstrual phases when indicated.

e Consider the hormonal impact of contraceptive choices.
e Monitor closely during the postpartum period.

e Reassess comorbid diagnoses once ADHD is treated.

Research Implications
e Investigate links between hormones, histamine pathways, PMDD, and
ADHD.

e Explore the effects of hormone-blocking cancer therapies on ADHD
symptoms.

e Advocate for more gender-inclusive diagnostic criteria.

CADBRA

CANADIAN ADHD RESOURCE ALLIANCE
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