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Abstract

Background: The efficacy of pharmacotherapy for attention-deficit/hyperactivity disorder
(ADHD) has been confirmed in numerous controlled studies. However, in clinical practice,
pharmacological treatment is heavily dependent upon the parents or guardians of patients.
Parental attitudes are shaped not only by medical knowledge but also by parental beliefs
about the use of pharmacotherapy and psychoactive substances, including ADHD pharma-
cotherapy. Parental beliefs about the safety and possible side effects of pharmacotherapy
significantly influence their decision to accept or reject pharmacotherapy. This study aimed
to explore parental beliefs and attitudes toward ADHD pharmacotherapy and their associa-
tion with parental treatment acceptance and treatment-related decision-making. Methods:
The cross-sectional online survey included 506 parents of children diagnosed with ADHD,
recruited through closed social media groups. Parental treatment acceptance and decisions
regarding initiation of pharmacotherapy were examined. Results: Parents of children with
experience of pharmacotherapy more frequently considered pharmacotherapy safe (83.4%
vs. 39.7%, p < 0.001) and expressed readiness to start treatment immediately (73.8% vs.
32.5%, p < 0.001). In this group, 72.6% of parents indicated that the benefits of pharma-
cotherapy outweigh potential risks. However, concerns about addiction were similar in
both groups (49.4% vs. 45.3%, p = 0.400). In a gendered analysis, fathers were more likely
than mothers to consider pharmacotherapy unnecessary for treating ADHD (35.3–22.4%;
p = 0.002; V = 0.142) or disbelieve in ADHD treatment (25.7–15.1%; p = 0.005; V = 0.132).
Furthermore, fathers were more likely than mothers to support limiting the use of phar-
macotherapy for treating ADHD to those over 18 (41.3% vs. 26.5%; p < 0.001; V = 0.156),
and to report parental opposition (28% vs. 8.1%; p < 0.001; V = 0.264), with a minimal to
moderate effect size. Conclusions: Parental treatment acceptance decisions were associ-
ated with more favorable parental beliefs, although subjective concerns about addiction
remained. Given the study’s cross-sectional and exploratory nature, causal interpretations
should be avoided. Parental gender was associated with differences in beliefs and attitudes
toward the use of pharmacotherapy for treating children diagnosed with ADHD, especially
regarding necessity, consent and age-specificity. In our surveyed sample, fathers tended to
be more restrictive or cautious than mothers. The findings also highlight the importance of
psychoeducation and partnership-based communication between clinicians and families as
key factors that may help support treatment acceptance-related decision-making in ADHD.

Keywords: ADHD; pharmacotherapy; parental beliefs; parental attitudes; subjective aspects
of treatment; treatment acceptance; psychoeducation
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1. Introduction
Attention-deficit/hyperactivity disorder (ADHD) is one of the most frequently di-

agnosed neurodevelopmental disorders in children and adolescents. It is characterized
by persistent inattention, hyperactivity, and impulsivity, leading to significant difficul-
ties in family, academic, occupational, and social functioning—both during childhood
and adulthood [1,2]. ADHD affects approximately 5–7% of children worldwide, while
in the United States, its prevalence is about 11% [3]. In Poland, epidemiological data are
limited, but available analyses indicate rates similar to those of other European Union
countries, ranging from 4.4% to 6.2% [4]. For many individuals, ADHD symptoms per-
sist into adolescence and adulthood, and without treatment, they are associated with
serious consequences in multiple areas of life. The disorder contributes to educational
difficulties, interpersonal problems, chronic family stress, and reduced quality of life [5].
Moreover, research indicates that individuals with ADHD have a shorter life expectancy
compared to the general population, underscoring the importance of early diagnosis and
intervention [6]. Despite strong evidence supporting the effectiveness of pharmacological
treatment, discrepancies between guidelines and actual clinical practice remain. These
discrepancies include delayed initiation or omission of pharmacotherapy despite clear
clinical indications. Stimulants show high efficacy in reducing ADHD symptoms, with ther-
apeutic response rates of up to 70–80% [7], while non-stimulant pharmacotherapy, though
effective, generally shows lower potency [5]. According to current clinical guidelines,
pharmacotherapy is the first-line treatment for children and adolescents with severe ADHD
symptoms; in moderate cases, it should be used when non-pharmacological interventions
prove insufficient [8–10]. However, despite the availability of effective treatment options,
the application of pharmacotherapy in clinical practice is often delayed or inconsistent.
Both international and national guidelines emphasize that treatment decisions should
consider patients’ beliefs, concerns, and level of knowledge, as well as the role of their
families or caregivers [11]. Since children do not independently decide to follow prescribed
treatment, parental attitudes play a crucial role in initiating and maintaining therapy [12].
The Theory of Planned Behavior (TPB) can be used as a helpful concept for comprehend-
ing the process of parental decision-making during the treatment of ADHD. According
to the TPB, attitudes toward the behavior, subjective norms, and perceived behavioral
control jointly predict behavioral intentions, while intentions and perceived behavioral
control directly influence behavior [13]. The framework can be used to clarify differences in
parental help-seeking behaviors and treatment acceptance across cultures. For evaluating
the application of TPB to decisions concerning ADHD treatment, the manner in which
subjective norms, experience of pharmacotherapy, and experience of control are correlated
with each other in influencing parental choices has been studied [14]. In one exploratory
study, mothers attributed inattentive and impulsive child behavioral symptoms to more
global and stable causes than fathers. Fathers were more negative about ADHD symptoms
with an internal origin than mothers. Fathers believed more in psychological explanations
and ADHD treatments, whereas mothers had more trust in behavior management [15].
Data from the Caregiver Perspective on Paediatric ADHD (CAPPA) survey, a large Eu-
ropean caregiver study, showed that female 79 caregivers—primarily mothers—were the
predominant respondents (approximately 66%), suggesting a gendered distribution of
caregiving responsibilities and treatment decision-making in pediatric ADHD [16]. Com-
parable data addressing these dynamics in the Polish context are currently scarce. The
literature indicates that parental gender played a role in accessing and accepting treatment
for ADHD. For instance, Wright et al. (2015) [17] performed a systematic review that
suggested that decision-making may be affected by the knowledge and attitudes of parents,
teachers, and professionals. The review showed that parental decision-making influences
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access to services, while stigma negatively affects families, their willingness to engage in
care, and the effectiveness of school-based interventions for children and adolescents. In a
separate study, the authors aimed to identify features of ADHD stimulant medications that
influence treatment choices among parents of children with ADHD across six European
Union (EU) countries. In total, 220 parents of teenagers and 380 parents of younger children
participated. The study found that the degree of symptom control was the most critical
feature, with parents of adolescents having an OR of 4.85 [95% CI = 4.28–5.49], preferring
‘very substantially improved symptoms’ over ‘minimally 94 improved’, and parents of
children having an OR of 6.37 (95% CI = 5.79–7.01). Inter-country differences showed
that parents prioritized symptom control over other factors. The study concluded that the
differences among parents in all countries who prioritized treatment duration and degree
of symptom control were due to cultural disparities in attributes [17]. For understanding
parental attitudes and belief differences, there is a need to understand cultural and ethnic
factors. Shehadeh Sheeny, A. et al. (2023) [18] found that cultural factors influence parents’
beliefs and attitudes, making social and cultural elements crucial to understanding ADHD
diagnosis and treatment patterns. The authors identified differences in two ethnic groups
due to their cultural variabilities. Arab mothers and instructors saw ADHD as a form of
childhood social behavior, while Jewish mothers and teachers saw it as a medical issue.
Arab mothers felt guilty about ADHD, whereas Jewish mothers sympathized with their
children. The social milieu influenced Arab mothers more than Jewish mothers. Arab
mothers alone reported stigmatization [18]. Thus, some families associate social stigma
with a child’s behavior or an ADHD diagnosis. Consequently, caregivers may be reluctant
to pursue diagnosis and treatment due to social stigma [19]. These barriers can make
it challenging to navigate health and receive timely access to diagnosis, treatment, and
medical support. Therefore, it is essential to understand the cultural and social aspects of
the Polish population, which differ from those of other EU or non-EU countries. Despite a
substantial body of research conducted in European Union (EU) countries, parental beliefs
about ADHD and its treatment vary considerably due to social, cultural, and ethnic fac-
tors [13,20]. However, studies examining parents’ beliefs and perspectives in Poland remain
limited. This gap in the literature provided the rationale for conducting the present survey
among Polish parents, focusing on factors influencing their decision-making regarding
ADHD treatment in children. Moreover, previous research has primarily focused on the ef-
ficacy and safety of ADHD pharmacotherapy, while psychosocial determinants of parental
decision-making have received less attention [13]. Understanding parental beliefs and
attitudes may help to identify barriers and facilitators of treatment acceptance, particularly
in countries in Central and Eastern Europe, such as Poland. This study examined parental
attitudes toward ADHD pharmacotherapy in relation to parental experience of the child’s
pharmacotherapy and explored whether parental gender was associated with differences
in these beliefs and attitudes.

The analyses focused on the following aims:

i. To examine how parents’ beliefs and safety-related concerns regarding ADHD
pharmacotherapy relate to treatment initiation and parental acceptance decisions.

ii. To identify factors, including parental experience of the child’s pharmacotherapy,
associated with differences in parental beliefs regarding ADHD pharmacotherapy.

iii. To examine whether parental gender is associated with differences in beliefs and
attitudes relevant to parental treatment acceptance.
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2. Materials and Methods
2.1. Study Design

This cross-sectional online survey was descriptive, comparative, and exploratory. It
was conducted using an anonymous online questionnaire. Due to the naturalistic and
descriptive character of the project, no prior research hypothesis was formulated, and
analyses were conducted using an exploratory framework. Data collection was carried
out between October 2024 and March 2025. The STROBE guidelines were followed while
reporting and writing this cross-sectional study [21].

2.2. Participants

All participants were parents or legal guardians of at least one child diagnosed with
ADHD. The sampling procedure was purposive. Participants were recruited exclusively
through closed thematic Facebook groups focused on ADHD-related topics, primarily
targeting parents of children with a confirmed diagnosis of this disorder. These participants
were mainly peer network support groups, as parents and legal guardians could share
experiences, consult other members, and provide information regarding coping with
ADHD. These groups were not aimed at a particular advocacy or biomedical point of
view but were instead places to address numerous treatment modalities, including both
pharmacotherapy and psychotherapy. Thus, the recruitment strategy enabled effective
access to the intended target population.

2.3. Eligibility Criteria

Inclusion criteria:

• Parents or legal guardians of children with confirmed diagnoses of ADHD;
• Parents/legal guardians residing in Poland;
• Parents who provided electronic informed consent were allowed to proceed to com-

plete an anonymous online survey.

Exclusion criteria:

• Parents or legal guardians who did not provide a confirmed diagnosis of ADHD;
• Participants who provide incomplete responses to key sections of the questionnaire.

2.4. Procedure

The survey was conducted online in Poland using the professional research platform
Ariadna. To ensure data integrity and that only eligible participants completed the sur-
vey, the following response control strategies were applied: Duplicate submissions by
participants were avoided using standard, automated, platform-level technical controls.
These independent working controls identified participants without collecting personal
identifiers, ensuring anonymity. Response validation was ensured by including only com-
plete responses with unique identifiers. A complete survey response was ensured by
only allowing participants to move on to the next section of questions when the previous
section was completed. This reduced inconsistency and minimized incomplete responses.
The questionnaire link was distributed solely within closed Facebook groups and was
not publicly available for access control. Participation in this study was entirely volun-
tary. The questionnaire was fully anonymous—no personal or identifying data (such as
names, email addresses, or IP addresses) were collected to ensure data security. Before
beginning the survey, respondents received detailed information about its purpose, along
with assurances regarding confidentiality and data security. Consent to participate was
obtained electronically by selecting an option confirming that the participant had read the
information and agreed to the terms of participation. Only after providing consent could
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respondents proceed to the main part of the questionnaire. Due to the anonymous nature
of the study and the impossibility of identifying participants, the project did not require
approval from a bioethics committee.

Due to the anonymous nature of the study and the impossibility of identifying par-
ticipants, the project did not require approval from a bioethics committee. The study was
conducted in accordance with current national and institutional regulations as well as the
principles of the Declaration of Helsinki.

2.5. Questionnaire

The questionnaire was developed by the authors with the consultation of experts and
by reviewing the peer-reviewed literature and tailored to the objectives of this study. It
comprised three sections, each addressing a distinct thematic area. However, no incen-
tive was provided to the participants to enroll in this cross-sectional anonymous online
survey study. The first (sociodemographic) section included items on respondents’ basic
characteristics (gender, age, marital status, place of residence, education, employment
status, and number of children) and their relationship to the child diagnosed with ADHD.
Additional questions concerned the child’s characteristics (gender, age, education level, and
employment status if applicable) and their age at ADHD diagnosis. The second (beliefs and
attitudes) section, administered to all participants, covered the perceived safety of ADHD
pharmacotherapy (mental and physical health), concerns about adverse effects (including
the risk of addiction), perceived effectiveness, and readiness to initiate pharmacotherapy
after diagnosis. Importantly, two distinct items referred to pharmacotherapy. The first
asked whether the child had ever taken or was currently taking ADHD pharmacotherapy
(“Has your child ever taken or currently taken pharmacotherapy for ADHD?”); responses
to this item were used to define the comparison groups in the analysis (ever vs. never).
The second was a multiple-choice question that asked which treatment methods had been
used so far in the child’s ADHD management (e.g., psychotherapy, pharmacotherapy,
combined, or other). Multiple responses were allowed, and categories were not mutually
exclusive. The third (treatment history among pharmacotherapy-exposed families) section
was intended for respondents whose children were currently taking or had previously
taken ADHD pharmacotherapy. It included questions on the name, dose, and frequency
of the administration of pharmacotherapy and parents’ subjective evaluation of treatment
outcomes across cognitive, academic, emotional, social, and family domains, as well as
items on the parental supervision of pharmacotherapy and discussions with the child
about treatment.

Previous Pharmacotherapy Experience Operationalization:
Previous experience with ADHD pharmacotherapy was one of the variables used

in this study and it was applied as follows: Current vs. Past Users: The participants
were requested to answer a question on whether or not their child had ever taken any
or was currently taking any ADHD pharmacotherapy. The answer choices were yes (to
mean that one is currently being or has been used) or no (to mean that they have never
experienced pharmacotherapy use). According to these answers, the participants were
divided into two sets: Group A: Parents that had used pharmacotherapy (both current and
former users); Group B: Parents who had not utilized pharmacotherapy in their children.
For respondents whose children had current or prior experience with pharmacotherapy,
additional information was collected regarding the type of medication (stimulant or non-
stimulant), the frequency of administration (e.g., number of days per week), and parents’
subjective evaluation of treatment effects across cognitive, academic, emotional, social,
and family domains. Although information on medication type was collected, subgroup
analyses comparing stimulant and non-stimulant treatments were not conducted due
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to the small size of the non-stimulant subgroup, which limited statistical power. These
data were used to characterize treatment experience descriptively. Treatment duration
was not assessed as a separate variable, as the primary aim of this study was to examine
parental beliefs and attitudes in relation to the presence versus absence of pharmacotherapy
experience, rather than to model treatment trajectories or time-dependent effects.

Operational Definition of Treatment Acceptance in this Study
In this study, treatment acceptance was operationalized as parental willingness to

initiate or consider pharmacotherapy for their child, based on self-reported attitudes and
decisions, rather than objective measures of medication-taking behavior (e.g., dose com-
pliance or persistence). This operationalization reflects the central role of parents or legal
guardians in treatment decision-making for children with ADHD and is consistent with the
cross-sectional, exploratory design of this study. Most items were closed-ended (Yes/No).
Several open-ended items were included in the third section (e.g., medication name and
dose). Although no standardized psychometric scales were employed, the instrument
enabled a detailed assessment of the cognitive–emotional aspects of parental attitudes
toward ADHD pharmacotherapy. The survey explicitly instructed that the third section
should be completed only by respondents whose child had prior or current experience
with ADHD pharmacotherapy. Furthermore, the internal consistency of the self-designed
questionnaire was evaluated using Cronbach’s alpha. The overall instrument demonstrated
high reliability, with a Cronbach alpha coefficient of 0.88, indicating strong internal consis-
tency among key attitude-related items, including perceived safety, perceived effectiveness,
necessity of pharmacotherapy, readiness to initiate treatment, and restrictive or cautious
beliefs regarding medication use.

2.6. Statistical Analysis

We first conducted descriptive statistics for all variables. Continuous variables are
presented with the number of observations, mean, median, standard deviation (SD), first
and third quartiles (Q1, Q3), and range (minimum–maximum). We used box plots to
visualize distributions and check for skewness or outliers (with medians, means, and
individual outlier points indicated). Categorical variables are summarized as frequencies
and percentages. Between-group differences (e.g., Group A vs. Group B, mothers vs.
fathers) were examined using non-parametric tests since many variables were not normally
distributed (Shapiro–Wilk tests indicated non-normality). For comparisons of continuous
or ordinal data between two independent groups, we used the Mann–Whitney U test. For
categorical data, we used the chi-square test; if expected cell counts were small, Fisher’s
exact test was applied. When a difference was statistically significant, we reported Cramér’s
V as a measure of effect size for categorical comparisons. All statistical tests were two-tailed
and used a significance level of α = 0.05. In addition to bivariate analyses, we performed a
multivariable linear regression to identify independent predictors of parental acceptance
attitudes. The dependent variable was a composite acceptance score constructed from key
attitude items (with higher scores reflecting more accepting/favorable attitudes toward
pharmacotherapy). The primary predictors entered into the model were parental gender
(mother vs. father) and prior pharmacotherapy experience (child ever medicated vs. never
medicated). We also included parents’ age and child’s age (operationalized as year of birth)
as covariates to adjust for potential confounding by generational or life-stage differences,
and we adjusted for child’s gender as well. By including these covariates, we aimed to
estimate the independent association of parental gender and medication experience with
the acceptance attitude score. Regression coefficients (β) with standard errors, standardized
betas, and 95% confidence intervals were calculated. All statistical analyses were conducted
using R software (version 4.4).
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3. Results
3.1. Sample Characteristics

This study included 506 parents of children diagnosed with ADHD (53.8% mothers,
43.1% fathers, and 3.2% legal guardians). The largest age groups were 35–44 years (32.6%)
and 45–54 years (24.7%). Participants represented various regions of Poland, with the
highest proportions being from the Mazowieckie (22.7%) and S’laskie (11.5%) provinces.
Most respondents had one child (39.7%) or two children (41.1%). The mean age at ADHD
diagnosis was 8.36 years (SD = 5.67; median = 7 years). When asked what methods were
used in their child’s ADHD treatment, the following results were reported:

• A total of 56.9% of parents indicated psychotherapy use;
• A total of 30.0% reported pharmacotherapy use;
• A total of 22.9% stated that their child received both psychotherapy and pharmacotherapy.

In a separate question regarding whether they had ever used pharmacotherapy in
ADHD treatment, 53.7% of parents confirmed that their child had at some point received
pharmacological treatment for ADHD, whereas 46.3% reported no previous pharmacother-
apy use. These results are consistent, as the first question allowed for multiple selections,
while the second referred specifically to any history of pharmacotherapy. In terms of
parental perceptions, 63.2% indicated that they regarded ADHD pharmacotherapy as safe
for mental health, 61.7% as safe for physical health, and 65.4% believed it could exert a pos-
itive long-term influence. Conversely, 28.1% questioned the necessity of pharmacotherapy,
and 20.0% expressed disbelief in ADHD as a genuine disorder (Table 1).

Table 1. Demographic characteristics of the participants.

Variable Response N Percentage (%)

Gender of respondent Female 274 54.2
Male 232 45.8

Age of respondent (years) 18–24 37 7.3
25–34 101 20.0
35–44 165 32.6
45–54 125 24.7
55+ 78 15.4

Place of residence (voivodeship) Mazowieckie 115 22.7
S’la skie 58 11.5

Other voivodeships 333 65.8

Number of children One 201 39.7
Two 208 41.1

Three or more 97 19.2

Child has ADHD diagnosis Yes 506 100.0
No 0 0.0

Child has taken/is taking Yes 271 53.7
ADHD pharmacotherapy No 234 46.3

Treatment: psychotherapy Yes 288 56.9
Treatment: pharmacotherapy Yes 152 30.0
Treatment: psychotherapy + Yes 116 22.9

pharmacotherapy
Other treatments Yes 19 3.8
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Table 1. Cont.

Variable Response N Percentage (%)
ADHD pharmacotherapy safe for mental

health ADHD
pharmacotherapy

safe for physical health

Yes 320 63.2

Yes 312 61.7

Parent’s education Higher 171 33.8
Bachelor’s 76 15.0

Post-secondary 84 16.6
Secondary 123 24.3
Vocational 39 7.7

Primary/Lower secondary 13 2.6

Parent’s occupational status Employed—contract of
employment 313 61.9

Employed—mandate
contract 28 5.5

Self-employed 54 10.7
Retired/pension 43 8.5
Student/pupil 25 4.9
Unemployed 16 3.2

Other 7 1.4

Parent’s marital status Married 312 61.7
In a relationship 104 20.6

Single 74 14.6
Other 16 3.2

Place of residence (settlement type) Village 153 30.2
Small town (<20 k) 52 10.3

Medium town (20–99 k) 92 18.2
Large town (100–500 k) 110 21.7

Large city (>500 k) 99 19.6

Child’s gender Boy 294 58.2
Girl 209 41.3

Other 3 0.5

Parent’s gender Mother 272 53.8
Father 218 43.1

Legal guardian 16 3.2

3.2. Reliability Analysis of the Questionnaire

The self-designed questionnaire demonstrated good internal consistency, with an
overall Cronbach’s alpha of 0.88. Reliability coefficients for individual domains ranged
from 0.75 to 0.86, indicating acceptable to good internal consistency across all thematic
areas. These findings affirm the reliability of the instrument for conducting exploratory
assessment of parental attitudes toward ADHD pharmacotherapy (Table 2).

Table 2. The internal consistency reliability of the self-designed questionnaire.

Questionnaire Domain Number of Items Cronbach’s Alpha (α)

Perceived safety of ADHD pharmacotherapy 2 0.81

Perceived effectiveness and future benefits 3 0.84

Attitudes toward necessity of pharmacotherapy 3 0.78

Readiness to initiate and consent to pharmacotherapy 4 0.86

Restrictive beliefs and concerns regarding pharmacotherapy 4 0.75
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3.3. Pharmacotherapy Experience and Parental Attitudes

Following data collection, an exploratory comparative analysis was conducted to
examine whether prior experience with ADHD pharmacotherapy was associated with
differences in parental beliefs and attitudes. The analysis was not based on a pre-specified
hypothesis but emerged from the descriptive phase of this study, aimed at exploring poten-
tial patterns within the data. To examine whether experience with ADHD pharmacotherapy
is associated with parental beliefs, respondents were divided into two groups:

• Group A: parents whose children had at some point received ADHD pharmacotherapy
(n = 271; 53.7%);

• Group B: parents whose children had never received ADHD pharmacotherapy
(n = 234; 46.3%).

One respondent had missing data for the ‘Child has taken/is taking medication’
item; therefore, group comparisons are based on N = 505. Parents with pharmacotherapy
experience demonstrated significantly more positive attitudes toward treatment than those
without such experience. The proportion of parents of the medicated group who viewed
ADHD pharmacotherapy as safe in regard to mental health (83.4% vs. 39.7%; p < 0.001;
V = 0.451) and physical health (79.0% vs. 41.5%; p < 0.001; V = 0.384) was far higher,
and more parents from the medicated group thought that pharmacotherapy could have
a positive impact on the child (80.4% vs. 47.9%; p < 0.001). Parents in the medicated
group were also more willing to allow their child to start pharmacotherapy as soon as
they received a diagnosis (73.8% vs. 32.5%; p < 0.001; V = 0.414) and were likely to
recommend that their child visit a psychiatrist to consider pharmacotherapy (72.3% vs.
43.2%; p < 0.001; V = 0.295). Equally, a higher percentage of these parents were of the view
that all the diagnosed children should be treated with ADHD pharmacotherapy (56.1% vs.
21.8; p < 0.001; V = 0.348) and that the advantages of pharmacotherapy are greater than
the risks. However, fears about the addictive nature of the treatment for ADHD patients
were similar in both groups (49.4% vs. 45.3; p = 0.400; V = 0.041), and even parents who
had positive attitudes towards the treatment did not overlook the possible negative effects.
Other variables, such as a willingness to consent despite the recommendation of the doctor,
use of pharmacotherapy only in patients older than 18, and willingness to accept ADHD
treatment without pharmacotherapy, had smaller or non-significant differences between
groups (p > 0.05; V < 0.1). On the whole, such results indicate that parental experience
with pharmacotherapy is strongly associated with more positive beliefs or attitudes toward
pharmacotherapy and greater readiness to think about using pharmacological treatment
for their children (Table 3).

Table 3. Parental responses to statements regarding ADHD pharmacotherapy stratified by child
pharmacotherapy status.

Variable No Pharmacotherapy
(N = 234)

Taken/Is Taking
(N = 271) Effect Size (V) p-Value

ADHD pharmacotherapy is
safe for mental health

Yes: 93 (39.7%)/
No: 141 (60.3%)

Yes: 226 (83.4%)/
No: 45 (16.6%) 0.451 <0.001

ADHD pharmacotherapy is
safe for physical health

Yes: 97 (41.5%)/
No: 137 (58.5%)

Yes: 214 (79.0%)/
No: 57 (21.0%) 0.384 <0.001

ADHD pharmacotherapy
has a positive effect on

child’s future

Yes: 112 (47.9%)/
No: 122 (52.1%)

Yes: 218 (80.4%)/
No: 53 (19.6%) 0.341 <0.001

ADHD pharmacotherapy
can be addictive

Yes: 106 (45.3%)/
No: 128 (54.7%)

Yes: 134 (49.4%)/
No: 137 (50.6%) 0.041 0.400
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Table 3. Cont.

Variable No Pharmacotherapy
(N = 234)

Taken/Is Taking
(N = 271) Effect Size (V) p-Value

Do not believe in ADHD Yes: 44 (18.8%)/
No: 190 (81.2%)

Yes: 56 (20.7%)/
No: 215 (79.3%) 0.023 0.681

Do not believe
pharmacological treatment

is necessary

Yes: 84 (35.9%)/
No: 150 (64.1%)

Yes: 57 (21.0%)/
No: 214 (79.0%) 0.165 <0.001

Would suggest psychiatrist
visit to start

pharmacotherapy

Yes: 101 (43.2%)/
No: 133 (56.8%)

Yes: 196 (72.3%)/
No: 75 (27.7%) 0.295 <0.001

Pharmacotherapy should
only be used after age 18

Yes: 83 (35.5%)/
No: 151 (64.5%)

Yes: 80 (29.5%)/
No: 191 (70.5%) 0.063 0.183

Would like child to start
pharmacotherapy after

diagnosis

Yes: 76 (32.5%)/
No: 158 (67.5%)

Yes: 200 (73.8%)/
No: 71 (26.2%) 0.414 <0.001

Pharmacotherapy should
be used in everyone

diagnosed with ADHD

Yes: 51 (21.8%)/
No: 183 (78.2%)

Yes: 152 (56.1%)/
No: 119 (43.9%) 0.348 <0.001

Would not consent despite
doctor’s recommendation

Yes: 81 (34.6%)/
No: 153 (65.4%)

Yes: 75 (27.7%)/
No: 196 (72.3%) 0.075 0.113

Child does not take
pharmacotherapy due to

lack of con- sent

Yes: 68 (29.1%)/
No: 166 (70.9%)

Yes: 70 (25.8%)/
No: 201 (74.2%) 0.036 0.477

Would agree to ADHD
treatment without
pharmacotherapy

Yes: 127 (54.3%)/
No: 107 (45.7%)

Yes: 122 (45.0%)/
No: 149 (55.0%) 0.092 0.047

3.4. Parents’ Beliefs of Pharmacotherapy Effectiveness

To provide a more detailed understanding of parental beliefs regarding pharmaco-
logical treatment, an additional analysis was conducted within the subgroup of parents
whose children had received pharmacotherapy for ADHD. An exploratory study assessed
whether parental gender was related to attitudes to ADHD pharmacotherapy differences.
It analyzed mothers and fathers. On the whole, mothers exhibited slightly more positive
attitudes to ADHD pharmacotherapy in multiple areas, but only some of them were statisti-
cally significant. A larger percentage of mothers, compared to fathers, thought that ADHD
drug treatment may benefit the future of their child (69.9% vs. 61%; p = 0.050; V = 0.093).
In contrast, fathers, compared to mothers, were more willing to support perspectives that
doubted the necessity of pharmacological treatment for ADHD (35.3–22.4%; p = 0.002;
V = 0.142) or disbelieved in ADHD (25.7–15.1%; p = 0.005; V = 0.132). Moreover, fathers,
compared to mothers, were more inclined to state that the use of ADHD pharmacotherapy
should be restricted to people above 18 (41.3% vs. 26.5%; p < 0.001; V = 0.156) and that
they would not grant consent even if doctor had prescribed it (38.1% vs. 26.1%; p = 0.006;
V = 0.128). Equally, fathers reported more cases when the child did not take pharmacother-
apy due to either a lack of parental consent (35.8% vs. 21.7%; p < 0.001; V = 0.156) or
parental opposition (28% vs. 8.1%; p < 0.001; V = 0.264).

Beliefs about pharmacotherapy’s safety for mental or physical health, readiness to
initiate pharmacotherapy on diagnosis, or consent for ADHD treatment in the absence of
pharmacotherapy did not show any significant differences between mothers and fathers
(p > 0.05). Overall, these findings indicate that parental gender is associated with differences
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in attitudes toward ADHD pharmacotherapy, particularly regarding the perceived necessity
of treatment, consent, and age-related restrictions on use, with fathers generally expressing
more restrictive or cautious views than mothers (Table 4).

Table 4. The proportion of parents responding Yes and No to statements regarding ADHD pharma-
cotherapy by parental gender (Mother N = 272; Father N = 218). EF stands for Effect size, * indicates
p < 0.05, ** p < 0.001.

Variable Response Mother (N = 272) Father (N = 218) EF (V)

Pharmacotherapy is safe for Yes 66.2% (180) 60.1% (131) 0.063
mental health No 33.8% (92) 39.9% (87)

Pharmacotherapy is safe for Yes 64% (174) 59.6% (130) 0.044
physical health No 36% (98) 40.4% (88)

Pharmacotherapy can have a Yes 69.9% (190) 61.0% (133) 0.093
positive effect on child’s future No 30.1% (82) 39.0% (85)

Pharmacotherapy can be Yes 44.9% (122) 50.5% (110) 0.056
Addictive No 55.1% (150) 49.5% (108)

Do not believe in ADHD Yes 15.1% (41) 25.7% (56) 0.132 *
No 84.9% (231) 74.3% (162)

Pharmacological treatment is Yes 22.4% (61) 35.3% (77) 0.142 *
Unnecessary No 77.6% (211) 64.7% (141)

Suggest child see a psychiatrist Yes 63.6% (173) 52.8% (115) 0.110 *
to start pharmacotherapy No 36.4% (99) 47.2% (103)

Pharmacotherapy only for ≥18 Yes 26.5% (72) 41.3% (90) 0.156 **
Years No 73.5% (200) 58.7% (128)

Start pharmacotherapy after Yes 57.4% (156) 50.9% (111) 0.064
ADHD diagnosis No 42.6% (116) 49.1% (107)

Pharmacotherapy for all Yes 37.5% (102) 44.5% (97) 0.071
diagnosed children No 62.5% (170) 55.5% (121)

Would not consent despite Yes 26.1% (71) 38.1% (83) 0.128 *
doctor’s recommendation No 73.9% (201) 61.9% (135)

Child does not take Rx due to Yes 21.7% (59) 35.8% (78) 0.156 **
lack of consent No 78.3% (213) 64.2% (140)

Child takes pharmacotherapy Yes 8.1% (22) 28.0% (61) 0.264 **
despite parental opposition No 91.9% (250) 72.0% (157)

Agree to ADHD treatment
without pharmacotherapy

Yes 47.4% (129) 52.8% (115) 0.053
No 52.6% (143) 47.2% (103)

Figure 1 shows that the vast majority of parents observed a positive effect from
pharmacotherapy on their child’s everyday functioning. A total of 79.7% of respondents
agreed that pharmacological treatment improved their child’s academic performance, and
75.9% reported that pharmacotherapy increased the amount of time their child spent
studying. Additionally, 74.7% of parents stated that their child received fewer negative
remarks from teachers or lecturers while on pharmacotherapy, and 75.1% agreed that tasks
usually performed with ease became significantly more difficult without pharmacotherapy.
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Figure 1. Parental beliefs regarding the effects of ADHD pharmacotherapy.

Furthermore, 72.9% of respondents observed that their child forgot responsibili-
ties less frequently since starting pharmacotherapy. Overall, these findings suggest
that parents perceive pharmacological treatment for ADHD as substantially improving
their child’s academic and behavioral functioning, as well as their ability to manage
everyday responsibilities.

3.5. The Child Takes Pharmacotherapy Despite My Lack of Consent

To further explore the complexity of parental attitudes toward ADHD pharmacother-
apy, this study also examined situations in which children received pharmacotherapy
despite a lack of consent from their parent or caregiver. Among parents whose children
had received pharmacotherapy for ADHD, 24.7% (n = 67) reported having experienced a
situation in which their child took prescribed ADHD pharmacotherapy despite the par-
ent’s lack of consent. These findings suggest intra-family disagreements regarding the
appropriateness of ADHD pharmacotherapy. The majority of parents (75.3%; n = 204) did
not report such incidents, indicating that, in most cases, the initiation and continuation of
pharmacotherapy were made collaboratively within families (Table 5).

Table 5. The proportion of parents responding ‘Yes’ and ‘No’ to the statement regarding the child
taking pharmacotherapy despite lack of consent.

Variable Response % (f) Effect
Size(V)/p-Value

The child takes pharmacotherapy Yes 24.7% (67)
0.220/<0.001despite my lack of consent No 75.3% (204)

3.6. Multivariable Analysis of Parental Acceptance of ADHD Pharmacotherapy

The multivariable linear regression analysis was performed to identify factors related
to parental acceptance of ADHD pharmacotherapy, using the composite acceptance score as
the dependent variable. Parental gender and prior experience of ADHD pharmacotherapy
were the main predictors of interest. Parental age (in years) and child year of birth (used
as a proxy of child age) were taken as covariates in the model to explain the possibility
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of confounding. The regression model also included the child’s gender as an adjustment
variable, allowing estimation of the independent association between parental gender
and the acceptance score while adjusting for the child’s gender. Parental gender was also
found to be a significant predictor of acceptance after all covariates were adjusted for,
with mothers showing much lower acceptance scores than fathers (B = −0.403, SE = 0.096,
β = −0.166, p < 0.001; 95% CI: −0.592 to −0.215).

Conversely, past experience with ADHD pharmacotherapy was positively correlated
with parental acceptance, with a higher level of acceptance among parents whose child
already took medicine (B = 0.799, SE = 0.095, β = 0.331, p < 0.001; 95% CI: 0.612 to 0.986). The
age of parents (B =−0.044, p = 0.713) and the year of birth of the child (B = 0.0001, p = 0.994)
did not show statistically significant association with acceptance scores after adjustment.
On the whole, these results indicate that gender-specific attitudes and previous experience
of treatment have a stronger association with parental attitude towards pharmacotherapy
in ADHD management than demographic factors (Table 6).

Table 6. Regression Analysis of Parental and Child Factors on Treatment Acceptance.

Predictor B SE β t p Value 95% CI for B

Constant 5.204 0.252 — 20.682 <0.001 4.710, 5.699

Gender (Mother vs. Father) −0.403 0.096 −0.166 −4.195 <0.001 −0.592, −0.215

Parental Age (years) −0.044 0.119 −0.041 −0.368 0.713 −0.278, 0.190

Child’s Year of Birth 0.0001 0.011 0.001 0.008 0.994 −0.021, 0.021

ADHD Pharmacotherapy
Experience 0.799 0.095 0.331 8.388 <0.001 0.612, 0.986

Although item-level comparisons (Table 4) indicated that fathers were more likely
to express restrictive attitudes on specific dimensions—such as consent or perceived
necessity—the composite acceptance score reflects a broader construct. Fathers may have
evaluated other components more positively, such as treatment safety or long-term effec-
tiveness, which contributed to a higher overall score.

4. Discussion
Our study observed an association between prior exposure to ADHD pharmacother-

apy and more positive parental attitudes toward treatment, though the evidence is limited
to exploratory due to convenience sampling and self-report nature of the data.

The most pronounced differences were observed in beliefs about the safety of pharma-
cotherapy and parents’ readiness to initiate therapy immediately after diagnosis, particu-
larly among parents who are actively engaged and have positive attitude toward treatment
acceptance-related decision-making. At the same time, concerns regarding addiction per-
sisted at similar levels in both groups of parents.

Hence, parental beliefs about the safety of pharmacotherapy seem to play an important
role in treatment-related decision-making, even among parents who otherwise report
positive attitudes toward pharmacotherapy. Future researchers must explore the influence
of these beliefs in broader populations (including lower literature or non-socially active
parents) to diversify the evidence. Moreover, these findings can be interpreted in light
of the TPB framework introduced earlier, which emphasizes the role of attitudes and
perceived social norms in shaping treatment-related intentions and behaviors. Within
this framework, parental attitudes are conceptualized as dynamic constructs that may
evolve over time in response to experience, information, and social context. The association
observed between parental beliefs and treatment-related decisions is consistent with TPB
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framework. Thus, it should be cautiously interpreted given the limitations of the study. The
observed discrepancy between item-level and multivariable findings may initially seem
counterintuitive. While fathers expressed more skepticism on specific questions, such as
consent and treatment necessity, they also rated other dimensions—like perceived safety
and effectiveness—more favorably. These positive assessments likely contributed to their
higher overall acceptance score in the regression model. This highlights the importance of
understanding composite constructs and how divergent item-level responses can coexist
within an aggregated measure.

Our study’s findings are also in line with those of other international studies on the
significance of parental attitudes in the initiation and maintenance of ADHD pharmacother-
apy. Charach and Fernandez observed that caregivers’ willingness to continue ADHD
pharmacotherapy is closely linked to their beliefs regarding treatment effectiveness and
perceived improvements in their child’s behavior and functioning [22]. Meta-analyses
conducted by Faraone et al. (2006) [23] confirmed the high efficacy of psychostimulant
pharmacotherapy and indicated that the perceived benefits of therapy are a key factor shap-
ing positive parental attitudes. Previous research has focused primarily on the efficacy and
safety of ADHD pharmacotherapy [23], while parental attitudes and beliefs have received
considerably less attention. However, it is precisely the parents who decide whether the
child begins treatment, and their acceptance is, therefore, a necessary condition for the
application of therapy. As an example, the Multimodal Treatment Study of ADHD (MTA)
proved that parents who saw positive changes in the functioning of their child would be
more inclined to continue the treatment and experience greater satisfaction with ADHD
medication [24].

4.1. Parental Concerns: Addiction and Perceived Risks

A very intriguing conclusion of this research is that the issue of addiction and per-
manent damage is still relevant despite the fact that some parents who experienced the
beneficial outcomes of pharmacotherapy for ADHD have been observed. Such long-lasting
concerns may be explained by the risk perception theory, which explains that people tend
to exaggerate risks when it comes to dealing with unknown or stigmatized interventions,
including psychotropic drugs in children [25,26]. However, the generalizability of these
concerns may vary depending on the social and cultural context. Additionally, skepticism
at the pharmacotherapy stage could be viewed from the perspective of a lack of trust in the
pharmaceutical industries, especially in Eastern European nations. Studies have shown
that disbelief in psychotropic medications due to concerns related to addiction and side
effects may also shape the psychological mindset of parents in certain societies, including
Poland and other Eastern European countries [27].

Moreover, the studies from Central Europe and East Asia that we analyzed indicate
that parental worries regarding the safety of drugs, such as concerns about addiction and
long-term damage, are still common, even in parents who have positive experiences with
medication [28]. Our results agree with these studies, where parental suspicion regarding
the efficacy of pharmacotherapy in the long term prevails in light of apparent positive
outcomes. Nevertheless, our study also reported that fear of addiction was not significantly
different between the medicated and non-medicated groups, and this is in line with a study
that reported adverse effects and stigma as the most prevalent reasons for discontinuing
pharmacotherapy in child patients with ADHD [29].

4.2. Gender Differences in Parental Attitudes

Another difference also evident in our study was that between mothers and fathers in
their attitude towards ADHD medication. Mothers viewed ADHD medication as valuable
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for the future of the child (69.9% vs. 61%), whereas fathers showed doubt about the need
to use pharmacological treatment (35.3% vs. 22.4%). Such results are consistent with
the results of research that found that mothers more frequently worry about medication
safety, while fathers prefer to emphasize functional outcomes and less often ask questions
regarding the need for medication [15,18].

This gendered decision-making approach can be seen as informed by the traditional
gendered roles of caregiving, where mothers are often expected to be more directly involved
in the health management of their children. This tendency can be traced in the global
context, as mothers tend to have many more questions about side effects or addiction, and
parents tend to be more in favor of using drugs as treatment [26,29].

4.3. Cultural Influences on Parental Attitudes

Based on international studies, this study also emphasized that the attitudes of parents
towards ADHD and its treatment largely depend on cultural background. In Eastern
Europe, parental beliefs regarding ADHD are usually influenced by skepticism and stigma
towards psychiatric drugs, though these attitudes may differ based on the local culture
of the society or region. All these elements of society make parents mistrustful of using
pharmacotherapy for ADHD [24]. This argument is supported by our study because a
great number of parents were unsure of whether pharmacological treatment was required
or whether ADHD was a valid disorder. The same issues with non-medical interventions,
including dietary changes or intensive physical exercise, were also observed in other
countries, especially in those in which ADHD diagnosis and treatment are less culturally
acceptable [30].

Parents in our study most often reported clear improvements in their children’s aca-
demic performance, study engagement, and daily functioning after starting pharmacother-
apy. They also noticed fewer negative remarks from teachers and better task completion,
indicating that the effects of pharmacotherapy are perceived as meaningful and observable
in everyday life. The influence of caregivers’ beliefs and attitudes is further supported by
findings from broader psychiatric research. The effectiveness of pharmacotherapy has been
shown to depend not only on its pharmacodynamic properties but also on the patient’s
subjective interpretation of treatment, including accompanying beliefs and the therapeutic
relationship [31]. The literature emphasized that psychological and relational factors co-
determine psychopharmacological outcomes [32]. This perspective has been reaffirmed
in recent commentaries on ADHD treatment guidelines for adults, which underscore the
relevance of individual experiences and belief systems in shaping treatment acceptance [33].

Furthermore, a study conducted in Saudi Arabia demonstrated that parental beliefs
play a significant role in initiating ADHD pharmacotherapy in children [34]. Similarly, in
ADHD, parental concerns, such as the fear of addiction, may influence treatment acceptance
of therapeutic recommendations regardless of the actual effectiveness of pharmacotherapy.
Indeed, a systematic review reported that adverse effects and social stigma are among
the most common reasons for discontinuing ADHD pharmacotherapy, underscoring how
negative experiences can hinder treatment acceptance [35]. In some families, treatment
decisions may also involve internal disagreement or conflicting views between caregivers,
indicating potential decisional conflict between families regarding treatment approach.
This reflects the complexity of decision-making within families and highlights the need for
transparent, collaborative communication between clinicians and caregivers.

As also shown in studies conducted in other countries, in our sample, some parents
questioned the legitimacy of pharmacotherapy or even the existence of ADHD as a clinical
entity. International research indicates that a substantial proportion of parents attribute
ADHD symptoms to inadequate upbringing rather than a neurodevelopmental disorder
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and seek alternative treatment methods, such as dietary changes or intensive physical
exercise [35]. The media represent one of the main sources of information about ADHD,
which may both facilitate and hinder the treatment process—in some cases, media messages
even discourage parents from administering pharmacotherapy [35].

4.4. Psychoeducation, Clinical Implications, and Future Directions

The findings of this research highlight that psychoeducational interventions targeting
parental beliefs about ADHD pharmacotherapy may be beneficial. The previously con-
ducted studies have also indicated that providing evidence-based information on ADHD
and its treatment may help to address parents’ concerns and is associated with improve-
ment in treatment acceptance [29,36].

Researchers encourage incorporating psychoeducation into clinical practice, particu-
larly education provided by various professionals (e.g., child psychiatrists, pediatricians,
school psychologists, ADHD nurses) involved in the treatment pathway. Psychoeducation
may also be relevant at key stages of care, such as diagnostic evaluation, initiation of
treatment, and follow-up appointments, when parental beliefs and concerns are likely to
affect treatment decisions.

Moreover, psychoeducation may be delivered through various methods, such as
one-on-one meetings, group sessions, and online and digital tools, which may ensure
accessibility and address parental needs [37]. Hence, this study is an exploratory cross-
sectional online survey; these findings are presented as important clinical implications
rather than formal recommendations. However, these findings underscore the need for
more diverse, population-based longitudinal studies to replicate and extend these findings.
Future studies should employ multivariable designs to disentangle the independent effects
of parental gender, treatment experience, and clinical severity.

This study has important clinical implications. The results suggest that parental
acceptance is a prerequisite for the effective application of ADHD treatment. It is ultimately
the parents’ beliefs that strongly influence whether a child begins pharmacotherapy or does
not do so despite medical indications. In practice, this suggests that working with parents
may be an important component of ADHD therapy, and psychoeducation could serve as
a valuable component of the diagnostic and therapeutic process. Reducing unfounded
fears, correcting misconceptions unsupported by scientific evidence, and building trust in
pharmacological treatment are not merely complementary interventions but constitute key
factors determining therapeutic effectiveness [7,10,18].

4.5. Limitations of the Study

This study has several limitations that should be considered when interpreting the
findings. Importantly, key clinical context variables—such as ADHD symptom severity,
level of functional impairment, time since diagnosis, and the strength of clinician treatment
recommendations—were not assessed. Consequently, differences observed between parents
of medicated and non-medicated children may partly reflect underlying differences in
the child’s clinical status (confounding or reverse causation), rather than the effect of
pharmacotherapy experience itself. Although a multivariable model was employed to
adjust for selected demographic factors, we were unable to account for these potentially
important confounders due to the lack of corresponding data.

Given the exploratory nature of the study, no formal correction for multiple com-
parisons was applied, which increases the risk of Type I errors and underscores the need
for cautious interpretation of statistically significant results. The cross-sectional design
precludes causal inference, and all data were based on parental self-report using a self-
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developed questionnaire that lacked formal psychometric validation, which may introduce
reporting bias.

Recruitment via closed social media groups and the use of purposive sampling may
have introduced selection bias and limited generalizability, as the sample may overrepresent
parents who are more actively engaged in their child’s ADHD care and underrepresent
parents who are less engaged or have limited access to online communities. No quotas
or stratification were applied during recruitment; participation was entirely self-selected.
Additionally, reports of pharmacotherapy use despite a lack of parental consent may reflect
misclassification or differing interpretations of questionnaire items, highlighting potential
decisional conflict within families rather than inappropriate clinical or legal practices.

Finally, the study did not collect detailed contextual information related to parental
decision-making dynamics, such as legal guardianship arrangements, shared parental
responsibility, or the child’s level of assent. Although data on medication type were
collected, subgroup analyses comparing stimulant and non-stimulant treatments were not
conducted due to insufficient sample size in the non-stimulant group.

Longitudinal studies are needed to assess how parents’ attitudes evolve over the
course of treatment, and interventional studies are needed to evaluate the effectiveness
of psychoeducational programs aimed at reducing barriers to pharmacotherapy. Future
researchers are also encouraged to focus on underrepresented populations (e.g., those of
lower socioeconomic status or less actively involved in ADHD treatment decisions) to
enhance the generalizability of future findings.

5. Conclusions
Parents of children with prior experience of ADHD pharmacotherapy exhibited more

positive attitudes toward treatment, but concerns about the risk of addiction remained
common in both groups. These findings highlight that positive treatment experience does
not necessarily eliminate safety-related worries, particularly those related to addiction,
which appear to persist and may be influenced by cultural factors.

Psychoeducation, open communication, and a collaborative partnership with parents
may support treatment acceptance-related decision-making regarding therapeutic recom-
mendations. Parental attitudes and beliefs play an important role in the treatment process,
in line with current scientific evidence and international guidelines, and may influence
how pharmacotherapy is accepted and initiated in children with ADHD.

Overall, the findings underscore the importance of addressing parental beliefs and
concerns as part of routine ADHD care. Interventions aimed at improving shared decision-
making and providing evidence-based information tailored to parental concerns may help
to reduce barriers to pharmacotherapy initiation and continuation, while still respecting
the exploratory and cross-sectional nature of this study.
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