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BEHAVIOUR

Eats too little

Resists going to bed
Night-time waking

Wets bed at night

Hits others or takes things
Stubborn

Disobedient

Constantly seeks attention

Active, hardly ever still

WHAT IS NORMAL?
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Epidemiology and Clinical Course

e North Carolina 10% ADHD, 7% Medication
e Rhode Island 12% referred for evaluation ADHD, 6% Medication
e Rochester MN 7.5% cumulative incidence ADHD

e US Health IV survey 6.7% prevalence ADHD
e CDC National survey  7.8% lifetime diagnosis ADHD, 4.3% Medication

e Longitudinal studies 60-85% children with ADHD -> teenage years
40% children with ADHD still ADHD 18-20 years
Prevalence ADHD in adults 4.4%



Biological contributions to ADHD

e Wilcutt 2005 meta-analysis 83 studies, >6000 subjects

Patients with ADHD have impairments in executive functioning domains
of response inhibition, vigilance, working memory, and planning

e Farraone 2005 meta-analysis 20 independent twin studies
Heredibility of ADHD: 76% of symptoms explained by genetic factors

Seven genes showed statistically significant evidence of association with
ADHD: dopamine 4 and 5 receptors, dopamine transporter, dopamine
beta hydroxylase, serotonin transporter, serotonin 1B receptor,
synaptosomal associated protein 25 gene

e Non-genetic biological associations

Perinatal stress, low birthweight, traumatic brain injury, maternal
smoking during pregnancy, severe early deprivation



Comorbidities

e Oppositional Defiant Disorder

e Conduct Disorder

e Substance Abuse Disorders

e Learning and Language disorders

e Anxiety Disorders

e Depressive Disorders

e Bipolar Il

e Pervasive Developmental Disorders

54-84%
25%
10%
25-35%
30%
0-33%
15%
0-15%



Recommendation 1. Screening for ADHD o
should be part of every patients mental
health assessment

e Ask questions about inattention, impulsivity,
hyperactivity and whether symptoms cause
Impairment

e Use standardised rating scales to supplement
clinical questioning



Recommendation 2. Evaluation of the preschooler, chilgi$s®
or adolescent should consist of clinical interviews withg ®
the parent and patient, information from preschool or
school, assessment for comorbid psychiatric disorders

and review of medical social and family histories

Ask about each of 18 ADHD symptoms, duration, severity, frequency,
age of onset

In which settings impairment occurs (DSM IV requires impairment in at
least two settings (home school or job). Clinical consensus indicates
that severe impairment in one setting warrants treatment

Screen for comorbid disorders ODD, CD, depression, mania, anxiety,
tics, substance abuse, psychosis, learning difficulties

Best done with standardised behaviour rating scales




Rating scales

e General behaviour rating scales

Behaviour Assessment System for Children (BASC)
e Diagnosis specific rating scales

Conners Parent and Teacher rating scales

SNAP 1V parent and teacher rating scale (Swanson)
SWAN rating scale

Daily Parent Rating of Evening & Morning Behaviour (Lilly)
School Situations Questionnaire (Barkley)






R I N SN
"[u_,\.e,—-/\_’t-c—"ﬂa:n_
labtermalizing _ oL Feslfile - Bogps 6-11 Eale lamd T Scare
- iy N T e | TS I= Todiimas I8
=1 iy i1 ] s ] 21 | 23 »m |- Ie:CALVERT.BAT
=1 1% (1] 3 | I i n 1-9% Boy ME: )
| 1% 24 i i ¥ ] 21 B I= DATE FILLES:
-§ 15 e b5 | | 1 e ] = 5 i= ST TR T
bl | | 13 ] L] i ] =% EY: Rissisg
=1 14 i3 11 I 1w im | i1 33 - CANEE BF.0)
-4 13 12 mw | ] L¥ | 7 E F ] - ACERCY
o | 1 % I 18 3 I k]
b | 2 N 1% [ i i 15 1w | B
. | L& e L 1 L] | am = } ITEmS kg
| i L] 1 b |-84 ToTSCoEE @ TH
-4 an L] 1 : | 1 m” = ™T T Thew
-1 " 1 % i- IETEREAL I8
-1 » L ] % =TS T T Thew
NILE-| | | e = EFTERRAL e
. | | i- =T T Tlws
B R R I I T SYPNPREE SONCRE Ry JRE e g = - [-78 e» Climical
"I ________ | R TR, == I« - o Barder]ime
- 1 I -
=1 | I I=%5 OTEES PRORS
=1 3 1 ] I- 8 5. SctSpplec)
=] X 1 1 I- [ T - 4
L L | 1 I =68 B 15.Crwelkadm
o | | I I= @ I BarnSelf
=1 I 1 | i- 0 M.ScbEsk
- ~F [ ! [=-5% § 1b.EatBenlood
=1 i i 2 i= 8 I¥.rFears
-1 ] | ¥ 1 ] I= 8 M. PescSches]
s - ] i -1 [ -3 i w-1 [ ) [-%0 2 )6 .CetBurt
L § 11 INE v L] wi il vILL LR TN S Tl
L T R SOMATIC AT COws Soc AL TEORCET ATTERT LS DELINQRERT  AGCEESSIVE 1 47 mighteares
COmFLAINTSE  DEFRESTED FROBLERS. PROELERS FROBLEMS BRI BERNT1OR 0 Y. Conmtipate
§ Al.mather # 51. zzy 2 12 Lewely B I. Mk | 9. Mind B 1. Reiw 2 M.BoCuilt 2 1. Arguss # S3.0vereat
Bedifioms [ 5i. Tired I 1d4.Cries Faany oo Toang 3 3. ¥ T. Bregs # S&bh.OUerFhys
8 ES.mowit T Sha.koben B Il.FearboBad § 11 .Climgn § &).Bears T B Comren- § #).LieCheat @ 5 Mean & LS. FickSkis
Tale T 5. Beaed - ¥ Ii.Perfect 1 IS .BeslbCet Th g Lrate 1 Sl .Prefolder T 1'V.Demnbitn B SV . BexFrisls
B RV Becre achrs 2 1l.mmfewed & lemg ® . Bepeats I 0.5t ® ET. [ M SE I o L RPNl
e # Séc.lswpes I M.OsiTobst 2 M. .Teasned L stall B 7l.8ctFicen @ 1f Destither @ TIi.SesFrobaf
o FE.shy A Sdd. Epe I M.sorthless I 0. Hat " 7. Seew | IluConlmee @O BEi.StralSome | FR.Dishlone® § T6.Slecpless
I se . Stares 1 She-Ekim 1 &S .mervoas EbiEed Thingas I I7._-Bag- § . stealoet [ I).DEsksck]l [ T7.Slesphooe
0 BE.Salks B SEl.Stemsch 0 S8 . Peariul 8 55 0wer- 1 . Starea”™ dream I ' Swrarw I 7. Jealoms B T, S BN
0 Iad.mmder- 0 Shg.Vemat 8 5r.cmilty Seight* § Bi.Stramge I 0l .lmpuisy § . Thisktes"§T IT.Fights T
mctiwe 4 TOTAL I Tl.SeliConss B 62 .Clammy Berbaw I #5.Berveas § 10 .Treast P ST.attacis 0 B¥.StoresBp
1 I8 sad &7 T sOomN I Y. Bmmpic I G .Prefers 0 0% . Stramge I S6E.Twateh™ 0 105 _AicDregs § 6. Scresas I 9. TalkSeicid
o 101 ik~ 57 CLIN T I I03.mad Tousg Idiram 2 &l .o B . Tasdal® 3 TH.Showbff ® ¥l Elecplalk
drawa 1 . Morraes 5 TOTAL I TUTAL Schoo | & TOTAL 1 M Stshborm 0 0. ThenbSack
¥ TOTAL 1% Torai &4 T SCOOEE &4 T NOEE B EX.Clumsy T T SCOEE I A7 . mcadiingy @ 9. Tooleat
5S4 T SCORE T T BCOmE % CRIm T F CLIm T 1 . Stares 53 CLIND T 2 5i.ralkmech 0 IBD.8]
al cLIm T &0 CcLIm T IS ToOTAL 1 o Tedmeew N INT.NebaBelf
il T ScoEE T 5. Temper L L e o Bed
"Toems mof on Cross-Informant Constrsct ] CLIM Te--memcmeem e eana B . .Threaten T LS. MRIning
Bet 1w Tolal Prebles Score I iz 1 & TS - Lsesed [ IS.mabOpissyd
P Allergy 1 @ kel | =ET FPEOBLEWS | 17 TOTAL = 11} otherPrab
| @ POTAL SCOARE | TH T SCOAR
Prafile Type: ETHEDE BOEAT SOCIAL  DEL- MG APy D ling I 58 T =ORE | 51 CnIm T
[ ~+ TR = * ] - B2 1k S = . = B I §~Ttem o Sea 1
Bs IOCs are sdgeilicast | PFrebse Syodscss]|

Copyright I¥8] T.

Roleabachk



Iatcombiinineg ™Tr Feefile - Bope S-01 Estersalse: T Bosre
| i i1 ] 1.4 b3 ] 'L [ Eindma 1D
o | 1 1§ 33 I i 15 I 17 &7 |~ IN:-JESSE.DAT
=1 ir | 1% 1 ] i [~%3 Boy ME: ¥
o | 18 iS5 il | ¥ 13 ] L1 | DATE FILLED:
=1 L b | | | 21 7 ] L5 Ers - EFSIRSTE
-1 1% 4 ] | 12 ] &an -8 ET: Himsing
o | 13 F-p ) | ey | i1 | B L b I=- CARDE ®I.03
=] b | iz k4 | 1w I 13 L1 R ACERCT
= T 2% I in um i |-a%
=1 i3 1w b1 | I 1T L [] i N I-
=] L] 2 ] 18 1 HH | ar i- ] ITEmSE L
=1 1z 1 I 1 & - POTEOORE ™
=1 8 1 ] i 14 | im b L1 I~ Tor T ET=n
=1 | B ¥ e i i3 1 13 i- SNTEEmMAL Hf ]
ot | W 1 | k| j-7% =T T =
RILE- | W £ Y L ] 13 1 ¥ I- EETTERAL 13X
=] % 1% [ it i- IIT T .y
5l e = = = = - L R I = == 0= = = = = g = = = = =l = = afle = = =T = I%- - = [-780 »+ Climical
e -=_ e s e X _ i - _ _:'_ I .+ i 5 N [ | N | TN S o Borderline
- | i=
"1 =] L ] | -&%5 oTEEDR FEOES
e | ] 1 | B B 3. RotOpplen
| T | I 1= @ I8 BatScalFoocd
[ T I | 1 I | =68 @ 8. FearSchonl
=1 & I i = @ 4. Bitemail
o | L 5 1 1 - 8 4E.Twitch
&y = x L I I i [=55 @ 5%5. 0werwmeight
=1 3 I e I ] % |- B SEh.otherFhre
=0 1 2 ] 1 T 1 b | §= " S8 PickEkin
= = L ] | ] =1 I L] L] I-5 I [} =3 |=50 @ 59 . 8leepClane
E I EXT Iw w L vEE wiln I Tl.lrecapoash
WITEDELA NN SBOMATLC ANT] s S0 AL TEOBCET ATTEINTION CELIIQTENT ACEERELTE I Y. Spcechifrol
COMFLAINTS  DEFEESSED PEONLEMS FiCELImS FROELEME EEEAVION EERANVICHE B B Sterealp
¥ AR .Batlsr B 5N, zey B I2.Loasly 2 1. etk I %. misd Fl. hectm 8 . SoCaillk 1 3. krgues % . TalkSeicid
Beklome 1 S8. Tised B Ld.Crien Taumny (=14 L] B 3% Ead 2 b, brefiant® @ S Sealfrecos
W S oL B Shabchkes @ Ji.PeasDolad @ J0.Closge @ I8 .Barma 7 2. Bums® T & T. Boage 5 S8 Tecleal
Talk N Sibh.Bead- 0 3. Perfect B 1l.Lomeclp® o P 3 #,. Famemh~ 0§ 4. .RieCheal @ 16 Meas # 197 mimlkeshl
I &% .Secoot- arkrn ¥ 3l.Salowed # ldk.Cries® @ IV¥.Fears® 1T B.0omcests @ El.Prelers I 1%, Demlitin IS whining
e B Yic.Basseas 0 J.OutiToGet | 25.BalGet @ E0.Secare T I Sarstyl Qlder P 28.Destows B L0 D leam
1 15.58y 1 SEd.Ere B ¥ werthlens Blamg Thinge J (1. Comlfuss 1§ H1.S5teals M 2 pestothr - 11).0C0kerFrob
2 El.Stares B Sie.Skin B ES.Eervoas # 1. Paleve® T 66 .EBeprats J IS .Fidget™ 0§ W _Swears # Il.oawbEchl
o El.Salks 0 Sl - Stosach @ 47.Ccaforme® § B4.0lTe Bctm 2 i pabrean @ S8 Tasdp® 1 J4.Dd starba®
B LT .Bader- § Sig.Tomil I Se.Fearful cet® B 8. Reew  Il.irect™ B I0.Troaat B Il.Jealoxs
et iwe 2 TOTAL 8 SY.canlity B 1% . merth- Thaga T Sl .Ispmler B I8%.Alcehael W JIT.Fights
o IEN. sad B4 T sooRE I 7l SelfCcasc Lean® B Bd.SEracge B K5l rmoas BrusE I S)¥.Talkmdat®
@ 110 -msth- 95 CcLIN ¥ I Bl.BurtCrit™ § M. CetBart" Bebaw ? A% . Learmg™ I TOTAL B ST Eachw
Arawn 1 B¥._Sasmpis 8 B .Teased B Fi.Strasge 1 $0_ Apatk* 57 T So0AE I &T.bumrapls®
& TUTAL B E83.5ad P H.Beblslued Tdeaw 2 &1 Powr 4% CLEN T B . Eoreame
8 T SCUEE I I dafleas™ 1| &.Clemsy 03 TOTAL Bclhoal I M. Sownfl
&8 CLIEm T 2 IR mimtahe® B i -Frefcoraid T SCOSE ¥ BTl umey B TE.Eaplosswe®
2 11Yr.-marriem Tomsy 54 CLIN T 2 Tl.Messyp™ I T7.prmandieg®
*“ltems mol sa Croms- 12 ToTAL TOTAL E TH.Inalben® B B Stabbarm
Infermant Coaslrwch & T SCAr 1 T SOOEE T Be.Staren B BT . MoaddiChng
5T cLIm 7 43 CLIN T 1 57.0aderkch® 93 Taldklach
3 IE.Tanka"™ I S Teases
Profile Type: WTEDE SOMAT  SOCIAL DEL-AGG mibh-That AEL ¥ TUTAL V5. Temger
oc: ~EB3 =130 - 10T = BEE - - JEd R T RDORE 7. Threalen
e [OCE are signiflicant E§ CLIm T & L84 . Ll
Copyright 1¥5] T. Bchesbach il TOTAL
i T =0RE
4 CLIe T



+'_—I.1'.Erl-.|£}ll=ﬂi oy - CBCL Prafole Boym #-1C + E.Etfrsb’lz.:i‘__'r‘_lﬂlh e

o | Lr i 15 1 b} | | 13 18 |- IN:MUETON.SAT

=1 1% is i iy | i T | -%% Doy ME: &

o | 6 3 i | H 16 l- DATE FILLED:

'i LS P | I i = 15 .;- [P T

o | I = |-%8 57: Mussisg

o'} L& 13 [} = “AAps BX_33

-1 i ] T |- LGENCY

-1 & | =8

-1 i i 5 |-

-1 i1 19 i 2% i- | oiTEMS 77

o | d | {-38 TOTSCoAE LIS

o | e 13 I i- TOT T Blee

-4 - g ] b i- INTEREAL 1a

-1 . e 1% |-75 =T T Bhsw

tiLe-| 3 ] 4 i- ECTERNAL 37
e ol | 1 T b | i- FIT T TTaw
£ |- e e e LA R -+ B R - = = 1= - = |-T8 =~ Tlrmxcal

o e LR I e e Mo e o Mo - iy + Zoarderlioe

=] 1 | i-

7 -] ] 4 H |-4% ITEER FEGRES
-§ 5 3 i i 3 - d ] i i 1 5. ActOppSesd
=1 L i ] | | -] k= f 5. BA dut

IR | | B 4 i L=53 3 [5.Crmelilnim
= ¥ ] | 13 L= 1 S sarmSelf
b | I I i 1 5 13 i- - «H.ScLEasT

69 - i e =55 0 29.2atNonfood
| 2 + | = L i - I sF.Feara
ot | i I 2 1 | ¥ i- 1 Id.FearSchoal

8 | a-5 2 3=l | -1 k] -2 i 1-L 1-= =54 % 36 SevSort

I Ik - v £ i - wil Law ¥ Sd.E.telanl
WITHRAWE SOIMATIC ANEIIDS SE3CIAL TRORCHT ATTENTION CELILNQREERT m [ s7. M ghimaren
CCMPLATNTS JEFRESSED rFEJELERS FEOELEmMS FEOELERMS SEEATICOR & BERAVIOE I 5. 0onstspate
b o4l.Rather 9 5L. Dazay 2 1lsionelp 2 i. Acta 2%, Myed R I I6.WeGurlt T T WTgoes ¥ fl.dvereatl
Behlose I S4. Tired 7 td.Tries Toung af L Tomng 1 19.8adCompan [ 7. Brags I f5h.0therPhys
i BS5.Waa"t 1 Sea.Aches 1 Il.Feaglobad 1 [L.Cliags 3 $0.3cars I 3. Tapcea- § $1.LieCheat I lE.Mean s Sd.PuickSkin
Talk 0 S&b.2ead- I Il.ferfect I CE.MnrCet Thuipge trale ¥ £3.Prefdlder I 1S.Demllln I T EesPrisfs
1 &%9.5ecreb- achea a 3l.6nlawed Alaeg I SE.Repeats I Z0.5EL 1 a7 .daskway T 29 Ceatlwa I sl .SeaPreams
Lve 1 SSc.Naomea I IA.JuntfoCer 1 SB.Teased LotE Stall ¥ Tl.5etFires [ 21 DestOthr 1§ Tl.3esProbad
1 75.5hy B SEd.E2ye 2 1S, mortSicen | AE.Wat 1 "E.3Sees e Sl.tonfuse 3 Al.d3tcal8cme 2 Il.DvabBoms=" . 75.5lecpless
1 89.5taren 1 S6e.5kaa I AS.Mervams Liked Thaoge I [T.Day- 3 3l.5eealdut 1 Il.DuwbScel © TY.3irepMore
7 8 .Sulke 1 S6f.5tomachk 1 S0.Pearfal ¥ S5 .0wer- 1 48.5tares" dream 1 90.5weara - d7.Jealous I TR Smecargm
g 191.0eder- 0 SEg.Vomat 1 St.euulty weight* 1 Ed_Strange ! #l.Impulsvw 3 PE.ThaphkSex™51 IT.Fughtm I Ti.5peechProb
sctiwe & TOTAL 2 Tl-SeifConme 1 Si.Clansy Jebav i 4% Mervous 1 101 .Truoant I S7.Attachs : dl.5taren®p
2 IR3.5ad Tl T S00RE 2 A9 Sumpsc 2 sd.Prefers 9 2% . 5trapge  46.Twitch® O 13%.Alchregs . sfl.5creamsm . ¥Ml.TalkSuicad
i 1li.math- &5 CLIN T - sil.5ad foumg [dran | 21 .FPoer 3 fl&.Pacdal® O T4._ShowdEl s-dleeplalk
drawn s t1d.morrien ¥ TOTAL % TOTAL Fcahoal 5 TOTAL - A8 .5tubborn 3 *R.ThumbSach
# TOTAL 1% TOTAL 7T T SCOEE 1 T SRR I ad.Clommy 37 T SCORE 2 AT .mocdChing 1%, Tonlla il
TS T SCoAE 5 T ICORE 57 CLin T 5 TLIN T 1 a0.5tares 5% CLIW T - Fl.TalkMeck . 10d.5lespfrob
s CLIm T TE ST 1T SOTAL T TEsEeN LIT e nSel
3% T SCoRw - ¥i.Temper Y et g Bed
*Itens et oo Jross-laformaat “sastrsct 58 JEIN Teeaseress s mmn s = I M. Threatea . " [9.@Rimang
ot -8 Total Froslem Score i - = A8 Laoued L2 adanDpSens
T Z.allergy O L.AstBag SEE FROELEWMS ce TTTAL T herPrab
7 TATAL ICOLE T * SCORE
Prafile Type: ATELE FmAT SICTAL  ZEL-AGE =R ) D= Rgy el sy =0 T S0OFE %8 CLaW T
[CC: =.&Tl -, 815 T ~aribd -.a® - A9& f=ltem am 3w
e [CCH are sigmificant Frobs Sysdcoms

Copyright 1991 T. Aocheabach



5%

53

[y« N S

i i
[y S
.
i

R
-i_ _ _&_
-[ .-
= 3
= T

[¥]

il.Ratbers
Eedlicoe

LT e
< ToedoE

Tallk
3 £.Fecren-
T
TT.sky
il .S5cares
Bl . Sulks
Efl.Ooder-

actime
1 Jil Sad
P B TR

drawz

= =8
= SCCRE
TLiE

TP
| 4 = =

1nt=:lag%:L=g

is

4 g g x
= § ah i fa R i iR

[T

558 . Rches
Eh . Bead-

ichen
fac.Nauseca
54 _Fpe
f8e.5kiz
S&f .Stomack
Thg .. FomLlt
TaTAL

Lo S S e R

-

- B

SomsLIwcT

fTELR SOMAT

Ba 1STs cafealated oI

e R aa R A e e OF e

Bd Sl B B B A

'BIRTET,

(£ ]
i
- ——— ]

.
- I
=5 i
i -
25 I

o L
"
- i
=3 L
% i
13 i
18 ¥
o ¥
-l [
= =TF = = -
=1
-= -
2 i
-
|
=
-‘- L}

=W g

5 1
e B
I dut Tl 3
e wectslewa
. N =T s
s7.lcaformm” 2
o.Fearfel
[ 5 2
TI-SelfCsass
. dertlrit H
&5, SuspLs 3
Ry sad -~
¥ AaFlican™ =
IS8 Mistame® I
g Y ]
p s 1 o8 a
* SLTRE -1
1t—Fy et -

§o el b
(L NN

P

SOCT AL

Rsts

Toung
Slanliogk
e esonEip”
. Troea”
-t -NolSel

Aoy
Iiedmamwe™
. JutTe

R
S.dersh-

e
iS.oetBaes”
LA Teamed

-
-

L]

2. Mabtliked

5.2 Iy
a3 . Freferat

foung 42

-
= ek

SO AL CEL-MSC o sE-T1
f Tekal Fropiel Ecore o3

TEF Frofile - Boypw 5-11
LS

'
i m LR o & LER N

1
i .
[}

1%
EL

(B
=i

[
il i Lt =

[
[ ]

B

va
L&

Illtrﬂllll:lt

I__
|-#5

% L=
& -
&1 [-%2
= |-
e I-
|-88%
LE i-
37 b=
o] 1 [ -%3
35 -
i1
4] I=
1% e
FR=—- === E
=i ¥
- e - -
Ch. [ -85
:E i
e | -8

o.acpeals
LR
T3 Eeres
Thizga
Id.strange
B Saw
S.SLrange
ldecan

5
=
=

g gl |
CERAELEmMS
! L. Leim ]
Touang 3
e Eums"
T i Fimnsh" ]

- -,--J.Su..

coafiEe
diger®
IT.alream
aw =wdFESL”

o TR L
LE _SMervons

[

L A% . Lcarag® 1

1 =dapark* 50

: Ta Fear R |
Srnaen |

J ---:-_1J1

s Flares

il 0aferhce”

H B -
4 ER.TadcE"
- e

| = Flean
Y -

54 T STOEE
5 ZLIm T

LIiEgTERT
EESAVICR
T EsTaz it
It Ead

el
Al.Liefheat
cierrefers

Jlder

- Eteals

b

TR

mt-Seatlwa
et DestlEar
cd-Siaksenl

A Tsstarse™

sT.Jdealous
TL.Frgbts
Fl.TalksOan™
ST.AtLachks
sl 0umrepts”
ti. . Ecreams
"d SRl
TE . Fap! a:,.L

15 .

TEmEe T

Pohd BF dd P 2 e bl R L R R

T Ssare
1rogma
[~ IR:DETTIs.CAT

8-

Boy MGE: 3
SATE FILLED:
TESLAMT

=HY: MLzl
CARDE 31,8

ASENCY

} ITEMS b 5
ITTSCORE
T T
INTEENAL
[T T
EITTEMAL
::t-l'-

amwerwe i git
_-,.:L'rrrhjl
Ti..;t;Sh
EL:fEm--uli
Srrespooab
. SpeecaPfrob
«SkareslE

-

eralkSmocs

TooNeLl

1

f.fcaPreocc
HE|

H




ADHD rating scales IV

Simple list of DSM symptom criteria

Parent, Teacher and Self-Report forms

Odd numbered items — Inattentive

Even numbered items — Hyperactive/impulsive

Four point scale
never
sometimes
often
very often

e symptoms often/very often = positive
e Symptoms never/sometimes = negative
e > 6/9 items positive for inattention and / or

hyperactivity/impulsivity = statistically deviant
Parent AND Teacher ratings deviant = disorder



Conners Rating Scales - revised

e Oldest and best known ADHD scales
e Ages 3-17
e 28 items marked as
Not true
Just a little true
Pretty much true
Very much true
e Scoring in 4 subscales
Oppositional
Cognitive problems / inattention
Hyperactivity
ADHD index
e Norm referenced, hand scored

e T score 70 =989, T score 65 = 93 9%




SWAN Rating scale

e Adaptation of SNAP with different scoring
system. ltems marked:

+3. Far below average

+2. Below average

+1. Slightly below average
0. Average

-1. Slightly above average
-2. Above average

-3. Far above average

e Better psychometric properties, less likely to
over-identify children with ADHD

e Mean score > 2 = > 98! percentile




Recommendation 3. If the patient’s medical °o0

history is unremarkable, laboratory or °
neurological testing is not indicated

e Very few medical conditions masquerade as ADHD
e Traumatic brain injury
o Encephalopathies
e Hyperthyroidism
e Lead toxicity
e Foetal alcohol syndrome

e Don’t do cranial MRI, EEG, SPECT or PET



Recommendation 4. Psychological and neuropsychological
tests are not mandatory for the diagnosis of ADHD but
should be performed if the patients history suggests low
general cognitive ability or low academic achievement
relative to ability

e Academic impairment is commonly due to the ADHD itself

e |In most cases treat the ADHD and then determine whether the

academic problems begin to resolve

e If no clear improvement in 2-3 months then psychological testing is

indicated

e Standard IQ tests, neuropsychological tests, academic achievement

tests, speech and language tests



Recommendation 5. Evaluate the patient with
ADHD for the presence of cormorbid psychiatric
disorders

e Does patient meet criteria for separate comorbid disorder?

If full DSM 1V criteria met for a second disorder the clinician should
generally assume the patient has two or more disorders and develop a
treatment plan to address each comorbid disorder

ODD/CD almost always present with ADHD concurrently in clinic
samples

Onset of depressive disorder usually occurs several years after the
onset of ADHD

Anxiety disorders have an earlier onset concurrent with the ADHD

Comorbid Bipolar Il should be considered in patients with severe mood
lability/elation/irritability, thought disorder, decreased sleep, severe
aggression (affective storms)

Is the comorbid disorder the primary disorder?

e Do comorbid symptoms not meet criteria for a separate disorder but
represent secondary symptoms stemming from the ADHD?



Recommendation 6. A well thought out and
comprehensive treatment plan should be
developed

e Pharmacologic and behavioural therapies

e Studies consistently support the superiority of stimulant over non-

drug treatment.
e MTA study

Four treatment arms: medication alone, psychosocial treatment alone,

medication and psychosocial treatment, community treatment
All 4 treatment groups showed benefit from baseline, with two

medication treatment groups showing most benefit

Behavioural treatment not more effective than community treatment

e Behaviour therapy may be recommended as initial treatment if
symptoms mild with minimal impairment, parental preference

e Behaviour therapy 10-20 sessions of 1-2 hours



Recommendation 7. The initial pharmacological
treatment should be with an agent approved by
the FDA

e Dexamphetamine
Short acting. Adderal, Dexedrine, Dextrostat

Long acting. Dexedrine spansule, Adderal XR,
Lisdexamphetamine

e Methylphenidate
Short acting. Focalin, Methylin, Ritalin

Intermediate acting. Metadate ER, Methylin ER, Metadate CD,

Ritalin SR, Ritalin LA
Long acting. Concerta, Daytrana patch, Focalin XR

e Atomoxetine
Strattera
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Recommendation 7. The initial pharmacological -
treatment should be with an agent approved by E:'
the FDA.
e MAXIMUM DOSES >50kg

e Dexamphetamine 60mg/day

e Ritalin SA 100mg/day

e Ritalin LA 100mg/day

e Concerta 108mg/day

e Strattera lesser of 1.8mg/kg or

100mg/day



Selection of agent

e Stimulants as first line particularly when no comorbidity present
e Meta-analysis of atomoxetine vs stimulant (Faraone et al 2003)
Effect size atomoxetine 0.62
Effect size MPH short acting 0.91
Effect size MPH long acting 0.95

e Atomoxetine preferred if
Active substance abuse problem
Comorbid anxiety
Tics
Severe side effects to stimulants such as mood lability or tics
?Comorbid ASD symptoms



Medication targets :

INATTENTION ANGER  ANXIETY MOOD TICS

e STIMULANTS ++++ ++ - + -
e CLONIDINE + ++ + ++ ++4+
e SSRI's + + +++ ++ +
e STRATTERA +++ +++ ++ +++ ++
e ANTIPSYCHOTICS - ++++ +++ ++ ++++

e MOOD STABILISERS i ++ + Ft 4



Recommendation 8. If none of the above agents result in °o°
satisfactory treatment of the patient with ADHD the clinician | e
should undertake a review of the diagnosis, and consider

behaviour therapy and or other medication.

e Is poor response due to inaccurate diagnosis or undetected comorbid
conditions such as affective disorders, anxiety disorders or subtle
developmental disorders.

e Behaviour therapy and/or child psych referral

e Tricyclic antidepressants
Max lesser of 4mg/kg or 200mg
ECG baseline and after each dose increase

e Alpha adrenergic agonists
Max >45kg 400microgram/day

e Much lower effect sizes



Recommendation 9. During drug treatment for
ADHD the patient should be monitored for
treatment emergent side effects

e Stimulants

Decreased appetite, weight loss, insomnia, headache, emotional lability,

Bierderman 2002 no increase in tics c/f placebo

Wolraich 2001. ADHD and tic disorders show decline in tics when

treated with stimulants, even after 1 year

If patient develops tics then alternative stimulant or atomoxetine should

be tried
Alternative is to continue stimulant and add clonidine

e Atomoxetine

Gl distress, sedation, decreased appetite, headaches

?suicidal ideation: 12 controlled trials - 1357 ATX vs 851 placebo
4/1000 in ATX, one attempt suicide no completion, none in placebo.



Cardiovascular issues

e FDA review 2006
20 deaths DEX, 14 deaths MPH

Rate of sudden death children 1.3-8.5/100,000 pt years
Rate of sudden death in children with CHD 6% by age 20

MPH rate sudden death 0.2/100,000 pt years
DEX rate sudden death 0.3/100,000 pt years
ATX rate sudden death 0.5/100,000 pt years

e The rate of sudden death of children taking ADHD medications does
not exceed the base rate of sudden death in the general population

e Cardiac consult if stimulants to be used in children with pre-existing
cardiovascular disease



Recommendation 10. If a patient with ADHD has a robust
response to medication and subsequently shows normal
functioning then drug treatment alone is satisfactory

e MTA and M+MPT studies do not show an additive effect

of psychosocial interventions in children without
significant comorbidities

e Combined treatment did not yield superior outcome to

medication only
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Recommendation 11. If a patient with ADHD has a less than -4
o0

optimal response to medication, has a comorbid disorder, or | o
experiences stressors in family life then psychosocial

treatment with medication is often beneficial.

e MTA study shows strong evidence that patients with ADHD and
comorbid disorders and or psychosocial stressors benefit from
adjunctive psychosocial intervention

e Comorbid anxiety in particular predicted a better response to
behavioural treatment particularly when the ADHD patient had both
an anxiety and a disruptive behaviour disorder.



Recommendation 12. Patients should be assessed oo
periodically to determine whether there is continued need
for treatment or if symptoms have remitted. Treatment
should continue for as long as symptoms remain present
and cause impairment

e Follow up “several times” per year

e Review behavioural, academic and social functioning
e Height, weight, BP, HR

e Assess for emergence of comorbid disorders

e Given high level of maladaptive behaviours among
adolescents medication treatment should continue and is
likely to be highly beneficial

e If patient symptom free over at least 1 year then trial off
medication may be indicated



Recommendation 13. Patients treated with et

medication should have their height and weight
monitored throughout treatment

e Stimulant treatment may be associated with reduction in expected
height gain, in first 1-3 years of treatment

e MTA study: decreased growth rates in stimulant vs non-drug
treatment groups after 2 years, persisting for 3 years

e PATS study: After 12 months height (-1.38cm) weight (-1.3kQ)

e Spencer et al: no height deficits c/f controls in childhood, a small
reduction in height at puberty, but no difference in height in
adulthood

e Faraone 2005. Stimulant induced growth delays are greater in first
year of treatment but attenuate after that.

e Dose related. Significant effects only with MPH > 2.5mg/kd/day

e |f crossing 2 percentile lines then drug holiday, reduced dose or
alternative therapy indicated

e No evidence of reduction in final adult height



AACAP MEDIA PRESS RELEASE

e CHADD and AACAP Applaud Michael Phelps for
Addressing Stigma of ADHD

WASHINGTON, D.C., August 22, 2008 — Children
and Adults with Attention-Deficit Hyperactivity
Disorder (CHADD) and the American Academy of
Child and Adolescent Psychiatry (AACAP) applaud
Olympic gold-medalist Michael Phelps and his
mother, Mrs. Deborah Phelps for educating the
public about succeeding with attention-
deficit/hyperactivity disorder (AD/HD).
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