
	Condition/Case


	ADHD: Attention Deficit Hyperactive Disorder

	Goals of Therapy
	1Eliminate or significantly reduce CORE ADHD symptoms (s/a attention to detail, focus, listening, fidgeting, sitting still, talks excessively, etc- see pg 30 TC)

	
	2  Improve behavioral and academic performances

	
	3  Improve self-esteem and social functioning

	
	4  Minimize adverse effects of meds

	
	5  Prevent development of other psychiatric disorder.

	Tx Options (drug classes)

- consider effectiveness, toxicity, S/E, convenience
	Rx
	Pro
	Con
	indications, S/E, CI

	
	1Stimulant- 1st line

Methylphenidate - Biphentin

(OR: dexedrine)
	Overall response rate of 75%
	SE: sleep disruption, weight loss
	Many SE listed with prescription below.

Non-addictive in ADHD patient.

	
	
	Effective on day 1 and continues over months.

10-12 hour duration of action.
	Cardiac concerns: less than 1%- sudden death. CI heart concerns.
	

	
	2 (2nd TCA) Nortriptaline 

(if can’t tolerate stim, atomoxetine or buproprion)
	an option if co-morbid depression, anxiety, tic or enuresis.


	SE: arrhythmias (potential for fatal arrhythmias with overdose). 3-4wks to effect.
	CI: cardiovascular conduction disturbance, urinary retention, seizure disorders, hyperthyroidism. (when possible)

	
	
	Long history of use in older population (not new- no surprises)
	Weight gain, anticholinergic (dry mouth, constipation, etc) 
	

	
	3 Non-psychostimulant

2nd line

Strattera (atomoxetine)
	Non-addictive and non-stimulant.  May meet some patients values.
	Less effective than stimulants.
	SE: decreased appetite, nausea, dyspepsia, vomiting, somnolence, fatigue, dizziness, mood swings, weight loss, sexual dysfunction.

	
	
	18-21 hour duration of action
	Suicidal ideation in 0.5% (non-depressed kids).
	

	
	4 Antidepressant

Buproprion (NDRI)
	Less expensive than Venlafaxine.


	Suicidal ideation

2-4 wks b4 optimal effect.


	SE: Agitation, dry mouth, insomnia, HA, constipation, N/V, nervousness, dizziness, sweating, HTN, tachycardia.  Caution: seratonin syndrome.

	
	
	Moderately effective in both children and adults- an option if co-morbid depression, tic or enuresis.
	Increased seizure risk (and CI in those at high risk s/a anorexia, head injury, epilepsy)
	

	
	5 Antidepressant

Venlafaxine (at higher doses) (SNRI)
	  an option if co-morbid depression, anxiety, tic or enuresis.
	May take upto 4 weeks before optimal effect for ADHD.
	Some drug interactions decrease clearance s/a grapefruit, fluoxetine, erythromycin, clarithromycin.  Caution: seratonin synd.

	
	
	Particularly in adults- option for co-morbid treatment ADHD and depression.
	Higher dosing needed for ADHD- may increase BP at doses over 300mg.
	

	What I would Rx (including d/c of Rx)

Name, date, address of patient

Rx: methylphenidate (Biphentin) 10mg
Sig: once daily, oral.

Mitte: 21

No Refills.  Sign, Reg #.

PRO: decreased aggression, improved social interaction and academic performance. Once daily dosing less abuse potential, coverage across the day, no in-school dosing, better adherance.

NOTE: do not improve: anxiety, academic performance.

CON: CNS: insomnia, anxiety, activation, irritability (rebound), worsening tics, psychosis/mania, HEENT: xerostomia, mydriasis, CVS: inc. HR, inc. BP, palpitations, Suddden cardiac death, RESP: URTI, sinusitis, cough, GI: anorexia, nausea, abdominal pain, wt. loss, GU: urinary retention, sexual dysfunction, LAB/MSK/EXTR: growth delay (ht + wt), rash, leukopenia, anemia.

	Monitoring Parameters

EFFICACY

&

TOXICITY
	What to monitor?
	When? 
	Who is monitoring?

	
	Functional improvement: Inattentive.


	Journal throughout first few weeks
	Teacher, parent and child (age dependent).

	
	Functional improvement: hyperactive


	Journal throughout first few weeks
	Teacher, parent and child (age dependent).

	
	Quality of life


	at follow-ups
	parent and child.  Is intervention making a positive impact?

	
	Adverse effects: insomnia, anxiety, activation, worsening tics, psychosis/mania, urinary retention, growth, rash, anemia, etc. (see list above)
	Throughout and at follow-ups
	Educate parents and patient (age appropriate) about possible side effects and have them help you monitor.  Adjust meds as needed if not tolerating.

	
	Monitor for signs of emerging psychosis/ other mental disorder.
	At follow-ups
	Doctor monitors as well as parent.  This is a possibility within the diagnosis of ADHD.

	Misc


	Rx Changes

	
	After2-3 weeks if no improvement, try alternate stimulant: dexedrine, for another 2-3 week course.  If some improvement consider options in changing dose, such as shorter duration tablets dosed according to needs through day, or choosing formulation with a peak at a more suitable time, OR dosing at a different time based on peak of medication.

	
	Other Tx

	
	Behavioural therapies to minimize negative and promote positive behaviours.  

Diet modification/ elimination-re-challenge or diet journal or IgG

Mind/body therapy like neurofeedback or hypnosis.

Breathing and relaxation exercises to help teach the child control of body and behaviours.

	
	Misc

	
	Include parents and teachers in training and education.

Med holiday an option for more mild cases.

Many kids misdiagnosed as younger for their year.  Verify diagnosis and refer if necessary.  Don’t medicate unless true ADHD with functional impairment.

	RED

FLAGS

LIST 

DRUG

INTERACTIONS

ETC. ASSOC

WITH THE 

CONDITION
	Adil mentioned this will NOT be a case on it’s own- but will be part of a combined pathology. Thus see below some considerations of combination therapy (2-fers)  ALSO note- that in true ADHD 1st line should always be a stimulant, and try twice before trying something else UNLESS it’s a 2-fer.

-Antidepressants: (50% effective)TCAs, Buproprion, Venlafaxine, OR for narcolepsy: modafinil.  Also listed as possible 3rd/4th line choices: atypical antipsychotics, mood stabilizers, and alpha-2-agonists (40% effective: clonidine first, guanfacine is reserved).
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