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The decision of primary care providers to initiate treatment for attention-deficit/hyperactivity
disorder (ADHD) in child and adolescent populations is a difficult choice that will be
encountered often. ADHD is the most chronic health condition affecting school-aged children,
with a prevalence of 8% in children and youth.'? Beyond academic underachievement and
increased risk for accidental injury, children with ADHD may experience troublesome
interpersonal relationships with family members and peers that contribute to the development of
low self-esteem. More importantly, children left untreated for ADHD are at risk of developing
substance abuse. Assessment, management, and treatment of ADHD can improve the educational
and psychosocial development of most afflicted children and youth.>*

The American Academy of Pediatrics (AAP) recognizes that younger ages, coexisting
conditions, and other concerns make the decision to treat increasingly pertinent, yet difficult for
outpatient providers to perform.” Specifically, intellectual disability, autistic spectrum disorder,
moderate to severe sensory deficits, and physical, emotional, or sexual abuse, represent patient
populations that would benefit from specialist referral or collaboration (see Table 1). There is
also a high prevalence of coexisting conditions such as Oppositional Defiant Disorder (ODD)
(35%), mood disorder (18%), anxiety disorder (25%), and learning disabilities (12-60%), which
require evaluation, but do not preclude treatment for ADHD if diagnostically present.®

The aim of this article is to provide a synopsis of the recommended changes and process of
care algorithm developed by the AAP Subcommittee on Attention-Deficit/Hyperactivity
Disorder, Steering Committee on Quality Improvement and Management, recently developed to
streamline the diagnosis and treatment of ADHD by either family physicians or pediatricians on
an outpatient basis.’

Table 1. Coexisting conditions to be aware of when evaluating and diagnosis ADHD.

Mood and Physical Developmental Situational
Behavior
. . Learning .
Anxiety Sleep Disorder Disorder Adjustment
. Seizure Language
- Depression Disorder Disorder Abuse
Coexisting Oppositional
Conditions Defiance Tics Disorder Autism Stress
. Spectrum
Disorder
Conduct Hearing Intellectual Substance
Disorder Deficits Disorder
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Guideline Revisions
Previously, the American Academy of Family Physicians (AAFP) had utilized the set of
guidelines established by the AAP for assessment and diagnosis of school-aged children with
ADHD, most recently from 2001.% The former recommendations were applicable to an age range
from six to twelve years, meeting the criteria of ADHD according to DSM-IV-TR,” evident in
various settings documenting the degree of functional impairment, core symptoms and duration,
assessment for coexisting conditions, and diagnostic tests not routinely indicated for diagnosis of
ADHD but helpful with evaluation for comorbid disease.® The recommendations have been
updated by the Subcommittee which is comprised of the AAP in collaboration with a
subcommittee made up of primary care and developmental behavioral pediatricians, members of
the American Academy of Child and Adolescent Psychiatry, Child Neurology Society, Society
for Pediatric Psychology, National Association of School Psychologists, the Society for
Developmental and Behavioral Pediatrics, the American Academy of Family Physicians,
Children and Adults with Attention-Deficit/Hyperactivity Disorder, along with epidemiologists
from Center for Disease Control and Prevention.® Most noteworthy is the effort given to provide
evidence based updates to the guidelines focusing on current treatment approaches, safety
concerns, and practicality in a busy outpatient setting. The key action statements are summarized
below in Table 2. The key action statements of the new guidelines® are:
e Evaluation for any patient, 4-18 years of age, who has symptoms suggestive of ADHD is
strongly recommended (quality of evidence B).
® The DSM-IV-TR’ criteria for ADHD, regardless of subtype, must be satisfied based on
reports from two settings, usually parents and teachers (strongly recommended; quality of
evidence B).
® Assessment for coexisting conditions including physical, behavioral, developmental, and
situational (stress, adjustment, abuse) is strongly recommended (quality of evidence B).
® Perception of ADHD must recognize affected patients as having special health care needs
that qualifies as a chronic condition (strongly recommended; quality of evidence B).
® Age specific treatments exist, specifically preschool children, 4-5 years of age. Receive
behavioral therapy as first line treatment is strongly recommended (quality of evidence
A) while possible use of US Food and Drug Administration (FDA) approved medications
is recommended (quality of evidence B). Elementary-aged children 6-11 years of age
receive FDA-approved medications for treatment of ADHD (strongly recommended;
quality of evidence A), along with parent and/or teacher administered behavioral therapy
(quality of evidence B). Adolescents 12-18 years of age receive FDA-approved
medications for treatment of ADHD (strongly recommended; quality of evidence A) and
behavioral therapy is recommended (quality of evidence C).
e Primary care physicians should titrate FDA approved medications for treatment of
ADHD to maximize benefits yet minimize adverse effects (strongly recommended;
quality of evidence B).

Process-of-care Algorithm

The AAP has set forth a treatment and assessment algorithm to streamline the decision
making process when working with school aged children with concerns of ADHD, with a
summary provided in Figure 1. The sentiments of the process-of-care algorithm are paraphrased
in Table 3. Of importance, the process outlined in the algorithm is not intended to be completed
in one office visit, but correct application depends on the provider experience and comfort level,

119



Kansas Journal of Medicine 2014 Evaluating and Treating ADHD

Table 2. Strongly recommended key action statements for the new guidelines regarding
evaluation, diagnosis, and treatment of ADHD, except for behavioral therapy in ages greater than

11 years, which is recommended with a quality of evidence C.

Key Statement of Guideline

Additional Consideration

Evaluation and treatment of

ADHD must be diagnosed before 7

Expanded Age | ADHD is expanded to ages 4- years, unless history prior to cutoff
Range 18 years old, no longer limited reveals symptoms fulfilling criteria for
to 6-12 years old. diagnosis.
: i Identification of DSM-IV-TR’ Ensure validated D_SM-.IV-TF_{ ADHD
Diagnostic rating scales are utilized; consider mood
P symptoms reported from two . . .
Criteria . and behavioral disturbances along with
settings (parents and teachers).
substance use.
Coexistin Appropriately screen for Assess physical, behavioral,
Condition% conditions that coexist with developmental, and situational
ADHD (e.g., ODD, Tourette’s). conditions.
Cllnlf:al Youth and children with ADHD Management' of'ADHD patients s_hould
Perception of have special health care needs follow the principles of the chronic care
ADHD P ' model and the medical home.

Age Determines

Children less than 6 years old:
behavioral treatment and

First line medication is methylphenidate,

First Line of possible FDA-approved with patient appropriate formulation.
Treatment s
medication.
Children 6-11 years old: FDA-
approved medication and Second line medication is atomoxetine.
behavioral treatment.
Children and rfldolescents older Third line and adjunctive treatments
than 11 years: FDA-approved . ) L
W X include guanfacine ER and clonidine
medication and possible
: ER.
behavioral treatment.

Titrate ADHD | 70% of ADHD patients respond | Headaches, reduced appetite, decreased
approved Rx | with continued systematic trials | sleep, and reduced growth velocity in
for maximal of different therapies given first two years. Rare risk of sudden

benefit but adequate titrations over 3 to 7 cardiac death. Guanfacine has risk of

minimize ADRs

days prior to changing agents.

hepatitis.

*Decision to utilize FDA-approved medications in preschool children depends on severity of
ADHD symptoms and duration.

existing office resources and infrastructure acquainted with mental health surveillance and
screening.® All aspects of the diagnostic and treatment procedures must be documented in the
patient’s chart along with the use of rating scales at baseline to assess response to medications
and provide objective reports to parents.® In the Subcommittee's development of the process-of-
care algorithm for the assessment, diagnosis, and treatment of ADHD, occasionally there was

120



Kansas Journal of Medicine 2014

Family should
bring school

Office Evaluation

Review symptoms
from family and

Evaluating and Treating ADHD

NOS/Developmental Variation

Educate about concerns and triggers. Maintain
surveillance with regular appointments.

—>

Pl'i-‘“' fo Variation of Collaborate with family, school. and providers to
Appointment Consider ADHD Diagnosis establish goals. with 2 appointments annually until
Inquire about fro1_11 4tol8 years A ctiv achieved,

reason for with suggestive Hy])eya'ctlx e . .
appoiniment symptoms. Impulsiv e:T}pe Treat developmental d150rdel1's accordingly as
P ' (ADHD/HI) ADHD treatments often benefit both or may refer

Inattentive Type

Coexisting Conditions

to mental health professional.

) ) ! school, along with (ADHD/T) Hold treatment until addiction recovery
reports to office. .= o R T L
screening. . ascertained or utilize less addictive medications.
Familv should Combined ‘Type such as Adderall.
’ Obtain duration of (ADID/C)

complete online
ADHD screening
and bring to

symptoms, family
history, medical
history, substance

Treat physical comorbidities accordingly as
ADHD treatments can be of benefit or seek
consultations from specialists (e.g.. neurologist.

Not Otherwise
Specified or

ffice. . ’ : . .
office use, and patient's De\-elqpllnental respirologist) as required.
interpretation. Variation
(ADHD/NOS)

No Coexisting Conditions

Complete additional
screening
questionnaires.

< 6 years old: behavioral treatment and possible
FDA-approved therapy*

6-11 years old: FDA-approved therapy* and
behavioral treatment

>11 years old: FDA-approved therapy* and
possible behavioral treatment

*FDA-approved therapy: methylphenidate as 1%
line, atomoxetine as 2% line, and adjunctive
options include guanfacine or clonidine.

Subtype Criteria and Symptoms
(Symptoms present for more than six months, exist in two settings, onset prior to 7 years of age, and causing impairment in
social, academic, or occupational function)

Not Otherwise Specific
or Developmental
Variation
(ADHD/NOS)

Hyperactive-Impulsive
Type (ADHD/HI)

Inattentive Type
(ADHD/T)

Combined Type
(ADHD/C)

6-9 of both inattentive and
hyperactive/ impulsive
symptoms

6-9 inattentive
symptoms

6-9 hyperactive /impulsive

symptoms B .
ymp < 6 symptoms of any

variation
Does not meet the
criteria listed above

< 6 inattentive symptoms < 6 hyperactive/

impulsive symptoms

Figure 1. Modified ADHD process-of-care algorithm from the AAP.

insufficient evidence based data to support parts of the approach but these were supplemented
with the utilization of expert opinion.®

In a sensitive manner, office staff is recommended to inquire about the chief complaint to set
an appointment that provides adequate time and resources to optimize the encounter. Prior to
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Table 3. Outline of ADHD process-of-care algorithm from the AAP.°

Step

Recommended Approach

Before
Appointment

Identify reasons for appointment and schedule adequate time.
Pre-exam questionnaires by patient, teachers, and parents.
Obtain consent for school data, reports, etc.

Evaluation

Consider ADHD in any patients 4 to 18 years old with symptoms.
History from family and teachers, with validated ADHD scales.
History to include: onset and duration of symptoms, past medical, family,
psychosocial, coexisting conditions, substance abuse, and report of function.
Interview patient to determine their self-impression of function; observe their
mood symptoms and behaviors, and to assess neurological function.
Administer self-report instrument of ADHD in adolescents.

Diagnosis

6-9 inattentive symptoms and < 6 hyperactive/impulsive symptoms
suggestive of ADHD/I (inattentive type).
6-9 hyperactive/impulsive symptoms and < 6 inattentive symptoms
suggestive of ADHD/HI (hyperactive-impulsive type).
6-9 symptoms of both inattentive and hyperactive/impulsive is suggestive of
ADHD/C (combined type).
Less than 6 symptoms and/or failing to satisfy below criteria is suggestive of
ADHD/NQOS or Developmental Variation.
Symptoms need to be present > 6 months, must be present in two settings,
must be present prior to age of 7, and must coincide with significant
impairment in social, academic, or occupational functioning.

No Coexisting
Conditions

Treat according to guidelines based on patient's age.

Coexisting
Conditions

Establish management team with collaboration with family, school, child,
and other health care providers to establish treatment goals and strategy, with
follow-up a minimum of twice a year once goals obtained.
Developmental concerns may be treated depending on provider level of
comfort, as both can improve with therapy, or referral for collaboration with
mental health professional can be beneficial
Behavioral or situational concerns may be treated depending on provider
level of comfort, as both can improve with therapy, or referral for
collaboration with mental health professional can be beneficial.

Hold treatment for coexisting substance use until addiction recovery is
ascertained or utilize less addictive medications such as adderall.
Physical co-morbidities may be treated depending on provider level of
comfort or seek consultation from neurology or respirology as required.

Developmental
Variation

Provide education regarding concerns and triggers; maintain surveillance
with regularly scheduled appointments.
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attending the first appointment to assess for ADHD, parents should be asked to complete
questionnaires regarding symptoms and level of functional impairment, obtain information from
academic settings such as report cards, standardized testing, and psychoeducational assessments,
along with signing consent for primary treatment teams to obtain and share information with
academic institutions.® Evaluation is required in any patient ages 4 to 18 years of age with
symptoms suggestive of ADHD. Evaluation requires obtaining functional history of impairment
from two settings, commonly parents and teachers, with use of validated ADHD scales whenever
possible. These parties also should assist in provision of medical, family, developmental,
psychosocial, and substance abuse history. To assess for coexisting conditions in adolescents, it
is essential to be conscious of mood disorders, psychosocial stressors, or neurological conditions,
and obtain the patient’s self-impression, sometimes requiring the use of self-reported
instruments.

In diagnosis of ADHD, the presence of core symptoms is essential.” The presence of 6-9
hyperactive/impulsive symptoms and less than six inattentive symptoms are required for
ADHD/Hyperactive/Impulsive (HI) subtype diagnosis. The presence of 6-9 inattentive symptoms
and less than six hyperactive/impulsive symptoms are required for ADHD/Inattentive (1) subtype
diagnosis. Finally, the presence of 6-9 symptoms of both hyperactive/impulsive and inattentive
features is indicative of ADHD/Combined (C) subtype. If there is presentation after age 7, years
without symptoms in the history before this age, the duration of symptoms is less than six
months, these features are not observed in two settings, or these symptoms do not provide
functional impairment, then the diagnosis of ADHD cannot be made and the term of
Developmental Variation is applied.” If there is the presence of less than six symptoms of either
subtypes or the patient fails to meet the qualifier remarks above, then the diagnosis of
ADHD/NOS may be applied. Table 4 includes a list of ADHD subtype symptoms based
generated from the DSM-5.2% Screening for coexisting conditions may be positive which could
warrant the referral to appropriate services should the primary team feel uncomfortable treating
ADHD under such circumstances. Beyond physical contributors such as hearing deficits or
seizure, ADHD treatment may preclude treatment of anxiety or depression as these disorders
often benefit from this approach.

Discussion

The new treatment guidelines® are an extension of the previous action statements in 2001°,
but have utilized evidence based material to update these practices and provide more guidance
for practitioners in a demanding outpatient setting. There will be features of the new guidelines
that may generate questions from family and providers; however, it is essential to consider the
long term outcomes of untreated ADHD. Parents of young children may have concerns regarding
the assessment and possible treatment of ADHD in preschool age ranges, but there is evidence to
support the early presentation and the acute benefits of treatment.**'? For providers, it is
important to note that most patients with ADHD will not display core symptoms during physical
and mental status examinations placing significant weight on the description of features by
family and teachers.’® It is critical that screening for addiction be conducted and that appropriate
treatment be provided prior to the management of ADHD.* To avoid long term consequences of
ADHD, the chronic care model suggests ongoing care along with bidirectional communication
with teachers, other mental health professionals, and the parents; an approach that has been
validated in asthma patients.™®
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Table 4. ADHD subtype symptom requirements” adapted from DSM-5.*

Hyperactive/Impulsive Inattentive
Fidgeting Seems not to listen
Unable to remain seated No sustained attention

Runs or climbs in inappropriate settings Poor attention to details or careless mistakes

Difficulty with leisure activities Fails to finish tasks
Seems to be “On the go” Poor organization
Talks excessively Avoids tasks requiring attention
Blurts out answers Loses things for tasks
Unable to wait turn Easily distracted
Interrupts or intrudes on others Forgetful

“Symptoms must have persisted for at least 6 months to a degree that is maladaptive and
inconsistent with developmental level. Symptoms must occur prior to age 7 years and must occur
in two settings. The disturbance must cause clinically significant distress or impairment in social,
academic, or occupational functioning.

The major concern with lack of treatment is the long term risks of poor academic
achievements, inability to build beneficial relationships, poor executive function throughout life,
substance abuse, and decreased self-esteem with risk of mood disorders.” Methylphenidate is
strongly recommended with a quality of evidence A, followed by atomoxetine, extended release
guanfacine, and extended release clonidine, in that order, with strong recommendation and the
quality of evidence A.°> Dextroamphetamine is the only ADHD medication approved for use in
patients less than 6 years of age with insufficient evidence for safety, while there are more
clinical studies with methylphenidate suggesting efficacy and safety.>!’ Treatment of preschool
children with FDA-approved medications has been targeted toward patients with moderate to
severe ADHD that has persisted more than nine months, has been refractory to behavioral
therapy, all of which has been observed in two or more settings.!” A referral to a specialist for
treatment of preschool children with moderate to severe symptoms would be reasonable should
the primary care provider feel it warranted. Children of preschool ages have lower rates of
metabolism thus lower dosages are recommended with regular titration as necessary. Guanfacine
ER and clonidine ER are the only two medications that are FDA approved for adjunctive therapy
in children 6 to 17 years old.*®*

Common adverse effects of medication approved for ADHD include headache, decreased
appetite, sleep disturbance, and decreased growth velocity of about 1-2 cm on average.”® There
can be psychosis and hallucination with stimulant use, a rare occurrence, with one study showing
a 1.48% rate of incidence.? In patients younger than 6 years of age, there are reports of greater
mood lability and dysphoria.'’ Although there are case reports of stimulant-induced
cardiovascular effects,”* along with the non-stimulant drug-induced myocardial infarction,?
ADHD specialists from the European ADHD Guidelines Group, the European Network of
Hyperkenetic Disorders, and pediatric cardiovascular specialists came to the conclusion that the
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overall risk of sudden death in young individuals using ADHD medications does not exceed that
of the general population.?* Children who suffer from ADHD had changes in heart rate
variability that benefit from stimulant treatment.®® Overall, most reports in children and
adolescents indicated rare occurrence of stimulant-induced cardiovascular adverse effects.?® The
effect of stimulant use on sleep is not straightforward as it is multifactorial that includes the
subtype of ADHD, the patient's pretreatment sleeping habits, the type of medication utilized,
along with the duration, frequency, and formulation of the medication.?” The most common
adverse event with stimulant medication is delayed sleep onset latency that ranges from 30 to 50
minutes depending on the agent utilized.®%

Behavioral modification therapy often helps parents and teachers devise reward systems that
encourage desired behavior along with elimination of unwanted traits.**** Beyond assisting
parents to modify the home environment to benefit the child, it also builds parental awareness of
triggers and helps children/patients regulate their own behaviors.” The long term effects of
behavioral therapy remain to be evaluated but incorporation of such strategies is essential under
the chronic care model.** Despite mixed reviews on the combined efficacy of medications and
behavioral therapy, there is certainty that lower dosages are required, thus reducing the risk of
adverse effects.®

Ultimately the evaluation, diagnosis, and treatment of ADHD will be conducted by outpatient
providers and the aim of the new guidelines, and this article, is to assist these treatment teams in
such roles. There continues to be shortcomings based on limited information such as long term
effects of medications in preschool populations, comparisons of different medications in the
different age ranges, validated diagnostic tools, effectiveness of collaborative efforts, timelines
for follow-ups, and approaches to increase adherence to treatments.” However, there are
advancements emerging such as computer aided evaluations®® along with off label administration
of safety established neurological agents, which could aid substantially in the diagnosis and
treatment of ADHD.***" More recently, electroencephalographic (EEG) studies showed fronto-
central theta-to-beta band activity ratios that displayed consistent abnormalities in patients with
ADHD.*® Such neuro-feedback studies have shown application to ADHD in young adult
populations.*® Meta-analyses showing EEG to have some prognostic utility* leading the FDA to
approve this three dimensional approach as a conjunctive tool in the diagnosis of ADHD in
patients 6 to 17 years of age.*

References

! Visser SN, Lesesne CA, Perou R. National estimates and factors associated with medication
treatment for childhood attention-deficit/hyperactivity disorder. Pediatrics 2007; 119(Suppl 1):
S99-S106. PMID: 17272592.

2 Centers for Disease Control and Prevention. Mental health in the United States. Prevalence of

diagnosis and medication treatment for attention-deficit/hyperactivity disorder-United States,

2003. MMWR Morb Mortal Wkly Rep 2005; 54(34):842-847. PMID: 16138075.

Baumgaertel A, Copeland L, Wolraich ML. Attention deficit-hyperactive disorder. In: ML

Wolraich ML (Ed.). Disorders of Development & Learning: A Practical Guide to Assessment

and Management. 2d edition. St. Louis: Mosby-Year Book, 1996, 424-456. ISBN:

0815193920.

4 Cantwell DP. Attention deficit disorder: A review of the past ten years. J Am Acad Child
Adolesc Psychiatry 1996; 35(8):978-987. PMID: 8755794,

® Subcommittee on Attention-Deficit/Hyperactivity Disorder; Steering Committee on Quality

125



Kansas Journal of Medicine 2014 Evaluating and Treating ADHD

Improvement and Management, et al. ADHD: Clinical practice guideline for the diagnosis,
evaluation, and treatment of attention-deficit/hyperactivity disorder in children and
adolescents. Pediatrics 2011; 128(5):1-16. Available at: http://pediatrics.aappublications.org/
content/early/2011/10/14/peds.2011-2654.

® Herrerias C, Perrin JM, Stein MT. The child with ADHD: Using the AAP Clinical Practice

Guideline. American Academy of Pediatrics. Am Fam Physician 2001; 63(9):1803-1810.

PMID: 11352293.

American Psychiatric Association. Diagnostic and Statistical Manual of Mental Disorders. 4™

edition. Text Revision (DSM-IV-TR). Washington, DC: American Psychiatric Association,

2000. ISBN: 0890420254.

Foy JM. American Academy of Pediatrics Task Force on Mental Health. Enhancing pediatric

mental health care: algorithms for primary care. Pediatrics 2010; 125(Suppl 3):S109-S125.

PMID: 20519563.

Subcommittee on Attention-Deficit/Hyperactivity Disorder, Steering Committee on Quality

Improvement and Management. Supplemental Information. Implementing the key actions

statements: An algorithm and explanation for process of care for the evaluation, diagnosis,

treatment, and monitoring of ADHD in children and adolescents. Pediatrics 2011; 128(5):SI1-

SI21. Available at: http://pediatrics.aappublications.org/content/suppl/2011/10/11/peds.2011-

2654.DC1/zpe611117822p.pdf.

19 American Psychiatric Association. Diagnostic and Statistical Manual of Mental Disorders. 5"
edition (DSM-5). Washington, DC: American Psychiatric Association, 2013. ISBN
9780890425541.

1Egger HL, Kondo D, Angold A. The epidemiology and diagnostic issue in preschool attention-
deficit/hyperactivity disorder. Infant Young Child 2006; 19(2):109-122.

2\Wolraich ML, Wibbelsman CJ, Brown TE, et al. Attention-deficit/hyperactivity disorder
among adolescents: A review of the diagnosis, treatment, and clinical implications. Pediatrics
2005; 115(6):1734-1746. PMID: 15930238.

¥Goodman R. The extended version of the Strengths and Difficulties Questionnaire as a guide to
child psychiatric caseness and consequent burden. J Child Psychol Psychiatry 1999; 40(5):791-
799. PMID: 10433412.

“Committee on Child Health Financing. Scope of health care benefits from birth through age 26.
Pediatrics 2012; 129(1):185-189. PMID: 22129536.

Young J. Common comorbidities seen in adolescents with attention-deficit/hyperactivity
disorder. Adolesc Med State Art Rev 2008; 19(2):216-228, vii. PMID: 18822828.

®Homer C, Klatka K, Romm D, et al. A review of the evidence for the medical home for
children with special health care needs. Pediatrics 2008; 122(4):€922-937. PMID: 18829788.

YGreenhill L, Kollins S, Abikoff H, et al. Efficacy and safety of immediate-release
methylphenidate treatment for preschoolers with ADHD. J Am Acad Child Adolesc Psychiatry
2006; 45(11):1284-1293. PMID: 17023867.

83ain, R, Segal S, Kollins SH, Khayrallah M. Clonidine extended release tablets for pediatric
patients with attention-deficit/hyperactive disorder. J Am Acad Child Adolesc Psychiatry 2011;
50(2):171-179. PMID: 21241954,

Ysallee FR, Lyne A, Wigal T, McGough JJ. Long-term safety and efficacy of guanfacine
extended release in children and adolescents with attention deficit/hyperactivity disorder. J
Child Adolesc Psychopharmacol 2009; 19(3):215-226. PMID: 19519256.

2%Swanson J, Elliott GR, Greenhill LL, et al. Effects of stimulant medication on growth rates

126



Kansas Journal of Medicine 2014 Evaluating and Treating ADHD

across 3 years in the MTA follow-up. J Am Acad Child Adolesc Psychiatry 2007; 46(8):1015-
1027. PMID: 17667480.

! Mosholder AD, Gelperin K, Hammad TA, Phelan K, Johann-Liang R. Hallucinations and other
psychotic symptoms associated with the use of attention-deficit/hyperactivity disorder drugs in
children. Pediatrics 2009; 123(2):611-616. PMID: 19171629.

ZMcCarthy S, Cranswick N, Potts L, Taylor E, Wong IC. Mortality associated with attention-
deficit/hyperactivity disorder (ADHD) drug treatment: A retrospective cohort study of
children, adolescent and young adults using the general practice research database. Drug Saf
2009; 32(11):1089-1096. PMID: 19810780.

23eifi A, Griffith H, Avestimehr S, Dib H. Atomoxetine-induced myocardial infarction. South
Med J 2011; 104(2):153-154. PMID: 21206410.

*Hamilton RM, Rosenthal E, Hulpke-Wette M, Graham JG, Sergeant J, European Network of
Hyperkenetic Disorders. Cardiovascular considerations of attention deficit hyperactive disorder
medications: A report of the European Network on Hyperactive Disorders work group,
European Attention Deficit Hyperactive Disorder Guidelines Group on attention deficit
hyperactive disorder drug safety meeting. Cardiol Young 2012; 22(1):62-70. PMID: 21771383.

#Buchhorn R, Miiller C, Willaschek C, Norozi K. How to predict the impact of methylphenidate
on cardiovascular risk in children with attention deficit disorder: Methylphenidate improves
autonomic dysfunction in children with ADHD. ISRN Pharmacol 2012; 2012:170935. PMID:
22530135.

%50winski H, Karpawich PP. Management of a hyperactive teen and cardiac safety. Pediatr Clin
North Am 2014; 61(1):81-90. PMID: 24267459.

IStein MA, Weiss M, Hlavaty L. ADHD treatments, sleep, and sleep problems: Complex
associations. Neurotherapeutics 2012; 9(3):509-517. PMID: 22718078.

Rechtschaffen A, Maron L. The effect of amphetamine on the sleep cycle. Electroencephalogr
Clin Neurophysiol 1964; 16(5):438-445. PMID: 14158998.

#Stein MA. Unravelling sleep problems in treated and untreated children with ADHD. J Child
Adolesc Psychopharmacol 1999; 9(3):157-168. PMID: 10521009.

%pelham WE Jr, Wheeler T, Chronis A. Empirically supported psychosocial treatments for
attention deficit hyperactivity disorder. J Clin Child Psychol 1998; 27(2):190-205. PMID:
9648036.

1Sonuga-Barke E, Daley D, Thompson M, Laver-Bradbury C, Weeks A. Parent-based therapies
for preschool attention-deficit/hyperactivity disorder: A randomized, controlled trial with a
community sample. J Am Acad Child Adolesc Psychiatry 2001; 40(4):402-408. PMID:
11314565.

%2pelham WE Jr, Fabiano GA. Evidence-based psychosocial treatments for attention-
deficit/hyperactivity disorder. J Clin Child Adolesc Psychol 2008; 37(1):184-214. PMID:
18444058.

%\/an Cleave J, Leslie LK. Approaching ADHD as a chronic condition: Implications for long
term adherence. J Psychosoc Nurs Ment Health Serv 2008; 46(8):28-37. PMID: 18777966.

% Jensen PS, Hinshaw SP, Swanson JM, et al. Findings from the NIMH Multimodel Treatment
Study of ADHD (MTA): Implications and applications for primary care providers. J Dev
Behav Pediatr 2001; 22(1):60-73. PMID: 11265923.

%Carroll AE, Bauer NS, Dugan TM, Anand V, Saha C, Downs SM. Use of a computerized
decision aid for ADHD Diagnosis: A randomized controlled trial. Pediatrics 2013;
132(3):e623-629. PMID: 23958768.

127



Kansas Journal of Medicine 2014 Evaluating and Treating ADHD

% Hosenbocus S, Chahal R. Amantadine: A review of use in child and adolescent psychiatry. J
Can Acad Child Adolesc Psychiatry 2013; 22(1):55-60. PMID: 23390434.

$"Hosenbocus S, Chahal R. Memantine: A review of possible uses in child and adolescent
psychiatry. J Can Acad Child Adolesc Psychiatry 2013; 22(2):166-171. PMID: 23667364.

% 0o SK, Makeig S. Clinical utility of EEG in attention-deficit/hyperactivity disorder: A
research update. Neurotherapeutics 2012; 9(3):569-587. PMID: 22814935.

$¥\Woltering S, Jung J, Liu Z, Tannock R. Resting state EEG oscillatory power differences in
ADHD college students and their peers. Behav Brain Funct 2012; 18(8):60. PMID: 23249444,

“Arns M, Conners CK, Kraemer HC. A decade of EEG Theta/Beta Ratio Research in ADHD: A
meta-analysis. J Atten Disord 2013; 17(5):374-383. PMID: 23086616.

*US Food and Drug Administration. FDA permits marketing of first brain wave test to help
assess children and teens for ADHD. July 15, 2013. Available at: http://www.fda.gov/
newsevents/newsroom/pressannouncements/ucm360811.htm.

Keywords: Attention Deficit Hyperactive Disorders, stimulants, adolescent, practice guidelines

128



