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ADHD Update 

 
This week’s e-newsletter focuses on the most common of 

childhood mental health concerns, Attention Deficit Hyperactivity 

Disorder (ADHD). Although at times controversial because of 

concerns about over-diagnosis, misuse of medication for its 

performance enhancing effects, and the potential for abuse, ADHD 

treatment is often easily treated with prompt and clear clinical 

response.  Following are some basic review and clinical guidelines. 

 

Symptoms Vary with Age:   Typically, preschoolers present as 

hyperactive/impulsive; school age children hyperactive and 

inattentive; teens show more inattentive symptoms.  Girls are often 

more distractible, with fewer behavioral symptoms.  Lifetime 

prevalence is estimated as high as  9%.  Roughly 40-60% 

―outgrow‖ their symptoms as they mature—some in adolescence 

and some as young adults.  Adults with persisting ADHD often are 

distracted, disorganized and they can be irritable and reactive.        

 

Co-occurring Problems: Kids with ADHD often have various 

learning disabilities, exhibit other behavior problems, experience 

mood irregularity, have peer/family relationship difficulties, and 

are at risk for substance abuse behaviors.    Studies show that youth 

with ADHD who receive treatment are at lower risk for developing 

substance abuse disorders in their teen years. 

 

Differential Diagnosis:  Probably the most under-recognized 

problem that can lead to inappropriate diagnosis of ADHD occurs 

in children and adolescents who have significant sleep difficulties--

- if your patient snores, has evidence of sleep apnea, or another 

disordered sleep pattern, intervention for the sleep problem should 

be a first step.  Anxiety in younger children may also contribute to 

distracted and disorganized appearing behaviors.    

 

Psychopharmacology:  Stimulant medications (methylphenidate 

and amphetamine preparations) are the first line intervention, but 

combination therapy with other agents is sometimes needed.   

Adjunctive or alternate medications commonly used include 

atomoxetine (Strattera), guanfacine (Tenex, Intuniv), clonidine 

(Catapres), and bupropion (Wellbutrin).  

  

Behavioral Therapy & Specialized Educational Interventions:   For 

most pediatric behavioral health problems, counseling services, 

including family and school interventions are often very helpful.  

Kids with ADHD can benefit enormously from having more 

structure, support and consistency in their daily lives.  There is 

some tendency for ADHD to run in families and, at times, it may 

be appropriate to discuss with parents their histories and when 

appropriate, treatment referral for a parent may be warranted.       

Cardiovascular Monitoring:  There have been recent changes in 

recommendations regarding cardiovascular monitoring.  As with 

all care for behavioral health conditions, it is important to have a 

good description of the course of symptoms, a family history and a 

comprehensive physical examination.  Before prescribing a 

stimulant, careful review for individual and family cardiac history 

is recommended, but for patients without significant exam findings 

and with no family history of structural heart disease, arrhythmias, 

SIDS, sudden death, etc., there is presently no requirement for a 

pretreatment EKG.   

                                                                 
 

“A Recent Call” 

Managing the complex ADHD patient can at times be daunting 

because of co-morbidities, incomplete responses to medication, 

medication side effects, and other confounding variables.    

A 16 year old male with a long history of ADHD had been on 

methylphenidate preparations with good results for several years.  

He’d been assessed as having learning problems years ago and did 

well with special education supports through an IEP.  Parents note 

that he was always moody and reactive and a trial of low dose 

buproprion had been initiated months ago by another provider with 

no benefit or side effects.  Recently he has become more 

impulsive, with significant anger outbursts at school and home.   

Two medication adjustments are suggested.   First, discontinuation 

of the buproprion appears indicated as it has not been beneficial.   

Additionally, a graduated trial with guanfacine is recommended, 

starting at 0.5mg. BID and titrating weekly as tolerated, until an 

effective dose is achieved.  A maximum dose of 4mg/day is 

established with plans to monitor for hypotensive symptoms, 

sedation and dry mouth are indicated.   

Referral of the youth and family for psychotherapeutic intervention 

is clearly warranted as other factors including possible substance 

abuse, family problems, and other stressors may be factors 

aggravating his condition. 
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