https://www.nzfchildren.org.nz/nzfc_2328?searchterm=adhd

¥ Medicines used for attention deficit hyperactivity
disorder (ADHD

Non-stimulants

Treatment with a non-stimulant may be considered when psychostimulants are contra-indicated, not tolerated, or not wanted. A
non-stimulant may also be considered when there is a significant risk of misuse of psychostimulants, or for those who do not
respond adequately to psychostimulant medication, although they are generally less effective. Occasionally they may also be
offered as adjuncts to the psychostimulants, although monotherapy is preferred whenever possible.

Atomoxetine, a selective noradrenergic reuptake inhibitor, is the only non-stimulant approved in New Zealand for the treatment of
ADHD in children aged 6 years and over. Unlike psychostimulants the clinical benefits of atomoxetine may not be evident for up to
12 weeks. It is important to discuss expected time frame of response and the possibility of earlier adverse effects with the child and
their carers. Adverse effects are common at the start of treatment (particularly nausea and drowsiness), these generally improve
over a few weeks. Treatment should be initiated with a small dose and titrated slowly to improve tolerability. Children and their
carers should be warned of the possibility of suicidal ideation (see Suicidal ideation and behaviour with atomoxetine (Strattera)
Prescriber Update June 2014) as well as liver disease, including how to recognise symptoms and to seek prompt medical attention
in case of abdominal pain, unexplained nausea, malaise, darkening of the urine, or jaundice.

Clonidine, an alpha-2 agonist, may be effective for the core symptoms of ADHD, however the lack of an oral extended-release
preparation in New Zealand limits its usefulness. Clonidine is associated with significant somnolence and therefore may
occasionally be used under specialist advice to assist with sleep disturbances in children with ADHD.
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Adapted from Markowitz et al, Clin Pharmacokinet. 2003;42(4):393-401; and

Patrick KS et al, Biopharmaceutics & Drug Disposition. 1989; Mar-Apr;10(2):165-71.
IM = immediate release

SR= sustained release

DR David Codyre

Consultant Psychiatrist

https://www.goodfellowunit.org/events-and-webinars/adult-adhd-diagnosis-long-term-management




he thinking...

“Anxiety is commonly reported
as a side effect of
psychostimulant”



Meta-analysis (Reduced Risk of Anxiety with
Psychostimulant Treatment in Children with ADHD

* Psychostimulants significantly reduced the risk of anxiety when
compared with placebo.

* Risks of anxiety from psychostimulants outweighed by the number
of children who experience improvement in anxiety symptoms

* Possibly as a secondary effect of improved ADHD symptomes.

* Clinicians should consider rechallenging children with ADHD who
report new-onset or worsening anxiety with psychostimulants, as
these symptoms are much more likely to be coincidental rather
than caused by psychostimulants.

J Child Adolesc Psychopharmacol. 2015 Oct 1;25(8):611-617.Meta-Analysis: Reduced Risk of Anxiety
with Psychostimulant Treatment in Children with Attention-Deficit/Hyperactivity Disorder

Catherine G Coughlin 1, Stephanie C Cohen 1, Jilian M Mulqueen 1, Eduardo Ferracioli-Oda 2,
Zachary D Stuckelman 1, Michael H Bloch 1,,3




Texas algorithm for ADHD

Diagnostic Assessment and
Stage 0 Family Consultation Regarding
Treatment Alternatives

Any stage(s) can be skipped

depending on the clinical picture. Non-Medication

Treatment Alternatives

Y

Methylphenidate
or Amphetamine

Y

Atomoxetine

ADHD and Anxiety ADHD and Anxiety
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ADHD = Attention Deficit Hyperactivity Disorder
SSRI = Selective serotonin reuptake inhibitor

Fig. 3 Algorithm for the psychopharmacological treatment of ADHD and comorbid anxiety disorder.




>OSSIBLE SIGNS OF ANXIETY IN ASD
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Rodgers J, Wigham S, McConachie H, Freeston M, Honey E, Parr JR. Development of the anxiety scale for children
with autism spectrum disorder (ASC-ASD). Autism Res. 2016 Nov;9(11):1205-1215. doi: 10.1002/aur.1603. Epub
2016 Feb 17. PMID: 26887910.




he thinking...

“Long acting
psychostimulant is better ”



Long acting better than short acting

Long acting benefit

-not forced to go to a very busy school nurse or school office to
receive their medications. Compliance “forgotten”

-less prone to contribute to the development of drug abuse or dependence.

-smother and more stable level and prevent “roller-coaster”

When should we use short acting ?




When should we use short acting ?

*Flexibility : For example, adding a small evening dose
for certain task.

*Titration: When first starting a medication.

* As-needed use: Only need coverage for specific, short
tasks rather than the whole day.




Don’t forget:

Methylphenidate immediate release Rubifen or Ritalin tablet.

Methylphenidate sustained release (SR) as Rubifen SR (tablets) 20mg
Methylphenidate modified release as Ritalin LA (capsules)

Methylphenidate extended release as Teva/ Concerta (tablet)

Lisdexamfetamine dimesilate

Dexamphetamine sulfate as 5mg tablet

Atomoxetine does not require a special authority.

Clonidine use for ADHD is off label in New Zealand




