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First author Criteria Country Age >ex | Frequenc
FHEERN b 5 e [ (years) |(M/F) |y
E R | e
DSM-IV psychiatric diagnosis (with pariial syndromes and comorbidity allowed)
Satin, 1985 DSM-IIl ADDIH | US R 6-2 M 8 %
Anderson, 1987 DSM-1lI ADD Mew Zealand 11 MF | 7%
EH iy =
Offord, 18987 DSM-III ADDMH | Candada 4-16 MF |8 %
E e
Bird, 1828 DSM-HI ADDIH | Puerto Rico 4-18 M/F | 9%
EigER
Tayloy, 19681 DSM-HI ADDH UK &3 6-8 M 5 %
Leung. 1006 DSM-III R ADHD | HE &g Fi 3 g%
Leung o= DSM-IV ADHD | HE #ik B-18 M B.7%
[unpublished] = 3.2%
China 4 [H [1880's) 1.5 - 10%
3= China 4 [3 (1883} £ 04 %
SWANEOnN Ef al. ALHL & NYPErRINenc teoroes

The Lancet Vol 351. Feb 7. 1995
 Mote 1: 128 School F1-F3, 541 youth / parent intendewsd  (SRFREEHT)
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Data extracted from DSM-V criteria
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Nadder 1998
Levy 1997
Sherman 1997
Silberg 1996
Gjone 1996
Thapar 1995
Schmitz 1995
Edelbrock 1992
Gillis 1992
Goodman 1989
Willerman 1973
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Valera et al. (2007)meta-analysis of structural imaging studies in
ADHD
Global reductions for the ADHD subjects compared to
normal controls (SMD 0.408, p<0.001)

Differences Supportsd i 3» Large d:lﬂ:EI!'EI'I.tEE but reported
- in < 3 studies
S - Frontal lobes
-  Total and right cerebral volume
Cerebellum mduding vermis ST e
Coats e alics & «  Deep frontal white matter
Right caudate = [total and right and left)
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Age fEa'ré

Adapted from EINAQ,,Castellanos et al 2002

EINAQ;: European Interdisciplinary Network for ADHD Quality Assurance
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Normal Controls

Bush et al. Biol Psych, 2001
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F@cus

o MARZE(EEF, ADHDEFFEHBNEMALE CFFRARARIIHR D
Methodological issues impact estimates of persistence,
ADHD severity, psychiatric comorbidity, and parental
psychopathology predict persistence (Biederman et al.,
2011)

o HIEAN g —EHEGFE, MBEEEIEN S ZE Tl RimB)
DSM-1V criteria may not capture adolescent/adult
manifestations of impulsivity

* WAHJADHD EZEGZEHRSAEREE, AR RS HRE
When ADHD co-occurs with conduct disorder, chronic
criminality and serious substance use can result

When ADHD co-occurs with depression, risk of suicide
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Milberger et al. Am J Psychiatry 1995:152:1793-1799

Biederman et al. J Am Acad Child Adolesc Psychiatry 1997;36:21-29
Castellanos. Arch Gen Psychiatry 1999;56:337-338

Goldman et al. JAMA 1998;279:1100-1107

Szatmari et al. J Child Psychol Psychiatry 1989;30:219-230
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Symptomatic normalisation rates

In the MTA study
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= Drug treatment for children and young people with ADHD should always form part of a
comprehensive treatment plan that includes psychological, behavioural and educational

adviceandinlenentions. - ApHpEE/ERR MAREY - LE - [TRAREE SETEN

= When a decision has been made fo treat children or young people with ADHD with drugs,
healthcare professionals should consider:

- methylphenidate for ADHD without significant comorbidity
~ methylphenidate for ADHD with comorbid conduct disorder

- methylphenidate or atomoxetine when tics, Tourette's syndrome, anxiety disorder,
stimulant misuse or risk of stimulant diversion are present

- atomoxetine if methylphenidate has been tried and has been ineffective at the
maximum tolerated dose, or the child or young person is intolerant to low or moderate
doses of methylphenidate.

= Drug treatment for adults with ADHD should always form part of a comprehensive freatment
programme that addresses psychological, behavioural and educational or occupational
needs.

= Following a decision to start drug treatment in adults with ADHD, memylphenldate should

nomally be tned irst.  Methylphenidate £
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1.) ADHD - NICE Guideline 2008 (National Institute for Health and Care Excellence)
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Ascending Profile of Concerta®

5 ——  Concerta® 18mg once daily
—=—  Methylphenidate 5mg three times daily

n

IR = immediate-release
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* Among 4,394 patients, about 3 times higher the chance to exposed
to trauma related ED admission

Patient-Years

No. of events On MPH vs Off Drug
On MPH vs DH Drug 25,000 31236
30,000 3.25times
exposed to
7,000 3.18 times 6416 25000 Trauma-related
6,000 exposed to 20,000 ED admission
5,000 Trauma-related when off MPH
4000 ED admission 15,000 2588
3,000 when nf'iHIIPH 10,000 '
2,000 5,000
1,000
Total Towal

B Trauma Related ED admission exposed with IMPH patisrt-Years

BTraumz Relzted ED admision exposed with MPH [events) B Trauma Related ED admission - off MEH (patient-Years)

ETrauma Relsted ED admission - off MPH |events)

Reference: Methylphenidate and the Risk of Trauma. K Man, | Wong , et al PEDIATRICS Volume 135, number 1, January 2015
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i ;5 F£5E 78T (Atomoxetine)
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1.) ADHD - NICE Guideline 2008 (National Institute for Health and Care
Excellence) 52
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