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Monitor Response to Tweak ADHD Management

BY DAMIAN McNAMARA

Miami Bureau

ORLANDO — Start with a long-acting
stimulant for treatment of attention-deficit
hyperactivity disorder for most patients, in-
crease the dose before adding a short-act-
ing drug, and monitor response with a rat-
ing scale, Dr. Peter S. Jensen advised at a
psychopharmacology congress sponsored
by the Neuroscience Education Institute.

Begin with intensive treatment, because
studies show it can make a difference up
to 2 years out, Dr. Jensen said. “We now
have studies of the stimulants—the
methylphenidate preparations, the am-
phetamine, dextroamphetamine, and ato-
moxetine—showing sustained benefit
through 12 months and up to 2 years.”

The symptom profile for attention-
deficit hyperactivity disorder (ADHD)
evolves with age. Hyperactivity, impulsiv-
ity, aggression, distractibility, a low frus-
tration tolerance, and difficulty with es-
tablishing routines are among the
childhood symptoms. “Individuals with
predominantly inattentive symptoms are
more likely to be overlooked,” said Dr.
Jensen, director, Center for the Advance-
ment of Children’s Mental Health, de-
partment of child psychiatry, Columbia
University, New York.

Adolescents with ADHD are often easi-
ly distracted/inattentive, easily bored, im-
patient, and emotionally immature, com-
pared with peers. They can have poor
driving skills, Dr. Jensen added. Adults with
the disorder are inattentive, poorly orga-
nized, restless, emotionally reactive, and
commonly miss deadlines or appointments.

"ADHD—the full syndrome—is rarely
seen in adults. So many kids initially di-
agnosed with the full syndrome lose a lot
of the hyperactivity and impulsivity as
they get older,” Dr. Jensen said. “What re-
mains? Inattention (J. Clin. Psychol.
2005;61:535-47).

Monitor treatment response with age-
appropriate rating scales, Dr. Jensen sug-
gested. Examples include the Early Child-
hood Attention Deficit Disorder Evaluation
scale for preschool children; the Child Be-
havior Checklist for school-age children;
and the Adolescent Symptom Inventory for
adolescents. In addition, the Brown Atten-
tion Deficit Disorder scales are useful for
patients who are primarily inattentive.

“If we don't use these, we are shooting
from the hip in terms of whether they are
doing better. We get parent ratings and
teacher ratings with these and it’s great
documentation,” Dr. Jensen said.

Stimulants can be effective for both mo-
tor and attention symptoms of ADHD.
“Avoid dosing late in the day, because of risk
of insomnia. Children who are not growing
or gaining weight should stop treatment, at
least temporarily,” Dr. Jensen said. “If a kid
is not in terrible trouble on the weekends,
you might consider [drug] holidays.”

The stimulant methylphenidate is avail-
able in various long-acting formulations.
For example, the methylphenidate trans-
dermal system (Daytrana, Shire) was ap-
proved by the Food and Drug Adminis-
tration in April 2006. “T have not used it
yet, butit’s a very interesting strategy,” Dr.

Jensen said. “You can remove the patch if
you want to—you cannot unswallow a
pill. It is also a good option for kids who
cannot swallow a pill.” A disadvantage is
its relatively large size, which increases
with the dose. Onset of action is gradual
and can take up to 2 hours after applica-
tion. Peak administration typically takes 7-
9 hours. A single patch can provide all-day
efficacy (J. Am. Acad. Child Adolesc. Psy-
chiatry 2005;44:522-9).

Duration of any methylphenidate should

be balanced against the potential for side ef-
fects, most commonly, impaired sleep and
appetite, Dr. Jensen said. “Except for very
young children, start with long-acting.”
Not all methylphenidate is created equal.
“A lot of these medications will have differ-
ent percentages of short-acting beads and
long-acting beads,” Dr. Jensen said. “Even
though it is the same molecule, you will see
different peaks. How the body responds to
these slopes can lead to significant person-
to-person variations in response.”

Disadvantages of methylphenidate and
the amphetamines include a potential for
tolerance and/or psychological depen-
dence, Dr. Jensen said. Also, he said, these
agents may worsen motor and phonic
tics, and suppress long-term growth.

He said he generally goes to the
methylphenidate products sooner because
they have less potential for abuse than am-
phetamines. Amphetamines, however,
“may have more of a punch of action for
efficacy versus methylphenidate.” m
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Please see adjacent Brief Summary of Prescribing Information.

Rozerem is indicated for the treatment of insomnia characterized by difficulty with sleep onset.
Rozerem can be prescribed for long-term use. Rozerem should not be used in patients with
hypersensitivity to any components of the formulation, severe hepatic impairment, or in combination
with fluvoxamine. Failure of insomnia to remit after a reasonable period of time should be medically
evaluated, as this may be the result of an unrecognized underlying medical disorder. Hypnotics
should be administered with caution to patients exhibiting signs and symptoms of depression.
Rozerem has not been studied in patients with severe sleep apnea, severe COPD, or in children or
adolescents. The effects in these populations are unknown. Avoid taking Rozerem with alcohol.
Rozerem has been associated with decreased testosterone levels and increased prolactin levels.
Health professionals should be mindful of any unexplained symptoms possibly associated with such
changes in these hormone levels. Rozerem should not be taken with or immediately after a high-fat
meal. Rozerem should be taken within 30 minutes before going to bed and activities confined to
preparing for bed. The most common adverse events seen with Rozerem that had at least a 2%
incidence difference from placebo were somnolence, dizziness, and fatigue.




