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ADHD

ADHD Inattentive Critera
• Inattention: Six or more symptoms of inattention for children up to age 16 years, or five or more
for adolescents age 17 years and older and adults; symptoms of inattention have been present for
at least 6 months, and they are inappropriate for developmental level: ◦Often fails to give close
attention to details or makes careless mistakes in schoolwork, at work, or with other activities.
• ◦Often has trouble holding attention on tasks or play activities.
• ◦Often does not seem to listen when spoken to directly.
• ◦Often does not follow through on instructions and fails to finish schoolwork, chores, or duties in
the workplace (e.g., loses focus, side-tracked).
• ◦Often has trouble organizing tasks and activities.
• ◦Often avoids, dislikes, or is reluctant to do tasks that require mental effort over a long period of
time (such as schoolwork or homework).
• ◦Often loses things necessary for tasks and activities (e.g. school materials, pencils, books, tools,
wallets, keys, paperwork, eyeglasses, mobile telephones).
• ◦Is often easily distracted
• ◦Is often forgetful in daily activities.
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ADHD Hyperactive/Impulsive Criteria
•

2.Hyperactivity and Impulsivity: Six or more symptoms of hyperactivity-impulsivity for children up to age 16 years, or five or more for adolescents age 17 years and older and
adults; symptoms of hyperactivity-impulsivity have been present for at least 6 months to an extent that is disruptive and inappropriate for the person’s developmental level:
◦Often fidgets with or taps hands or feet, or squirms in seat.

•

◦Often leaves seat in situations when remaining seated is expected.

•

◦Often runs about or climbs in situations where it is not appropriate (adolescents or adults may be limited to feeling restless).

•

◦Often unable to play or take part in leisure activities quietly.

•

◦Is often “on the go” acting as if “driven by a motor”.

•

◦Often talks excessively.

•

◦Often blurts out an answer before a question has been completed.

•

◦Often has trouble waiting their turn.

•

◦Often interrupts or intrudes on others (e.g., butts into conversations or games)

•

In addition, the following conditions must be met:

•

•Several inattentive or hyperactive-impulsive symptoms were present before age 12 years.

•

•Several symptoms are present in two or more settings, (such as at home, school or work; with friends or relatives; in other activities).

•

•There is clear evidence that the symptoms interfere with, or reduce the quality of, social, school, or work functioning.

•

•The symptoms are not better explained by another mental disorder (such as a mood disorder, anxiety disorder, dissociative disorder, or a personality disorder). The symptoms
do not happen only during the course of schizophrenia or another psychotic disorder.

Differential for ADHD
Medical conditions include
•
•
•
•
•
•

hearing impairment,
thyroid disease,
lead toxicity,
hepatic disease,
sleep apnea, and
drug interactions.

Substances
•
•
•
•
•

steroids,
antihistamines,
anticonvulsants,
caffeine, and
nicotine, may have adverse effects that impact attentiveness.
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Differential Diagnosis for ADHD
Psychiatric conditions
• Oppositional Defiant Disorder (50% comorbid)
• Anxiety (30% comorbid)
• Mood (30% comorbid)
• obsessive-compulsive disorder
• substance use,
• Trauma/PTSD,
• borderline personality, and
• learning disorders (25%)
• intellectual disability

Diagnosing ADHD
• History from Parents/teacher/child
• Medical and Family History. Medication List
• If history negative/unremarkable no labs noted
• Early or unexplained death in family – consider EKG
• Consider lead level depending on exposure/risk
• No psychological or neuropsychological testing unless cognitive or
learning concerns
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How To Diagnose
• Vanderbilt (6 to adult)
•
•
•
•

Parent form
Teacher Form
Diagnosis and Followup for ADHD
Screen for ODD, Conduct and Anxiety/Depression

ADHD IV – preschool version (3-5)

Pediatrics and Child Health. “ADHD in Children and Youth: Part 2- Treatment. Volume 23. Issue 7. Nov 2018. 462-472.
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Methylphenidate
•

Short-acting immediate release: Chewable tablets, Methylin (oral solution), and Ritalin (tablets): Oral: Initial: 10 to 20 mg/day in 2 divided doses
before breakfast and lunch; may increase based on response and tolerability in 5 to 10 mg increments at weekly or greater intervals up to a maximum
dose of 60 mg/day in 2 to 3 divided doses (Steingard 2019).

Intermediate-acting extended release:
•

Metadate ER (tablets): Oral: Initial: 10 mg twice daily; may increase dose based on response and tolerability in 10 mg increments at weekly or greater
intervals up to a maximum dose of 60 mg/day. Some experts suggest a further increase up to 100 mg/day may be necessary in some patients for
optimal response (BAP [Bolea-Alamañac 2014b]; Bukstein 2019; Huss 2017).

•

Ritalin SR (tablets) [Canadian product]: Oral: Initial: 20 mg once daily in the morning; may increase dose based on response and tolerability in 10 mg
increments at weekly or greater intervals up to a maximum dose of 60 mg/day. Some experts suggest a further increase up to 100 mg/day may be
necessary in some patients for optimal response (BAP [Bolea-Alamañac 2014b]; Bukstein 2019; Huss 2017).

Long-acting extended release and transdermal:
•

Adhansia XR (capsules): Oral: Initial: 25 mg once daily in the morning; may increase dose based on response and tolerability in 10 to 15 mg increments
at intervals of ≥5 days up to a maximum dose of 100 mg/day. Doses >85 mg are associated with higher rate of side effects.

•

Aptensio XR (capsules): Oral: Initial: 10 mg once daily in the morning; may increase dose based on response and tolerability in 10 mg increments at
weekly or greater intervals up to a maximum dose of 60 mg/day.

•

Concerta (tablets): Oral: Initial: 18 to 36 mg once daily in the morning; may increase dose based on response and tolerability in increments of 18 mg
at weekly or greater intervals up to a maximum dose of 72 mg/day.

•

•

Conversion from IR methylphenidate to Adhansia XR: Discontinue previous formulation and titrate using above schedule; do not substitute on a mg-per-mg basis.

Conversion from other methylphenidate products to Aptensio XR: There are no conversion recommendations in the manufacturer's labeling.
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• Daytrana transdermal patch: Topical: Initial: 10 mg patch once daily; apply to hip 2 hours before effect is
needed and remove 9 hours after application (eg, 3 hours before bedtime); may increase dose based on
response and tolerability to the next transdermal patch dosage at intervals of ≥1 week up to 30 mg/day
(Marchant 2011; McRae-Clark 2011). Some patients may require up to 60 mg/day for optimal response
(Bukstein 2019; Huss 2017). Patch may be removed before 9 hours if a shorter duration of action is required or
if late-day adverse effects appear, or it may be worn for up to 16 hours if extended duration of effects is
needed (Arnold 2007). Plasma concentrations usually start to decline when the patch is removed but drug
absorption may continue for several hours after patch removal.
• Conversion from IR methylphenidate or from Concerta (long-acting extended release) to the transdermal
patch: Discontinue previous formulation and titrate using above schedule; do not substitute on a mg-per-mg
basis per manufacturer's labeling. Alternatively, some clinicians support higher starting patch doses for
patients converting from oral methylphenidate doses of >20 mg/day. Approximate equivalent doses, with a 9hour patch wear time, are as follows below (Arnold 2007):
• Transdermal Dosing Conversion

• Jornay PM (capsules): Oral: Initial: 20 mg once daily in the evening between 6:30 PM and 9:30 PM (eg, 8:00 PM); may increase
dose based on response and tolerability in increments of 20 mg at weekly or greater intervals up to a maximum dose of 100
mg/day.
•

Conversion from IR methylphenidate to Jornay PM: Discontinue previous formulation and titrate using above schedule; do not substitute on a
mg-per-mg basis.

• Metadate CD (capsules), QuilliChew ER (chewable tablets), Quillivant XR (oral suspension): Oral: Initial: 20 mg once daily in the
morning; may increase dose based on response and tolerability in 10 to 20 mg increments at weekly or greater intervals up to a
maximum dose of 60 mg/day. Some experts suggest a further increase up to 100 mg/day with Metadate CD may be necessary in
some patients for optimal response (BAP [Bolea-Alamañac 2014b]; Bukstein 2019). Note: QuilliChew ER tablets are scored and may
be broken in half for 10 mg and 15 mg doses.
•

Conversion from IR, intermediate-acting ER, or long-acting ER methylphenidate to QuilliChew ER or Quillivant XR: Discontinue previous
formulation and titrate using above schedule; do not substitute on a mg-per-mg basis. There are no conversion recommendations in the
manufacturer's labeling for Metadate CD.

• Ritalin LA (capsules): Oral: Initial: 10 to 20 mg once daily in the morning; may increase dose based on response and tolerability in
10 mg increments at weekly or greater intervals up to a maximum dose of 60 mg/day. Some experts suggest a further increase up
to 100 mg/day may be necessary in some patients for optimal response (BAP [Bolea-Alamañac 2014b]; Bukstein 2019).
•

Conversion from IR or intermediate-acting ER methylphenidate (eg, Metadate ER, Ritalin SR [Canadian product]) to Ritalin LA: Use equivalent
TDD administered once daily.
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Amphetamine/Dextroamphetamine Dosing
Immediate-release tablets:
•

Children 3 to 5 years: Oral: Initial 2.5 mg once daily in the morning; increase daily dose by 2.5 mg at weekly intervals until optimal response is obtained; maximum daily dose: 40 mg/day
administered in 1 to 2 divided doses per day; use intervals of 4 to 6 hours between doses. Note: Select patients may require daily dose to be given in 3 divided doses per day. Although
FDA approved, current guidelines do not recommend dextroamphetamine/amphetamine use in children ≤5 years due to insufficient evidence (AAP 2011).

•

Children ≥6 years and Adolescents: Oral: Initial: 5 mg once or twice daily; increase daily dose by 5 mg at weekly intervals until optimal response is obtained; usual maximum daily dose: 40
mg/day administered in 1 to 2 divided doses; use intervals of 4 to 6 hours between doses; some patients weighing >50 kg may require and tolerate doses up to 60 mg/day in divided doses
with frequent monitoring (AACAP [Pliszka 2007]; Dopheide 2009). Note: Some patients may require daily dose to be administered as 3 divided doses per day.

Extended-release capsules:
Adderall XR:

•

Initial therapy:

•

Children 6 to 12 years: Oral: Initial: 5 to 10 mg once daily in the morning; increase daily dose by 5 mg or 10 mg at weekly intervals until optimal response is obtained; usual maximum daily
dose: 30 mg/day; some patients weighing >50 kg may require and tolerate doses up to 60 mg/day (AACAP [Pliszka 2007]; Dopheide 2009)

•

Adolescents 13 to 17 years: Oral: Initial: 10 mg once daily in the morning; may increase to 20 mg daily after 1 week if symptoms are not controlled; usual maximum daily dose: 20 mg/day;
some patients weighing >50 kg may require and tolerate doses up to 60 mg/day with frequent monitoring (AACAP [Pliszka 2007]; Dopheide 2009)

•

Converting Adderall to Adderall XR:Patients taking divided doses of immediate-release Adderall tablets may be switched to extended-release Adderall XR capsule using the same total
daily dose (taken once daily); titrate dose at weekly intervals to achieve optimal response.

Mydayis: Note: Do not substitute Mydayis for other amphetamine products on a mg-per-mg basis because of different amphetamine base compositions and differing pharmacokinetic
profiles.
•

Adolescents 13 to 17 years: Oral: Initial: 12.5 mg once daily in the morning; may increase by 12.5 mg increments at weekly intervals; maximum daily dose: 25 mg/day

• Healthy Children – the American Academy of Pediatrics’ website for
parents – Has excellent section on ADHD www.healthychildren.org
• CHADD.org
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