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ADHD is the term most widely used to cover a group 
of common, chronic neurodevelopmental disorders
characterised by developmentally abnormal and
disabling levels of restlessness and overactivity (usually
combined with impulsiveness) and/or inattention. There
are three subtypes of ADHD: predominantly inattentive;
predominantly hyperactive-impulsive; and combined
type. For a diagnosis of ADHD to be made: onset of
symptoms has to occur before the age of seven, symptoms
should have been present longer than 6 months and they
must be causing significant impairment. 

The prevalence of ADHD is at least 5%. Two-thirds of 
children with ADHD continue to have symptoms in
adolescence. At the age of 25, half will still have
symptoms which continue to cause significant
impairment. ADHD is associated with an increased rate 
of other disorders: mood disorders; anxiety; other
behavioural disorders; autism spectrum disorders; tic
disorders; specific learning difficulties; developmental 
co-ordination disorder and sleep disorders. 

The GP has an important role in identification of possible 
ADHD, and onward referral, and also in the management
of ADHD post-diagnosis, particularly with respect to
prescribing medication usually on a shared care basis
with specialist services. It is important to ask about the
core symptoms of ADHD, the age of onset and duration,
and to consider the possibility of comorbidity. A report
from the school is helpful. If there is a strong suspicion of
ADHD, a referral should be made to the local CAMHS or
paediatrician with a special interest in ADHD.

SIGN recommends behavioural training as first-line
management for parents of preschool children with
symptoms of ADHD, provided by trained facilitators.
Medication is recommended as first-line treatment for
core symptoms of severe ADHD and for milder forms
when behavioural interventions have been unsuccessful. 

There are three licensed medicines in the UK for the 
treatment of ADHD: the psychostimulants
methylphenidate hydrochloride and dexamfetamine
sulphate and the non-psychostimulant, atomoxetine.
Methylphenidate and atomoxetine are licensed for use in
children aged six years and above; dexamfetamine for
children aged three years and above. Medication is not
recommended as first-line therapy for preschool children. 

Psychostimulants are recommended as the first choice 
medication for core symptoms of ADHD. In the UK, in
practice this is usually methylphenidate. Response to
methylphenidate is assessed by means of a trial period,
during which there should be close liaison with parents
and with school. Arrangements for follow up and six-
monthly checks of height, weight and blood pressure are
necessary. Atomoxetine is recommended for core
symptoms of ADHD in children where psychostimulant
medication is not appropriate, not tolerated or ineffective. 

tolerance of side effects, dexamfetamine
can be tried. The effect of psychostimulants
occurs very quickly, in approximately 
20 minutes, and lasts for only three or
four hours.

The adverse effects include insomnia,
reduced appetite, abdominal pain,
gastrointestinal disturbance, headache
and dizziness and less frequently,
anxiety, irritability or tearfulness. Most of
the short-term adverse effects are dose
related and subject to differences
between patients. They frequently
diminish within 1-2 weeks of starting
treatment, and usually disappear when
treatment is discontinued, or the dose
reduced. 

There is some evidence that growth
may be affected in certain children
treated with psychostimulants, so
growth should be monitored regularly.
Debate remains about the association of
tics with psychostimulant use but it is
likely to be a weaker association than
previously thought.

Psychostimulants are controlled
drugs. Response to methylphenidate is
assessed by means of a trial period,
during which there should be close
liaison with parents and the school.
Once an optimum dose-response has
been reached, arrangements for follow-
up and six-monthly checks of height,
weight and blood pressure are
necessary. Good practice entails
continuing liaison with the school to help
in decisions regarding possible dose
adjustments. For long-term prescribing
of stimulant medication, shared care
protocols should be developed between
specialist services and GPs. 

Methylphenidate is available in
modified release forms, which can be
particularly helpful for adolescents.
There is no modified release form of
dexamfetamine currently licensed 
in the UK.

Methylphenidate has a much lower
abuse potential than cocaine, but abuse
does occur, mainly by intravenous
injection. ADHD per se may increase the
risk of later substance misuse.

Many children on medication for
ADHD will continue to require this to
treat core ADHD symptoms during their
teenage years. It is good practice to
consider annual drug-free periods
during adolescence to establish the
continuing necessity, or not, of the
medication.

Non-psychostimulant medication
Atomoxetine is recommended as
treatment for core symptoms of ADHD
in children where psychostimulant
medication is not appropriate, not

tolerated or ineffective.
Adverse effects of atomoxetine

include nausea and appetite reduction,
dry mouth, insomnia, constipation and
mood swings. These adverse effects 
are similar to those seen with
psychostimulants and diminish over the
first few months of treatment. Unlike
psychostimulants, somnolence is
commonly seen with atomoxetine.
Atomoxetine is suggested to be less
likely to cause sleep problems than
psychostimulants, but there are no data
delineating this from the somnolent
adverse effect of the medication.

Unlike psychostimulants, the dose of
atomoxetine is based upon body weight
for individuals under 70 kg. 

The effects of atomoxetine may not
become apparent for four or more
weeks. Once treatment is established,
efficacy is described as being present
over the 24-hour period, with possible
greater effect over the 12 hours following
administration. Initially, short-term
combination with psychostimulant
medication may be necessary during
the transition phase.

Where atomoxetine is prescribed,
clinicians should review at least six
monthly, including assessment of
ongoing efficacy and adverse effects
and measurement of growth, pulse and
blood pressure. Additional monitoring is
advised for those at increased
cardiovascular risk, hepatobiliary risk,
seizure risk and potential suicidal
ideation.

Diet and supplements 
SIGN concluded that, as a good practice
point, avoiding food and drinks that
contain certain artificial colours and/or
preservatives may help some children
with ADHD/HKD. Parents should be
advised to take reasonable steps to limit
the number and variety of these in their
children’s diets, excluding any item that
seems to provoke an extreme physical
or behavioural reaction.

SIGN also recommends, as a good
practice point, that clinicians should
consider iron status when taking a
history, with measurement of serum iron
and ferritin, and treatment, where
appropriate.

There was insufficient evidence on
which to base a recommendation for
omega-3, omega-6, zinc or antioxidants.

There was also insufficient evidence
on which to base a recommendation for
alternative therapies such as: Bach
flower remedies; homoeopathy; massage
therapy or neurofeedback. »




