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• Will mention examples of medication brand names 
• Will mention an FDA-approved device as treatment 

for ADHD 



Scope of talk 

- Due to time constraint, will NOT be covering:  
• Making diagnosis 
• Differential diagnoses / Comorbidities 
• Mechanism of action and off-label use of medications 

 
 

- Focus will be on:  
- Management (pharmacologic and non-pharmacologic) 
- Practical considerations in medication treatment 
- Dilemmas / Issues commonly encountered in clinic visits  
- FAQ from caregivers and how to advise 



Key points of Discussion -- ADHD Management 

• 1. Medication vs. Non-pharmacologic interventions 
 

• 2. Myths and misconceptions on ADHD medications 
 

• 3. Stimulant vs. non-stimulants 
 

• 4. What medication to pick? (factors to consider) 
 

• 5. Visual supports 
 

• 6. Common pitfalls 
 

• 7. Side effects … and what to do 
 

• 8. Bonus Update: New FDA approved device for ADHD 



1. Diagnosis: ADHD … Now what?  

• Medication vs. Non-pharmacologic interventions 
 Pharmacologic Non-pharmacologic 

1.) Stimulants 
- Methylphenidates 
- Amphetamines 
 
2.) Non- Stimulants 
- Atomoxetine 
- Alpha-agonists 

1.) Parent Management Therapy 
 
2.) Psychoeducational interventions 
(school accommodations and supports) 



Which is better – To medicate or not to medicate?  

– Unlike anxiety/depression where therapy is usually first-
line and effective -- NOT the case for ADHD.  

* remember: pathophysiology of ADHD 
 
– According to MTA study: 1  

 
 
 

• Other areas of functioning: (anxiety, parent child interaction, social 
skills) = combination treatment consistently superior to others  
 
 

• Medication alone                       Intensive behavior treatment alone 
• Combination (med + therapy)       

1 The MTA Cooperative Group: A 14-Month randomized clinical trial of treatment strategies 
for attention-deficit/hyperactivity disorder (ADHD). Arch Gen Psychiatry 1999;56:1073-1086 

http://www.ncbi.nlm.nih.gov/pubmed/10591283?ordinalpos=&itool=EntrezSystem2.PEntrez.Pubmed.Pubmed_ResultsPanel.SmartSearch&log$=citationsensor
http://www.ncbi.nlm.nih.gov/pubmed/10591283?ordinalpos=&itool=EntrezSystem2.PEntrez.Pubmed.Pubmed_ResultsPanel.SmartSearch&log$=citationsensor


Non-pharmacologic Intervention:  
Parent Training (a.k.a. Behavior Management Training for Parents, Parent 
Behavior Therapy) 

• Cannot be overemphasized …. PARENTS (not kids!) 
• Play therapy, talk therapy in young children – ineffective 

for ADHD 
 

• Behavior therapy, given to parents is effective treatment 
for ADHD in young children. 
– 1st line for preschoolers (4-5 years old)2 ; and may prescribe 

medication if behavior interventions do not provide significant 
improvement. 

2 ADHD: Clinical Practice Guideline for the Diagnosis, Evaluation, and Treatment of Attention-
Deficit/Hyperactivity Disorder in Children and Adolescents. Pediatrics. November 2011. 128(5).  



 
 
 
 
 
 
 

• “Only therapy that focuses on training parents is recommended 
because young children are not mature enough to change their own 
behavior without their parents’ help.” 



2. Dispelling myths and wrong notions :  
 
Parents against medication 

• Probe reasons why:  
 
– “I don’t want to drug my child” (guilt feelings) 

 
– “ I don’t him to be a zombie, like what happened to …” 

 
– ”Medication will mess up his brain; may lead to mental 

health problems in the future” 
 
– “When he starts medication, he will always be on 

medication” 



Dispelling myths and wrong notions :  
 
Parents against medication 

• Probe reasons why:  
 
– “ I don’t want my child to be dependent on medication” 

(tolerance/dependence)  
 

– ”He needs to learn how to behave himself” 
 

– “ I don’t want my child to be addicted to medication” (addiction 
potential) 
 

– Physician mistrust (we profit when we prescribe medication) 



Dispelling myths and wrong notions :  
 
Parents against medication 

• Explain pathophysiology of ADHD – brain-based disorder 
 

• Reiterate our common, shared goal: more calm and 
attentive, not “zombie” or flat 
 

• No tolerance, dependence potential 
 

• We do not get incentives for starting medication 
 

• Offer maximizing non-pharmacologic interventions    
if problems persist, consider medication at follow up visit 





3. Stimulants vs. Non-stimulants 

• Effect size:  
– Stimulants = 0.8 
– Non-stimulants = 0.6  

 

• Indications for Non-stimulants: 
– Stimulants contraindicated (symptomatic cardiovascular disease, 

hyperthyroidism, hypertension, sensitivity to stimulants) 3 
– Intolerance to stimulants 
– Adjunct / partial responders to stimulants 
– Too young, but with clear indication to start medication 
– Parent refusal 

3. Practice Parameter for the Use of Stimulant Medications in the Treatment of Children, Adolescents, and 
Adults. J. Am. Acad. Child Adolesc. Psychiatry, 2002, 41(2 Supplement):26S–49S  



If starting medication …  

• Counsel parents - appropriate expectations 
• Screen family history for CV diseases and patient’s 

cardiac symptoms 
• Discuss:  

– Potential side effects 
– Plan (what to do if not effective? if with severe side 

effects?) Warn them of possibilities 
– Goals of treatment (maximum control of symptoms with 

least amount of side effects) 
– Follow up (bring Vanderbilt forms - objective measures) 

 



4. Which medication to pick?  

• Personal preference by clinician (MPH or AMP, non-
stimulants)  
 

• Important to know and understand that not all 
medications are similar. Not “1 size fits all”.  
 

• Considerations:  
- 1.) Duration of action (4-6 hrs, 8-9 hrs, 10-12 hrs) 
- 2.) Formulation and ability to swallow (sprinkled, swallowed, 

chewable, liquid, patch) 
- 3.) Age of patient (FDA approval) 
- 4.) Insurance coverage 

 
* Must take in to consideration patient’s needs!  



What dose do I start with?  

• Mantra: Start low, go up slow 
 

• But remember the goal:  
– Maximum control of ADHD symptoms with the least 

amount of side effects  
 

 



My personal style: 

• Pre-schooler  (half day) 
– Start with short acting  
 (Dexedrine, Adderall, Ritalin, Focalin) 
 

• School aged (whole day school) 
- 8-9 hrs long  
- can be sprinkled  
 (Ritalin LA, Metadate CD, Focalin XR, Adderall XR, 
 Dexedrine SR) 

 
• Older patients (needs long coverage) 

– Can swallow pill? Concerta, Vyvanse (      abuse potential) 
–  Vyvanse mixed with water, Quillivant XR  



5. Visual Supports  

• Helps to engage parents 
• Shared decision making 
 



 









 



6. Common pitfalls 

1. Choosing non-stimulants to start 
 

- Remember effect size of stimulants vs. non-stimulants 
- Don’t be afraid to start a stimulant medication 
- Stimulants are safe and effective 

 



6. Common pitfalls 

2. Changing medication too soon 
• Usual scenario: Parent complains about medication 
 Solution: Get more history and analyze / troubleshoot  
 (not change medication immediately) 

 
“ Medication not effective”  

 
 
 

 

Possible Reason Troubleshoot / Solution 

- Low dose / under dosed - Titrate up 

- When is it not effective – afternoon? - Add short acting or change to long acting medication 

- Inappropriate expectations 
( parents want tantrums or ODD symptoms to 
disappear) 

- Explain goals of treatment and set appropriate 
expectations 

- Medication truly not effective - Try a different medication in the same or different class 
(MPH-AMP) 

- Not ADHD - Reevaluate (Learning disability? Anxiety? Tantrums?) 



Common pitfalls 

3. Adding another medication too soon 
 * Maximize 1st medication first before adding another 
 

“Only partially effective” 
 
 

 

Possible Reason Solution 

- Low dose / under dosed -    Titrate up 

- Inappropriate expectations 
( parents want tantrums or ODD symptoms 
to disappear) or patient has Learning 
disability 

- Explain goals of treatment 
- Set appropriate expectations 

- Truly a partial responder -     Try adding a non-stimulant as 
adjunct/additive 



7. Side effects 

 
 
 

 

Complaint Troubleshoot 

- Loss of appetite - Counsel on how to increase caloric intake 
- Option of drug holidays (weekends and summer off) 

- Headache / 
stomachache 

- Common, usually gets better after a few days 
- Observe 

- Insomnia - What’s the baseline sleep status?  
- Too high dose? Given too late in the day? 
- May try Melatonin  
- Ensure good sleep hygiene 

- “Moody” - Wait, wait, wait 
- Explore other possible reasons/ explanation (do a 

functional behavior analysis) 



Side effects 

 
 
 

 

Complaint Troubleshoot 

- “very hyperactive: 
afternoon/evening” – 
rebound hyperactivity 

** NOT a TRUE side effect– needs more medication 
- Add short acting medication or switch to long acting 

medication 

- True intolerable side 
effect 

- Try a different medication in a different class (MPH-
AMP) 

-  If unable to tolerate stimulant at all – switch to non-
stimulant 

- Unable to tolerate more 
stimulants 

- Add non-stimulant 
- Discuss pros and cons / risk and benefits 



8. Newsflash!  

• Novel, non-invasive device  
 

• FDA approved: prescription treatment for children 7-12 
with ADHD who are not on meds 
 

• Neurostimulator device – delivers Trigeminal Nerve 
stimulation (TNS) worn across forehead 
 

• Hypothesized to work on Trigeminal nerve’s projections 
to regions of brain involved in attention 

4 McGough JJ, et.al. Double-Blind Sham-Controlled Pilot Study of Trigeminal Nerve Stimulation for ADHD.  
JAACAP (2019). 



Results of the research study: 

• Final sample analyzed:  

Active Treatment Group Sham Group 

N = 30 N = 26 

SE: headache, fatigue, increased HR, Increased 
appetite 

Improvement of ADHD symptoms (effect size= 0.5) 

Effects sustained after 1 week post-treatment, and 
continued to improve over 4 weeks 

After 1 week post-
treatment, effects 
leveled off 



Do we start recommending this? 

• Only 1 study 
 

• “Probably efficacious treatment (Level 2)” 
  
• Study must be replicated by at least 2 independent teams of 

evaluators to be Level 1 (Well-established treatment) 
 

• Nowhere near the track record of established treatments:  
– psychostimulant medication 
– parent management training 

 
• Promising study, but much more work needs to be done 



• Thank you for your time and attention!  
 

 
 
 
 
• Questions and comments ?  
 rsuy@cnmc.org 
 

mailto:rsuy@cnmc.org
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