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 Pathophysiology

Due to chemical imbalance in brain
Sleepy cortex,
lack of inhibition

A

common diagnosis
 Frequently lifelong
5-10 % of school aged children
Rates vary in urban vs. suburban,
Socioeconomic status, gender,
minority population
 Often

associated with significant co
morbidity
 Most common co morbidity is OCD
 Requires a systematic approach to evaluate.

 Strong

Family History
 Fetal Factors
Insult to brain during fetal growth or
delivery.
Prematurity
Placental insufficiency
 Maternal factors
Drug abuse
Smoking
Alcoholism

Health maintenance visits in Pediatrics should
include specific questions according to the AAP
guidelines:
 How is your child doing in school?
 Are there any problems with learning that you or
the teacher has seen?
 Is Your child happy in school?
 Are you concerned with any behavioral problems
in school, at home or when your child is playing
with friends?
 Is your child having problems completing class
work or homework?


 Diagnosis

is totally made clinically. Although
school testing confirms it.
 When parents themselves raise concerns
about ADHD their suspicion often proves to
be accurate.
 Other times the problem presents as a crises;
 Grade retention,
 Suspension,
 Trouble with law etc.

Screening can turn up problems other
than ADHD, such as,
learning disabilities,
depression,
anxiety disorders,
other serious psychiatric disorders.
Family or environmental problems are
often only disclosed after the child's
problem has been identified
.

 Interview

should include multiple informants
in different settings like parents, Teachers.
 Formal and informal semi structures clinical
interviews.
 Individuals with ADHD are poor reporters
themselves.
 In case of divorce interview from
noncustodial parent is important.

 School

function is almost always affected.
 A child who can do a grade level work but
highly inconsistently probably has ADHD than
LD.
 If grades swing between A’s,B’s,D’s and F’s
look more carefully on D’s and Fs if it is due
to forgetting assignments, incomplete
assignments then ADHD is more likely.

 ODD
 LD
 CD

&Substance abuse.
 Anxiety
 Depression
 Tourette’s Syndrome
 Adjustment Disorder
 Bipolar and Schizophrenia very uncommon.

1 Immediate mental health referral in
 Crisis situation
 Conduct disorder suspected
 Suicide risk suspected
 Substance abuse
 Other dangerous situations

 History

and Physical
 Parent and teacher questionnaires
 Psycho-educational testing
 Review of report cards
 Reports about school work
 Schedule a follow up visit.

 After

thoroughly evaluating by school or
independently.
 When there is a strong evidence of ADHD
 Baseline measure and weekly teacher
reports.
 3 areas of testing:
 Inattention
 Hyperactivity
 Impulsivity

 Only

when you have high index of suspicion;
 EEG, MRI, Lead, CBC, EKG, Liver function
test.
 LFT only indicated with Pemoline not with
methylphenidate or dextroamphetamines.
 May not prevent fatal Liver complications.

 For

those who have poor performance in
school without a behavior problem.
 Children with established ADHD having
problems despite treatment.
 Parental referral for counseling when parent
child interaction problems or temperament
difficulties are present.
 Developmental Behavioral surveillance. (
when no problem is suspected it is proactive
approach which recognizes problems may
present later.

Christine:
No problems in preschool. In KG she seemed to
learn her letters and could read a dozen words
on sight. Her teacher said she was doing well but
parents noticed that she seemed more
disorganized and inattentive than her older
sister was at the same age. They often had to
repeat instructions and she left half finished
drawings all over her room. First grade mild
arithmetic difficulty, now teacher says she is
not listening most of the time. Inconsistent
school work and failing to finish assignments.
Teacher suggested that Christine should be
tested for ADD.

 More

info needed. How she behaved in other
settings like one to one or at home?
 Cognitive Testing and Educational
Assessment.
 How it has been dealt by teachers and
parents? Tutoring ,Behavior management.
 Parents and teachers rating scales.
 A routine medical History and Examination.
 No other labs needed unless there is question
of seizures, neuro-developmental regression
or localized neurological findings.

 Alex

is 7 years old he is in first grade.
 He is disruptive in class he moves around.
 He does not bring his assignments.
 He is forgetful in daily routines.
 He is off the walls at home.
 Mom and dad did not finish school.
 Two cousins and one aunt is ADHD.

 He

was placed on Medication after school
reports were reviewed.
 Adderall XR 5 mg was started. Increased
after one week to 10 mg.
 Next school report showed improved school
grades, more organized child who was
submitting his assignment on time.
 School was happy and so was mom.

 Non

stimulants (stratterra). No danger of
abuse
 Stimulants (Ritalin, Adderall, Concerta,
Focalin etc). These possess danger of abuse.
 Non stimulants are better for children with
high anxiety. (Biting nails, fidgity, impulsive)
 Vyvanse. Smooth delivery longer duration by
passes first pass so food does not affect the
dose delivery.

Inattention
 Hyperactivity
 Impulsiveness


Try to find out the type and extent from
questionnaire.
 Trial of medicines.
 Methylphenidates, Dextroamphetamines, non
stimulants, Vyvanse, etc.
 Start on the lowest dose and increase after one
week. Titrate according to follow up history.


OCD
 Lila, age 9, had been previously treated with
dextr-oamphetamine salts for ADHD. When she
came in for follow-up, her doctor talked to her
about her daily life. When she was asked about
how she got to school, she said it depended on
whether it was an odd-numbered day or an evennumbered day. It seemed like a strange answer,
so the doctor asked her to explain. She said that
she walked 90 steps on odd days to get to the
bus and 150 steps on even days, so she walked
around the back of the apartment complex on
even days.




If she walked too many steps, she had to walk
backwards to "erase" the steps and then take
longer steps so she'd walk the right number of
steps. She also said that she had trouble getting
her work done in school because she had to do
things in fours, and sometimes there were an
uneven number of math problems, so she
couldn't finish. The astonished doctor asked how
long she had been doing these counting rituals,
she said at least since kindergarten. "I always
have to count things. Sometimes I can't pay
attention to the teacher because I am counting
the tiles in the ceiling."

Behaviors in obsessive-compulsive disorder (OCD)
are not always obvious. Sometimes, the anxiety
associated with obsessive thinking can lead to
serious performance problems which can look
like ADHD, but it can be seen with ADHD and tic
disorders.
 Psychiatric referral is usually indicated, and
cognitive-behavioral psychotherapy might also
be beneficial. This child will also need academic
support because it is likely that she has
developed academic deficits that will require
remediation even if her OCD symptoms are well
controlled.




Robbie came for his 4-year-old well-child visit
with his mother, 14-month-old sister, and a
cloud of dust. He created a great deal of
commotion in the waiting room, and managed to
"escape" and start running around the office,
getting into drawers, and screaming when his
mother tried to redirect him. A well-meaning
staffer, trying to demonstrate "effective
parenting" was treated to cries of "No! No! No!
You're hurting me" as Robbie threw himself on
the floor. A few minutes later, in the exam
room, he was "fine," playing with some toys
while his mother waited for the doctor to come
in. He then cooperated with the exam.

 His

mother reported that it is always difficult
to go places with him because he has
tantrums coming and going, and gets upset
or out of control very easily. He has a good
attention span when he is engaged in play,
and he is making excellent progress in
preschool. Growth and physical examination
were normal.

 ADHD

is often treated as a categorical
disorder, but can also be seen as a
"spectrum" disorder, blending in to the range
of normal variation. Temperamentally
difficult children may have problems with
initial negativity, problems with transition,
and difficulty with self-regulation (including
sleep and appetite) and thus may appear to
have ADHD. However, they may not be
impulsive, overactive, or distractible most of
the time. Their problems may be largely
related to changes in their enviornment.

 Although

ADHD hyperactive-impulsive type
could also be present, the key issue will be
the degree of impairment and its impact in
multiple settings.
 Robbie may have a difficult temperament,
but he may also have oppositional defiant
disorder. The Diagnostic and Statistical
Manual for Primary Care (DSM-PC) Child and
Adolescent Version provides good description
of the "problem" level of diagnosis.

