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O Attention Deficit Hyperactivity Disorder

Lifetime Prevalence
of 13 to 18 year olds

+ Lifetime Prevalence: 9.0% of 13 to 18 year
olds

« Lifetime Prevalence of “Severe” Disorder:

1.8% of 13 to 18 year olds have a “severe”
disorder

Lifetime Lifetime Prevalence
Prevalence of “Severe” Disorder

Demographics
(for lifetime prevalence)
+ Sex and Age

Females Males 13-14 15-16 17-18

* Race: Not Reported

Merikangas KR, He J, Burstein M, Swanson SA, Avenevoli S, Cui L, Benjet C, Georgiades K, Swendsen J.
Lifetime prevalence of mental disorders in U.S. adolescents: Results from the National Comorbidity Study-
Adolescent Supplement (NCS-A). J Am Acad Child Adolesc Psychiatry. 2010 Oct;49(10):980-989,

PREVALENCE OF MENTAL HEALTH DISORDERS IN US
1\@ CHILDREN AND ADOLESCENTS-ADHD

ADHD is the most common
neurobehavioral disorder

in children and occurs in approximately
8% of children and

Youth; the number of children with

this condition is far greater than can

be managed by the mental health
system. There is now increased evidence
that appropriate diagnosis can

be provided for preschool-aged children
(4 =5 years of age) and for
adolescents.- AAP ADHD Guidelines
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K PREVALENCE OF MENTAL HEALTH DISORDERS IN US
1\@ CHILDREN AND ADOLESCENTS- DEPRESSION

O 12-month Prevalence of Major Depressive Episode Among U.S. Adolescents (2015)
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Data courtesy of SAMHSA *NH/OPI = Native Hawaiian/Other Pacific Islander

**Al/AN = American Indian/Alaska Native 5 I t\ S (.Itl ] ] t
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Lifetime Prevalence
of 13 to 18 year olds

Lifetime Prevalence: 25.1% of 13 to 18 year
olds

Lifetime Prevalence of “Severe"” Disorder:
5.9% of 13 to 18 year olds have “severe”
anxiety disorder

30 -

T
Lifetime Lifetime Prevalence
Prevalence of “Severe”™ Disordar

Demographics
(for lifetime prevalence)

Sex: Statistically different
Age: Not statistically different

36
30

Females Males 13-14 1516 17-18

+ Race: Statistically significant differences
were found between non-Hispanic whites
and other races

'Merikangas KR, He J, Burstein M, Swanson SA, Avenevoli S, Cui L, Benjet C, Georgiades K, Swendsen J. Lifetime
prevalence of mental disorders in U.S, Adolescents. Under review.




o

tment after an

° 84 ﬁms more likel ide if pare 's'd-'re rejecting vs. accepting.
® 92% of transgender youth report attempting suicide before the age of 25.

et www.thetrevorproject.org

%



® Screening is ¢ d intervention.
* Foy 2010 T,

® [dentify “red flags” that may signal underlying MH disorders.

%
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* Public housing

* Disproportionate amount ;wal?:;Qo"' affected by MH conditions.

%

® Stigma associated with sexuality and MH conditions.

® Increased exposure to bullying, violence, parental conflict




° Al’re"re'" rentin

® Parental conflict (separation, divorce)

® Chronic lliness or handicap of the child or family member

%




* Peer(s) 1

® Social isolation

® Bullying by peers

%




® Substance Use /Ab

%



from

- * parent-child
- -'s'“n’ring MH
concerns. ——
e Conduct differential diagnoses of behavioral variations, MH problems or
disorders, physical conditions with MH manifestations, and med side effects.
* Identify co-existing learning disabilities.

%



QU . o

Assist famili

Develog a fol jencie

Monitor positive and negative effects of non-pharmacologic and
pharmacologic treatment.

Integrate child’s and family’s strengths into plan of care.

Implement care alone or in conjunction with MH professionals




e Tde ic ADHD, Depression and
Anxiety. — e
® Safe Environment forﬂE\;elr | (EE) -:és’rionnaire (NHLBI)
®* CYW ACE-Q- child and teen version (Center for Youth Wellness)

® 2 question screener- patient 13-18 write the number that apply to them only

%



sleep disorders, changes in

blood sugar | onormality, vision/hearing screening,

pregnancy test (If treatment with medication) etc.

® Reinforce confidentiality of services and limitations to services.

%

® MH >14 years; 12 sessions or 4 months per request; Parental consent for medication




Differe

Degree of impa — o
Patient and caregiver dis’rress/ sé”véty" of symptoms
Frequency, Intensity and Duration of symptoms

Actions used to respond to the concern, and degree that they are helpful

port 11-18)




normal

Does the child

e mself _appropriately?

- Thougi"'---- S t of ideas (rapidly moving from

topic to topic), blo'ig"' inability to fi ""'oryqps), loosening associations (shifting
of topics that are unrelated). Echolalia (mocking repetition of another’s words),

perseveration (repetition of motor or verbal response).
® Melnyk, pgs 3-4.




» Cogr an/concentration,

recent and re ‘and judgement).

® Parent-Child Interaction (as able): warm, nurturing, conflicted, rejecting, appropriate use of
limit setting, attuned to child /teen needs and feelings, affectionate, eye contact, body

language.

%

® -Melnyk pgs 3-4




talks about the act
_ ies hallucinations or
\ger management, She has poor
sts at home, Shannon denies suicidal or

any sleep probler
impulse control as evidenced o

homicidal ideations. She has some |n5|gh’r m’ro her problems and talks about her desire to be o
landscape designer, Short and long-term memory are intact.”




* Teen Func

* 3 ltems, 5-10 minutes to complete

® Domains: home, school work and friends, worries and parental concerns

® CAFAS- LMSW Required MH Assessment in Ml for Medicaid

%




* Consider SEVERITY, PERSISTENCE, and RESISTENCE TO CHANGE
® Meds: Start LOW and GO SLOW!

%



18 ltem Assessment J—"

Domains: Ina’r’ren’rion,m.ll;lmyﬁr’rii”’r:/lmpulsivi’ry, and Combined Type

Behaviors scored on a Likert Scale
Scores determined by Average Rating per Domain
Compare to established Top 5% for Parent and Teacher ratings




rrents and

Sne Uli’ry of

e ajor psychiatric disorder (ie

schizophrenia), or
e include assessment for othe - conditions that mig ’rcoeX|s'r with ADHD, including:
emotional or behavioral (e g. an|e'ry, depressive, oppositional defiant, and conduct
disorders)
developmental (e.g., learning and language disorders or other
neurodevelopmental disorders)
physical conditions (e.g., tics, sleep apnea)




en ion (reading,

* Often loses things nec activities.
e Is often easily distracted by extraneous stimuli.
* |s often forgetful of daily activities (work, chores).

e *MUST BE CLEARLY PRESENT




N

Often blur ut as been completed.
Often has difficulty waiting on his/her turn.
Often interrupts or intrudes on others.




Attention Deficit Hyperactive Disorder

Must meet at least & of the critena within Al andfor A2, and have expenenced for at least the past & months.

Al: Inattention A2: Hyperactivity and Impulsivity

& Ornen fiks L gree Choses aThesTion 1o detsill & mbke carebess meilsies a. mmwh.ﬂuwmul—tummmu
i SCPDoheenrk, BT v, OF duriig clbe BT (8. Swerkooks oF misiss b, Ofen leaves seat in stuations when remaisng seated is
:"‘"‘“"ﬁ:""""’t’:ﬂ: e 2 eupected (0., lerees his or et place = the clessroom, afhaos ar
Pk IFCuiTy remaining m':-ﬁn. e nim "h‘ﬁll » @ iy olhar situstions thet reguire resesining
o Ofss __“ﬂ - o €. Cen rune sbout or clemb n situston s wherd 1 n

£ T m inappEapriate. (In ooleaoen s oF Ul may be lrieed 1o fesling

rEtieng]
d, Ofen —ﬂll-hph'-rr—h lenure sty quertly
-l. tﬂh— m-l‘“h-m’{-‘.h

B Several inaflentve of Fyperactive-impulcve Symptoms wisne present praor Lo age 1.2
L Criteria for the disorder are met in bwo of more sethings (e.g-. at home, school or work, with friends or relathees, of in other
et Tl i

L. There mast be chear swdence that the symptoms interfere with or reduce the guality of social, scademle, or ocoupational
functipnang

E. The symplomi do not occur ext lusheely during the courie of wchizophrénia or another piychotic disorder and are not better
sccounted for by amnothar mental disorder (e.g., mood disorder, snaiety disorder, dissociative dorder, or o personality discrdar).



http://www.addrc.org/

Hyperthyroidism " -
Known hypersensitivity or idiosyncratic reaction
Motor ftics

Glaucoma

Anxiety /Agitation (relative; dosing adjustments required)
Recent or concurrent use of MAOI’s




* Short-act
e Consider age o atient <6 years
* Short-acting agents due to dosing and tolerance and PM coverage (before 4 pm) for homework
for older children.

* Titration to optimal dose for behavioral outcomes with the least side effects.

%



<
* 0.6-1.2 mg,

* Maximum dose 100mg or 1.4 mg/ chever is less

e Can stop abruptly when switching to a stimulant medication.

* Additive therapy with alpha-2adrenergics, SNRI

%

* Overly active, easily frustrated, aggressive or over-aroused

* Incomplete response to stimulant medications




® Accident inc

* ADHD had a higher rate of suicide than controls

( ® 37.5% were free of adverse outcomes and symptoms
&




< 142%

f ® 12.9% Major depresswn






Methylphenidate ER
(10, 20 mg tabs)

*swallow whole

Methylphenidate ER
Chewables

(20, 30 mg- scored;

40 mg- not scored)

Methylphenidate XR-
ODT (8.6, 17.3, 25.9
mg equiv.10,20, 30
MHCQ)

*Dissolved on tongue

Methylphenidate ER
(18,27, 36, 54 mg
tabs) *swallow whole

Metadate ER
+ generic

Quillchew ER

Cotempla XR-ODT

Concerta
+ generic

Delayed onset with
continuous release
over 3-8 hours. May
require BID dosing.

Continuous release
over 6-8 hours with
DOA of upto 13
hours

25% IR; 75% ER for
DOA of 12 hours

20% IR 80% ER over
10-12 hours by
osmotic delivery

10 mg

20 mg

17.3 mg

18 mg

Increments of 10mg
every 3-7 days

Increments of 10, 15,
or 20 mg per day
every 7 days

Increments of 8.6 to
17.3 mg per day
every 7 days

Increments of 9 to 18

mg per dose every 3-
7 days

<50 kg: 60 mg
>50 kg: 100 mg

60 mg

51.8 mg

<13 years: 54 mg
> 13 years: 72 mg



http://www.uptodate.com

Methylphenidate
LA (10, 20, 20, 40
mg)*swallowed
whole or sprinkle

Methylphenidate
CD (10, 20, 30,
40, 50, 60mg

caps)*Swallowed

~ whole or sprinkle

Methylphenidate
XR (10,15, 20, 30,
40, 50, 60mg
caps)*Swallowed
whole or sprinkled

Methylphenidate
XR Oral susp.
(5mg/ml)
Methylphenidate
patch

Ritalin LA
+ generic except
10 mg

Metadate CD

Aptensio XR

Quillivant XR

Daytrana

50% IR, 50% DR
over 8-12 hours
(bimodal)

30% IR, 70% DR
over 8-12 hours
(bimodal)

40% IR, 60% CR
for duration of 12
hours

20% IR, 80% ER
for duration of up
to 12 hours

Onset 2 hours after
application ; CR
over 9—12 hours

10-20 mg

20 mg

10 mg

20 mg

10 mg™

Increments of 10 or
20 mg per dose
every 3 to 7 days

Increments of 10

mg per dose every
3-7 days

Increments of
10mg every 7
days

Increments of 10
mg every 7 days

Increments of 5 mg
per dose every 3
to 7 days

<50 kg: 60 mg
>50 kg: 100 mg

<50 kg: 60 mg

>50 kg: 100 mg

60 mg

60 mg

30 mg
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Dexmethylphenidate XR (5, Focalin XR
10, 15, 20, 25, 30, 35, +generic
4mg caps)*swallowed

whole or sprinkled)

Amphetamine- Adderall XR
Dextroamphetamine ER + generic

T with salts (5, 10,15, 20,

25, 30 mg caps)*
swallowed whole or
sprinkled

Lisdexamphetamine (10, Vyvanse
® 20, 30, 40, 50, 60, 70 mg

caps and 10, 20, 30, 40,
O 50, 60 mg chews)

~

50% IR, 50% DR
over 10-12 hours
(bimodal)

Combination of IR
and CR over 8-10
hours

Prodrug with
bloodstream
conversion to
dexamphetamine
over 10 hours

5 mg

20 mg

Increments of 5 mg
every 3-7 days

Increments of 5 mg per
dose every 3to7
days

Increments of 10 mg or
20 mg per day every
3 to 7 days

40 mg

<50 kg: 40 mg
>50 kg: 60 mg

70 mg



http://www.uptodate.com

Atomoxetine (10,
18,25, 40, 60, 80, 100

mg capsules)

Guanfacine ER (1,2,3,4
mg tabs

**may not substitute for IR
form on a mg/mg basis

%

Strattera
+ generic

Intuniv
+ generic

10 -12 hours 0.5 mg/kg per Increase 1.2
minimum day for 3 days mg/kg per day
after 3 days

10-12 hours 1mg per day Increments of 1
minimum mg day at
weekly intervals

Modified from www.uptodate.com : Pharmacotherapy for ADHD in children and adolescents

Lesser of 100mg
or 1.4 mg/kg

<12 years: 4 mg
>12 years: 7 mg



http://www.uptodate.com

Methylphenidate (5,
10, 20 mg tabs; 2.5,
5 and 10 mg chews;
10mg/5 ml oral
solution)

Dexmethylphenidate

(2.5, 5 and 10 mg
| tabs)

Amphetamine-
Dextroamphetamine

Ritalin
Methylin chew

3-5 hours

Methylin susp
+ generics

Focalin 5 to 6 hours

+ generic

Adderall +generic 4 to 6 hours

<25kg: 2.5 mg/day
>25kg: 5 mg/day
for 1 day, then 5 mg
2 times a day

w/o
methylphenidate:
2.5 mg BID

With
methylphenidate:
Half current daily
dose up to 10 mg
BID

6 years plus:
5 mg for 1 day then
5 mg BID

<25kg: Increments of
2.5 mg per day every
3 to 7 days

>25 kg: Increments of
5 mg per day every
3to 7 days

Increments of 1 mg
day at weekly
intervals

Increments of 5 mg
per day every 3 to 7
days

<25kg: 35mg
>25kg: 60 mg

<12 years: 4

mg
>12 years: 7

mdg

<50 kg: 40mg
>50 kg: 60 mg




® | oss of ple

activities grqdes

® **Often misdiagnosed as ADHD

%



® Loss of pleasure or interest in activities ~ ® **Often comorbid anxiety

%



® More social wi

® Fewer delusions

%




e Lhysical,
, verbal abuse,

° CES-D" hav il rela - BRI: Lot i not
validated as a screening t

S St -

® Science Daily January 2018.
www.sciencedaily.com/releases/2018,/01 /1801 232.him




e Sco >20 severe depression
e CES- DC* (6- - —

e 20 items; 6"‘ grqde readlng evel; 5. 10 mmu’res

* Scores>15 may represent 5|gn|f|can’r depression

* Domains: depression, emotional turmoil

%



A-1V criteria

R -
. gLl

. Deprés{’o nly o
* Short Mood and Feelings Questionnaire(SMFQ)*- children and adolescents; parent
and child versions (8-16 yrs)

e 13 items, 5 min

* Depression only




L oleld

. Though' of

* Recurrent Thought '-3 s e
* Symptoms must cause significant distress or impairment in functioning

* Symptoms not due to the use of a psychoactive substance or medical disorder.

%




h family or friends
ey were dead.

No delusions
Little to no aggressiven Aay experience delusions or hallucinations

Intact judgment or no risk of self or - e Impaired judgment or risk to self or others

others being harmed. being harmed.

Functioning OK or impairment in 1 or

more settings ® Compromised functioning across all settings




1sion

Dizziness, tingling,

weakness

* Agitation

* eSS ® Tremors

[ ) i g
® Headaches Incr. BP Bl po 62

%




dfion

withdrawal

p"r-' | » Social skills deficits

* Soft Voice R TT — ® Anger (esp.

® Variations in speech ® Regression adolescents)

%

-Melnyk, pg. 62




-Melnyk, p62




L4 ' - dis
« Most common qge of onset is 1]
* Most prevalent disorder in you’rh <1 6

%



e Habit disorders

r



o Mol

* Sleep disturbance (difficulty falling asleep, o ‘restless unsatisfying sleep).

The anxiety , worry or physical symptoms cause clinically significant distress or impairment in social,
occupational or other functioning.

The disturbance is not attributable to the physiologic effects of a substance of abuse or other medical
condition.

The disturbance is not attributable to another mental health condition.




* 41 items; p

® Anxiety but nof"é - for

® Spence Children’s Anxiety Scale (8-12yrs.)

® 35-45 items, 5-10 min
® Anxiety with Subscales for panic, SAD, phobias, separation, GAD, physical injury fears.

%



Do ‘the family make special

accommodatic
hild /teen’s sleep, energy, appetite and concentration?

What impact do 'rhesp'r ‘have o

Is there a family history of anxiety disorders in biological relatives?

Are there accompanying signs of depression? -Melnyk pg. 63




® Anti-asthm atics

® Marijuana

%

-Melnyk pg. 64




o

cial functioning, use
treatment process,

Environm ase stressors, establish predictable

schedules and routine: T ——
Enhance Coping skills (CBT, COPE)
Behavioral intervention- ie positive reinforcement of positive behaviors

Family Interventions, whenever possible




Group or indiy

Usually weekly ’rherb'y o R m——

Treatment effect lasted for approximately 12 months.

® Medicate with First-Line Agent- SSRI

%




- L.__, \A ~el " . 10Th qy qnd
pharmaco

® Severe Depression: Pharmacotherapy and immediate referral until stable. Then, co-

management.

%



y mptoms.

drawal symptoms.

tion for 3 days.




gepr

Most-studied dru <
depression in youth

BRSO RO 1\ ¢

Long half-life: 13-15 days ® Wit gain of 40-50# is common.

Low risk for sedation ® Sedation is unusual.

%

OCD ages ¢-

o

{ first line for anxiety

> FDA studies on depression.

® Little to know weight gain

Decreased appetite more
common

Well-tolerated




sther SSRI's

mon
red for depression with
_ ‘__.'U'rring anxiety, but avoid
~in depression only patients (poor
i efficacy).

‘Also useful for patients with
depression and co-occurring
anxiety.

Higher risk for sexual dysfunction

Divide doses above
50mg/day into BID dose with
the larger dose at bedtime.







Fluoxetine (Prozac) 10mg PO QAM
Citalopram (Celexa) 10mg PO QAM

~ Fluvoxamine (Fluvox) 50mg PO QAM
) Paroxetine (Paxil) 10mg PO QAM
Sertraline (Zoloft) 25mg PO QAM

Escitalopram (Lexapro) 5mg PO QAM

20mg PO QAM
20mg PO QAM
100-150mg PO Daily
20mg PO QAM

50 -100mg PO QAM
10mg PO QAM

60mg PO QAM
40mg PO QAM
100mg PO BID
60mg PO QAM
150mg PO QAM
20mg PO QAM




. TORDIA_'e" ment of __ -ents) Adolescents responded better to
SSRI switch with the addition of CBT than switching SSRI alone. Less side-effects experienced

with citalopram (Celexa), fluoxetine (Prozac), or paroxetine (Paxil) vs venlafaxine (Effexor).

%



® Somnolence

f : AnXieTy Tiredness



e Ec{s Ul

® Muscle weakness or spasms

%




hours (<2%)

(<1%):

® Fast or |

() Fain'ring ~ Loss of coordination

Severe dizziness
® Seizures Severe diarrhea or vomiting

Twitching muscles

o o ° . 0
. SUICquI ’rhough’rs or ideation (2 A)) Unexplained fever unusual agitation or restlessness




o

(FG) and

fasting lig
* 4 weeks: weight and BMI*

® 12 weeks: BMI and FG, FLP*
® * required monitoring for children in foster care by the Center for Health Care Strategies.




o

-'ession)

® Peak incidence = in therapy
® If impairing, consider mood stabilizers after mania resolves

® Consider alternate SSRI at low dose and titrate slowly

%



®* May occur 24-7
* Consider augmentation with another antidepressant at a low dose

® Bupropion SR 100 mg PO QAM

%



educed depressive
catment did not

increas

* Theorized that suicidality risk has more to do "'h"a.égression and impulsivity in youth.

® Gibbons, R et al (2012) Archives of General Psychiatry. 69: 580-587




Fluoxetine (Prozac)

Sertraline (Zoloft)

Escitalopram (Lexapro)
Fluvoxamine (Luvox)

Paroxetine (Paxil)

8-18
N/A
12-17
N/A
FDA Advises against




._'rug.

,. |5rofile of

® There are no studies RI’s for depression in children or pre-

adolescents.

® SSRI's have shown efficacy for use in children for anxiety compared to placebo.

® Downloaded from http://pediatrics.aappublications.org/ by 1089206 on December 6, 2017




> € ffects

rovider

e ssage to not stop medications

* Expected dge and T — abruptly- wean required

~J

the medication (including visits and ® Black Box Warning

labwork) ® Lack of FDA Approval

**Required for Youth in the Foster Care system in Ml




O C eal with

®* Normalize dev

® Encourage good self-care

%




ind count along
4 prping
pping
¢ Seeking rus — .
® Positive Thoughfs-ré"' TN Walk away i

negative thinking ® Physical activity ® Tai Chi

%



® Provide emerg e
° 1.800.273.8255

® Frequent check-ins

%

® Combination of Medical, MH and telephone visits




- qunn N[e
- quin suicidal ste ments —
® Being unhappy for an ex’re_r-lt.zlluéd. erlod
® Suddenly withdrawing from friends or school activities

® Being increasingly aggressive or irritable

%



® 10 ltem Interview
® Sex, Age, Depression or affective disorc er, Previous attempt, Ethanol-drug abuse, Rational
thinking loss, Social supports lacking, Organized plan, Negligent parenting, significant family

stressors, suicide modeling by parents or siblings, School problems

%


https://www.nimh.nih.gov/labs-at-nimh/asq-toolkit-materials/emergencydepartment/pdfs/information-sheet_155389.pdf

...'.-o_ be m
® to die by hq"gi"n' ing or suffocation and die at home.

® 3.9% also tested positive for opiates.

® Sheftall, AH et al. Pediatrics (2016) DOI:10.1542 /peds.2016-0436

%



pt suicide.

ttempt than

- 7.-..-,5_.00 ested all pe fés'red)

Most likely to use medication ingestion as method of suicide

Most likely to use hanging as a method for suicide vs late adolescents.

Over 50% had a previous suicide attempt.
P P
® Sheftall, AH et al. Pediatrics (2016) DOI:10.1542 /peds.2016-0436




® Overall, severity of depr ciated with greater risk of suicide.

%



,_ﬂ., and

® |ncreased risk for SUL Tx with i lon dic ot have a mediating effect.

® Comorbid conditions have a greater risk for SUD and AUD.

%

® Caution on the use of substances, especially alcohol, with antidepressants.




Acute

Recurrent or chronic ¢ ssion (> ars)
Severe functional impairment or psychosocial stressors
Lack of response to initial treatment

Administration of psychotherapy




T e

® Excessive sleeping

® Very slowed down




. Thréd’r of schc

Fire-setting or animal cruelty behaviors

® No respect for authority

Parental complaints of poor listening, anger and irritability- “Acts like a Boss”

Avoid eye contact, refuse to speak or are defiant and uncooperative




arners.

® If you d r s to get comfortable!

® Take seminars, do CME, go to a conference

® Establish and use your area resources to assist you in the care of youth with MH conditions




ervals initially, as

suicide risk on of treatment.

* Provide psychoeducation and informatic ' on Mind Body Therapies (MBT).

® Screening, assessment and treatment initiation over multiple appointments.

® Kutcher -teenmentalhealth.org

%
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