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Working adeptly to diagnose and
treat adult ADHD

Rely on DSM-5 criteria and an appropriate rating scale to
assess how an individual’s inattention, hyperactivity, and
impulsivity interfere with functioning in different settings.

» THE CASE
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Emily L* is a 20-year-old woman who, on the advice of her college counselor, has made
an office appointment to discuss her difficulty in keeping up with college classes. She
achieved good grades in high school but is now struggling to deal with the quantity of
reading in her courses. She was often able to complete assignments the night before the
due date in high school, but this strategy is no longer working. She is having some doubt
about her abilities, and is feeling overwhelmed, but is able to enjoy activities with friends.
Her college counselor suggested she see her doctor for an assessment of her attention
problem:s.

Ms. L's family physician interviewed her and, aided by parental input, was able to
identify a pattern of disorganized and impulsive behavior that was present even in grade
school. Mood disorders and substance abuse were ruled out from the interview and lab

testing, and cognitive ability was confirmed through a review of school testing.

OHOW WOULD YOU PROCEED WITH THIS PATIENT?

*The patient’s name has been changed to protect her identity.

ttention-deficit/hyperactivity disorder
A(ADHD) is classified as a neurodevel-

opmental disorder in the Diagnostic
and Statistical Manual of Mental Disorders,
Fifth Edition (DSM-5), its hallmarks being
inattentive, hyperactive, or impulsive behav-
iors that affect functioning or development.!
Historically, it was thought that ADHD was a
disorder of children and adolescents, and that
patients “grew out” of their behaviors once
adulthood was reached. It is now estimated
that 50% of children with ADHD will carry the
diagnosis into adulthood,?resulting in a preva-
lence 0f 5.9% to 7.1% for children® and 3.4% for
adults.® There are 3 presentations of ADHD,
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known as ADHD-I (inattentive), ADHD-HI
(hyperactive-impulsive), and ADHD-C (com-
bined). The inattentive type accounts for 47%
of adult cases, and adult ADHD disproportion-
ately affects males compared with females.?
An overall pattern of underachieve-
ment and variable performance is common
throughout life in patients with ADHD. Adults
are much more likely to report subtle impair-
ments in higher executive functions such as
organization, time management, and modu-
lating emotions. Consequences include poor
performance at work, attendance issues, diffi-
culty with social interactions, and an increased
likelihood of unemployment.®* Among those
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ADHD is a
powerful risk
factor for future
substance use.
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employed, there is a large disparity in income
compared with counterparts without ADHD.®
Increased risk of substance use, injury, and
traffic accidents also has been reported.!

Disorders that can mimic

or coexist with ADHD

The differential diagnosis for ADHD is wide, and
comorbidity with other disorders is common.

1 Bipolar disorder shares with ADHD the
core symptoms of hyperactivity, impulsive be-
havior, and difficulty completing tasks. Mania
and ADHD can look very similar if symptoms
are observed at a single point in time. Bipolar
illness is, by definition, episodic and fluctuat-
ing, while ADHD is much more constant. In
addition, bipolar illness exhibits significant
variation in mood, while ADHD may or may
not be associated with impaired mood regula-
tion. Up to 20% of patients with bipolar illness
also have ADHD.”

1 Anxiety and depressive disorders can
also share symptoms with ADHD-I. These in-
clude distractibility, poor concentration, and,
in the case of anxiety, rapid changes in train
of thought. Sleep disturbance, past trauma,
and current acute stressors may manifest as
clinical anxiety or depression, or may inter-
fere with concentration and attention inde-
pendently. As with bipolar illness, clinicians
must look carefully at the time course of
symptoms, including the age of onset. Classi-
cally, mood disorders develop in adolescence
or early adulthood, while ADHD always has
manifestations in childhood. Inattention and
distractibility will track with mood if they are
caused by an affective illness, but will remain
in ADHD even when the patient is euthymic.
On the other hand, patients with ADHD fre-
quently become frustrated or overwhelmed as
a result of their difficulties with task comple-
tion and social function, a presentation which
can mimic anxiety or depression.?

1 Substance use disorder and ADHD in-
teract in multiple ways and can present one of
the more challenging diagnostic tasks when
assessing a patient with impaired attention or
concentration. ADHD is a powerful risk factor
for future substance use,® while substance use
can impair attention, induce impulsivity, and
alter concentration. Further, the treatment of
choice for ADHD (stimulant medication) has

the potential for misuse. The presence of con-
tinuous symptoms across settings is crucial in
determining the proper diagnosis of ADHD.

1 Other conditions. Patients with a learn-
ing disability can be inattentive due to their
cognitive limitations, or it may be comorbid
with ADHD. If an intellectual deficit is sus-
pected, referral for cognitive testing can help
clarify the diagnosis. Autism also may cause
significant alterations in attention with both
hyper-focus and distractibility being com-
mon, as they are in ADHD. Intermittent ex-
plosive disorder shares the core symptom of
impulsivity, but includes aggression, which is
not always seen in ADHD. Personality disor-
ders (eg, borderline, narcissistic) may also be
difficult to distinguish from ADHD. The key to
differentiation is the identification of behavior
patterns outside the realms of concentration
and attention.”

KEY DIAGNOSTIC CRITERIA
The diagnostic criteria for ADHD defined in
DSM-5 are found in TABLE 1.! Individuals = 17
years old must meet 5 of 9 characteristics of in-
attention or 5 of 9 characteristics of hyperactiv-
ity/impulsivity (criterion A).! Some symptoms
must have been present prior to age 12 (crite-
rion B). This cutoff is an increase from age 7
advised in DSM-IV.'* Symptoms must occur
across at least 2 settings (criterion C) and sig-
nificantly interfere with social, academic, or
occupational functioning (criterion D). Exclu-
sions include symptoms that occur exclusively
in the context of a psychotic disorder or symp-
toms that are better explained in the context of
other mental disorders (criterion E).!

1In the primary care setting, an assess-
ment for ADHD should, at minimum, involve
a review of the patient’s academic and work
history, assessment of psychiatric comorbidi-
ties and substance use history, and admin-
istration of appropriate rating scales. When
evaluating adults, these tools include the Adult
ADHD Self-Report Scale (ASRS)!!'? screening
tool and the Diagnostic Interview for ADHD
in adults (DIVA-5).1** If possible, obtain scale
assessments not only from the patient but
from family members or other observers who
can provide information about the patient in
childhood/adolescence and present day.
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TABLE 1

DSM-5 diagnostic criteria for ADHD in adults

5 or more symptoms must be present in both categories, and each symptom must have...

... persisted > 6 months
... presented before age 12

... occurred in > 2 settings

... interfered with social, academic, or occupational function

Inattention

Fails to give close attention to details or makes careless mistakes

Has difficulty sustaining attention

Does not seem to listen when spoken to directly

Does not follow through on instructions or fails to finish tasks

Has difficulty organizing tasks and activities

Avoids, dislikes, or is reluctant to engage in tasks that require sustained mental effort

Loses things necessary for tasks or activities

Is easily distracted by extraneous stimuli

Often forgetful in daily activities

Hyperactivity/impulsivity

Fidgets, taps hands or feet, squirms in seat

Leaves seat frequently

Has persistent feelings of restlessness

Is unable to engage in leisure activities quietly

Is often “on the go” or seemingly “driven by a motor”

Talks excessively

Blurts out answers

Has difficulty waiting his or her turn

Interrupts or intrudes on others

ADHD, attention-deficit/hyperactivity disorder; DSM-5, Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition.

IIn an integrated care setting, consider
involving a behavioral health consultant for
a more comprehensive evaluation of educa-
tional, employment, driving, and relationship
histories. Historical record review may include
report cards from elementary school through
high school, standardized test scores, psycho-
educational and individual education plan re-
ports, and medical records. Having a snapshot
of the patient as a younger child, adolescent,
and young adult can help to identify overall
patterns of academic underachievement and
reveal gaps between potential and overall
achievement and performance. Pursue a more
thorough evaluation in cases where other co-
morbid psychiatric disorders are present or
when the patient is unfamiliar to you.
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TWO GROUPS OF

TREATMENT OPTIONS

The treatment of ADHD in adults (and chil-
dren) can be broadly divided into pharmaco-
logic and nonpharmacologic modalities.

I Stimulants are first-line pharmaco-
logic treatment for ADHD in patients with low
risk for misuse. Stimulants improve cognitive
function, decrease impulsivity, and increase
alertness.!®* However, these effects are not ex-
clusive to those with ADHD, and response
does not aid in diagnosis. No stimulant is pre-
ferred over another, although individuals may
respond better to 1 specific agent than to oth-
ers. Be aware that stimulants may be diverted;
patients at increased risk include those with

comorbid substance use or mood disorders.
CONTINUED
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TABLE 2
Medications for adult ADHD'

Generic agent Eﬁzl(ijv:ry Brand name(s) Starting dose Maximum dose 5:;::2:

STIMULANTS

Methylphenidate Tablet Ritalin 5 mg bid-tid 20 mg tid 3-4h
Liquid Quillivant XR 20 mg gam 60 mg gam 12h
Chew QuilliChew ER 20 mg gam 60 mg gam 8h
Patch Daytrana 10 mg/9h 30 mg/9h 9-11h
Capsule Aptensio XR 20 mg gam 60 mg gam 12h
Tablet Methylin ER 20 mg gam 60 mg gam 5-8h
Capsule Metadate CD 20 mg gam 60 mg gam 8-10h
Capsule Ritalin LA 20 mg gam 60 mg gam 8h
Tablet Ritalin SR 20 mg gam 60 mg gam 5-8h
Tablet Concerta 18-27 mg gam 72 mg gam 8-12h

Dexmethylphenidate Tablet Focalin 2.5 mg bid 10 mg bid 3-4h
Capsule Focalin XR 10 mg gam 40 mg gam 8h

Mixed amphetamine salts | Tablet Adderall 5 mg bid 20 mg bid 4-5h
Capsule Adderall XR 10 mg gam 40 mg gam 10-12h

Lisdexamfetamine Capsule Vyvanse 30 mg qd 70 mg qd 10-12h

Dextroamphetamine Tablet, Dexedrine, 5 mg bid-tid 20 mg bid 4-5h
Capsule Zenzedi
Capsule Dexedrine 5 mg gam 40 mg gam 5-10h

Spansule

NONSTIMULANTS

Atomoxetine Capsule Strattera 40 mg qd 100 mg qd

Guanfacine Tablet Intuniv ER 1 mg ghs 4 mg ghs

Clonidine Tablet Kapvay 0.1 mg ghs 0.4 mg ghs

Bupropion Oral Wellbutrin 150 mg qd 450 mg qd

ADHD, attention-deficit/hyperactivity disorder; bid, twice a day; CD, continuous delivery; ER, extended release; LA, long-acting; gam, every morning;

qd, every day; ghs, every night; SR, sustained release; tid, 3 times a day; XR, extended release.
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Misuse may be especially common on college
campuses, where nonprescribed stimulants
may be used as study aids or recreationally.

Stimulants come in a variety of formula-
tions that differ primarily in their time profile
or mode of delivery. Some preparations (eg,
Ritalin LA and Adderall XR) contain a mixture
of immediate-release and extended-release
mechanisms and therefore have bimodal
peaks. Others (eg, Concerta) use an osmotic
system to approximate a steadier flow of drug
delivery. However, as these drugs have entered
the generic market, time response between
products is much less predictable. Individual
differences in metabolism may also alter dura-
tion of action.

Lisdexamfetamine (Vyvanse) is a pro-
drug that requires first-pass metabolism for
conversion to an active drug. This may reduce
risk of overdose or misuse. Adverse effects of
stimulants include decreased appetite, irrita-
bility, tics, and cardiac toxicity."® Proper titra-
tion of dose over successive visits is essential
as providers often must balance efficacy, ap-
petite, and sleep.

I Nonstimulant therapies are options
for patients who cannot tolerate stimulants
or are at high risk for misuse. Atomoxetine, a
norepinephrine reuptake inhibitor, has quali-
ties that may resemble antidepressants in its
2- to 4-week time lapse before taking effect.
Alpha-2 agonists clonidine and guanfacine are
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approved by the US Food and Drug Adminis-
tration in their extended release forms for ad-
junct therapy with stimulants. Pharmacologic
therapies are listed in TABLE 2.

1 Nonpharmacologic modalities for adult
ADHD include psychoeducation, cognitive be-
havioral therapy, and work environment modi-
fication. While coordination with schools is
recognized as an essential aspect of the care of
ADHD in children, team care in the treatment
of adults with ADHD is often forgotten. Referral
for occupational or educational support, written
materials on study habits and organizational
skills, and the use of memory tools can be very
helpful. Modifications in physical environment
and time constraints in both work and school
settings can enhance productivity in adults with
ADHD. Attention to sleep scheduling and sleep
hygiene can also improve attention and concen-
tration throughout the day.

> CASE

The clinical impression of ADHD-I was con-
firmed by Ms. L's score on the ASRS. She was
prescribed a long-acting formulation of meth-
ylphenidate, starting at a dose of 27 mg/d
in the morning and eventually titrated to
54 mg/d. She received psychoeducation in
ADHD and learned strategies to reduce
distractions in her school and home study
environments.

She engaged with the education special-
ists at her school, who helped her discuss testing
and assignment modifications with her profes-
sors. She began to develop a time-management
strategy to complete her assignments; these in-
cluded reduced evening caffeine intake and im-
proved sleep hygiene. Over time, Ms. L was able
to maintain attention for the more extended
homework tasks assigned in college. She was
also able to enjoy a similar level of success that
she had achieved in high school. JFP

CORRESPONDENCE

Jay Brieler, MD, Family and Community Medicine, Saint Louis
University School of Medicine, 6420 Clayton Road, Room
2234, St. Louis MO 63117; jay.brieler@health.slu.edu.
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WE WANT TO HEAR FROM YQU!

Have a comment on an article, editorial, or department? You can send it by

1. E-MAIL: jfp.eic@gmail.com
2. FAX:973-206-9251 or

3. MAIL: The Journal of Family Practice, 7 Century Drive, Suite 302, Parsippany, NJ 07054
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