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Methodology
• PubMed, PsychInfo database
• Studies, reports, systematic reviews, national ADHD
guidelines
• Terms identified: ADHD, ADD, Hyperkinetic disorder,
Attention deficit
• Analysis of evidence-based systematic reviews and
consensus meetings at subcommittee and main
committee
• Level of evidence 1++ to 4
Grades of recommendation A to D, Good Practice
Points(GPP)
• Invited consultation (CPG-Singapore HAS Registered list)

ADHD:
- core symptoms linked to Pre-frontal cortex
- dysregulation of dopamine and
norepinephrine

• Inattentive symptoms
• Selective attention –
Dorsal anterior cingulate cortex
• Sustained attention problem solving –
Dorsal lateral prefrontal cortex

• Hyperactive symptoms
• Prefrontal motor cortex

• Impulsive Symptoms
• Orbitofrontal cortex

Pharmacological Treatment
This section will focus on pharmacological treatment for preschoolers, school-aged children and adolescents. Pharmacological
agents used in children with ADHD include
•
•
•

Stimulants (e.g. methylphenidate, amphetamine such as mixed
amphetamine salts, dexamphetamine)
Non-stimulants
Selective norepinephrine reuptake inhibitor (e.g. Atomoxetine)
• α2-agonists [Clonidine, Guanfacine]
• Bupropion
• Tricyclic antidepressants [Imipramine, Desipramine, Nortriptyline]
• Others [Modafinil, Pemoline]

• When medication is considered for the treatment of attention deficit
hyperactivity disorder, methylphenidate should be considered first (pg
32).
Grade A, Level 1+

• Methylphenidate may be used for long term treatment of attention
deficit hyperactivity disorder symptoms, although the benefits of
treatment should be reviewed regularly (pg 32).
Grade B, Level 1+
• Drug holidays during treatment with methylphenidate may be
considered in order to limit adverse effects. Attention deficit
hyperactivity disorder symptoms and impairment during the nonmedication days should be monitored (pg 33).
Grade B, Level 1+

• The height, weight and body-mass-index (BMI) of children receiving
treatment with methylphenidate should be regularly monitored (pg
33).
Grade A, Level 1++
• The height, weight and body-mass-index (BMI) of children receiving
treatment with methylphenidate should be monitored every 6
months. If there is concern about slowing of growth rate, the need
for continued medication use should be reviewed and jointly decided
with parents, and there may be a need to evaluate for other medical
reasons explaining this (pg 34).
Grade D, Level 4

• During treatment with methylphenidate, start at a low dose and
slowly titrate upwards according to the child’s response, or adjust
the timing of medication, to minimise short-term adverse effects (pg
34).
Grade B, Level 1+
• A careful personal and family history of cardiovascular disease
should be taken before starting medication treatment for attention
deficit hyperactivity disorder. Children with pre-existing cardiac
problems should be referred to a cardiologist for evaluation before
treatment with methylphenidate or atomoxetine is initiated (pg 34).
Grade C, Level 2+

• Methylphenidate may be used to treat attention deficit hyperactivity
disorder in children with comorbid tic disorder but treatment should
be stopped if the tics worsen following treatment (pg 35).
Grade A, Level 1+
• The use of methylphenidate should be considered when treating
attention deficit hyperactivity disorder in the presence of co-morbid
disruptive behavioural disorder (pg 35).
Grade B, Level 1+

• The use of an extended-release methylphenidate instead of
immediate-release methylphenidate should be considered if there is
concern about medication abuse. Medication use by these patients
should be carefully monitored (pg 36).
Grade B, Level 1+
• Methylphenidate may be considered for the treatment of attention
deficit hyperactivity disorder in individuals who have also been
diagnosed with autistic spectrum disorder. Care should be taken to
watch for side effects (pg 36).
Grade A, Level 1+

•

Atomoxetine may be used for the treatment of attention deficit hyperactivity
disorder symptoms when there is increased risk with methylphenidate use
[e.g. high risk of abuse or diversion] (pg 37).
Grade A, Level 1+

•

During treatment with atomoxetine, there should be periodic monitoring of
growth (height and weight) and mental state (suicidal thinking). If there is
concern about slowing of growth rate, the need for continued medication
use should be reviewed and jointly decided with parents, and there may be
a need to evaluate for other medical reasons explaining this (pg 37).
Grade A, Level 1++

•

The height, weight and body-mass-index (BMI) of children receiving
treatment with atomoxetine should be monitored every 6 months (pg 38).
Grade D, Level 4

•

Atomoxetine may be used as first line treatment when there is comorbid
attention deficit hyperactivity disorder and tic disorder (pg 38).
Grade B, Level 1+

•

The combination of methylphenidate and atomoxetine should not be used
for the treatment of attention deficit hyperactivity disorder symptoms (pg
41).
Grade C, Level 2+

•

To improve treatment adherence, treatment should be individualised for
each patient with attention deficit hyperactivity disorder, and the parents’
and their child’s preferences should be considered (pg 41).
Grade A, Level 1+

•

The use of methylphenidate or atomoxetine in pre-schoolers should be
considered only if psychosocial interventions have failed. Care should be
taken to regularly assess response and monitor for side effects, so as to
decide if medication should continue to be administered (pg 41).
Grade A, Level 1++

•

The use of methylphenidate or atomoxetine in pre-schoolers should be
considered only if psychosocial interventions have failed. Care should be
taken to regularly assess response and monitor for side effects, so as to
decide if medication should continue to be administered (pg 42).
Grade A, Level 1++
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