ADHD Across the Lifespan

Recognition, reality & resolution
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- Definition

Ade Inappropiate inattention with/without
hyperactivity & Impulsivity, beginning;in
the first 7 yrs of life, for more than 6 mo,
persist In more than one situation & not
associated with PDD; other mental-health
disorders e.qg. anxiety, depression or other
pSychiatric problems. o




A developmental diserder resulting from
Immaturity. of brain inhibitory; system..

Maladaptive & inconsistent with age

appropriate behaviour.

Significant impairment in social &
academic functioning.

First reported by Prof G Still in 1902




Shifts.in Conceptualising ADHD

1930s- 50s—Minimal Brain damage.
1950s- 60s Minimal Brain Dysfunction.

1966 & 68—Hyperkinetic reaction; of
childhood.(IC28 & DSM-II)

1980- Attention Deficit Disorder (DSMII)
1987- ADHD (-only combinedlx) DSM-IIIR
1992- ICD-10 : HKD

1994— DSM-1V . AD/HD - 3 types




Prevalence:

3-5% In 'school age children. (DSW)

UK- N.I.C.E.: estimated 5% of school age
( 345,000 in England & 21,000 in Wales)!
AACAP: 10%: boys, 5% girls in schools.
Boys:qgirls= 24: 1.

Persists in 5%60% into adelescents &
adults (profile - may change)




Pathophysiology

~ Noradrenaline Nenye
 Dopamine @ 4 M=




causes

Altered brain function: MRI,SPECT,PET
small frontal lobe«& basal ganglia, less
dopamine activity.

Hereditary: genetic rather than

environmental polygenicinheritance. »

Maternal smoKing, drug misuse and
exposure to toxins

Not due topsycholstress, disturbed family.




Evidence supporting genetic
basis

ADHD IS more:common in blologlcal
relatives.

Higher rate of ADHD in related parents &

children:compared to, adopted children.

Greater incidence in identical twins than
nonidentical twins.




Subtypes of ADHD (DSMV)

Based on core symptoms of IN, HP and
IMP, two broad categories: .

Combined type with inattention &
nyperactivity/impulsive
Predominantly.inattentive
Predominantly hyperactive/impulsive
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Clinical
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Assassment

Deialled nistory since oirir).
Physical exarninator.
Develogrnent,
Standardised rating scales.
Diagnosis criteria of ICELO or DSMIV,
Co-rnorpic conditions.
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Co-rnoroidity

Opoositional deflant disorder (ODD).
Conduct disorder.

Learning disapility.

Tourette s syndrorme.

Anx]ety/ depression disorder, OCD,
Dyslexia, DCD, DAMP




Complicailons

supstance rnisusesmoring, drinking &

Nicotine exirers eJ/ Cormmor

o vrs ADFID = 14 yrs non ADFD

% ADHD =8 % non ADrFID

15
65% of ADFD cnildren are syrnptornaitic In

acdultnood (AACAPR).



Population siudy 162 children

Dyslexia 19

22 26
7 23 Dyspraia
s 10

ADFID

40 /48 ADFD co morbid



ADFD
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ADFD 50 %- rlave ODD [/ CD
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Differeniial Diagnosis

Physical lllness, disapility, drugs = nyper.
rlearing loss, dev delay = Inattenton
S.E of medications e.g. AED

Sleeplessness = anxiety, ODD
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Meanagernent

3 prirnary mocdalliles are
Educational modifications: exira nelp,
mocdifled |[EP

Bernaviour morIJr/mJ siraiegles.
Mecdicatiorns.
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Benaviour modifying & educational
approach

Clinical nenaviourzal rmx strategles

Farnily inerapy

soclal syll training

Individual tnerapyart, psycno, play, rmusic
Support groups and link farmilies
Pareniing sxill training
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Medication (cont)

Otner drug=Clonidinalmiprarnine
Risperidone
Newer drug Atormoxetine

Experimentar Diet, olofeedpack



ADHFD Is a cormnrmon penavioural conditlorn witn

clear diagnosis criterla.
ADHFD co-axsis witn otneconcd in one tnirc of

cnildrer.
r\ Jrroru evidence of role of stirnulanis-+/

penavioural therapy.
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Sorme useful weosites

www.nice.org.uk
www.addiss.co.uk
www.adders.org
www.mentalhealth.com
? Contact me:
snbanerje@doctors.orgik







