Diagnosis and Treatment Issues

In Adult ADHD
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Adult ADHD is a complex disorder that is often
masked by comorbid psychiatric conditions and
plagued by an uncertain identity that has only recent-
ly begun to shift diagnostic and therapeutic para-
digms. A patient with ADHD requires a multifactorial
assessment for an appropriate diagnosis as well as a
highly individualized treatment plan that may include a
stimulant or nonstimulant compound. Each regimen
must be based on a process of initiation, titration,
and monitoring of the patient for safety and efficacy.
This is of particular concern during the management
of a patient transitioning from adolescence to adult-
hood, as well as for the management of an adult who
may have a comorbidity such as substance abuse,
which can significantly impede a physician’s ability to
manage the patient. Clinicians are wise to systemati-
cally screen for all conditions with the belief that full
results are obtained when comprehensive assess-
ment and intervention plans are applied.
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ing barriers to effective treatment as a means to
improve patient outcomes.
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Introduction

Until the mid-1980s, attention-deficit/hyperactivity disorder
(ADHD) was thought to be primarily a pediatric disorder. Howev-
er, studies conducted between then and now have consistently
found that the symptoms of ADHD can persist into adulthood. A
2006 iteration of the National Comorbidity Survey Replication
(NCSR) estimated that the prevalence of ADHD among adults in
the United States is 4.4% (or between 8-9 million individuals).
Approximately 75% of these individuals have never been given a
diagnosis and only 11% of them are receiving or have received
treatment.! During the last few years, both research and treatment
strategies have begun to focus more intensely on adult patients
because they experience challenges related to ADHD that are dif-
ferent from those of children; they are also more likely to self-med-
icate with alcohol or illicit drugs, and their condition may be
misdiagnosed and incorrectly treated with prescription drugs.

Psychiatric comorbidities of ADHD include depressive disor-
ders, anxiety, substance abuse disorders (SUDs), and bipolar
disease—any of which can hinder diagnosis. The costs to the
individual with untreated or incorrectly treated ADHD are great
because the condition can erode personal relationships, nega-
tively affect job performance and overall career goals, and lead
to erratic behaviors that can endanger society, such as automo-
bile accidents. In a study by Biederman and colleagues, adults
with diagnosed ADHD were significantly less likely to have grad-
uated from high school (83% vs 93% of controls; P<0.001) or to
have obtained a college degree (19% vs 26%; P<0.01), were less
likely to be currently employed (52% vs 72%; P<0.001), and were
significantly more likely to have changed jobs over a 10-year peri-
od (5.4 vs 3.4 jobs; P<0.001).2 An investigation of adolescents
and young adults with ADHD showed that they were more likely
than their non-ADHD peers to receive traffic citations and have
their licenses suspended, and that they were involved in a greater
number of automobile accidents.®
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The etiology of ADHD is not known but recent studies suggest
both a strong genetic link* and environmental factors, such as his-
tory of preterm delivery® and maternal smoking during pregnancy.®
The rate of familial transmission in ADHD is known to be high, with
estimates of its inheritability hovering around 75%.” The combined
subtype of ADHD is characterized by symptoms of inattention,
impulsivity, and hyperactivity with a childhood onset, although the
condition may not have been diagnosed in childhood.® Hyperactiv-
ity symptoms tend to wane in adults, as the hyperactivity is more
often felt than manifested.® Compared with children who may act
out in a classroom environment by fidgeting (hyperactivity) and
interrupting others (impulsivity), adults with ADHD may have
learned to compensate, keeping such cues under control, but they
may still exhibit symptoms of inattention that ultimately erode their
quality of life.

Childhood ADHD Persisting into Adulthood

As a child with ADHD enters adulthood, does he or she recov-
er from the condition, or does it transform into another psychi-
atric condition? Early studies of children with ADHD concluded
that all ADHD symptoms decline with age. For example, a longi-
tudinal study reported in 1996 by Hill and Schoener found that
the rate of ADHD in a given age group, based on Diagnostic and
Statistical Manual of Mental Disorders, Fourth Edition (DSM-IV)
criteria, starts at 4% in childhood and declines by 50% every 5
years.'® By extrapolating this figure into adulthood, the
researchers estimated that the rate of adult ADHD is 0.8% at
age 20 and 0.05% at age 40.

Follow-up studies have shown that ADHD does indeed persist
into adulthood. A study reported by Biederman et al in 1996 fol-
lowed children with ADHD for 4 years and found that 85% of them
continued to manifest the disorder through the end of the follow-up
period'"; only for a minority of children was ADHD a transient dis-
order that remitted early in its development. The results of the
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Figure 1. Average household income by level of education attained in adults with and without ADHD.

2P<0.05; °P<0.001
ADHD, attention-deficit/hyperactivity disorder

Reprinted with permission from Medscape General Medicine. 2006;8(3):12. http://www.medscape.com/viewarticle/536264. (c) 2006, Medscape.
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Figure 2. Prevalence of addiction and antisocial or destructive behaviors in adults with and without ADHD.

ap<0.001; PP<0.01
ADHD, attention-deficit/hyperactivity disorder

Biederman J, Faraone SV, Spencer TJ, Mick E, Monuteaux MC, Aleardi M. Functional impairments in adults with self-reports of diagnosed ADHD: A controlled study of 1001
adults in the community. J Clin Psychiatry. 2006;67(4):524-540. Copyright 2008, Physicians Postgraduate Press. Adapted or Reprinted by permission.

NCSR in 2006, which included a large subset of 3,199 respon-
dents ranging in age from 18 to 44 years, revealed that the estimat-
ed current prevalence of adult ADHD is 4.4%—more than 80 times
the predicted longitudinal prevalence suggested by the 1996 study
of Hill and Schoener.™

The discrepancy among study results in terms of the preva-
lence of ADHD may be a consequence of the fact that
researchers now look at correlates of ADHD that are outside the
criteria set forth in DSM-IV, which are based on symptoms of
impulsivity, hyperactivity, and/or inattention that emerge prior to
the age of 7 years, specifically examining the adult presentation
of ADHD symptoms.™ In a study of 128 boys divided into 6 age
groups (<6, 6-8, 9-11, 12-14, 15-17, and 18-20 years), researchers
assessed the symptoms of ADHD and symptom clusters 5 times
during a period of 4 years. The results showed that age was sig-
nificantly associated with a decline in overall symptoms of ADHD
(ie, hyperactivity, impulsivity, and inattention) as it is defined by
DSM-IV.8 In the oldest age group (18-20 years), the rate of syndro-
matic ADHD remission (loss of full diagnostic status) was greater
than 60%, whereas the rate of functional ADHD remission was
10%; the patients no longer qualified for a DSM-IV diagnosis of
ADHD even though some symptoms of the disorder remained.
With regard to specific symptoms, it is notable that the rate of
remission of inattentiveness was lower than the rate of remission
of either hyperactivity or impulsivity, with inattentiveness persist-
ing past age 20 and most likely well into adulthood.®

Life Impairments Associated With Adult ADHD

Impairments associated with adult ADHD include distress result-
ing from the symptoms, reduced ability to function at work and in
academic settings, problems maintaining stable relationships, and
difficulty participating in social activities. The disorder is common-
ly associated with volatile moods, antisocial behavior, and drug
and alcohol misuse. Adults with ADHD also have an increased risk
for the development of comorbid anxiety, depression, personality

disorders, and substance abuse disorders. If left untreated, adult
ADHD can cause significant personal, social, and economic bur-
dens that have a negative effect on overall quality of life.

Adults with undiagnosed and untreated symptoms of ADHD
experience functional disabilities that can translate into a poorer
quality of life. A study by Biederman and colleagues found that
patients with ADHD were less likely to be employed regardless of
educational level attained: 22% versus 34% among those with a
high school education, 30% versus 56% among those with a high
school education and some college, 55% versus 72% among those
with a college education and some postgraduate study, and 65%
versus 77% among those with a postgraduate degree.? Conse-
quently, annual incomes were significantly lower for individuals
who had ADHD (Figure 1), with the greatest discrepancy seen
among those with a postgraduate degree who earned 43% less per
year than individuals with a postgraduate degree who did not have
ADHD.™ The economic impact can be as devastating and as far-
reaching as the destructive behaviors that accompany undiag-
nosed, untreated adult ADHD.

Individuals with untreated ADHD are also at increased legal risk.
Substantial evidence shows that antisocial and destructive behav-
iors and arrest histories are significantly more prevalent in adults
with ADHD than in those without ADHD (Figure 2).2 A study of
hyperactive children showed them to be at greater risk for antiso-
cial activity and arrest by the time they reached young adulthood,
chiefly as the result of illegal drug possession, use, and sale.™
Compared with their non-ADHD peers, adolescents and young
adults who have ADHD are significantly more likely to be arrested
(39% vs 20%), convicted (28% vs 11%), and incarcerated (9% vs
1%)." Driving ability is also a concern in this population. In a study
comparing adults who had ADHD with a cohort of psychology stu-
dents, the persons in the ADHD group rated themselves as angry
(P=0.05), risky (P=0.01), and unsafe (P=0.001) drivers.'® In the
analysis, the ADHD group was significantly less able to concentrate
on driving (P<0.01) and exhibited more loss of control than the stu-
dent cohort (P=0.05).



Table 1. Psychiatric Disorders With Symptoms Similar to and Different From ADHD

Psychiatric Disorder

Bipolar disorder

Generalized anxiety

Major depression

Personality disorders, particularly borderline and

Symptoms Shared With ADHD

Hyperactivity, difficulty maintaining attention and
focus, mood swings

Fidgetiness, difficulty concentrating

Subjective report of poor concentration,
attention, and memory; difficulty completing
tasks

Impulsivity, affective instability

Distinctive Features

Enduring dysphoric or euphoric mood, insomnia,
delusions

Exaggerated apprehension and worry, somatic
symptoms of anxiety

Enduring dysphoric mood or anhedonia, sleep
and appetite disturbances

History of arrest (antisocial personality); repeated

antisocial personality disorders

Substance abuse or dependence

ADHD, attention-deficit/hyperactivity disorder

Based on reference 17.

Comorbidities Associated With ADHD

Adult ADHD is rarely a singular diagnosis—adults with ADHD
frequently have 1 or more psychiatric comorbidities that can blur
ADHD symptomology, often making a proper diagnosis and effec-
tive treatment difficult (Table 1)."” When attempting to make the
differential diagnosis between ADHD and comorbid psychiatric
disorders, it is important to look at not only the cross-sectional
presentation of symptoms, but also the longitudinal history. ADHD
symptoms tend to be more or less present throughout the life-
span. Symptoms of comorbid disorders, such as mood disorders
or substance abuse, can be more episodic or have a discreet
time of onset.

According to the NCSR study,' the following comorbidities were
2 to 3 times more common in adults with ADHD than in adults with-
out ADHD:

* anxiety disorder, typically social phobia (1 in 2 adults);
¢ mood disorder, mainly depression or bipolar disease (1 in

3 adults);

* impulse control disorder, intermittent explosive disorder (1 in

5 adults);

e SUD, usually abuse of alcohol, cocaine, ' or tobacco (1 in

6 adults).™

In addition, adults with ADHD were a 2-fold more likely to be sub-
stance abusers: A study found that 55% of adults with ADHD
abused 1 or more substances compared with 27% of non-ADHD
adults.?° Substance abuse typically begins earlier in life in patients
with ADHD, lasts longer before remitting, and is characterized by a
more severe course than in patients without ADHD.?'

Interestingly, the subtype of ADHD might influence which sub-
stances are abused. A study by Abrantes demonstrated not only
that ADHD is associated with the early onset of substance involve-
ment, but also symptoms of hyperactivity and impulsivity are linked
more closely with alcohol and marijuana use, whereas symptoms
of inattentiveness are more closely associated with marijuana and
nicotine dependence.??

Diagnosis of Adult ADHD

In the 1990s, Wender developed a set of ADHD symptoms,
referred to as the Utah criteria, that reflect the distinct features of the
disorder in adults.?® The diagnosis of ADHD in an adult requires a
longstanding history of significant symptoms of ADHD that date

Difficulties with attention, concentration, and
memory; mood swings

self-injurious or suicidal behaviors (borderline
personality); lack of recognition that behavior is
self-defeating

Pathologic pattern of substance use with social
consequences; physiologic and psychological
tolerance and withdrawal

back to at least the age of 7 years. In the absence of treatment, such

symptoms should have been consistently present without remission.

In addition, hyperactivity and poor concentration should be present

in adulthood, along with 2 of 5 additional symptoms: affective labili-

ty, hot temper, inability to complete tasks and disorganization, stress

intolerance, and impulsivity. Unfortunately, the Utah criteria can be

inaccurate for many adults with ADHD for the following reasons:

1. They fail to identify patients with symptoms predominantly of
inattentiveness.

2. They exclude some patients with significant comorbid psy-
chopathology.

3. They diverge significantly from the DSM-IV concept of what
represents a diagnosis of ADHD.

Likewise, there are issues with the application of the DSM-IV
symptom criteria in adults as they do not include developmentally
appropriate symptoms and thresholds for adults, and they fail to
identify some significantly impaired adults who would likely benefit
from treatment but whose condition does not match all the criteria
required by DSM-/V.

Diagnostic and Symptoms Rating Scales

Diagnostic instruments are being developed to better identify
ADHD in the adult population. The Adult ADHD Clinical Diagnos-
tic Scale version 1.2 (ACDS)* and the Conners’ Adult ADHD Diag-
nostic Interview for DSM-IV (CAADID) can aid in diagnostic
evaluations. The Adult ADHD Investigator Symptom Rating Scale
(AISRS)?°, Attention-Deficit Hyperactivity Disorder Rating Scale
(ADHD-RS)?%, and the screening version of the Conners’ Adult
ADHD Rating Scale (CAARS-0:SV)* are useful for tracking symp-
toms and progress during treatment. The Brown Attention-Activa-
tion Disorder Scale (BAADS) consists of 40 self-report items that
measure core symptoms of ADHD.?” The scale assesses 5 symp-
tom clusters: activating and organizing work, sustained attention
and concentration, sustained energy and effort, irritability and sen-
sitivity, and memory and recall.

The advantage of using the ACDS or the AISRS is that they include
modular probes and prompts that are geared to help the clinician
adequately establish the scope and degree of impairment of an adult
with ADHD symptomatology. Self-report symptom scales include the
Adult ADHD Self-Report Scale (ASRS)? and the long and short self-
report versions of the CAARS-S:S/L.%* The ASRS can be down-
loaded at www.med.nyu.edu/psych/assets/adhdscreen18.pdf.
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Table 2. Summary of FDA-Approved Medications for Adults
With ADHD

Medication Starting (Maximum) Adult Dose

Amphetamine salts-XR 20 mg/d (60 mg/d)

Atomoxetine 40 mg/d, increase to 80 mg/d after 3 d
(100 mg/d)
Dexmethylphenidate XR 10 mg/d (20 mg/d)

Lisdexamfetamine 20-70 mg/d (70 mg/d)

ADHD, attention-deficit/hyperactivity disorder
Based on references 38-41.

Conners’ instruments are available from Multi-Health Systems at
www.mhs.com. A more complete discussion of adult ADHD scales
can be found in the article of Adler and Cohen.?

Investigator Ratings May Be More Valid Than Self-Rating in
Adult ADHD

The CAARS are one of the more widely used instruments for
assessing adult ADHD. In a recent analysis of 2 double-blind,
placebo-controlled, parallel studies of adult patients with ADHD,
although investigator ratings and patient self-ratings on the CAARS
exhibited strong internal consistency and good inter-rater reliabili-
ty, baseline scores were more predictive of end point scores when
both baseline scores and end point scores were determined by
investigators rather than by patients.?® Furthermore, the assess-
ments correlated more strongly with other functional and clinical
variables when conducted by the same rater.

In this analysis, 536 volunteer patients were randomized to
10 weeks of treatment with atomoxetine or placebo. Strong evi-
dence was observed for internal consistency between baseline
and end point scores on all 5 CAARS whether patients were inves-
tigator-rated or self-rated (Cronbach’s o >0.74). The 2 sets of raters
agreed on efficacy (defined as a 30% reduction in symptoms) in
more than 85% of cases on all 5 CAARS. End point scores for
CAARS Total Symptoms, Total DSM-IV ADHD Symptoms, and
Hyperactive/Impulsive Symptoms were influenced by the interac-
tion between the respective baseline scores and raters, indicating
that each baseline score was a better predictor of the correspond-
ing end point score when investigators, rather than subjects, pro-
vided the ratings. Further studies will be performed to confirm that
CAARS baseline scores derived from investigator ratings have
greater predictive power than CAARS baseline scores derived from
patient self-ratings.

Therapies for Adult ADHD

The goal of ADHD treatment is to address the symptoms (with
either pharmacotherapy or nonpharmacologic forms of therapy)
that impair the patient’s functioning, without causing intolerable
adverse reactions that will prevent the patient from adhering to
treatment.

Pharmacotherapy

Psychostimulants, such as methylphenidate and the ampheta-
mines, are effective first-line pharmacotherapy for ADHD when used
appropriately in individuals who are not prone to substance abuse
disorders. However, diversion and misuse of prescription stimulants
are a growing concern among young adults and college students.

Short-acting psychostimulant formulations may have a higher

potential for abuse, misuse, and diversion.?° In an analysis of stud-
ies comprising 113,104 subjects, rates of nonprescribed stimulant
use were reported to range from 5% to 9% in children of grade
school and high school age and from 5% to 35% in persons of col-
lege age. Lifetime rates of diversion ranged from 16% to 29% in stu-
dents with stimulant prescriptions who were asked to give, sell, or
trade their medications.®!

Long-acting stimulants may be less likely to be misused or
diverted because of the difficulties encountered extracting
methylphenidate or amphetamine from beaded or osmotic extend-
ed-release preparations.®23% These include osmotic controlled-
release methylphenidate, extended-release mixed salts of a
single-entity amphetamine, extended-release dexmethylphenidate,
and the methylphenidate transdermal system.

Nonstimulant treatments for ADHD (eg, atomoxetine, a norepi-
nephrine reuptake inhibitor) should be considered for patients who
are at high risk for substance abuse or misuse or the diversion of
stimulants.?* Lisdexamfetamine mesylate is a therapeutically inac-
tive prodrug, in which p-amphetamine is covalently bonded to
L-lysine; after oral ingestion, the covalently bonded p-amphetamine
is converted to pharmacologically active D-amphetamine.®®3 The
FDA recently approved this agent for use in adults with ADHD
based on data obtained in clinical trials that included adults.®”
Table 2 lists the FDA-approved medications for adult ADHD.

Although psychostimulants are essentially safe when used as
prescribed, both stimulant and nonstimulant classes carry warn-
ings for potentially serious cardiovascular events.384! All patients
should have monitoring of blood pressure and pulse during treat-
ment and patients with pre-existing cardiovascular conditions
should be monitored more carefully.

The American Heart Association (AHA) recently stated that it is
“‘reasonable and useful” to perform baseline electrocardiography
(ECG) before initiating stimulant therapy in a child with ADHD.*?
The AHA indicated that the assessment of a child with ADHD
should include a detailed patient and family history, a physical
examination, and baseline ECG, which often can identify cardiovas-
cular abnormalities such as hypertrophic cardiomyopathy, long-
QT syndrome, and Wolff-Parkinson-White syndrome. Although the
intent of the AHA is not to limit the use of stimulant drugs, which
have demonstrated efficacy in relieving the symptoms of ADHD, the
organization wants to ensure that the medications are used safely.
According to the AHA, if evidence of heart disease is uncovered by
ECG, the problem should be treated before the patient receives
pharmacologic therapy for ADHD. ECG should be repeated during
stimulant treatment. Although the AHA made no comment about
performing baseline ECG in adults with newly diagnosed ADHD,
the fact that many adults as they enter middle age are prone to a
variety of cardiovascular diseases, ranging from hypertension to
dyslipidemia, indicates that it would be prudent to conduct this
procedure. On the other hand, middle-aged adults are more likely
to have had an ECG at some prior point than are children.

The pharmacotherapies for ADHD carry some additional warn-
ings. As mentioned previously, medications from the stimulant
class have the potential for abuse, and therefore carry a warning
related to use of these medications in patients with a history of drug
abuse. The use of stimulant medications has also been associat-
ed with the development of tics, glaucoma, agitation, and psy-
chosis.®4%4! The nonstimulant, atomoxetine, carries a black box
warning for suicidal ideation in children, adolescents, and young
adults, as well as a bolded warning about the potential for severe
liver injury. Atomoxetine has also been associated with hypersen-
sitivity and narrow angle glaucoma.®®

In addition to the warnings, all of the pharmacotherapies are
associated with some adverse events. Some of the more common
adverse events for both the stimulant and nonstimulant treatments
include dry mouth, nausea, decreased appetite, dizziness, and
insomnia. Atomoxetine has also been associated with constipation,



erectile dysfunction, urinary problems, and dysmenorrhea.?® With-
in the stimulant class of treatments, adverse events include
headache, anxiety, agitation or irritability, feeling jittery, and diar-
rhea. In addition, amphetamine salts-XR has been associated with
weight loss and tachycardia;*® dexmethylphenidate has been asso-
ciated with dyspepsia and pharyngolaryngeal pain;*° and lisdexam-
fetamine has been associated with upper abdominal pain and
fatigue.”!

Behavioral Therapies

Some patients report a reduction of ADHD symptoms during
behaviorally oriented therapies.

Cognitive-Behavioral Therapy

In the only controlled trial of psychotherapy for ADHD conduct-
ed to date, cognitive-behavioral therapy (CBT) was associated with
a reduction of residual ADHD symptoms in patients managed with
medication.*® The trial demonstrated a lower rate of investigator-
reported depression (P<0.01) in patients receiving CBT, as well as
a trend to a lower rate of self-reported depression (P=0.06). CBT
continued to show superiority over continued psychopharmacolo-
gy alone when levels of depression were statistically controlled for
in analyses of core ADHD symptoms. Significantly more treatment
responders were counted among patients who received CBT (56%)
than among those who did not (13%; P<0.02). These data support
the hypothesis that CBT for adults with ADHD who have residual
symptoms is a feasible, acceptable, and potentially efficacious
next-step approach to treatment and worthy of further testing.

Neurofeedback

Neurofeedback (NFB; also known as neurobiofeedback or elec-
troencephalographic biofeedback) attempts to train brainwave
activity, as measured by electrodes on the scalp. Electrode data are
presented to the patient as feedback in the form of a video display,
sound, or vibration. If brain activity changes in the direction desired
by the therapist, a positive “reward” feedback is given. If brain activ-
ity regresses, either a negative feedback or no feedback is given,
depending on the protocol. Although a review of a number of
ADHD studies indicated that NFB has some merit in controlling
ADHD symptoms,** there were no findings that could be general-
ized once the course of NFB had been completed.

NFB also has a few constraints. A sustained, long-term improve-
ment may require as many as 60 sessions, or 6 months of treat-
ment. However, when potential improvement in quality of life is
factored in, a 6-month time frame may be a reasonable investment
if the outcome appears to be good. Compared with a program of
medication, the cost is higher for NFB in the short term; success-
ful long-term change has been found in as few as 20 sessions in
30% of ADHD cases treated with NFB.44

Psychotherapy

In a pilot study that evaluated group therapy in 72 adult patients
with ADHD, a structured group program in skills training resulted in
significant symptomatic improvements.*® The patients were
assigned to 13 weekly sessions, each lasting 2 hours, at 4 different
sites. The therapy was well tolerated and led to significant reduc-
tions in ADHD and depressive symptoms, and significant improve-
ments in personal health status (P<0.001). The investigators
observed that treatment site and medication were not factors relat-
ed to overall improvement. From a patient standpoint, the program
topics “behavioral analyses,” “mindfulness,” and “emotion regula-
tion” were regarded as the most useful. The therapy program
demonstrated therapist-independent effects that appeared to be
disorder-specific. More controlled studies are warranted to further
assess this therapeutic option for adults with ADHD.

Conclusion

Adult ADHD is a complex disorder that is often masked by
comorbid psychiatric conditions and plagued by an uncertain iden-
tity that has only recently begun to shift diagnostic and therapeu-
tic paradigms. Clinicians are wise to systematically screen for all
conditions in the belief that full results are obtained when compre-
hensive assessment and intervention plans are applied.
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Select the single-letter response that best answers the question or completes the sentence and record your answers in the Post-test
Answer Section on the following page. Physicians must score at least a 70% in order to receive credit.

Of the 13 million American adults who have attention-
deficit/hyperactivity disorder (ADHD), in what percentage has
the disease never been diagnosed?

a. 25%

b. 50%

c. 75%

d. 90%

In a study by Biederman and colleagues, adults with diagnosed
ADHD were than their non-ADHD peers.

a. more likely to have graduated from high school

b. more likely to have graduated from college

c. more likely to be unemployed

d. less likely to have changed jobs over a 10-year period

Research shows that in comparison to symptoms of hyperactivity
and impulsivity in ADHD, the symptom of inattention in ADHD
declines at over time.

a. afaster rate

b. a slower rate

c. the same rate

d. a perpendicular rate

The National Comorbidity Survey Replication demonstrated that
almost 1 in 6 adults with ADHD also have

a. a mood disorder

b. an anxiety disorder

c. an impulse control disorder

d. a substance abuse disorder

Which psychiatric disorder shares symptoms of impulsivity and
affective instability with ADHD?

a. Borderline and antisocial personality disorder

b. Generalized anxiety disorder

c. Bipolar disorder

d. Major depression

10.

Which of the following is a self-report symptom scale for adult
ADHD?

a. Adult ADHD Clinical Diagnostic Scale

b. Conners’ Adult ADHD Rating Scale

c. Conners’ Adult ADHD Diagnostic Interview for the DSM-IV

d. Attention-Deficit Hyperactivity Disorder Rating Scale

Which of the following products is not a psychostimulant?
a. OROS (osmotic-release oral system) methylphenidate

b. Dexmethylphenidate XR

c. Atomoxetine

d. Lisdexamfetamine

What assessment did the American Heart Association recently
strongly suggest that children undergo before being prescribed
a psychostimulant agent for ADHD?

a. Alanine transaminase (ALT) measurement

b. Electrocardiography

c. Electroencephalography

d. Thyroid-stimulating hormone (TSH) measurement

Which of the following is a therapeutically inactive prodrug that
is converted to pharmacologically active b-amphetamine?

a. Atomoxetine

b. Benzedrine

c. Lisdexamfetamine

d. Methamphetamine

Which nonpharmacologic approach attempts to train brain wave
activity?

a. Acupuncture

b. Biofeedback

c. Hypnotherapy

d. Psychotherapy
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