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I don’t think that drugs are bad—just
overused

Downloadable Materials (Free) on our Websites

|
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ADHD: Importance to Professionals
Children dealt with by:

— Health Care Protessionals
—Mlental Health Professionals
— Allied Health Professionals
—Educators
Most common behavioral referral to health care
professionals
Most conunon referral diagnosis in gpecial education

Muost common behavior problem in regular education
classrooms

Aost common diagnosis in child mental health facilities




“All of the ‘experts’ at Jerome Horwitz
Efementary School had their opinions
about George and Harold. Their
guidance counselor, Mr. Rected,
thought the boys suffered from A.D.D.
The school psychologist, Miss Labler,
diagnosed them with A D.H.D. And their
mean old principal, Mr. Krupp, thought
they were just plain old B.A.D.I"

Core Symptoms—Same Over Past
50 Years

Inattention
Impulsivity

Hyperactivity

Domains of Impairment in ADHD
Children

* Relationships with parents, teachers,
and other adults

* Relationships with peers and siblings
+ Academic achievement

* Behavieral fumctioning at school

* Family functioning a¢ home

+ Leistre activities

Central Role of Impairment in Treatment

Impairment—that is, problems in daily life fuactioning
that result from symptoms and deficits in adaptive skills--
rather than symptems themseives is

— i1 why chuldien ase refered,

— 2 what mediater bongterm outeonse, and therefoce

= {3} what siould be targeted m teatment
Key domaing sre peer relstionships, parenting/family, and
academic achicvement
Assessment of impairment in daily life functioning and
adaptive skills is the most fundamental aspect of

~ yutsal eval to 4 targets of treat
= Umgomng 1 to evaloate beatinent revponse
Normalization or minimization of impairment in daily life

functioning and maximization of adaptive skills is the goal
of treatinent—not elimination of symptoms

What is Effective, Evidence-based
Treatment for ADHD in Children?




Treatments That Are Commonly Used but Are
Not Evidence-Based (i.e., are Not Effective)

11+ Traditsonal one-to-one therapy

12y Copmitive therapy

131 Odfice based "Play therapy™

141 Ehnunation diets

151 Biofeedback neural therapy attention (EEG traung
161 Allergy treatments

17 Cluropractics

18+ Perceptual of motor traimng sensory integration truning
191 Treatment for balance problems

t1ths Pet therapy cincluding horse therapy

1 114 Duetary supplements megavitamuns. bue-green algae
(125 Duct tape

Evidence-Based Short-term
Treatments for ADHD

(1) Behavior modification
—48 classroom studies (N - 900)
-80 parent training studies (N - 5.000)
tincluding prior to DX cat. ODD CI)
{2) CNS8 stimulant medication
250 studies (N - 5000)
{3) The comnbination of {1} and (2).
23 studies (N - 800)

All studies are primarils crossover studies

How Should These Treatments be
Sequenced?

* Begin medication first (physician
practice)?

* Begin behavior therapy first ( parent
preference)?

* Begin them simultaneously (MTA
procedure)?

Why is it important to use behavioral
treatments first and then add medication if
it is needed?

DO NO HARM

What would you do with your own child?

Limitations of Pharmacological Interventions
When Used Alone
Rarely sutficient to bring a chuld to the normal range of
functivnung

Iy Works only as long a3 medication taken
31 Not effective for all chaldren -

4+ Dues oot affect several impontant vanables (e g . acadenuc
achrevement. concurrent fanuly problems)

6+ Poor Comphance in long-term use
v Parents are net satisfied wath medication alone

§»  Removes meentive for parents and teachers to work on other
treatments

9+ Umform lack of evidence for beneficial long-temm effects

101 Potential sepous adverse effects in growth and substance use
tdata controverstal

Comprehensive Treatment for ADHD:
Key Principles
* ADHD is a chronic condition that requires a chronic
disease model of care—treatment never stops

* Functional impairment and deficient adaptive skills are
more important than DSM symptoms and need to be the
focus of assessment and treatment

Teaching skifls to parents, teachers, snd children is the
hasis of treatment and needs 1o be done first

Medication added if necessary at minimal dose

.

+

Will require systems redesign (e.g., schools, mental
bealth clinics, primary care)

Interventions need to be feasible for and palatable for
Tamilies so they will be maintained in the long run

Early intervention is very important (reading example)
Interventions need to be evidence-based




Components of Effective,
Comprehensive Treatment for
ADHD

+ Parent Training--Use always

+ School Intervention--Use always
+ (hild Intervention--Use always
+ Medication--{se when needed

VWhy is it Important to Include Parent
Training in Treatment?

Parents of ADHD children have significant stress,
ps¥chopsthology, and peor paresting skills

ADHD children contribute greatly to parcental stress
Parent—child relationships in ADHD families are
disturbed

Parenting styles characteristic of ADHI parents predict
long term negative outcomes

These are transactional processes leading to ever
greater dysfunction

+

.

Parenting mediates most negative outcomes and needs
to be the main focus of intervention

No evidence that medicating the child affects these
factors

Do Your Children Cause You Stress?

Parental
Drinking

Components of Effective, Comprehensive
Treatment for ADHD

Parent Training

Behavioral approach

Fotu on porenting skdle, chulds behiavior, and famdy relationups

Parents beacn skills and mplement teatnient with clald, meddyng
wsterventions a4 necessary tang ongotng fanctionnl anabas

Group-based, weekty aemons with therapist untially (8-16 setmons). then
contact faded

Dot expect mdant changes--improvement {leatung) often giadnal

ontumed support and conlact a2 long as necesary (¢ g. 2 or 3 vears and of
wheu deterzoqabion occw)

Program for mauntenance and relnpre preventwon (¢ g . develop plas ton
dealing with concoarent cvehe parental problents, mch az maternal
depresion. parental subwtance abuse. and divorce, make programy palatable
and feasble)

Reedablish contact for major developmental franattions (e g . adolecencet
("an be offered in MH. prunay cace, achools. chmchen, commwnity cenlent
by mdividals with wide vanety of rauung—very cod effective




Behavioral Interventions in the Home

1 House roles
2 lgnore nuld mappropriate hehavion and pravse appropiate
belavsons ichoowe your hatther )
¥ Approprate commanda
= Utdam dht chald'= aftenion =av e chekd's panse
= [Fee commmud not et lansas
-~ B mpecdx
= Comwand e bosef and spproprste le fac culd's developmcntal evel
= State conequences s foltow teough
4 Daly charts
5 Premack contingencies te g . walch TV ar phone tume contungent
npos home vl completion b
6 Tune oul from porstive remforcement work cluver
Pount token matens wih hoth reward and cod compouents
3 Levelmyaten
9 Homework how
30 lopliaciug negoliating with adoleacents

Components of Effective,
Comprehensive Treatment for ADHD

School Intervention

Behavioral approach—tenchess are tramed and umplement treatment
with the chuld. modifving mtervention: 22 necexsary tang ongong
fouctional anahyes

Focus ot clawmoom bebavir, academnc pesformance. and peet
relationhipr

Widelr avaulable in achooke

Consenltant works with teacher—mitinl weekly mewacns. then contact
taded

Don’t expect umdant changer—umupsovement (learmung) often gradval

Conhnued rapport and contact for ax boag ar neceszary—tvpscaliy
mnktaple vears and of 1f deteriozation

Program for mamtenunce and relapse prevention (¢ ¢ . achool-wide
programs, train all achool taft, wcoding sdmmutzators,
eventwally trae parent lo puplement and monitos

Reextablish contact for major developmental ranations te g .
adolescencet

Classroom Behavioral Interventions

1 Claesmoom rules and sroctare
#Be renpecttul of others
# thev adults
*Woak quactly
a5ty w asagned neal area
allse matertals appropnateh
sRause hand to speak or ark for help
@5ty an task compleie aragomenta
2 Ignore nuld mapproprate behiaviors thal are not 1eintorced by peer
atkention and prasee appeopriate helivices
¥ Povate reprunands (a1 cluld's deak oz woch ar possible and
appioprate commandr telear, bref. rpecificy
4 iﬂkd and sAractare for mdnoidnal chuld ie g . desk placement. task
eet )
£ Dby report card notebook
6 Prewack confmgencien (e @ . 1ecess e cotingent npon completing
work. axugning kess deanable work poot to moce desmable
asiLgusents )

Do Teachers Use Behavior Modification?
That is, is it available in your community?

-

A national sample of teacher surveys were
collected from 26 counties across the United
States.

948 surveys are induded in these results.
The teachers were asked to indicate whether
they used a number of behavier modification
procedures.

* Teachers could indicate that they used
procedures consistently, sometimes, or not at
all.

The following tables illustrate the percentage

of teachers who used each procedure
consistently or semetimes.

.

Use of Rules, Ignoring, and Praise

Ulse 1n General Ulse with an ADHD ctuld

Use a school-home communication
procedure

TTse 1n General Ulse with an ADHD chuld

Comsistewth: Homcthmes Consistently Somctimes

Rules 94.1% 0% 89.7% 8.T%
Ignoring 61.5% 344% 0% 33.2%
Praise 85.3% 13.9% 80.4% 17.6%

Condstentty | Somciimoes | Comsiuicwth' | Sembrtimcs
Drnily’ bomae 1746% 447, L8 pE 2
ke
Weekds home 1. M. X 2 1%.4%
nole
Dadhy 13port 1.2 2840 17 179%
cd
Weeldy 1.4 I%.4% 148 22.4%
vepoit cand
Any of te 42.9%¢ 413 4" X T
shove




Thse More Istendve Behavior Modification Procedures

Use 1n general Ulse with an ATYHIY chuld

Consstratly |  Someties Camsdstentty Somethoes

When-then 4.5 4.7 Hite 4.0
contimpencies

Polmt sysiem Hr. e, .. 4.0,

Response cost pt £ 335, 32.1% e,

Groap By I 2. Fa
Tomtimpency

Time owl 9.9 12.1% ) g} 42.8%

Any of the 1.9 15.5e £8.4% 263"

ahove

Daily Report Card (Downloadable)
« Anintegral part of al} of our school interventions
with ADHD children

« Serves as a means of identitving. monitoring, and
changing the child's classroom problems

« Dowbles as an avenue of regular communication
between the parents and the teacher

» Costs little. takes little teacher time, and is highhv
motivating to the children if parents have selected
the right rewards for home back-up

« Effectiveness documented in numerous studies
+ Can be used to titrate medication dose

Daily Report Card: Good Example

Child's Name: Dats:

Follows classrieswithnomarethan Y N___ Y N_Y N__Y N___
3 ruke vickations per period.

Completes assignmentswithinthe Y N__YM_Y N__Y N__Y
ed tinne.
Completes assignments at B0% YHN__YHN_Y N_Y N_Y
accuracy.
Complies with tescher requests. YHN__YN_Y N_Y N_Y
Ho more than 3 teasings perperiod_Y N___YN_Y N__Y H__Y

X X ¥ X 2

OTHER
Follows nch ndes (<3 vicktioms). ¥ N
Follows recess nges (<2 wiokbons). Y N
Total Numbar of YesesNes:

Teaches's initials:

c

School-Wide Intervention Components:
the ABC Program
Teacher-Training in (lassroom Management
Scecial Rewnforcement
Commands and Reprimands
Classroom Rules
Premack Conlingencies
School-Wide Rules and Response C'ost System
Classrooms
Transiuons
Lunch Fecess

School-Wide Intervention Components

School-Wide Rewards and
Consequences

Daly Rewards i Classrooms (¢ g . ¢lassroom
Jobs

Fnday Actvities
Time-Cngt Program
Honor Roll
Peer Relationships
Classrovm Soctal Skulls Truning
Recess Programs
Peer Medication Contflict Resolution

School-Wide Intervention Components

Academic Programs
Classwide Peer Tutonng Reading and Arthmetic
Dxuly Homework Assignnwent Sheet
Moditications of Instructional hlatenals and Provedures
Parent Involvement
Daly Notes thome back-up for excetlent school
behavior
Daty Homework AssignmentIndividualized Programs
1e g. Dailv Report Cards
Ongoing Feedback, Consultation, and
Monitoring




Components of Effective, Comprehensive
Treatment for ADHD
Child Intervention

Belavioral and developwental appronch
Focur on teaching scadense. recreationat. and social helurvional

comp ie2, decterrmy agge . micreanng compliaice,
developing close fisendrupe, unpeoving relatoadups with adults
aird buarl deng aelf-eTicacy

Paraprotesrional umplemsented 1fox oot reasons)

Intenave treatments mch &= mmmes featnient programe (% howe dadly
fou 8 weekz), and oc schood-vear. afier-schoal, and Satuzday 16
hordA) semons

Dont expect metant change s+t peovement (heanung ) often gradual

Provided ar long ax v — ple vears cu of det o occar

Progtam for geoeralization and relapee preventson (¢ g, mdegate with
school and parent eatment=—hnk all theongh home achool repoct
card avAems)

Why is it Important to Use Psychosocial
Treatments for ADHD Peer Relationships?

* We have long known that impaired peer
relationships in children are the best predictors
of negative adult outcomes

* ADHD children have seriously impaired peer
relationships

+ ADHD children have the negative adult
outcomes that are predicted by disturbances in
peer relations

+ Peer relationships arguably mediate ADHD
children’s adult outcomes

* Medication does not normalize this demain

Comprehensive and Intensive Treatment for ADHD:
Summer Treatment Program

Named in 1993 as one of the country’s model
service delivery program for children and
adolescents by the Section on Clinical Child
Psychology of the American Psychological
Association,

Used successfully in clinical trials at NIMH, CMHS,
and NIDA

Innovative Program of the Year, 2003, CHADD

Summer Treatment Program Overview

* Eight-week program, 9 hours daily

* Children grouped by age into groups of 12

* Groups stay together throughout the day

* 5 counselors work with each group all day
outside of the classroom

* Ome teacher and an aide staff the classroom
for each group

* Treatment implemented in context of
recreational and academic activities

Tapical STP Schedule
Ti Activity
7:30-8:00 Arrivals
8:00-8;15 Soclal Skills Training
8:15-9:00 Soccer Skilis Training
9:15-10:15 Soccer Game
10:30-11:30 Art Class
11:45-12:00 Lunch
12:00-12:15 Recess
12:15-2:15 Academlc/computer class
2:30-3:30 Softball Game
3:30-4:30 Swimming
4:45-5:00 Recess
5:00-5:30 Departures

Summer Treatment Program Overview
Treatment Components:
Point System
Social Skills Training, Cooperative Tasks,
Team Membership, and Close Friendships
Group Problem Solving
Time out
Daily Report Cards
Sports Skills Training and Recreation




Summer Treatment Program Overview,
Treatment Components:
Positive Reinforcement & Appropriate
Commands
Classrooms—Regqular, Peer Tutoring. ol L
Computer, and Art A eaeq 0 s 3 pruT
Individualized Programs ’
Parent Training
Medication Assessments
Adolescent Program
List of Point System Behaviors
NEGATIVE CATEGORIES POINTS LOST
1. intentional Agoression 50 pointw/TO
2 Unintertiorns! Aggression 50 points
3. Intentional Destruction of Property 50 poits/TC and
repar stion
4. Unintentiona! Destruction of Property 50 points and
reparation
Oucxlvy™ w2 5. Noncomplence/Repeated Noncompliance 20 points; TO for
PIGID - JPE G (e om e sar Rmod
AR NeEOET D Yew TNy P Lre
6. Stealng 50 points and
reparstion
7. Lesving the Aciivity Ares Without Parmission 50 points
8 Lyng 20 poirts
9. Vebal Abuse to Staff 20 points
10. HName Cefing/Teasing 20 points
11, CursingfSwesrning 20 points
12, Intemuplion 20 pots
13, ComplainingWhining 20 points

List of Point System Behaviors
POSITIVE CATEGORIES POINTS EARNED
Dvterval C'atepories
L. Folowing Activity Rues 2% polets
2 Good Spoitsusansip 25 polets
3 Poled Check Bomus 22 polmts R,
T (g iing
Fregquency Osteparies
4 Anestion 19 paists
5 Comphyimg with 3 Command 18 polats
& Hriping s Peer 19 points
= Sharing with 3 Peer 1 paimes
5. G g to n Guonp Discussh 19 polmts
9. Ignoving 2 Negative Stkmulus 25 polmis
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Major Benefits of the STP Intervention

360 hours of trestment (equivalent to seven years
worth of weekly rocial skills training sessions) in an
3-week period

Teaches skills (¢.g., sports) not taught in other
interventions and provides on-line practice

Parents have dzily contact with therapist

Extremely low droprout tate (3%) compared with up
10 50% in other studies

High parent attendance st parvent (ralning meetings
Supportive "community"” envirenment for child and
Tamily

Stress-relief for parents and child provided by an 8-
week daily treatment program

Unusually high level of parent sstisfaction with
treatment—critical for long-term palatability sad
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World Wide Web Page

Information #nd applications for stafl and
children {as well as downloadable
information for parents, teachers, and other
professionals) are available from the Werld
Wide Web at:

bitp:/fwings. bulfale.edu/adhd

Information about setting up an STP in your
commaunity snd purchasing STP materials
{¢.g., manuals) available on the WWW at:

http://Summertreatmentprogram.com

Components of Effective, Comprehensive
Treatment for ADHD

Concurrent Psychostimulant Medication

Rarely sloathd be used as furst reatiment unplemented

Need deternuned followmg nubation of bdirvioral treatments,
houng depends on severty mnd responsivenesy

Ladsvschialized. randonuzed. selwol-based medication tnal
conductad 10 deterune need and pununal dose 1o
pomplement the bebavional wterventon

Cyele through methnlphensdate and amplictamuw-based
compotmds betore otlier ding classes

Need for tid o hegaactng medication also deternuned
durng uutial asseasment based on cludd's ynpawrment across
setlgs and Limed (do pot asunie 24 7 medication)

Ulse at nuwual raiher than maamal effective dose

Coutawe for as Song as need exuts thpwally yeurs—defined
by amwal als 1o adpst dose and evaluate comfumied need)

Limitations of Pharmacological Interventions

11 Rarely sufticient to bang a chld to the normal range of
functicnung

2 Works onlv as loag as medication taken

3r Noteftective for all children

4+ Does not affect several important vanableste g | acadenue
achievement, concurrent famaly problems

61 Poor Compliance m long-term use
7+ Parents are nod satistied wath medication alone

$1 Removes meentive for parents and teachers ta work on other
beaiments

9y Unaform lack of evidence for benetictal long-term effects—
studies have been conducted

[(n Possible long-term adverse effects on growth and substance use

Is it a good idea to keep doses low—minimal
rather than “optimal™?
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Trends in Medication Use: Do the Math

¢ Before MTA, Concerta, and Adderall XR
= Meds for achool howrs only-184 davs per vear
= Modal total duby dose %20 mg MPH, M1 g Adderall
- Weekends and semnters medication fiee
— Muct cluidien medicated |-X vears
= Lifetame dose 400 mg o 10,800 mg MPH
= After MITA, Concerta, and Adderall XR

- Meds for school and home
— Equivalent total darly dosen 36 mg Concerta. 20 mg Adderall XR
- Weekends and dicaled 140 265 dave per Yeaq)

— Cument recommendations (¢ g . MTA} sart eardy and medicate fon
all 12 achool vears

— Lifetnme dose 14,600 mg vear X 12 =] "3, mg MPH

Negative Verbalizations

Seatwork Rule Violations

o §maa

wi~os

How to Decide Whether an ADHD
Child Needs Combined Treatment
Regimen At School?

Always establish a Daily Repoﬁ Card
Scheol can do a functiona) sssessment of
various additional behavioral interventions

If those treatments are insufficient, then
proceed to randomized, clinical medication
assessment (DOWNLOADABLE) conducted
by team (physician/nurse, pharmacist,
teacher/counselor, psychologist)

-

Use messure of impairment rather than
symploms to titrate drug effects

Daily Report Card

Child's Name: Date;

Spech) LA Mg
Follows class ries with nomorethan ¥ N__Y N_Y N__Y N__ Y

N

3 rue vickstions per pevicd.
Completes assignments within the Y MNM__YN_YN_Y N__Y N
Complates masignments at 80% YN_YHWN_YHN_Y H__Y N
Wmﬁm‘lw YN__YN_Y N_Y N__Y N
Nomore than Jteasings perperiod _ Y N YN_Y N_Y HN__Y N

OTHER
Follows iunch rubes {less than 3 vickations).
Foliows recess rubes (less than 3 viokations.

Total Mumber of Yeses:
Teoacher's inkials:

C

Y N
Y N

School-Based Medication Assessment for BL
Completes assignments within a given time

[
e

Say

B mglag —ens Imgag —e— D jlegs

11



School-Based Medication Assessient for BL
Zero Instances of teasing peers

Wk oin
S+ 4

IR -SRI NNt NS

c
c

”

Conclusions from the Literature

Behavioral and pharmacological interventions are the
only twa evidence-based trestments for ADHD

Behavioral treatments teach skills and maintain after
fading; both must be continued for long term change

For children who need them, multimodsl (Beh and
Pharm) interventions produce (1) better effects acutely,
especially in impairment, with lower doses, (2) lasting
effects if medication is withdrawn, snd {3) are strongly
preferred by parents and teachers and thus more likely
to be utilized in the long run

If behavioral treatments are started first and continued,
at least 60% of children do not need medication and
doses are dramatically (75%) lower in those who do
need medication

There are {arge individual differences in response te
behavioral (and stimulant) treatments

+

Conclusions; Clinical Recommendations

Focus on impairment in daily life functioning rather
than symptoms and monitor impairment to moniter
treatment efTects

Depending on severity, start with behavioral and add
medication when impairment Bot minimized and
parents prefer medication or resources limit more
intensive behavioral treatments

Dose meds low (not optimally) 30 as not to remove need
for behavioral and educational treatments

Treat for settings and domains of impairment

Use long-acting (6 te 8 hours) stimulant to avoid in-
school dosing; avoid evening meds unless necessary

Try all children on both common forms of stimulant

Stay in regular contact with family to monitor both
behavioral treatinents and medication-~chrenic tx model

Start psychesocial treatments carly

Implications for A Public Policy Agenda
on Treatment of ADHD

Highlight for all relevant stake holders which treatment
work
We know that stimufants sre the medication of choice snd
most MDs know that and follow practice
We know that behavioral treatments work are are arguably
essential but are less utilized
Develop strategies that get schools, practitioners, and
communities to sdopt these evidence-based behavioral
practices?
Froblem is that most of the psychosocial treatments being
utilized are not evidence-based,
Highlight which treatments do NOT work—- widespread use
of non-evidence based treatments is a serious problem with
both psyvchosocial snd pharmacological treatiments

Implications for A Public Policy
Agenda on Treatment of ADHD

Use of non-evidence-based trestnents causes the lack of
resources for evidence-based psychosocial treatments

In the USA, Child psychiatry, advecacy groups, and
pharmaccutical companies all push for medication rather
than psychosocial treatments. Will this happen in Japan?
Develop models for interdisciplinary partnerships among
prescribers, MH practitioners, educators/schools,
community leaders, and familtes (e.g., NICHQ}

Redesign family, provider, community, and institutional
viewpoints to conceptualize ADHIY a3 2 chronic condition

12



ADHDHA KAy i ma—P—F 0 F (F1R ; —55E5)

1.0 Introduction

IRLDOHA FIA it FHRBRRT BEENS 2V ITE L ORBEIC B4 2 8150
FHEC, ZEOHHEYE XSO0 TRV, ZOHA FIA I —REAXERGIEED
BHCERDWEEDREEIEL, BT 5008 ML —=0 722351
DLEDTHY, JIZE I T ThH, ReBRRAERR~NMTIZENTEXB L 10k
BTERBELTVS, AR aTMIZALDOHA FI4 L ORBEREZ5 b0
YEZ LN,

1.1 Overview of ADHD assessment and treatment

2 2 20 FFOFH & FFEDHFRRRRICEET A RE RESD 1 i, iR ENTHE
REZBSNTWRWATIY —HbEE L, e 2RHEPTHOWEBELZNSENR 2SR
Ll eThHD, KB, ROFBLOREERC L3 FHOBMEL VI L2500, #
BELEL LA EHLFERERFSOFHHO ‘HR Thd, LVIHIEBRIEbo7-, M
TINLORILEDDT TY —Rf Bk, BHEMEICR S, £ LT, KBE. B F%0
BIEIZBI L C, MM @ES ML T& 1,

B HERRS B S NKED 1 22 ADHD Th Y. Ll ADHD X2 8E & 2 Bimms
REL LTabSh T e, ADHD X 20 #4213 USDIZiEFICR R BTV, 2ok
1920 FERICRBEBESRRETH D L Wbh TURRZ T 2o, (Silk & 2000)

FALD ADHD DFERIZ, B2 58 - T8 REETH B, LALIRLLTHTE
ELRWZ LD, DSM-IVIZ ADHD @ 3 2DH7 % 4 IREH STV 5,

1. FEER

2. %8 - EEMER

3. BAH

NG 32DV TFA AL, FHOBHEFRBORL—HHLLOD 1 25 3B L
TS, New Zealand Tik, o EHORREL LDV - ADLENT, FiEb
BT RO —MALBHTHD, FREOH DI VEFTH EORBIC oW T ORISR E
WIILIEELEZOEBIZBRL TV AER, EBRFETRE LA ML ARICRS,

ADHD ORAFEIIE ORENSH I VIR ZHRREREZTATVD, BEOERS S
LN EEX LK 50% 7 EWvbhTWvWa, (Epstein & 2000) AiTHIE & KM OR
BANLRERSH S Z L bIEMEIh T3, (Clark 5 2000) #SML2 BRI HHETH
DERFBZOATHRVA, L b EBETHERSHEE., BN B
S5 Liviely, (Barkley 1998;Chpter 5) ADHD RHEFEMORA T CRETH L. HH



B7p B Re, EHLMRTENCT 3 Y R 70T, NEAED L% ~12%ICFET H LW
bh T3 (Green  1999) ADHD (BT 2fAASH B\ NTHSOBMIL, T OREZFH
L. BHTHHEARDIFTRTETND,
BRI — R THh B, Green HDOLE2— (1999) T, 7 Y=y 7 %3 ADHD &3
BrEhd T bICRO LI DERE LT,
1/3 X ODD o2 &ib=¥
V4 AT ARE R
LAY BRI 2RERT
1/4 LA EIIFREE 20T
LAY 1B IEOE DU EDHFERET
Barkley DL E=— (1998) THLRIL X I RFEEZZL TS, (Table 2) Zh HIKTF
ERENMEORE L BERTLSE, BEORBEEEILTLED,

1.2 Objective of the New Zealand Guidelines

ADHD O & 158712039 5 New Zealand Guidelines i&, 5~13 5£? ADHD [RiZBI3
BL0THD, S~I3RUADA & OFTHEPFEICBEL T, RER &1 RV OIEF LD
BOENR, New Zealand Guidelines 25, HB¥& b, LV AEHICAVLRL LIRS
THAHI,

New Zealand Guidelines I35 — K —REEECH LTOLDTH D, ML TEDEFRN
ARSIk, ADHD #HY <, K4, oke e n Ty g M IBTD
LOTHB,

—5 New Zealand Guidelines i ADHD O ZfERAR LIZD, T EF L AR—ATEHEN
RTWA—F, BERFIZBR, 2ORBRLYSEMCAEL, B8 AFE L, 770 - 155
2170 2 X ICEERIDRTRIIVI Y, R, 2ORSEERD LV T L, it
OUFE T H D EMAK S, thoBEARABIZE L TV SEL LIEEMT TELRTR
£ binin i ZEEERLTWD,

ADHD OIEf & A8 A 4 L LT3, =@ New Zealand Guidelines {T= 5 X
KESSHLOT, BEOZ TV AFHMBAICHBLEZb0THD, ZhbixHDKED
Bep@BIz R LCHIRMICEI S €5, 215 20, BEEAORRICESWIZIGHE
148 5 Lo TRV, New Zealand Guidelines 2L L T DT, HHEHDD
2. Lo C EERFTINEEY, BT —F EMI Ty iThidiabevy, New
Zealand Guidelines §X 2 £ 2 & I F R &, ®3AT& 5, The Ministry of Health 237/
A R4 OBRFEFHTAD,



1.3 Membership of the group developing the New Zealand Guidelines
HRE

1.4 Process

New Zealand Guidelines iXfa#ifiie ¥ F L A_—ADHA P74 2 WETB KL
REFRRLIFETH- 7, A%, TTRENLIRO review B Y | BEF L BBED
RIEDREBEELZDHEREIED, HEORAENLHAEOMTCa s 225185, New
Zealand Guidelines D7-®ic, ZROPENAET 7o —F RS hiz, LhLERs,
LD review 2K D LD L 0 i3te LA F ORI evidence (ZZ-30 2 BHA72 review
ALY AOSHELEL L, 22 5EMTRENEOBIEARI T,

LML BEROBRII A A— 21/ NTH S,

1.5 Prevalence of ADHD
RO, ADHD OERLBERLRETHIICEHET D, BMEIRTOERSENS
N, IhET TRy,

&3 7% 51

LA ELAVAR, ThiZ 204 EiThi=y, BEELTELLOTHDE

Pl FHOFERNADE SR OV 7Y I ORE

R DEWHE

tmtERosR0RE

oF kR, HDINETY ORI

FERE BRIEIEICE > TRA2DES S, FZIETAY b0 ADHD, R0 HL
BizA XV AOENELHATHEY, THELBRLEOL I RRBTBM»R T B LESRT
Do HUDOERRT, —HAXELSOTHRAZR TWAFHLIX, BHETEEHNICE
S>TRLONTWSBEICHATIHERERZITRTV, (Safer 20000 £ & 5 2MBAIZLVE
Fe/eEBEITHE LIT< VY, (Barkley 1998:78-88) < & T, Eshi-R
BEIZIIKELMENDH S, Barkley DL Ea2—Z X, VW< 9»i2 New Zealand
Guidelines L O %2 FTed, ZORF TR 15 0BERH D, Fhizkd ERHERIT 1.4~
13.3% T. Safer 2000 Tit 1.2~16.6%C# -7=, New Zealand DHETHLHE Mbh -7,
HPOHLAEFMHEICLIHENESRNA V¥ 2 —2 L5 ¢ Dunedin Health and
Development Study #Fte T~ HORETIX 6.7% Th o, Z® Dunedin Health and
Development Study Qi ERIF L OB O—RELE WS D L OBRREWTE TS, T
bbb, ZOaF— MIREBEEHIEORERCHEXTFEOFHEEH, KT T4t
BREEh T,



