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Disclaimer

EE =
“As 1s standard procedure for these kind of
presentations, what I’'m talking about today 1s
for educational purposes only and should not be
taken as medical advice. Nothing presented here
1s a substitute for an established doctor/patient
relationship.

The views I express here are my own and are
not necessarily representative of the organizers

of the ADDA Webinar series.”



What Will Be Covered in This Section?

S =
0 Management of Common Side Effects
o Prevention of Falling Out of Treatment
o Emotional Dysregulation and Its Treatment
0 Rejection Sensitivity Dysphoria — Is it a
Thing? And how is it treated?

0 “Second line” Non-Stimulants and Alternative
Medications

o What to do for the 15% of People Who Do Not
Benetfit From or Tolerate 15t Line Medications

0 Assessment of Off-Label Medications



MANAGEMENT OF
TREATMENT EMERGENT
SIDE EFFECTS



Sleep Disturbance in ADHD
S

o Sleep disorders are common in patients with ADHD of
all ages — is it a symptom of ADHD or a side effect of
treatment?

o Incidence of pre-treatment sleep problems in children
is about 20%; increases to >85% by age 21.

o Three types of sleep problems in ADHD:
o initiation insomnia / “can’t turn oft”
o multiple awakenings / restlessness
o difficulty awakening in the morning

Chronic Delayed Sleep Phase Syndrome

Corkum et al. JAACAP.1999;38:1285; Regestein and Pavlova. Gen Hosp Psychiatry. 1995;17:335. Dodson WW.
Gender Issues in ADHD. Advantage Press 2002; ch 13.




Treatment-Emergent Insomnia

FE
0 Take a “no-risk” trial nap in the afternoon.
o Fine tune the stimulant dose; evaluate other

sources of stimulant medications that did not
disrupt sleep prior to treatment of ADHD

0o Move last dose earlier or use step down dose
0 Melatonin 1 mg; When?

0 Clonidine 0.1 mg or Guanfacine 1 mg at HS
o Mirtazapine; half of a 15 mg tablet at HS

o Switch molecule

o 2™ Jine or alternative agent



Appetite Suppression / Weight Loss

S =
Is it clinically significant? Reported by 33%;
clinically significant in 5%.
Most ADHD families cannot keep up
complicated dosing schedules around meals.

.. Fine tune; appetite suppression is dose
related.

.  Switch molecules or

;5. Cyproheptadine 4 mg with first stimulant
dose and again 30 minutes prior to dinner?

.. Mirtazapine (Remeron) 15 mg; /2 tab at HS

Daviss WB, Scott J (2004), cyproheptadine for stimulant-induced weight loss. J Child Adol Psychopharm 14: 65-73.



Treatment Emergent Headaches

S
There are two types of headaches:

1. End of dose

o Mild. Back of head. Relieved by next dose of
stimulant or OTC pain medication.

2. Vascular — Migraine

O Severe.

o Constant (not throbbing)

o From start of dose until the end.
[]

Verapamil SR 120 mg each morning 1 hr prior
to stimulant.



Dry Mouth

Xeroatoma

=
A common side effect of both the stimulants and

the alpha agonists.

Saliva is necessary for the antibodies that control
the bacteria that cause tooth decay.

o Pilocarpine (Salagen®) 5-10 mg; 30 minutes
prior to meals.

o0 Cevimeline (Evoxac®) 30 mg; 30 minutes
prior to meals.

Both are contraindicated in uncontrolled asthma.



Treatment Emergent Tics

N
o Just as many tics get better as get worse.

o If not impairing or embarrassing, do
nothing. Tics naturally wax and wane. If
impairing and persistent...

o Clonidine 0.1 mg up to 3 tabs per day.

o Atypical neuroleptics (ex. Risperidone 1-
2 mg) can be just as etfective as
traditional neuroleptics (Orap, Haldol)
but without long term dyskinesias.

o Offlabel: Metoclopramide (Reglan) 5
mg with meals



Medication Use in Pregnancy
(old FDA Ratings)

Amphetamine C
Methylphenidate C
Atomoxetine C
Bupropion B
Tricyclics Unknown

B=no evidence of risk;
C= no known problem but unable to rule out risk.

Breastfeeding 1s contraindicated by AAP due to lack of data,
not due to known problems.

Briggs GG, Freeman RK, Yaffe SJ. Drugs In Pregnancy and Lactation. 2003




MEDICATION
ADHERENCE AND
COMPLIANCE!!



Persistence with ADHD Therapy 1s

Poor Across Brands
S
Persistence with ADHD Treatment by Month

—— Adderall XR -+ Concerta Strattera
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Hodgkins P, Boken M, Capone NM, DeLeon A. 19th U.S. Psychiatric Congress; Nov. 15-19, 2006;
New Orleans, LA. Abstracts 123 and 124.



Causes of Treatment Dropout
N

0 The medications for ADHD work dramatically
well.

0 However, only 13% of patients are still taking
medication 9 months later. Why?

1. Meds don’t adequately control symptoms (dose too
low).

2. Meds produce intolerable side effects (dose too high)
or when mixed with other stimulant medications.



Causes of Treatment Dropout

I I ———
1. Both patient and clinician believe that a Rx will
magically cure everything. “Antibiotic fantasy”

». Patient did not understand why they were taking
the medication and the role of meds in prevention
of future impairment.

3. Clinician was perceived as being unsupportive of
consistent medication through the entire day and
for life.

4. Patient or parent was not organized enough to take
the medications as directed or get new refill each
month. Treat the entire family.

5. Cost was next to last (listed by only 11%).



Successtul Clinicians...

Choose the best molecule and
Determine the optimal dose.

delivery system.

Never assume the patient 1s compliant. ..

Write down everything.

Vigilance etfect (ask; count pills; call backs)
Pillbox timers, ticklers on smart phones

Assess the entire family.

Psycho-education about ADH
impairment.

D and lifelong



WHAT IF THE 1°" LINE
MEDICATIONS ARE
NOT EFFECTIVE OR
NOT TOLERATED?




Medication Non-Response
N

0 About 85% robust response rate i1f both AMPH and
MPH are sequentially tried and the full range of
dosages 1s used.

o But that means that 15% of people do not benefit
from or tolerate AMPH or MPH.

0 There 1s nothing in the research literature or Practice
Parameters to guide clinicians about what to try next.

0 Therefore, what follows 1s based on clinical
experience and 1s usually off-label.



15% have Non-Response

to both MPH‘AMPH
1

o Alpha agonists
o Either atomoxetine or viloxazine.
o Tricyclic Antidepressant- side effect burden

0 9% of patient respond only to meth-
amphetamine which is FDA-approved for
ADHD. Doses are low at 1/200™ of the abused

dosage (10-15 mg). Duration 4-6 hours.

Only ADHD medication with true abuse
potential.

Just the name gives patients and their doctors
“the Willies.”



Responses to

Medication Treatment Failure
I

0 Make sure the diagnosis is correct.

0 Make sure the patient 1s not Oppositional Defiant or
Conduct Disordered.

0 Make sure the patient actually did the medication trial
correctly. Count the pills still in the bottle. Check the
paperwork.

0 What are the medications that are FDA-approved for
ADHD and have an Effect Size of 0.7 or greater?

1. Alpha agonists (guanfacine, clonidine)
2. Atomoxetine (Strattera)

3. Viloxazine (Qelbree)

4. Methamphetamine (in the US)



Atomoxetine (Strattera)

S =
o FDA approved for ADHD.

o Considered a 2™ or even 3™ line medication.

o Neurochemically similar to tricyclics without the
sudden accumulation reported in children.

o Effect size of 0.6 to 0.7 1n children and 0.4 in
adults is better than no response to stimulants.

0 ~ 50% response rate at all ages.

o High side effect burden: impotence, sedation,
dry mouth and eyes, constipation, urinary
problems.

o Potent trigger of mania.

Henderson TA, Hartman K, (2004) Aggression, mania, and hypomania induction associated with
atomoxetine. Pediatrics 114(3) 895-6



Atomoxetine

- q
0 Atomoxetine 1s a selective norepinephrine

reuptake inhibitor (SNRI)

0 Mechanism of action - Dopamine activation in the
subcortical nucleus accumbens and striatum

o Short metabolic half-life of just 3.5 to 5 hours
by P450 2D6. Therefore, there is a high
variability of optimal doses. 40 to 100 mg

o Much better results and tolerability if the dose
is divided into 2 or 3 doses.

o Unfortunately, this doubles or triples the cost
of taking atomoxetine.



Viloxazine (Qelbree)

0 Was an SSRI antidepressant for > 20 years in
Europe before it left the market because 1t wasn’t a
good antidepressant and wasn’t profitable.

o FDA-Approved in the US for ADHD 1n 2021.
0 Once a day due to Microtrol delivery system.

0 Not everyone benefits from viloxazine but those
who do improve quickly and at moderate doses.

0 Starting dose 1s 200 mg usually increased in a week
to 400 mg. Very little further improvement at
higher dose of 600 mg 1n most people.



Viloxazine — cont.

T e
Side effects 1n trials:

0 Drowsiness 16%
0 Decreased appetite 7%
0 Tiredness 6%
0 Nausea 5%

Only 3% discontinued due to side effects.

FDA Novel Drug Approvals for 2021



Methamphetamine (Desoxyn)

o If the patient is a “pillar of the community” the
highest response rate is with meth-
amphetamine (Desoxyn).

o Probably the most effective medication ever
found for ADHD. FDA approved.

0 Typical dose = 10-20 mg (1/200™ of the abused
dose)

o Typical duration of action = 4 to 6 hours

o Downsides: Very expensive; only med with true
abuse potential; Just the name gives people
the willies.



Emotional Dysregulation



Emotional Dysregulation

Just added in the EU as a new core criterion for adult
ADHD defined as:

0 Mood lability

0 Low frustration tolerance

0 Emotional impulsivity
0 Irritability
0 Anger outbursts

0 Premenstrual increase of symptoms

Many people think this concept is too vague and non-specific



Clarifying Our Terms

Emotional Dysregulation
Vs.
Rejection Sensitivity
Vs.

Rejection Sensitivity Dysphoria



What is Emotional Dysregulation?
S =

It depends on when you ask:

Prior to the DSM III (1980) management and expression of

emotions played a prominent role in the diagnostic description of
ADHD.

The DSM III excluded many features of ADHD 1n order to
emphasize inattention (instead of hyperactivity) and behavioral
features which could be seen and counted for research purposes.

Researchers have stuck with this emphasis in the hope of being
able to demonstrate “syndromatic continuity.”



It Depends on Who You Ask

O

O

Inability to self-soothe Temper outbursts

Mood lability

Emotional Over-reactivity

Inability to redirect
attention to less
provocative events

O O 0O 0O

Largest contribution to
Emotional Impulsiveness ADHD Impairment

Inability to substitute
healthier responses

Not due to comorbidities

0 Responds to ADHD
Expression of Executive medications

Function Deficit
! Barkley RA, Fischer M. (2010) JAACAP 49(5):503-513.
2 Reimherr F, et al (2020) J. Clinical Psychiatry81(2) el-e7

O



Depends on who you ask — cont.
- q

Faraone3 No One Considers

o0 Rages, o0 Speed/suddenness of onset;
o Trritability, blindsided; no time to put
coping into action

0 Outbursts of temper, pHiS . .

g o That the emotion might be
0 “Low tolerance for

. s too great for anyone to
distress.

handle.

0 Matter of degree.
Everyone has failed to
regulate their emotions.

0 Sounds a lot like a milder
expression of childhood-
onset Bipolar

SFaraone SV, et al Journal of Child Psychology and Psychiatry 60:2 (2019), pp 133-150



[.oss of Control Can Be

Part of Many Conditions
S I R A e S e —

ADHD - Chronic, excessive positive (+) emotion

Autism spectrum disorder- Chronic, excess + emotion
Bipolar disorder, manic — Episodic, excess + emotion
Borderline PD- Chronic, impulsive aggression, empty

Oppositional defiant disorder — Chronic, argumentative

O o o O O 0O

Disruptive mood dysregulation disorder (DMDD) — Chronic,
irritability, and anger/uncontrollable rage

O

Intermittent explosive disorder — Episodic, anger
o Generalized anxiety disorder- Chronic, excessive fear

0 Depressive mood disorder —Episodic, excessive sadness



How Common Is ED?

Forty to 50% of children with ADHD have significant
impairments from:

O rages,

O 1rritability,

0 outbursts of temper,

0 susceptibility to anger and
o0 “low tolerance for distress.”

But that also means that half of children don’t have impairing
emotional dysregulation.

ED 1s neither sufficient nor required for an ADHD diagnosis

Faraone SV, et al Journal of Child Psychology and Psychiatry 60:2 (2019), pp 133—150



Treatment of ED

0 The few studies (11 by 2019) that specifically
looked at the response of emotional dysregulation
to medication found significant improvements:

0 Methylphenidate: 2/3 had remission'

o Lis-dextroamfetamine (Vyvanse): 60% no longer
had “emotional control impairments” 2

0 Atomoxetine: “Small but positive effects.”

0 Alpha agonists: No published studies but described
as “promising.”

1 Blader et al. (2016) Journal of Child and Adolescent Psychopharmacology, 26, 164—173.
2 Katic et al. (2013) Journal of Child and Adolescent Psychopharmacology, 23, 386—393.



Summary
- q

0 “Emotional symptoms are currently considered to be
associated features of ADHD — much like learning
problems or executive dysfunction.”

9

o “They are not, however, diagnostic for the disorder.’
i.e. emotional dysregulation 1s found in so many
other conditions.

Faraone SV, et al. Practitioner Review: Emotional Dysregulation in ADHD —
Implications for clinical recognition and intervention. Journal of Child
Psychology and Psychiatry 60:2 (2019), pp 133—150.



Rejection Sensitivity Dysphoria

o Out of control emotional states are clearly a
leading cause of the misdiagnosis of mood
disorders.

o But what exactly are we looking at?

o Another new candidate (that is not mutually
exclusive) is the old concept of Rejection
Sensitive Dysphoria (RSD).



An Emotional Component
NOT Specific to ADHD




Sensitivity to Rejection 1s Found

in Multiple Conditions
N

Body

Social Dysmorphia

Anxiety Rejection

Disorder Sensitivity

Avoidant
Personality




It Can Also Be the Result of Years of
Experiencing Rejection
I

o The average ADHD child hears 20,000 additional
negative or corrective messages in school alone by
the time they are 10 years old!.

0 This does not count parental scoldings.

o The more they are rejected (“You are not what I
wanted!”’), the more they expect rejection and
misinterpret neutral events as rejecting.

0 This 1s a form of PTSD and repeated childhood
trauma.

Jellinek M. (2010) Clinical Psychiatry News. Page 12



RS Comes From

Traumatizing Experiences
- -

0 Rejection Sensitivity can happen to anyone based on
their adverse life experiences. It 1s not a specific
feature of any diagnostic entity.

0 There 1s nothing in this world that cannot be made
worse by a hostile childhood.

0 RS has a profound effect on self esteem, self-
confidence, and self-worth.

0 Because RS comes for experiences that happen to us,
RS has very little response to medications.



Rejection Sensitivity Dysphoria

The Emotional Component Possibly
Specific to ADHD)




Rejection Sensitive Dysphoria
- q

0 Reported by ~ 98- 99% of people with ADHD.

0 30-40% report that RSD 1s the most impairing
aspect of their ADHD.

o0 They have found compensations for academic and
work performance but not for the sudden,
catastrophic emotional “wounds” of ADHD that
can throw them off for days.




Asking the Right Questions
Rejection Sensitivity Dysphoria

0 “‘For your entire life have you always been much more
sensitive than other people you know to...

o 1.Rejection

o 2.Teasing

0 3.Criticism, or
O

4.Your own perception that you have failed or fallen short?”

o0 In my practice 98% answered a strong “YES!” and 33% said
that 1t was the most impairing aspect of their adult ADHD.



The 13 Features of RSD

EE =
1. There 1s always a trigger even if only seen by the person.

». There are only a limited number of triggers: rejection,
teasing, criticism, perception of failure.

3. The mood matches the person’s perception of the trigger (i.e.
mood congruent).

4. Change from one mood to the new dysphoric mood is
instantaneous.

5. If internalized the mood looks like MDD;

6.  If externalized, it looks like a rage at the person or situation
that “wounded” them so severely.

Triggered, congruent, instantaneous shifts
means that this 1s not a MOOD DISORDER



The Associated Features of RSD

(1.e., reported by > 90%)
EE =

6. Age of onset 1s usually in early childhood but may
not appear until adolescence.

7. 'The emotional pain 1s not describable 1n words,
just the intensity...”’It’s horrible, terrible,
catastrophic.”

3. The pain 1s often physical as well as emotional.

9. People commonly report being dissociated/cut oft
from the rest of he world.

10. Once the episodes starts, most people have little
control over them. Must run their course.



Assoclated Features — cont.
e

11. After the episode is over the person is commonly
overwhelmed by Shame and humiliation. A “head
case”’, a weakling, or defective because they cannot

control themselves.

12. If the person 1s one of the about 60 % of people
who get benefits from medications they “Put on
emotional armor.” i.e. They still see the triggers
but “they bounce off without wounding me.”



The Importance of Prevention in RSD

o The medications take up to 2 weeks to be
effective. Therefore must be taken all the time
and not “as needed.”

o Episodes are fully formed and disabling in a
matter of a few seconds. Often no warning at
all...”blind-sided.” There is not enough time to
engage CBT skills.

o Prevention must include daily calming, coping,
and mindfulness exercises to stay balanced.



What Does The Intensity of
RSD Feel Like?

EE =
0 “Like a hard punch in the chest.” “Like knives.”
o “It turns from frustration into white hot rage so
quickly.”

0 “Feelings of self-doubt and unworthiness.” “I’m a
failure.”

0 “I’m shattered and I’'m left feeling empty.”

o “I feel like a helpless child. I'm afraid it 1s never
going to end.”

0 “Nothing helps me get out of feeling that way.
Nothing derails the power of RSD.”



RSD Has a Profound Effect of

Personality Development
N

The avoidance of the unbearable pain of RSD appears powerful enough to
have a major contribution to personality development...
Perfectionist/over-achiever, - to be the best and above
reproach. The trap 1s that they must constantly perform.
“Today’s audience does not applaud yesterday’s performance.”

People pleaser — anticipates what each person would like
and approve of... so much that they lose track of their own goals
and desires.

Risk avoider/Slacker — will not try anything unless
assured of quick, easy, and complete success. Looks like Social
Anxiety Disorder



Disappointing 30% response rate
to each alpha,, agonist but...

Try either alpha
agonist 70% get no

Hyperactivity — benefits

RSD and

Try either alpha agonist Stop the 1st med and
try the other

Approximately
o . o
30% will get life- 60% rObUSth A dlffererllyfso/c)
Changing level Of reSponse.W .en get.S a hite-
both medications changing level of

benefits

are tried benetfits




Alpha ,, Specitic Adrenergic Agonists
(guanfacine and clonidine)
- q

0 Commonly used as FDA-approved adjuncts to
stimulants for hyperactivity but have an effect size of
up to 1.3 as a monotherapy.

o Take up to S days to see effects after each dosage
change.

o Only 1/3 of people get a robust response to either.

0 Optimal dose varies from 0.5 mg to as high as 7 mg of
guanfacine or 0.1 mg to 0.6 mg of clonidine.

0 Side effects: sedation, dizziness if stand up quickly,
dry mouth, headache.



The 15 Research to validate

Rejection Sensitive Dysphoria
-A

If you are 18 or older, have 20 minutes free and
willing to be either....

0 a subject with clinician-diagnosed ADHD or

0 a control who does not have ADE

send your name and email address to

BillDodson19 @ gmail.com



Alpha,, Agonists Are for

More Than RSD
I

Ask the right questions:
0 Have you ever been mentally and physically at Peace?

o How many simultaneous thoughts do you still have
even when on an optimal stimulant dose of a
stimulant?

0 Are you unable to settle down to sleep even on a fine-
tuned stimulant. Must use sleep aid most nights.
(Melatonin, marijuana, sleeping pills, etc.)

0 Extreme sensitivity to rejection, teasing, and criticism.
(RSD)



OFF-LABEL
MEDICATIONS



Tranylcypromine has been a Drug

_ of Choice For Atwical DeRression

o In atypical or non-typical depression

o The mood shifts were always...
Triggered by events or perceptions.
Matched the perception of the trigger.
Instantaneous shifts.
Did not last >2 weeks.

o In other words, these were normal moods in
every way except their intensity.



Parnate For Rejection Sensitivity
S =

0 50 years ago RSD was a diagnostic feature of
ADHD but since it was not always there and
could not be measured, it was ignored by
research.

o RSD became a marker for “atypical”
depression. It was not typical because it had
no features required of mood disorders.

o People recognize what they are taught to see....
Anxiety and depression rather than ADHD



Parnate (Tranylcypromine)

S =
o Monoamine oxidase inhibitor (MAOQOI)
o Structurally very similar to amphetamine.

o Dr. Paul Wender thought that MAOI’s were the
treatment of choice for adults with ADHD
because...

.. One head to head study with MPH found
them to be therapeutically equal.

-. True once a day dosing.



Similarity of Structure

NH,

Amphetamine @— C —*c/
\
CH

NH2

d
—C——C

(Parnate) \ /

Tranylcypromine



Parnate Advantages
S

3. Not a controlled substance, so may be preferred
for people with active or recent substance abuse,
people in the criminal justice system or in prison,
and people with a history of misuse of traditional
ADHD stimulants.

4. MAOTI’s are probably the best medications ever
discovered for Major Depression and Anxiety
Disorders.

5. MAQOTI’s are the best medications for Rejection
Sensitive Dysphoria.



Parnate — Downsides

0 Tyramine 1s usually destroyed 1n the lining of the gut
by monoamine oxidase.

o If MAO 1s inactivated, the tyramine 1s quickly
metabolized into adrenaline in the synapse which
causes a sudden increase in blood pressure leading to
strokes.

0 Modern MAOI diets are much less restrictive.
People who eat healthy diets and amounts need
almost no changes at all.

Modern MAOI Diet available at www. www.psychotropical.com



Parnate — Food Interactions
N

0 “Cheese reaction”: Foods that are aged rather than

cooked contain

an amino acid, tyramine, that the

human body does not use.

0 Expensive aged
yogurt, uncurec

| cheese (“super market” cheese,
| cheese are OK) Up to 6 oz is safe.

0 Expensive agec

0 Soy Sauce.

| meats (ex. Salami)

0 Craft or “boutique” beers (Wine and commercial

beers are safe.)



Parnate — Serotonin Syndrome
EE =

0 SSRI’s (fluoxetine, citalopram, etc.)

o SNRI’s (duloxetine,venlafaxine)

0 Imipramine and clomipramine (other TCA’s are safe)
0 Analgesics: Tramadol and Demerol.

0 OTC cough suppressants containing decongestants or
dextromethorphan.

o Must allow a minimum 2 week washout after
stopping MAOI before using serotoninergic
medications.



Modafinil

- q
Modafinil (Provigil) — Not FDA approved for ADH

o Poor monotherapy for most children.

0 S out of 6 FDA trials in children did not separate
from placebo. 6 trial was statistically but not
clinically effective.

o0 Possible use in hypo-active ADHD; usually
female.

0 Very expensive; skin rashes.



Phentermine

EE =
Phentermine (Adipex, et al.)

0 FDA approved anorexiant (appetite suppressant);
0 C-IV non-controlled.

0 Typical dose = 37.5 mg qam

0 Duration = 12 hours

0 Tolerance develops to appetite suppression but not
to ADHD benefits.

0 Response rate of 10% of non-responders.



Similarity of Structure

Amphetamine ©_ C — c/
C
NH2
—ec—c”
e

Phentermine C

NH,

H



Amantadine
N

Amantadine (Symmetrel) / Memantine:
0 No longer FDA recommended as antiviral.

0 Inhibits NMDA receptor to block glutamate access
to neurons thereby increasing DA activity.
“Neuroprotective.”

0 Target symptoms are usually irritability,
hyperactivity, and mood instability.

0 Starting dose 1s 25 mg increasing by 25 mg/wk until
behavioral goals achieved. Average dose = 150-200
mg.



Amantadine

EE =
0 Only 1 RCT but that found equal efficacy with
methylphenidate!.

o This has not been found clinically where it 1s less

than half as effective as MPH with a response rate <
50%

"Hosenbocus S, Chahal R. (2013) Amantadine: A Review of Use in Child and
Adolescent Psychiatry. J] Canadian Acad. Child Adol. Psychiatry. 22:1; 55-60.



Amantadine (cont.)

0 Well tolerated. Most common side effects (5-10%)
are decreased appetite, nausea, dizziness, and
Insomnia.

o0 Approved by FDA for “long term use.” but not for
ADHD.

0 Very rare, sudden onset of suicidal ideation with 3
deaths 1in children due to intentional OD with
amantadine.



Take Home Messages
S

0 Start treatment as early as possible before damage 1s
done to Self-esteem and self-image.

0 The goal 1s “normal functioning” not just
academically but in the family, with peers, in the
workplace, everywhere.

0 Optimize molecule, dose, and timing of dose.

0 Use consistent extended release delivery systems 1f
financially possible.

0 Strongly urge all day, everyday medication.

o Pills don’t give skills. Refer for psychoeducation
and counseling.



DISCUSSION AND
QUESTIONS
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