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Leitlinien

... sind systematisch entwickelte Aussagen, die den
gegenwartigen Erkenntnisstand wiedergeben, um die
Entscheidungsfindung von Arzten und Patienten fir
eine angemessene Versorgung bei spezifischen
Gesundheitsproblemen zu unterstltzen

... sind als ,Handlungs- und Entscheidungskorridore*
zu verstehen, von denen in begrindeten Fallen
abgewichen werden kann oder sogar muss

LL - Hilfen far die individuelle Entscheidungsfindung

AWMF-Regelwerk ,Leitlinien®. 2012
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Methodische Qualitat von Leitlinien
Stufen-Klassifikation der AWMF

S1

Methodischer Hintergrund von Leitlinien:
S-Klassifikation

Evidenz- und
konsensbasierte
Leitlinie

Reprasentatives Gremium,
Systematische Recherche,
Auswahl, Bewertung der Literatur,
Strukturierte Konsensfindung

Evidenzbasierte
Leitlinie

Systematische Recherche,
Auswahl, Bewertung der Literatur

Konsensbasierte

Reprasentatives Gremium,

Leitlinie Strukturierte Konsensfindung
Handlungs-
empfehlungen von !{nnlsensﬁn;iung e Verfah
Expertengruppen in einem informellem Verfahren

R==-I=EZ2m-Hwn<wn

AWMF-Regelwerk ,Leitlinien®. 2012




ﬁ Klassifizierung der Evidenzgrade

Oxford Centre for Evidence-based Medicine

Studien Therapie/Pravention, Atiologie / Nebenwirkungen

la Systematischer Review (mit Homogenitat von RCTS)

1b Einzelner RCT (mit engem Konfidenzintervall)

1c Alle-oder-Keiner-Fallserie

2a Systematischer Review (mit Homogenitat von Kohortenstudien)

2b Einzelne gut geplante Kohortenstudie oder RCT minderer Qualitat

2C Outcome-Studien; Okologische Studien

3a Systematischer Review (mit Homogenitat von Fall-Kontrollstudien)

3b Einzelne Fall-Kontroll-Studie

4 Fallserien oder Kohorten- / Fall-Kontrollstudien minderer Qualitat

5 Expertenmeinung ohne explizite Bewertung der Evidenz oder basierend
auf physiologischer oder experimenteller Forschung

Phillips et al., 2001



L]

Evidenzstarke
Bezeichnung *

Hoch
Klasse |

g <

Moderat
Klasse Il

Gering
Klasse lll, IV

Kriterien fiir die Graduierung
- Konsistenz der Studienergebnisse

Klinische Relevanz der Endpunkte und Effektstarken

Ethische Verpflichtungen
Patientenpraferenzen
Anwendbarkeit, Umsetzbarkeit

Mach GRADE [www.gradeworkinggroup.org] und Oxford Centre of Evidence based Medicine [www.cebm.net]
Nach Methodenreport fiir das Programm fiir Nationale Versorgungsleitlinien [www.versorgungsleitlinien.de]

Die Empfehlungen werden nach Maglichkeit analog formuliert:
Starke Empfehlung: ,soll/soll nicht”; Empfehlung: ,sollte/sollte nicht”;

Empfehlung offen: Handlungsoption (,kann erwogen werden/kann nicht empfohlen werden”)

Starke Empfehlung

Ubertragbarkeit auf die Patientenzielgruppe(n) der Leitlinie

Verhaltnis erwiinschter/unerwiinschter Effekte (Nutzen-/Schaden-Abwagung)

Empfehlungsgrad
Symbole **

AN

Empfehlung
B, 1

Empfehlung offen
0,

6

Muche-Borowski & Kopp, 2011




Nationale und internationale ADHS — Leiltlinien
(Kinder- und Jugendliche)

American Academy of Pediatrics - Guidelines (2000, 2001)

American Academy of Child and Adolescent Psychiatry - Practice
Parameter (2002, 2007)

Canadian ADHD Resource Alliance (2010)

EUNETHYDIS - European Guidelines (1998, 2004, 2006, 2010)
National Institute for Clinical Excellence (2000, 2008)

Scottish Intercollegiate Guidelines Network (2009)

Leitlinien der Deutschen Gesellschaft fir Kinder- und
Jugendpsychiatrie und Psychotherapie (2000, 2007)

Leitlinie der Arbeitsgemeinschaft ADHS der Kinder- und Jugendarzte
(2002)



Systematic review of national and
international guidelines on attention-deficit
hyperactivity disorder Joumalof Psychopharmacology

0(0) 1-13
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Potentially relevant
guidelines identified
(n=26)

Three guidelines not

_ | evaluated due to language
| (two in Japanese and one in
Danish)

Three guidelines no longer
valid or endorsed

Y

Three guidelines not produced
by a relevant medical society,
professional body or health
ministry

Y

Four guidelines with regional
scope

Y

i

Guidelines meeting
selection criteria
(n=13)




Systematic review of national and
international guidelines on attention-deficit
hyperactivity disorder

Miguel Seixas’?, Margaret Weiss® and Ulrich Miiller™-**

Table 1. Overview of national and international ADHD guidelines

Journal of Psychopharmacology

0{0) 1-13

(€ The Author(s) 2011

Reprints and permissions:
sagepub.co.uk/journalsPermissi
DOI: 10.1177/02698811114120)

jop.sagepub.com

®SAGE

Assodiation AAP (2000°, 20015 NZ(2001)  DGPPN (2003) ESCAP (2004, zooﬁd) BAP (2006) DGKIP (2007) AACAP (2002°, 2007f) NICE (2008) SIGN (2009)  CADDRA (2011)
Authors Pemis & Steinetal Tuohy etal  Ebert et al Taylor et al Nutt et al Dopfner et al Greenhill et al; Tayloretal Forbesetal  Weiss et al
Banaschewski et al’ Pliszka et alf
Date of publication May 2000% Jul 2001 Oct 2003 Jul 2004% Nov 2006 Mov 2006 Feb 2002 Sep 2008 Oct 2009 Jan 2011
Oct 2001° May 2006 Jul 2007
Previous version - - - Dec 1998 - 1999; 2003 1997 Mar 2006 Jun 2001 2006; 2008
Origin USA New Zealand Germany Europe UK Germany USA UK UK (Scotland) Canada
Source WWW WWW Journal Journal W www; book WWW www, book  www WNW
Target group Primary care Health Physicians CAMH, Paeds GP, Paeds,  CAMH Clinicians, Clinicans  Health Physicians
clinicians professionals CAMH, Psych CAMH, Psych professionals
Grading of Yes No Yes Yes Yes Yes (inconsistent) Yes Yes Yes Yes
evidence
Funding Unclear Unclear Self-funded:  Unclear Pharma Unclear Unclear; Public Public Self-funded:
no individual individual funding funding with individual
disclosures disclosures disclosures
Diagnosis Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes
Treatment Yes Yes Yes Yes Yes s Yes Yes Yes Yes
C&A Yes Yes Mo Yes No Yes Yes Yes Yes Yes
Adult No No Yes (adults  Yes (drug Yes No Yes (Greenhill etal)  Yes No Yes
only) treatment only,
Banaschewski et al) 9




Systematic review of national and
international guidelines on attention-deficit
hyperactivity disorder

Miguel Seixas™?, Margaret Weiss® and Ulrich Miiller?*

Diagnostik

Journal of Psychopharmacology

0(0) 1-13

(© The Author(s) 2011
Reprints and permissions:

" s
co.uk/j

DOI: 10.1177/02698811114120)
jopsagepub.com

®SAGE

AAP NZ DGPPN ESCAP BAP AALAP DGRIP NIE SIGN CADDRA
Association (2000, 2001) (2001) (2003) (2004, 2006) (2008) (2002, 2007) (2007) (2008) (2009) (2011)
Diagnostic criterdia DSM-IV DSM-IV ICD-10; DSM-IV; ICD-10; DSM-IV DSM-IV; ICD-10 DSM-IV; ICD-10 ICD-10; DSM-IV DSM-IV; ICD-10 DSM-IV; I(D-10 DEM-IV
Wender-Utah ariteria
ADHD specialist 0 + 0 + + 0 [i] + + +
Sereening - - 0 0 + + 0 - 0 +
Screening for + + + + + + + + + +
comorbidities
Psychiatric Patient, parents, Patient, parents, Parents, Patient, parents, Patient, Patient, parents, Pabient, parents, Patient, informants  Patient, parents, Patient, parents,
interview school, informants  school, informants,  informants school informants school school school school, informants
observation
Questionnaires Optional (CPRS-R,  CPRS-R; CTRS-R; O5M-IV symptom C-GAS; axis 6 of the WURS; ASRS; WPRS; WURS; CAARS; not specified Conners’ rating scales, + CAAT
and rating scales  CTRS-R, 550-R); not  ACTeRS; SNAP-IV checHist; CPRS: MAS; CBCL: O BADDS; BSOPA-SC:  APRS:; ADHDRS-IV: CAADID, 500, CGAS
recommended for WURS; BADDS CPRS-R; CTRS-R; ASRSVLL; BADDS; CBO; CPRS-R;
diagnosis (CBCL-R, DBO; HSO-R; S50-R;  ADHDRS-IV: CTRS-R; CASS-L; HSO-
TRF, DSMD-total scale, IOWA-CTRS; RBPC;  Canadian Consensus  R; 5S0-R; IOWA CTRS;
CPRS-R-Global Rutter Scales; SNAP- Screening SNAP-IV; SKAMF;
Problem Index, CTRS- Iv; SDO; TRF; YSR;  Checklist VADPRS; VADTRS; (AP
R-Global Problem NIMH DISC-IV; PACS
Index)
Neuropsychological 0 Wot routinely; contin-0 + Not for diagnosis;  — ] ] ] Peychoeducational
assessment uous performance recommended to assessment and pay-
tests potentially inform management chological testing
useful.
Physical - - - - - - - - - -
examination
Other Blood lead levels, EEG, heawy metal EEG; thyroid Not routindy 0 Thyroid function Thyroid function ECG if Blood analysis, Polysomnography,
investigations thyroid functon, tests, thyroid func-  function tests; tests, serum lead tests; EEG clinical/historical  EEG and brain EEG and brainimaging
brain imaging, EEG  tion tests, other CT/MERL levek, EEG, head MRL, indications imaging if necessary may be indicated
and continuous per- blood tests and organ SPECT, PET - all not to ecclude undedying
formance tests not  imaging tests not routingy medical problem
routinely recommended routi- recommended
recommended nely. Personality tests

not recommended
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Pharmakotherapie

Journal of Psychopharmacology

0{0) 1-13

(© The Author(s) 2011

Reprints and permissions:
gepub.co.uk/j lsPermissi

DOI: 10.1177/02698811114120)
jopsagepub.com

®SAGE

Association AAP (2000,2001) NZ (2001) DGPPN (2003)  ESCAP (2004,2006) BAP(2006) AACAP (2002,2007) DGKIP (2007)  NICE (2008) SIGN (2009)  CADDRA (2011)
MPH 1st 1st 1st 1st 1st 1st 1st 1st 1st +
MPH MR 1st + 0 + 1st 1st 1st 1st 1st 1st
Dexamphetamine 1st 1st + + 1st 1st + +, 1stin C&A  1st 1st
Mixed amphetamine  1st 0 + + 0 1st + 0 0 1st
salts
Lisdexamphetamine 0 1] 1] 0 0 0 0 0 0 1st
Atomoxetine 0 0 + + 1st 1st 1st +, 1stin CRA  + 1st
Bupropion Outside scope 1] + 0 + + + + + +
Clenidine Outside scope 1] 1] + + + + + + 1]
Guanfacine 0 0 1] + + + + 0 0 1]
Modafinil 0 1] 1} 0 + 0 0 + - +
Femoline - 0 0 + - - 0 0 0 0
TCA Outside scope + + + + + + + + +
Pre-treatment safety 0 + 0 0 0 + + + + +
measures
Explicit dose + + 1] + 0 + + + For some +
agents only

Titration Outside scope + 0 + 0 + + + + +
Monitoring + + + + + + + + + +
Adverse effects + + o + + + + + + +
Contra-indications + 0 0 + 0 + + + 0 +
Cost considerations 0 1] 1] + + 0 + + 0 +
Drug holidays 0 1] 1] Only if growth 0 + + -, exceptions 0 -, exceptions

retardation permitted permitted

11
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Journal of Psychopharmacology
0(0) 1-13
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Reprints and permissions:
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®SAGE

Pharmakotherapie

Methylphenidate
Dexamphetamine
Methylphenidate MR
Atomoxetine

Mixed amphetamine salts
Lisdexamphetamine
Tricyclic antidepressants
Bupropion

Clonidine

Guanfacine

Maodafinil

B First Option
Other

10

12



Systematic review of national and
international guidelines on attention-deficit
hyperactivity disorder Joumal ofPychaphamcion

0(0) 1-13
(© The Author(s) 2011
Reprints and permissions:

h leD,

"
co.uk/j

Miguel Seixas™?, Margaret Weiss® and Ulrich Miiller?* o A
®SAGE
Nichtpharmakologische Therapieoptionen
AP HZ DGFPN ESCAP BAP AACAP DGKIP NICE SIGN CADDRA
Association (2000, 2001) (2001) (2003) (2004, 2006) (2006) (2002, 2007) (2007) (2008) (2009) (2011)
Individual interventions 0 0 + + 0 0 + + 0 +
Group interventions 0 + + + 0 0 + + 0 0
Family-based interventions 0 0 0 + 0 0 + + + +
School-based interventions + 0 o] + + 0 + + + +
Occupational interventions 0 0 0 0 + 0 0 0 0 +
Behavioural parent training + 0 0 + 1] 1] + + + +
Behavioural management 0 + a + 0 0 + + 0 +
Psychoeduation + 0 + + + + + + + +
Family therapy 1] 0 a a 0 0 + 0 0 +
Social skills traiming 0 0 0 + 0 - 0 + 0 +
Cognitive therapy - 0 1] 1] 0 0 + o 0 0
CBT - 0 0 + 0 - + + 0 +
Supportive therapy 0 0 o + + 0 0 1] 0 +
Self-help 0 0 0 + 0 0 + + + +
Counselling 0 0 1] 1] 0 0 0 o 0 +
Cognitive remediation 0 0 0 Academic skills 0 0 + 0 0 Academic skills
Carer support + + 0 + 1] 1] 0 0 + +
Other therapies Play Dietary interventions 0 Elimination and @ Dietary Dietary Elimination #Avoidance of Anger
therapy not  supenvised by dietitian restriction diets modification modification, and restriction  case-specific food management;
recommended and at parents’ request. not routinely and EEG biofeedback diets not additives (+); interpersonal
Optometric vision recommended (-} biofeedback not recommended;  omega-3 and therapy;
training, sensory recommended (-} fatty acid omega-6 fatty expressive
integrative training, supplements arid supplements, arts thermpy;
chimpractic not routinely iron supplements, play therapy.
mani pulation, recommended (-} zinc supplements,
tinted lenses, antioxidants, Bach
megavitamins, herbal flower remedies,
remedies and homeo pathy, massage
biofeedback not therapy and
recommended (-} neurofeedback (all -}
Multimedal interventions  + 0 + + 0 + + + + +




ﬁ Multiple guidelines for the diagnosis and
management of ADHD

« All guidelines emphasise the importance of a patient-
centered, multimodal treatment approach

— All recommend incorporating psychological, behavioral and
educational interventions



Bausteine der multimodalen Therapie

| i

ern-Kind-Therapie

Psychoedukation*

Verhaltensinterventionen in der Schule*

* gut etabliert
? fraglich

e

kjppkéin&akipkdin

utmcuwllc‘ Dopfner, Frolich & Lehmkuhl (2013). Aufmerksamkeitsdefizit- / Hyperaktivitétsstérung
%> KON (ADHS) Leitfaden Kinder und Jugendpsychotherapie, Band 1. Géttingen: Hogrefe.

© M. Dopfner




ﬁ Multiple guidelines for the diagnosis and
management of ADHD

« All guidelines emphasise the importance of a patient-
centered, multimodal treatment approach

— All recommend incorporating psychological, behavioral and
educational interventions

* Differences in the treatment of ADHD between
Europe and North America include:

— the emphasis placed on non-pharmacological interventions
— the range of available medications

— the severity of symptoms and impairment required to initiate
medication
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Miguel Seixas'?, Margaret Weiss® and Ulrich Miiller

Methodische Qualitdt AGREE-Score

AP AAP NZ AACAP DGPPN  ESCAP ESCAP BAP DGKIP AACAP NICE SIGN CADDRA
Guideline (2000)  (2001) (2001}  (2002)  (2003)  (2004)  (2008)  (2006)  (2007)  (2007)  (2008)  (2000)  (2011)
Scope and purpose (maximum score 12) 11 8 11 7 5 3 8 8 4 4 12 11 10
Stakeholder involvement (maximum score 16) & 9 13 4 7 5 5 7 5 4 13 10 9
Rigour of development (maximum score 28) 20 22 19 15 1 14 21 17 ] 16 27 23 19
Clarity and presentation (maximum score 16) 15 12 14 12 12 12 12 14 12 16 16 14 16
Applicability (maximum score 12) 3 5 3 3 3 5 5 5 4 3 1 12 6
Editorial independence (maximum score 8) 2 2 2 3 2 5 6 8 2 5 8 8 8
Total score (maximum score 92) 59 (64%) 58 (63%) 62 (67%) 44 (48%) &0 (43%) 44 (48%) 57 (62%) 59 (64%) 36 (39%) 48 (52%) 87 (95%) 78 (85%) 68 (74%)
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Behandlungsalgorithmus : ADHS-Schulalter

Aufklarung u. Beratung der Eltern und des Kindes / Jugendlichen

v
stark ausgepréagte situationstber- ja :
greifende Symptomatik mit erheblichen > Pharmakotherapie®
Funktionseinschrankungen? |
nein ¥ <
S La ja e Beratung der Lehrer
' goliomale puraligicien > - Intervention n der Sche
' » Kognitive Therapie des Patienten

A

nein y
L noch starke ADHS-Symptome? >
nein/ ja ¥ Ja

Kombination mit Pharmakotherapie®?

v :
< Externale Auffalligkeiten ja » Elterntraining mit Intervention in der
- - o > Familie
? /S : :
des Patienten in der Familie’ » Kognitive Therapie des Patienten

A

nein v
o noch starke ADHS-Symptome? >
nein/ ja ¥ a

Kombination mit Pharmakotherapie®?

A

v
ja Therapie komorbider Stérungen, z.B.:
Komorbide Stérungen? » - Soziales Kompetenztraining
- Ubungsbehandlung,

Soweit keine Kontraindikation vorliegt; 2) Wenn ADHS-Symptomatik nicht auf familidren Kontext beschrankt ist

KOLN Taylor, Doepfner, Sergeant, et al. (2004). Clinical guidelines for hyperkinetic

UM,K”N,K‘ deutsch: DGKJPP (2004); europaisch: Taylor et al. (2004); modifiziert — il
disorder- first upgrade. European Child & Adolescent Psychiatry, 13, I/7 - 1/30 © . Dopiner

I‘-Ii' [.I H
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Behandlungsalgorithmus : ADHS-Vorschulalter

Aufklarung u. Beratung der Eltern und des Kindes / Jugendlichen

- Ubungsbehandlung

v
Sehr stark ausgepragte ADHS- ja —
Symptome auch in Spielsituationen mit > Spieltraining
Therapeuten? |
neiny <
T ' « Beratung der Erzieher
Externale Aufféalligkeiten 12 - ;
: : : -» « [ntervention im Kindergarten (evtl.
? A
< des Patienten im Kindergarten” Fordereinrichtung?)
5 nein y
. . noch starke ADHS-Symptome? >
nein/ ja ¥ 1a
Kombination mit Pharmakotherapie®2
2 '
Externale Aufféalligkeiten ja & Elterntraining mit Intervention in der
des Patienten in der Familie? Familie
. . el noch starke ADHS-Symptome? >
nein/ ja ¥ ia
Kombination mit Pharmakotherapie®2
< ]
v
ja Therapie komorbider Sts B.:
Komorbide Stérungen? »| Therapie komorbider St6rungen, z.B.:

Soweit keine Kontraindikation vorliegt; 2) Wenn ADHS-Symptomatik nicht auf familidren Kontext beschrankt ist

KOLN

G | UNIKLINIK
ET i
\';_,.".".-

Dopfner, Frolich & Lehmkuhl (2013). Aufmerksamkeitsdefizit- / Hyperaktivitétsstérung
(ADHS) Leitfaden Kinder und Jugendpsychotherapie, Band 1. Gottingen: Hogrefe.

© M. Dopfner
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Review dosage and diagnosis YES Compliance good? YES
Y
Full dosage tried?
NO WO
1. Motivational interviews
Adverse effects present? 2, Extended release if not already tried

1. Replace with dexamfetamine
2. Review diagnosis and
psychological therapy

Replace with antidepressant
OR

Add (or replace with) a second-
line drug:

Alpha2NAagonist;
atomoxetine; rsperidone

M YES \
*Other” adverse effects: ‘Dopaminergic” adverse effects
Cardiovascular
ECG and consultation
Skin lesions (other than self=inficted) & (83

1. Replace with dexamfetamine

2. Replace with second=line medication
Depression

1. Withdraw gradually or reduce dosage

2. Review need for medication

3, Consider replacement of MP with antidepressant
4. Add S5RI1

2, Replace with second=line medication
Antidepressant; atomoxetine; alphaNAZ2 agonist; risperidone;
nicotine patches; Mood stabiliser

1. Symptomatic measures: reducing or rescheduling dose
For insomnia (i) advice (ii) Melatonin (iii)
clonidine/antihistamine

For anorexia or growth retardation (1) adjust food intake
(i1} consider holidays

For tics (i) review acceptability (it) consider adding clonidine
or risperidone




Medikamentose Therapie

Monitoring & Management von Blutdruck

3 x EP meanxrements with age adjusted oudf within 10 mnutes, patient at rest

EF < 93%centile

ADHD treatment ADHD dose redaction
startecl/continuaed or thug holiday

BF measmed 4t each nat

i

AN

’I EP = 95%centile syst +/4 diast h

Specialistin
hypertensimfrardiclog st

BF < 95" centile EP > 05% centile

ADHD treatment
continued

R

3F|.iqna1 pathway:

First 24 h BF measurem ent \
norm al patholog cal Y
=
| 2
ECO, Echocardiography, Exclusion of “E
secondary causes of arterial hypertensom &
=4
Second 24 h EP messurement =
[=]
| | @
] nuorrs al pathdogeal
Diagnoss of arterial hyperiension )

Dirug treatment of hyperiension

EF < 95%centile

BP » 95% centile

ADHD trestment
not started’d scorarmaed

Graham et al., 2011
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Diagnosis of ADHD

Diagnosis should only be made by a specialist psychiatrist, paediatrician or other healthcare
professional with training and expertise in the diagnosis of ADHD.

Diagnosis should be based on:

— a full clinical and psychosocial assessment. Discuss behaviour and symptoms in the different
domains and settings of the person’s everyday life

— a full developmental and psychiatric history, and

— observer reports and an assessment of mental state.

Diagnosis should be made when symptoms of hyperactivity/impulsivity and/or inattention:

— meet the criteria in DSM-IV or ICD-10 (hyperkinetic disorder), and

— are associated with at least moderate psychological, social and/or educational or occupational
impairment based on interview and/or observation in multiple settings, and

— are pervasive, occurring in at least two settings.

As part of the diagnostic process, include an assessment of needs, coexisting conditions, social,

familial and educational or occupational circumstances and physical health. For children and

young people also include an assessment of the parents’ or carer’s mental health.

Do not diagnose ADHD based on rating scales or observational data alone. However, rating scales?

are valuable adjuncts, and observations (for example, at school) are useful if there is doubt about

symptoms.

ADHD should be considered in all age groups. Adjust symptom criteria for age-appropriate

changes in behaviour.

Take into account children or young people’s views when determining the clinical significance
of impairment.
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Pre-school children
OI Drug treatment is not recommended.

o8 Offer parents or carers referral to a parent-training/education programme as first-line treatment

(see page 22) if they have not attended one, or if it has been only partially effective.

e If treatment is effective, before discharge from secondary care:
— review the child with their parents or carers and siblings for residual coexisting conditions

and develop a treatment plan for these if necessary
— monitor for recurrence of ADHD symptoms and associated impairment after the child

starts school.

e JIf treatment is ineffective consider referral to tertiary services.

-
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School-age children and young people with moderate ADHD and moderate impairment
L IDrug treatment is not indicated as first-line treatment.

e Offer parents or carers referral to a group parent-training/education programme (see page 22) on
its own or with other group treatment (cognitive behavioural therapy [CBT] and/or social skills

training) for the child or young person.

® Consider individual psychological interventions (such as CBT or social skills training) for older
adolescents.

® Where ADHD is present with a learning disability, offer referral to an individual or group parent-
training/education programme according to the preference of the child or young person and the

parents or carers.

e |If treatment is effective, before discharge from secondary care, review the child or young person
with their parents or carers and siblings for residual problems such as anxiety, aggression or
learning difficulties. Develop a treatment plan for these if necessary.

® JReserve drug treatment for children and young people with:
— moderate impairment where non-drug interventions have been refused
— persisting significant impairment following a parent-training/education programme or group
psychological treatment.
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fSchooI-age children and young people with severe ADHD (hyperkinetic disorder) and

severe impairment

® | Offer drug treatment as first-line treatment (see below). Also offer the parents a group-based
parent-training/education programme (see page 22).

® [f drug treatment is not accepted, advise parents or carers and the child or young person of the
benefits and superiority of drug treatment. If drug treatment is still not accepted offer a group

parent-training/education programme.

e [f group parent-training/education is effective for those who refused drug treatment:
— assess for coexisting conditions
— develop a longer-term care plan.

® [f group parent-training/education is ineffective for those who refused drug treatment:
— discuss drug treatment again, or other psychological treatment (group CBT and/or social

skills training)
- highlight the benefits and superiority of drug treatment in severe ADHD.

.

~N
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Anmeldende Fachgesellschaft{en):

Beteiligung weiterer AWMF-
Gesellschaften:

Beteiligung weiterer
Fachgesellschaften/Organisationen:

Deutsche Gesellschaft fiir Kinder- und Jugendpsychiatrie, Psychosomatikund
Psychotherapie (DGKJIR) — Visitenkarte
Deutsche Gesellschaftfiir Psychiatrie und Psychotherapie, Psychosomatik und
Mervenheilkunde e V. (DGPPMN) — Visitenkarte
Deutsche Gesellschaftfiir Sozialpadiatrie und Jugendmedizin e V. (DGSP)

—+ Visitenkarte

Deutsche Gesellschaft fir Kinder- und Jugendmedizin e V. (DGKEJ) — Visitenkarte
Gesellschaftfiir Meuropadiatrie (GMP) — Visitenkarie
Deutsche Gesellschaftfiir Allgemeinmedizin und Familienmedizin (DEGAM)

—+ Visitenkarte

ArbeitsgemeinschaftMiedergelassener Meuropadiater (AGMMP)

Berufsverband der Kinder-und Jugendarzie e V. (BVEK.])

Berufsverband fur Kinder- und Jugendpsychiatrie, Psychosomatik und Psychotherapiein
Deutschlande. V. BKJFPP

Bundesarbeitsgemeinschaft der Leitenden Klinikarzte fir Kinder- und Jugendpsychiatrie,
Psychosomatik und Psychotherapie e, V., BAG

zentrales adhs-netz

ADHS Deutschland eV

AdSel.

DeutscherVerband der Ergotherapeuten (DVE) e V.

Fachgruppe Klinische Psychologie und Psychotherapie derDGP e V.

Berufsverband Deutscher Psychologinnen und Psychologen (BDF)

Berufsverband der Kinder- und Jugendlichenpsychotherapeutinnen und Kinder- und
Jugendlichenpsychotherapeuten e V. (BK.J)

Bundeswverband derVerragspsychotherapeuten e V. (bwp)

Deutscher Fachverband furvVerhaltenstherapie e. V.

Vereinigung Analytischer Kinder-und Jugendlichen-Psychotherapeuten in Deutschland
(VAKIP)

Berufsverband Deutscher Mervenarzie (BWDMN)

Berufsverband deutscher Psychiater (BVDF)

Berufs-und Fachverband Heilpddagogike. V., BHP

Bundespsychotherapeutenkammer

Bundesarzekammer, BAK

Arzneimittelkommission der deutschen Arzteschaft (AkdA)




/ Planung und Organisation \

Bearindung fir die Auswahl des
Leitlinienthemas

Zielorientierung der Leitlinie
Stufenklassifikation (S1, S2e, S2k, S3)

Zusammensetzung der Leitliniengruppe:
Beteiligung von Interessengruppen

Erarbeitung eines Projektablaufplans

Erarbeitung eines Finanzierungskonzepts

Formulierung von Klinisch relevanten
Fragestellungen

[ Leitlinienentwicklung \

Konstituierende Treffen

Systematische Evidenzbasierung
Recherche, Auswahl und methodische
Bewertung bereits vorhandener Leitlinien und
deren Aufbereitung
Recherche, Auswahl und methodische
Bewertung von Literatur und deren

Aufbereitung

Erkldrung von und Umgang mit
Interessenkonflikten

Anmeldung

Anmeldung beim AWMEF-Leitlinienregister

\ Strukturierte Konsensfindung

Redaktion

Klarheit und Gestaltung
Externe Begutachtung
Gesamtverabschiedung

Langversion, Kurzversion, Patientenversion,
Leitlinien-Report
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Alpha-2 Agonists for Attention-Deficit/
Hyperactivity Disorder in Youth: A Systematic

Review and Meta-Analysis of Monotherapy
and Add-On Trials to Stimulant Therapy

Tomoya Hirota, mp, Shimon Schwartz, mo, Christoph U. Correll, mo

Relative Risk Risk Difference NNT/NNH
Outcome/Treatment Trials  Patients RR 95% Cl 2% p RD 95% Cl NNT/H 95% Cl 2% P
Fatigue
Clonidine 1 62 219 0621769  NE 22 - - - - - -
Clonidine XR ] 230 1086 14917904 NE .02 0.13 0.07 10 0.19 NNH: 8 Sto 15 NE <0001
Clonidine total 2 292 416 07712251 54 10 - - - - - -
Guanfacine 0 - - - - - - - - - - -
Guantacine XR 3 881 321 16210636 0 .0008 0.09 0.031t00.15 NNH: 11 710 34 60 .002
Guanfacine totdl 3 881 321 16210636 0 .0008 0.09 0.031t0 0.15 NNH: 11 710 34 60 .002
u-2 Agonists fotal b 1,173 328 1851583 0 <.0001 0.10 0.061t0.14 NNH: 10 8to 17 36  <.00001
Sedation
Clonidine 0 - - - - - - - - - - -
Clonidine XR 0 - - - - - - - - - - -
Clonidine total 0 - - - - - - - - - - -
Guanfacine 0 - - - - - - - - - - -
Guantacine XR 4 1,059 243 10610558 35 .04 0.06 0.01 to 0.11 NNH: 17 10t0 100 64 .02
Guanfacine fotal 4 1,059 243 10610558 35 .04 0.06 0.01 to 0.11 NNH: 17 10t0 100 64 .02
u-2 Agonists fofal 4 1,059 243 10610558 35 04 0.06 0.01 to 0.11 NNH: 17 10t0 100 64 .02
Somnolence
Clonidine 2 147 287 08810940 59 08 - - - - - -
Clonidine XR ] 230 533 22211277 NE 0002 0.28 0.19 10 0.38 NNH: 4 Jtob NE  <.00001
Clonidine total 3 377 353 14810842 60 005 0.28 0.20t0 0.35 NNH: 4 Jto5 0 <,00001
Guanfacine 0 - - - - - - - - - - -
Guantacine XR 4 1,059 401 1621993 81 .003 0.27 0.14 10 0.40 NNH: 4 Jto 8 86 <0001
Guantacine fotdl 4 1,059 401 1621993 81 .003 0.27 0.14 10 0.40 NNH: 4 Jto 8 86 <0001
u-2 Agonists fotal 7 1,436 375 208674 72 <.0001 0.27 0.1910 0.36 NNH: 4 Jtob 74 <,00001
Nok: Boldface p values indicate p < .05, NE = not estimable; NNH = numbernesdeddoharm; NNT = numberneededhotieal; NS = nonsignificant.

JAACAP, 2014
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Only 14% of participants consciously adhered to published clinical
practice guidelines

Belgian child psychiatrists’ experiences and attitudes to the assessment,
diagnosis and treatment of ADHD'

Decisions Regarding ADHD Management (DRAMa) thematic analysis of UK and

)

r

\_

\
Clinicians demonstrate considerable ambivalence in diagnosing and
treating ADHD
Based on interviews with US ADHD clinicians? P

1. Kovschoff et al. Eur Child Adolesc Psychiatry 2012; 21:87—-99; 2. Rafalovich Sociol Health 11l 2005;
27:305-323



ﬁ Treatment outcomes differ in clinical trials and
clinical practice

« Many clinical trials are short-term

* Clinical trial inclusion and exclusion criteria lead to
homogenous clinical trial populations
— Patients with comorbid conditions often excluded

e Patients in clinical trials tend to receive more support
than in standard clinical practice

— Treatment adherence actively encouraged and carefully
monitored

The MTA study demonstrated significantly greater improvements in
ADHD symptoms during 14 months of medication management than
community care — even though the latter group usually received a
medication of known efficacy?!

1. The MTA Cooperative Group Arch Gen Psychiatry 1999; 21:87-99
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