Manejo del Déficit de Atencion /
Hiperactividad

Jorge M Tamayo, M.D., B.Sc.(Pharm.)
Departamento Psiquiatria, Universidad CES
Departamento Psicologia, U.P.B.

Criterios Diagnosticos para el Trastorno por Déficit
de Atencién / Hiperactividad

A. (1) 0 (2):
1. seis (0 mas) de los siguientes sintomas de jnatencién que han persistido por al menos 6
meses a un nivel que es inconsistente con el desarrollo apropiado para la edad:
a. No presta atencion suficiente a los detalles o incurre en errores por descuido en las

tareas escolares, en el trabajo o en otras actividades

b. Tiene dificultades para mantener la atencion en tareas o en actividades ludicas
c. Parece no escuchar cuando se le habla directamente

d. No sigue instrucciones y no finaliza tareas escolares, encargos, u obligaciones

e. Tiene dificultades para organizar tareas y actividades
f. Evita, le disgusta o es renuente en cuanto a dedicarse a tareas que requieren un

esfuerzo mental sostenido (como trabajos escolares o domésticos)
g. Extravia objetos necesarios para tareas o actividades (p. €j., juguetes, ejercicios

escolares, lapices, libros o herramientas)
h. Se distrae facilmente por estimulos irrelevantes

i. Es descuidado en las actividades diarias

DSM-IV-TR - APA, 2001
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Criterios Diagnésticos para el TDAH (2)

2. seis (0 mas) de los siguientes sintomas de hiperactividad-impulsividad que han
persistido por al menos 6 meses a un nivel que es inconsistente con el desarrollo
apropiado para la edad:

a. Mueve en exceso manos o pies, 0 se remueve en su asiento

b. Abandona su asiento en la clase o en otras situaciones en que se espera que

permanezca sentado

c. Corre o salta excesivamente en situaciones en que es inapropiado hacerlo

d. Tiene dificultades para jugar o dedicarse tranquilamente a actividades de

ocio

e. «esta en marcha» o suele actuar como si tuviera un motor

f. Habla en exceso

g. Precipita respuestas antes de haber sido completadas las preguntas

h. Tiene dificultades para guardar turno
i. Interrumpe o se inmiscuye en las actividades de otros (p. ej., se entromete
en conversaciones 0 juegos)

DSM-IV-TR - APA, 2001

Criterios Diagnésticos para el TDAH (3)

B. Algunos sintomas estan presentes desde antes de los 7 afos.

C. Las alteraciones que generan los sintomas estan presentes en dos o mas
entornos (p.ej. En la escuela [trabajo] y en casa).

D. Clara evidencia de alteraciones significativas en el funcionamiento social,
académico u ocupacional.

E. Los sintomas no se deben a otra condicion psiquiatrica.

Subtipos:
TDAH, tipo combinado: Criterios A1 y A2 durante los pasados 6 meses
TDAH, tipo inatento: Criterios A1 en forma exclusiva durante los pasados 6
meses
TDAH, tipo hiperactivo-impulsivo: Criterios A2 en forma exclusiva

DSM-IV-TR - APA, 2001
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Prevalencia TDAH: 2-8% de los nifios (DSM-IV) (promedio: 3-5%)

Paciente con TDAH

Paciente con TDAH

R. A. Barkley (1998). A
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Deficit Hyperactivaity Disorder: A H
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Calidad de Vida en Pacientes con TDAH

co-morbiditles

O Psychological dysfunc tion

0 Health problems and psychiatric

[ Academic and occupational failure

O Social disability
O Risky beh 5

[ Overweight, ohesity and hypertension

| Dreling y and criminality, smoking and addictions
I S % T—— el
I_Disrup:]ve behaviour, mood, anxiety, elimination, tic and autism spe ) disords
| Drevel L di disorder, and speech and —‘ [Ma!iuldisn:ord. and divorce, bl
language disorders and legal problems, arrests and incarcerations
[I‘ool sacial skills, impaired family rel ips. poar peer relationships and rejection by peers

| Suicidal ideation, suicide attempts and suicide

| Lower quality of ife and low self-esteem

FEmminml dysregulation and Lack of mativation

needs, Reduced occup | performance,

ion, speci

Underachi grade rep
school expulsion and dropping out

|

and lower socloeconomic status.

[ Unplanned pregnancies

I Accidents and injurkes, traffic accidents and violation, and licence suspensions

|
|
|
|
|
l
|
|
|
|
|
|

Childhood

- +

Adolescence Adulthood

is and Treatment. New York: Guilford.

REQLQ2014

Faraone SV et al. Nature Rev Dis Primers 2015;1:15020
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Heredabilidad del TDAH en Comparacion con Otras

Condiciones o Variables

Cancer de seno Asma

EsquizofrgniaTDAH Talla

Willcutt 2000

Hudziak 2000 |
Nadder 1998 |

Levy 1997 |

Sherman 1997 |

Silberg 1996 |
Gjone 1996 |

|

Thapar 1995 |

Schmitz 1995 |
Edelbrock 1992 |

Gillis 1992 |

Goodman 1989 ]
Willerman 1973 _\ I
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|_Faraone etal. JAACAP. 2000;39:1455 |

Modelos Neurobiolégicos del TDAH
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prefrontal cortex . cortéx cinqulate cortex CNIUIATE COMEX Moo rical Locus
. Caudate : g = coeruleus

~_nucleus

Mesalimbic -
Substantia nigra
tegmentum

Ventromedial
prefrontal
cortex

» Noradrene
* Dopaminergic

Amygdala "\ Cerebellum

e
Orbitofrontal
cortex L = i:

Medial view

Frontal
cortéx

Medial =
prefrontal -
cortex  Posterior |
cingulate
corex

.\
Ventromedial | ;
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Faraone SV et al. Nature Rev Dis Primers 2015;1:15020
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« sustancia prefrontal
(SG[PF])

« volumen cerebra
(VCT)

Tornese E. Rev Latinam Psiquiatria.

6; Enero-Diciembre 2006: 4

teza Prefrontal vs.
DAH

1080,0 1130,0
Volumen cerebral total (ml)

1180,0

« sustancia blanca prefrontal TDAH = sustancia blanca prefrontal controles

Tornese E. Rev Latin Psiquiatria * Volumen 6 * Enero-Diciembre 2006: 4
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Volumenes de Sustancia Blanca de Cortez
en Funcion de la Edad de Pacientes TDA
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»sustancia blanca prefrontal TDAH =

a blanca prefrontal controles

} Tornese E. Rev Latin Psiquiatria Vol

refrontal

12
Edad (anos)
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Activacion Funcional de Redes
Atencionales

Activacion
talamica
} Raz & Buhle. NATURE REVIEWS | NEUROSCIENCE VOLUME 7 | MAY 2006 | 367 }
Activacion Funcional de Redes
Atencionales (2)
Activacion
parietal

Raz & Buhle. NATURE REVIEWS | NEUROSCIENCE VOLUME 7 | MAY 2006 | 367
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Activacion Funcional de Redes
Atencionales (3)

Activacion

corteza
cingulada
anterior

1_Raz & Buhle. NATURE REVIEWS | NEUROSCIENCE VOLUME 7 | MAY 2006 | 367 |

Sistemas de Neurotransmision en el TDAH

OH—

OH —

Dopamine

Norepinephrine

Sistemas
Atencionales

Neurotransmisor
Implicado

Actividad

Posterior (negro)

Noradrenalina

Desconexion del
estimulo

Cambio de atencién a
otro estimulo

Sostenimiento de la
atencion al nuevo
estimulo

Anterior (naranja)

Noradrenalina y
Dopamina

Analisis de la
informacién

Preparacién para la
respuesta

Posterior
Farletal

Uz 'Dorsolateral
Frontal Cortex

Pliszka SR, McCracken IT, Maas JW. Catecholamines in Attention Deficit Hyperactivity Disorder: Current Perspectives.J Am Acad Child Adolesc
Psychiatry. 1996;35(3):264-272. Mefford and Potter et. al Medical Hypotheses, 1989
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Curso del TDAH. Persistencia en la Adultez

Behavioural disinhibition, emational ability Full expression of ADHD, [¢] Inattention persistsand
and emergence of diagnosis in preschool years psychiatric co-morbidity, hyperactive—impulsive symptoms wane
in[tiatloan l

T | school failure, peer 1
Prodrome: hyperactivity: and speech, language @@ | | rejection and ance abuse, low self- and
and motor coardination problems (O neurocognitive dysfunction sacial disability

[ ]
~

. | J
Genetic predisposition | [ Psychosocial influences, chaotic family environments, peer influences and mismatch with school and/or work environments.
T I
Fetal exposures | Different genetic risk factors affect the course of ADHD at different stages of the lifespan
and epigenetic r
changes Frontal-subcortical-cerebellar dysfunction via structural and functional brain abnormalities and downregulation of
catecholamine sy that regulate atfention, reward, executive control and motor functions

0 Clinical progression ¥ T

O Aetiology
[ Pathophysiology

Persistence of cortical thickness, def;
network and white matter tract abno

\ Faraone SV et al. Nature Rev Dis Primers 2015;1:15020 \

Alternativas de Tratamiento del TDAH

> Amphetamine -
l,‘fﬂ"ylphe“_'dat"- X_,Rmixed isomers/salts, XR
("Psychostimulant™) ("Psychostimulant”)

Lisdexamfetamine

2 Dexamphetamine - Amphetamine - 4
n!lrethylphen_idm, 'R: single isomer/sulphate, XR mixed isomers/salts, IR diugsylate
("Psychostimulant”) ("Psychostimulant”) ("Psychostimulant”) (long-acting pro-drug)

("Psychostimulant™)

l | l

1950 60 70 80 90 2000 2010
AtDITlOXE‘ﬁ n_e : |
ind8BRBor hyperactivity: (NA reuptake inhibitor)

“hyperkinetic" children Guanfacine, XR; Clonidine, XR
(0:2-AR agonists)

Millan MJ et al. Neuropsychopharmacology 2015;25:599-656
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Evolucion del Diagnéstico y Alternativas de
Tratamiento del TDAH

I Weikard describes ADHD syndrome in a German textbook | ] DSM-1l describes hyperkinetic reaction | Omega-3 is aweak but effective
I Treatment
Douglas’ neurocognitive model of ADHD
Hoffman cartoons of Still describes | = g | DSM-5 extends age of onset
*Fidgeting Philip’ and “defect of moral = " - tolly d adjusts criteria
‘foh‘n"\:;r:lgeadl-i-r:-(?m-»ﬂir' Gkl ira ADHD-like symptoms Twin studies for adults
The Lancet described as ‘minimal document high
brain damage’ heritability CBT for adult ADHD ]
Boumneville, Boulanger, Faul-Boncour US FDA approves DSM-il Rare genomic insertions and
and Philippe describe ADHD sympto hylphenid operationalizes deletions discovered
as ‘mental instability’ in French medical for depression diagnostic T
and educational literature and narcolepsy criteria Molecular polygenic
background confirmed

= Sagvolden describes an ADHD rat model

Bradley shows that benzedrine .

reduces hyperactivity Similar correlates of ADHD found in boys and girls DL describes
Crichton describes T ADHD a5 a
ADHD §yndrame in Kramer=Follnow synd I imaging documents structural and rﬁmnﬂ:
a Scottish textbook discovered | Parent training I functional brain anomalies '“wl' geoblem

DSM-IV refines criteria | Long-acting
Methd s o s

O Prediagnostic era indicated for. ADHD in adults recognized as a valid disorder J developed
O Minimal brain dysfunction era behavioural T I
O Artention-deficit disorder era disorders Co-morbidity with anxiety, mood or autism spectrum| | Non-stimulants
O ADHD era in children disorders and executive dysfunction confirmed approved

I |
| Faraone SV et al. Nature Rev Dis Primers 2015;1:15020 |

Tratamientos para el TDAH Empiricamente
Probados

m Psicofarmacos
o Estimulantes (p.ej. metilfenidato, anfetaminas, etc.)

o ISRN (p.ej. atomoxetina)
« Antidepresivos triciclicos (p.ej. desipramina)
o Anti-hipertensivos (p.ej. clonidina)

B Entrenamiento de padres en el manejo de los ninos con

TDAH
+ Ninos <11 anos (65-75% responden)
+ Adolescentes (25% responden)

® Terapia de familia para adolescentes
¢ Manejo de problemas, entrenamiento en comunicacion (30% responden)

M

10
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Table 2. Medications Used in Treatment of ADHD

Decision to medicate should be based on

larget sy

severe to cause

GENERIC CLASS

Brand Name

DOSAGE
FORM

RECOMMENDED
USUAL DOSE

DURATION
OF EFFECT

COMMENTS

METHYLPHENIDATE PREF T ]
Short-acting - o
Focaiin 2.5, 5, 10 mg tablets INITIAL: 2.5 mg BID, MAX: 20 mgid and side affacts =
Methylin 5,10, 20 mg tablats INITIAL: 5 mg BID with/after breakfast 35h : z"::mc .';:“‘” not studied in
Ritalin 5,10, 20 mg tablets and lunch. MAX: 60 mg/d :
generics ::::ilu patient growth and weight
Intermediate-acting * Use cautiously if history of tics
Metadate ER 10, 20 mg tablets Corresponds to tirated 68 h dose 6-8h * Give withiafter food
Methyiin ER 10, 20 mg tablets of short-acting methylphenidate. * Longer-acting stimulants may have
Ritafin SR 20 mg tablet MAX: 60 mgid greater problematic effects on
generics evening appelite and sleep
¥ et
Metadate CD 20 mg capsule (6 mg IRM4 mg ER) 1 capsule QAM. MAX: 60 mgid Bh mymomm:dapnmlm on
Ritatin LA 20, 30, 40 mg capsules (' IR/, ER) 1 capsule QAM. MAX: 60 mgid Bh soft food
Long-acting
Concerta*® 18, 27, 36, 54 mg tablets 1 tablot QAM, MAX: 54 mgid 12h * Swallow whole with liquids

MNonabsorbable tablet shell may be
se0n in stool

* Therapeutic trial: Initiate at 5mg BID; titrate weekly in 5 mg increments. 3rd (pm) dose may be added at clinician's discretio

AMPHE' n b
Short-acting
Adderall 5 7.5 10, 125, 15, 20, 30 mg tablets. 3-5yr: 2.5mg QO-BID, + Class precauti
generics = Gyr: 5 mg QD-BID. MAX: 40 mg/d and side effects
¢ Safetyeflectiveness not studied in
Dexedrine 5 myg tablet 3-5yr: 2.5mg BID-TID, 4—6h patients < 6 yr
penerics = Byr: 5 mg BID-TID. MAX: 40 mg/d ® Monitor patient growth and weight
gain
Dextrostat 5, 10 mg tablets 3=5yr: 2.5mg BID-TID, * Use cautiously if history of tics
= Gyr: 5 mg BID-TID. MAX: 40 mg'd * Give first dose on awakening, with!
after food
Intermediate-acting g
5 510, 15mg = Byr: 5-10 mg QD-BID. MAX: 40 mg/d 6-8h "“wlr“""""“:"""::::‘““
Long-acting ‘evening appetite and sleep
Adderall XR 5,10, 15,20, 25, 30 mg capsules = Gyr: 10 mg Q0. MAX: 30 mgid 10-12 h . ulbe

soft

= Therapeutic trial: Infiste at 2.5 mg: titrate weekly in 2.8 m g increments. Soma patients may require only 00 dosing.

a1

caps
may be opened and speinkled on ]
food

s . ly acting antihy pertensives useful for sleap disturb due to stim ulk

CLONIDINE
Catapres 0.1, 0.2, 0.3 mg tablets < 45 kg: 0.05 mg QHS; titrate In 0,05 mg ND . Class e
increments BID, TID, QID and side effects )
> 45 kg: 0.1 mg QHS; titrate in 0.1 mg « Also effective for: impulsivity and
s BID, TID, QID P y (may not be seen for
GUANFACINE 4-5 wk), but not for qmm:dw& or
Tenex 1, 2 mg tablets < 45 kg: 0.5 mg QHS; titrate in 0.5 mg ND ﬁc.mmingromuim":.omm '
>:smig&:ﬁb.m:” o « Taper off to avoid rebound
increments BID, TID, QID TRT——

Antidepressants (refer 1o psychiatric specialist)

AMINOKETONE

Buproprion (Weldbutrin, Zyban) [lowers selzure threshold]
TRICYCLICS [lowers seizure threshold)
Nortriptyline (Aventil, Pamelor)

Imipramine (Tofranil)

Desipramine (Norpramin) [rarely used; assoclated with rare cases of sudden death at therapeutic doses)

Adapted from: American A

demy of Child and Adol.

ychiatry. Practice p

disorder. J Am Acad Child Adol

and adults with ion- defici

for the use of stimulantmedications in the treatment of

Psychiatry 2002; 41( 2 suppl): 265- 49S

11
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Mecanismos Presinapticos con
Potencial para el Manejo del TDAH

1) Redistribucién de catecolaminas desde
vesiculas presinapticas al citosol
(psicoestimulantes)

2) Bloqueo (metilfenidato, ADs,
atomoxetina) y transporte inverso de
transportadores de membrana
(anfetaminas)

3) Disminucion en la expresion de
transportadores de dopamina en superficie

celular
NAT 4) Inhibicion de la MAO (selegilina)
H_NH; =~ " 5) Inhibicién de la tirosina hidroxilasa
e CH |
L] c

DAT o NAT = transportador de DA o NA
VMAT = transportador vesicular de
monoaminas

4‘

Barr AM et al. J Psychiatry Neurosci 2006; 31:301-313; Elliot & Beveridge. Curr Opin
Pharmacol 2005;5:94-100, Spencer T, et al. Child Adolesc Psych Clin N Am. 2000;9:77-97

Flujo Sanguineo Cerebral en Nifios con TDAH Antes
y Después de Metilfenidato

Antes

Después*

+64mm +42mm -8mm -18mm  -40mm
*p<0.01

[ 1
Lee JS et al. Hum Brain Mapping 2005;24:157

12
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Conectividad Entre Areas Cerebrales Anteriores
y Posteriores en Pacientes con TDAH

A Control (n=17) B Control > Persistent ADHD

Remitting ADHD (n=22)

C Remitting ADHD > Persistent ADHD

Persistent ADHD(n=13)

i Mattfeld AT et al. Brain 2014;137:2423-2428 i

Metilfenidato: Hiperdopaminergia en Diversas
Regiones Cerebrales

*p<.05 vs baseline.

\
| B FP, et al. Neur hopharmacology. 2002;27(5):699-711. |

13
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Metilfenidato OROS vs. Placebo y Metilfenidato TID

15+
Parent or Caregiver

= M Laboratory School Teacher
= | ® Community School Teacher
= 12
5
-
(=]
=
S & 94
€ 8
2w
E=
=3
w5 6
@
=
=
(=]
L]
= 4
= 3
=]

TID-Methylphenidate OROS- Placebo-Treated
Hydrochloride-Treated  Methylphenidate-Treated Condition
Condition Condition

IOWA = Inattention and Overactivity With Aggression

Componente de accion rapida (22%) + componente de liberacion sostenida (78%)

} S etal. Arch Gen Psychiatry. 2003;60:204-211 |
REQLQ2014
Estudio de Tratamiento Multimodal del NIMH en Pacientes
con TDAH: Cambios en Peso y Crecimiento a Largo Plazo
Variable Weight Change Height Change

DF X P > x? X P> )2
Site 5 10.63 059 16.82 005
Treatment 3 2.80 423 79 851
Site X treatment 15 17.53 288 12.02 678
Medication status 3 13.32 004 16.16 001
Med /Med vs NoMed /NoMed 1 9.80 002 15.14 <.001
Med /NoMed vs NoMed /NoMed 1 1.18 277 431 038
NoMed /Med vs NoMed /NoMed 1 5.88 015 4.66 031

Andlisis del cambio en peso y talla de 14 a 24 Meses (Med, medicacion)

\
MTA Cooperative Group. PEDIATRICS Vol. 113 No. 4 April 2004

14
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Abuso/Dependencia de Drogas en Adolescentes con
TDAH vs. Controles

100+

Percentage With Substance Use Disorder
n
o
1

Unmedicated ADHD Medicated ADHD Control
(N =19) (N = 56) (N=137)

| Biederman et al. Pediatrics. 1999;104:e20 |

Beneficios y Limitaciones de los Estimulantes de
Accion Prolongada

Beneficios Limitaciones

m Duraciéon menor a 15 horas
- Efecto de rebote

m Efectivos para el
tratamiento de los sintomas

cardinales del TDAH o Eficacia limitada al horario escolar
+ Hiperactividad m Persiste precaucion de abuso
+ Impulsividad . .
+ Inatencion m Tolerabilidad y seguridad

« Insomnio y disminucion del apetito
Efectos adversos potenciales en
m No requiere toma de tallay peso

medicacion en el colegio « Potencial exacerbacion de tics y
sintomas de ansiedad

m Eficiencia académica

15
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Atomoxetina: Actividad Dopaminérgica en Diversas
Regiones Cerebrales

*p<.05

} Bymaster FP, et al. Neuropsychopharmacology. 2002;27(5):699-711. |

Atomoxetina: Concentracion Plasmatica vs.
Cerebral

Concentracion Cerebral = 10X Concentraciéon Plasmatica*

*AUC

**Vida media en humanos

500 ~ 5 horas

3000 -
2 ~O— Cerebro
2 2500 4 —O—Plasma
3
§3 2000 -
<
(]
©9 1500
c
S
L o
8S 1000 -
€
(]
(¥
[=
(=]
o

Horas**
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Eficacia Comparativa Entre Metilfenidato y
Atomoxetina en Nifios con TDAH (Meta-Analisis)

Atomoxetine

Methylphenidate

Std. Mean Difference

Std. Mean Difference

Study or Subgroup Mean SD Total Mean SD Total Weight IV, Random, 95% CI IV, Random, 95% CI
1.1.1 double blind

Newcomn 2008 -144 127 222 -169 131 220 164% 0.19 [0.01, 0.38] =l
Sangal 2005 -13.31 11.49 41 -11.79 13.88 34 8.2% -0.12 [-0.57, 0.34) .

Spencer 2002 HFBD  -14.38 13.31 64 -13.47 14.44 20 T.3% -0.07 [-0.57, 0.44] T
Spencer 2002 HFBK -13 12.96 63 -10.44 13.36 16 6.5% -0.18 [-0.74, 0.36] A\
Wang 2007 -211 103 162 -216 96 164 153% 0.05 [-0.17,0.27] K
Subtotal (95% Cl) 552 454 537 0.08 [-0.04, 0.21] E 3
Heterogeneity: Tau®* = 0.00; Chi*=3.51, df =4 (P = 0.48); P = 0%

Test for overall effect: Z = 1.27 (P = 0.20)

1.1.2 open label

Kemner 2005 -16 12 473 -2024 123 850 18.8% 0.35[0.23, 0.46] 53
Kratochvil 2002 -19.44 1331 184 -17.78 1489 44  11.5% -0.12 [-0.45, 0.21] —
Prasad 2007 -1892 1356 101 -1812 1393 79 12.6% -0.06 [-0.35, 0.24] ——

Yildiz 2010 -9.91 10.96 14 -24 1449 11 3.3% 1.08 [0.23, 1.83] *
Subtotal (95% CI) 772 984  46.3% 0.19 [-0.15, 0.53]

Heterogeneity: Tau® = 0.09; Chi* = 15.46, df = 3 (P = 0.001); I = 81%

Test for overall effect: Z = 1.08 (P = 0.28)

Total (95% CI) 1324 1438 100.0% 0.09 [-0.08, 0.26] "

Heterogeneity: Tau® = 0.04; Chi® = 24.00, df = 8 (P = 0.002); I* = 67%
Test for overall effect: 2 = 1.06 (P = 0.29)
Test for subgroup differences: Chi? = 0.33, df = 1 (P = 0.57), P = 0%

1
|_Hanwella et al. BMC Psychiatry 2011, 11:176 |

t T t
-1 -0.5 0 0.5 1
Favours alomoxetine Favours methylphenidate

amine

o LXD(d=14*

Cohen-d effect size (d) + 95% CI

Pooled Stimulant

Atomoxetine

Tratamiento de
Adultos con TDAH
(Meta-Analisis)

17
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Eventos Adversos con Frecuencia >10% en 2
Estudios Controlados en Nifios y Adolescentes

Atomoxetine Placebo Methylphenidate

(N=129) (N = 124) (N=37)
Adverse Event % Yo Yo
Abdominal pain 31.0 21.8 29.7
Headache 30.2 28.2
Rhinitis 25.6 323 1355
Decreased appetite 7.3
Pharyngitis 16.3 153 10.8
Vomiting 14.7 12.1 13.%
Increased cough 13.2 11.3 16.2
Nervousness 13.2 6.5 16.2
Nausea 10.1 10.5 16.2
Somnolence 9.3 8.1 8
Insomnia 7.0 8.9
Diarrhea 6.2 6.5 16.2
Fever 6.2 9.7 18.9°
Dizziness 3.9 4.0 13.5°

|
|"p < .05 vs. placebo. *p = .05 vs. atomoxetine.
Spencer T, Heiligenstein JH, Biederman J, et al. J Clin Psychiatry 2002;63:1140-1147; Allen AJ, Sy TJ, Heilig inJ,etal. P d

at the Society for Biological Psychiatry; May 3-5, 2001; New Orleans, LA
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