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Senator Deborah Ortiz, Chair
Thank you Senator Ortiz and members of the Committee for the privilege to speak to you today on this important topic for California’s children and their families.

I have organized my introductory remarks around the five key questions which were posed to me.

By way of introduction, I highly recommend several publicly available documents on the subject of ADHD, the references for which I will provide. These documents include the NIH Consensus Statement on ADHD, the report on ADHD of the Scientific Affairs Council of the American Medical Association, the Practice Parameters of the American Academy of Child and Adolescent Psychiatry, and the Practice Guidelines from the American Academy of Pediatrics.

What is the current research on the diagnosis and treatment of ADHD?

The diagnosis of ADHD can be made reliably and consistently using well-researched interview and observational instruments. However, as is the case for all other psychiatric disorders, there is no laboratory test available with which to confirm the diagnosis. One limitation of some of the diagnostic research on ADHD is that is has been focused on recognition of ADHD in school-age children, with less extensive testing and possible modification for use with younger, or older individuals. Additional diagnostic refinements and developments of tests for use in complicated cases are goals of future research. Although brain imaging studies examining differences in the structure and function of the brain have been revealing, currently there is no role for the use of imaging tests in diagnosis. In the future, tests may be developed to assist in clarifying diagnosis of complicated cases.

Major reviews and consensus papers developed by professionals and researchers outside of the immediate field of research, have come to the same solid conclusion, namely that ADHD is one of the best validated mental disorders in medicine. This includes the results of reviews performed by the National Institutes of Health Consensus Conference on ADHD, and the American Medical Associations’ Council on Scientific Affairs Report on ADHD. There is little evidence to suggest that ADHD is the “product” of toxic or unreasonable influences of modern society.

Major survey studies in US communities, urban, suburban, and rural, and in Puerto Rico, Germany, England, Canada, New Zealand, Hong Kong, and Finland, show that ADHD is found across many cultures and locales. Although the usual prevalence rate observed is between 3-5%, some differences have been noted that suggest possible cultural/societal influences on defining the boundaries of “illness” versus extremes of behavior and personality. Understanding what role cultural influences may have on reporting symptoms and/or tolerance for some behaviors is being examined, and likewise cultural differences in seeking treatment. It is important to stress that there are many tools available to assist clinicians in accurate and reliable diagnosis in office practice, but it is unknown how commonly employed these tools are in usual care.

Are schedule II medications (stimulants) appropriate treatments?

The benefits of psychostimulant medications (Ritalin, Dexedrine, Adderall, Concerta) for the short-term treatment of the core symptoms of ADHD, are undisputed. Literally hundreds of studies, observing thousands of children with well-diagnosed ADHD, show striking benefits for treatment, and excellent safety. Besides dramatic improvement versus control treatments, such as placebo, more recent major comparative treatment studies (the Multimodal Treatment Study of ADHD—the MTA Study), show that the stimulants are clearly more powerful versus intensive home and school behavioral treatments administered over a 14 month period. 

However, added benefits are found when these treatments are combined. Parent satisfaction is greater, academic achievement is higher, and overall response rates are modestly increased.

It is important to note that psychostimulants are not a “cure” for ADHD, and that not all children show improvement or tolerate medication. Average rates for good response to medication only range from 55-70% of schoolage children, leaving significant numbers of affected individuals in need of other approaches. The search for alternatives to the stimulants is a major area of current research, and promising treatments are on the horizon. It will be important to insure access to and dissemination of new information on new treatments as they emerge.

Another limitation of psychostimulants pertains to the frequent co-occurrence of other disorders in individuals with ADHD. This includes overlap with depression, anxiety, aggression, and learning problems. The stimulants have no consistent benefit for these associated features, with the possible exception of benefits on aggression.

Psychostimulant prescribing has shown rapid increases during the past decade. This raises an important question—are stimulants being overprescribed?

Here, the data are contradictory, suggesting large variation in practice patterns by region, discipline and practitioners. However, there is no clear evidence that stimulants are currently overprescribed.

Taking the broadest view, estimated rates of the number of children in community surveys receiving stimulants has increased to a level close to that of the estimated prevalence of 3-6% for schoolage children. However, this does not answer whether these medicines are always appropriately or effectively administered. 

Here different studies come to different conclusions, but the most representative studies suggest that stimulant treatment is usually appropriate, though possibly underutilized. 

For example, in one major study of 4 US communities, only 13% of children diagnosed with strict criteria for ADHD had a history of receiving stimulants. Conversely, in a study of Western North Carolina, over 70% of children diagnosed with ADHD had received stimulants during the four-year sampling period. 

In both studies, a few children were noted to be receiving stimulants, but who did not meet the full diagnostic requirements for the disorder. In most instances, these children did have some symptoms of ADHD, but this would represent practice possibly outside of available guidelines.

Just as important was the observation in one report that more children had received other treatments besides medication, contrary to the view that medications are more commonly employed than behavioral and educational interventions. 

Most important to the committee’s question, perhaps of greatest concern in the 4-community US study was the observation that the majority of ADHD had received no treatment at all. The proportion of untreated children with ADHD was similar to prior estimates from the Institute of Medicine which suggested that only 1/3 of children with mental disorders receive any form of treatment. 

Overall, there is evidence that both under- and over-prescription may be occurring in the community. Experience from LA County suggests that many children with ADHD go without treatment for many years after the recognition of serious ADHD symptoms. This would argue against creating any new regulations which could be a barrier to children receiving treatment.

All in all, the psychostimulants represent a major success story in our search for safe and effective treatments for mental illnesses. They should form the cornerstone for treatment for most children with ADHD, in combination with other approaches. Current concerns involve whether primary care practitioners have the necessary training and time available to accurately diagnose and administer treatments for complicated problems such as ADHD. Educational efforts directed at primary care should be supported. Future research should help enhance the effectiveness of non-medical treatments. Better access to care is needed, and barriers to obtaining treatment should be removed.

If ADHD is left untreated, what are the adverse consequences that can result for the child or teen—or in adulthood?

The results of outcome studies of ADHD are very clear. ADHD is a risk factor for many adverse consequences. These range from increased injury rates in childhood, to increased traffic accidents and violations in young adults, to reduced school achievement, to higher rates of school failure, lower self-esteem, early initiation of smoking, lower vocational attainment, higher rates of delinquency and criminal behavior (in those ADHD children with aggression and minor conduct problems), and higher rates of substance abuse. Other adversities relating to ADHD include high rates of depression in parents of children with ADHD and family strain, both economic and emotional. There are data to demonstrate that successful treatment can reduce many of these negative outcomes.

For example, a recent report from Harvard Medical School observed a reduction in the risk of adolescent substance abuse of 2-3-fold in children with ADHD treated with medication versus untreated children. While there a relatively few longer-term treatment studies which have evaluated effects on these multiple outcomes, the majority of reports suggest that continued treatment should be pursued for children with ADHD.

From a public health view, ADHD is a serious disorder with numerous adverse consequences to individuals and society. The cost to society is difficult to estimate, but is considerable. Facilitating access to treatment, reducing barriers, and ensuring the provision of high quality intervention for ADHD should be a public health priority.

Are appropriate health care personnel providing medications for ADHD?

Despite some perceptions to the contrary, the vast majority of medical treatment provided to children and adolescents with ADHD is from primary care practitioners, not specialists. Although surveys vary by sample and region, some recent estimates observe from 66-85% of medication treatment for ADHD is provided by family physicians, pediatricians or internists. Psychiatrists and neurologists, specialists who generally have received more extensive training in ADHD diagnosis and treatment, tend to see more complicated patients, who often receive treatment for additional problems outside of ADHD.

The advantages of having primary care physicians providing medical treatment for ADHD are significant. These advantages include easier access, lower out-of-pocket expenses, and a long-term relationship with the child and family. 

However, there are definite concerns about current practice patterns suggesting possible disadvantages for the bulk of ADHD treatment being administered by non-specialists. In the MTA Study, treatment provided by community practitioners was only half as effective as response to medication treatment only, even though the prime treatment was to the same—stimulants. How could this be? The prevailing view of this difference between community care-as-usual versus research treatment focuses on limited time and interaction provided by community practitioners. As an example, the research treatment involved monthly visits with extensive communication with the child’s school; in the usual care group, typically children were seen 2-3 times per year, and school interaction was uncommon. Therefore, examining the limits on practitioner effectiveness created by time or reimbursement limits, or reduced access to specialists should be pursued.

Overall, patterns of stimulant use appear consistent with treatment patterns for other mental illnesses in children and adolescents, with primary care physicians providing the bulk of medication treatment. 

Is there any other aspect of current research on ADHD research that you wish to call to the attention of the California State Senate?

The Senate should be aware that ADHD is a major focus of research at many of the state public and private research institutions, funded by a variety of sources including federal and industry sponsors.

This is an exciting time for research in this area. Research is making great strides in further illustrating the brain basis of ADHD, which ultimately will inform treatment.

Significant progress is being made understanding the role of genetics in the causation of ADHD and related problems. It is clear that genes play an important role in risk for ADHD. A promise of genetic research is the possible development of new treatments which would spring from a better appreciation of causation. Likewise, genetic research may help develop possible diagnostic approaches.

Many new treatments are being tested, both improved older treatments and new and novel interventions, both medical and non-medical. Progress is slow but steady. As examples, at UCLA current studies include improved treatments for teaching social skills for ADHD, testing parent management and medication approaches for younger children with ADHD, brain imaging studies to clarify the nature of cognitive differences in ADHD, studies of genetics of ADHD, studies of learning problems in ADHD, studies of medication use in foster care and other populations.

In the future, consideration should be given for support to assess the adequacy of current ADHD treatment in the public sector, as well as demonstration models on approaches to install integrated and empirically supported ADHD treatment in existing treatment systems.

Given solid evidence on available treatments and promising new advances on the horizons, there is cause for much optimism for help and better futures for the citizens of California affected with ADHD.

Thank you Senator and the Committee.
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