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Objectives : This study was conducted to develop a Korean algorithm of pharmacological and non-pharmacological treat-
ment strategies in attention-deficit hyperactivity disorder (ADHD) and its specific comorbid disorders (e.g. tic disorder, depres-
sive disorder, anxiety disorder, bipolar disorder, and oppositional defiant disorder/conduct disorder).

Methods : Based on a literature review and expert consensus, both paper- and web-based survey tools were developed with
respect to a comprehensive range of questions. Most options were scored using a 9-point scale for rating the appropriateness of
medical decisions. For the other options, the surveyed experts were asked to provide answers (e.g., duration of treatment, aver-
age dosage) or check boxes to indicate their preferred answers. The survey was performed on-line in a self-administered man-
ner. Ultimately, 49 Korean child & adolescent psychiatrists, who had been considered experts in the treatment of ADHD, vol
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untarily completed the questionnaire. In analyzing the responses to items rated using the 9-point scale, consensus on each op-

tion was defined as a non-random distribution of scores as determined by a chi-square test. We assigned a categorical rank (first

line/preferred choice, second line/alternate choice, third line/usually inappropriate) to each option based on the 95% confidence

interval around the mean rating score.
Results :

Specific medication strategies for key clinical situations in ADHD and its comorbid disorders were indicated and

described. We organized the suggested algorithms of ADHD treatment mainly on the basis of the opinions of the Korean ex-

perts. The suggested algorithm was constructed according to the templates of the Texas Child & Adolescent medication algo-

rithm Project (CMAP).

Conclusion : We have proposed a Korean treatment algorithm for ADHD, both with and without comorbid disorders

through expert consensus and a broad literature review. As the tools available for ADHD treatment evolve, this algorithm could

be reorganized and modified as required to suit updated scientific and clinical research findings.

KEY WORDS : ADHD - Pharmacotherapy - Algorithm - Comorbidity.
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Fig. 2. The score of preferences* among ADHD medications according fo Korean child & adolescent psychiatrists’ decisions in case
of ADHD without comorbid disorders. MPH : methylphenidate, TCAs : tricyclic antidepressants, *The score of preferences : confi-
dence intervals, mean and standard deviation (SD) of 9-point scale
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Fig. 3. The score of preferences* among ADHD medications according fo Korean child & adolescent psychiatrists’ decisions in case
of ADHD with comorbid disorders. MPH : methylphenidate, AP : antipsychotics, SSRIs : selective serotonin reuptake inhibiters, TCAs :
fricyclic antidepressants, ODD : oppositional defiant disorder, CD : conduct disorder, *The score of preferences : confidence inter-
val, mean and standard deviation (SD) of 9-point scale

— 20 —



B FOHZE BYBSTO YRS oyl

=2 TCAsFL,
= A (selective serotonin reup-

Ao st A ‘2'13
Aez Azged g
take inhibitors, SSRIS), mirtazapine, venlafaxine 4l
S =7 wokeh

7 R AT of

2) FEEN

chao) WASIUEGIB] AE OFE ARE AR
B 15 1A 0.8 4 Psh Ao] 71 oliHolela @
Sstednh. AR QAr BgolA] 2 T HAel TE A
POl 15(43%) B-& 27(40%) A0 2 W A

1

o2 Uepyry
2. 92 TN B 5V

% F1 I

Za% oF2 WAl AR AZUS & 4 A A A
ofct, WA A SHY W} M) QA Blo] B3R

Stage 0

Diagnostic assessment

'

Stage 1

Methylphenidate (MPH)

:

Stage 2

Atomoxetine
0 Stage 2A

\/

* MPH+Atomoxetine

Stage 3

Bupropion

'

Stage 4

TCAs

Fig. 4. Algorithm for the psychopharmacological tfreatment of
ADHD without comorbid disorder*, Diagnostic reassessment is
mandatory before physician proceed to next stage.If symptoms
improved with medication of any stage, maintenance treat-
ment is recommended. TCAs : tricyclic antidepressants, *Basic
format for algorithm resort to Texas Children’s Medical Algo-
rithm Project”
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Fig. 5. Algorithm for the psychopharmacological tfreatment of
ADHD and comorbid tic disorder. Diagnostic reassessment is
mandatory before physician proceed to next stage. If symp-
toms improved with medication of any stage, maintenance
freatment is recommended
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Fig. 6. Algorithm for the psychopharmacological treatment of
ADHD and comorbid depressive disorder. Diagnostic reassess-
ment is mandatory before physician proceed to next stage. If
symptoms improved with medication of any stage, maintenan-
ce treatment is recommended

Fig. 7. Algorithm for the psychopharmacological treatment of
ADHD and comorbid anxiety disorder. Diagnostic reassessment
is mandatory before physician proceed to next stage. If symp-
tfoms improved with medication of any stage, maintenance
freatment is recommended
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Diagnostic assessment
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Bipolar improved,
no response of
ADHD symptoms
Stage 2

Begin ADHD algorithm,

add to bipolar treatment

Fig. 8. Algorithm for the psychopharmacological freatment of
ADHD and comorbid bipolar disorder. Diagnostic reassessment
is mandatory before physician proceed to next stage. If symp-
tfoms improved with medication of any stage, maintenance
freatment is recommended
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Fig. 9. Algorithm for the psychopharmacological freatment of
ADHD and comorbid oppositional defiant disorder/conduct dis-
order. Diagnostic reassessment is mandatory before physician
proceed to next stage. If symptoms improved with medication of
any stage, maintenance freatment is recommended
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