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Objectives : The objective of this study was to evaluate the treatment duration and adherence of osmotic-controlled release oral
delivery system (OROS) methylphenidate for treatment of attention-deficit hyperactivity disorder (ADHD).

Methods : A total of 843 children with ADHD were recruited : 213 children (25.3%) who had previously taken medications
for ADHD and 630 drug-naive children (74.7%) were recruited. The dosage was adjusted according to the clinician’s judgment.
The primary efficacy endpoint of this study was treatment retention rate, which was estimated at Week 12 and Week 20 using the
Kaplan-Meier curve. The Swanson, Nolan and Pelham-IV (SNAP-IV), Clinical Global Impression-Severity (CGI-S), Clinical
Global Impression-Improvement, and the side effect rating scale were measured at every visit. Remission rates were presented
based on SNAP-IV and CGI-S, respectively.

Results : The treatment retention rate at 12 weeks and at 20 weeks was 76.2% and 66.8%, respectively. Divided according to
6-8,9-11, 12-14 and 15-18 years of age, younger children tended to show a statistically higher treatment retention rate (p=.02).
Based on SNAP-IV and CGI scores, children with better response to medication showed tendencies of statistically higher treat-
ment retention rate. The most common adverse events included loss of appetite (7.1%) and insomnia (3.3%). There was no seri-
ous adverse event related to the treatment, such as death.

Conclusion : The use of OROS methylphenidate for treatment of ADHD was safe and tolerable for children. In this study,
lower age and better treatment response showed a statistically significant relationship with higher treatment adherence. Boys
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showed a trend of high treatment adherence. The treatment adherence at 20 weeks was satisfactory, however, the treatment ad-

herence after 20 weeks showed a sharp decrease. Therefore, treatment persistence for six months after the beginning of ADHD

treatment is important. In addition, the positive role of psycho-education for children and parents is necessary for increasing

treatment adherence.
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Table 1. Equivalent dosage of OROS methylphenidate
OROS methylphenidate
18mg once a day

Current methylphenidate dosage

IR-methylphenidate 5mg bid or tid
ER-methylphenidate 20mg a day
IR-methylphenidate 10mg bid or tid 36mg once a day
ER-methylphenidate 40mg a day
IR-methylphenidate 15mg bid or tid 54mg once a day

ER-methylphenidate 60mg a day

IR-methylphenidate : immediate release methylphenidate, ER-
methylphenidate : extended release methylphenidate, OROS
methylphenidate : osmotic-controlled release oral delivery sys-
tem methylphenidate, bid : twice a day, tid : three times a day
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Characteristics

Previous medication (N=213)

Drug-naive (N=630) Total (N=843)

Subject variables

Male, N (%) 171 (80.28) 487 (77.30) 658 (78.05)
Age, mean (SD), year* 9.94 (2.68) 11.11 (2.89) 10.81 (2.88)
Height, mean (SD), cm* 137.44 (15.97) 144.41 (16.81) 142.65 (16.87)
Weight, mean (SD), kg* 35.33 (14.06) 42.07 (16.14) 40.37 (15.90)
ADHD family history, N (%) 20 (9.39) 78 (12.38) 98 (11.63)
ADHD subtype, N (%)*
Predominantly inattentive 30 (14.08) 194 (30.79) 224 (26.57)
Predominantly hyperactive/impulsive 42 (19.72) 50 (7.93) 92 (10.91)
Combined 131 (61.50) 366 (58.10) 497 (58.96)
Not determined 10 (4.69) 20 (3.17) 30 (3.56)
Comorbidity, N (%) 75 (35.21) 218 (34.60) 293 (34.76)
Baseline CGl score, mean (SD) 4.43 (0.90) 4.59 (0.89) 4.55(0.89)

* 1 p<.01. ADHD : attention-deficit hyperactivity disorder, SD : standard deviation, CGl : Clinical Global Impression
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