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or over 130 years, Drug Package,
Inc., has provided one stop
shopping, quality products,
excellent service and budget friendly pricing
to pharmacies nationwide. As a leader and
innovator in new products for the pharmacy,
Drug Package stands alone, keeping pace
with changing technology and anticipating
new product demands. If you are generating
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From The Editor

I

can recall as a youngster my mother telling my
three older sisters to pull their white linen dresses
out of the closet for our annual Memorial Day
family picnic. I can also vividly remember my sisters
spending hours hunched over a hot iron trying to get
six months of wrinkles out of their favorite summer
wear.
Traditionally, wearing white after Memorial Day
has symbolized the beginning of the summer season,
where people change their wardrobe from the drab and
heavy layers of winter to the lighter and more colorful signs of summer. So with that spirit in mind, we
thought it was appropriate that this summer edition of
California Pharmacist would be an opportunity to unveil
a new ‘wardrobe’ of our own, with an array of design
and layout enhancements to our well-recognized, peer
-reviewed journal.
The new design reﬂects a business partnership
that CPhA has established with a publishing partner,
Naylor LLC. Naylor is an industry leader in providing
high-quality print materials and comprehensive media
solutions for associations like ours.
Although California Pharmacist has a fresh new
look, we are proud to maintain our comprehensive
clinical content under the direction of Dr. Craig Stern
and the CPhA Editorial Review Committee. We understand that these rich materials drive the greatest value
for members in reading the Journal each quarter. We
look forward to continuing our work with Dr. Stern and
the Committee in providing relevant, leading-edge
information for pharmacists to thrive in their practices.
As always, we welcome your input on subjects that
are of importance to you and can help you succeed in
your practice.
In fact, in this edition of California Pharmacist,
you will ﬁnd an array of the type of rich material that
I reference above. Guest Editor, Dr. Janice Hoffman, has created a compendium of comprehensive
manuscripts involving behavioral health, and more
speciﬁcally, childhood and adolescent behavioral
science. Understanding these disease processes and
the pharmacist’s role in helping families succeed with
their treatments is an important way that pharmacists
contribute to the care team.
Enjoy your summer!

Best regards,
Jon R. Roth
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From The President

Implementing a Sustainable
Strategic Plan for CPhA

M

ost organizations have strategic plans. Those that are
successful use it to manage the activities and resources of the
organization to ensure that their priorities are in alignment.
CPhA has always had a strategic plan, but we have lacked a framework
to help our organization effectively manage and execute upon it.
In recent years, we have allowed outside
inﬂuences, transitory institutional and
environmental issues and/or personal
agendas to interfere with the priorities setforth in our strategic plan. This has led to
CPhA not achieving the primary strategic
goals established by our membership and
has caused us to re-visit the same issues
and develop the same goals each year
during our Synergy Leadership meeting
held in the fall. In addition, our locals,
academies, and committees have lacked a
clear understanding of what the operating
priorities were and how their activities
were inter-related with key strategic goals
and objectives. This has been extremely
frustrating for CPhA leaders and members
over the years.
The Solution?
In May, CPhA hosted a Leadership
Summit in Sacramento at the CPhA ofﬁces.
We had over 25 Local Presidents, Academy
and Committee Chairs participate. The
purpose of the Leadership Summit was to
review the goals of our Strategic Plan that
were developed at our Synergy Leadership
meeting last November.
The participants were divided into three
groups – Local Presidents, Academies and
Committees. Working with the strategic plan
as their guiding document, they developed
strategic operating priorities for the next three
years and identiﬁed 13 high priority objectives,
six medium priority objectives and four low
priority objectives in the following categories:
• membership growth and expansion
• structural support of locals, academies and
committees
• greater collaboration with other
professional organizations

• increased advocacy
• vertical and horizontal communication
• development of performance dashboards
to improve monitoring of activities
and utilization of resources across the
organization.
The Result
From the Leadership Summit, we
developed a framework to help us manage
and facilitate the execution of our strategic
plan in order to ensure that we stay focused
and hold ourselves accountable for achieving
our goals. This framework will allow us to
focus on the goals that are of the highest
priority and to ensure that all of our decisions
and resource allocations are in alignment with
the overall strategic plan.
The framework consists of the following
key documents: the Strategic Plan, a threeyear Strategic Operating Priorities Matrix
and a Strategic Operations Plan Dashboard.
While the Strategic Plan will provide us
with the overall vision for the organization
and provide guidance in developing speciﬁc
goals and objectives, the Strategic Operating
Priorities matrix will effectively manage all
of the projects, initiatives and programs that
must be accomplished over the next three
years to help achieve the speciﬁc goals.
The Strategic Operating Plan Dashboard,
by compare, will be used to identify which
group is responsible for achieving the goal
and will monitor progress in reaching the
goal within timeframes established by the
Board of Trustees.
The consistent monitoring of the
dashboard will help the CPhA staff, Executive
Committee and Board of Trustees to be
proactive in addressing any obstacles or
barriers that may interfere with successful

achievement of our goals and will help ﬁnd
ways to overcome them.
The Strategic Operating Priorities Matrix
and Dashboard will be used by all CPhA
member-based groups such as Local
Presidents, Committee and Academy Chairs
and the Board of Trustees to help align
priorities, activities, and resources across the
organization on an ongoing basis. The Matrix
will also be used to establish the annual
performance goals and objectives for the
CPhA CEO and staff.
Some speciﬁc activities that have been
designated as high priorities for 2011 include
the following:
• Establish a mentoring program for student
pharmacists
• Provide outreach to members and nonmembers regarding local meetings and
activities
• Research into the value proposition of
CPhA
• Develop a taskforce to assess the current
sufﬁciency of technician training in California
• Establish a plan to facilitate
communication among committees,
academies, locals and the BoT.
The above list provides just a few
speciﬁc details of what came out of the
planning process with CPhA leaders. If
you are interested in learning more about
the strategic operating priorities matrix
and how it relates to the overall CPhA
Strategic Plan, please visit the CPhA
website at www.cpha.com or contact me
personally by email. I welcome all member
inquiries at: kennybscott@yahoo.com. An
informed membership is an empowered
membership. I look forward to working
with all of you to bring our profession
together and strengthen CPhA.
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Pharmacy News In Brief

California Budget Update
by Jon R. Roth, CAE

C

alifornia’s state budget process related to pharmacy
reimbursement took significant steps forward over the last
quarter. As a result, we believe it’s important to share the
latest status with you about what CPhA is doing to lead that process.

Background
There are two important bills
contained in the Governor’s budget
to reduce the deﬁcit which directly
impact pharmacists and pharmacies
that provide services to Medi-Cal
beneﬁciaries.
One measure was a budget trailer
bill that authorized the Department of
Health Care Services to move forward
with a change in drug cost reimbursement from Average Wholesale Price
(AWP) to Average Acquisition Cost
(AAC). This would reduce drug ingredient reimbursements and maintain the
current $7.25 dispensing fee. The second measure signed by the Governor
included several patient and provider
reductions to services and compensation including:
• a 10% provider reimbursement cut
• mandatory beneﬁciary co-pays ($5
non-preferred, $3 preferred)
• elimination of some OTC cough
and cold product.
The goal of the Governor’s original
budget trailer legislation moving to
AAC was in part to score $150 million
in savings annually in prescription
drug costs for the State. However, his
plan falls short of providing a reasonable means by which pharmacies can
survive. Therefore, CPhA, along with
a coalition of the chain drug stores,
retailers, and specialty pharmacy
interests have met with the Department of Health Care Services (DHCS)
in a series of negotiations to amend
the AAC budget trailer bill language
and mitigate the other proposed cuts.
CPhA believes the resulting legislation
is approximately 85% better for phar8

macies than the original trailer bill. It
does not, however, resolve key issues
for pharmacies and CPhA continues to
work on policy legislation to correct the
issues that DHCS would not agree to in
the negotiating process.
In addition, CPhA has successfully
advocated for a change in the language
of the ﬁnal budget bill that requires
DHCS to obtain federal approval from
the Centers for Medicare and Medicaid
Services (CMS) before any changes can
be implemented through a State Plan
Amendment (SPA). To date, DHCS has
not yet submitted their proposed SPA
thereby buying pharmacies in California
more time before these budget cuts can
be implemented.

Current Status
In the meantime, CPhA continues
to aggressively represent the best
interests of pharmacies through the
budget negotiation process and by
advancing legislation to prevent the
same problems from occurring in the
future. Ultimately, DHCS realizes that
they need to develop a SPA that will
preserve access to care for Medi-Cal
beneﬁciaries, keep providers enrolled
in the program, and ultimately be
approved by CMS in order to go into
effect. CPhA believes that if these
proposals were to move forward on
a stand-alone basis, there is a high
probability that one or more of the
key considerations would not be approved by CMS.
Once the alternative policy legislation is in play, CPhA will be calling
upon members to help support the
provisions contained therein by con-
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tacting their
legislators and asking for their support of
the bills. The recommended
message to legislators now is:
• Pharmacists understand
the need for the State to reduce
spending. Pharmacists want to
be part of the solution, but the
proposals coming from the Governor and DHCS go too far and
will seriously erode the pharmacy
provider network for ﬁlling MediCal prescriptions.
• There are other solutions that can
be implemented that will save
signiﬁcant money, such as DHCS
optimizing the Medi-Cal preferred
drug list to maximize rebates,
and use of less expensive, but
therapeutically equivalent drugs
for patients.
As of this printing, CPhA was
just informed that the Democratic
leadership in the Legislature formed
a budget agreement with the Governor that details how funds will be
managed with the realization of $4
billion in savings from increased tax
revenues. Should the revenue actually be realized in January 2012, it will
trigger three tiers of additional cuts
by the State.
Please keep an eye out for special budget email bulletins and be
prepared to educate your legislator
throughout the process. If you have
any questions about this complicated
process, please contact me directly
with any questions you may have by
email at: jroth@cpha.com . We appreciate your continued support.

CPh-PAC Looking Out for the
Interests of the Profession
Please Contribute to the CPh-PAC Today
The pharmacy profession faces tremendous challenges in 2011. While there are more than 40 bills related to pharmacy that CPhA is proactively involved with, the PAC works diligently to educate lawmakers about the pharmacy
profession. The PAC Board of Directors is looking to expand its impact on the Legislature by meeting with nearly 40
legislators this year, but PAC funds are extremely low and we need your help. Your PAC contributions at this critical
juncture are more important than ever. Please consider making a contribution today in one of three ways:
• Use the enveloped provided and mail your contribution
• Online at www.cpha.com
• Fill out an fax your information to:
In addition to individual contributions, CPhA Local Associations and afﬁliated organizations can play a large role
in advancing the cause of the CPh-PAC. The Indian Pharmacists Association, for example, organized a “Comedy
Night” event in May, while the Orange County Pharmacists Association held a “Day at the Ballpark” event and the
South Bay Pharmacists Association held a “Day at the Races” event. All of these organizations have engaged their
membership in the important cause of the CPh-PAC, and have found a fun way to make a family occasion worth attending for their members. Read more about the details of the IPA event below, and let us know what we can report
about your local association’s PAC activities in the next issue of the journal.

IPA “Comedy Night” A Good Example of Combining Politics and Fun for a Good Cause
The Indian Pharmacists Association (IPA) hosted a CPh-PAC fundraiser in May in Yorba Linda, California, which was
a huge success. It was attended by over 200 people and raised more than $11,000 in proceeds to beneﬁt CPh-PAC.
Thank you to the IPA for making this CPh-PAC fundraiser so successful. This fundraiser gives us a great head start in
reaching our goal of $250,000.
If your organization or local association would like to host an equally successful PAC event, contact Jon Roth at
CPhA for more details by email: jroth@cpha.com or phone (916) 779-1400,. Ext. 400.
PAC Contribution Form (cut along the dotted line and mail back in the postage-paid envelope provided). Thank you.
Name:
Address:
City:

State:

Zip:

PAC Contribution Levels:
Double Diamond
Diamond Circle
Platinum Circle

$5,000 annually or
$2,500 annually or
$1,000 annually or

$416.67 monthly
$208.33 monthly
$83.33 monthly

I wish to make a one-time donation:
$5,000

$1,000

$500

$250

$100

Automatic Monthly Payment
The minimum contribution for automatic withdrawals from your account is $10 monthly.
Credit Card:
Exp date:

CVV:

Visa:

MC:

Billing address same as above (check here):
Billing address if different from above:
Address:
City:

State:

Zip:

AMEX:

CPhA-Sponsored Insurance

GROUP Level Term Life Program
Looking for cost effective life insurance?
Members may now apply for up to
$1,000,000 of life insurance on either
a 10-year level term or 20-year level
term basis.
Rates for the ﬁrst 10 or 20 years
of your coverage are locked in so
that you do not have to experience
increases in premium solely as the
result of getting older.* This results in
substantial premium savings during
the term of the coverage. After the
initial 10 or 20-year term period, you
can reapply for coverage at your then
attained age or transfer to the regular
term life program if you no longer
qualify through underwriting.
You may also insure your spouse or
domestic partner for up to $1,000,000

and your eligible employees for up to
$500,000.
Each plan also includes two special
member services: travel assistance
services for medical emergencies
when you are traveling away from
home;** and a funeral planning and
concierge service, at no additional
cost to you.***
Call Marsh for more information
at 888-926-CPhA, or e-mail
CPhA.Insurance@marsh.com.
*The initial premium will not
change for the ﬁrst 10 or 20 years unless the insurance company exercises its right to change premium rates
for all insureds covered under the
policy with 60 days advance written

notice. Underwritten by ReliaStar
Life Insurance Company. Policy form
LP08GP.
**ING Travel Assistance Services
provided by Europ Assistance USA,
Bethesda, MD 20814
***Funeral Planning and Concierge
Services provided by Everest Funeral
Package, LLC, Houston, TX 77056.
58870 (7/11) ©Seabury & Smith
Inc. 2011 • AR Ins. Lic. #245544
d/b/a in CA Seabury & Smith Insurance Program Management
• CA Ins. Lic. #0633005
777 South Figueroa street, Los Angeles,
CA 90017 • 888-926-CPhA
• CPhA.Insurance@marsh.com
• www.MarshAfﬁnity.com

California Pharmacists Association’s

Academies Weekend
Compounders Day - Earn up to 6 hrs CE
Long-Term Care Weekend - Earn up to 9 hrs CE
Spotlight on Health-System Practices - Earn up to 6 hrs CE
September 24 & 25, 2011
Reserve your room by September 2, 2011
Mention “CPhA Academies Weekend”
to receive the $169 per night rate
Call 888.233.9527

Crowne Plaza Redondo Beach
and Marina Hotel
300 N. Harbor Drive
Redondo Beach, CA 90277

To register visit www.cpha.com or for more information call 916.779.4546.
10LTC Weekend
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The California Pharmacists Association is pleased to provide a 10-year and 20-year Term Life
program for members. You now have a choice of locking in your premium rate for the ﬁrst 10 or
20 years of your policy,* enabling you to achieve dramatic premium savings. And you can apply for
limits of up to $1,000,000!
• You think you may be paying too much

Now is the time to take a good look at the
CPhA plan if:
• It has been more than one year since you last reviewed your
life insurance protection

• The amount of coverage provided by your employer isn’t
enough and you can’t take it with you if you leave

• You had a change in lifestyle (e.g., married, had a child,
adopted a child, taken out a mortgage or business loan or
invested in a new practice)
• The long-term assets that you once counted on for your
ﬁnancial planning no longer seem as secure as they once did
4QPOTPSFECZ

Call Marsh today at 888-926-CPhA
for information on this new program
and to determine how you can save
on your life insurance!
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*The initial premium will not change for the ﬁrst 10 or 20 years unless the insurance company exercises its right to change premium rates
for all insureds covered under the group policy with 60 days advance written notice.
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Event Corner

Celebrate Pharmacy: A S.F. Bay Area
Pharmacy Education Symposium
A volunteer’s perspective
By Cindy Lau

G

et involved! That is the advice given to many students. But how do I get
involved? With today’s economy, it is difficult to even get a volunteer position
at a pharmacy! So when our UC Berkeley Pre-Pharmacy Leadership &
Learning Society, “PILLS,” had Dr. Bill Young, RPh, JD, CPhA Region 4 Trustee come as
a guest speaker, our PILLS members jumped at the opportunity to help him with his
Regional CE symposium project known as “Celebrate Pharmacy.”
This year’s speakers included Virginia Herold, Executive
Ofﬁcer of the Board of Pharmacy, Dr. Glenn Yokoyama from
UCSF, Associate Dean Sam Shimomoura, faculty and student
speakers from Western University of Health Sciences, Dr.
David Joffe from University of Florida, Dr. Anne Hunt from
the Board of Pharmacy and more! In addition, this year’s
celebration event focused on honoring all of our retired pharmacists in attendance with“Lifetime Service Award” recognition. In a special presentation, Virginia Herold from the Board
of Pharmacy also honored Dr. Jack Lowe, PharmD with a
special 50 Years of Service recognition pin! Julia Moon, a UC
Berkeley pre-pharmacy student, exclaimed, “One of these
days, that’s going to be us!”
In reﬂecting upon the many planning activities for the
event, Dr. Young and I are so proud of our three volunteer
committees; Sponsorship, headed by Abby Cajudo, Marketing, headed by Julia Moon, and Program/CE accreditation,
headed by Jonathan Lai. With a combination of in-person
meetings and weekly conference calls, we were able to raise
$10,000 in corporate sponsorships, organize six CE sessions,
and host approximately 150 pharmacy professionals with
breakfast, lunch, and an evening wine and cheese event. The
best part of all, the event, including all meals and CE programs was free to CPhA members – incredible!

As a result of this volunteer service and leadership opportunity, I now understand what “getting involved” means!
It means volunteering to accept extra responsibility; it means
putting in the effort to serve others; it means going out
of your way to make a contribution to a cause. When we
volunteer to this degree, we reap the beneﬁts of what we
sow! Celebrate Pharmacy was a tremendous opportunity to
not only learn about the different ﬁelds of pharmacy, but it
also gave me the opportunity to meet a lot of amazing people
who helped me develop my organization, communication and
teamwork skills. Having grown in conﬁdence and knowledge,
I believe I am one step closer to becoming a “leader.” Thank
you Dr. Young for mentoring me and all of the little PILLs!
I hope that Celebrate Pharmacy attendees will “get
involved” by sharing what they learned from the conference
with their colleagues, and also seek out opportunities to
serve and lead so that we collectively bring the ﬁeld of pharmacy to new heights!
CPhA would like to thank all the Celebrate Pharmacy volunteers for organizing this successful CE event two years in a
row! Abby Cajudo, Vincent Cheng, Susan Deng, Isabel Fong,
Sarah Han, La Toya Johnson, Jeremery Magnito, Julia Moon,
Jon Lai, Cindy Lau, Cassandra Lei, Michelle Lew, Janice Li,
Julia Pak, Nilomi Shah, Bill Young.

Celebrate Pharmacy Volunteers – UC Berkeley’s “Little PILLS.”

Lifetime Service Award Recipients with Kenny Scott (far left) and
Bill Young (far right)
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University Reports
University of California,
San Diego Skaggs School of Pharmacy
By Rebecca Kandilian, ASP BoT Representative

Mark Aparicio speaks with other students at the
Green Open House event.

This year marks UCSD’s 50th anniversary, or as Chancellor Fox says “we
are marking ﬁve decades of ‘Achieving
the Extraordinary’. ” To celebrate the
anniversary, honor its founders, reﬂect
on achievements and look forward to
the next 50 years, a number of campuswide events including the Innovation
Day Expo and Symposia (IDEaS) and the
Green Open House were held throughout the past few months. While the Innovation Day Expo had demonstrations,
hands-on exhibits and opportunities to
network with today’s leading innovators,
the green open house coincided with
the Earth Week celebration in April. The
UCSD student pharmacists took full advantage of these great events to inform
the public about the various practice settings of pharmacists, and worked hard
to represent the profession well.
In preparation for these events,
a large number of students came

Pharmacy Foundation, as a tool to
ensure the safe use of medications. Finally, the importance of pharmacists in
the management of chronic diseases
was demonstrated by providing free
diabetes and hypertension screenings
along with education on the management of a number of chronic diseases.
As the students worked tirelessly
to answer the public’s questions, a
surprise visit from Chancellor Fox
provided further inspiration to continue
our public education efforts.
As we wrapped up the celebratory
events and completed ﬁnal examinations, it was comforting to know that
we had taken full advantage of every
opportunity presented to inform the
community of the different pharmacy
practice settings. After all, only when
people know what we do as pharmacists will they reach out to us and ask
for help.

together and created an engaging way
to inform the public about the various
aspects of pharmacy practice. Outreach activities included demonstrating
the role of pharmacists in compounding drugs, drug development, medication safety, tobacco cessation, pain
management, immunization and management of chronic diseases such as
diabetes and asthma. Thanks to compounding enthusiasts Mark Aparicio
and Natasha Gorely, the compounding
booth drew the largest crowd as it
allowed the public to make their very
own lip balm to take home. The drug
development enthusiasts, on the other
hand, demonstrated the different
steps involved in developing a drug
by making use of molecular modeling
simulations. In addition, the students
utilized IPad technology to introduce
the public to the safemedservice.org
website launched by the California

Thomas J. Long School of Pharmacy
and Health Sciences at University of the Pacific
By Mika Bhakta, ASP BoT Representative
We did it, Tigers! This year at the
APhA Annual meeting, Paciﬁc was
awarded the national “Innovative
Chapter of the Year” award. This
award pays tribute to the efforts of
the 2009-2010 ASP Executive Board
under the leadership of ASP President, Andy Chan, and APhA-ASP
Chapter Advisor, Dr. Donald Floriddia.
The APhA-ASP Paciﬁc Operation Immunization also won the Region VIII
award for advocating the importance
of vaccines for disease prevention
as well as for the administration of
ﬂu vaccines. Congratulations on the
wonderful work!
In April, Paciﬁc students attended
CPhA’s Legislative Day, where stu-

dents learned about current legislative
issues related to pharmacy. By speaking with state legislators about including pharmacists in the medical home
care setting, students were able to
defend and support their profession in
a proactive manner. In addition, Paciﬁc
students, in conjunction with students
from other schools of pharmacy,
conducted a health fair outside of the
state capitol. Many services were
offered including blood pressure and
blood glucose screenings. Approximately 100 people were screened and
educated about the role of pharmacists in the health care system.
Later in April, approximately two
hundred ﬁ fth-graders from various

Children’s Awareness Committee Carnival
on Paciﬁc pharmacy campus.

local elementary schools brought joy
and laughter to the Health Sciences
campus as they eagerly participated
in the annual Children’s Awareness
Committee (CAC) carnival events.
The children were divided into six
groups and rotated to six different
classroom workshops, where they
were educated about exercise, heart
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APhA-ASP Chapter Leaders proudly
display their hard earned Chapter award.
Left to right: Nola Akilo, Kimmai Nguyen,
Peter Duong, Nuthana Naidoo, Andy
Chan, Vanessa Vaupel, and
Dr. Donald Floriddia.

anatomy, dental hygiene, smoking, poison control, and the food
pyramid. The afternoon turned the

pharmacy campus into a carnival
ﬁlled with a variety of fun booths,
which hosted educational games and
activities. The kids took part in relay
races, face painting, and ate snow
cones on this enlightening and funﬁlled spring day.
Another outstanding event hosted
on campus in April was Legislative
Dinner. During this event, Paciﬁc
hosted eloquent guest speakers Eric
Gupta, the past CPhA President, and
Jason Bandy, a CSHP Legislative
advocate. Through their motivational
messages, students learned about
why they need to promote the pharmacy profession, as well as how they

can support pharmacy organizations
by becoming members and getting involved. Students were encouraged to
become members of pharmacy associations and sign up for the Advocacy
Key Network. The latter was a good
way for students to receive updates
on pharmacy legislative bills as well as
the stance of APhA regarding those
regulations.
In the fall, Paciﬁc plans to continue
encouraging all students to actively
support their profession by advertising key messages, organizing and
conducting health fairs, and raising
awareness of pharmacy legislation on
the Paciﬁc campus.

Western University of Health Sciences,
College of Pharmacy
By Linda Danh, President of the WesternU APhA-ASP/CPhA Chapter
The CPhA Chapter at WesternU has
certainly brought the year to an exciting close by providing excellent health
services to our local communities.
On top of that, we’ve emphasized the
importance of the pharmacy profession by encouraging our members to
get involved with local associations
and to learn more about advocacy.
Every month, our chapter organizes at least two health fairs within
the surrounding area from Pomona
to Los Angeles and Orange County.
Speciﬁcally, we provide blood pressure and blood glucose screenings
which serve 50 to 100 patients at
each event. We take full advantage
of these outreach opportunities to
educate our local communities about
healthier living through our various
projects. For instance, at the last
WesternU Interprofessional Health
Fair in April, our chapter launched
Generation Rx with a poster display
to talk to families about the dangers
of prescription drug abuse. We also
put together an interactive game for
Project Heart to teach kids about
healthy eating and its effects on
the heart.
We also keep WesternU consistently represented at each and
14

every surrounding local association
meeting. Our chapter has certainly
been more proactive this year in
maintaining relationships between
students and local pharmacists from
associations like San Gabriel Valley
(SGVPhA), South East Los Angeles,
Orange County, and San Fernando
Valley. This past January, we had
our ﬁrst on-campus SGVPhA local association meeting with over
50 students in attendance. Then in
April, we hosted our annual Wine and
Cheese event with 18 pharmacists
who enjoyed a night of wine tasting
with 60 WesternU students.
As part of our Speaker Series, our
student chapter welcomes a guest
speaker each month. We make it a
point to have more non-traditional
pharmacists come to campus and talk
about topics ranging from Emergency
Preparedness to Long-Term Care. At
our annual Round-Table event, we
were able to hear from pharmacists
in Nuclear Pharmacy, Consultant
Pharmacy, and Ambulatory Care.
These opportunities not only allow
our members to have a chance to
network with pharmacists in diverse
ﬁelds, but also highlight the versatility
of the pharmacy profession.

CALIFORNIA PHARMACIST | SUMMER 2011 | www.chpa.com

WesternU students at APhA Annual
Meeting winning Region VIII Operation
Diabetes Award

Our chapter deﬁnitely makes a
strong case to encourage and educate our student body about legislative issues. In January, we held a
Legislative Day in conjunction with
the CSHP WesternU student chapter
to bring out over 150 students to hear
local politicians discuss contemporary
issues related to pharmacy. Additionally, we also held a meeting to fundraise for the CPh-PAC and encourage
legislative awareness by hosting a
short game to quiz our members. We
were able to raise $100 and asked
questions like, “Currently, how many
pharmacists are there in Congress?”
To top it off, this year at APhA
Annual, WesternU proudly brought
home our ﬁrst project award by
winning the Region VIII Operation
Diabetes Award. This recognition was
another motivation to continue working hard as student pharmacists to
raise awareness about our profession
by getting involved in our community.

Clinical Knowledge, Research & Therapeutics

Pediatric Behavioral Health
by Janice Hoffman, PharmD, Guest Editor

W

hen an exhausted-looking parent walks into your pharmacy or
healthcare facility to see a physician or pick-up a prescription, and
has a child in tow that’s yelling or running around the facility, you
start to wonder what is happening. Chances are this child has a mental illness
that is either recently-diagnosed or has not yet been diagnosed. The parents
of these children need your support – your time, your understanding and your
ability to help them get the services they need in a timely manner in order to
help their children through difficult times.
Mental Illness is more common in
kids today than ever before. Many of
these children struggled through the
ﬁrst years of life – medically in the
neonatal intensive care unit (NICU)
or pediatric intensive care unit (PICU)
or were given up and raised in an orphanage or foster home. Sometimes
the mental illness may be genetically
linked with the parents or nuclear
family members, which can make it
more or less difﬁcult to get treatment
for the child.
Generally, parents want to help
their child be the best they can be, but
sometimes they just don’t know how
to help them – everyday parenting
skills are not effective. The amount of
consistency and discipline required far
exceeds that of the general pediatric
population. In addition, parents may
need to work multiple jobs to pay for
the psychologist or psychiatrist as
insurance companies may not cover or
limit mental health beneﬁts.
Most parents are reluctant to
use medications on their children.
However, if medications can assist
the child in achieving goals academically, developmentally, socially and
emotionally, then medications are an
option for parents to consider. The
psychiatric medications used in the
pediatric population are generally for
FDA off-label uses, particularly in the

more refractory cases. Often there
are medication cocktails used to
achieve a calming effort to decrease
the risks to the child, family or others
from getting hurt due to the child’s
aggressive behavior. The ability to
help re-balance the chemicals in the
brain is one of the beneﬁts of using
medications. There are also some
nutriceutical uses of foods and limits
of toxic foods in the diet that can help
in some of the mental illnesses seen
in children.
For this issue of the journal, we
have chosen to review a few behavioral health disorders that you might
encounter in your pharmacy practice
including: autism, attention deﬁcient
disorder, adolescent depression, reactive attachment disorder and oppositional deﬁance. It is hoped that the
clinical reviews of each disorder will
heighten your ability to support these
patients as their pharmacist, and to
be more empathetic and supportive
towards the children as well as the
parents of children with mental health
issues. Helping a parent ﬁnd the resources they need to assist their child
may make more of an impact and create a trusting bond than does simply
ﬁlling a prescription and not interacting with the family. It can also make
their experience in the pharmacy less
stressful for everyone involved.

About the Author/ Guest Editor
Dr. Janice Hoffman is a Certiﬁed
Geriatric Pharmacist and received
her PharmD from the University of
Southern California. She completed
a specialty Residency in Clinical/
Administrative Psychiatric Pharmacy
Practice from the University of
Maryland at Baltimore. Prior to coming
to Western University, Dr. Hoffman
was a Consultant Pharmacist and
the Clinical Coordinator at Kindred
Pharmacy Services in Santa Barbara.
She has been Director of Pharmacy at
two private psychiatric hospitals. She
is currently President nationally for Phi
Lambda Sigma Pharmacy Leadership
Honor Society, a Board member on
CPhA Academy of LTC and on the
Board of Directors for the California
Chapter of the American Society of
Consultant Pharmacists.
Academically, she has taught
in many different programs which
include: mentor/preceptor for PharmD.
students from the University of Southern
California and the University of the
Paciﬁc, Clinical Instructor at Moorpark
College teaching Pharmacology
to undergraduates, teaching
Psychopharmacology to graduate
psychology students at California
Lutheran University, and teaching part
of the clinical Pharmacy Technician
program at Simi Valley Adult School.
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Depression in Children
and Adolescents
Treatment Challenges and Strategies
by Sophie Bordson, 2013 PharmD Candidate and Kelly C. Lee, PharmD, BCPP

Abstract
Major depression is a common disorder affecting children and adolescents. Younger patients often present with
irritability instead of overt sadness as seen in adults. There
are also therapeutic management issues that deal with lack
of efﬁcacy data, comorbidities, side effect proﬁles, and
contraindications. Pharmacists must work closely with patients, family members, and other providers when managing
depression in this population.

becoming more recognized in children and adolescents. The
potential consequences of major depression on academic
performance, socialization and family dynamics are alarming, and early recognition and treatment are critical to
achieving remission. The aim of this review is to present
an overview of the epidemiology, clinical presentation, and
treatment strategies of depression in children and adolescents. We also highlight treatment challenges and clinical
pearls for managing major depression in this population.

Introduction

Epidemiology

Major depression is one of the most prevalent mental
health disorders worldwide.1 The United States spends
$100 billion dollars per year treating mental health conditions, and a signiﬁcant portion is spent on people with
depressive disorders.2 In addition, depressive disorders are

Depressive disorders are common and debilitating among
young people. A survey of 10,123 adolescents found that approximately 11.7% of adolescents suffer from major depressive disorder (MDD) or dysthymic disorder (a mild but persistent form of depression).3 The median age of onset is 13

16
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years old, but the prevalence of depression increases steadily
with age 3. While it is easy to dismiss adolescent depression
as a case of the “blues” or “typical adolescent or teenage
behavior,” patients who have a formal diagnosis of MDD may
have signiﬁcant impairment and suicide risk.3 Young people
with depression are more likely to do poorly in school, disrupt
the classroom, and end up in juvenile detention facilities.4
When costs to schools and the legal system are included, it
is estimated that Americans spend $10.2-$12.3 billion dollars
annually on juvenile depression.4
There are many well-established risk factors for MDD in
this population:
• Female gender (in adolescents but not children) has 2-3
times higher risk than males
• A parent with depression
• Dysthymia
• Another psychiatric disorder
Children and adolescents with depression typically have
comorbid conditions. Anxiety, attention disorders, oppositional
deﬁant disorder, and substance abuse commonly compound
the problems caused by depression.5, 6 Substance use disorders (SUD) are of particular interest because they provide
a logical target for prevention efforts. An estimated 12% of
youth have had a SUD by age 16, and the rate of depression
in this population is over 20%.7, 8 Youth with comorbid SUD
and depression are more likely to be depressed and abuse
substances as young adults and have increased risk of suicidal
thoughts and actions.9, 10 Depression also increases the risk of
eating disorders. An estimated 2.7% of 13-18 year olds suffer
from eating disorders, with girls being 2.5 times more likely to
be affected than boys.3 In a study of 891 young women with
eating disorders, 47% had a history of depression.11 Finally, depression increases the risk of suicide; about 30% of depressed
people in this age range have suicidal thoughts.12 Suicide is the
3rd leading cause of death in people ages 12-19, accounting for
11% of deaths in this age range.13 The suicide rate in children
ages 5-14 is 0.7 per 100,000 but increases to 10 per 100,000
in people ages 15-24.14

Clinical Presentation and Diagnosis
The Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition, Text Revision (DSM IV-TR) criteria
for diagnosing depression can be found in Table 1.15 While
depression in adults is characterized by a state of sadness, children and adolescents typically present with somatic complaints, irritability, and social withdrawal.15 They
can also have behavioral problems, trouble focusing, and
a lack of motivation that manifest as poor performance
in school. Alternate etiologies for mood symptoms must
be ruled out before diagnosing MDD. Medical conditions
(e.g. hypothyroid), substance abuse, and severe malnutrition secondary to eating disorder can mimic aspects of
depression.15
Major depression occurs in “episodes,” or periods of time
in which 5 out of the 9 criteria are met for 2 or more weeks
at a time and the symptoms are associated with signiﬁcant
functional impairment. However, people are often clinically

affected with depression without meeting the necessary
criteria for major depressive disorder. Dysthymic disorder is a
chronic condition characterized by clinically relevant depressive symptoms that do not meet full criterion for MDD.15
Upon achieving recovery from the single episode, there
is a 40% risk of recurrence within 2 years of a depressive
episode and 70% risk of recurrence by 5 years.16 Furthermore, 60-70% of children and adolescents with depression
continue to suffer from the illness into adulthood so it is
important to address the disease when it begins.16

Treatment
Detailed treatment guidelines are available from the
American Academy of Child and Adolescent Psychiatry (AACAP) and Guidelines for Adolescent Depression in Primary
Care (GLAD-PC).17, 18, 19, 20 Mild cases of depression may be
resolved with active monitoring within a supportive school
and family environment, and guidelines recommend initiating formal treatment after 4-6 weeks of monitoring and
support.19 While providers and family members alike may
be resistant to treating a young person, studies have shown
that early and aggressive treatment is the most important
predictor of remission.21 Depression is typically accompanied by comorbid conditions including anxiety, eating disorders, and substance abuse, these conditions should also
be treated.19 Treatment can be divided into two categories,
pharmacological and non-pharmacological.

Pharmacological Treatments
There are many classes of drugs used to treat depression
(Table 2). Treatment guidelines from GLAD-PC and AACAP
discourage early changes to drug therapy and suggest assessing clinical response and dosage in 4-week intervals. Patients
should respond to medication by 6-8 weeks, and remission
should be attainable by about 12 weeks of treatment. Those
who do not respond by 12 weeks may need to try a different
treatment. As a general rule, medications should be started
at a low dose and increased slowly to an appropriate level.
To avoid relapses, patients should be treated for at least 7-12
months after response and then the medication should be
tapered off.19, 17

Medications
Selective serotonin reuptake inhibitors (SSRIs) are the
most commonly used medications for child and adolescent
depression. They have the most safety and efﬁcacy data
in this population and should be used before other types
of medications.19 Fluoxetine is approved in children 8 years
of age and older and escitalopram is approved in young
people ages 12 and up. Other SSRI’s are often prescribed
off-label for young people who do not respond to treatment
with an approved agent.19 These include sertraline, paroxetine, citalopram, and ﬂuvoxamine. Although highly debatable, the FDA has recommended a black box warning for all
antidepressants regarding the increased risk of suicidality in
children and adolescents less than 23 years of age. 22 Selective serotonin reuptake inhibitors are typically well tolerated.
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Side effects include gastrointestinal
discomfort, sleep changes, restlessness, diaphoresis, headaches, changes in appetite, and sexual dysfunction
17
. Of particular concern are behavioral activation, switch to mania, and
increased suicidal thoughts 19, which
will be discussed in detail below.
Serotonin-norepinephrine reuptake
inhibitors (SNRIs) such as venlafaxine, desvenlafaxine, and duloxetine
have also been prescribed to treat
depression in children and adolescents. Duloxetine and desvenlafaxine
have not been studied in children or
adolescents. Guidelines for Adolescent Depression in Primary Care
recommend only using non-SSRI
antidepressants after the patient has
failed two or more SSRI trials and
counseling 20.
Bupropion is a norepinephrinedopamine reuptake inhibitor used for
depression and smoking cessation
in adults. It has not been studied in
children or adolescents. Due to a
dose-dependent increase in seizure
risk, bupropion is contraindicated in
patients with a seizure disorder or an
eating disorder (anorexia or bulimia
nervosa) 23.
Mirtazapine has been studied
in two placebo-controlled trials of
pediatric patients with depression,
but the data did not support use in
this population 24. Side effects include
drowsiness, dry mouth, constipation,
weight gain, and hyperlipidemia25, 24.
Trazodone, a serotonin receptor antagonist, also causes drowsiness, and
is often used as a sedative-hypnotic 26.
It has not been studied in children or
adolescents.
Vilazodone is a combination SSRI
and partial agonist of serotonergic
(5HT1A) receptors 27. It was approved
in January 2011 for treatment of
depression in adults and has not been
studied in people under 18 years of
age. The most common side effects
in clinical trials were diarrhea, nausea,
vomiting, and insomnia 28.
Older antidepressants are not
recommended in this population 19.
Tricyclic antidepressants (TCAs) lack
efﬁcacy, have increased incidence
of side effects, and have potential
18

for lethal overdose 29. Monoamine
oxidase inhibitors (MAOIs) are not
used because of their unfavorable side
effect proﬁle, drug-drug interactions,
and food-drug interactions 19.

Warnings and Precautions
Antidepressants are widely used,
but there are special considerations
for use in children and adolescents.
Patient education is particularly
important, and all families should
receive a medication guide for new
prescriptions. They should also be
aware that it typically takes 2 or more
weeks to see an initial effect of the
medication, and they should follow
up with their provider regularly during
the treatment period 19. More detailed counseling points are explained
below, and a summary can be found
in Table 3.
All antidepressant medications
carry a black box warning regarding
increased risk of suicidal thoughts and
behaviors due to a small but signiﬁcant
increase in suicidal ideation found in
clinical trials 30, 31. While some practitioners have limited the use of SSRIs for
the treatment of depression in children
and adolescents, the actual incidence
of suicide is lower in geographic areas
that have increased SSRI usage 30.
National Institute of Mental Health
(NIMH) and the FDA emphasize that
the beneﬁts do outweigh the risks, and
antidepressant treatment should be
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provided to young people. In a metaanalysis of suicidal behaviors with
antidepressants, the number needed
to treat (NNT) was 10 while the
number needed to harm (NNH) was
112—a favorable ratio 31. It is the role
of the pharmacist to ensure that the
patient and the family are counseled
about this increased risk and that they
understand the importance of careful
monitoring and appropriate follow-up
with a mental health provider.
Antidepressants, particularly SSRIs,
are associated with behavioral activation and manic switch. Behavioral
activation is an increased level of activity without changes in mood, impulse
control, or other behaviors 32. It is usually associated with elevated blood levels
of the drug, is typically seen upon
starting SSRI treatment or increasing
dose, and often can be managed by
reducing the dose of SSRI. Drugs with
longer half-lives (i.e. ﬂuoxetine) may be
associated with more activation than
drugs with a shorter half-life 32. Manic
switch is commonly seen in patients
with undiagnosed bipolar disorder.
In contrast to behavioral activation,
patients do experience changes in
their behavior (i.e. decreased impulse
control) and the onset of symptoms is
not linked to pharmacokinetics 32.
The pharmacokinetic proﬁle of
antidepressants may also differ in
young people. They tend to metabolize antidepressant medications faster

and may require a higher dosage than
expected based on weight 33. Furthermore, they are more susceptible to the
effects of CYP2D6 inhibition by ﬂuoxetine and paroxetine, so this should be
taken into consideration when evaluating drug-drug interactions33.
Serotonin syndrome is a consideration whenever patients are prescribed medications that increase
serotonin. Mild symptoms of serotonin syndrome include restlessness,
muscle twitches, sweating, penile
erection, shivering, and tremor; continued use of the offending agents can
lead to delirium, seizures, and coma
33
. Typically, the reaction is caused by
taking two or more agents, or through
drug overdose. If detected early, the
medication(s) can be discontinued
and the condition resolved without
sequelae; however, medical attention
is required in severe cases. The pharmacist must also educate patients and
their families of potential drug-drug
interactions with herbs and dietary
supplements. For example, they
should be aware that St. John’s Wort
works by increasing serotonin and
should never be taken with a prescription antidepressant.
Antidepressant treatment should
generally be tapered over 1-2 week
increments to avoid a discontinuation syndrome 34, 20. Symptoms of
discontinuation syndrome are highly
variable, but the most common are
dizziness, nausea, lethargy, and
headache. Onset is typically within
72 hours of cessation, although it
varies widely in a half-life dependent
manner. Thus, abrupt discontinuation
of short half-life drugs like paroxetine
or venlafaxine are more likely to result
in withdrawal symptoms than long
half-life drugs like ﬂuoxetine. Abrupt
discontinuation of antidepressants
has also been linked to increased
risk of suicidal ideation and behavior.
All patients and their families should
be counseled about discontinuation
syndrome. Psychiatric medications
have been stigmatized in the past,
and it should be clear that withdrawal
symptoms are not signs of “addiction.” Pharmacists must also stress
the importance of adhering to the

dosing regimen prescribed during the
treatment period. Missed doses of
medication may precipitate withdrawal symptoms that can be confused for
side effects or worsening depression.
Finally, when patients are ready to taper off of the medication, they should
be informed about the symptoms of
discontinuation syndome. Those with
mild symptoms might only need reassurance that the condition is self-limiting, while patients with more severe
symptoms may want to use a more
conservative tapering schedule.

Special Considerations
for Patients with Multiple
Diagnoses
In patients with multiple diagnoses, a mental health specialist should
be consulted to treat the depression and comorbid conditions in an
integrated manner. Patients with
comorbid substance use disorders
should receive treatment speciﬁ c
to their disorder (for details, see the
American Academy of Child and Adolescent Psychiatry Practice Parameters 35). This may include individual
therapy, family therapy, and 12-step
programs 35. Additionally, care should
be taken when administering substances with potential for overdose
or abuse. Benzodiazepines are appropriate for acute ethanol withdrawal,
but should not used to treat insomnia
or anxiety 35. Fluoxetine was welltolerated in two small, randomized
controlled trials of comorbid adolescents, but larger trials are needed to
determine whether adding ﬂ uoxetine
to cognitive behavioral therapy
improves outcomes in this population36, 37. Patients with comorbid
eating disorders also require special
consideration and should be seen by
a specialist. Severely malnourished
patients may lack energy and feel
depressed until weight has been
partially restored 38 . Patients who are
severely underweight have increased
risk of arrhythmias so medications
with cardiac side effects should be
avoided 39. The use of SSRIs varies
by type of eating disorder. In patients
with anorexia nervosa, antidepressants are only efﬁ cacious for treat-

ment of their depressive symptoms,
not the eating disorder 39. However,
high-dose ﬂuoxetine
(60 mg/day) is FDA approved to bulimia in adults, and a small, open-label
trial also showed promise in adolescents 39, 40. Thus, ﬂuoxetine therapy
in bulimic patients may be particularly advantageous.

Non-Pharmacologic
Treatment
Non-pharmacologic treatments
for depression include cognitive
behavior therapy (CBT) and interpersonal therapy (IPT). While the length
of treatment varies from patient to
patient, weekly hour-long sessions
for 8-20 weeks are typical for depression20. Cognitive behavioral therapy
targets the patient’s thought pattern
to help them view things in a more
positive and realistic way. It is the
most well-studied form of therapy,
and it may be sufﬁ cient treatment for
minor to moderate depression. IPT
aims to improve the patient’s relationships with others and identify the
problematic emotions and triggers so
that they can be prevented. Therapy
may be a good option for those who
are concerned with medication side
effects. A randomized controlled
trial found CBT to be as effective as
ﬂuoxetine in the long term; however,
CBT took longer before the onset
of clinical efﬁcacy 12. It can also be
combined with medications to maximize therapeutic beneﬁt and mitigate
the increased suicidality seen with
antidepressants.
Electroencephalogram (EEG)
biofeedback aims to improve mood
by improving the actual function
of the brain. It uses electrodes to
measure the electrical activity of the
brain. This is visually displayed to
the patient, and they are trained to
produce a speciﬁc pattern of activity.
It has been used successfully to treat
ADHD and epilepsy in children and
adolescents, but evidence is limited
to case reports in the treatment of
depression 41.
Repeated transcranial magnetic
stimulation (rTMS) is a noninvasive
way to stimulate speciﬁc parts of

www.chpa.com | SUMMER 2011 | CALIFORNIA PHARMACIST

19

Depression in Children and Adolescents –Treatment Challenges and Strategies… (cont.)
the brain associated with feelings of
happiness. This treatment has been
approved for treatment-resistant
depression in adults, but has not been
studied in children. 41
With vagal nerve stimulation
(VNS), a surgically implanted device
stimulates the vagus nerve, which
then projects to the mood centers
of the brain. It has been approved
for treatment-resistant depression in
adults 18 years of age and older. It
was found to improve mood and depression in children with epilepsy but
the study was not designed to assess
efﬁcacy for depressive symptoms 42.
Studies in children have been limited
by safety concerns including: surgical
complications, voice changes, lower
facial weakness, bradycardia, and
asystole 42.

What does the
evidence say between
pharmacologic versus nonpharmacologic treatment?
There have been two major studies comparing the efﬁ cacy of treatments in children and adolescents.
The Treatment of Adolescent Depression Study (TADS) studied initial
treatment strategies for 327 adolescents with depression who were randomized to receive CBT, ﬂuoxetine,
or a combination of ﬂuoxetine with
CBT 12. They found that combination treatment and ﬂ uoxetine alone
worked faster than CBT; however, by
36 weeks, all treatments were equal.
Fluoxetine alone, but not in combination with therapy, was associated
with increased suicidal thoughts 12.
Thus, they concluded that the fastest and safest treatment option was
a combination of ﬂuoxetine and CBT.
In a long-term followup study of the
TADS sample, recurrence occurred
in almost half of the recovered
adolescents within 5 years, and no
differences were found between
treatment groups 43.
The Treatment of SSRI-Resistant
Depression In Adolescents (TORDIA)
study expanded on the TADS ﬁndings by focusing on adolescents who
remained depressed after an adequate
trial with an SSRI. In this study, 334
20

adolescents were randomized to
receive a different SSRI, venlafaxine,
CBT, or a combination of CBT and
medication. Again, the best outcomes
were obtained with a combination
of pharmacotherapy and CBT. They
also found that early and aggressive
treatment was the most important
predictor of remission. 21

Treatment Challenges and
Clinical Pearls
Identiﬁ cation and treatment of depression in children and adolescents
are therapeutic challenges. In this
review, we summarized the clinical
presentation and treatment strategies in this group; we also highlighted differences from the adult
population that are important for
pharmacists to understand. Patient
and family education by pharmacists
are important in demystifying the
current evidence surrounding antidepressants. The following are some
highlights of treating major depression in this population:
• Depression may present as irritability or behavioral problems/poor
performance in school instead
of the melancholic mood that is
characteristic of adult depression.
• Selective serotonin reuptake
inhibitors are associated with
increased risk of suicidal thoughts
and actions, so careful monitoring by the family and health care
providers is necessary.
• Evidence shows that early treatment with an SSRI and therapy
(such as CBT) maximizes beneﬁt.
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Table 1: Diagnostic criteria for depression in adolescents
In order to meet DSM-IV TR criterion for major depression, the child must present with the following most of the day, nearly every day for at least 2 weeks. 15
1 of the following:
Depressed mood (irritability)
Loss of interest and pleasure in things they enjoyed doing (dropping out of sports or clubs)
4 of more of the following:
Weight changes (fail to make expected weight gains)
Psychomotor agitation or retardation that are observable by others
Fatigue or loss of energy
Feelings of worthlessness or excessive inappropriate guilt
Diminished ability to think or concentrate (drop in grades)
Recurrent thoughts of death or suicidal ideation
Adapted from Reference 15.
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Table 2: Antidepressants
Generic
(Trade)
Fluoxetine

Starting dose
10 mg

Effective
Dose

Increments
10-20 mg

20 mg

Max dose
60 mg

(Prozac, Prozac Weekly, Sarafem)

Half-life
6 days (parent), 16 days
(metabolite)

Metabolism
(major)

FDA
Indications
for children

Parent:
2C9/2C19, 2D6

Depression:
ages 8 and up

Metabolite:
3A4
Sertraline (Zoloft)

25 mg

12.5-25 mg

50 mg

200 mg

26-66 hrs

3A4, 2C9/19

Depression:
off-label
OCD: ages 6
and up

Paroxetine (Paxil, Paxil CR)

10 mg

10 mg

20 mg

60 mg

21 hrs

2D6

Depression:
off-label

Fluvoxamine (Luvox)

50 mg

50 mg

150 mg

200 mg (8-11)

15 hrs

1A2

Depression:
off-label

300 mg (12-17)
OCD: ages 8
and above
Citalopram (Celexa)

10 mg

10 mg

20 mg

60 mg

35 hrs

--

Depression: off
label

Escitalopram (Lexapro)

5 mg

5 mg

10 mg

20 mg

22-32 hrs

--

Depression:
age 12 an up

Venlafaxine (Effexor)

37.5 mg

37.5 mg

--

225 mg

5 hrs

2D6

Depression: off
label

Desvenlafaxine (Pristiq)

50 mg

--

50 mg

400 mg

11 hrs

3A4

Depression: off
label

Duloxetine (Cymbalta)

40 mg (divided)

30 mg

60 mg

120 mg

12 hrs

1A2, 2D6

Depression: off
label

Bupropion (Wellbutrin)

200 mg
(divided)

100 mg

300 mg
(divided)

450 mg
(divided)

8-12 hrs
(parent), 20 hrs
(metabolite)

2B6

Depression: off
label

max single dose
is 150 mg
Mirtazapine (Remeron)

7.5-15 mg

--

15 mg

45 mg

20-40 hrs

1A2, 2D6

Depression: off
label

Trazodone (Desyrel)

25-50 mg

50 mg

--

375 mg

10 hrs

3A4

Depression: off
label

Vilazodone (Viibrid)

10 mg

10-20 mg

40 mg

40 mg

25 hrs

3A4 (major),

Depression: off
label

2C19, 2D6
(minor)

*Adapted from references 19, 20, 21, 27
** Youth-speciﬁc dosing is provided for ﬂuoxetine, citalopram, ﬂuvoxamine, paroxetine, sertraline, escitalopram, and
venlafaxine; all others reﬂect adult dosing.
*** Bupropion dosing provided for IR tablet. See package insert for extended-release and sustained-release dosing information.

Table 3: Counseling Points for Patients with Depression
•
•
•
•
•
•
•

22

All patients should receive a package insert
Adhere to 4-8 week trial of medication along with full maintenance regimen
of 7-12 months
Activation Syndrome – reduce dose
Increased suicidal thoughts – family and practitioner support, consider
therapy with antidepressant use.
Fast metabolism – may need higher dose than expected
Serotonin Syndrome – must not take any other serotonin-increasing
medications
Discontinuation syndrome – always taper off and take at same
time every day
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Autism Spectrum Disorders
rs

What Every Pharmacist
Needs to Know
By Joshua Feder, MD, and Gail Singer-Chang, PsyD, MS
Learning Objectives
After reading the following article, the pharmacist will be
able to:
1. Recognize the prevalence of ASDs.
2. Identify at least 2 conditions commonly associated with
ASD.
3. Identify at least 2 psychiatric classes of medications
often utilized off label to treat patients with ASD.
4. Recognize how medications may help but cannot replace
the need for a comprehensive intervention plan.

Introduction
When the term “Autism” or “Autism Spectrum Disorder” (ASD) is used to describe a patient’s condition,
many healthcare practitioners are at a loss. A mysterious
rising epidemic, a cauldron of politically heated issues, a
diagnosis typically thought to be hopeless, and a diverse
spectrum of chronic, pervasive symptoms all add to the
complexity of this puzzle. But by gaining perspective,
pharmacists are in a unique position to support this population. ASD is a serious condition, but it is not always an
impenetrable barrier to living. In fact, various interventions
have been shown to impact symptoms enough to allow for
healthy development in a subset of this population. This
article will seek to empower the pharmacist to provide
effective healthcare by deﬁning Autism and related issues,
and outlining the various therapies typically included in a
comprehensive treatment plan.

Diagnostic Criteria for Autistic Disorder
Autism is considered to be a “Pervasive Developmental
Disorder” or “PDD.” Such disorders are characterized by
severe impairments in 3 primary areas. These include (1)
Social Interactions, (2) Communication, and (3) Behavior.
PDDs are considered to be chronic and lifelong. Most researchers see ASD as largely genetic, and when families
describe normal child development followed by regression
“into” Autism around 18 months of age, one hypothesis
is that brain development is proceeding in an abnormal
fashion. The diagnostic criteria for Autistic Disorder are
listed in Table 1.
Because the disorder affects everyone differently, it is
said that when you have met one person with autism you
have met… one person with autism. Symptoms range

Table 1. DSM-IV-TR Diagnostic Criteria for Autistic
Disorder
A. A total of six (or more) items from (1), (2), and (3), with at least
two from (1), and one each from (2) and (3)
(1) qualitative impairment in social interaction, as manifested by at least two of the following:
(a) marked impairment in the use of multiple nonverbal behaviors such as eye-to-eye gaze, facial expression, body
postures, and gestures to regulate social interaction
(b) failure to develop peer relationships appropriate to
developmental level
(c) a lack of spontaneous seeking to share enjoyment, interests, or achievements with other people (e.g., by a lack
of showing, bringing, or pointing out objects of interest)
(d) lack of social or emotional reciprocity
(2) qualitative impairments in communication as manifested by at least one of the following:
(a) delay in, or total lack of, the development of spoken
language (not accompanied by an attempt to compensate through alternative modes of communication such
as gesture or mime)
(b) in individuals with adequate speech, marked impairment in
the ability to initiate or sustain a conversation with others
(c) stereotyped and repetitive use of language or idiosyncratic language
(d) lack of varied, spontaneous make-believe play or social
imitative play appropriate to developmental level
(3) restricted repetitive and stereotyped patterns of
behavior, interests and activities, as manifested by at least
one of the following:
(a) encompassing preoccupation with one or more
stereotyped and restricted patterns of interest that is
abnormal either in intensity or focus
(b) apparently inﬂexible adherence to speciﬁc, nonfunctional routines or rituals
(c) stereotyped and repetitive motor mannerisms (e.g.,
hand or ﬁnger ﬂapping or twisting, or complex wholebody movements)
(d) persistent preoccupation with parts of objects
B. Delays or abnormal functioning in at least one of the following
areas, with onset prior to age 3 years: (1) social interaction, (2)
language as used in social communication, or (3) symbolic or
imaginative play
C. The disturbance is not better accounted for by Rett’s Disorder
or Childhood Disintegrative Disorder. (American Psychiatric
Association, 2000, p. 70)
across a continuum from mild to severe, leading many
practitioners to refer to the “Autism Spectrum.” Courchesne
and colleagues are ﬁnding that, in fact, every person with
Autism probably has a different set of scattered microscopic
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lesions in the brain. In the most severe
cases, individuals may be non-verbal,
have mental retardation, and demonstrate aggressive or self-injurious
behavior. Autism is a pervasive,
multifaceted and always unique neurodevelopmental condition. Below are
some deﬁnitions of additional diagnoses considered to be part of the
“Autism Spectrum.”
High Functioning Autism. While
not a technical term, those in the
ASD Community use this label to
describe individuals who are able
to engage and function to a degree.
Such patients may be able to interact
and problem-solve, for instance, but
might remain unusually narrow in
their preferences.
Asperger’s Disorder. This diagnosis is used to describe individuals who
often have very good language and
high levels of intelligence, however
they tend to have great difﬁculties
picking up on social cues causing signiﬁcant relationship impairments.
Pervasive Developmental
Disorder – Not Otherwise Speciﬁed (PDD-NOS). Those patients with
symptoms severe enough to warrant
a diagnosis, but who present with
an atypical picture, are referred to as
“PDD-NOS.”

Prevalence.
The latest CDC data states that
Autism now affects every 1 in 110
children, with 1 in every 70 cases
impacting boys (Sears, 2010). There is
controversy over whether the increase
in Autism is due to an actual rise in the
number of cases or improved diagnosis. Regardless, many do consider
Autism to be an epidemic, and in response, new and innovative therapies
are continually being developed with
some showing promise.

Regardless, Sears notes that we do
know a lot at this point about how
to treat, or at least impact, ASDs.
Some are able to reduce or control their symptoms sufficiently to
be able to function. In rare cases,
symptoms improve to a point where
ASD is not easy to detect. Because
there is no “cure,” most interventions are geared toward symptom
reduction.
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In addition to the diagnostic symptoms, many patients commonly report
a wide variety of related issues which
can range from medical problems to
coordination impairments. Patients
and their families often ﬁnd daily life
stressful and challenging. Table 2
outlines some commonly reported or
suspected associated difﬁculties.

Table 2. Commonly Reported Associated Issues
Problem Type

Medical Issues

Examples
Seizures
Mitochondrial Disorder
Lyme Disease
Gastro-intestinal Distress
Constipation
Diarrhea
Sleep Disturbances
Food Allergies or Sensitivities
Yeast/Fungal Infections
Bacterial Infections
Viral Infections
Parasites
Inﬂammation

Sensory & Self-Regulation Difﬁculties

Sensory Integration Difﬁculty
Auditory Integration Difﬁculty
Visual-Motor Problems
Motor-Planning and Coordination Problems
Poor Motor Tone
Impaired Self-Modulation
Difﬁculty with Attention
Hyperactivity
Unusual Voice Intonation
Impulse Control
Irritability
Aggression
Obsessive Compulsiveness
Cognitive Inﬂexibility
Frequent Self-Stimulatory Behavior (“Stimming”)
(head banging, spinning, hand ﬂapping, etc.)
Tactile and Oral “Defensiveness”
(making self-care activities such as nail clipping & haircuts difﬁcult)

Possible Co-Morbid Psychiatric
Diagnoses

Mood Disorders
Anxiety Disorders
Mental Retardation
Obsessive Compulsive Disorder
Developmental Coordination Disorder
Tourette’s Disorder or other Tic Disorders
Psychotic Symptoms

Causes and Prognosis
Multiple theories on the cause of
this epidemic range from genes to
vaccines. But as Robert Sears, MD
states, “no one really knows what
causes autism.” Many suspect a
multi-causal dynamic, a kind of “perfect storm” of genetic vulnerabilities
coupled with environmental triggers.

Frequently Reported
Associated Conditions

Family Issues
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Physical Exhaustion
Emotional and Mental Stress
Financial Difﬁculties
Marital Strain
Lack of Support and Social Isolation
Worry About the Future
Conﬂicts with the Education System
Legal Issues related to Insurance, Patient Rights, and Services

Multi-disciplinary
Interventions and
the Comprehensive
Treatment Plan
Because ASD is multi-faceted, treatment plans are typically comprehensive
and include of a wide range of approaches targeting the diverse symptoms. No
one therapy is able to address every
symptom, and every patient responds
in a unique way to the various interventions. Often ﬁnding the right treatment
plan is a process of trial and error. Below
are some of the more commonly recognized and utilized therapies. A more
complete list can be found in Table 3.
Applied Behavioral Analysis
(ABA). Applied Behavioral Analysis
(ABA) is the best known and most
researched of the therapies to date.
The most structured form, Discrete
Trial training (DTT), involves several

hours per day of repeated drills that pair
speciﬁc therapist requests with speciﬁc
child responses that are rewarded when
performed correctly. The theory is
that the brain will eventually form new
neural connections. ABA approaches
include naturalistic styles such as Pivotal
Response Training (PRT) that give the
child more choices, increasing motivation. Research demonstrates success
with this model (Granpeeshah, 2009).
However, as with all therapies for ASDs,
one size does not ﬁt all.
Developmental Approaches.
While ABA comes from research on
learning, developmental interventions such as DIR/Floortime (Developmental, Individual-Difference,
Relationship-based approach), ESDM
(Early Start Denver Model), and RDI
(Relationship Development Intervention) come from developmental

theory. This approach helps parents,
caregivers, and teachers support natural interactions integrating cognition,
communication, and emotion at home
and in school. The entire team works
together to promote development.
Occupational Therapy (OT).
Because almost all ASDs involve some
sort of sensory dysfunction, OT is
typically integral to treatment. Sensory
Integration focused OT, pioneered by
Jean Ayres in the 1960’s, assists patients with self-regulation, desensitizing
them to input they would typically ﬁnd
aversive such as tactile and oral stimuli.
Treatment may be focused on “integrating” different sensory capacities to
improve cohesive functioning. Self-care
activities to encourage independent living are also an important focus of OT.
Speech and Language Therapy
(SLP). ASDs are disorders of relating
and communicating, and SLPs have a
central role in intervention. There are
speciﬁc methods for ASD, including
Hanen, SCERTs, and Social Communication. Electronic communication
devices may be utilized for non-verbal
patients.
Biomedical Interventions. The
term biomedical, while it sounds
medical, actually denotes a set of
complementary practices that are
considered controversial in the general medical community. Biomedical
approaches are geared toward detoxiﬁcation, attempting to rebuild the
body’s capacity to move forward with
development. Lab-work in many ASD
children suggests signiﬁcant levels of
toxicity. Such agents range from heavy
metals, pesticides, plastics, and other
environmental factors to viruses, yeast/
fungal and bacterial infections in the
intestinal track (Shaw, 2008). Often
metabolic and autoimmune dysfunctions are reported. Food sensitivities are
frequently found in reaction to common
ingredients such as gluten and dairy, as
well as to artiﬁcial colors and ﬂavorings.
The resulting impairment is thought to
cause chronic inﬂammation in the gut
and brain from prolonged, heightened
auto-immune response. Because both
brain and GI function are simultaneously
impaired, many refer to the “gut-brain
connection”
describe
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Table 3. Common Therapies included in a Comprehensive Multi-Dimensional Treatment Plan
Therapy

Definition

Applied Behavioral Analysis (ABA)

The most heavily researched and recognized therapy, ABA stresses the importance of repeating targeted behavioral
tasks until they become integrated and generalized. Identiﬁed behaviors range across motor, language, social, affective,
and cognitive domains. Parents can be taught to integrate ABA at home for further reinforcement. (Granpeesheh, 2009)

Developmental/Relationship Based/
Floortime

This approach stresses the importance of helping parents and teachers in “growing” natural, spontaneous reciprocal
interactions which integrate cognition, communication, and emotion to support development.

Occupational Therapy (OT)

OT focuses on self-regulation, sensory integration, skills for adaptive living and effective engagement with the environment. Because sensory regulation is typically a central component of the ASD diagnosis, treatment plans will almost
always include OT.

Speech and Language (SLP)

While many approaches exist, SLP is primarily geared toward helping patients develop more effective reciprocal interactions. This involves both verbal and non-verbal language abilities. Because communication and social interactions are
almost always impaired in individuals with ASD, SLP is typically part of any effective treatment plan.

Biomedical Approaches

Biomedical approaches target the body by identifying and clearing toxicity levels, building up the body and brain with
nutritional support, and attempting to re-stimulate healthy development back on its course to the greatest degree possible. This approach typically seeks to reduce inﬂammation in the gut and brain while stimulating healthy immune and
metabolic functioning. Methods may involve antibiotics, yeast/fungal and anti-viral agents, food/allergy testing, dietary
changes, probiotics, digestive enzymes, and various nutritional supplements. Small, open label trials of antibiotics,
acyclovir, diﬂucan, nystatin, vancomycin, memantine, donepezil, naloxone, and others typically show improvement in
some persons, at a rate commensurate with a placebo effect but, typically, with more side effects than what one might
expect from placebo. Special diets, HBOT, Chelation, and IVIG may also be components of a biomedical treatment plan.
Biomedical treatment should only be done under strict supervision with an experienced professional.

Special Diets

Special diets such as the Gluten-Casein free diet (GFCF) are sometimes reported to improve functioning. It is commonly
thought that these ingredients may be difﬁcult for some ASD patients to digest, thus leaving a “breeding ground” for
yeast and bacteria, causing chronic inﬂammation and increased overall toxicity in the body. The Speciﬁc Card Diet (SCD)
is another common special diet, geared toward eliminating more complex carbohydrates that can be harder to digest. The
absence of these foods, often coupled with the introduction of pro-biotics, digestive enzymes, ﬁsh oil, and other vitamins
and supplements, is thought to afford the digestive tract time to repair itself, resulting in reduced inﬂammation in both the
gut and brain, and, hence, improved overall functionality.

Vitamins & Minerals

Lab-work on patients with ASD frequently reveals nutritional deﬁciencies such as vitamin B-12, Vitamin D, Vitamin C,
and Zinc. A careful analysis of such lab-work can reveal the deﬁciencies speciﬁc to any one patient, and a comprehensive
nutritional plan can be worked out with a biomedical or nutritional specialist. Pharmacists should be aware than many
ASD patients who seek biomedical treatment will likely be taking a variety of supplements.

Hyperbaric Oxygen Therapy (HBOT)

HBOT has been gaining attention in the ASD Community with large numbers of patients reporting positive results, and
research beginning to support its utility for ASD. Originally used among deep-sea divers for decompression when returning
to the ocean surface, HBOT has been shown to be useful for a variety of conditions ranging from sports injuries to cerebral
palsy. PET scans of children with ASD commonly reveal decreased blood ﬂow in the brain. Due to the combination of compression and oxygen, HBOT is thought to permit oxygen to be better absorbed into the bloodstream, allowing it to circulate
to deprived areas. A 2009 study found improvements in language, social interaction, cognition, and overall functioning for
children with ASD. (Rossingol, 2009).

Chelation

Chelation is sometimes recommended due to reported toxicity from a variety of heavy metals, though testing for such
metals is not always standardized. Forms of chelation include oral, transdermal, suppository, and IV therapies. Chelators
should only be used under strict supervision of highly experienced practitioners, as the agents used may pose risks.
Commonly used chelators for ASD include EDTA, DMSA, and DMPS. Of note, most medical authorities consider chelation to lie outside of ethical medical practice.

Intravenous Immune Globulin Therapy

IVIG is an intravenous therapy given to patients for autoimmune deﬁciency, frequently present in patients with ASD. The infusion
of anti-bodies is thought to “deactivate viruses and autoimmune antibodies that make autism worse” (Sears, 2010, p. 281). This
treatment carries serious risks of unintended infection and is extremely expensive. It is typically not covered by insurance unless
an IgG deﬁciency is evident. Like chelation, medical authorities may consider IVIG to lie outside ethical medical practice as it is a
highly invasive treatment with signiﬁcant risks. However, some families report signiﬁcant improvements with IVIG.

(IVIG)

Physical Therapy

Those with severe physical impediments or those who have co-morbid diagnoses such as cerebral palsy (CP) or Mitochondrial
Dysfunction may need physical therapy to enhance basic functions such as muscle control and gross motor coordination.

Social Skills Training

An identiﬁed area of deﬁciency in a majority of ASD patients, social skills training is frequently sought to improve social
awareness and reciprocal peer interactions.

Auditory Integration Training (AIT)

AIT seeks to facilitate language development by stimulating the brain to process a wider spectrum of sound. This can be
beneﬁcial to ASD patients with sensory integration difﬁculties, as sound may be processed inconsistently. Tomatis and
Bernard are common methods of AIT.

Vision Therapy

Some children with ASD have been shown to have unusual eye movements, most likely resulting from sensory processing issues. Vision therapy may use methods such as the “interactive metronome” to help children with visual discrimination and visual-motor processing.

Pharmaceutical

Pharmaceutical approaches are gaining popularity among ASD patients seeking a reduction in their more serious symptoms. A more detailed description of the use of pharmaceutical interventions is provided below.
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as “Leaky Gut Syndrome.” Biomedical
treatments are typically geared toward
interrupting this vicious cycle.
Because biomedical approaches are
fairly new, there is little research allowing for evidence-based practice. Thus
skilled practitioners must work closely
with families to weigh potential costs
and beneﬁts to the various treatment
options. Some interventions, for instance, such as dietary changes, carry
minor risks and costs, while others,
such as expensive intravenous treatments, may pose signiﬁcant dangers.
When a biomedical treatment plan has
been found to work, the results can
be dramatic. Emerging research on
some biomedical practices is providing
promising results. The more common
interventions are outlined in Table 3.
ASDs are taxing conditions, which
drives the quest for new ideas about
etiology and treatment. There are
always people who seem to respond,
creating a snowball effect in the
Autism Community, even when the
treatment is shown to be ineffective.
Occasionally these ideas are dangerous, as in the use of hepatotoxic chelating agents. We can expect a continued
stream of efforts, thus practitioners
must be informed, and patients must
be carefully monitored.

Pharmaceutical
Approaches and
Challenges
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Sensory
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Anxiety
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Social
interaction

Attention
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often helpful
often worse
sometimes better/sometimes worse
sometimes worse/sometimes better
maybe

Obsessive

Activity

Stimulants

Key:
+ =
- =
+/- =
-/+ =
? =

Motor
Planning

Target
Symptoms

Off label use is the rule rather than
the exception in pediatric psychopharmacology. However, since the advent
of FDA approval for two medications

some familiarity with the state of the
art, including beneﬁts and limitations.
Stimulants are frequently the ﬁrst
medications that a child with ASD
receives. From early on, prominent
symptoms of ASD usually include
over-activity and inattention. This often leads pediatricians to believe that
the child has the more common condition Attention Deﬁcit Hyperactivity
Disorder (ADHD). These medications
have side effects including disturbances of sleep, appetite and mood, usually more pronounced in people with
ASDs. However, clinical experience
shows that they can help some people
with ASD focus and learn better, reduce impulsivity, control behavior, and
better attend to social cues.
Of note, the non-stimulant atomoxetine (Strattera) has little to recommend in ASD, as it is showing in after
market studies to have efﬁcacy equal to
placebo in typical ADHD. While some
people respond to this treatment, drugdrug and drug-supplement interactions
become important when combined with
other serotonergic medications.
Serotonin Speciﬁc Reuptake
Inhibitors (SSRI’s): A Cochrane
Report in 2010 (Williams, K et.al) on
the use of SSRIs reported that they
were more likely to cause side effects
than to help with symptoms of Autism

to treat irritability in Autism, risperidone in 2006 and aripiprazole in 2009,
treatment of ASDs with medications
has gained added legitimacy and
contributed to a dramatic increase in
prescriptions. While medications can
ameliorate symptoms of ASDs, they
do not offer cure, and cannot make
up for a poor overall therapeutic plan.
Still, medications can make progress
possible when it otherwise would not
have occurred. Moreover, co-occurring
disorders, such as depression, or frank
psychotic symptoms, can be treated
with medications, with the caveat
that when ASD is present, medication
treatment is typically less effective
and side effects are more likely.
Psychopharmacology for anyone with ASD often requires trials,
re-trials, and careful combinations of
medications. These are commonly
added to homeopathic, nutritional,
and other complementary medical
practices such as those previously
described. Pharmacists should caution
families to make the doctor aware of
supplements, and should be alert to
rapid, large, or multiple changes in
medication treatment plans.
Gridding target symptoms:
Treatment is symptom focused, with
many symptoms to address. It is helpful to make a grid of target symptoms
and possible treatments to prioritize
symptoms, and think about balancing
presumed medication effects. In the
sample grid are classes of medications commonly prescribed for symptoms of ASDs. While not an exhaustive list, it will give the pharmacist
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(such as obsessive thinking), in particular causing “behavioral activation”
(over-activity and impulsivity). This
can lead doctors to use stimulants,
chasing the side effect of the SSRI.
But people with ASDs often become
depressed, even suicidal. Clinical experience shows SSRIs can help these
people, including relieving suicidal
thinking. Also, despite black box warnings, there are no proven cases of
SSRIs causing a suicide. Still, patients
should be monitored. It should also be
noted that the combination of SSRIs
with St. John’s Wort, SAMe, tricyclics,
MAOIs, or buspirone, and others can
cause Serotonin Syndrome.
Other Antidepressants: Tricyclic
antidepressants carry a signiﬁcant risk
of cardiotoxicity and should be used
with caution. They are sometimes
used for sleep, bedwetting, anxiety,
ADHD, or OCD (chlomipramine).
Norepinephrine-Serotonin Reuptakes
Inhibitors (NSRIs) may be less activating than SSRIs but are associated with
hypertension and withdrawal symptoms. Mirtazapine can be helpful for
sleep and gastrointestinal complaints.
Bupropion may have some efﬁcacy
for ADHD symptoms but can make
people irritable and also carries more
seizure risk, which is already problematic in this population.
Neuroleptics (Antipsychotics)
have the most research in persons
with ASDs. Physicians typically
prescribe them to treat irritability, selfinjurious behavior and aggression, but
also for sleep, anxiety, or to improve
social function. These medications
require good medical follow up, which
is often difﬁcult for families, either
because of difﬁculties assessing or
paying for medical and laboratory
services, or because patients with
Autism may have severe reactions to
blood draws or other medical procedures that are necessary to adequately
monitor treatment.
Antiepileptic Drugs (AED’s):
ASDs are often accompanied by
seizure activity. More challenged
individuals are at higher risk, and there
is a bimodal appearance of seizures,
with the ﬁrst increase in frequency
during early childhood and a second
28

spike in adolescence. Anticonvulsant
medications are also often used for
bipolar disorder, and, by extension,
for mood instability or severe irritability in complicated patients, including
those with ASDs. Thus, AEDs are
often used in combination with other
medications, in off-label attempts to
ameliorate presumed low level seizure
like activity on EEGs, or for irritability.
Steroids: For children with apparent autistic regression in early childhood, some researchers have postulated that the condition resembles
Landau Kleffner Syndrome, which is
treated with steroids (Chez). Improvement has been reported in some patients. Pulsed dosing may ameliorate
side effects.
Central Alpha Agonists: Reduction in sympathetic tone often helps
many ASD symptoms. Clinicians
may use these medications as a mild
start down the road to more complex
regimens, e.g. in combination with
stimulants. There is theoretical support that lowered internal tension allows persons with ASDs to think more
ﬂexibly, attain more abstract thinking,
and problem solve.
Benzodiazepines: More as a caution than a recommendation, benzodiazepines, while commonly prescribed
for anxiety, nearly always interfere
with memory, learning, and motor coordination, which renders them of little
use to most persons with ASDs.
Other Assorted Medications: As
previously noted, antibiotics such as
Zithromax, Cefdinir, and Vancomycin;
anti-virals such as Acyclovir; antifungals such as Diﬂucan and Nystatin;
and immune-targeting agents such as
Naltrexone, may bring improvement in
some ASD patients. Response rates
are commensurate with placebo, and
side effects can occur. However when
improvement occurs, patients tend to
report that it is signiﬁcant.
Medical Marijuana: With prescriptions available for marijuana, there are
web-based reports of improvement in
persons with ASDs, presumably due
to the relaxing effect of Tetrahydrocannabinol (THC). No credible research
supports this use for THC, however
many studies document impaired initia-
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tive, motivation, and memory; destruction of hippocampal cells; reduced motor function and learning and increased
risk for psychosis. Persons with ASDs
have trouble in all these areas, thus it
is difﬁcult to justify prescribing THC.

Conclusion
Pharmaceutical treatment of ASDs
is characterized by the use of medications, alone or in combinations to
address target symptoms. Side effects are more pronounced in people
with ASDs, and results are generally
modest but may help a good plan become workable by ameliorating some
symptoms. But medication cannot
take the place of a well designed and
coordinated comprehensive treatment
plan. Good care demands good communication among family and team
members to best design, monitor, and
adapt therapies.
Pharmacists have a central place in
the complex web of Autism treatment,
able to observe the efforts of doctors
who are pressed to treat beyond the

Table 4. Suggestions for
Pharmacists
•
•

•

•

•

•

•

Have empathy for stressed,
fatigued parents and caregivers
Recommend strategies for
saving money on medications
whenever possible
Be aware of drug interactions,
many patients are on a variety
of supplements
Ask if there are dietary issues,
as some may need compounded medications to avoid
such ingredients as dairy and
gluten or artiﬁ cial colors and
ﬂ avors
Understand that odd-looking
behavior might be coming from
having overwhelmed senses
Keep appraised of continually
emerging research on biomedical treatments and newly
developed approaches
If you notice progress between visits, celebrate it with
the family

realm of well-founded medical science, and advise patients and family members of treatment hazards.
Speciﬁc suggestions for pharmacists
are outlined in Table 4. In this confusing terrain, good communication and
thoughtful reﬂection, often initiated
at the pharmacy counter, can make a
substantial difference for a patient or
family who might otherwise become
entangled in the jungle of Autism.
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Continuing Education Quiz

CONTINUING EDUCATION QUIZ 017-2011
Autism Spectrum Disorders:What Every Pharmacist Needs to Know
Read the article on the preceding pages and take the test below to receive California Accreditation for Pharmacy Education (CAPE) credit. Next,
return the entire test page to CPhA at the address below, with updated contact information, so that a CE certiﬁcate can be emailed directly to you.
1.

2.

3.

4.

5.

Frequently reported associated symptoms in autism include:
a. Gastrointestinal symptoms
c. Seizures
b. Sensory sensitivities
d. All of the above
The estimated prevalence of Autism is:
a. 80% of U.S. citizens.
c. 1 in 110 of US citizens
b. 4 in 10,000 population
A parent brings in prescriptions for her child, consisting of three new medications, guanfacine, ﬂuoxetine and methylphenidate. You should consider:
a. Helping the family ﬁnd the best prices for these medications.
b. Calling the prescriber and inquiring whether the prescriber meant to have
the family start all three at once.
c. Decline to ﬁll prescriptions that are not FDA approved for treating autism.
Speciﬁc diagnosis is imperative for treatment of persons with
ASDs, as diagnosis determines target symptoms.
a. True
b. False
SSRIs and stimulant medications:
a. are never indicated in combination
b. may result in chasing sides effects of one
medication with the other medication
c. are FDA approved for treatment of ASDs

6.

Neuroleptic prescriptions are rising in ASD because:
a. FDA approval of risperidone and aripiprazole for irritability in Autism
b. Perceived efﬁcacy along a range of target symptoms in ASDs
c. Occasional reports of signiﬁcant improvement
d. All of the above
7. AEDs are useful for seizures in ASDs but providers might also prescribe
them for irritability or mood stability.
a. true
b. false
8. Central Alpha Agonists:
a. require monitoring of lipids
b. are essential for effective treatment of ASDs
c. may help many target symptoms of ASDs but in a mild way
d. never cause excessive sedation or irritability
9. Benzodiazapines may be problematic in ASDs because:
a. interference with memory
c. risk of drug diversion
b. motor impairment
d. all of the above
10. Medical marijuana, like many reported treatments for autism, has little
or no real evidence for efﬁcacy and may be little better than a placebo,
but with signiﬁcant potential side effects.
a. True
b. False

The California Pharmacists Association is accredited by the California Accreditation for Pharmacy Education (CAPE) as
a provider of continuing education – CAPE # 197. A statement of continuing education credit indicating 1.5 hours (.15
CEUs) will be issued by email within three weeks of receipt, to pharmacist members who receive a passing grade of 70%
and complete this course prior to August 15, 2013. Journal CE is a FREE beneﬁt of membership for CPhA members only.
CE credit will not be awarded to non-members. Our thanks to Joshua Feder, MD, and. Gail Singer-Chang, PsyD, MS for
providing this CE article.
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CA License #:
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Clinical Knowledge, Research & Therapeutics

Managing ADHD:

Drug Therapy,
Counseling Tips and
Resources for Families
How Pharmacists Can Help
By Martha Pauli, MEd, PharmD, BCPP, CGP
Introduction
ADHD is one of the most common childhood conditions. It
has been the focus of a great deal of scientiﬁc clinical study
during the past century. Upon reviewing the voluminous
literature on ADHD, the American Medical Association’s
Council on Scientiﬁc Affairs commented, “overall, ADHD is
one of the best-researched disorders in medicine and the
overall data on its validity are far more compelling than for
many medical conditions.”1
As Pharmacists, we know that attention-deﬁcit /hyperactivity disorder (ADHD) symptoms can be improved by stimulant
medications, the ﬁrst line drug therapy for this disorder. We are
often asked to counsel patients and families about this class
of medications. A quick review of ADHD in children, available medication options and counseling tips are provided. In
addition, resources are presented to help families sort out the
diagnosis of ADHD, medications used, and when behavioral
therapy alone or both types of treatment are most helpful.
ADHD is a multidimensional neurodevelopmental disorder characterized by a virtually lifelong history of inattention,
impulsivity, and/or hyperactivity. While we all display certain
amounts of these characteristics at one time or another during
our life, in order to reach a threshold for diagnosis and treatment per DSM-IV-TR criteria, there must be evidence showing
that these ADHD behaviors impair one’s interpersonal, occupational, academic, social and/or community functioning.

DSM-IV-TR Criteria for ADHD
Most of the current diagnostic criteria focus on childhood symptoms of ADHD2 (upcoming versions of the DSM
may include additional criteria for adult ADHD symptoms).
• Either A (inattention) or B (hyperactivity and impulsivity);
• Six or more of the following symptoms have been present
for at least six months to a point that is disruptive and
inappropriate for developmental level:

• (A) Inattention:
❍ Often does not give close attention to details or makes
careless mistakes in schoolwork or other activities
❍ Often has trouble keeping attention on tasks or play
activities
❍ Often does not listen when spoken to directly
❍ Often does not follow instructions and fails to ﬁnish
schoolwork, chores, or duties in the workplace (not due to
oppositional behavior or failure to understand instructions
❍ Often has trouble organizing activities
❍ Often avoids, dislikes, or doesn’t want to do things that
take a lot of mental effort for a long period of time (such
as schoolwork or homework)
❍ Often loses things needed for tasks and activities (e.g.
toys, school assignments, pencils books or tools)
❍ Is often easily distracted
❍ Is often forgetful in daily activities
• (B) Hyperactivity:
❍ Often ﬁdgets with hands or feet
❍ Often squirms or gets up from seat when remaining
seated is expected
❍ Often runs about or climbs when and where it is not appropriate (adolescents or adults may feel very restless)
❍ Often has trouble playing or enjoying leisure activities quietly
❍ Is often “on the go” or often acts as if “driven by a motor”
❍ Often talks excessively
• (B) Impulsivity:
❍ Often blurts out answers before questions have been
ﬁnished
❍ Often has trouble waiting one’s turn
❍ Often interrupts or intrudes on others (e.g. butts into
others’ conversations or games)
• Other considerations:
❍ Some symptoms that cause impairment were present
before age 7 years
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Some impairment from symptoms
is present in two or more settings
( e.g. school, play, home, etc)
❍ There must be clear evidence of
signiﬁcant impairment in social,
school, or work functioning
❍ The symptoms do not happen only
during the course of Pervasive Developmental Disorder, Schizophrenia, or other Psychotic disorder
❍ The symptoms are not better
accounted for by another mental
disorder
• There are three subtypes of ADHD:
❍ Inattentive type: consisting of inattention, disorganization, “spaciness”, poor time management
and poor working memory
❍ Hyperactive-impulsive type: restlessness, physical overactivity, impulsivity in thoughts and behaviors
❍ Combined type: both inattention
and disorganized symptoms
ADHD is a diagnosis on the rise. In
a parent-reported set of surveys by the
CDC, the rate of diagnosis increased
from 7.8% in 2003 to 9.5% in 2007.
The increased rate of prevalence is
not fully understood. Factors such as
increased health screening and diagnostic practices coupled with increased
awareness of the disorder play a role.
The greatest increases occurred in 3
groups: teens aged 15 to 17, multiracial
and Hispanic children, and English as a
second language children.3
❍

What causes ADHD?
Neuropsychological studies have
shown that people with ADHD have

Table A-Symptoms of ADHD
Hyperactivity/ Impulsivity Symptoms
Often fidgets with hands or feet or squirms in seat
when sitting still is expected.
Often gets up from seat when remaining in seat is
expected.
Often excessively runs about or climbs when and
where it is not appropriate.
Often has trouble playing or doing leisure activities
quietly.
Is often “on the go” or often acts as if “driven by a
motor”.
Often talks excessively.
Often blurts out answers before questions have
been finished.
Often has trouble waiting one’s turn.
Often interrupts or intrudes on others.

deﬁcits in executive functions that are
“neurocognitive processes that maintain an appropriate problem solving set
to attain a future goal”.4 Executive functioning is centered in the frontal areas of
the cerebral cortex.5 A meta-analysis of
83 studies with more than 6,000 subjects showed that patients with ADHD
have impairments in the domains of
response inhibition, vigilance, working
memory, and future planning.6
There is growing evidence that the
principal cause of ADHD is genetic.
In 2005 Faraone reviewed 20 independent twin studies that estimated
the heritability to be 76%.7 In addition, ADHD has been associated with
genetic markers at chromosomes
4,5,6,11,16, and 17.8 9
Non-genetic causes of ADHD are
commonly neurobiological in nature10
and may consist of such factors as
low birth weight, and prenatal stress11,
traumatic brain injury12,
maternal smoking during
pregnancy13 or severe
early deprivation14. There
is no evidence that ordinary variations in child-rearing
practices contribute to the etiology
of ADHD.
ADHD is often diagnosed in early
childhood, but can be diagnosed in
any age group. It should be noted that
children born right before the cutoff
date of kindergarten entry are often diagnosed more frequently with ADHD.15
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Inattentive Symptoms
Often does not give close attention to details or
makes careless mistakes in schoolwork, work, or
other activities.
Often has trouble keeping attention on tasks or play
activities.
Often does not seem to listen when spoken to
directly.
Often does not follow through on instructions and
fails to finish schoolwork, chores, or duties in the
workplace.
Often have trouble organizing activities.
Often avoids, dislikes, or doesn’t want to do things
that take a lot of mental effort for a long period of
time.
Often loses things needed for tasks and activities.
Is often easily distracted.
Is often forgetful in daily activities.

There is no single test that is indicative of ADHD, but an initial review by
the physician includes a medical exam,
hearing and vision tests, a checklist for
rating ADHD symptoms (by parent and
teacher), a child interview, a continuous
performance test such as a TOVA or an
IVA, and a careful history including possible symptoms in other family members.
ADHD symptoms cross the realms of
cognitive, academic, behavioral, emotion
and social functioning. They interfere
with daily functioning. Failure to treat
ADHD increases the risk of delinquency,
alcohol and abuse problems, academic
failure and future employment problems.
A majority of children with ADHD
may have additional comorbid conditions such as learning disorders, anxiety,
depression, conduct disorder and/or
speech problems.16 17 The presence of
these conditions may help guide patient
assessment and choice of drug therapy.
Medication coupled with behavioral
therapy resulted in better outcomes in
patients with comorbidity.18 This leads
some providers to suggest behavioral
therapy ﬁrst for those with only ADHD,
while others try stimulants ﬁrst.

Resources
Families often ask about where to
turn for good information about the medications prescribed, or how to ﬁnd support groups. Materials and information
should be provided to use with school
programs or to set up ‘best practices’

routines at home. Table B lists some
websites that provide excellent information. Several groups such as American
Academy of Pediatrics and American
Academy of Child and Adolescent Psychiatry have treatment guidelines which
recommend various medical, behavioral
and educational interventions.
Assessment scales which monitor
the ADHD symptoms of inattention,
impulsivity, and hyperactivity include the
NICHQ Vanderbilt ADHD Diagnostic/assessment scale, the Connors scale and
the SNAP Inventory.19 20 21 These scales
or inventories require assessment by
both parent and teacher, and also give a
behavior-based evaluation of the effects
of any medications or interventions prescribed. The scales score symptoms of
ADHD and can also be used to assess
and monitor the presence of medication
side effects, if any.

Management of ADHD
In the late 1990s Jadad and others
reviewed 78 studies of the treatment
of ADHD. Six of these studies compared medication and non-medication
interventions. The review reported
that studies consistently supported
the beneﬁt of medication in the optimal management of ADHD. 22

Medications for ADHD
Prescription medications include
stimulants and non-stimulants. Stimulants are the mainstay of drug treatment
and have been used for over 70 years.
The MTA study in 1999 was a landmark study that looked at the efﬁcacy
of different types of ADHD treatments
over an extended period of time. Children were randomized into four groups:
algorithmic medication treatment
alone, psychosocial treatment alone, a
combination of algorithmic medication
management and psychosocial treatment, and community treatment.
The groups who received algorithmic medication management showed a
superior outcome with regard to ADHD
symptoms as compared with those
who received intensive behavioral treatment alone or community treatment.23
Those who received behavioral treatment alone were not signiﬁcantly more
improved than the group of community
controls who received only community
treatment (two thirds of the subjects in
this group received stimulant treatment). The community group had more
limited physician follow-up and was
treated with lower daily doses of medication as compared with the algorithmic medication management group.

Table B-Parent Resources for ADHD
Name or Resource

Website

Centers for Disease Control and
Prevention

www.cdc.gov/Features/ADHD

ADHD Home

www.cdc.gov/ncbddd/adhd/index.html

Diagnosing ADHD

www.cdc.gov/ncbddd/adhd/diagnosis.html

Child Development and Parenting

www.cdc.gov/ncbddd/jump/child.html

Center for Disease Control and
Prevention National Resource Center
(800-233-4050)

www.help4adhd.org/

National Initiative for Children’s
Healthcare Quality

www.nichq.org/adhd.html
(questionnaires, management plans, guidelines in toolkit)

ADHD Parent’s Medication Guide
(Prepared by the American Academy
of Child and Adolescent Psychiatry
and the American Psychiatric
Association)

www.parentsmedguide.org

Children and Adults with ADHD
(CHADD)

www.chadd.org

National Institute of
Mental Health

www.numh.gov/science-news/science-news-about-attentiondeficit-hyperactivity-disorder-adhd.shtml

National Dissemination Center for
Children with Disabilities

www.nickcy.org/

An MTA group follow up study was
published in 2007 following the effects
of the original treatment groups over
a three year period; all groups showed
symptom improvement over baseline.

Stimulants
The standard medications used in
the initial management of ADHD are
stimulants, usually mixed amphetamine
salts or methylphenidate.24 Stimulants
come in immediate release, extended
release and also as a patch. See Table
C. They are indicated for use in children, with mixed amphetamine salts
(Adderall) approved for those as young
as 3. The pharmacist is in a unique
position to understand the potential for
side effects and suggest interventions
to remedy them if they occur.

Common Side Effects of
Stimulants
Most side effects of stimulants are
predictable. See Table D. The FDA has
directed that medication guides be
provided when these medications are
dispensed. Side effects of medications may be alleviated by behavioral
modiﬁcations, managing the dose,
changing the time of administration,
switching or discontinuing medications, or, in some cases, even adding
another medication.25 Table E provides
some suggestions. A more thorough
review of sleep management techniques can be found in Table F.

Other Medications
Non-stimulant medications include
atomoxetine (Strattera), the alpha2
agonists clonidine and guanfacine, as
well as bupropion and other antidepressants. Table G lists the agents.
None of these are controlled drugs.
Clonidine is more sedating than guanfacine, and both alpha2-agonists now
come in a long acting form.
Atomoxetine (Strattera) is a noncontrolled medication and has popularity because it comes without the restrictions on prescribing that occur with
Schedule II stimulant medications. It
is also FDA approved for use in adults.
The onset is slower than with stimulants, but it may have advantages in
cases of abuse potential or concurrent
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Table C- Stimulant Choices
Stimulants
Methylphenidate IR
Ritalin (5,10,20mg tabs)
Methylin (5,10, 20mg tabs)
Methylphenidate long acting
Ritalin LA (20,30, 40mg caps)

Methylphenidate sustained
release Ritalin SR (20mg tabs)

Methylphenidate IR-extended
release
Concerta (18,27,36,54mg tabs)

Methylphenidate IR-extended
release
Metadate CD (10,20 & 30mg
caps)
Metadate ER (10, 20mg tabs)
Methylin ER (10,20mg tabs)

Methylphenidate transdermal
patch
Daytrana (10, 15, 20, 30mg
sizes)
Dexmethylphenidate IR
Focalin (2.5,5, 10mg tabs)
Dexmethylphenidate ER
Focalin XR (5,10,15,20,30mg
caps)

Dose

Comments

BID-TID, 30 minutes
before meals

Oral Solutions and
chewable options also
available

Duration of Action*

3-5 hrs

Capsules can be
sprinkled

QAM

8-12 hrs

BID-TID, 30 minutes
before meals

3-8 hrs

QAM

Do not crush

QAM

Capsules can be
sprinkled.
Tablets
Tablets

10-12 hrs

8-12 hrs
3-8 hrs
3-8 hrs

Goals of Drug Therapy
QAM, applied
to alternate hip
2 hours before
desired effects

QAM –BID-TID

QAM

Wear for 9 hours daily
Applied to hip area

10-12 hrs

Twice as potent as
methylphenidate

3-5 hrs

Twice as potent as
methylphenidate

12 hrs

*May vary individually. Data from NICHQ/AAP

Other Stimulants
Dextroamphetamine and
amphetamine IR
Adderall (5 to 30mg tabs)
generic
Dextroamphetamine and
amphetamine ER
Adderall XR (5 to 30mg caps)
generic
Dextroamphetamine IR
Dexedrine (5mg tabs)
Dextrostat (5, 10mg tabs)
Dextroamphetamine SR & IR
Dexedrine Spansules (5,10,15mg
caps)
Lisdexamfetamine
Vyvanse (30,50,70mg caps)

Dose

Comments

Duration of Action*

QAM or BID.
First dose on
awakening,
additional dose
4-6hr later
QAM

QAM or BID to TID

4-6 hrs

The goals of drug therapy are
to increase a child’s functioning at
home, at school, socially, occupationally as well as within the community.
Identifying some objective targets for
improvement can help with monitoring
and assessment. The child’s, parent’s
and teacher’s rating of changes are all
important to help monitor medication
dosages. Targets can include measurements in the child’s ability to focus, recall or retain school information,
and follow behavioral expectations.
To decrease a child’s potential anxiety about taking a new medication,
paternal support should be provided.
Comparing the ADHD medication to
eyeglasses is a reasonable comparison to support compliance with medication and behavioral management.
Both help in similar ways – by seeing
better or by having better control of
attention and organization.

Capsules can be
sprinkled

8-12 hrs

Oral solution 5mg/5cc
available

4-5 hrs

Common Questions Posed
to the Pharmacist

Spansules can be
sprinkled

6-8 hrs

What is the response rate
to stimulants?

10 hrs

Generally 70-80% of children
will respond to stimulants. 27 Dosages should be carefully titrated to
each child’s individual response.

QAM

QAM

*May vary individually. Data from NICQ/AAP
34

anxiety conditions, and has less effect
on growth or sleep.
The alpha2-agonsts clonidine and
guanfacine may be used alone, or in
combination with stimulants or atomoxetine. The immediate-release forms
of clonidine and guanfacine have been
used off-label for years for ADHD
treatment. A relatively new form of
guanfacine (Intuniv) was approved by
the FDA as monotherapy in 2009 and
as an agent in combination therapy in
2011. The long-acting form of clonidine (Kapvay) is also FDA approved
as monotherapy and in combination
with a stimulant. The alpha2-agonists
may be especially useful in children
with tics, those with aggression,
or children with stimulant-induced
insomnia. 26 They may also be more
effective for hyperactive-impulsive
symptoms.
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Table F-Help for Sleep Problems

Table D-Stimulant Side Effects
Common Stimulant Side Effects
Decreased appetite
Transient headache
Transient stomach ache
Behavioral rebound
Sleep problems (see table Q for sleep hygiene)

Infrequent Stimulant Side Effects
Weight loss
Increased heart rate or blood pressure
Dizziness
Growth suppression (minimal)
Hallucinations or mania
Exacerbation of Tics (rare)

Table E-Suggested Interventions for Drug Therapy Problems
Symptom

Insomnia

Develop bedtime routines (and daytime routines)
Provide comfortable sleep environment
Have bedroom sleep-only zone
Limit time in bed awake
Chart progress
Consider medical problems
Avoid caffeine in afternoon
Avoid stimulants a few hours before bed
(including computer-games and TV)
Consider nonpharmacologic agents such as
melatonin, a common hormonal supplement

Proposed Tips or interventions
Try shorter acting agent
Try dosing earlier in the daytime
Consider reducing the dose
Omit last dose of the day if multiple dosing
Consider adding alpha2-agonist

Behavioral rebound

Use a second, smaller dose in the afternoon to ‘step down’
Try a longer acting agent
Create calm ‘downtime’ or use physical activity to release energy/
tension

Decreased appetite

Provide calorie-dense breakfast
Give morning dose after eating
Provide nutritious snacks after school and bedtime
Shift dinner to later so medication has worn off

Irritability/Dysphoria

Establish routines
Establish rules that are clear and brief
Provide praise
Review diagnosis for contributing or comorbid conditions
Consider longer acting medication if due to weaning off later in the day,
or
take a small dose of immediate acting medication later in the day

Exacerbation of Tics (rare)

Consider trial off stimulant medication
Consider alternate medication such as alpha2-agonist
Consider switch to methylphenidate (least likely stimulant for this)

Non compliance

Try longer acting agent
Reevaluate for hidden side effects

Abuse risk

Switch from stimulant to atomoxetine or Daytrana patch
Use alpha2-agonist

Stomach ache

Give medication on full stomach
Consider decreasing dose
May be a transient side effect, observe and record

Headache

Give with meal or food
Divide the dose from daily to twice a day
Use acetaminophen for occasional headache
May be transient side effect, observe and record

Daytime sleepiness or dizziness

Switch from clonidine to guanfacine
Switch from alpha2-agonist to stimulant
If on atomoxetine, switch from am to pm dosing, divide the dose, or
reduce the dose
Switch from atomoxetine to stimulant

Problems with dosing at school

Use long acting form
Consider patch form

Responses generally occur at doses
between 0.3 to 1mg/kg. 28 29 It usually takes 30 to 90 minutes after a
dose to see positive effects. Many
symptoms of inattention, impulsiv-

ity or hyperactivity can be alleviated
with medications. Some symptoms,
primarily those of comorbidity, will
need additional behavioral therapy
for added beneﬁ t.

Is a response to a
stimulant medication
diagnostic for ADHD?
No, children and adults with other
disorders and non-ADHD children
and adults also respond to stimulants,
with noted behavioral improvements.
It is important to have a careful
diagnosis and ongoing monitoring to
decrease chance of improperly medicating or ‘missing’ other important
conditions.

If a child ‘fails’ a stimulant,
should another be tried?
Yes, there can be a difference in
response between stimulant agents,
and if a child does not have a good
response with one stimulant another
should be tried. 30 31 32 Use of different
agents can also help decrease side
effects in a child that has responded;
use of an agent with a different
duration of action may help alleviate sleeping difﬁculty, moodiness or
irritability.

What are the
cardiovascular risks of
stimulants?
Rare reports of adverse events,
including sudden unexpected death,
have occurred. But there is no
increase in the rate of sudden death
in ADHD treated children compared
with the base rate in those in the
general population. 33 Generally ECGs
are not routinely required or recommended before starting a stimulant
drug. Children with cardiac symptoms
or with evidence of conduction abnormalities, or in families with heart
disease may need a more ongoing
assessment. If a child has a history of
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cardiac symptoms, such as
fainting or dizziness, or
there is a family history of heart
disease, this should be discussed
with the provider before any ADHD
drug is started.

What about stimulants’
psychiatric side effects?
There are rare reports of hallucinations, agitation, or suicidal thoughts.
These are very uncommon, and may
occur anew, but some practitioners

associate these effects
to a latent psychotic
or bipolar disorder.
In fact, it is suggested that overall aggressive
acts and antisocial
behavior decline
with stimulant
medication use in
ADHD patients. 34
It is important
to monitor the
child’s mental
health on an ongoing basis by asking
questions about how
they think and feel on
medications; the goal is for
children not to feel any social
stigma or experience a psychological decline while prescribed a
stimulant.

What about slowed
growth with stimulants?
Even though growth effects are
minimal, it is good to continue to
monitor weight, height and blood pressure as children are treated. Research
is mixed and shows no effect, or no

more than a 2 cm decline in height
related to stimulant administration. 35
Stimulants may decrease weight gain
because of a generally-recognized loss
of appetite from ADHD medications.
Measurement is routinely done by
the providers at visits and by parents
in an ongoing way. In unusual cases
weight issues may prompt a change in
medication management.

Does treatment for ADHD
with stimulants lead to
substance abuse?
It is a common misconception that
ADHD children treated with stimulants
are more likely to become addicted
or subsequently abuse other drugs.
In fact, the National Institute on Drug
Abuse (NIDA) says that those treated
for ADHD are less likely to have problems with substance abuse than nontreated ADHD children. Early treatment
of ADHD seems to be protective in that
it may further decrease the potential
for substance abuse later in life. 36

Should drug holidays be
considered?
Stopping the stimulant drug during
the summer or on the weekends is

Table G-Non-Stimulant ADHD Medications
Medication Name

Duration of Effects or
Dosing*

Most common side effects

Comments

Atomoxetine
Strattera (10,18,25,40,60mg caps)

Dosed once or twice daily

Nausea, decrease in appetite,
drowsiness, mild irritability

Most side effects lessen with
continued treatment

Clonidine generic
Clonidine (Kapvay)

0.1mg,0.2mg,0.3mg
0.1mg,0.2mg ER
Duration of ER action = 12 hrs

Somnolence, fatigue, GI side
effects, headache, irritability,
constipation

Guanfacine generic
Guanfacine(Intuniv)

1mg,2mg
1mg,2mg,3mg,4mg ER
Duration of ER action = 8-14 hrs

Somnolence, fatigue, dizziness,
GI side effects, constipation

Watch for hypotension,
bradycardia, and syncope with
all alpha2-agonists. Abrupt
discontinuation can cause an
increase in blood pressure.
Adjust dose gradually. Generally
bedtime dosing.

Buproprion

Dosed once or twice daily
1.4-6mg/kg/day max450mg

Nausea, insomnia, headache,
dizziness, appetite decrease

No head to head studies with
stimulants. Third line. Risk of
seizures.

TCA antidepressants
Imipramine
nortriptyline

Dosed once or twice daily
1mg/kg/day or max100mg
0.5mg/kg/day or max100mg

Many (anticholinergic) effects
and potential for toxicity on
overdose

Generally not used with alpha2
agonists due to decreased
efficacy of alpha2 agonists. Third
or fourth line.

*Duration is for long-acting form

36
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sometimes suggested to monitor
improvement in ADHD symptoms
or deal with issues of weight or drug
side effects. This decision needs to
be managed on an individual basis by
the family and practitioner. However,
it is not routinely recommended due
to the chronic and pervasive nature
of the diagnosis. Children, teens and
adults will ﬁnd that they need to pay
attention not just in the classroom, but
also outside and at work and in the
community.

profound beneﬁt on one’s personal,
interpersonal, social, academic, occupational and community functioning.
Adjusting medication for maximum
beneﬁt takes a team approach from
parents, teachers, providers and especially the child. Pharmacists can and
should educate parents and children
about ADHD symptoms, treatment
options and potential side effects of
medication. Online resources are easy
to ﬁnd and use.

Acknowledgements
How long should drug
therapy continue?
Length of therapy is decided on
an individual basis as well. Ongoing assessment should be occurring through the family, school and
medical providers. A signiﬁcant
number of children and teens with
ADHD continue to have symptoms
into adulthood and can beneﬁt from
continued ADHD management. 37
Children who have been symptom
free for at least a year, speciﬁcally if
they grew signiﬁcantly without a dose
change or showed lack of symptoms
when a dose was missed, might be
candidates for possible withdrawal or
change of medication.

Other concerns
Some over-the-counter medications can worsen ADHD symptoms.
The antihistamine diphenhydramine
can cause agitation in some children
with ADHD.38 Avoiding this medication,
and considering topical treatments or
newer antihistamines may be helpful if
an antihistamine is needed.
Unregulated treatments such as
herbal supplements, homeopathy,
biofeedback, and special diets should
be discussed with providers and pharmacists before use, and have demonstrated minimal consistent success.
Recently, the FDA has noted that certain artiﬁcial food dyes may contribute
to behavior problems in children; any
concerns should be discussed with
the child’s physician.

Final Comments
Although there is no cure for
ADHD, drug treatment can have a

The author wishes to thank Anne
Welty, MD and Nicholas Pauli, BS for
their help and expertise.
About the Author
Martha Pauli, MEd, PharmD,
BCPP, CGP, a Board Certiﬁed Psychiatric Pharmacist (BCPP) and a Certiﬁed Geriatric Pharmacist (CGP), is an
Assistant Clinical Professor and an
Experiential Education Area Coordinator at California Northstate College
of Pharmacy. She also works as an
independent consultant in Long Term
Care. Her services include medication
therapy monitoring and advocacy for
drug therapy best practices. Dr. Pauli
has no disclosures related to speaker’s
bureaus, signiﬁcant stock holdings or
any biases.
References
1. Goldman L, et al. “Diagnosis and treatment
of attention-deﬁcit/hyperactivity disorder”
Journal of the American Medical Association, 1998; 279: 1100-1107.
2. DSM-IV-TR: American Psychiatric Association; 2000.
3 Visser S, et al. “Increasing prevalence of
parent-reported attention-deﬁcit/hyperactivity disorder among children – United
States, 2003 and 2007” MMWR, 2010; 59:
1439-1443.
4. Willcutt E, et al. “Validity of the executive
function theory of attention-deﬁcit/hyperactivity disorder: a meta-analytic review”
Biological Psychiatry, 2005; 57: 1336-1346.
5. AACAP: “Practice Parameter for the Assessment and Treatment of Children and Adolescents with Attention-Deﬁcit Hyperactivity
Disorder.” JJACAP, 2007; 46(7): 894-921.
6. Willcutt E, et al. “Validity of the executive
function theory of attention-deﬁcit/hyper-

activity disorder: a meta-analytic review”
Biological Psychiatry, 2005; 57: 1336-1346.
7. Faraone S, et al. “Molecular Genetics of
attention-deﬁcit/hyperactivity disorder”
Biological Psychiatry, 2005; 57: 1313-1323.
8. Muenke M. “Heterogeneity underlying
suggestive linkage of ADHD in a genetic
isolate. Presented at the 51st Annual
Meeting of the American Academy of Child
and Adolescent Psychiatry, Washington,
DC, October 2004.
9. Smalley S, et al. “Genome wide studies in
attention deﬁcit hyperactivity disorder. Presented at the 51st Annual Meeting of the
American Academy of Child and Adolescent
Psychiatry, Washington, DC, October 2004.
10. Nigg J. “What causes ADHD?” New York:
Guilford 2006.
11. Mick E, et al. “Impact of low birth weight
on attention-deﬁcit hyperactivity disorder”
J Dev Behav Pediatr, 2002; 23: 16-22.
12. Max J, et al. “attention-deﬁcit hyperactivity
symptomology after traumatic brain injury”
Journal of the American Academy of Child
and Adolescent Psychiatry, 1998; 37: 841-847.
13. Mick E, et al. “Case-control study of
attention-deﬁcit/hyperactivity disorder
and maternal smoking, alcohol abuse and
drug abuse during pregnancy” Journal
of the American Academy of Child and
Adolescent Psychiatry, 2002; 41: 378-385.
14. Kreppner J, et al. “Can inattention/overactivity be an institutional deprivation
syndrome?” Journal of Abnormal Child
Psychology, 2001; 29: 513-528.
15. Evans W, et al. “Measuring inappropriate medical diagnosis and treatment in
survey data: the case of ADHD among
school-age children” J Health Econ, 2010;
DOI:10.1016/j.jhealeco.2010.07.005
16. Larson K, et al. “ Patterns of comorbidity,
functioning, and service use for US children with ADHD, 2007” Pediatrics, 2011;
DOI: 10.1542/peds.2010-0165.
17. Dopheide J, et al. “ Attention deﬁcit hyperactivity disorder: An update” Pharmacother,
2009; 29(6): 656-679.
18. MTA Cooperative Group: ”A 14-Month
Randomized Clinical Trial of Treatment
Strategies for Attention-Deﬁcit/Hyperactivity Disorder.” Arch Gen Psychiatry; vol
56, Dec 1999.1073-1086.
19. Swanson J. “School-Based Assessments
and Interventions for ADHD Students”
1992 Irvine, CA: KC Publishing.
20. Conners C. “Rating scales in attention
deﬁcit/hyperactivity disorder” Journal of

www.chpa.com | SUMMER 2011 | CALIFORNIA PHARMACIST

37

Managing ADHD: Drug Therapy, Counseling Tips and Resources for Families… (cont.)
Clinical Psychiatry, 1998; 59(suppl 7): 24-30.
21. AACAP: “Practice Parameter for the
Assessment and Treatment of Children
and Adolescents with Attention-Deﬁcit
Hyperactivity Disorder.” JJACAP, 2007;
46(7):894-921.
22. Jadad A, et al. “Treatment of attention-deﬁcit/hyperactivity disorder” Evid Rep Technol
Assess Summ, 1999; November: i-viii, 1-341.
23. MTA Cooperative Group: ”A 14-Month
Randomized Clinical Trial of Treatment
Strategies for Attention-Deﬁcit/Hyperactivity Disorder.” Arch Gen Psychiatry; vol
56, Dec 1999.1073-1086.

533410_Health.indd 1

2009; 29(6): 656-679.
27. Spencer T, et al. “Pharmacotherapy of
attention-deﬁcit/hyperactive disorder
across the life-cycle” Journal of the
American Academy of Child and Adolescent
Psychiatry, 1996; 35: 409-432.
28. Miller A, et al. “A review of therapies for
attention deﬁcit hyperactivity disorder”
Canadian Coordinating Ofﬁce for Health
Technology Assessment, 1997.
29. Schachter H, et al. “How efﬁcacious and
safe is short-acting methylphenidate
for the treatment of attention-deﬁcit/
hyperactivity disorder in children and
adolescents? A meta-analysis” Canadian
Medical Association Journal, 2001; 165:
1475
30. Elia J, et al. “Methylphenidate and dextroamphetamine treatments of hyperactivity:
are there true non-responders?” Psychiatry
Research, 1991; 36: 141-155.
31. AACAP: “Practice Parameter for the
Assessment and Treatment of Children
and Adolescents with AttentionDeficit Hyperactivity Disorder.” JJACAP:
46(7):894-921.
32. Dopheide J, et al. “Attention deﬁcit hyperactivity disorder: An update” Pharmacother,
2009; 29(6): 656-679.
33. AACAP: “Practice Parameter for the Assessment and Treatment of Children and
Adolescents with Attention-Deﬁcit Hyperactivity Disorder.” JJACAP: 46(7):894-921.
34. Connor D, et al. “Psychopharmacology and
aggression. I: A meta-analysis of stimulant
effects on overt/covert aggressionrelated behaviors in ADHD” Journal of the
7/27/11 4:04:50 PM
American Academy of Child and Adolescent
| Analytical Research Laboratories|
Psychiatry, 2002; 41: 253-261.
35. Swanson J, et al. “Evidence, interpretation, and qualiﬁcation from multiple reports
of long-term outcomes in the MTA study of
tKHKiJKHVtRUÀQHVtVtaQGaUG
children with ADHD” Journal of Attention
Disorders, 2008; 12: 4-14.
36. Mannuzza S, et al. “Age of methylphenidate treatment initiation in children with
ADHD and later substance abuse: prospective follow up into adulthood” American
Journal of Psychiatry, 2008; 165: 606-609.
37. Spencer T, et al. “Pharmacotherapy of
attention-deﬁcit/hyperactive disorder
across the life-cycle” Journal of the
American Academy of Child and Adolescent
Psychiatry,1996; 35: 409-432.
38. Pagel J. “Medications and their effects
Quality Control Testing, Excellent Customer Service
on sleep” Primary Care: Clinics in Ofﬁce
Resource for California Compounding Pharmacists
Practice, 2005; 32: 491-509.
24. Daughton J, et al. “Review of ADHD
pharmacotherapies: advantages, disadvantages, and clinical pearls (psychopharmacology perspectives)” Journal
of the American Academy of Child and
Adolescent Psychiatry, 2009;
48: 240-248.
25. AACAP: “Practice Parameter for the
Use of Stimulant Medications in the
Treatment of Children, Adolescents, and
Adults.” JAACAP, 2002; 41(2 Supplement):
26S-49S
26. Dopheide J, et al. “ Attention deﬁcit hyperactivity disorder: An update” Pharmacother,

quality:



Potency Determination



Sterility and Endotoxin



Stability Studies



<795> and <797> Consulting



Complaint Sample Testing



Onsite Training



Online Submission

Ask about Specials for California Academy of Compounding Pharmacists

(800) 393-1595 | www.arlok.com

38

CALIFORNIA PHARMACIST | SUMMER 2011 | www.chpa.com

536638_Analytical.indd 1

6/18/11 7:52:06 PM

Clinical Knowledge, Research & Therapeutics

Children Bewildering Parents

Reactive Attachment Disorder and
Oppositional Defiant Disorder
By Jeff Huston, MA, LPC, and Janice Hoffman, PharmD
Introduction
Your adolescent son is yelling and
screaming at you. He is threatening
to harm you or other family members
and is holding his ﬁst right at your eye
level – what do you do? He is bigger
and stronger than you, and no discipline you have tried has worked. He
does not respect adults or their rules.
Calling the police, as you have done
before does not help, as they have
blamed you as an ineffective parent.
Is there something wrong with your
parenting or is it your son’s issues
or is it both of your issues? Many
parents of children who meet the
criteria for the diagnoses of Reactive
Attachment Disorder (RAD), Posttraumatic Stress Disorder (PTSD), and/or
Oppositional Deﬁant Disorder (ODD)
feel extremely frustrated, alone, and
overwhelmed with their child’s issues. Parents and families are often
fearful about crisis situations, including issues of personal safety. Yet
they are also apprehensive about long
-term consequences, such as their
child’s potential incarceration, as the
end result of their on-going disrespect
of authority and societal rules. Many
try a multitude of therapeutic options
with varying degrees of success.
What is PTSD, RAD, and ODD and
how can pharmacists help with these
challenging disorders?

observed in others in the individual’s
comparative developmental stage.1
ODD is more common in families
with serious marital discord and in
which one parent has a Mood Disorder diagnosis. Whereas most children
suffering from Reactive Attachment
Disorder may show their behaviors
predominantly in the home setting,
children diagnosed with ODD typically
appear on the “radar” of authority ﬁgures in school and community settings
due to noncompliance.

Reactive Attachment
Disorder (RAD)
Attachment develops when a child
is repeatedly soothed, comforted,
and cared for, and when the caregiver
consistently meets the child’s needs.
It is through attachment with a loving
and protective caregiver that a young
child learns to love and trust others, to
become aware of other’s feelings and
needs, to regulate his or her emotions,
and to develop healthy relationships
and a positive self-image. The

Oppositional Defiant
Disorder
The essential features for those
individuals diagnosed as meeting
criteria for Oppositional Deﬁant Disorder (ODD) are: a recurrent pattern
of negativistic, deﬁant, disobedient
and hostile behavior towards authority ﬁgures, beyond what is typically
www.chpa.com | SUMMER 2011 | CALIFORNIA PHARMACIST
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absence of emotional warmth during
the ﬁrst few years of life can negatively affect a child’s entire future.
The essential feature of RAD is
markedly disturbed and developmentally inappropriate social relatedness
that begins before age 5 years and
is associated with grossly poor/negligent care. 2 Although grossly poor/
negligent pathological care does
not always result in RAD, prolonged
hospitalizations, extreme poverty,
extreme neglect, and limited opportunities to form selective attachments
(such as living in an orphanage/
institutional care) do increase the
risk of developing RAD. It is important to note that mental retardation
(those with cognitive impairments)
or children suffering from Pervasive
Developmental Disorders may have
attachments that fail, like RAD, but
these attachments may fail while
within reasonably supportive environments. Grossly pathogenic care is the
deﬁning feature of RAD. 1
Many children can experience
loss when a primary caregiver cannot
provide emotional or parental sensitivity and follow-up care such as
soothing, comforting, or consoling
the child. Children coming from some
international orphanages, such as in
Romania and China, have had little opportunity for attachment, normalized
emotional or cognitive development,
and/or appropriate social
development. The
link of deprivation, inconsistent care
giving, and
later ability
to develop
trust and
healthy relationships is
being further
researched.
Trauma can
physiologically change
the brain. According
to Ziegler (2002),
if neglect
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is chronic, a child’s brain can conclude
there is no way out of a particular
situation. This increases the level of
arousal, triggering a stress response
which produces the chemical cortisol.3 McEwen (2000) also states that
cortisol and other stress hormones
initially provide some protection, but
are damaging to the brain if overactivated.4 This over activation of the brain,
increases norepinephrine (“ﬁght or
ﬂight” neurotransmitter), which leads to
symptoms such as aggressive behavior,
anxiety, hypervigilance, increased blood
pressure, pulse and respiration.
Many behaviors that arouse parental
concerns are functional survival behaviors for the child, and give insight into
how they view the world. A child from
an orphanage, broken home, dysfunctional family, or experiencing transient
caregiving, engage in behaviors to protect themselves and control their world
by blocking out or minimizing connection with others. This can be seen as
a push to connect with caregivers, followed by a pulling away when feelings
of vulnerability emerge regarding possible attachment, regardless of whether
their external world is confused by
their behaviors. When a child moves
out of the dysfunctional system(s) that
created the initial reasons to protect
themselves, those same behaviors
may no longer function for them. The
development of protective mechanisms
to keep people at bay, now contribute
to keeping the child from developing
socially, emotionally, academically, and
sometimes physically. Raising a ﬁst to
threaten harm, destroying property,
or shunning adult authority comes out
of the mistrust that adults won’t meet
their needs, or are direct reactions to
having been physically harmed and now
feeling able to stand up for themselves
when in the past they could not.

Posttraumatic Stress
Disorder (PTSD)
Another frequent diagnosis seen
in children with RAD and ODD is
that of Posttraumatic Stress Disorder
(PTSD). One could make a strong
argument that PTSD is really at
the heart of RAD and contributes to
ODD in a number of ways. A negative

CALIFORNIA PHARMACIST | SUMMER 2011 | www.chpa.com

experience with a caregiver during
infancy, a loss of a primary caregiver
through death, adoption, or a move
to the Foster Care system, or any
physical separation with a broken
attachment can contribute to a PTSD
response. There are some studies
linking maternal violence-related
PTSD and the lack of security with the
maternal relationship which may lead
to reckless behavior by the child, role
reversal, hypervigilance and separation-anxiety. 2
According to the DSM-IV-TR, PTSD
is deﬁned as the development of
characteristic symptoms (avoidance
of stimuli associated with the trauma,
diminished emotional responsiveness,
feeling detached from other people)
following the exposure to an extreme
traumatic stressor that overwhelms the
person’s normal coping abilities. The
severity, duration, and proximity of an
individual’s exposure to the traumatic
event are most important in determining the likelihood of developing PTSD.
The DSM-IV-TR does not link PTSD
and RAD; however, chronic symptoms
before age 5 that speak to pathogenic
care could be presumed to be traumatic and overwhelm normal coping
strategies of a developing infant/toddler. Symptoms of PTSD in children are
shown as they relive trauma through
repetitive play such as smashing toy
cars repeatedly after a traumatic car accident. There is some evidence of genetic susceptibility to PTSD in families
where depression is prominent.2 PTSD
is being studied by researchers as a
likely variable in attachment disorders
and a child’s behavioral functioning.

Treatment
When working with children’s mental health needs, most of the treatment is done by the custodial family
in their day-to-day interactions, with
input from mental health specialists. It
is critical for success that the caregivers and professionals help to repair the
child’s sense of security. Success is
when a child is able to safely express
emotional needs such as fear, anxiety,
and love and accept that the family
can provide for the child’s needs regardless of their emotional outburst.

Identifying the root cause by
utilizing cognitive behavioral therapy,
environmental interventions (being
consistent across all settings the child
experiences), and pharmacological
support, brings the best opportunities for progress. Play therapy is one
technique for trained counselors to
understand how the child thinks and
processes emotion. It is helpful to
determine what stresses the child.
Decreasing intense stress and anxiety
allows the child to be less guarded
and promotes closer bonding and
attachment. It is important to listen to
the child and not be judgmental, which
may allow trusting bonds to develop.
Treatment for PTSD often employs
cognitive behavioral therapy, which
involves helping a child identify the
messages they tell themselves when
reminded/triggered by present day
stimuli that feels similar to their trauma
event(s). By helping them reframe
the lack of control, pain, or fear they
derived from the initial trauma, they can
have an increased sense of positive
control, resolution, and empowerment
in their current functioning, which can
help reduce symptomology linked to
the original event(s). This can be paired
with medication, such as Serotonin
Reuptake Inhibitors (SSRI), that reduces the feelings of anxiety or depression and provides more opportunity for
control over thoughts and feelings.
Children diagnosed with RAD may
have the longest pathway for change,
because they need to change their
behaviors, as well as their core level
of their sense of who they are. RAD
children have internal systems that
manage their lives to maximize safety
– minimizing effective understanding of
those around them. These children will
need to have an environment they feel
is safe to develop trust – particularly of
importance for children with a history of
abuse. Additionally, children with RAD
need to work on developing healthy
relationships with an appropriate caregiver, so therapy will need to focus on
the child to caregiver bonding.
Treatments for PTSD and RAD
may also be helpful for ODD children.
There are no medications speciﬁcally
targeted to treat RAD or ODD. Holding

or rebirthing techniques are controversial and there is no scientiﬁc evidence
supporting their effectiveness. Therapy should include enhanced “coaching” of parents/caregivers regarding
ways to translate the child’s behaviors
based on, an understanding of their
trauma history, recognition of how the
child views the world, and being consistent with praise and discipline.

Inpatient Care
A short-term psychiatric hospitalization can be indicated for an individual
exhibiting explosive, uncontrollable
anger outbursts, to assess for medication therapy and to determine what
the underlying fear might be. Getting
this information from a child who does
not trust easily can be difﬁcult and
requires much more time than a shortstay in a psychiatric hospital.
Residential care facilities can
provide a stable environment and the
ability to assist both parent and child
to develop the long-term relationship
that needs to be in place for the child
to develop successfully. For parents of
adoptive children from an institutional
background, it can be difﬁcult to place
their child in a Residential Treatment
Center knowing that previous institutions could have contributed to their
child’s issues. However, inpatient residential treatment offers opportunities
to develop new coping strategies for a
child and the parents. The pressure of
connecting with a caregiver is reduced
from 24/7 to a few hours a week. Residential treatment allows for the parents
and child to discover long standing
patterns of maladaptive behaviors and
receive feedback in order to change the
behavior. For the parents, residential
care allows for a break from the intensity of their child’s needs and an opportunity to reassess the family dynamics
and make changes to be more supportive and provide healthier interactions.
Having an improved understanding of
how their child sees the world helps
modify parent’s perspectives as to the
intent of their child’s actions.
There are programs throughout
the country that provide consistent,
predictable structure for children in a
high adult to child ratio, with a reﬂec-

tive component for ongoing feedback
(point/level system) that impress
upon children new coping strategies
and ways to view themselves. Jasper
Mountain, a program in Oregon,
utilizes speciﬁcally “neuro-reparative
therapy” when working with children
suffering from severe PTSD, RAD and
ODD to develop new pathways in the
brain to help the child see themselves
and the world in a different light. Typically this type of treatment lasts between 9 and 24 months, and includes
a predictable structure, emphasizes
constant and consistent feedback, reminders, and processing of daily living
skills, and assessment of medication
needs. It also features training to relax,
rethink and then respond with different
emotional and physical reactions.

Medication
Often medication is aimed at treating
the external symptoms of the internal
distress of a child. If we look at RAD,
PTSD, and ODD to assess for the most
successful treatment, the emphasis is
on medications utilized in conjunction
with cognitive behavioral therapy and
other non-pharmacologic modalities for
children. The goal of medication therapy
for the RAD/PTSD/ODD child with or
without traits of conduct disorder or
ADHD is to lengthen the child’s frustration tolerance/ “fuse,”
thus reducing the frequency of acting
out behavior.
RAD
and ODD
are very
difﬁcult
disorders to
treat.
There
is limited
literature
on medication use and
its effectiveness
with children. Most
medication use is
FDA off-labeled
use, a concept parents may question
and need informa-
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tion from pharmacists to help them
understand how this is a manufacturer
issue for labeling purposes not a clinical issue.
There is some question of pharmacological treatment and the utilization
of monotherapy versus polypharmacy
for psychoactive medications. One
study looking at children entering
residential treatment found medications within each class being utilized.
5
This type of polypharmacy appears
to be attempts at targeting individual
symptoms compared to broad underlying causes. 5
There is some research that suggests the combination of residential
treatment with medication use can
lead to substantial reduction (across all
medication classes) in the utilization of
psychotropic medications for children
between admission and departure
from a program. 6

Successful interventions
In measuring success with RAD
diagnosed children, one is looking
for genuine relationships. The typical push (people away) pull (people
closer) is less intense. Children are
more able to reﬂect on their emo-

tions underlying the desire to push
or pull people. How the child reports
the quality of relationships and
reports feeling like they “belong”
somewhere can signiﬁ cantly impact
success.
The intensity of oppositionality decreases to more normalized levels and
cooperation/improved communication
are heightened in the successful treatment in ODD. Improved adult-child
relationships and mutual respect are
key achievement markers for ODD.
Improvement with PTSD can be
measured by the decrease in the level
of intensity of their behaviors. Success
with PTSD is when the environmental
triggers cause less reactive responses
from the child, thus, they behave in
less destructive ways.
Pharmacists can assist parents
with a calm supportive approach. It is
important for parents to understand
how the medications their child is
to take are supposed to work. Many
parents learn about their children’s
medications online and/or in support
groups. As pharmacists we need to
initiate educating parents on how
long it takes for medications to work,
what types of side effects are of con-

Symptoms
responsive to
Medication

Diagnosis
responsive to
Medication

Citalopram (Celexa)
Sertraline (Zoloft)
Paroxetine (Paxil)

Poor sleep, appetite,
hopelessness, sadness
, crying, oppositionality,
isolated by peers or self

PTSD
May be effective in ODD
with reactive/aggressive
depression

Lamotrigine (Lamictal)

Instability in mood

Lamotrigine (Lamictal)
Citalopram (Celexa),
Sertraline (Zoloft)
Atomoxetine(Straterra)
Guanfacine (Tenex)
Clonidine (Catapres)

Hypervigilence, distrust,
hyperactivity, anxiety
Nightmares sleep
disorders, destroy
property

Medication Name

Medication
Potential Side
effects

Conclusion
There is HOPE that children and
families struggling with these issues
will gain support and eventually success. From psychotherapy, families
can gain an increased understanding
of: the means to enable caregivers
to recharge, better understanding of
the underlying reasons for the child’s
behavior, and recognition that a supportive team is critical for success
in order for the family unit to stay
intact. Families that actively engage
in therapy and improve their understanding of their own responses to
their child’s actions, as well as why
the child behaves as they do, ﬁnd increased success in changing patterns
of maladaptive behaviors. Medications are only adjunctive and can help
a child be able to do the psychological
work to change their perspective on
people. The journey to be successful

Cautions

Monitoring
Progress

Sedation,
dry eyes, mouth
constipation
urinary retention /
hesitancy

Risk of suicidal ideations

Improved hours of sleep,
Weight gain and growth
Involved and connected
in activities

ODD
PTSD

Activation- more
aggressive

Steven Johnson
Syndrome

Increased frustration
tolerance/”fuse”

ODD with ADHD
PTSD with ADHD
RAD (Clonidine helps
with sleep/ nightmares)

Sedation, dry eyes,
mouth constipation
and urinary retention/
hesitancy, decreased BP
and pulse
Activation/ agitation more aggressive

Steven Johnson
Syndrome

Hypervigilance is
replaced with increased
feeling of safety,
nightmares decrease
Improved sleep
Feels more in charge of
thoughts and emotions

May lead to diabetes,
hyperlipidemia, CV
complications
Seroquel related
cataracts
Expensive

Slowing reactivity
to frustration and
improving child’s access
to emotions and verbal
expression

Trazodone risk of
priapism

Increased hours of sleep

Aripiprazole (Abilify)
Quetapine (Seroquel)
Risperdone (Risperdal)
Ziprasidone (Geodon)

Frustration tolerance,
aggressiveness, property
destruction

RAD

Weight gain, increased
lipids, increased blood
sugars, change in HR
or BP, akathesia, eye
rolling, dystonias, tardive
dyskinesia

Trazodone (Desyrel)
Melatonin

Sleep disturbances

RAD
ODD
PTSD

Sedation, incoordination,
vivid dreams
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cern, and what therapeutic effects to
expect. It is important for parents to
understand that medications are an
adjunct to psychotherapy and not in
place of psychotherapy. Having local/
national resources for the parents to
contact can also be helpful.
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is extremely challenging and both an
emotionally and at times physically
painstaking experience for families.
Giving parents HOPE that behaviors
can change is the best marker of the
success a combination of interventions can provide.
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Business Model
Psychiatric Specialty Pharmacist Model

Riverside Clinic
By Matthew Mitchell, PharmD

P

harmacists with a specialty in psychiatry can play a major role in the
management of medications in a mental health facility. The following
is an overview of the services provided by a psychiatric specialty
pharmacist in a county mental health facility affiliated with a county medical
center. Melissa M. Mitchell, PharmD BCPS BCPP CGP is a clinical pharmacist at
a mental health inpatient treatment facility. Dr. Mitchell is involved in a variety
of services aimed at optimizing patient care and safety.
Description of the
practice model:
The model is of the services
provided by a clinical pharmacist in a
county mental health facility that is directly afﬁliated with a county medical
center. The pharmacist’s role includes
the following: medication reconciliation on newly admitted patients,
reviewing medication orders, reviewing patient charts, unit inspections,
and providing medication information
to other healthcare providers. The
pharmacist is also involved in the registration and monitoring of patients
initiated on clozapine and the reporting of laboratory data to the manufacturer. Anticoagulation services
are provided, including ordering labs
and dose adjustments for patients
on warfarin. The pharmacist ensures
that proper documentation has
been made for patients on multiple
antipsychotics in accordance with
the Joint Commission’s Core Measures HBIPS 4 and 5. HBIPS is a set
of core measures for hospital based
inpatient psychiatric services. The
pharmacist is involved in formulary
review, including formulary additions
and medications stored in Pyxis machines. The pharmacist also plays a
major role in development of policies
and procedures. A Policy has been
44

regarding the dispensing of medications with a pregnancy category C,
D, or X without pregnancy status
documented for the patient. A policy
on the requirement of patient consent
for the administration of antipsychotics provides enhanced involvement of the pharmacist and allows
a pharmacist to order a psychiatrist
consultation. Recently, a policy was
created regarding the proper handling
of medical marijuana brought into
the facility by a patient upon admission. There was also a policy created
regarding the use of methadone for
the treatment of addiction. The model
provides for preceptor and student
teaching opportunities. The pharmacist also has involvement in regulatory and administrative services. The
pharmacist is involved in visits and
discussions involving the Grand Jury,
CDPH, the Department of Mental
Health, and the Joint Commission.

Resource requirements:
The resource requirements are the
same as those needed for a unitbased clinical pharmacist model, a
unit-based clinical pharmacist and a
unit-based clinical pharmacy technician. No additional resources are required, other than those of a standard
pharmacist position.
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Description of successes:
The success of the model is highly
dependent on acceptance and support
from other departments at the facility
including nursing, psychiatrists, physicians and administration. The services
the pharmacist provides helps to enhance medication management and ensure patient safety. The monitoring and
documentation of patients on multiple
antipsychotics not only helps prevent
duplication of therapy, but also complies with Joint Commission Core Measures HBIPS 4 and 5. There may be
the potential for reimbursement based
on data from the documentation of
these core measures in the future. The
registration and monitoring of patients
on clozapine by the pharmacist helps
ensure the safe use of the medication,
especially with regards to the risk of
agranulocytosis. There is also monitoring of high alert medications, such as
metformin and warfarin. The model
provides improvement in outpatient
services as well. The management of
the formulary not only helps with patient safety, but also helps to minimize
cost and allow for access to medications by more patients. The pharmacist
addresses questions patients phone in
and ensures proper patient education
about the medications, what to do if
side effects occur, and ways to follow

up. The pharmacist also plays a key
role in interdisciplinary relations with
nursing staff. The pharmacist attends
all nursing staff meetings and provides
nursing inservices. As a member of the
Leadership Partnership meeting, the
pharmacist works in collaboration with
the nurses unions and administration.

funding is provided by the county.
MISP, is a medically indigent services
program that the county has developed as a form of insurance for the
indigent population that it treats. The
pharmacy is also working to utilize
PAP, a patient assistance program
through the manufacturer, for applicable medications.

Limitations of the model:
The primary limitation of the model,
currently, is staff size. There is one
pharmacist, one pharmacy technician,
and one intern pharmacist involved in
providing these services to a 77-bed
facility with additional patients in an
emergency treatment service. Most
other limitations that arise are, or can
be addressed with the development
of policies and protocols. The majority
of the patients seen at the facility are
indigent and uninsured. This provides
hardships for the facility, some solutions addressed by the model are
described below.

Business case:
The model is a county mental
health facility that is directly afﬁliated
with a county medical center. Thus,

Legal or regulatory issues:
The legal restrictions of the model
are the same for other clinical pharmacy models. The pharmacy must abide
by rules and regulations set forth by
the State Board of Pharmacy, the
DEA, the Joint Commission, CDPH
and the Department of Mental Health.

Future of the model:
In the future, the pharmacist will be
taking a broader role in patient education by leading medication education
groups for the patients and other health
care professionals. The clinical pharmacist is currently working on initiating
pharmacist involvement in the metabolic monitoring of patients on atypical antipsychotics. A policy is being
developed to allow the pharmacist to

order labs needed to monitor patients’
response. The model has the potential for expansion, with the initial goal
to increase staff. An increase in staff
would provide a more in depth role
of the pharmacist in patient care. The
current facility is at maximum capacity
most days, which could eventually lead
to an increase in size of the facility and
staff. The facility also provides what
is known as RPE, a rapid psychiatric
evaluation clinic. A Pharmacist driven
reﬁll or RPE service is something the
clinical pharmacist could develop at the
facility as an expansion of the current
model. There may be the potential for
grants in the development of a pharmacist driven outpatient clinic or other
research regarding the model. There
is the potential for greater pharmacy
involvement in the facilities emergency
treatment services unit. In regards to
funding, the pharmacy is looking into
the possibility of developing a co-pay
system for outpatient medications.
About the Author
Matthew Mitchell, PharmD, is a
Graduate Intern Pharmacist at Riverside County Regional Medical Center.
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Member News

New Benefit Exclusively
For CPhA Members
Solutions to workplace challenges just a
phone call away
Have you ever faced challenges in
the workplace that you wished you
could discuss with someone conﬁdentially? Have you felt overwhelmed
by the number of prescriptions you
are required to ﬁll in a day and the
amount of pharmacy staff personnel
on duty? Do you have concerns about
patient safety as a result? If so, you are not alone. Many
pharmacists in California face these same challenges and
feel powerless to overcome them. The CPhA Academy
of Employee Pharmacists (AEP) has been advocating for
improved working conditions for several years now and
as a result: CPhA introduces a FREE ombudsman service
designed to provide one-on-one coaching and support in
resolving workplace conﬂicts called the Pharmacists Resource Program (PRP).
The purpose of the program is to provide members in
any practice setting with a FREE, CONFIDENTIAL resource
to talk with about speciﬁc workplace issues and to coach
you through a plan to resolve conﬂict. The PRP program is
managed by an ombudsman who is informal, neutral, unbiased, and independent of any pharmacy employer or CPhA.
Historically, the role of an ombudsman has been to serve as
a facilitator of communication in such a way that it beneﬁts
both parties involved and avoids more contentious outcomes.
The PRP program will be under the direction of Michael
Kilpatrick, CO-OPsm. Michael comes to CPhA with over six
years of experience as an Ombudsman and to date, has
engaged with over 2,500 clients. He earned the designation
of Certiﬁed Organizational Ombudsman Practitioner (COOPsm) from the International Ombudsman Association (IOA)
and is also a credentialed mediator who has dealt with over
400 cases, holds a Masters degree in Negotiation/Conﬂict
Resolution and a Masters in Theology. Mr. Kilpatrick is passionate about his work and is an active, accurate listener.
When asked about how he would handle some scenarios, Michael provided some feedback to paint a picture of
how the program will work.
Let’s say the Pharmacist in Charge (PIC) has been
working with management to resolve stafﬁng ratio challenges that are impacting the staff’s ability to manage
prescription volume, but the identiﬁ ed problems haven’t

been ﬁ xed and the pharmacy staff is frustrated. Meanwhile staff doesn’t feel the PIC is doing what he/she can
to ﬁ x the problem.
Q. How would you handle a call where an employee is
concerned about problems that he/she has brought
to the PIC and perceives that the PIC not is not seeking solutions?
A. One of my ﬁrst goals would be to deescalate the situation by listening to all the details that the member brings to
me and then to identify how I can help coach them through
the conﬂict. For example, I might coach the member on
how to approach his/her manager in a constructive way to
get the information needed to better understand the situation and what the timeline for improvements may be.
It’s not my role to take over or supersede someone
else’s role, rather to provide options to work within the situation and to utilize employers’ systems that are already in
place. My goal is to help the member to get the information
they need and to help identify what steps they can take to
resolve their problem.
Q. What if the member wants you to step in and resolve the situation on their behalf?
A. My role is not to represent the member in a legal manner.
My role is to give them the coaching and support they need
to be able to solve the problem on their own. There are other
more active options as well such as an intervention. Another
is conﬂict coaching. It’s the member’s call how far I take
things. I don’t do anything without the member’s consent.
I can also approach management and let them know
what type of complaints I’m receiving (without revealing
any member-speciﬁc information or names of individuals),
but it’s up to them to make changes or talk about how to
work with the employee to resolve the issues. Management
reacts to numbers – where they see an impact on their bottom line, they will be more motivated to initiate changes.
CPhA ﬁrmly believes that there is no workplace problem that is too big to tackle, so why not get started today. Whether you need support to access information on
employment issues, conﬂict resolution or understanding
guidelines and ethics, the PRP program is here to help.
Call Michael Kilpatrick, your dedicated CPhA Ombudsman
today at 1-877-250-2143.

www.chpa.com | SUMMER 2011 | CALIFORNIA PHARMACIST

47

On The Lighter Side
A HUMOROUS LOOK AT PHARMACY

ADHD

What? Where? Answer the Phone!
By Barry Pascal, PharmD

A

ttention deficit hyperactivity disorder (ADHD or AD/HD or ADD) is
defined in the most used medical reference in the world, Wikipedia, as
“a neurobehavioral developmental disorder with symptoms starting
before seven years old.” It is the most commonly diagnosed psychiatric
disorder in children (often comorbid with other conditions with descriptions
that include annoying and irritating).
Could it be that our way of life has
created this condition? ADHD is
diagnosed two to four times more frequently in males than in females. Let’s
examine that. Little boys are different
from little girls. (Even big boys are different from big girls.) They are much
more physically active and like to run
around, jump, climb, and, you know,
get into trouble. That is how they learn
to tackle and deal with each other,
their environment, and life. So what
do we do? We put them in schools
that require them to sit still, wait until
they are called upon, and require them
not to touch anything. It’s a wonder
that we didn’t build Ritalin dispensing
machines in our classrooms, too!
ADHD is diagnosed in about 2%
to16% of all school-aged children.
It is a chronic disorder with 30% to
50% of those diagnosed in childhood
having continued symptoms into
adulthood. I have a hunch that when
undiagnosed children are old enough
many of them treat their ADHD themselves – with caffeine. Aren’t their
basic diets made up primarily of soft
drinks, coffee, and candy? We should
have demanded that Starbucks be
licensed and that pharmacists dis48

pense all those coffee drinks -- yes,
we missed the boat again!
Adolescents and adults have
learned to cope with their condition.
Besides Starbucks (the non-tablet
alternative), they found many other
coping mechanisms and devices to
treat or control their symptoms.
The TV remote control must be
ﬁrst on the list. As a matter of fact,
it should be the ADHD logo. There is
no question in my mind that a patient
coping with attention deﬁcit must
have invented it. What could be more
soothing than going from channel to
channel every second? If you do it fast
enough you can actually follow four or
ﬁve programs at once. The problem
is, of course, with American Idol. You
start with a song from one contestant
and when you get back another singer
is ﬁnishing a different song. If you
are lucky and you can keep ﬂipping
channels fast enough, you can ﬁnd the
same song being sung by two different performers.
As patients became used to the
TV remote control, the therapeutic effect started to wear off. They
were still adequate but just not good
enough, so the new television sys-
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tems added an ADHD upgrade -- split
screen viewing. For example, on the
Direct TV satellite system you can
watch eight sport channels at one
time. If you click from split screen to
split screen the sound for that screen
comes on. It is truly an exciting experience even if you do not care about
sports. To enhance the effect, there
is also a split screen news channel. With one click you can toggle
between 16 programs at once.
To speed up the TV remote effect
and enhance the split screen outcome, the Television ADHD Committee added an on-line channel guide.
The TV remote is now far more efﬁ cient since the guide shows a listing of
six channels at a time. With the split
screen effect and the channel guide
enhancement operating simultaneously, an ADHD patient can watch eight
programs and see what’s on six more
-- a 14-channel “one click.” This effect
is equivalent to one Ritalin 20mg. (To
calculate a proper therapeutic dose,
use one channel = 0.7mg.)
I think it has become obvious to
you by now that ADHD has pushed
us into the technology age. If it were
not for ADHD we would still be using

landline phones and telegrams instead
of cell phones and the internet.
Look at all the new cell phone
designs. Aren’t they shaped like TV
remote controls? Of course they are.
And what are the capabilities of all
the new cell phones? Over 100,000
applications, instant access to a faster
internet, and something quicker than
email -- text messaging. Not only do
cell phones have all the characteristics
of ADHD TV, such as split screens,
on-line guides, switching speeds, and
the TV remote control shape, but also
they have one other big advantage
-- portability. ADHD patients can take
their soothing high-speed distractions
with them and feed their attention
deﬁcit all day and all night long. The
effects of these new devices are
equivalent to the long-acting psychostimulants. (To calculate a proper
therapeutic dose, use one new 4G-cell
phone = Vyvanse 70mg.)
So as you can see, ADHD has
stimulated a technology boom and has
advanced society by leaps and bounds.
However, what about the patient?
Are there less expensive alternatives?
Not only have Starbucks and all
the other coffee stores provided caffeine-directed options, but also adding extra doses of sugar has become
a standard self-treatment. But what
if the current dosages of caffeine and
sugar are not enough?

(9.4mg/oz); Starbucks Grande Cappuccino 150mg (9.4mg/oz); Redline
Power Rush 350mg (140mg/oz); and
5150 Semi Sweet 1800mg (450mg/
oz). As you can see from these
examples it is becoming easier
and easier for ADHD patients
to treat and dose themselves.
It is also easier for non-ADHD
adolescents to stay up for
days studying for ﬁnal exams. I
would not be surprised if these
companies ﬁght for product
placement at every college campus in America.
It should be apparent to you by
now that there is one profession perfectly suited for premier membership
in the ADHD community. Let me give
you a hint: line one and four are on
hold, the technician needs to ask you
a question at the computer terminal,
and you are talking to a patient standing at the front counter while also
talking to a physician on line two.
Yes, you guessed it – retail pharmacists. ADHD is pharmacist spelled
backwards. If you don’t believe me, put
down your cell phone, put line three on
hold, turn down the radio and TV and
take one of the many available screening tests available on the internet. If for
some reason you ﬁnd out that you are
not qualiﬁed to be a member of our
ADHD pharmacy team, get out of retail
and go into research as soon as you can.

The TV remote control must be first on the list.
As a matter of fact, it should be the ADHD logo.
There is no question in my mind that a patient
coping with attention deficit must have invented
it. What could be more soothing than going from
channel to channel every second?
ADHD entrepreneurs have created
super-dosed caffeine treatments.
According to energyﬁend.com, the
following caffeine concentrations illustrate the direction: Green Tea 25mg
(3.1/oz); Coca-Cola Classic 35mg
(2.9mg/oz); Diet Pepsi 36mg (3mg/oz);
Realife Plus Energy 80mg (235mg/
oz); McDonald’s Large Coffee 145mg
(9.1mg/oz); Vitamin Energy 150mg

Disclaimer – This article may contain considerable intellectual material
and look factual; however, extensive
hyperbole and liberties have been
taken with conditions, conclusions,
and all the data. This article, therefore, is completely ﬁctitious and
grossly exaggerated. No medical
decisions should be made using
any of the material contained in this

document.
CPhA
will not
endorse
any of
the views
presented or
endorse the validity of anything in this article. As a
matter of fact, no one will – not even
for money. Once again, this article,
although very interesting and appearing to be incredibly accurate, is
anything but and any similarity to the
truth is purely accidental.
About the Author
Respected and much loved
pharmacist Barry Pascal owned
Northridge Pharmacy for 32 years
and is now semi-retired. If his alarm
clock works in the morning he can
be found a few days a week at Pro
Pharma Pharmaceutical Consultants
eating donuts. He was also either the
Honorary Mayor or Honorary Sheriff
of Northridge from 2003 to 2008.
As with any politician he still has his
hand out. Pascal has written seven
comedy books, and, in addition to
this journal series, writes a humorous
monthly newspaper column. His wife,
Shirley, loves his humor but only if it is
accompanied by jewelry.
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“Meet Your Good Neighbor
Pharmacist” Through Three
New Marketing Programs
• Good Neighbor Pharmacy Post Card
• Good Neighbor Pharmacy Self Mailer
• Diabetes Shoppe Self Mailer

