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Pharmacologic Management of Adult ADHD:
Exploring the Balance of 

Treatment Efficacy and Adverse Events

Approximately 4.4% of the adult population in the United
States has attention-deficit/hyperactivity disorder (ADHD).1

However, these rates may be underestimated due to a lack of
age-appropriate diagnostic criteria. Some estimates suggest that up to
70% of children with ADHD will continue to be symptomatic as
adults.2 Even though it is a common condition, ADHD is often undi-
agnosed in adults.3

ADHD can cause a pattern of chronic and pervasive impairment in
multiple life domains and significantly impact the quality of life of
patients. Adults with ADHD often demonstrate impulsiveness, inat-
tention, easy distractibility, difficulty following tasks through to com-
pletion, and deficits in executive functioning, planning, forethought,
and working memory. They also have higher rates of criminality and
car accidents than those without ADHD, and their symptoms often
lead to poor job performance, lower occupational status, and prob-
lems with social skills.2,4 Research has also shown that they change
jobs more frequently, have higher divorce and separation rates, and
lower global marital satisfaction rates than their non-ADHD peers.4,5

ADHD is also associated with a high prevalence of comorbidities. In a
study of ADHD in adults based on data derived from the National
Comorbidity Survey Replication, ADHD was frequently found in
combination with other comorbid conditions.1 Among respondents
with ADHD, 18.6% reported a diagnosis of major depressive disorder
in the 12 months prior to the survey, and 38.3% reported any mood
disorder during that time. Respondents also reported a 47.1% preva-
lence of any anxiety disorder and a 15.2% prevalence of any substance
use disorder during the 12 months prior to the survey. Only 10.9% of
the respondents with ADHD had been treated for their ADHD sym-
toms in the 12 months prior to the interview.1

Lastly, ADHD has an economic impact as well. Data reviewed by
Biederman et al showed that when medical costs—inpatient, outpa-
tient, and prescription drug costs—were compared for ADHD adults
(n = 2292) and a matched non-ADHD cohort, the ADHD cohort
incurred greater expense. The medical costs of the ADHD cohort were
approximately twice those of the non-ADHD group over a 3-year peri-
od (P<.01), after controlling for the cost of medical and psychiatric
comorbidities.6

Despite the negative and costly consequences of ADHD symptoms in
adults, the majority of adults with ADHD remain untreated.1 Many
physicians have little formal training in the assessment of ADHD, and
one study showed that only approximately 35% of primary care physi-
cians surveyed diagnose adults with ADHD without consulting a 
specialist, with only 5% indicating a willingness to diagnose and treat
adults with ADHD.7 However, this study indicated that 85% of physi-
cians said that they would be willing to diagnose and treat ADHD in
adults if there were an easy-to-use, validated screening tool available

for use.7 In a survey on treatment patterns, most patients had self-
referred for treatment, and 56% of those found to have ADHD indi-
cated that they had previously sought help for the symptoms without
being diagnosed.8

Another complication to successfully managing ADHD in adults is
that many adult patients with ADHD do not adhere to prescribed
treatment regimens. In a comparison study designed to assess treat-
ment compliance, rates of compliance for treatment of diabetes (thia-
zolidinedione, rosiglitazone, and insulin glargine), hypercholes-
terolemia (statin drugs), and ADHD (the stimulants mixed ampheta-
mine salts, extended release [MAS-XR], and methylphenidate [MPH]
modified release) were measured.9 Most patients were compliant for
approximately 3 months after the initial prescription for these medica-
tions, but by the 7th month, compliance rates with all medications
were low (rosiglitazone 33.4%, insulin glargine 17.6%, statin drugs
26.0%-30.1%, MAS-XR 22.9%, and MPH modified release 23.5%).9

Data indicate that ADHD patients tend to be more compliant with
extended-release formulations because of convenience, but that these
formulations are more likely to be reserved for patients with more
severe symptoms.10

This First Report® will review results from studies in adults with ADHD,
highlighting the studies individually as they each examine medication
efficacy, safety, and tolerability, and the impact of pharmacotherapy
on quality-of-life measures. The studies discuss data on both stimu-
lants and nonstimulants for the treatment of adult ADHD.

Treatment has been found to minimize the negative impact of the
symptoms of ADHD, leading to improved daily functioning and qual-
ity of life for these patients. While most research on ADHD has been
conducted in children, more data on the symptoms of ADHD in adults
and the response to therapy have become available in the past 2 years.

PHARMACOLOGIC TREATMENT OPTIONS
In a survey of current treatment of ADHD, 91% of psychiatrist-treated
ADHD patients and 78% of primary care physician-treated ADHD
patients were prescribed ADHD medication; stimulant medication was
the treatment of choice in 84% of the 854 cases reviewed.8

In a study to assess community practice patterns, a study of pharma-
cy claims compared demographic and clinical characteristics of
adults who were treated with extended-delivery preparations com-
pared to those who were treated with immediate-release (IR) formu-
lations.10 Extended-delivery preparations were used in 41.4% of the
patients. These patients were slightly younger (mean = 31.1 versus
32.6 years) and were significantly more likely to have hyperactivity
symptoms than patients started on IR formulations (44.1% on
extended-delivery preparations versus 39.5% on IR, P<.0001).10 In
addition, patients treated with extended-delivery preparations were
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more likely to have used inpatient and emergency department servic-
es, mental health services, and to have had treatment for substance
abuse in the 6 months prior to the initiation of therapy than patients
treated with IR formulations.10

The available Food and Drug Administration (FDA)-approved stimu-
lants include MAS, MPH, dextroamphetamine, and dexmethyl-
phenidate in various formulations. Typical side effects include nerv-
ousness, sleep disturbance, appetite suppression, nausea, weight loss,
headache, tachycardia, and abdominal pain.11-15 Methylphenidate and
dexmethylphenidate should be used with caution in patients with
hypertension11-13 and MAS and dextroamphetamine should not be
used in patients with structural cardiac abnormalities, according to
package inserts.14,15 Labeling for stimulants also note they should not
be used in patients with marked anxiety, tension, and agitation.11-15

Recently, the labeling for dextroamphetamine was updated to include
a warning that use of the agent may exacerbate symptoms of behavior
disturbance and thought disorder in patients with preexisting psychot-
ic disorders, and that treatment-emergent psychotic or manic symp-
toms may result from use at usual doses of the agent  in children and
adolescents without a prior history of psychotic illness or mania.15

Atomoxetine is a selective norepinephrine reuptake inhibitor that is
the only nonstimulant agent with FDA approval for the treatment of
ADHD. Side effects associated with atomoxetine use include
headache, dry mouth, insomnia, nausea, and appetite suppression.16

Atomoxetine use is cautioned in patients with hypertension, tachycar-
dia, or cardiovascular or cerebrovascular disease, according to the
package insert.16 Atomoxetine has also been linked to increased suici-
dal ideation and rare cases of severe liver injury; patients should be
monitored closely for such symptoms.16

Modafinil is approved for the treatment of narcolepsy, and it has
recently been studied in clinical trials as off-label use for the treatment
of ADHD. Modafinil selectively improves neuropsychological task
performance, possibly through improved inhibitory control.17 A ran-
domized, double-blind, placebo-controlled, crossover study of 20
adults with ADHD demonstrated improved cognitive function in
short-term memory, visual memory, spatial planning, and stop-signal
motor inhibition with modafinil treatment.18 However, due to safety
concerns based on a suspected case of Stevens Johnson syndrome, the
supplemental new drug application for a proprietary dosage form of
modafinil for use in ADHD was denied by the FDA on August 9, 2006.
The manufacturer of the agent also announced its decision to stop
pursuing further development of the agent for the treatment of
ADHD.19

EFFICACY OF TREATMENT OPTIONS
Recent research supports the efficacy of stimulant medication for use in
adult patients with ADHD. In a 24-month, open-label extension of a
4-week, multicenter, double-blind, placebo-controlled, parallel-group,
forced-dose escalation study to assess the safety and effectiveness of
MAS-XR, 223 adult patients were treated on doses that were titrated to
60 mg/day. ADHD symptoms improved significantly based on ADHD
Rating Scale IV (ADHD-RS-IV) scores (P<.001), and the improvement
was sustained for up to 24 months.6 Of the total treated patients, 3.1%
discontinued therapy due to lack of efficacy. An analysis of data from
the 30-week, open-label, multicenter, Quality of Life, Effectiveness,
Safety, and Tolerability (QuEST) trial evaluated the efficacy of MAS-
XR.20 At 10 weeks, all 725 adults enrolled in the study demonstrated
sustained improvement in ADHD symptoms measured on the ADHD-
RS-IV, hyperactivity/impulsivity subscale, and inattentive subscale.20

The efficacy of the osmotic release oral system (OROS)-MPH in doses
up to 1.3 mg/kg/day was studied in a randomized, 6-week, placebo-
controlled, parallel-design study of 141 adults with ADHD.21 At the
end point, 66% of the patients on OROS-MPH and 39% of patients
on placebo attained a response; response was defined as much
improved or very much improved on the Clinical Global Impression-
Improvement scale and a greater than 30% reduction in scores on the
Adult ADHD Investigator System Report Scale.21

The efficacy of psychotherapy, dextroamphetamine, and/or paroxe-
tine (selective serotonin reuptake inhibitor) has also been studied in
adults with ADHD. In a randomized, placebo-controlled, prospective
trial, 98 adult patients with ADHD received psychotherapy combined
with dextroamphetamine, paroxetine, both, or placebo for 20
weeks.22 ADHD symptoms were significantly lower in patients treated
with dextroamphetamine (P=.012). Paroxetine demonstrated no
effect on ADHD symptoms. ADHD symptoms responded to dex-
troamphetamine or combined treatment, and mood-related symp-
toms responded to paroxetine or combined treatment. However,
patients treated with both paroxetine and dextroamphetamine did
not show greater overall improvement over single-agent treatment.22

A small, double-blind, placebo-controlled, multiple-crossover pilot
study of adult patients with substance abuse disorders and ADHD was
designed to determine the benefits of treatment with MPH.23 Twenty-
five adults receiving in-patient treatment for substance abuse were ran-
domized to either low-dose MPH (up to 0.6 mg/kg/day) or placebo in
2-week phases that alternated over 8 weeks.23 ADHD symptoms on the
ADHD-RS-IV were improved in 36% of those treated with MPH; 20%
with placebo. The study investigators concluded that MPH was no
more effective than placebo when used at these very low doses.23

The impact of a lifetime history of any mood or anxiety diagnosis
upon response to dextroamphetamine or paroxetine was examined in
a post-hoc moderator analysis of data from a double-blind, random-
ized, placebo-controlled prospective trial of 62 patients. A lifetime his-
tory of internalizing disorder (diagnosed through a structured clinical
interview for Diagnostic and Statistical Manual of Mental Disorders,
Fourth Edition) was associated with a significantly attenuated response
of symptoms of ADHD (P<.05) and diminished clinician ratings of
improvement (P<.05) with dextroamphetamine.24 The data suggest
that some patients who have a history of a mood or anxiety disorder
may respond less robustly to stimulant treatment, in this case dex-
troamphetamine, than those with no history of these disorders.

A randomized, double-blind, multisite, placebo-controlled, prospec-
tive trial randomized 48 adult patients with ADHD to problem-
focused therapy ([PFT]; ie, education about ADHD and effective cop-
ing strategies) plus placebo or PFT plus dextroamphetamine in an
analysis of the efficacy of psychotherapy.25 Both groups showed
improved ADHD symptoms over the first 20 weeks of the study
(P<.001 for both); however, the onset of improvement was earlier in
the PFT-dextroamphetamine group. In addition, the PFT-dextroam-
phetamine group demonstrated persistent benefit, while the PFT-
placebo group had deterioration of symptom control after week 10.25

The effects of MAS-XR on the speed and accuracy of neurocognitive
function in young adults were studied in 14 adults (19-25 years) who
were enrolled in a 6-week, randomized, single-center, double-blind,
placebo-controlled, 2-way crossover study.26,27 Patients received either
placebo for 3 weeks and then treatment for 3 weeks or vice versa.
Performance on all tested variables, including 5 speed measures and
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4 accuracy measures, improved with treatment with MAS-XR com-
pared to placebo. The order of treatment influenced the outcome:
those initially treated with MAS-XR had persistent improvement in
scores after being changed to placebo (practice effect), whereas the
group who started on placebo showed improved accuracy after being
switched to treatment.26,27

To determine the effect of atomoxetine on symptoms of emotional
dysregulation (ie, responding in a manner that is considered outside
the normal range of emotions for a given situation) in adults with
ADHD, data on 529 patients from 2 placebo-controlled outpatient
studies were analyzed.28 The authors found that 32% of adults stud-
ied had emotional dysregulation. Using the rating scale devised by
the authors, patients with emotional dysregulation treated with ato-
moxetine improved by 42% compared to 19% of patients who were
treated with placebo (P=.001).28 Clinical Global Impression-Severity
(CGI-S) scores in patients on atomoxetine improved by 20% com-
pared to 10% in those on placebo (P=.001).28

Data from 2 identically designed studies comparing atomoxetine to
placebo were evaluated in a post-hoc analysis to evaluate efficacy in
younger adults, ages 18 to 24 (n = 55), and older adults, ages 26 to 77
(n = 481).29 Atomoxetine resulted in significantly greater benefits in
younger and older adults compared to placebo, as measured by changes
in the Conners’ Adult ADHD Rating Scale Total ADHD Symptom score
(P=.041, P<.001, respectively) and the CGI-S (P=.006, P<.001).

SAFETY AND TOLERABILITY OF PHARMACOLOGIC
TREATMENT

Reports continue to explore the tolerability and safety of treatments
for ADHD and provide important information for appropriately pre-
scribing and managing ADHD treatment regimens. In the 24-month
study of MAS-XR by Biederman et al, safety was assessed in addition
to the efficacy analysis already discussed.6 Doses were titrated to 60
mg/day on the basis of therapeutic efficacy. Of the 147 patients
(66%) who discontinued the study before study end (prior to receiv-
ing 24 months of therapy), 48 patients (21.5%) withdrew because of
adverse events, occurrences that patients spontaneously reported over
the course of therapy. Adverse events that occurred during treat-
ment—not treatment related or possibly treatment related based on
investigator judgment—declined over the course of treatment from
84.3% of patients reporting 700 side effects in month 1, to 10
patients (12.7% of 79 patients still in the study) reporting 16 side
effects at month 24.6 The most common adverse events related to
treatment were agitation, anorexia, dry mouth, headache, insomnia,
nervousness, and weight loss.6 A total of 11 serious adverse events
were reported, with only 1 serious adverse event (depression/suicidal
ideation secondary to bipolar disorder) being considered treatment
related. One subject withdrew from the study due to tachycardia, and
another due to hypertension.6

In the randomized trial of OROS-MPH detailed in the efficacy sec-
tion, the safety analysis found a small increase in systolic blood pres-
sure (SBP), diastolic blood pressure (DBP) (3.5 ± 11.8 mm Hg and
4.0 ± 8.5 mm Hg, respectively), and heart rate (4.5 ± 10.5 beats per
minute) in patients treated with OROS-MPH compared to those
treated with placebo.21 The authors noted that because of the poten-
tial for increases in blood pressure and heart rate, patients should
have their blood pressure monitored for changes over the course of
their stimulant treatment.

In a study of cardiovascular effects in patients treated with MAS-XR,

223 adult patients treated
with MAS-XR were evaluat-
ed at baseline, weekly, and
then monthly for DBP, SBP,
and pulse rate for ≤24
months.30 Electrocardio-
grams were done at base-
line, weekly, and then every
3 to 6 months. Mean
changes from baseline were
DBP 1.3 ± 9.2 mm Hg, SBP
2.3 ± 12.5 mm Hg, and
pulse rate 2.1 ± 13.4 beats
per minute, none of which
reached statistical signifi-
cance. There were no seri-
ous adverse events. The
authors noted that al-
though the cardiovascular
events were minimal,
patients should be periodi-
cally monitored.30

In the randomized study of the effect of MAS-XR on neurocognitive
accuracy and speed, tolerability measures were reported in terms of
adverse events versus placebo.26,27 The most commonly observed ad-
verse events with treatment compared to placebo were appetite sup-
pression (50% versus 0%), decreased weight (25% versus 6%), and
dry mouth (19% versus 0%). Less common adverse events included
headache, anger, bruxism (grinding of teeth), insomnia, and irri-
tability.26,27

In a recently published Institutional Review Board-approved chart
review, the combination of atomoxetine and stimulant therapy was
well tolerated in most patients (75.9%).31 The most commonly report-
ed side effects included insomnia, irritability, dysphoria, agitation,
and decreased libido. Comorbidities as well as the dose of stimulant
used did not significantly affect tolerability.31

A randomized, double-blind, multicenter study of 218 adults was
designed to compare the safety and tolerability of atomoxetine 80 mg
once daily with 40 mg twice daily.32 The study reported the overall
incidence for any 1 type of adverse event was low, and there was no
significant difference between the groups for dry mouth, insomnia,
and erectile dysfunction. Nausea was significantly lower in the once-
daily group (16.4% versus 32.4%, P=.007).32

The post-hoc analysis by Durell et al mentioned previously also
revealed adverse events data for atomoxetine in adults ages 18 to 24
and ages 26 to 77 versus placebo.29 No significant difference between
the smaller-size younger group and placebo was evident in any of the
evaluated treatment-emergent adverse events. In the older group, sig-
nificant differences were found between atomoxetine and placebo for
the following: dry mouth (15 in the placebo group and 53 in the
treatment group, P<.001), nausea (10 versus 29, P=.002), decreased
appetite (8 versus 25, P=.003), erectile dysfunction (2 versus 17,
P<.001), constipation (10 versus 23, P=.30), dizziness (4 versus 15,
P=.017), hyperhydrosis (1 versus 10, P=.011), and decreased libido (4
versus 16, P=.010).  The study also collected changes in blood pres-
sure measurement from baseline. Data from the older group showed
a significant change from baseline with atomoxetine compared to
placebo, P=.024, but not with the younger patients. The authors did
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QUALITY OF LIFE CHANGES WITH TREATMENT
In the 10-week interim analysis of the intent-to-treat patients in the
QuEST trial by Goodman et al (N = 702), with MAS-XR treatment,
quality-of-life measures were found to be improved in areas of gen-
eral health, physical and mental health, vitality, and social, emotion-
al, and physical role functioning based on data from the 36-Item
Short Form Health Survey version 2 (P<.0001).20

Another analysis reviewed data on satisfaction with treatment using
the Medication Satisfaction Survey during the first 10 weeks of the
QuEST trial for the 77 patients of the intent-to-treat group who were
previously treated with a short-acting stimulant.33 At baseline, the
response to the survey statement of, “Overall, I am satisfied with tak-
ing this medication,” was 48.1% of subjects strongly agreed/agreed.
Other survey answers included 41.6% of patients who strongly
agreed/agreed that they were satisfied with their dosing schedule,
and 39% strongly agreed/agreed that they rarely missed doses.33

After 10 weeks of treatment with MAS-XR, 72.8% strongly
agreed/agreed that overall they were satisfied with taking the med-
ication, and 87% chose the response strongly agreed/agreed to being
satisfied with the once-daily dosing, and 87.8% reported that they
rarely missed doses. Patients also reported improved satisfaction in
the control of symptoms, including the duration of effect (63.7%),
behavior (72.8%), attention (68.9%), and social interactions
(52%).33

Patients from the QuEST trial were also tested for quality-of-life
improvement with treatment using the ADHD Impact Module-
Adult, a 66-question, patient-completed survey developed from cli-

nician interviews, patient interviews, and literature review.34 The
overall quality-of-life ratings improved significantly in all 4 treat-
ment groups (treatment naïve, previous stimulant treatment, previ-
ous nonstimulant treatment, all subjects; P<.0001). The scores
improved in all six subscales: living with ADHD; general well-being;
performance and daily functioning; relationships and communica-
tion; bothersomeness and concern; and daily interference
(P<.0001). The improvements became apparent by week 2 and were
sustained through week 10, regardless of previous treatment.34

To make available a validated adult ADHD-specific quality-of-life
measure, the 29-item Adult ADHD Quality-of-Life Scale recently was
developed, based on established methods for developing patient-
reported outcome scales.35 The scale consists of 4 sections: life pro-
ductivity, psychological health, relationships, and life outlook. The
Adult ADHD Quality-of-Life Scale was evaluated for validity through
administration of the scale to 989 adults in a retrospective cohort
study, followed by psychometric validation, which included the eval-
uation of reliability, validity, and responsiveness using an a priori sta-
tistical analysis plan. Internal consistency was 0.93 for the overall
scale, supporting its validity. Developers suggest that the scale may
facilitate future research in quality-of-life issues.35

CONCLUSION
Current and emerging data support that available treatments for
adults with ADHD (stimulant and nonstimulant) are safe and effec-
tive for most people. Initial data suggest that the improvement of
direct symptoms of ADHD positively impact quality-of-life meas-
ures. Progress is being made in understanding the prevalence, char-
acteristics, and consequences of ADHD in adults; and future studies
will continue to look at areas of cost and impact of treatment on
quality of life, comorbidities, and symptom control. �



October 2006 7

Get your documentation of credit NOW
Completing a post-test at www.princetoncme.com is as easy as 1-2-3...

Go to the “Post-Tests” page and click on the title of this activity. 

Fill out the fields under “New Users Register” (“Existing Users” log
in with e-mail address and password).

Successfully complete the post-test and evaluation form and gain
access to your printable documentation of credit.

1

2

3

LIVE step-by-step assistance is available Monday – Friday 8:30 am - 4:30 pm ET at 609-371-1137 
OR e-mail info@princetoncme.com. 

To be eligible for documentation of credit, participants must read all monograph content (print or online), log on to
www.princetoncme.com to complete the 10-question post-test with a score of 70% or better, and complete the online evaluation form.

Participants who successfully complete the post-test and evaluation form online may immediately print their documen-
tation of credit. Please e-mail info@princetoncme.com or call 609-371-1137 if you have questions or need additional information.

Psychiatry. 2006;67(4):611-619. 
23. Carpentier PJ, de Jong CA, Dijkstra BA, et al. A controlled trial of

methylphenidate in adults with attention deficit/hyperactivity disorder
and substance use disorders. Addiction. 2005;100(12):1868-1874. 

24. Weiss MD, Wasdell M, Hecthman L. Life-time history of SCID internaliz-
ing disorders moderates stimulant response in adults with ADHD. Poster
presented at: 159th Annual Meeting of the American Psychiatric
Association; May 24, 2006; Toronto, Ontario, Canada.

25. Weiss M, Wasdell M, Murray C, Hectman L, The Adult ADHD Research
Group. Problem focused therapy with and without stimulant in adult
ADHD. Poster presented at: 159th Annual Meeting of the American
Psychiatric Association; May 24, 2006; Toronto, Ontario, Canada.

26. Kay GG, Kardiasmenos KS. Effect of mixed amphetamine salts extended
release on neurocognitive speed in young adults with ADHD. Poster
NR678 presented at: 159th Annual Meeting of the American Psychiatric
Association; May 24, 2006; Toronto, Ontario, Canada.

27. Kay GG, Kardiasmenos KS. Effect of mixed amphetamine salts extended
release on neurocognitive accuracy in young adults with ADHD. Poster
NR679 presented at: 159th Annual Meeting of the American Psychiatric
Association; May 24, 2006; Toronto, Ontario, Canada.

28. Reimherr FW, Marchant BK, Strong RE, et al. Emotional dysregulation in
adult ADHD and response to atomoxetine. Biol Psychiatry. 2005;58:125-131.

29. Durell T, Adler L, Wilens T, et al. Atomoxetine treatment for ADHD:
young adults compared with older adults. Poster presented at: 159th

Annual Meeting of the American Psychiatric Association; May 24, 2006;
Toronto, Ontario, Canada.

30. Weisler RH, Biederman J, Spencer TJ, Wilens TE. Long-term cardiovascu-
lar effects of mixed amphetamine salts extended release in adults with
ADHD. CNS Spectr. 2005;10(12 suppl 20):35-43. 

31. Adler L, Shaw D, Raphael F. Chart review of ADHD patients treated with
combination atomoxetine and stimulant therapy. Poster presented at:
159th Annual Meeting of the American Psychiatric Association; May 24,
2006; Toronto, Ontario, Canada.

32. Adler L, Dietrich A, Reimherr FW, et al. Safety and tolerability of once ver-
sus twice daily atomoxetine in adults with ADHD. Ann Clin Psychiatry.
2006;18(2):107-113. 

33. Weiss M, Shingler T. Medication satisfaction among adults with ADHD:
long-term results from the Quality-of-Life Effectiveness, Safety, and
Tolerability (Qu.E.S.T.) study. Poster NR733 presented at: 159th Annual
Meeting of the American Psychiatric Association; May 24, 2006; Toronto,
Ontario, Canada.

34. Landgraf JM, Shingler T. ADHD-specific quality of life with mixed
amphetamine salts extended release in adults with ADHD. Poster NR686
presented at: 159th Annual Meeting of the American Psychiatric
Association; May 24, 2006; Toronto, Ontario, Canada.

35. Brod M, Johnston J, Able S, Swindle R. Validation of the adult attention-
deficit/hyperactivity disorder quality-of-life scale (AAQoL): a disease-spe-
cific quality-of-life measure. Qual Life Res. 2006;15(1):117-129. 

CLICK HERE TO TAKE POST-TEST ONLINE

http://www.princetoncme.com/programs/posttest.php?program=2006-183-2


www.princetoncme.com

PUBLISHING STAFF

First Report® is a registered trademark of Princeton Media Associates, LLC, 300 Rike Drive, Suite A, Englishtown, NJ 07726. 609-371-1137. www.princetoncme.com.
Copyright ©2006 by Princeton Media Associates, LLC. All rights reserved. No part of this publication may be reproduced or transmitted in any form or by any means, elec-
tronic or mechanical, without first obtaining permission from the publisher. Postmaster: Send address changes to: Princeton Media Associates, 300 Rike Drive, Suite A,
Englishtown, NJ 07726. E-mail can be sent to info@princetoncme.com.

Accrediting Institution’s Disclaimer and Publisher’s Note: The opinions expressed in this publication are those of the authors, presenters, and/or commentators and are not attrib-
utable to the sponsor or the publisher or editor of First Report®. Clinical judgment must guide each professional in weighing the benefits of treatment against the risk of toxicity. Dosages,
indications, and methods of use for products referred to in this publication are not necessarily the same as indicated in the package insert and may be derived from the professional lit-
erature or other clinical courses. Consult complete prescribing information before administering.

Senior Vice President, Editorial Operations
Rosemary Hodgson

Vice President, 
Educational Services

Randy P. Robbin

Director, Educational Services
Mary Johnson

Senior Clinical Program Directors
Joy Marko, MS, RN, RNP-C

Erin E. Phelps

Clinical Program Director
Genie M. Go

Associate Clinical Program Director
Kristin Dickie

Medical Editor
Anastasia Perkowski

Program Coordinator
Kristen Jassin

Assistant Program Coordinator
Carol Matyas

Office Manager
Joan Heary

Administrative Assistant
Tom Fochetta

Production Manager
Bradley R. McGinnis

Web Manager
Glen M. Thomas

National Accounts Manager
Mike T. Kearney

Grant Development
Rich Keenan

Greg Paladino

Associate Publisher
Michael DiBella

Senior Vice President, 
Publisher

Chris Ciraulo

President/CEO
Jeff Hennessy

2006-183-2


