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Abstract
Attention deficit hyperactivity disorder is a psychiatric condition that is increasingly recognised to occur in adulthood and has been
associated with several negative outcomes, including depression, substance abuse, lower academic attainment, unemployment, and
excess mortality. Seventy percent of individuals with adult ADHD never had a childhood diagnosis, making adult ADHD a complex
disorder. Unfortunately, many patients suffering from ADHD are either undiagnosed or misdiagnosed while those that have been
diagnosed are often stigmatised and do not receive optimal therapy. Diagnosis and treatment are complicated by the presence of
comorbid disorders. Early and accurate diagnosis can help improve patient outcomes. Comprehensive care and therapy for patients
includes pharmacological management, behavioural interventions and support.
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Introduction
In the past, attention deficit hyperactivity disorder (ADHD)
was conceptualised as only a childhood disorder, however
multiple studies have shown that ADHD symptoms persist
into adulthood for at least two thirds of diagnosed patients.1-4
Recent findings though have suggested that ADHD is not always
a neurodevelopmental disorder, due to adult onset in some
individuals, and may be associated with different risk factors and
outcomes compared to childhood ADHD.5,6 ADHD is a chronic
disorder where the predominant features of ADHD in adults
differ from ADHD in children, with adults showing less evident
presentations of hyperactivity or impulsivity and more inattention
symptoms.7-9

Epidemiology
ADHD has an estimated worldwide prevalence of about 5% in
school-aged children with persistence of symptoms in adulthood
occurring in approximately 65% of cases.2 The estimated
prevalence of adult ADHD is around 2.5%–4.9% including adult
onset ADHD.1,2,7 The prevalence rate is lower for adults aged
above 45 years (1.0%–2.5%).1 A study conducted in 2013 showed
that the population prevalence of adult ADHD in South Africa is
approximately 1.09% in adults aged between 20 and 50 years,
whereas the prevalence in clinical psychiatric settings was as high
as 52.5%, of which 13.7% were patients with newly diagnosed
ADHD.9,10 Conditions comorbid with adult ADHD are common
with psychiatric conditions in approximately 20% of individuals in
South Africa, which is much lower than findings in Europe and the
United States where comorbidity can be as high as 80%.10,11 The
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prevalence of adult ADHD has been reported to be more common
in men than women, but this difference appears to be less than
those reported during childhood ADHD.12

Main causes and risk factors
Adult ADHD is a heterogeneous disorder, consisting of either
late onset ADHD with no childhood diagnosis, or persistent
childhood onset ADHD and associated neuropsychological
impairment.1,6 This indicates ADHD may have different aetiologies
even though it was previously identified as a childhood-onset
neurodevelopmental disorder.1,5,6
ADHD is a genetic condition as several genes have been implicated
in its pathogenesis.4 Polymorphisms in the dopamine transporter
gene (DAT1, SLC6A3) and the dopamine 4 receptor gene (DRD4)
have been associated with the disorder.13 The aetiology of ADHD
also involves multiple environmental factors and different
combinations of these risk factors result in different presentations
of the disorder.4,14 Genes and environmental factors usually act in
combination, as inherited genetic risks are likely to increase the
sensitivity to environmental risks.4 Environmental factors include
nutrient deficiencies, brain injury, abnormal lighting exposure to
neurotoxins and heavy metals, as well as psychosocial factors such
as disrupted relationships and low social class.4,14

Clinical features and diagnosis
Diagnosis
The diagnosis of adult onset ADHD is more complicated than
when the diagnosis was previously made in childhood.2 A good
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assessment, based on the patient's own report, is made difficult by
recall bias, severity and persistence of ADHD symptoms.2,15

present with at least ﬁve out of nine symptoms of inattention and/

ADHD diagnostic tools

clinical presentations based on symptom proﬁle: combined,

or hyperactivity/impulsivity.2,16 The DSM-5 deﬁnes three ADHD
predominantly inattentive and predominantly hyperactive/

Psychiatrists in South Africa use the Diagnostic and Statistical
Manual for Mental Disorders, 5th edition (DSM-5) criteria for the
diagnosis of ADHD.9 According to the DSM-5 (Box I), adults should

impulsive.16 Unfortunately, the DSM-5 does not consider emotional
lability as a diagnostic criterion for ADHD, yet it is a core symptom.12

Box I. Diagnostic and Statistical Manual of Mental Disorders16 criteria for attention deficit hyperactivity disorder
A. A persistent pattern of inattention and/or hyperactivity-impulsivity that interferes with functioning or development, as characterised by (1) and/or (2):
1. Inattention: Six (or more) of the following symptoms of inattention have persisted for at least six months to a degree that is maladaptive and inconsistent
with developmental level and that negatively impacts directly on social and academic/occupational activities:
Note: The symptoms are not solely a manifestation of oppositional behaviour, defiance, hostility, or failure to understand tasks or instructions. For older
adolescents and adults (aged 17 and older), at least five symptoms are required. The patient:
Inattention
a. Often fails to give close attention to details, or makes careless mistakes in schoolwork, work or other activities, for example, overlooks details and work is
inaccurate.
b. Often has difficulty sustaining attention in tasks or play activities.
c. Often does not seem to listen when spoken to directly.
d. Often does not follow through on instructions and fails assigned tasks, chores or workplace duties (not due to oppositional behaviour or failure to
understand instructions).
e. Often has difficulty organising tasks and activities, for example, failure to meet deadlines, disorganised work.
f. Often avoids, dislikes or is reluctant to engage in tasks that require sustained mental effort, such as preparing reports, completing forms.
g. Often loses things necessary for tasks or activities, for example, books, school assignments, pencils, keys, wallets or tools.
h. Is often easily distracted by extraneous stimuli (for older adolescents and adults, may include unrelated thoughts).
i. Is often forgetful in daily activities, for example, doing chores or running errands.
2. Hyperactivity and impulsivity: Six (or more) of the following symptoms of hyperactivity/impulsivity have persisted for at least six months, to a degree that is
maladaptive and inconsistent with developmental level and that negatively impacts directly on social and academic/occupational activities:
Note: The symptoms are not solely a manifestation of oppositional behaviour, defiance, hostility, or a failure to understand tasks or instructions. For older
adolescents and adults (aged 17 and older), at least five symptoms are required.
Hyperactivity
a. Often fidgets with hands or feet or squirms in seat.
b. Often leaves seat in classroom or in other situations in which remaining seated is expected.
c. Often runs about or climbs excessively in situations in which it is inappropriate. (In adolescents or adults, this may be limited to subjective feelings of
restlessness).
d. Often has difficulty playing or engaging in leisure activities quietly.
e. Is often “on the go” or often acts as if “driven by a motor”, for example, is unable to sit still for extended time.
f. Often talks excessively.
Impulsivity
a. Often blurts out answers before questions have been completed.
b. Often has difficulty awaiting turn.
c. Often interrupts or intrudes on others, for example, butts into conversations or takes over what others are doing.
B. Several inattentive or hyperactive-impulsive symptoms were present prior to age 12 years.
C. Several inattentive or hyperactive-impulsive symptoms are present in two or more settings (e.g. at home, school, or work; with friends or relatives; in other
activities).
D. There is clear evidence that the symptoms interfere with, or reduce the quality of social, academic, or occupational functioning.
E. The symptoms do not occur exclusively during the course of schizophrenia or another psychotic disorder and are not better explained by another mental
disorder (e.g. mood disorder, anxiety disorder, dissociative disorder, personality disorder, substance intoxication or withdrawal).
Specify whether:
Combined presentation: If both Criterion A1 (inattention) and Criterion A2 (hyperactivity-impulsivity) are met for the past six months.
Predominantly inattentive presentation: If Criterion A1 (inattention) is met but Criterion A2 (hyperactivity-impulsivity) is not met for the past six months.
Predominantly hyperactive/impulsive presentation: If Criterion A2 (hyperactivity-impulsivity) is met but Criterion A1 (inattention) is not met over the past six
months.
Specify if:
In partial remission: When full criteria were previously met, fewer than the full criteria have been met for the past six months, and the symptoms still result in
impairment in social, academic, or occupational functioning.
Specify current severity:
Mild: Few, if any, symptoms in excess of those required to make the diagnosis are present, and symptoms result in only minor functional impairments.
Moderate: Symptoms or functional impairment between “mild” and “severe” are present.
Severe: Many symptoms in excess of those required to make the diagnosis, or several symptoms that are particularly severe, are present, or the symptoms
result in marked impairment in social or occupational functioning.
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interfere with the functioning or development of the individual.9,16
Associated symptoms of ADHD include behavioural, cognitive,
emotional and social problems.9

The World Health Organization developed an Adult ADHD SelfReport Scale (ASRS), which is one of several assessment scales
commonly used as a screening instrument to identify adults with
ADHD.8 The scale includes a checklist with 18 ADHD symptoms
described according to the DSM-5.8 Figure 1 shows guidelines that
can aid in making an accurate and thorough diagnosis of ADHD.

Table I. Symptoms of ADHD10,13,14,18,19
Inattentive
symptoms

Identify symptoms consistent with DSM-5 diagnostic criteria

Impulsivity
symptoms

• Blurts out answers
• Excessive fidgeting
• Not paying
before questions
attention to detail;
• Extremely restless;
have been
makes careless
constantly active
completed
mistakes
• Difficulty engaging
• Difficulty waiting in
• Not listening when
in leisure activities
a line or taking turns
spoken to directly
quietly
Table I. Symptoms of ADHD10,13,14,18,19
• Difficulty organising • Chooses very active • Interrupts or
Inattentive
symptoms
Hyperactivity
symptoms
intrudes
on others
tasks
and activities
jobs
when
they
are busy
• • Reluctant
to attention
Not paying
to
detail;
•
Excessive
fidgeting
• Excessive
• Abruptly
perform
that mistakes
makestasks
careless
restless;ends
constantly
talkativeness• Extremely
sustainedwhen•spoken
• require
Not listening
to
active relationships
Sleep disturbances
focus
directly
• Quits
jobs in leisure
• Difficulty
engaging
• Wearing others
out
• • Loses
and misplaces
Difficulty
organising tasks and
activities
quietly
• Angry
outbursts
things
activities
• Chooses
active
jobs
• very
Multiple
driving
Reluctant
to perform tasks that • Excessive violations
• • Easily
distracted
talkativeness
require sustained focus
• Sleep disturbances
• Forgetful
• Addictive behaviour
•
Loses
• Wearing
out
• Poor
timeand misplaces things
• others
Overspending
• management
Easily distracted
Forgetful
• • Procrastinates
•
Poor time
• Difficulties
in management
• decision
Procrastinates
making
• Difficulties in decision making

Consider age of onset of symptoms

Estimate functional impairment

Evaluate pervasiveness of symptoms

Identify coexisting disorders

Rule out other psychiatric differential diagnoses

Record family history

Impu

• Blurts
questi
compl
• Difficu
taking
• Interru
others
• Abrup
• Quits j
• Angry
• Multip
• Addict
• Oversp

Executive functions are defined as a set of processes or
neurologically based skills involving self regulation and mental
control that are needed to manage oneself and one’s resources
Executive functions are defined as a set of processes or neurologically ba
in order to achieve set goals.2,13,17 They include initiation, working
regulation and mental control that are needed to manage oneself
and one’
memory, self-monitoring,
self-inhibition and task shifting.13,18
2,13,17
achieve set goals.
They include initiation, working memory, self-monito
Impairment in13,18
any of these functions results in the manifestation
task shifting.
Impairment in any of these functions results
in the mani
of symptoms particularly for the inattentive
presentation.2,13
particularly for the inattentive presentation.2,13 Poor self-inhibition is respo
Poor self-inhibition is responsible for18some of the hyperactivity/
hyperactivity/impulsivity symptoms. Examples of symptoms that occur a
impulsivity symptoms.18 Examples of symptoms that occur as
executive functions in ADHD are shown in Figure 2.
a result of impaired executive functions in ADHD are shown in
Figure 2.

Use questionnaires/rating scales to support clinical judgement

Conduct a clinical psychiatric interview to confirm diagnosis

Figure 1. Assessment guidelines used in ADHD diagnosis2,15,17

Challenges with ADHD diagnosis
There are a number of reasons for the misdiagnosis or underdiagnosis of ADHD amongst adults. ADHD has similar symptoms
to other disorders that may lead to misdiagnosis, for example,
emotional dysregulation due to ADHD may be misdiagnosed
as a mood disorder.11 Comorbid disorders, such as substance
use disorder, may mask ADHD symptoms, leading to underdiagnosis.11 Many healthcare professionals still challenge the
relevance and appropriateness of DSM diagnostic criteria in the
adult population, as they argue that it is restrictive and may lead
to an underestimation of the prevalence of adult ADHD.1,10

?

?

Task shifting
e.g. difficulty
organising tasks

Selfmonitoring e.g.
poor time
management

In South Africa, lack of skilled healthcare professionals, lack of
knowledge with regard to adult ADHD, lack of adequate patient
history, patient recall bias, limited access to specialist resources
and stigmatisation all contribute to the under-diagnosis and
misdiagnosis of adult ADHD.9

Impaired
executive
functions
in ADHD

Symptoms of ADHD
Symptoms of ADHD (Table I and Figure 2) include a persistent
pattern of inattention and/or hyperactivity/impulsivity that
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symptoms

?

Initiation e.g.
procrastination

?

Working
memory e.g.
forgetfulness

?

Self-inhibition
e.g. substance
abuse

Figure 2. Examples of symptoms caused by impaired executive functions
13,18
inFigure
adult ADHD
2. Examples
of symptoms caused by impaired executive functions in ad
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Comorbidities
Comorbidity is estimated to occur in as many as 80% of adult
ADHD cases.9,11 The comorbid disorders associated with adult
ADHD are usually anxiety disorders, depression, bipolar disorder,
antisocial personality disorder and substance use disorders.1,3,11,20
Research findings suggest a possible comorbidity between ADHD
and obesity, particularly in individuals who are predominantly
inattentive and impulsive.4,20 Young adults with ADHD are at
increased risk for smoking and nicotine addiction as well as
alcohol and illegal drug abuse.4,20,21 Evidence exists to suggest a
link between ADHD and suicide, and suicidal ideation, especially
in young adults.4 ADHD symptoms have been found to occur
more frequently in suicidal populations and may be the reason for
completed suicide.4
These comorbidities present important clinical challenges as their
coexistence can have a negative impact on treatment outcomes
and result in increased healthcare costs.1,9,11 Comorbid disorders
can also complicate the diagnosis of ADHD, leading to an underrecognised and under-treated condition in the adult population.11

Impact of ADHD on quality of life
Adult ADHD can have negative consequences for individuals’
self-esteem and the quality of interpersonal relationships with
colleagues, family and spouses, leading to emotional loneliness
and isolation.1,4,11 Negative outcomes of executive deficits
may impair the sense of intimacy in close relationships and
may contribute to spousal conflicts.18 Studies have shown that
stigmatisation of individuals with ADHD is common and can
result in unwillingness to seek treatment as well as impaired social
functioning in affected individuals.4
Adults with ADHD report inferior work-related outcomes
compared to their peers. In the workplace, they are likely to have
problems with lateness, time management, task completion,
absenteeism, reduced job performance, higher numbers of workrelated accidents, excessive errors and inability to accomplish
expected workloads.4,9
Other associated problems that may affect adults include
risky sexual behaviour, problems with further education, poor
employment opportunities, a propensity for dangerous risktaking behaviours, reckless driving incidents and high rates of
criminal activity.1,3,4,11

Management of adult ADHD
A number of recommendations for the management of adult
ADHD have been published and these include guidelines by the
Canadian ADHD Practice, National Institute for Health and Care
Excellence (NICE), and the European Network Adult ADHD.3,10
The South African Society of Psychiatrists has also developed
guidelines for the management of adult ADHD in South Africa.10
Pharmacotherapy is generally considered as the mainstay of
ADHD treatment as recommended by the NICE guidelines.3 The
main goals of treatment in ADHD are to relieve symptoms as
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well as to improve the individual’s functionality.10 There are more
disparities in response rates to ADHD pharmacotherapy amongst
adults compared to children and adolescents.22 Where possible,
patients should be referred to specialists such as a psychiatrist or
social worker with expertise in the management of ADHD.3,22
The existence of comorbid mood disorders in adults has a major
influence when formulating a treatment plan for ADHD in adults,
hence it is recommended that mood disorders should be managed
first before initiating patients on ADHD medication.11,22,23 Checking
the patient’s family history for conditions such as cardiovascular
disorders, is essential prior to initiating therapy.3 Patient vitals
including weight, pulse, height and blood pressure should be
noted before treatment commences and monitored during the
course of treatment.3 Patients on treatment for ADHD should
be closely monitored for signs of suicide, medication abuse and
addiction.24 Standard symptoms and side-effect rating scales
are recommended as additional measures to monitor outcomes
during the course of therapy.3

Pharmacological management
Psychostimulants are the most common and often first-line
therapy of choice for the management of ADHD in adults.3,14,25
Like most agents used to manage ADHD, this drug class acts by
enhancing dopaminergic and noradrenergic neurotransmission
and hence improves the symptoms associated with ADHD.26
The use of stimulants for ADHD is open for argument with some
studies discrediting the non-specificity of the amphetamines in
both patients with ADHD and normal cognition.27 Stimulants are
known to enhance cognition in the normal population, which
explains the high abuse tendency of methylphenidate amongst
scholars.27,28,29 Methylphenidate is the most commonly prescribed
first-line stimulant ADHD drug in South Africa and has been shown
to have a dose-dependent alleviation of symptoms in adults with
improved efficacy with each increase of 10 mg per encounter.10
Immediate-release preparations of methylphenidate are less
favourable than controlled-release formulations due to their short
elimination half-life (2–3 hours).30
Amphetamine salts are also stimulants used as first-line treatment
of adult ADHD, however, this class of drug is currently not
registered for use in South Africa.3,25,31 Other medicines that are
used as alternative therapy where the first-line therapy is not
well tolerated, include the norepinephrine reuptake inhibitor,
atomoxetine.10,14 Although modest efficacy has been reported
with atomoxetine use, many studies argue that the benefit-risk
ratio of its use in ADHD in adults, is not sufficient to motivate for
its use as first-line treatment.14
Modafinil and the antidepressant bupropion are also available
as treatment alternatives in case of psychostimulant failure and
intolerance.32 The use of modafinil in adults has however been
questioned as currently there is insufficient evidence concerning
its benefit in adults, despite positive outcomes in children.33 The
mechanisms by which these agents are beneficial in ADHD are
unclear but it is thought that they are associated with their ability
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biloba are perceived to be responsible for the pharmacological
response conferred by these supplements.38 Possible drug-herb
interactions should be monitored when managing ADHD and
caution must be exercised to avoid toxicity and treatment failure.38
Polyunsaturated fatty acids have shown benefits in ADHD, that are
considered to occur as a result of omega 3 and omega 6’s ability
to cause neuroinflammation in the central nervous system and
hence increasing dopaminergic outflow.38,40

to increase dopaminergic outflow.34 Drugs such as the centrallyacting alpha 2 agonists, guanfacine and clonidine (off-label), are
also used in South Africa.31 As a result of comorbid mood disorders
in adults, several other anti-depressants may also be indicated
for alleviating symptoms like mania, anxiety and depression,
which may be associated with ADHD.32 A summary of the
pharmacological management of adult ADHD is shown in Table II.

Natural supplements and herbal remedies

Psychosocial interventions

The use of complementary medicines to relieve symptoms
associated with ADHD is common. Although evidence of
success in adults is limited, studies in children and adolescents
have shown the effectiveness of ginseng and ginkgo biloba as
herbal supplements.38,39 The anti-oxidant properties of ginkgo

Patients with ADHD are known to benefit from several non-drug
interventions that may be used as adjuncts to pharmacotherapy.41
Cognitive behavioural therapy strategies that are used include

Table II. Pharmacological management of adult ADHD10,24,27,36,37
Pharmacological
class

Active
pharmaceutical
ingredient

Psychostimulants

Methylphenidate

Trade name

Dosage

Common adverse effects

Immediate release:
Ritalin® IR
Methylphenidate HCL Douglas®

Starting dose: 5 mg twice or
three times daily; titrate dose to
desired patient response
Maximum dose: 108 mg/day

Weight loss, anorexia, insomnia,
headaches, drowsiness, anxiety,
elevated blood pressure,
arrhythmias, palpitations

Extended release:
Ritalin® LA 18 mg, 27 mg, 36 mg, 54 mg
Concerta® 18 mg, 27 mg, 36 mg, 54 mg
Contramyl® XR 18 mg, 27 mg, 36 mg,
54 mg
Neucon®18 mg, 27 mg, 36 mg, 54 mg

Starting dose: 18 mg once
or twice daily; titrate dose to
desired patient response
Maximum dose: 108 mg/day

Atomoxetine

Strattera®10 mg, 18 mg, 25 mg, 40 mg,
60 mg
Inir® 10 mg, 18 mg, 25 mg, 40 mg, 60 mg

Starting dose: 40 mg/day for
7 days; titrate dose to desired
patient response
Maximum dose: 100 mg/day

Dry mouth, loss of appetite,
weight loss, drowsiness, low
libido, elevated blood pressure

Venlafaxine

Efegen® XR 75 mg, 150 mg
Efexor® XR 75 mg, 150 mg
Illovex® SR 37.5 mg, 75 mg, 150 mg
Sandoz® Venlafaxine 75 mg, 150 mg
Venlafaxine XR, Venlor® XR 37.5 mg,
75 mg, 150 mg

Starting dose: 75 mg/day; titrate
dose with increments of 75 mg
at monthly intervals
Maximum dose: 450 mg/day

Headache, dizziness, insomnia,
anxiety, anorexia

Norepinephrine
dopamine
reuptake inhibitor

Bupropion

Nicolift® 150 mg
Wellbutrin® 150 mg
Zyban® 150 mg

Starting dose: 150 mg/day;
titrate dose until desired patient
response
Maximum dose: 300 mg/day

Insomnia, agitation,
constipation

Amphetamines

*Lisdexamfetamine
dimesylate

*Vyvanse®

*Dexamfetamine

*Dexedrine®

Starting dose: 30 mg/day;
titrate dose until desired patient
response.
Maximum dose: 70 mg/day.

Anxiety, elevated blood
pressure, insomnia, anorexia,
headache, xerostomia

Tricyclic
anti-depressants

Imipramine

Ethipramine® 10 mg, 25 mg
Tofranil® 10 mg, 25 mg

Starting dose: 20 mg to
70 mg/day; titrate dose until
desired patient response
Maximum dose: 150 mg/day

Disorientation, confusion,
increased or decreased libido,
constipation, dry mouth,
blurred vision, tachycardia

Alpha 2
adrenergic
agonist

Clonidine

Dixarit® 0.025 mg
Menograine® 0.025 mg

Starting dose: 0.025 mg twice
a day; titrate dose until desired
patient response
Maximum dose: 0.075 mg twice
a day

Dry mouth, somnolence,
headache, drowsiness,
hypotension, postural
hypotension

Stimulants

Modafinil

Provigil®

Starting dose: 100 mg/day;
titrate dose until desired patient
response
Maximum dose: 200 mg/day

Delusions, hallucinations,
anxiety, mania, insomnia,
headache, nausea, vomiting

Selective
norepinephrine
reuptake
inhibitors

*Not available in South Africa

S Afr Pharm J

36

2018 Vol 85 No 3

REVIEW
patient education, compensatory strategies that aid with better
task planning and general lifestyle adjustments.3,41,42 Several
studies have shown the superiority of combining psychotherapy
with pharmacotherapy, compared to using pharmacotherapy
alone.41,42 In addition to psychotherapy, physical activity has
been shown to alter catecholamine neurotransmission, thereby
relieving the symptoms of impulsivity and improving reaction
speed, concentration, surveillance and stability.43

Patient counselling
The pharmacist plays a vital role in ensuring the safe use of
medicines by patients with ADHD.3 Adequate counselling should
be provided to educate the patient on the importance of taking
their medication correctly and the risks of stopping medicines
abruptly.3 It is important to emphasise the possible interaction
between most of the ADHD medicines and alcohol, which should
be avoided.3,25 The pharmacist should be aware of signs of abuse,
as well as having referral information available, should the patient

require assistance.3 Pharmacists can provide adult ADHD patients
with strategies to help them cope with the disorder (see Figure 3).

Conclusion
Adult ADHD is a prevalent psychiatric disorder that leads to
emotional dysregulation and functional impairment. In South
Africa, as well as other countries, ADHD remains under-diagnosed
and undertreated. Clinicians can differentially diagnose ADHD
in adults using validated assessment tools, asking clinically
relevant questions and taking into account patient history.
Adult ADHD is often comorbid with other psychiatric disorders
and treatment guidelines generally recommend that the most
impairing disorder should be treated first. Psychotherapy and
behavioural interventions should be personalised based on
individual capacities and available environmental support. ADHD
management should include monitoring symptom reduction,
measuring daily functional improvement and ensuring patient
safety. The pharmacist can help ADHD patients manage their
medication by providing adequate treatment counselling, as
well as monitoring for side-effects and drug interactions. A multidisciplinary approach will ensure optimal care is provided to
the patient, which may include the pharmacist providing input
on treatment options that will improve patient compliance and
outcomes.
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