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Introduction  
 
1. Medical Condition  

ATTENTION DEFICIT HYPERACTIVITY DISORDER (ADHD) IN CHILDREN 
AND YOUNG ADULTS 

 
ADHD is the most common neurobehavioral disorder of childhood and amongst the most 
prevalent chronic health conditions affecting school-aged children. The core symptoms of 
ADHD include inattention, hyperactivity, and impulsivity. Children with ADHD may 
experience significant functional problems that may continue as they enter adolescence 
and adult life. Some impairment from the symptoms is present in two or more settings 
(e.g. at school, during sport, at home).  Recent literature also suggests that ADHD may be 
diagnosed or present for the first time in young adulthood.  
 
2. Diagnosis  
 

A. Medical history  
 

The diagnosis of ADHD is essentially a clinical diagnosis, frequently initiated by 
parents, teachers or other significant adults such as coaches and trainers who deal 
regularly with young people. However these early anecdotal suspicions must be 
established and confirmed by experienced clinicians. In most parts of the world 
these include paediatricians, child psychiatrists or clinical psychologists. Obviously a 
record of the onset of symptoms is required and the DSM-IV or ICD-10 criteria 
outlined in the following section must be met.  

 
B. Diagnostic criteria  

 
These are in accordance with the DSM-IV criteria (see reference). The Connor scale 
has also shown utility in correlating the psychopathology in children with ADHD. 
(ref Journal of the American Academy of Child & Adolescent Psychiatry. 
42(2):193200, February 2003.) The SNAP or other DSM IV based tool can also be 
used as rating scales.  (REF) Some recent research indicates that objective 
diagnosis by PET (Positron Emission Tomography) or SPECT (Single-photon 
Emission Computed Tomography) may be of possible diagnostic assistance in 
the near future, but are not currently being used to diagnose ADHD. When ADHD 
first appears at a young adult age, diagnostic confirmation demands a second 
expert opinion.  

 
C. Relevant medical information  

 
See above.  
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3. Medical best practice treatment  
 

A. Name of prohibited substance  
 

Stimulants form the basis of the treatment of ADHD and these may include short, 
intermediate and long acting methylphenidate, or dextroamphetamine.  
 

B. Route  
 
Oral 
 

C. Frequency 
 

Methylphenidate Compounds  
 

Duration Dosage Range Generic Name 

Examples of 
common 

Trade Name 

Maximum Adult 
dose 

Short acting 5-25mg BID-TID Methylphenidate Ritalin 100mg/d 

Intermediate 
acting 

20-70mg/d Methylphenidate 
Extended Release 

Ritalin SR 100mg/d 

Long acting 18-72mg/d Methylphenidate 
Extended Release 

Concerta 108mg/d 

 10-80mg/d Long Acting 
Methylphenidate 

*Biphentin 80mg/d 
(60mg/d for 

children) 

 *Not available in many countries 

 
Amphetamine Compounds  

Duration Dosage Range Generic Name 

Examples of 
Common 

Trade Name 

Maximum Adult 
Dose 

Short acting 10-30mg/d Dextroamphetamine [same] 50mg/d 

Intermediate 
acting 

10-15mg/d Dextroamphetamine 
Spansules 

[same] 50mg/d 

Long acting        5-30mg/d child       
10-40mg/d teen<75kg   

      20-60mg/d adult 

Amphetamine 
/dextroamphetamine 

Extended Release  

Adderall XR  60mg/d 

 20-60mg/d Lisdexamphetamine Vyvance 70mg/d 
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D. Recommended duration of treatment 
 

The treatment of ADHD is a long term treatment (possibly over years). Regular 
intermittent assessments every 3 to 4 months are useful during the period of initial 
stabilization on medication. It is highly recommended for any athlete on continued 
therapy with methylphenidate or dextroamphetamine to undergo an annual review 
by a specialist in the management of ADHD (see above). 

 
4. Other non-prohibited alternative treatments?  
 
Straterra [Trade name: Atomoxetine] has been identified as a non-prohibited alternate 
treatment for some patients with ADHD. This medication is less effective than stimulant 
medication and has a different side effect profile which includes somnolence, sexual side 
effects and occasionally liver complications. In addition, this medication is not available in 
all countries. At this point, Straterra is considered a second line treatment for ADHD 
because of its lower efficacy and side effect profile.  Straterra should not be tried as first-
line treatment.  As Straterra is considered a second line treatment, it is not necessary to 
demonstrate a failed trial of this medication prior to the acceptance of a methylphenidate 
or amphetamine for a Therapeutic Use Exemption (TUE).  Otherwise, apart from some 
behaviour-modifying techniques, treatments with non-prohibited substances have not 
been shown to be effective. 
 
5. Consequences to health if treatment is withheld  
 
Untreated, ADHD is widely recognized as having detrimental effects on the quality of life 
and psycho-social development of the patient. Co-morbid psychiatric conditions may 
manifest if ADHD is left untreated.  
 
6. Treatment monitoring 
 
Measures of treatment compliance together with target outcomes should be undertaken 
every 3 to 4 months by an experienced clinician in the initial stages of treatment until a 
stable dose is found. Evidence of yearly reviews by the treating clinician must accompany 
a TUE application. 
 
7. TUE validity and recommended review process  
 
The treatment will last as long as necessary, indicated by the instruments of clinical 
monitoring and specialist opinion mentioned above. Continued therapy with prohibited 
drugs must be justified by a full report. Due to the chronicity of ADHD, a TUE in a case of 
a well-documented, long standing diagnosis of ADHD can be granted for up to four 
(4) years at a time.  Yearly reviews by an experienced treating clinician are 
recommended. 
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8.  Any appropriate cautionary matters  
 
Athletes are encouraged to follow the treatment plan prescribed by the treating physician 
avoiding self adjustment of medication.  There is no requirement to cease treatment 
during competition period. 
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