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FLAVIO MERCADO, MD:  Yellow and orange I think or yellow and pink, and if you could go ahead and start looking at the yellow pretest.  Can you hear me?  Yeah.  Okay.  Again, I'm welcoming you to the lunch.  We have three wonderful speakers and we want to make sure that you get to hear all of their presentations so as you're quickly going through the lunch line, come back and look at your pretest, and we need to collect it prior to starting, and then we would do a posttest just to see if you gain knowledge, like we all do for the rest of our lives.  Also, while we're getting ready, there should be a sign-in sheet, and I'm not sure if it's on your table or it's going to be coming around.  To get CME credit for this, you have to have signed in on the list as well as finishing your evaluation, and that allows NHMA to have wonderful speakers and presentations.  We were having some technological problems, I think that it's starting to work.  Again, please do your pretest, the yellow sheet.  They are going to be collected in about a couple of minutes and we need that so that we can have such wonderful CME speakers.  Our sponsor Eli Lilly was very kind to promote this luncheon, and for us to give credit for your CME as well as to have further presentations for future NHMA meetings, we need both your pretest, your posttest at the end and your evaluation.


We're going to start.  I want to welcome you to the presentation on ADHD in Hispanic/Latino Children and Youth: Identification, Understanding, and Treatment.  Do your pretest and there will be people collecting it as we're presenting our first speaker today.  And it's my honor to present Dr. Andres Pumariega who is the Chairman of the Department of Psychiatry at Cooper University Medical Center in Camden, New Jersey, and the Founding Chair of the Department of Psychiatry at Cooper School of Medicine at Rowan University as well as he's chaired three other departments of psychiatry and three divisions of child psychiatry.  He has a long-standing career in child and adolescence psychiatry in the areas of children systems of care, and cultural diversity and mental health.  He chairs the committee on diversity and culture in the AACAP and served as the Founding Chair of the Workgroup on Systems of Care.  He is a frequent speaker and a flourished writer, and has received many awards, including the Jeanne Spurlock Award and lecture in Diversity and Culture by AACAP and the American Psychiatry Association's annual Simon Bolivar Ward and Lecture in Hispanic Psychiatry at the American Psychiatry Association meeting in 2004.  All our speakers have much more information, please read their full bio in our book.  Dr. Pumariega, please.

ANDRES J. PUMARIEGA, MD, FAC:  Thank you.  When I started this, [speaks in Spanish], we're going to get you started here on learning about AHHD in Latino Children, and these are my disclosures in terms of any potential conflicts of interest.  


To start with, Latino children in the United States are a major portion of the population.  We're talking about 36% of all children under the age of 18, that's a total of 15 million.  Latinos are the youngest age and highest birthrate of any US ethnic group.  High percentage of immigrant children who happen to be immigrant children altogether first and second generation are about 30% of the US school population, so any lack or any deficit in children's mental health services, this proportionally affects Latino children being that, again, a significant problems with access of care and in fact the treatments in this population.  And obviously Latino children are also our future workforces in this country, as I like to say, I like to be able to have social security stick around by the time I retire and for that to happen Latino children will have to be successful and be wealthy and do well.


Also it's our future family environment, and they are the ones who will drive this country in the future, particularly in some of the largest states in this nation.  And Latino children obviously benefit from many of our protective traditional values that focus on the family that we invented, not the people who like to say focus on the family, [Spanish] focus on child centerness and orientation to self improvement and also sense of the community and ethnic heritage.  


Attention deficit hyperactivity disorder is probably one of the more common disorders that we see in children's behavioral health and it's fairly straightforward in its definition yet in its presentation and the issues that we deal with that it can be fairly complex.  The main areas of signs and symptoms are in attention, either distractibility, failure to complete work, not listening, difficulty in concentration, etc., hyperactivity, difficulty sitting still, extraneous movements, trouble fidgeting, and impulsivity, thinking before acting, difficulty with organization, boredom, low frustration, intolerance. 


We have three subtypes that we look at in child psychiatry, predominantly inattentive, hyperactive, or combined.   We define onset before age seven because younger children particularly preschoolers can demonstrate many of these symptoms and be perfectly normal as part of their developmental progression.  The mechanism of disorder, we know that ADHD is highly genetically correlated, particularly inheritance through paternal lines, also correlated with perennial brain insult, or maternal drug use, and it tends to involve dopamine pathways, both in the midbrain, which is the area where sometimes information is sorted and filtered and also the prefrontal cortex which are the areas that involve judgment in humans.


ADHD has significant consequences downstream for young people and ultimately for adults and it's a life long disorder.  It does not disappear in adolescence as it's thought to.  It's a life-long effect.  There have been a number of studies that looked at significant downstream prognostic indicators, for example, five times greater school dropout rates in this population.  One third who are employed have four work records, and many other ends up unemployed because of the problems with their function.  Twenty times greater than the expected rate, either for psychiatric hospitalization or for institutionalization, i.e. in juvenile justice or criminal justice facilities.  And we know that treatment helps but sometimes incompletely.  Youngsters who receive stimulant treatment tend to have fewer auto accidents.  Again there are higher rates of auto accidents with this population.  They tend to have more positive childhood, they have reduced later delinquency and social traits so that the risk factors for ending up in juvenile and criminal justice goes down with treatment, they have better social skills, and interestingly enough, they have reduced risk or substance abuse.  ADHD increases the risk for substance use significantly and many times we hear often concerns that medications might be addictive, but actually the medications reduce the risk of substance abuse to equal to the general population.  


And it is comorbid, co-existing with many other child psychiatric conditions, conduct disorder, oppositional defiant disorder, depression, particularly learning disorders.  Sixty percent of children with ADHD have a comorbidity of learning disorders, as well as other disorders such as Tourette, I mentioned substance abuse, you can see it also in autism spectrum disorders and also with bipolar disorders.


For Latino children and youth, one of the things we see right away is it tends to be under recognized and underdiagnosed.  And it is important to note that the first off before we get into talking about prevalence rates, the overall prevalence of disorder tends to be 6% to 8% of the general population.  And that percentage is fairly invariant, it's fairly consistent across different nations, so for example, the rates in the Caribbean, the rates in Japan, the rates literally in Europe, other continents are fairly consistent.  However, here in the United States, one of the things we see is tremendous under recognition, underdiagnosis, for example, one of the more recent studies, Pastor and Reuben from the CDC pointed out that on a national survey from the National Center of Health and Statistics that the estimated rate for ADHD was 5% among Latino youngsters versus 9% for Caucasians and 9% for African-Americans.  


Now one of the important things about that survey is that it was based on parental response.  And much of our diagnosis of ADHD is also based on parental report.  We're going to get to that in a minute in terms of some of the biases that parents bring into this, and some of these are cultural bias.  However, other investigators such Baeurmeister has found that you can actually identify all the different subtypes, if you look at ADHD systematically and the rates of diagnosis can be equivalent if you use systematic instruments.


Latino youth face many psychosocial risk factors, but when you analyze them, and you look at them through the prism of ADHD, you can see how ADHD actually aggravates most of them.  For example, school dropout rates, we know Latino youngsters have very high school dropout rates, well guess what, ADHD will contribute to that.  Criminal activity, involvement in drugs, gangs as I mentioned, juvenile justice involvement, again ADHD can adversely impact that.  Substance abuse, same way.  And institutionalization.  ADHD can also impact various psychological processes that Latino youngsters have to go through by virtue of living in a bicultural environment and being in a minority status, for example, the acculturation process which also involves language acquisition, and development of social skills to navigate different cultural context, that requires attention, that requires the ability to process information carefully, ADHD can significantly affect that.  We know that there's what's called a Latino paradox that many of our youngsters, because they're mastering two languages simultaneously, can have a certain delay in terms of language development, and it can actually be associated sometimes with family, educational status, ADHD can also affect that as well.  


We know that in family environments where youngsters are more culturated, parents are less culturated; you can have a certain amount of cultural conflict, intergenerational cultural conflict, which more recently is called a culturated family distancing.  We know ADHD contributes to family conflicts sometimes, particularly between the more impulsive hyperactive youngsters and the parents, so it can aggravate AFD.  And family monitoring, our Latino families are many times stressed by having to take on many jobs to support their families, not have as much time to monitor behavior.  Well, ADHD many times requires families to monitor behavior more than for the average child.  And again, the mental health risk faced by Latino youth, a large number are aggravated where we're seeing increases and prevalence, a number of those comorbidities are also found to coexist with ADHD, not saying that all this is causing ADHD, but ADHD can be a factor.


A recent study, Milopus [phonetic] et al, found correlates of early alcohol and drug use in Latino youth.  They actually found attention deficit hyperactivity disorder either through it's contribution to increasing conduct disorder or through poor school functioning and impulsivity of the youngster, getting them involved with peer alcohol and drug use, through both mechanisms it can actually greatly aggravate early drug and alcohol use, so again we're beginning to see in some studies the correlation for ADHD with some of these risk factors.


We know that culture greatly influences our perceptions of mental illness, of behavioral disorders, how we think about them, how we approach them, for example, the attribution and understanding, our help seeking expectations, stigma as relates to mental health issues.  And this is where many times parenteral attitudes are colored by cultural beliefs and values and can sometimes influence how they perceive ADHD, for example, Arcia and Fernandez in 2003 in a study of 51 Latino mothers of youngsters with ADHD found that their main focus tended to be on the hyperactivity and aggression rather than being attention, so the aggressive behavior and the impulsivity they tend to focus on.  Perry. Hatton, and Kendall in 2005 found that one of the things that Latino parents focus on and their main concerns are understanding of the biomedical meaning of ADHD rather than seeing its behavior or its bad behavior, seeing it as a medical disorder, and the challenge of living between two cultures and how that influences access and care.


Yale [phonetic] et al in 2004 actually found that parental etiological explanations around ADHD were based on personality and relational issues, and those many times, those attitudes are accounted for some of the racial differences in educational service use for adolescents and particularly for Latino adolescents.  Schmitz and Velez in 2009 actually found the acculturation influenced the under evaluation of mother's perceptions of ADHD, the lesser culturated mothers tended to underrecognize more.


Verote [phonetic] in 2005 actually was involved in a survey, it was conducted by Harrison Interactive for McNeil Pharmaceuticals and found that Latino families were more unfamiliar with ADHD, they don’t know where to seek treatment, they often believe ADHD is misdiagnosed in Latino children, but they often think that it is being overdiagnosed and our data from more objective studies actually points to them being underdiagnosed, so that's a big gap.  And they actually found that 25% of Latinos and 12% of Whites believe that teachers are more likely to blame ADHD for learning problems, so Latinos felt that somehow teachers are using ADHD as an excuse for the youngsters not learning.  He also found that Latino tend to use medication more on an as needed basis, and very importantly, Latinos were twice as likely to be very concerned about what others would think of their child if they were diagnosed with ADHD, so a big concern about stigmatization.  And one of the ways that they track treatment response interestingly enough, by their sense of how the youngster improved in their respeto [phonetic], which again comes back to cultural values.


We know that there are major disparities and service utilization for Latino youngsters across the board, not just ADHD, and again, part of that, it's not only like general access to services but Latinos tend to preferentially use primary care providers for their medical health services access.  And as you see in this study with Belvega [phonetic] they tend to go far more to general medical practitioners than other professionals or their mental health specialist.  And indeed, Latino youngsters tend to if anything have lower rates of receiving psychotropic medications across different settings, both in child welfare settings and even in community settings.


In terms of service utilization for Latino children with ADHD, they often don’t receive adequate pharmacological or psychosocial treatment.  A number of studies have shown that, they’re less likely to receive multimodal treatment i.e. combination of medication and behavioral therapies.  And Baeurmeister, this is Puerto Rico, is obviously is to say an overwhelmingly Latino territory, no problem with bilingual access to services, yet they found that only 7% of children with ADHD received medications, and only 3.6% were currently in treatment out of the youngsters identified in the community study, and 25% or less received any school-based services, so again much hesitancy to seek treatment for this population.


Bird et al, found in the longitudinal study of Puerto Rican children that most participants never sought treatment, and this was also not only in Puerto Rico, but also in the Bronx, they compared two populations, population Puerto Rico and populations in the Bronx.


In various other studies that looked at utilization, Carlson and Kosolek [phonetic] found that minority parents including Latinos were more positive about behavioral than pharmacological approaches, again they're very hesitant about these.  Givada [phonetic] et al found concerns about fragmentation of care and also distress for treatment providers, and Baeurmeister in his studies actually found much concern about medication side effects particularly not only short-term but especially long term side effects, and some of the parents actually even thought that there was long term effects such as Alzheimer's disease in infertility, none of which had been supported by the literature.


So we are faced with a challenge to address disparities by Latinos, generally in mental health services for children and youth, but particularly around ADHD that we have to address through the culturally competent services model that has been promoted by many conceptualizes and theorists.  We have to address access to services, i.e. placing services at places that can be access effectively, engage youth and families addressing cultural concerns, provide culturally contextual assessment, but above all family involvement so we can address family concern - - support in delivering services, i.e. overcoming linguistic barriers, but we also have to be able to deliver both effective pharmacotherapy, and psychotherapy and do it in a manner that addresses the context of care that cultural context, the community context.  So we have many challenges around this and my co-presenters will address some of the issues around treatment and the issues around dealing with these issues in the primary care context.  Thank you.

DR. MERCADO:  Thank you, Dr. Pumariega.  I think you did such a great job putting it together.  I think you were going so well, we have one or two question time, so please if you have a question, come to the microphone and say your name, where you're from and please no comments, just questions.  Thank you.

DR. PUMARIEGA:  There's the mike, okay you speak up.  I’ll repeat the question too.

DR. LUIS ESTEVEZ:  I'll speak up.  Thank you for that - - .  Can you hear me now?  Okay.  My name is Luis Estevez, I'm the co-founder and former chair of the Board of NHMA and I'm a primary care physician, my boards are preventive medicines and also the background of pediatrics.  I practiced in the South Bronx for 15 years, so this question comes in that context.  You cited some of the differences between Roth's [phonetic] findings on your own and it struck me as very different from my own experience.  In the South Bronx there were many, many children who were diagnosed, I would say probably closer to a third of the children that I was seeing with diagnosed with ADHD.  Every single one of them was on medication, much of it because of what you cited before, the behavioral aspects of it.  So my own experience was overdiagnosis, overtreatment and I'm wondering if there is regional differences in practice that may explain my experiences versus your general studies.

DR. PUMARIEGA:  Okay.  I think we maybe also looking at some, again, I always where I sit in psychiatric settings, I'm always careful not to draw conclusions about general populations from my own experience.  And I understand that your sense from your primary care practices you maybe seeing a higher than expected rate of diagnosis or prevalence.  However, what maybe important to think about is what about the broader community and how many people are actually coming in and even identifying their youngsters, much less diagnosing them, much less seeking treatment.  So I think I would put it in the context of the broader community, so looking at it from again, a community epidemiologic perspective, what maybe coming in through a practice maybe very different than what we're seeing on the community.  And I'm also familiar with many youngsters particularly Latino and African-American youngsters who totally bypass the mental health system, they're primarily in child welfare, the assumption is they suffer from conduct disorders or oppositional defiant disorders.  They end up in group homes, they end up eventually in juvenile justice, and only there when they receive mental health services do we identify the underlying disorder, oftentimes ADHD by that point complicated by various disorders and needing treatment, so I think again, we have to look at it from a broader perspective. 

DR. ESTEVEZ:  I don’t want to belabor the point, but the context is New York City Health and Hospitals Corporation, the largest municipal hospital system in the country.  You’re talking about, I'd like you to perhaps poll the pediatricians from New York to see if it's my own experience, which is rather broad because they serve over a million people in New York City, so this is not my own individual practice, and I still, you heard some of the applause of people who agree with that perception, perhaps in their own experiences, so I think it at least warrants further investigation into those details—

DR. PUMARIEGA:  [interposing] And I'm certainly very supportive of further - - on these various areas.  At the same time, I can tell you that it never fails to amaze people how frequent mental health problems are in kids, and I think most of us would like to think that our kids are healthy and our kids are free of mental health problems, but the reality is that mental health problems are probably more frequent, more frequent and more serious illnesses than physical health problems, and we continue to under-identify them and underdiagnose them, and I really think that leads to adverse outcome in our communities.

DR. MERCADO:  Thank you.  If you could keep your question for the end, I'm sorry, this was a great question but we want to make sure we continue.  I want to welcome Dr. Daniel Castellanos, and he obtained his medical degree at the Pontificia Universidad Catolica Madre y Maestra in Santiago, Dominican Republic, completed his residency in psychiatry at the University of Miami, Jackson Memorial Medical Center and a Child and Adolescent Psychiatry Fellowship at the Columbia Presbyterian Medical Center in New York.  Dr. Castellanos has spent his career dedicated to the teaching and training of students, residents and fellows in psychiatry.  He has given numerous presentations and published several articles related to children and adolescents.  Dr. Castellanos is current professor and founding chair of the Department of Psychiatry at the Florida International University's Herbert Wertheim College of Medicine, please welcome Dr. Castellanos. 

DR. CASTELLANOS:  Thank you Dr. Mercado for that introduction, and it's certainly a pleasure being here with such a distinguished panel of Dr. Pumariega and Dr. Jaquez-Gutierrez, and it was a pleasure seeing old friends like Dr. O'Neil Garcia Lage [phonetic] who I know is out there somewhere as well.  It’s certainly my pleasure to speak today to address the issue now on this subsequent part which is the evidence-based treatments and treatment disparities, and hopefully by the end of today, things are going to be so crystal clear that it will be as clear as the sign up here on the screen, and there will be no questions in your mind as to what we're doing and where we're going.  So we'll see how that ends up afterwards.


I do not have any financial disclosures to present here.


Treatment.  As you know, there are two large practice parameters that have been published, one is by the American Academy of Pediatrics and I know that Dr. Jaquez-Gutierrez will address some of that later, and the other is by the American Academy of Child and Adolescent Psychiatry.  And obviously, one of the big pushes is that the treatment of ADHD must be implemented with a comprehensive and well thought out, well constructed plan that it is too reductionistic to look at, to say, gee, you just give medicines and that's it and it's over.  Then the second issue that really we emphasize is that clinicians should establish this plan or management program that really recognizes that ADHD is a chronic condition.  Many years ago, we would think that it was just, it was almost viewed as being kind of as an episode, it would go on and then it would disappear and now we understand how many of the symptoms, problems, and impairment persist into adulthood for a significant proportion of young adults.  And that you could see that this highlighted by how the longitudinal progression of symptoms leads to impairment in adolescents.


And that if you look at some more recent studies by Brook Malina [phonetic] that the initial clinical presentation in childhood as you can see in this slide, including the severity of the symptoms, the presence of co-existing conduct problems, the intellectual level of functioning, and the social economic issues are better predictors of later adolescent functioning than the type of intervention you implement in childhood.  And so that there's factors independent of the treatment intervention which have prognostic value.


But some of this you'll see is controversial just like, I do not make these up by the way, this is a real ad, for all you golfers out there and all you animal lovers.   By the way I have no party affiliation.  As you all know, the treatment interventions for ADHD fall into two large broad categories, the first are the psychosocial interventions, and the second are the pharmacologic or medication interventions.  And the American Academy of Child and Adolescent Psychiatry in their practice parameter talks about that for most children, the use of medications—and they mention specifically stimulant medications—can be used as to primary basis for treatment.  Now you'll see in a few seconds when we talk about some of the issues that are clearly related to Hispanic and Latino children, how that may change, and that for many children, behavioral interventions according to that practice parameter maybe useful as an adjunct for the treatment or sometimes can be used as the primary intervention for children with ADHD.  But you'll see and I'm giving out the answers that you'll see that one of the things that we do know and one of the few studies that has looked at it in Hispanic and Latino children that combine treatment, that is the utilization in your treatment plan of medications, along with behavioral management is recommended if there is presence of other symptoms or comorbid disorders to be targeted in the treatment intervention such as oppositional or conduct related problems or anxiety.  But these are very different than the core symptoms of ADHD, anxiety is not a core symptom of ADHD.


We in Florida developed some guidelines through working through the University of South Florida and Tampa, looking at guidelines to help primary care practitioners on how to make their decisions on the use of pharmacologic interventions.  And again, these are not meant to be, these are meant to be guidelines and they’re meant to be a sequence of events that a clinician utilizes as a framework but that clinical judgment ultimately prevails and it is not necessarily linear.  And it’s also limited by the fact that it doesn’t take into account the presence of comorbidities, as you all know which is so common in practice.  But for the most part, stimulant medications are still used as the primary line of treatment, primary because they are the most efficacious in addressing the core symptoms of ADHD, again focusing on the core symptoms of ADHD and that generally you try one iteration, that is you try treatment with one stimulant and either if the child does not tolerate or there is a poor treatment response after an adequate trial of length and duration, and dosing, then you switch to another stimulant.  And frequently, although there isn’t a lot of literature that would concretely support it but frequently you will try a stimulant from the other class then, so if you’re utilizing as a first line a methylphenidate-based stimulant, Concerta, Focalin, dexmethylphenidate, Metadate, Ritalin LA, Daytrana, etc., then you switch to an amphetamine-based product, Adderall, Vyvanse, maybe even dexedrine response.


There are some debate whether those should involve multiple iterations, that is if you try one, you should switch to a second, and if not you switch to a third stimulant before you go down your treatment guidelines, but generally it's at least two stimulants to be utilized.  The next level is the atomoxetine and now with guanfacine extended release, Intuniv, which was released on the market earlier, and you saw that a lot of the practice guidelines earlier, the practice parameters recommend that treatment with medications be started with mediations that have been approved by the FDA for the treatment of ADHD.  Now that has a whole bunch of ramifications not only from, not just from a clinical but from other perspectives.  And people that especially clinicians that treat kids that in state care especially find these kinds of obstacles going along the way, that if you're going to use a medication that's not FDA approved for that indication, it's harder sometimes to obtain consent.  For example, in our state in Florida, kids in state care we need to obtain court orders for the administration of those psychotropic medications.  But atomoxetine, and Strattera, and guanfacine EX, Intuniv, are both FDA approved. 


Now these guidelines as you can see are not fixed in stone.  We're not sure where the guanfacine XR will fall as more data comes out on its use and whether it will stay at that level or it'll be moved up.  We also know that Strattera can sometimes be utilized as a first-line depending on a couple of things.  One is parent choice, the parent comes in and says I do not want a medication that's a controlled substance, I don’t want my child to get "addicted" I have heard a lot of bad things, I do have my biases or my attitudes and you heard about attributional biases, you know what an attribution is, right?  An attribution is when you take something that's vague and ambiguous, and you ascribe a meaning to it.  So if Dr. Pumariega bumps me, I could say, hey, you’re trying to start a fight with me?  Or I could attribute that to be an aggressive act, or I can attribute it to be an accident, or I could attribute it that he has some kind of medical problem that he didn’t... lack some coordination, etc.  Or that he's trying to give me a message to hurry up, I don’t know.  But parents, if they have their biases or their reasons they do not want a stimulant, then you can obviously initiate treatment with one of these others.  And then secondly, we will sometimes use Strattera if there is significant or moderate to severe anxiety, coexisting or comorbid with the ADHD, and thirdly, we may use these level 3 medications if there is existence of comorbid substance abuse or if they were concerned about the risk for substance abuse or misuse of medications.


As you can see here, as you start going down the guidelines, if you start getting down by level 4, and you’re having difficulties with treatment response, that typically triggers the reconsideration of what you’re treating, that maybe there is either are you really treating ADHD and possibly has it been overdiagnosed and maybe does the child really have that, or are there other comorbidities which maybe complicating treatment and therefore lead into a suboptimal treatment response.  And then the other consideration in there is that if the child is just receiving pharmacological treatment by then, and you’re seeing that there is a subthreshold, a suboptimal response and that they're really not getting better then you may want to consider the psychosocial behavioral interventions if they haven’t already previously been implemented.  


If you're getting down, all the way down to level 5 and onward, then we know that the literature becomes a little bit less robust as to how to guide our decision making and that's where either a lot of experience or other practices come into decision making, so it becomes a little fuzzier as we go down.  We know that the Clonidine XR just got approved, that's adjunct therapy, the stimulant, but we're not really sure where that falls in in our decision making and where that will ultimately prevail in our decision making process, whether that will be moved up and that if you have a partial response to a stimulant on an earlier step that you go and use an augmentation or an add-on therapy, or does that fall further down.  And so since all that is coming out and it’s emerging, that will probably be further looked at as we go along over the next year or two.


Bupropion or Wellbutrin has a modest effect on core symptoms of ADHD as you know, and there's some consideration as to where it should go in your decision process but generally we do not consider Wellbutrin as a first line medication for treatment of ADHD.  And it probably has a treatment effect or magnitude online with something like Strattera or maybe a little bit less.  And then lastly, you'll see there's some suggestions by others that tricyclic antidepressants can be utilized like nortriptyline, Pamelor, and imipramine, etc., etc.  Now we tend to shy away from those because of their likelihood of greater adverse effects compared to some of the newer ones, but they do have a modest amount effect on the core symptoms of ADHD.


And so you can see there's a lot we know, but there's also a lot we don’t know related to this topic and so when people come in and say oh, we're going to utilize these other medications, Seroquel for example is a big one, and they go, but Seroquel or any of the other atypical antipsychotics do not treat the core symptoms of ADHD and people may use them for other reasons, and certainly being off label, but they’re not meant for the core symptoms of ADHD.


And as you know they bring about all their own side effects and complications.  Obviously there needs to be good close follow-up and you know a lot of this but I harp on this because sometimes I feel I need to that treatment of ADHD should continue as long as the symptoms are present, a, symptoms, and b, that there's impairment produced.  So you know that those are your general two parameters, one is severity of symptoms and the amount of impairment or functional or functioning.  Why?  Because periodically after periods of stability, and it's not well defined how long that stability is, there should be an attempt to wean or see the child off medications to see how they’re functioning and whether they continue to require the need for treatment interventions.  


There's been a big push in the last several years about patients being obviously monitored for their height and weight.  We're doing some, we're just looking at some studies in my department at about how stimulants may, may over time delay puberty.  We think the window maybe a four-month delay, and we're currently doing the studies on that.  That brings up some questions as to when you look at growth, and some weight issues, but some growth issues, about medication holidays and you'll see there's some controversy at that, there's some early evidence that talks about, that it's about 50% of the time that for medication holidays to be effective longitudinally, that really the child needs to be off medications about 50% of the time, and as you know, kids with moderate to severe symptoms it's very difficult to suspend the medication for all those days when you look at it across the year, and so you make your risk benefit assessment as to treatment an ongoing treatment.


You heard about the monitoring plan, and obviously that discussion needs to happen with the patients and that here’s one of the more difficult things in real life is that there needs to really involve adequate time to not only make your assessment to have these discussions with the patient and families.  That's a biggie when we're talking about our clinics and we’re working in a certain amount of volume and time.  Nowadays we talk about Ascent And having the youth participate in this.  This sometimes goes over well culturally or not in the sense of bringing in the youth and there's some literature that talks about how parental attitudes are, and I think Dr. Jaquez-Gutierrez is going to talk about some of that afterwards.  Say yes.  She's really thinking yes.  But we talk about Ascent as a way of engaging the young in especially the older kids, and the way of empowering the kids and a way of improving outcomes, and that's very different, that improved adherence, and that's in contrast to compliance. Remember compliance implies a more vertical relationship in saying you need to take this, etc., etc., and we can do that in our departments, say, hey, you're faculty, you need to do this and this.  But when you’re talking about treatment, and we know this from the diabetes and other literature, it's really adherence that really promotes the better outcomes.  


Psychosocial interventions, psychosocial interventions. Bill Poem [phonetic] did an excellent review in 2008 looking at these, at the different psychosocial interventions, and the two that came up as being well established treatments and being helpful in the treatment of ADHD were behavioral parent training, and behavior continuously based treatment in the classroom.  So things like social skills training, we know some of them are more hyperactive or impulsive boys can have social issues and interpersonal issues, and other group based interventions did not seem to be... there was a little bit of evidence but didn’t meet the threshold for that.  And certainly cognitive interventions did not seem to help much at all.  Take the medicines.  Take the medicine or you'll die, something like that.  That will not work.


Behavioral parent training, and it has a little bit less robust evidence and support when you look at the studies compared to continue to see based behavioral interventions in the classroom.  There are well over 20 some odd studies, well-designed studies in supporting the use of those interventions in the classroom.  We're talking about for the core symptoms of ADHD now. 


I was going to show this video, but unfortunately I didn’t load it right, so you can get the still version. It's from South Park, I'm sure you can pick it up; it's about psychosocial interventions in ADHD.  I guess it also helps with any copyright issues, you can certainly look it up and take a look at it offline afterwards so I apologize, I take, don’t blame the people in the back, that was my issue, so.


When we look at how these psychosocial interventions and pharmacologic interventions gets adapted to the Latino populations, we see that the psychosocial interventions have been shown to be efficacious for different problems in Latino Youth, but very few addressing in Hispanic Youth.  That when we look at PCIT, Parent Child Interaction Therapy, was one such interaction, one such therapy which was modified for kids in Puerto Rico, in younger kids, and Dr. Mattos [phonetic] and her group looked at it and found it to be successful in reducing a lot of the hyperactivity and issues and proven the parental practices.  The two big complaints the parents had though was they had trouble avoiding some of the negative behaviors of the kids, doing nothing.  Remember PPI, you praise, you punish, and you ignore.  You do have to ignore sometimes.  And they had other times have problems avoiding asking questions, that sometimes you so want to not ask questions or intervene verbally.


When we looked at medications use over time, Hudson and their group looked at it, and found that obviously white children were more likely, twice a likely as Hispanic or black children to be receiving treatment with stimulant medications, and differences in individual and family factors were found to account for about 25% of those differences.  And so therefore, a lot of these ethnic gaps and stimulant use still persists.  Lesley [phonetic] out of San Diego and Kanino [phonetic] out of Puerto Rico looked at the use of medications in both areas and they found out that really basically, that the use of stimulant medications was fairly, was a little bit different but they didn’t seem to be over used in either group, and there was some difference in utilization of resources in each area such as using inpatient facilities in San Diego more often than Puerto Rico and that some of that maybe because of some of the ways service delivery is set up in each place.  Arnold [phonetic] did the best study, this is out of the MTA data on ADHD looking at medication use in Latino children, and it basically came up with two major conclusions and this is by far, probably the only one, the only elegant study looking at this.  One is that the response rate to methylphenidate among Latinos is substantial and clinically similar to that for Caucasians.  And two, that Latino children can benefit form the addition of a behavioral treatment to medication, and especially so if comorbid anxiety or other disruptive behaviors exist.  


And so you saw that most evidence-based treatment start with that, about the use of medications alone but really when you look at it specifically for Latinos that maybe it needs to be combined treatment rather than medications alone.  Dr. Pumariega and his group looked at atomoxetine and found that Latino children displayed a similar pattern of efficacy and tolerability of atomoxetine.  We know there's a whole literature on adherence and how there's differences in adherence and I'm going to go quickly because of time, but we know that risk factors for non-adherence include being mono-lingual, lacking health insurance, having access to high quality care, and having lower socioeconomic status, and you can see what some of the protective factors are there as well.


My colleague Ohanu Araf [phonetic] in his paper in 2005 also published several guidelines that would maybe look at how to help improve care for Latino children and some of these you know including developing us training and educating more culturally competent physicians.  And some of it also has to do with how we present the information to our kids, and to the families, right?  


Now who’s been to Mount Rushmore?  I always ask this in my presentation.  Oh my gosh, look at all these people.  I'm very impressed.  Usually I only get one or two.

MALE VOICE:  That's in Miami.

DR. CASTELLANOS:  That’s a destination.  That's not right up the road, so if you've ever been to Mount Rushmore, you know that only a very few venture to go to the other side of the mountain, so just so you know what it looks like, there it is.  [Laughter]  That took a lot of work for them to sculpture that out of the mountain.


So in summary, we can say that we cannot assume that the current evidence-based treatments can always be directly applied to Latino children and adolescents with ADHD.  And that most likely we need to apply some modification of these evidence-based practice as you saw out of the Arnold study looking at how the general evidence-based practice talks about using medications as a first line, but more specifically with Latinos that it really needs to be combined treatment.  And that obviously we're in need of further research to look at the development of more evidence-based culturally tailored approaches for the management of ADHD in youth as well.  So on that note, I’ll go ahead and stop and open up for any questions.  Thank you.

DR. MERCADO:  Thank you, Dr. Castellanos.  Again we'll allow one question and then we’ll have more question time at the end.  Any... it must have been clear.  


Great, so we’ll go to our next presenter, and I want to present Dr. Marisela Jaquez-Gutierrez, and she obtained her medical degree at Universidad Nacional Pedro Henriquez Urena, and completed her first residency in pediatrics and fellowship on congenital hereditary disorders at the Hospital Doninios [phonetic] Robert Reid Cabral in Santa Domingo at the Dominican Republic, where she developed the first medical genetic department for children associated to the Children's Hospital there.  She then has done another pediatric residency in Miami and she has been for the last 14 years, the Assistant Professor of Pediatrics at Miller School of Medicine, University of Miami, where she provides at Jackson Memorial Medical Center, comprehensive care to Latino and African American Children and adolescents.  In the last five years, she's been the coeditor of the AAP section on International Child Health Newsletter on the topic of culture and mental health, and her teaching activities include medical students, physician and students and pediatric residents on general pediatrics, genetics, and of course ADHD, and has helped do the elective called Building Medical and Cultural Bridges.  Currently, she's the Director of the ADHD Clinic at Palm Springs Pediatric Associates in Pembroke Pines, Florida.  Please welcome Dr. Jaquez-Gutierrez.

DR. JAQUEZ-GUTIERREZ:  I know that many of you have been in contact with patients with attention deficit disorders in one way or the other, perhaps one have more cases.  In general this is something that is not going to be uniform probably in the audience, but what is uniform in this audience is the fact that we are very interested in the health of Hispanic population, and that we wanted them to do better, and that we want our population of Hispanics to get the major advantage of the healthcare system in this country.  I am inviting you to really overcome the barriers that limit the success of thousands of Hispanics affected with attention deficit disorder.  About 11 years ago, I was motivated to start my journey with attention deficit disorder patients, and as a primary care provider I did it with significant limitations because I was not inserted in a mental health team or group, but if I did it, I think that everybody here can do it.  I'm going to go through that pathway on how the primary care provider see the situations that they face when they are dealing with patients with attention deficit disorder.


This is a study that was done about the systematic analysis of roles of primary care providers with attention deficit hyperactive disorder.  They question different issues but in particular, they were questioning about the factors that were appropriate with rated by the primary care providers, for example, the factor 1 was assessing attention deficit disorders, the factor 2 was providing mental healthcare, the factor 3 was recommending and monitoring FDA approved medication, and the factor 4 was recommending non-FDA approved medications.  With the first factor, the primary care providers were feeling more comfortable like rating parents and teachers, and they saw it as an appropriate activity, however, it was not that easy for them to respond to teacher questions about the behavior and resolving discrepancy between the parents and the teachers.


I am going to defend the teachers.  The teachers are the best in suspecting attention deficit disorder in children.  I don't have one case referred by a teacher that she was not right, so it's difficult to find the teachers because they are busy, but you can get the counselor that is not that busy and is available, and you can say no to the teachers with the parents.  It's difficult to see the teacher after she sends you the rating scale.  The other factor that is providing mental healthcare, all the ratings were high except responding to family about diet and identifying comorbid anxiety and depression.  Sometimes anxiety is not easy to identify in particular when you start to see patients with attention deficit disorder, because restlessness can be associated with hyperactivity and it's difficult to separate one from the other, and many times it’s coexisting and I think it's coexisting more than the literature really report that usually it's 20%, 30%.  I think it's even higher and it's close to the opposition that defines disorder in my practice, that's what I notice but it's not easy to diagnose in particularly following the guidelines and in particular when you start to see patients with attention deficit disorder.  The primary providers feel comfortable approving medication, they are indicating medication that has been approved by FDA but they don’t feel comfortable indicating medication that are not FDA approved. 


Many of you are familiar with the American Academy of Pediatrics Clinical Practice guidelines.  They are started in 2000 with the diagnosis part, and in 2001, with the treatment part.  Since then, over and over many pediatricians and primary care providers are incorporating the habit of using the guidelines because in the community many people see the patient hyperactive and they just jump sometimes, and they start to treat without doing the right way with based on proven medicine and evaluation, which is using the guidelines.  A child 6 to 12 years, nowadays the time is going to change because earlier he can demonstrate that has ADHD and some can be later that are diagnosed in the adolescent years, so you have to do the test considering the behavior and manifestation and my presenters, previous presenters already talked about that.  The diagnosis require that the child meet the criteria for the DSMV-IV, they assessment require evidence from the parents or caregivers in various settings, and also that there is a functional impairment, that's very important.  That's why there is a part of the guideline that talk about the relation in the classroom, how the patient is doing learning life, how is the relation with other kids, etc.


Assessing of ADHD also require evidence directly from the teacher.  Remember I told you the teachers are the best, better than many pediatricians because pediatricians seen them just before, they say, oh, no, that's normal pattern for a child.  But nowadays, they are better educated and they know that that's not a normal part for the child that is 6 or 7 years old, but the teachers, they were very accurate in diagnosing that.  The evaluation of the child with ADHD should include assessing of coexisting conditions, the previous presenters already talked about that.  Other diagnostic tests are not routinely indicated except when you have to assess for other conditions, not necessarily related to attention deficit.


This is not that clear so I'm going to tell you that I was very impressed with this article implemented in the American Academy of Pediatric Diagnostic Guidelines so they put into practice what they learned with the American Academy Guidelines and it happened two to three years after the first moment when they published the guidelines in pediatrics.  This is a group from San Diego, they basically took 16 pediatricians with seven offices including the community and other academic centers and they presented like a challenge to follow the guidelines and a coordinator of care was the person in charge of contacting all the different aspects related to the evaluation and bringing the patients to the pediatrician.  The pediatrician has to be aware about is there well childcare basically was okay, the patient was having a good patient, a good hearing, and - - care of deciding when to come to bring back the patient with the forms.  A package of forms was given to the mother, to give to the teacher and to fill it out at home and then come back the patient to evaluate and to start treatment is the guidelines was positive for attention deficit disorder.  


They coordinator was a very important price of tool in the whole plan that they developed, and it's important to know that a possible indication of metal health affair were included by them, not only the guidelines, and also referral to the school when they suspect a learning disability, and other subspecialty care like genetics if it is a syndrome and neurology.  And the mental health care contact was a very important company of the whole plan that they did it in order to keep that contact that we need when we have a patient that the discrepancy of the test exceeds because you don't have the same answer from the teacher than from the mother.


The standard of the San Diego Hyperactivity Project protocol, the barriers that implemented the AAP guidelines were identified.  Limited knowledge regarding the management of ADHD and possibly coexisting conditions, that's the answer of the primary provider, the meaning are few here.  The lack of PCP time to interview children, the lack of office staff time to assist, the lack of reimbursement, the - - affair assistant for children and coexisting learning disorders.  And these - - is a big problem and it's still nowadays a big problem because if you don’t have a practice, you don’t need to have every thing in your practice, but you need to have the people.  I mean to have Dr. Castellanos, he's in Florida, Dr. Pumariega I can ask at a distance if Dr. Castellanos cannot answer the question to me, but in general we need to have a team of persons that is talking with us to cover all the multiplicity of aspects that the primary care provider is going to encounter. 


The other thing they look for the proportion of children presenting with common comorbidities, as you can see, anxiety, depression was in 50% being attentive, 32% in the combined, discrepant in 29% and - - 24.  They were aware about anxiety, depression, and about other aspects, but they were not familiar because it was at the beginning of the implementation of the guidelines.  Remember opposition defiant disorder, conduct disorder, anxiety, depression are the three aspects they are considered in the American Academy Guidelines because they consider these are the most common but be careful because the anxiety depression is not covering all the aspect of the DSM-VI criteria and this is the weak point in the guidelines.  If you are not sure about anxiety and depression, you have to ask the mental health provider both you to confirm that it is present or not.  


The other is the adherence to guidelines, we can see here that the adherence of pediatricians, this is another - - to guidelines.  It was the overall adherence was very high for the practice of the rating scales but was not that high for example for the evaluation of medication three to four times a year but it still was okay.  It was higher in the pediatrician in comparison to the family physician in the categories of patient rating scale, teacher scale, and the coexisting conditions.


I can treat any infection alone but to treat ADHD patients I can't treat ADHD alone, but to treat ADHD patient, I need other mental health providers and specialists and coordinators of service.  Of course you need help to deal with these mother and this child, you are not going to do it alone, but you can start doing alone with two more persons in psychiatry at least and a person that deal with the behavior, at least a minimum thing of that.


The PCP request the guidance of complaint regarding the diagnostic, that's what they want in the Santa protocol, the PCPs requested diagnostic and management strategies in 41% of the sample with discrepant results.  Teachers and parents can be discrepant, but you need to use your judgment.  The guidelines are not intended to be like something fixed and rigid.  If you see that a patient has sometimes the presence of six, seven items in attention scale in the teacher, but the mother is having often or very often answers in the rating of inattention for 6, 7, or whatever number over six items, and the patient is just having the problem and showing the problem in the office and in the history the mother give you, then you don’t need to say that the patient doesn’t have it because there is that discrepancy, you need to use your judgment and you know that that patient is hyperactive or inattentive or both.  


I don’t want something identified in Pandora's Box that I don't have the resources to do something about it.  It's okay, but you cannot postpone the resolution of the treatment of these patients, you need to work on getting the life of these patients and parents better so you need to move forward and get the help of others to resolve the problem of the child.  The fragmentation we already talked about that it's still today the fragmentation is the problem.  I am still searching for a good relationship with the psychiatrist that takes care of mother and children with attention deficit disorder that have the problem - - emotion, psychosocial problem, many problems and I don't know if still where to send it [speaks in Spanish], so fragmentation is a problem and where to go is a problem, but we can fix it.


The PCP request the guidance or compliant regarding - - refer a patient to neurology because they consider it was much easier.  Neurology referring than sent to mental health affair.  Mental health groups probably are overwhelmed with a lot of requests but I don’t know why, it's something very universal that you can get much easier the pathway to a super specialty versus the mental health services, so it's a problem that we need to resolve.  The criteria nowadays is that the test score of mental health of the American Academy of Pediatrics is putting more emphasis in the pediatrician to do more, but the reality is that the pediatrician cannot do that much with a mental health problem, and the psychiatrist and the mental health group is also overwhelmed.  I don't know when one thing is going to finished, one part of the pediatrician is going to finish, and when the other part is going to begin for them for example, but it's a difficult problem and we cannot do all - - do alone, I know that for sure.  


The other thing they complain about the toll free line that are impersonal, leave you a message that say that a clear information regarding when the community provide behavioral treatment and the issues of fragmentation again.  So this guy's is here in the airport, and he's trying to connect fly.  He doesn’t know he's going to die - - or what he's going to do.  I don't know why it doesn’t say whom to connect, to whom to get the things support, to do the healthcare plan.  There are too many aspects in the life of the ADHD patients, they cannot do it alone.  This is the - - preventing implementation, the guidelines the pediatricians found in this other story.  For instance, look at for intervention percentage was even higher than the post-intervention, so the intervention that any practice do in making the managed care of these patients better is something that were deserved that we put our attention to that, and train the pediatrician and the primary care providers in doing a - - .


PCP needs the ADHD patient management.  What they need for ADHD patient management, they need mechanism to evaluate - - for mental health, they also need - - for evaluating ADHD children, and they need to be comfort in dealing with behavior and development problems, and availability of the mental health system and educational resources.  This is the care model for chronic health conditions where you can see that the community and the health system tend to be together to make a difference in the life of the patients and be more productive in the introductions and functional and clinical outcomes would be varies.  Here you can see I have the team support that I wanted and follow guidelines like the chronic care model and other evidence-based medicine and these results in a good thing for my patients.  


Here you have many references where you can go to get the plan of care for the patients and mothers that have been working in different part of this country.  Here is the same model but revisited by the mental health provider where they put emphasis on the coordinator and cultural appropriate mental health care for the patients where they emphasize that have the proactive practice then inform the patient until givers and support... this is supported by the community so you cannot do it along, Dr. Pumariega mentioned to be contacting the local leaders in churches etc., or every place.  Why the characteristic of an integrated model?  If you don't have an integrated model, I emphasize I am going to emphasize that at least to start with three persons, primary care provider, a psychiatrist, a mental health that take care of the therapy, and then you start with something, but you need to have something in place in your office in order to do a minimum job and then increases according to the expectation of the patient and the number of places that you are dealing.  


You can see here that the primary care providers of primary care providers or primary care plus mental health providers can join together so you can work alone or you can work with other.  When you can work alone, when you have an ADHD case that is very, very simple, you know the guidelines, you know that a patient is just an - - and then you do, you go ahead and you start treatment with the medication, and if necessary also with behavioral and modificational therapy, but this is just a low percentage of patients, but it's a way to start.  And then later on, you can go to more meet more complex patients and definitely the very complex patients you need these person here to send it to them because you cannot do it alone.  


And then here, what the parents wants from the pediatrician.  This is another story that was asking what the parents want from us.  They want more information regarding ADHD, they are sort of in charge of evaluation of medication and why it might be prescribed and other available treatments, 52% wants that.  So I am positive that when you explain to the parents what is the medication, what it's going to do, why the patient need it, the difference that it's going to do in their life, they are going to be less hesitant.  So it’s very important education to talk the communication in particular in Latino populations as you know, we need more the part of affection, not only knowledge, but the knowledge education combined with the affection too.  Counseling, they wanted counseling 36%, they wanted support groups 36%, they want child focused program to help the child cope with ADHD 70%, and helping - - child in school to access health with behavioral strategies, that was 13%.


The role of PCP working with family of Latino children with ADHD and cultural issues.  I don't know if you see these three children here, does the white European girl in the front have ADHD with a mood disorder?  She has a bad face, she's like uncomfortable, she doesn't feel good.  Does the Hispanic - - boy is free of ADHD and paying attention well, does the white European girl in the back have inattentive ADHD, sounds like she's like thinking and like out of the context of that moment.  So the percentage of Hispanic group in the United States, as you know Mexican mostly, and then followed by different groups and then Mexican followed by Puerto Ricans, then different groups, and then finally the Cubans, but you have to be aware about the context.  If we are in Miami, it's going to be like 50% Mexican and all others are going to be the other, so you need to understand the culture of the Cubans vary and that situation and other groups that are less common in the community.


And here, I brought this in other color, but let me see... regardless of the skin color of ethnicity that we belong, the ADHD risk is quite similar amongst the nation.  The manifestation can get better or worse depending on the presence of comorbidity, the application of available evidence-based treatment as well as the education and the socioeconomic status of those affected.  And this is Dr. Rotarad [phonetic], Dr. Pumariega, Dr. Castellanos mentioned, as you can see considering cultural diversity, management of ADHD patients, you can see that the Latinos were less familiar with the ADHD, were misdiagnosed about ADHD, were not adherent to ADHD medication but it's not only the ADHD also the psychotic treatment, the schizophrenia also has problems with adherence in the Latin population.  - - treatment improved behavior at home, and also they excused the bad behavior less than the white population.  There were language barriers that prevented treatment and they were very concerned about ADHD label.


Most - - service of young children with disruptive behavior born to - - mothers living in USA.  They entered, this wasn't a story that we did and they entered through cohesion, acceptance of office referral, responsive and resourceful health seeking subsequent to a school report, a laborious and convoluted pass in 52% of the cases.  There was a problem in labeling, labeling is not necessarily the - - to service - - the health seeking process.  We need to take these patients through with our hands, we need to be very emphatic, where to go.  I want you to go here, why didn’t you go there?  I asked you to do this because this patient needs orientation because many times the mothers also or the father or both have the condition, a similar condition and this make much more difficult the treatment of the child.  


Mothers overwhelming prefer treatment options, other treatment options other than medication.  Remember this was a story that we did and it was in 2004, this is changing, the patients are more open to medication due to the education.  You see there are so many things, I don’t want my child to be zombie, they consider medication can be addicted, that can do the recognitive [phonetic] process, and can be not appropriate for behavioral problem.  These mothers, most of them as you can see there, where the - - emotion and inattentive - - hyperactive - - they group that refused their medication, however, the one that accepted their medication with a P of 008 was in the 30 normal group of mother.  So when the mother is entered here, and there is not too many emotional problems, the mother is more open to receive the medication, both when the mother is inattentive, depressed, - - mania, whatever, they are going to be more confused and they need more explanation, more education and somebody to take care of her in order to do a good job with the child.  


When we did that - - the mother than we included were Cuban, Puerto Rican and Dominican.  As you can see, in Latin Caribbean mothers, with children with disruptive behavior, they were more positive course of action for the mothers from one of out these three Caribbean countries.  In most of the categories analyzed related to personality trait.  It was an unexpected finding considering the cultures and similarities of those countries.  We suspect the unique political situation of each of these three countries can be an influential factor in the - - duration process and the person's ID profile.  We should be aware about the complexity of cultural factor when taking care or doing research in Latin populations. 


And Dr. Pumariega already talked about but you can see here that the Latinos were connected to the factor of race and ethnicity in the second model, in the second model more than in the first model, with the fact that they were considered there was a relationship between race and ethnicity and the service utilization.  You see the same group that is told you the service of utilization, and I don’t know why these slides are not showing the other slide but basically there were like seven categories where they found there was a correlation between the parental belief and the service of utilization related to ethnicity.  And the same happened with Mexican in another - - the Mexican and the Mexican American and Puerto Rican, you can see that from two years, in two years they changed it, the concept about impulsivity in Mexican that were recently coming to the United States and Mexican American and also the concept of restlessness.  Remember that this is related as Dr. Pumariega said to acculturation.   As you get acculturation, you change your belief about what is impulsivity or attention, inattention or the other one. 


Complementary advice to parents and patients with ADHD.  I always tell to my patients, a healthy diet, regular exercise, a good sleep habit, family and friends coordination and a spiritual coordination.  Why I'm not going to talk about spiritual coordination when I talk about these things, if a spiritual coordination has seen patients really affected with drug addiction as an adult that are transformed with a spiritual coordination, why I'm not going to tell in that this is another possibility.  I'm using base, evidence-based medicine but at the same time I know that I've seen - - that are more powerful.  The - - , you see here, the - - covered the ears to avoid listening to the parents - - .  The mother joined the father that decided to pray asking all - - that above the human parental limitation and difficult behavior of the daughters, there is a superior parallel will help in guiding the daughters in the right direction.


And the last one, when I was searching for the photograph in Google, I was put in physicians Latinos, I was put in also ADHD patients with parents, this kind of thing.  I don’t know how, there was one poster here about the Iowa Latino conference and I don't know if you can read here, there is like an information about leadership development, Institute for Professional Development, celebrated Latino performance and then Latinos in movement through activist, education and they are on the Website.  And I was thinking at that moment, came to my mind, I wanted to invite also Dr. Pumariega and Dr. Castellanos and any Latin mental health provider to consider that we can change that poster to say, a National Mental Health Association 16th Annual Conference, first ADHD Latino conference together, strengthening and value Latino success, March 2012, Latino Institute for ADHD education, Latino's Movement Overcoming the Barriers of ADHD www.adlaadlatinoconference.org.  Thank you. 

DR. MERCADO:  Thank you, Dr. Jaquez.  Let's do one thing.  Why don't we do the questions and then we can do other question, so the posttest questions and then we'll do the Q&A.  I think that will be a better way, because I know as a pediatrician, this was very stimulating, I have ADHD, a few patients and I'm toiled between how much should I be doing and how much should I be passing them on.  I'm lucky, I have a child psychiatry attending in my group and so I overwhelm her probably, but we're all trying to help these families.


So before we do the posttest, make sure that you've given your pretest okay, so the people that were picking them up, it was a yellow sheet.  You should not have a yellow sheet on your table.  I'm going to answer the question.  Unfortunately, we usually do this with an automated response system and we get to see what you'd say before and after but we weren't able to so we'll just try to play a game and see if we can do this, okay.  


The first question is, ADHD in Hispanic Latino children and youth, excuse me.  What are the main disparities faced by Latino children and youth around ADHD?  A, is misdiagnoses and under identification; B, is lack of access to evidence-based treatment; C, is lack of parental education; D, is lack of utilization of pharmacological interventions; or E, is all of the above.  And then we'd have some music.  I'm not a musician so.  And the answer is?  What?  Yeah, all right.  So hopefully we saw a big increase to 100%.


Okay.  Number two, what are the main concerns in educational needs that Latino parents have about ADHD.  A, hyperactive and aggressive behaviors; B, medication side effects; C, fragmentation and lack of coordination of care; and D, lack of parental education; and E, all of the above.  So what's the answer?

PARTICIPANTS:  E.

DR. MERCADO:  Great, good job.  You did an excellent job.  That was his question, so he's happy.  All right, so make sure you're circling on your orange, pink sheet.


Number 3.  Latino children with ADHD can especially benefit from the addition of behavioral treatments added to medications if A, the parents are monolingual; B, comorbid anxiety or disruptive behavior disorder exist; C, the child is being treated with two or more medications; or D, the child is of short stature.

[Music]


Okay.  So what's the answer? 

PARTICIPANTS:  B.

DR. MERCADO:  B.  Good job.  All right.  Number 4.  A risk factor for non-adherence with treatment for ADHD for Latino children and families is A, good family support; B, engagement in psychotherapy; C, lack of health insurance; or D, contact with culturally competent clinicians.


One, two, three, what?

PARTICIPANTS:  D.

DR. MERCADO:  It's C, right?  Yeah, it's C, lack of health insurance.  All right.  


So number 5, all of the following are recommendations for the diagnosis of ADHD as AAP guidelines except, so it's except, number A, diagnostic test are routinely indicated to establish the diagnosis; B, in a child who presents with inattention, hyperactivity, impulsivity, academic underachievement or behavioral problems, primary care clinicians should initiate and evaluation for ADHD; C, the assessment of ADHD requires evidence directly obtained from parents or caregivers regarding the core symptoms of ADHD; D, the assessment of ADHD requires evidence directly obtained from a teacher or other school professional; or E, all of the above.  So what's the answer? 

PARTICIPANTS:  A.

DR. MERCADO:  A.  Good job.  Because it was accept.  The reason was accept.  And number 6, which is the following is not applicable for primary care providers if they are going to provide evidence-based healthcare to ADHD patients?  A, to start medication and/or behavior modification therapy after the diagnosis, B, apply an integrated model with mental health and other professionals to coordinate services for more complex patients; C, psychological testing to all patients to assume there's not a learning disability; D, refer to mental health services if there is or are co-existing conditions not responding to ADHD treatment; or E, all of the above.


Okay.  What's the answer?  It's C, psychological testing to our patients to assure there's not a learning disability, so that one we might need to talk a little bit about.  And this is, before we go to questions, is any of this questions that you wanted to expand on or maybe Dr. Jaquez.

DR. GUTIERREZ:  Well, I think that I have to explain in the last one, the last two were my questions, and I didn’t make it that easy.  So I know that.  But what happened is some people believe or at least believe that any child that is coming to your office with ADHD need a learning evaluation psychometric prolonged complex evaluation on top of the guidelines, evidence-base that we use, and the reality is that it's only one third of the patients with attention-deficit disorder that has a learning disability and if you start treatment, and the patients move along in a good pathway and the patient is getting better grades and there is not one subject that he has a problem that all of them are going from Ds and E to Cs and Bs and maybe some As, then you don’t need to really add one more patient to the school system that has a one year waiting list to do a psychological profile testing because that patient is doing good, you have the evidence that the patient clinically don’t have a learning disability, however, the opposite is true, if you have a math problem, or everything is improving but math is not improving, reading is not improving, writing is not improving, and all the things are getting better, the functional impairment remains in certain aspect of the teaching process then you need to do the more deep learning evaluation and more conduct is specifically with the school. 

DR. MERCADO:  Okay.  Well, this is the important part for ability for our audience to ask questions to our wonderful panelists, so again we have a mike, please come up, say your name, and where you’re from or your organization and a question.  Thank you.

FEMALE VOICE 1:  Hello.  Thank you for the entire panel but very particularly to my good friends, Dr. Castellanos and Dr. Marisela Jaquez, they are very passionate, I can attest to serving Hispanic children.  I think it's a simple question.  I think to Castellanos about adolescence and young adults and the risk for addiction with some of our stimulant medications and so forth, just an overall guidance as to how do we, I mean you mentioned to not do stimulants, but when you first start, how do you pick up on the possibility of them using since there are no screening tools and so forth, I think that was—

DR. CASTELLANOS, MD:  [interposing] Well, yeah, obviously it's based on the history and as you know, one of the problems we have in our area has been a big increase in use of synthetic cannabinoids, which are not detected up until very recently with routine urine toxicology tests, so really it has to do with a good, good, detailed history looking at the behaviors or symptoms that would suggest the substance use.  And then you have to make some tough decisions as far as treatment interventions and whether you want to prioritize substance abuse treatments and/or whether you want to initiate treatment for both conditions at the same time.

FEMALE VOICE 1:  All right, thank you.

DR. PUMARIEGA:  Can I... one point I want to reiterate from my presentation.  What the literature shows us in terms of ADHD and substance abuse is that untreated ADHD carries at least a double risk of substance abuse disorder as compared to the general population.  Treatment reduces that risk back to the same range as a general population.  The biggest problem with stimulant medication treatment for ADHD is not so much the youngster with ADHD abusing the medication, although that can happen, one needs to be aware of that.  However, the bigger problem is the diversion, and I’ll tell you the two, and it's sad, diversions appears, but especially diversion to other family members, including parents.  I like to work in a collaborative fashion with parents, I like to form a strong relationship and engage them, however, unfortunately there are parents who themselves will misuse substances and sometimes will essentially use the youngster's condition as a way of gaining a supply, so clinicians have to be alert to this and they have to be very careful with monitoring the amount prescribed, if they’re asking for prescriptions early, refills, if they’re asking... they're saying they've list prescriptions, etc., I think those are issues that one needs to stay on top of, but a substance abuse disorder should not scare anybody away from treating ADHD.  You're actually going to help that youngster do more effectively either reduce their risk or prevent risk of substance abuse.

DR. CASTELLANOS:  And if you look at the literature on college students especially with estimates around 10% of them either misusing or diverting the stimulants, that the short-acting stimulants of which Adderall or the mixed amphetamine salts, the immediate release mixed amphetamine salts tend to be very, very reinforcing and so therefore tend to have a higher tendency to be misused than the longer acting.

FEMALE VOICE 1:  Thank you.  And I know we're not supposed to give comments but I think education and what NHMA is about, the pipeline and getting them to finish school, I'm a strong proponent of the adolescent provider of anything that gets them to succeed in their adolescent life and education is huge and I often find that medication or whatever it takes, a multidisciplinary approach is essential.

DR. GUTIERREZ:  I want to make another comment, a practical comment.  When I have mothers that come to me complaining that the kids or the adolescents are going to be addicted, if you start treatment with a stimulant, what I do, I grab like a graph that I have of a company, one of the companies where they show clearly a study that has been done by her, by Biederman [phonetic], the group of Biederman where they show really in a way that is fascinating for them because they can understand easily in a fast money, I show them the difference between the risk of addition in the patient that has been treated versus the one that has not been treated, and this is a very powerful tool.  Anything that you show graph to the parents, they understand very well what is going on, and most of the time these works very good for me, it convince them that it's the opposite.

DR. MERCADO:  Please.

DR. VICTOR DIAZ:  Thank you.   Victor Diaz, a practice family medicine in Philadelphia.  Two questions on treatment.  One is you hear on the one hand that you never outgrow ADHD.  On the other hand you hear that you can actually complete treatment at some point if symptoms remit, so I was curious about the endpoint for treatment.  Secondly, the other question is, are there gradations to ADHD, sometimes I hear oh he just has mild ADHD and we don’t need to treat.  Is that analogous to being just a little bit pregnant?  So do all kids with ADHD need to be treated and with medication at some, at all levels basically.

DR. CASTELLANOS:  Okay.  Let me ask you, actually your two questions are more related than you may think.  Let me explain why.  Severity of symptoms, has a lot to do with whether you need lifetime or extended use of stimulants or not, so yes, ADHD symptoms as really any other symptoms or medicine or any other problems come into spectrum.  We in medicine have been trained to say, okay, a certain laboratory cut off above this is a disease and below this is not.  That’s actually erroneous.  Teachers taught are wrong.  All medical conditions come in a spectrum and you can have a little bit of it, you can have some, I mean pregnancy is not an illness, it's actually a normal condition, so that's what makes it an exception.  So again, with early treatment, combined treatment, i.e. stimulant medication and behavioral therapies and sometimes some cognitive approaches, you can get to the point where somebody can gain skills, gain adaptive capacities where they can function without the medication if they actually participate in treatment long term.  Intelligence has a lot to do without education, as a lot to do with all those are good factors to be able to eventually to function without the medication.  Environment, how one organizes the environment.  I see families that have been incredible at organizing the environment with a kid where they can function without medication.  There's only one problem.  When they go away to college, they can't take family with them.  So again that's part of the factor.  But yeah, there is a range in the spectrum and treatments response to the range of impairment of function, back to Dr. Jaquez point.

DR. GUTIERREZ:  I want to add something to that.  I wanted to tell you that yes, some cases they are not that severe and the non-severe cases are tolerated by the mother and usually show symptoms later when the teacher notices more than the mother, but the realities that some patients are going to have only hyperactivity but they don’t have functional impairment and the school grades are very good.  If the hyperactivity is not provoking behavioral disruption around the classroom and at home, you don’t need to really treat that, but if there is functional impairment because the executive function, paying attention is causing an effect on the grades and on the success of this child, then we are talking about other issues.  But I have seen patients that I can tell the mother, let's do only behavioral modification therapy and as Dr. Pumariega say, it's very important, the better educated as a family the better success you are going to have, but unfortunately, many of us that has been working with low income patients, these people doesn’t have the benefit of the level of education to use all the education and resources available for parents of middle and high income class.  So we have to individualize how is the family's future, what is the education, what is the level of education, the knowledge of English, etc., in order to make a decision, observation.  If the patient is doing good with other medication, continue serving the patient.  If the grades are dropping and he's having functional impairment, then it's the moment to start a stimulant medication.

DR. MERCADO:  Okay, go ahead, I'm sorry.

DR. CARLOS CAZARES:  Okay.  Carlos Cazares [phonetic], family practice in Phoenix.  Two questions.  If you diagnose ADHD in early adulthood, is the treatment different.  And then number two, in some states like Arizona, mental health services are very difficult to obtain or cost prohibitive.  We had a very serious problem in Tucson recently as we all know, and one of the problems is like mental health services in Arizona is almost non-existent.  What do we do? 

DR. PUMARIEGA:  We know less about treatment starting in adulthood, young adulthood than we do in treatment younger.  We know that medications and several medications are now FDA approved for use in adulthood but the medications do work.  The issue is that we know less about longitudinally about treatment course and duration of treatment, so a lot of it is not only just started medication, but addressing a lot of these other executive function deficits such as the organization, the planning, the realistic time estimation skills, the ability to prioritize, the ability to activate, the ability to initiate mental shifting, working memory, etc., etc.  And so some of it involves addressing some of those skills so that the person can function because that's ultimately what you're left with when the medications get stopped.  And as you heard from Dr. Pumariega that's one of the classic examples that when the child's in the structured school setting and this parental support is very good, now when they go off to college or go off depending on the structure of their schedule and their school or work environment that they become much more symptomatic because they haven’t learnt how to internalize those functions and it was really a lot of the structure and the support that was helping them move along.  So yes, medications are still indicated, but yes, there's a need to look at developing some of these other skills and maybe making choices and work or school environments as far as structural aspects of their every day life.

DR. CASTELLANOS:  let me ask a couple of points.  One thing that helps as adults is that they have less tendency to have the hyperactivity symptoms.  They still have impulsivity, but lesser hyperactivity.  Sometimes they get away with a little lower dose, meal gram per kilogram definitely a lower dose.  So that tends to help.  However, the other point the gentlemen made about lack of services, I can tell you that number one, this needs to be a huge discussion around healthcare reform.  We cannot allow states in the united States to dictate that their standard of care are going to be lower than any other state.  We need to have, finally have a national standard of care for medical care.  Either we're one nation or we’re 50 nations.  


The second, and I really say that, I mean I'm not a believer in state rights when it comes to the issue of basic healthcare needs.  Second, the other point that Dr. Jaquez is making I think is very important.  Collaborative approaches, where you tie specialists to primary care physicians in a consultative model, it really is the wave of the future as part of it's going to be happening in accountable healthcare organizations, which are a big feature of healthcare reform, and some states have begun pilots here child psychiatrists provide consultation to pediatricians, either telephonically or through televideo in support of the treatment for disorders like ADHD depression, etc., and then expanse the capabilities of primary care physicians, there's also a certain amount of learning that goes on in those relationships with some training as well.  Primary care physicians getting greater comfort in managing those disorders, such as for example, if you’re talking about children's response to cardiology or diabetes, and so forth.  Primary care pediatricians tend to do a very good job of these, and they don’t resort to the cardiologist or the diabetologist as often.  I think we need to do that also in behavioral health. 

DR. GUTIERREZ:  That's wonderful.  And I wanted to point out, I wanted to tell you that really it depends also on the level of comfort, how you feel because some people, when you have a harnomo [phonetic], for example, sometimes you know that is a function of normal, the child is doing good, you don’t do nothing, you just follow yourself.  But some people depending on the level of confidence of each clinician, you say, no, I don't feel comfortable with the harnomo, I have a little doubt that it is not functional, and then you immediately refer.  So as long as you move forward in learning about the ADHD at the beginning can be that you have the need of more consultation because I am going to emphasize we need to get to a point where we are not going to put all the burden on his hands, the psychiatrist, they are not going to put all the burden in our hands, we need to be reasonable and as much as we can treat the patients, we can do it but we need to be honest to know, no, I only reached to this point and this point belongs to other more expertise person.  So I encourage the person that did the questions to go to other Websites.  There are many good models on how to do it and if you find the suggestion of the video teleconference, what did you say, Doctor, the...

DR. CASTELLANOS:  Well, either telephonic or televideo conference.

DR. GUTIERREZ:  Televideo consultation.  That's wonderful.

DR. CASTELLANOS:  The equipment by the way, the cost of equipment of televideo is coming down precipitously including encryption.  Right now the cost for a portable desk set or the high end with video encryption has gone from 12,000 to $1,200.  So potentially, we might be soon in the age where you can dial up the psychiatric consultation by televideo from our primary care office fairly affordably, using the Net, and using televideo equipment.

DR. MERCADO:  That's sort of like using Skype.

DR. CASTELLANOS:  Except that it needs to be HIPAA encrypted.

DR. MERCADO:  I understand, but we're already doing that.  I think you were... the gentleman that had the question before so I'm going to allow you to sort of jump in.

MR. VICTOR QUADO:  Thank you.  Victor Quado [phonetic], medical student, third year at Drexeline [phonetic], Philadelphia, originally from Miami Florida.  Kind of looking at two ends of spectrums, before I was in medical school I was actually a 7th grade teacher, in Miami-Dade County schools and now at medical school, going trough my rotations and especially family medicine, pediatrics, obviously seeing patients coming in with concerns of ADHD.  The two points I was asking about wad, Dr. Pumariega's point of sometimes teachers overdiagnosing or over referring patients with ADHD, you definitely seen that at the clinical side where a parent comes in and says, my teacher told my kid that he has ADHD, what do you have to say about this?  And then on the other end of the spectrum, Dr. Jaquez's point about integrating everyone into a team, I wanted to ask, the integration of the schools and school counselors or school psychologists, is there a role, has it been shown in models, can you speak to either of those points?

DR. CASTELLANOS:  I can certainly speak to in terms of making the diagnosis and in making an accurate diagnosis.  The model that we tend to follow in ADHD and generally - - that is a multi-informant model, i.e. you put together information from the family, from the child and from teachers, and - - teachers I've interviewed Dr. Jaquez-Gutierrez offer a very important perspective.  In some conditions they can actually be very accurate in terms of identifying youngsters.  They have an advantage that we don't.  They have figured round capabilities, they see this group of kids and they can see the ones that stick out compared to the other ones that are more normative, so that I think great value in there.  But I think also, it's how to work with the school collaboratively.  We have some challenges because there's been some misinterpretations of IDEA, the Individual Disability Education Act, that essentially make teachers and school district fearful that if they identify a kid, they have to pay for the treatment.  I hope that healthcare reform finally puts that thing to rest so that school districts never fear identifying a youngster as a result of them having to pick up the tabs for treatment, and then I think there could be more integrated services for example school based mental health clinics, televideo consultation to schools, those are things that are happening in different parts of the country and we need to be moving along those lines more aggressively.

DR. MERCADO:  I'm going to that person right now because we're very close, I know that you two individuals were waiting a long time but because of time, and because we have other sessions, I'm going to close it.  You can probably come up, but please join me in thanking Dr. Pumariega, Dr. Castellanos and Dr. Jaquez-Gutierrez.  They did a great job.  And then I have two more things.  One, please, please, please do the evaluation so that we can have another great discussion like this next year from our sponsors, and then the last one we can’t have these conferences if you don’t join as a member, so I'm an NHMA member for a long time, and I urge you to join.  Thank you.
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