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Please complete all sections

	1. Name of Drug, Brand Name, Form and Strength
	Atomoxetine hydrochloride, dexamfetamine, guanfacine, lisdexamfetamine sulfate, methylphenidate hydrochloride;
See section 6 for preparations.

	2. Licensed Indications 
	Atomoxetine is licensed for adults; 
Dexamfetamine is not licensed for use in adults;
Guanfacine is not licensed for use in adults;
Lisdexamfetamine is licensed to be continued into adulthood where started as a child;
Methylphenidate is licensed to be continued into adulthood where started as a child and some preparations are now licensed for initiation in adults.
· The BNF gives adult doses (including starting doses) for atomoxetine, dexamfetamine, lisdexamfetamine and methylphenidate for ADHD, but not guanfacine
· Lisdexamfetamine and methylphenidate are recommended as first line treatment options by NICE NG87.
· Atomoxetine and dexamfetamine are suggested where the above are not suitable.  
· Guanfacine is recommended for tertiary adult ADHD specialist use.


	3. Criteria for shared care

	Prescribing responsibility will only be transferred when:
· The patient must have a diagnosis of ADHD made by a specialist team and, 	where appropriate, have ongoing psychological, behavioural or educational advice 	and interventions.
· Treatment is for a specified medication.
· Treatment has been initiated and established by the secondary care specialist.
· The patient’s initial reaction to and progress on the drug is satisfactory.
· The GP has agreed in writing in each individual case that shared care is appropriate.
· The patient’s general physical, mental and social circumstances are such that he/she would benefit from shared care arrangements.

	4. Patients excluded from shared care
	· Unstable disease state
· Patient does not consent to shared care
· Patient does not meet criteria for shared care
· Patients under the age of 18 years old (see SCPs for children and adolescents)

	5. Therapeutic use &  background
	Attention Deficit Hyperactivity Disorder (ADHD) is a neurodevelopmental condition with secondary behavioural, social and educational difficulties.  ADHD is defined as a behavioural syndrome characterized by the core symptoms of hyperactivity, impulsivity and inattention which can lead to psychological, social, education or occupational impairment.  Difficulties in adulthood may include continuing ADHD, emotional and social difficulties, and substance misuse.  
NICE NG87 recommends that medication should be offered to adults with ADHD if their symptoms are still causing a significant impairment in at least one domain after environmental modifications have been implemented and reviewed.
Drug treatment should be tailored effectively to the individual needs of the person.

	6. Contraindications (please note this does not replace the SPC or BNF and should be read in conjunction with it).
	Contraindications: Do not use where previous allergy or severe side effects to the drug or excipients have been experienced.

	
	Atomoxetine
	Severe cardiovascular or cerebrovascular disease. Click here for safety information
Phaeochromocytoma.

	
	Dexamfetamine
	Cardiovascular disease including moderate or severe hypertension, advanced arteriosclerosis, or cardiac abnormalities.
Hyperthyroidism.
History of alcohol or drug dependence.

	
	Guanfacine
	None.

	
	Lisdexamfetamine
	Cardiovascular disease including moderate or severe hypertension, advanced arteriosclerosis or cardiac abnormalities.
Hyperthyroidism.

	
	Methylphenidate
	Anorexia nervosa.
Cardiovascular and cerebrovascular disease including arrhythmias, cardiomyopathy, heart failure, severe hypertension, cardiac abnormalities or vasculitis.
Phaeochromocytoma.
Psychosis, severe depression, suicidal ideation, uncontrolled bipolar disease.
Prolonged release preparations: dysphagia/ restricted gastro-intestinal lumen.

	
	Cautions:

	
	Atomoxetine
	QT prolongation.
Cardiovascular or cerebrovascular disease.
History of epilepsy.

	
	Dexamfetamine
	Anorexia nervosa.
History of epilepsy.
Mild hypertension.
Angle-closure glaucoma.
History of tics or Tourette syndrome.
Bipolar disorder.

	
	Guanfacine
	Long QT, bradycardia, heart block, or hypokalaemia (risk of torsade de pointes).
History of cardiac disease.

	
	Lisdexamfetamine
	Anorexia nervosa.
History of epilepsy.
Mild hypertension.
Angle-closure glaucoma.
History of tics or Tourette syndrome.
Bipolar disorder.
History of drug or alcohol dependence. 

	
	Methylphenidate
	History of alcohol or drug dependence.
Agitation or anxiety.
History of epilepsy.
Family history of tics or Tourette syndrome.
Angle-closure glaucoma

	7. Prescribing in pregnancy and lactation
	Drugs for ADHD are associated with an increased risk of miscarriage.  
Specialist advice should be sought if a woman taking medication for ADHD wishes to become pregnant or breastfeed. 
Medication should be stopped if the patient presents to the GP with an existing or suspected pregnancy. It is recommended to taper atomoxetine when stopping though, if clinically appropriate, it can be stopped abruptly.  Guanfacine should be titrated down if discontinuing at a reduction of 1mg every 3-7 days with close monitoring to check for increases in blood pressure and pulse.  Contact the ADHD team for specialist advice.   

	8. Dosage regimen  for continuing care

	Route of administration
	Oral

	
	Preparations available:

	
	Drug
	Availability
	Dosage

	
	Atomoxetine 
Strattera®
	10mg, 18mg, 25mg, 40mg, 60mg, 80mg & 100mg caps,
4mg/ml SF liquid.
	Starting dose:
Body weight <70kg-  500microgram/kg/day,
increase after 7 days  according to response  to 1.2mg/kg/day
Body weight >70kg-  40mg/day,
increase after 7 days according to response
Usual maintenance:
80-100mg daily which can be in divided doses.  Manufacturer recommends doses no higher than 100mg/day.  BNF suggests max 120mg/day. 
Swallow whole- do not open the capsules; atomoxetine is an ocular irritant.

	
	Dexamfetamine
	5mg, 10mg & 20mg tabs,
1mg/ml liquid.
	Initially 5mg twice a day, increased at weekly intervals according to response.
Max 60mg/day in 2-4 divided doses.
Amfexa®▼ can be swallowed whole, or broken along score lines to ease swallowing.

	
	Guanfacine
Intuniv®▼
	1mg, 2mg, 3mg & 4mg MR tabs.
	1mg once daily increased by 1mg at weekly intervals if required to a suggested max 7mg (licensed dosing recommendations for children and adolescents).
	41.5 – 49.4kg
	Max dose 5mg

	49.5 – 58.4kg
	Max dose 6mg

	58.5kg and above
	Max dose 7mg


Swallow whole. Not to be administered with high fat meals.  Avoid grapefruit juice.
Patients should be monitored by the specialist service 3 monthly for the first year.

	
	Lisdexamfetamine
Elvanse Adult®▼

Elvanse®

	30mg, 50mg & 70mg caps.

20mg, 30mg, 40mg, 50mg, 60mg & 70mg caps.
	Initially 30mg once a day, increased in steps of 10mg to 20mg every week or longer if required. Manufacturer and BNF suggest max 70mg/day.
Swallow whole or mix capsule contents in yoghurt, water or orange juice. Afternoon doses should be avoided because of the potential for insomnia.

	
	Methylphenidate



	5mg & 10mg immediate release tabs.

	Initially 5mg 2-3 times a day increased at weekly intervals if necessary up to BNF suggested max 100mg, in 2-3 divided doses. 
Tablets can be swallowed whole, or broken along score lines to ease swallowing
Treatment may be started using a modified release preparation – see below. (List of preparations is not exhaustive, others are available).

	
	Concerta XL®
	18mg, 27mg, 36mg & 54mg XL tabs.
	22% immediate release 78% slow release.
Swallow whole.

	
	Xenidate XL®
	18mg, 27mg, 36mg & 54mg XL tabs.
	22% immediate release 78% slow release
Swallow whole. 
Can be halved along score line.

	
	Matoride XL®
	18mg, 36mg & 54mg XL tabs.
	22% immediate release 78% slow release.
Swallow whole.

	
	Equasym XL®
	10mg, 20mg & 30mg XL caps.
	30% immediate release 70% slow release.
Swallow whole or sprinkle contents onto a spoonful of apple sauce and swallow without chewing.

	
	Medikinet XL®▼
	5mg, 10mg, 20mg, 30mg, 40mg, 50mg, & 60mg XL caps.
	50% immediate release 50% slow release.
Swallow whole or sprinkle contents onto a spoonful of apple sauce or yoghurt and swallow without chewing. Recommended as a twice daily dosing (morning and midday) in adults

	
	Different modified release preparations may not have the same clinical efficacy therefore prescribers should specify the brand to be supplied. 

	
	Please prescribe:  See above

	
	Is titration required 
	No. NICE guidance states that patients should only be transferred when titrated onto a stable dose. Dose adjustments may be agreed by the specialist team with the patient and this will be communicated to the GP.
CAMHS graduates will be on a titrated dose.

	
	Adjunctive treatment regime:
Psychological and behavioural therapy as arranged by the specialist ADHD team.
Patients may also be prescribed melatonin by the GP on the advice of the specialist ADHD team.
Some patients may require the addition of an antidepressant for treatment of depression or anxiety.  The GP may initiate treatment but see section 9 and the BNF for interacting medications.





	
	Conditions requiring dose reduction:


	
	Atomoxetine
	Patients who are known to be poor metabolisers of CYP2D6 enzyme should be considered for a lower starting dose and slower titration.
Hepatic impairment – refer to specialist team for advice.

	
	Dexamfetamine
	Renal impairment - refer to specialist team for advice.

	
	Guanfacine
	Renal (severe) or hepatic impairment - refer to specialist team for advice.

	
	Lisdexamfetamine
	Renal impairment - refer to specialist team for advice.

	
	Methylphenidate
	Renal or hepatic impairment - refer to specialist team for advice.


	
	[bookmark: Text5]Usual response time:
1-6 weeks

	
	Duration of treatment:
It is recommended by NICE that patients who take drugs for ADHD for extended periods (i.e. >1 year) should have their treatment reviewed at least annually by a healthcare professional with training and expertise in managing ADHD.
Local commissioning will determine where this review takes place as some specialist services are not commissioned to see patients annually.  Contact your local CCG for information.

	
	Treatment to be terminated by:
Consider trial periods of stopping medication or reducing the dose when assessment of the overall balance of benefit and harm suggests this may be appropriate. Termination of treatment will not necessarily require review by specialist service but telephone advice may be available in the local specialist service.

The GP may restart treatment for a patient who was previously established on a medication where:
· the medication was previously of benefit
· adverse ADHD symptoms remain
· after consideration of any changes in the patient’s medical or social circumstances
· less than one year has passed since it was discontinued

Atomoxetine, dexamfetamine, guanfacine, lisdexamfetamine and methylphenidate may be reintroduced according to the titration guidelines until the previous stable dose is reached. See table above.  

Guanfacine should be titrated down if discontinuing at a reduction of 1mg every 3 -7 days with close monitoring to check for increases in blood pressure and pulse.  

	
	NB. Dose adjustments will usually be the responsibility of the initiating specialist team unless directions have been specified in the medical letter to the GP. 
At patient request the dose may be reduced to a previous level.


	9.Drug Interactions 

For a comprehensive list consult the BNF or Summary of Product Characteristics

	The following drugs must not be co-prescribed without consultation with the specialist:

	
	Atomoxetine
	Methadone (at high dose), tricyclics, antipsychotics – QT prolongation.
Amiodarone, disopyramide, moxifloxacin, mefloquine, sotalol, diuretics (causing hypokalaemia) – ventricular tachycardia.
Tramadol, bupropion – risk of convulsions.
Systemically administered salbutamol – cardiovascular side effects.
MAOIs including linezolid.

	
	Dexamfetamine
	Antipsychotics, MAOIs including linezolid, other sympathomimetics - hypertensive effect.

	
	Guanfacine
	Medication which increases the QT interval.

	
	Lisdexamfetamine
	Antipsychotics, MAOIs including linezolid, other sympathomimetics - hypertensive effect.

	
	Methylphenidate
	Warfarin (coumarins) – increased anticoagulant effect.
Antipsychotics, MAOIs including linezolid, other sympathomimetics including clonidine – hypertensive effect.

	
	The following drugs may be co-prescribed with caution:

	
	Atomoxetine
	Fluoxetine and paroxetine – may increase levels of atomoxetine. Anti-hypertensives. Drugs that increase blood pressure.


	
	Dexamfetamine
	Medicines that increase the risk of serotonin syndrome. 

	
	Guanfacine
	The metabolism of guanfacine can be increased or decreased by other medications.  Please check the BNF as the list of medications is extensive.
Guanfacine can increase the levels of valproate.

	
	Lisdexamfetamine
	Medicines that increase the risk of serotonin syndrome. 

	
	Methylphenidate
	Tricyclic and SSRI antidepressants, phenytoin, fosphenytoin and primidone – metabolism may be inhibited by methylphenidate.





	10. Adverse drug reactions 

For a comprehensive list (including rare and very rare adverse effects), or if significance of possible adverse event uncertain, consult Summary of Product Characteristics or BNF
	Specialist to detail below the action to be taken upon occurrence of a particular adverse event as appropriate. Most serious toxicity is seen with long-term use and may therefore present first to GPs. 

	
	Adverse event 
that is clearly related to drug treatment
New sign/symptom
	Suggested action 
Include whether drug should be stopped prior to contacting secondary care specialist
	By whom

	
	Nausea, diarrhoea, abdominal cramps, constipation, dry mouth, headache, dizziness, enuresis, increased daytime urination, tics.
	Continue treatment unless severe.  Discuss with specialist team if required.
	GP

	
	Symptoms of depression, paranoia, anxiety
 and agitation linked to the ADHD drug
NB: For other acute mental health crises consider referral to community mental health services where appropriate.
	If linked to the ADHD medication consider discontinuing the drug
	GP

	
	Palpitations, tachycardia, bradycardia, hypertension or hypotension, syncope, psychosis, suicidality. 
	Stop treatment and discuss with specialist team. Consider referral to acute mental health team if suicidality or psychosis
	GP

	
	Sleep disturbances, insomnia, sedation, nightmares or lethargy, sexual dysfunction or dysmenorrhea. 
	Continue treatment (unless severe) and discuss with specialist team.
	GP

	
	Seizures, convulsions.
	Discontinue drug immediately. 
	GP or specialist team

	
	Anorexia, significant weight loss.
	Continue treatment and discuss with specialist team.
	GP

	
	The patient should be advised to report any of the following signs or symptoms to their GP without delay:           



	
	Any new or worsening signs of aggression, depression, paranoia, anxiety, suicidal ideation or self-harming behaviour.
Cardiac symptoms – increased or decreased heart rate or chest pain.
Uncontrollable muscle movements.
Abdominal pain, unexplained nausea, malaise, darkening of urine or jaundice.

	
	Other important co morbidities:

	
	Autism spectrum disorder, Tourette syndrome, depression, anxiety.
Substance misuse: The potential for misuse or diversion of stimulants must be minimised by careful selection of patients, by prescribing small quantities of medication, and by prompt discussion between the GP and the specialist ADHD team in the event of frequent non-attendance at appointments or suspected drug misuse. It may be appropriate to contact the local drug team to see if the patient has been under the service before starting on ADHD medication.

	
	Any adverse reaction to a black triangle drug or serious reaction to an established drug should be reported to the MHRA via the “Yellow Card” scheme.

	
	

	11.Baseline investigations
	Before starting drug treatment for adults with ADHD a full assessment should be completed which should include:
· A full mental health and social assessment.
· A full history(and physical examination if necessary) including-
· An assessment of history of exercise syncope, undue breathlessness and other cardiovascular symptoms.
· Blood pressure and heart rate.
· Weight.
· Family history of cardiac disease or sudden death in first degree relatives under 40.
· An ECG if there is past medical history of cardiac disease, a history of sudden death in first degree relatives under 40 suggestive of cardiac disease, or if the patient has a co-existing condition that is being treated with a medicine that may pose an increased cardiac risk.
· A risk assessment for substance misuse and drug diversion.
· Current educational or employment circumstances


	12. Ongoing monitoring requirements to be undertaken by GP 



	Is monitoring required? 
Yes
	· Routine blood tests and ECGs are not recommended unless clinically indicated (NICE NG87)
· Check local commissioning arrangements as there may be variation in who is responsible for the physical health checks.

	
	Monitoring
	Frequency
	Results
	Action
	By whom

	
	Weight
	6 monthly
	
	If reducing weight is a problem discuss with specialist team
	GP

	
	Appetite
	6 monthly
	
	
	GP

	
	Blood pressure & pulse
	Before & after each dose change and 6 monthly 
(NICE NG87)
	Action to be taken if resting heart rate above 120bpm or BP above 140/90 (particularly raised systolic BP) or sustained arrhythmia on 2 occasions
	Consider dose reduction and discuss with specialist team.  If patient develops symptoms suggestive of cardiac disease during treatment they should be referred for prompt cardiac evaluation. 
	GP

	
	Adverse effects
	Annually
	
	See section 8

	13. Pharmaceutical aspects 

	Dexamfetamine, lisdexamfetamine and methylphenidate are Schedule 2 controlled drugs.  The specialist team must ascertain the family’s commitment to safe storage and handling of medication.   Health care professionals and the family should monitor changes in the potential for misuse and diversion which may come with changes in circumstances and age.  Other ADHD drugs might be preferred in such cases.
Schedule 2 (Misuse of drugs act 1971) prescriptions should conform to the Misuse of Drugs regulations 2001 and include;
· The name and address of the patient.
· The name, form (including immediate or modified release) and strength of the preparation.
· The total quantity to be supplied in words AND figures.
· The prescription must be indelible and include the prescriber’s signature, address and the date. Machine written prescriptions are acceptable but the signature must be handwritten. Advance electronic signatures can be accepted where EPS is used.
· The prescriber’s signature, address and the date. Prescriptions for Sch.2 CDs are valid for 28 days from the date stated. Forward prescribing is permitted, and the start date may be specified in the body of the prescription.
· Prescriptions should be for no more than 30 days except to cover a justifiable clinical need, which should be written in the patient’s notes.

	14. Responsibilities of initiating specialist
	· Initiate treatment and prescribe until the patient is established on a medication and tolerates the dose.
· Ensure baseline monitoring takes place as required.
· Dose adjustments.
· Monitor patient’s initial reaction to and progress on the drug. 
· Liaise with the GP surgery to ascertain current medication and recent relevant medical history before prescribing.
· Ensure that the patient has an adequate supply of medication until GP supply can be arranged. 
· Patients will be considered suitable for transfer to GP prescribing only when they meet the criteria listed in section 3 above. 
· The consultant team will write formally to the GP to request shared care using the GMMMG agreed process. Failure to supply all the required information will result in the refusal of the request until all information has been supplied. A form or standard form of words is available on the GMMMG website to facilitate this, if you so wish.
· Patients will only be transferred to the GP once the GP has agreed. 
· Continue to monitor and supervise the patient according to this protocol, while the patient remains on this drug, and consider a review of the patient as appropriate if contacted by the GP.
· Provide GP with diagnosis, relevant clinical information and baseline results, treatment to date and treatment plan, duration of treatment before consultant review.  
· Provide GP with details of outpatient consultations, ideally within 14 days of seeing the patient or inform GP if the patient does not attend appointment.
· Provide GP with advice on when to stop this drug.
· Act upon communication from the GP in a timely manner where service provision allows.
· Provide patient with relevant drug information to enable informed consent to therapy.
· Provide patient with relevant drug information to enable understanding of potential side effects and appropriate action.
· Provide patient with relevant drug information to enable understanding of the role of monitoring.
· Provide patient with monitoring booklet where appropriate.
· Be available to provide patient specific advice and support to GPs as necessary.

	15. Responsibilities of the GP

Local commissioning arrangements may vary between CCGs












	· Provide the specialist team with a list of current medication and recent relevant medical history.
· Continue treatment as directed by the specialist.
· Act upon communication from the specialist in a timely manner.
· Ensure no drug interactions with concomitant medicines.
· To provide ongoing monitoring and prescribing in collaboration with the specialist according to this protocol.
· To ensure that the monitoring and dosage record is kept up to date (if applicable).
· Symptoms or results are appropriately actioned, recorded and communicated to secondary care when necessary. 
· GPs should reply to a request for shared care to either accept or decline within 14 days. A form is available on the GMMMG website to facilitate this, if required.
· If the GP does not feel it is appropriate to take on the prescribing then the patient may no longer be able to access the medication. The GP should indicate the reason for declining and discuss this with the specialist team.
· Enter a READ code (8BM5) on to the patient record to highlight the existence of shared care for the patient.
· Undertake more frequent tests if there is evidence of clinical deterioration, abnormal results, or other risk factors. Contact consultant team for advice on monitoring in these circumstances if required.
· Check all monitoring results prior to issuing a repeat prescription to ensure it is safe to do so. 
· Monitor the patient’s general wellbeing.
· Inform the consultant immediately if a patient is planning to become pregnant for treatment options to be considered. Stop (or taper to stop) the medication if a patient becomes pregnant (see section 8).
· Notify the consultant of any circumstances that may preclude the use of ADHD medication for example contraindications to treatment.
· Seek urgent advice from secondary care if:
· The GP feels a dose change is required.
· There is marked deterioration in the patient’s ADHD symptoms.
· The GP feels the medication is not appropriate.
· The GP may restart (stimulants) or re-titrate (atomoxetine or guanfacine) after a period of non-compliance or a deliberate trial without medication where:
· the medication was previously of benefit
· adverse ADHD symptoms remain
· after consideration of any changes in the patient’s medical or social circumstances
· less than one year has passed since it was discontinued
· the GP may phone for advice from the specialist team if required
· The shared care agreement will be reviewed, and prescribing responsibility may return to secondary care, where:
· The clinical situation requires a major change in therapy.
· There must be discussion between the consultant team and GP on this matter and agreement from the specialist team to take back full prescribing responsibility for the treatment of the patient. 

	16. Responsibilities of the patient
	· To take medication as directed by the prescriber, or to contact the GP if not taking medication.
· To attend hospital and GP clinic appointments.
· Failure to attend may result in medication being stopped and being discharged from specialist services
· To report adverse effects to their specialist team or GP.
· To report any significant changes in alcohol or substance misuse. 
· To inform the GP of any plans for pregnancy.
· To inform the DVLA of their diagnosis (if the ADHD will affect ability to drive), and in all cases to inform their vehicle insurance provider.

	17.Additional Responsibilities
	List any special considerations:
None

	18. Supporting documentation
	A patient information leaflet will be given to the patient.
Choice and Medication website provides good information about mental health medication for patients.  Available through the local mental health trust websites, and leaflets are available in simpler styles and other languages.

	19. Patient monitoring booklet
	Not applicable 

	20. Contact details
	See Appendix 1




Appendix 1 – Local Contact Details

	Secondary care contact information 

	If stopping medication or needing advice please contact: 

	
	[bookmark: Text51][bookmark: _GoBack]Dr  [insert text here]

	
	[bookmark: Text52]Contact number:  [insert text here]

	
	Fax:[insert text here]

	
	[bookmark: Text53]Hospital:  [insert text here]









Shared Care Agreement Form


Specialist request

*IMPORTANT: ACTION NEEDED


[bookmark: Text57]Dear Dr	[insert Doctors name here]

[bookmark: Text58]Patient name:	[insert Patients name here]
[bookmark: Text59]Date of birth:	[insert date of birth]
NHS Number: [insert NHS Number]
[bookmark: Text60]Diagnosis:	[insert diagnosis here]

[bookmark: Text61]This patient is suitable for treatment with [insert drug name] for the treatment of
[insert indication]
 
This drug has been accepted for Shared Care according to the enclosed protocol (as agreed by Trust / CCG / GMMMG). I am therefore requesting your agreement to share the care of this patient. 

The patient has been fully counselled on the medication.

[bookmark: Text63][bookmark: Text64]Treatment was started on [insert date started]   [insert dose].
 

[bookmark: Text65]If you are in agreement, please undertake monitoring and treatment from [insert date]
NB: date must be at least 1 month from initiation of treatment.

[bookmark: Text66]Baseline tests: 	[insert information]

[bookmark: Text67]Next review with this department:	[insert date]

[bookmark: Text72]You will be sent a written summary within 14 days. The medical staff of the department are available at all times to give you advice. The patient will not be discharged from out-patient follow-up while taking [insert text here]. 

Please use the reply slip overleaf and return it as soon as possible.
Thank you.


Yours 

[insert Specialist name]


Shared Care Agreement Form 

GP Response


[bookmark: Text69]Dear Dr [insert Doctors name]

[bookmark: Text70]Patient 	[insert Patients name]

NHS Number	[insert NHS Number]

[bookmark: Text71]		Identifier	[insert patient date of birth/address]


[bookmark: Text73]I have received your request for shared care of this patient who has been advised to start [insert text here]
		

A	I am willing to undertake shared care for this patient as set out in the protocol

B	I wish to discuss this request with you

C	I am unable to undertake shared care of this patient.

	My reasons for not accepting are:
(Please complete this section)

	

	

	

	

	

	

	

	






GP signature						Date 



GP address/practice stamp




	
Shared Care Guideline Summary:
Atomoxetine, Dexamfetamine, Guanfacine, Lisdexamfetamine and Methylphenidate for Attention Deficit Hyperactivity Disorder (ADHD) in Adults 
	[image: ]


	Drug
	Atomoxetine hydrochloride, dexamfetamine, guanfacine, lisdexamfetamine sulfate, methylphenidate hydrochloride.

	Indication
	Atomoxetine is licensed for adults; 
Dexamfetamine is not licensed for use in adults;
Guanfacine is not licensed for use in adults;
Lisdexamfetamine is licensed to be continued into adulthood where started as a child;
Methylphenidate is licensed to be continued into adulthood where started as a child and some preparations are now licensed for initiation in adults.
· The BNF gives adult doses (including starting doses) for atomoxetine, dexamfetamine, lisdexamfetamine and methylphenidate for ADHD, but not guanfacine
· Lisdexamfetamine and methylphenidate are recommended as first line treatment options by NICE NG87.
· Atomoxetine and dexamfetamine are suggested where the above are not suitable.  
· Guanfacine is recommended for tertiary adult ADHD specialist use.

	Overview
	Attention Deficit Hyperactivity Disorder (ADHD) is a neurodevelopmental condition with secondary behavioural, social and educational difficulties. 
GMMMG recommends use of atomoxetine, dexamfetamine, guanfacine, lisdexamfetamine or methylphenidate in the treatment of attention-deficit-hyperactivity disorder (ADHD) in adults (≥ 18 years) as per NICE guideline NG87.

	Specialist’s Responsibilities
	Initial investigations: 
· A full mental health and social assessment.
· A full history(and physical examination if necessary) including-
· An assessment of history of exercise syncope, undue breathlessness and other cardiovascular symptoms.
· Blood pressure and heart rate.
· Weight.
· Family history of cardiac disease or sudden death in first degree relatives under 40.
· An ECG if there is past medical history of cardiac disease, a history of sudden death in first degree relatives under 40 suggestive of cardiac disease, or if the patient has a co-existing condition that is being treated with a medicine that may pose an increased cardiac risk.
· A risk assessment for substance misuse and drug diversion.
· Current educational or employment circumstances
Initial regimen: Depends on drug chosen (see BNF). Initiate treatment and prescribe until the patient is established on a medication and tolerates the dose. 
Clinical monitoring: Monitor patient’s initial reaction to and progress on the drug. Provide GP with details of outpatient consultations, ideally within 14 days of seeing the patient or inform GP if the patient does not attend appointment.
Frequency: Local commissioning will determine this.  Contact your local CCG for information.
Safety monitoring: Be able to provide patient specific advice and support to GPs as necessary.
Prescribing duration: Transfer to GP once stabilised and GP agrees. Termination of treatment will not necessarily require review by specialist service but telephone advice may be available in the local specialist service.
Prescribing details: Dose adjustments will usually be the responsibility of the initiating specialist team unless directions have been specified in the medical letter to the GP. Ensure the patient has adequate supply of medication until GP supply can be arranged.
Documentation: The consultant team will write formally to the GP to request shared care using the GMMMG agreed process. Provide patient with relevant drug information.

	GP’s Responsibilities
	Maintenance prescription:  To continue treatment in accordance with the specialist’s recommendations. At patient request, the dose may be reduced to a previous level. The GP may re-titrate after a period of non-compliance or deliberate trial without medication. Ensure no drug interactions with concomitant medicines. Seek advice from specialist team if the GP feels a dose change is required, there is marked deterioration in the patient’s ADHD symptoms, if the medication is not felt to be appropriate. 
Clinical monitoring:  It is recommended by NICE that patients who take drugs for ADHD for extended periods (i.e. >1 year) should have their treatment reviewed at least annually by a healthcare professional with training and expertise in managing ADHD.
Local commissioning will determine where this review takes place as some specialist services are not commissioned to see patients annually.  Contact your local CCG for information. Routine blood tests and ECGs are not recommended unless clinically indicated (NICE NG87). Undertake more frequent tests if there is evidence of clinical deterioration, abnormal results, or other risk factors. 
Safety monitoring: 
	Height and Weight
	6 monthly

	BP & Pulse
	Before & after each dose change, and 6 monthly

	Appetite
	6 monthly

	Adverse effects
	Annually


Symptoms or results are appropriately actioned, recorded and communicated to secondary care when necessary. Notify the consultant of any circumstances that may preclude the use of ADHD medication, for example contraindications to treatment. Inform the consultant immediately if a patient is planning to become pregnant. Stop the medication if a patient becomes pregnant (down titrate guanfacine).
Duration of treatment: Continue as directed by the specialist team. 
Documentation: Provide the specialist team with a list of current medication and recent relevant medical history. Depending on local commissioning arrangements GPs should reply to a request for shared care to either accept or decline within 14 days. 

	Adverse Events
		Adverse events
	Action

	Nausea, diarrhoea, abdominal cramps, constipation, dry mouth, headache, dizziness, enuresis, increased daytime urination.
	Continue treatment unless severe.  Discuss with specialist team if required.

	Symptoms of depression, paranoia, anxiety
 and agitation linked to the ADHD drug
NB: For other acute mental health crises consider referral to community mental health services where appropriate.
	If linked to ADHD medication consider discontinuing the drug. 

	Palpitations, tachycardia, bradycardia, hypertension or hypotension, syncope, psychosis, suicidality. 
	Stop treatment and discuss with specialist team.

	Sleep disturbances, insomnia, sedation, nightmares or lethargy, sexual dysfunction, dysmenorrhea. 
	Continue treatment and discuss with specialist team.

	Seizures, convulsions.
	Discontinue drug immediately. 

	Anorexia, significant weight loss.
	Continue treatment and discuss with specialist team.




	Contraindications/ Cautions/
Drug Interactions
	Please refer to the BNF and/or SPC for information.

	Other Information
	Dexamfetamine, lisdexamfetamine and methylphenidate are Schedule 2 controlled drugs.  The specialist team must ascertain the family’s commitment to safe storage and handling of medication.   Health care professionals and the family should monitor changes in the potential for misuse and diversion which may come with changes in circumstances and age.  Other ADHD drugs might be preferred in such cases.

	Contact Details
	Name:
Address:
Telephone:
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