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Folg A7) &5l (Attention Deficit Hyperactivity
Disorder : ADHD) &= Awol7lof] A|asled BAS A&3hs
AAso g FozH o S5 AYLES TLE
EAoR she Faeo shiolch ojzigh GxbyQl FA
T Q] ojxd o gy, gkl Bl T ARRIAQ 3
ol A7t EAE 9o Bl ohg, ¥ &SR $
2, B¢ 5 ANF 5E8e 23 slsAo) Wg 92
ADHDS] &2 yetst a7t & AleolE Roled)
u]=xe] A= 857 ok 1~20% HHlelA vepdcin
Q1Y SYehs AR 8.7%°, 25T 4~6
shdol X 7.6%2° B 1Eich

T3 AopPgAlFe] ks A494e] ADHD obgelx
FEASS BAY. ADHDE A o5& 3 <F 50%
oA FAl Hjntagolrt A AL, 25%°)
A BT, &F 33%NME 2501, 20~25%°14) &
FAN7t BaE3 g1y, 3% FENHo] &4 AdE
ERog o434 t?

ADHDZE Agtd 399 & 7PEolxe 258 sl
NI oFEe BFE F o adFoZ ¥ & A HF
t 71EAE, FEAY, 355d 9 oFs Al E 5EE
Ag 2R 3 tiersl 22 7ol AAHT gled? ofE
289 FoAE Ak

ZZ2A7EEAQ Methylphenidate'®& ADHD o}Fs-&
Azat7] g8 5097 FE AREo gon!V 9ol
I &5 kAol & ge] Qitk® Iy Methylp-
henidate?] 43&4 AA(Immediate Release methylphe-
nidate : IR-MPH) & 2 ZEA2H%9, 19 2~33] &
48 dok sl BHog Qldlo] oFE £8o] Hon
th? ADHD tiek4 X8 A7 (Multimodality Treatment
Study of ADHD : MTA) 4 IR-MPHY 19 33 8&
2¥o] 14708 ¢ @7HNNY. 1 A% R-MPH A8
o) & BOE BTHTPP oje) W Bgah= EA} A
dFoz o} ol o)A dAHS FEI] Ha A&
AA] (Sustained Release Methylphenidate : SR—MPH) 7}
ot 2gAjzle] gy G50 AFEHE Aol
A=,

Swanson $7%& SR-MPHY a2 ¥3)7] Y& <
TE o] 45 dF 559 A4 Feld dAE B
ot FFEE YA AAsk: Aol anE IAsH
FAAFIA FaPEd ole §A4 WAdol xelddeE 2&

AuEeh” @FFEot ARl AdrE ASIEE 24
Ay, 5 z7lele A37 R-MPHY #jxj# ZRA
AZo] AFE 5 S FAEE BETE olF
EdiZ Methylphenidate—Osmotic Release Oral System
(e}t MPH-OROS) 7} 1= e. MPH~OROSE me-
thylphenidate”} A5%el 2JaiA] W&ol Ao 12413
3 AYE Hol= Aol

2 ATME AR] AdrE 8F FE7t et
FARE FEARgo] 245 MPH-OROSE ADHD °Fg
oA FogozH IR-MPH] X8 &35 vimsty <t
AT HeAte] ERE el gt

u+gH

1. 97 Oy

ATUPFE DSM-TVE' &) Ae7|&2 0)8310] Qda &
& 53 ADHDZE Adt ¥ oo 33t} oju] &
& B850)d MPH-OROSE 92 Qe o5& AR
8 Ho] Q& A= ALo2 MPH-OROSE E43l5E
QI MFH o2 F 57709 o] o] Aol Fojdin
A ol5S & 5697 (Hot 466 (81.9%), olo} 1039
(18.1%)) 1%tk oFs9 A3 X+ 4~18MZ B o]
£ Yol 9.640, odok= 9.94] olQith AEz 3 39
2ol AT

2. 7 3y

1) &Y 399 B

Z4H] AsE MPH-OROS & ARE Adt AN 15+ 9
350l =ol@ Conners F-5-4 B EE AM3lo} B}
3laich 2ol Conners F54€ B713 5= ADHDE o)
oz P ATelN g AME T Qi HEoltt 349
A 174 Ael9) oks-g e s HYYTH EABEE 3
7V 2% AEeA] Beg AFEE ofd] Ao B
THACE? FTolw HEY NHx, BT D FE AR
b xFd F0% w2 §0 o ATHIT R
BHEEE 104239 9538 ARgsiglen 3% J%
Eel wzt 0 (R PH) oA 3o A 2z FAs
Atk

2) 38 THhY F}

4 3L Clinical Global Impression Severity of
llness(°]3t CGI-S) & AH8-3l¢] MPH-OROS k& 5§
At 28 15 9 35 947t 71tk CGl-Se 1
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A (Not i) o4} 78 Extremely severe) 2 WYolx H7}
slic}. ¥ Clinical Global Impression severity of Im-
provement (08} CGI-D & AM-3te] FE5-4 15 9 3F
of A} 7Y CGI-1= 13 (very much im-
proved) 914 77 (very much worse) 2] oA Frlg
pei=

3) BT OIEE Wt

OkE EQ 3Foe oFE Efo| 0B B UEES HE
ZAREII) B2 BET HER)E Willams$ Steinhoff? o)
o3l e 77 3 AREEl] kR tigt WE AR,
SRR EY B AT 5-& MBS

3. AE BN

T T Y HA vlnoE student T—testS ARE3}
R, A% IR-MPH €% 4 MPH-OROS £%7t2] %4
HAE ATHEAE ARSIt I 9 Akl whE s3]
+ repeated measure ANOVAS AREE} )

SAH 7)== SPSS 10.04 AR&33ich

1 I

ojd okE E43S Auyd 7|& Eg Bgstm Ql
d olse AAY 65.9%%) 379%o|H, o]F IR-MPHE
E23lT | obse 354907 WA b5 61.5%, %
BEL ok 3 93.4%F AN HololA Aubz oz
oFEH8 )80 & AL HoY FAFHCR Fodt
AJolE Holx] 9gkHp=0.2). R-MPH £-&2ke- B 14
£ 21 8+11.4mgo)th(do} : 22.0+11.3mg, oo} :
20.4+11.8mg). Y 7+ {93 Aol UANT(p=0.3)
Uo7t B4 1Y £330] Bttt

7P E3] dshs A8 g3ol(7.7%) 0l 1 Thgo R
© BAAA(B8%), 255 vIEE FAFNB 7% &
ojitt. W A o] F1i9 zlole TR Ak
}Hp=0.6).

MPH-OROS?] 19 37 58§32 7|44 25.3+11.2
mg, 15 28.9+12.7mg, 35 31.3+13.2mg ©t} Azt
o Mzt §Fo] FostA Ftel L (F=51.67, df=2, p<
0.001) (Fig. 1), 8¢l wh2 g32] xlol= QIickp=0.7).

AR 13%71 25 gg3ion, 1 9o g Ratgo)
7V BAUTH32.0%). 19} Hd 3H28.0%), vle-5-(14.
%), 53R AR6.7%) 5 I 914 2907 g2t 73
27} A 2Lt 49.4%2 A9 Ak 2t
oFg 877 TE 29 BAE Y As FES H

uzy - uen

£33k TAME 16.8%, 71&9] R-MPHE 2-43% Tol
e 11.0%71 28819, A5 & H8wox gehgol =
7 o, BAACE fot Aol otk (p=0.06)
CGI-S& Azt w2t fojshA] sk Bg4g B
(Fig. 2) (F=589.48, df=2, p<0.001), AJ¥e] & 54 3
59 Aol YeRIA] dttHp=0.6). M5 IES EL35
& Agel & o %2 CGI-SEHE Azsh} Axzo
& A9 fARE #2714 h9Y. o= IR-MPH &4+%
o] 1 &<t T ¥t IR-MPHY &7 fZof kg 2
2 ook T Z1AA CGI-S7h WAR 3% $9) Ax
t F 7ol fARIRAE duidit) F g 7k 34 &5
FoJ3t 2ol 8 BRAHF=9.017, df=2, p<0.001).
CGI-19] 342 1A (very much improved)d* 33
(minimally improved) 2.2 A9&lgittk,. MPH-OROS A&
159 34L& 723%% 182 4.0%, 232 30.6%,3%82
37.7%°131tk. MPH-OROS X & 339 342 87.4%%
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Fig. 1. Temporal change of MPH-OROS dosage. * : p<0.001 (ba-
seline vs. wk 1 and wk 3 ; wk 1 vs. wk 3). post hoc test by
sidak adjustment,
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Fig. 2. Temporal change of CGI-S, * : p<0.001 (baseline vs. wk 1
and wk 3 ; wk 1 vs. wk 3), post hoc test by sidak adjust-
ment. .
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25

Score of conners’ scale
*

0 T

T T
Baseline Week 1 Week 3

Fig. 3. Temporal change of Conners’ rating scale. * : p<0.001
(baseline vs. wk 1 and wk 3 ; wk 1 vs. wk 3). post hoc test
by sidak adjustment.

132 10.2%, 282 47.1%, 378& 30.1%°]31th

333 Conners F-E28& /M5 34 A4s A7t o
2} FoJstA ZastH(F=539.84, df=2, p<0.001) (Fig.
3). Aol T 3 F9 Aol YYHp=0.5). &=
o}% Comners 2.4 B/HE 87 F59) Azl me 9
3} 932 ADHD oF59) &R 8| walis 4 WA
it ' .

MPH-OROS £4 Fol & 7}x) oje] Ratgs A¥s}
P 2= 119507 20.7%°) 2tk 7P B vl
2 vepd B2hg-e Aa82(12.5%) 011, E9(R8.2%), T
E(3.5%), 24 (2.6%) 8] 23 w3tk 7]&0] IR-MPH
g AME 7 oFeg AS ARk 7S U] FERg
WSS AHEMS o F F 712 3Jolrt gIcHp=0.9).

MPH-OROS °FEAI8°l 3l 94%9 5+ AdtE o
2 Sty $9Ekgti(Table 1), 53 94.5%9 5
£ MPH-OROS 2 387} 2pdelA] £80] H3ltlz &
gal3ich. IR-MPHE 5831d ol5S 25 F 62%% ©}
%] MPH-OROSE E-&3l1 ¢ F 3 xgrc} S|
g =Tk B usigit

98%°] FE7} ok 3 HE Aol tisly wE3Iiw
73%= A AgRt oS gysivty $E3Isich $571
A7}sk= MPH-OR0S?) 7} & B3R 23717 dE&
T} A%(57.6%), G L FHUNTS /WM 44.7%), 7}
A8 U A9 A (41.4%), FIBE HA(36.9%) 9
Zo|AtH(Table 2).

—
A
=

1 =
2 AT Folat obge

‘2ol 46673, oo} 103 o= &

Table 1. Overall satisfaction of parents with MPH-OROS medi-
cation for ADHD

N %

Pleased extremely 21 4
Pleased very 147 28
Pleased 184 35

~ Pleased a bit 142 27
Displeased very 32 6
Displeased extremely 0 0
Total 526 100

Table 2. Reasons for parents preference for MPH-OROS (multi-
ple choice are possible)

Gain Frequency %
Long-Acting 331 57.6
School activity 257 447
Family activity and Homework 238 41.4
Overactivity 212 369
Oppositional behavior 128 22.3
Aggression 81 14.1
Appetite 40 7.0
Sleep 32 5.6

Others except sleep and appetite 23 4.0

Y H]E= 4.5 : 10|tk o] ADHD obg9) szt 94
Aol 5 : 102k o] d A7} Hlsalh? weta $-2)
Ut = ADHD #42 HeE HEshe g vl vls
sicka & & Qo A7 obed B Hols 9.7+2.7
AR 2T 3~48hd) FsIsict of Al7lel stwgd
2 PAE] 24, #9) B5T NEE o Hds W
B Frks 2E AAR o)eid EA7E A 2 o A
Fe tis) & 95 JeRdths AFEE o] A7 FE
2171 ADHD®] 3/¢-& & 4= Sith. ADHD o}gd= vud
Z= QgR|uk £ A= Faraone 59 A7) vlsiA o
g WES gAY ops Yolrt B} B, o) £
Ut 27 Hag UEshe A7 Y 558 AR 2
710 ADHD oF5-2 wtAsty x8317) 43 xgjo] Yo g
Aoz wdn)

MPH-OROSE E4317] el 25-& AME3IE A 5
61.5%°14 IR-MPHE 8-83150th v)=e) 3943 $=
vebl A= ADHDS A8 &HEE FFAUFTEAY IR-
MPH7} 7P o] ARSI 310 Yo7t BasE 1 AN
BE Z71He & 5 YU,

B AT vehd 7H £3 F2AEL g, AN
AA, €59 e[ ol FAFU webgols) w
o A7 92350 J1 BahA FukEoE H2o 4
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& A7 Beg Zog e
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TF3) F7kehe AT ol A 438 = HHe
2 AuEn, B A7 AF % 832 o 5E QAT
NARNA e g3Fo g A)Aslo] AN 159} 350 ZA
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= 2709 B 84%9) ofFo] I4E £&o] FUTHE
Perwien 59 A7¢} njsdt X8 Holx 9t} o)&
MPH-OROS ¢} 1Y 13] E-89) o] wigd oz A4z
Aok

obE Bahgo] vehd 4= dAle) 21%3EE F A Y ¢
9 zpolE Atk E3lA veRd E FAE-S 2883 &
o £E 9 90 [R-MPHY| 52483} nlSal P,

MPH-OROS &gl M2 RE9] UEEE 439 3t
t} 94%2] B527t MPH-OROS °FE x]8o] #¥kdo= gt
Z31901, 94.5 %) %27} MPH-OROS |87} 2R oA
52o] ggitkn $9&sit)l. R-MPHE B-831d oks
B9 73%= A Ag8r} oS Hsirky FH8IIT 62%
' 3 HEHr S0 v AAERth Bt R R
7} AZsh= MPH-OROSS 7F¢ & 3L 237k ¢
Sa3 A4, stuAg 9 AR R, NE 9 &
Aol A, BYPE AR oIyt o) o)A A7
Blwale] vlsdt Aick HFEo gEr} ol dig gE
7} o] Qlthe B1¥e) w2, MPH-OROSS 54 71
A3} Helgke ADHD Xzo)A Bk & 23 7HHE &
AL Zloz AZtdd,

[R-MPHE E&3}d o}s ®F+= MPH-OROSY &%
7F R37A A&HE RS 7P & Aoz A7 vy,
Ago oFE-g BE3) ol REE a3 A& AzkRT 7o)
FEANA, 9, BEF B35 AAS o F FPeE 47e
et ol 259 7Y £E& sk o, IR-MPH
2 Baa of5 RuE 7|EXNEAQ %E AEAIk
BuiEsiglths 22 ¢ 4 9lon, vhd IE2E g Bast
oRge] REE o)F A Xaje] ADHD F 374 7wt
S FHoz AZg Aojrt

" O

4 E

3 Aol okg ZAE § itkee) oFgelA] R-MPHel

zzA - g2

A MPH-OROSZ9] #AlE D523 A ol & I
t} Hgow oF B4 § ofpoME wEAYE AR
FHE 9¢ F AUtk MPH-OROS <& |8 dis ¥
B REEy 53] E9br). weld MPH-OROSE ADHD
o] {ge] 9ojq IR-MPHIHE &3H¥olo] QHxgh fo =
Ayzkgich

References

1) Goldman LS, Genel M, Bezman RJ, Slenetz PJ. Diagnosis
and treatment of attention deficit hyperactivity disorder in
children and adolescents. JAMA 1998;279:1100-1107.

2) 53R Lo ARk M. Agdstney, 4835199.

3) Barkley RA. Attention Deficit Hyperactivity Disorder. Psychiatr
Annals 1991;21:61-72.

4) Weiss G. Attention Deficit Hyperactivity Disorder. In: Child and
Adolescent Psychiatry. 2nd Ed. Ed by Lewis M, Baltimore,
Wiliams & Wilkins;1996. p.544-563.

5) &7kel, 44 2ol AF A A FHdeFel HE
AT A EHE 1980;23:85-91.

6) 253, A& sk AEgele] gl g A7 &
ol A d A A 98k 1994; 5(1) : 141~149.

7) Popper CW, Steingard RJ. Disorders usually first diagnosed in
infancy, childhood, or adolescence. Textbook of Psychiatry, ed by
Hales RE, Yudofsky SC, Talbott JA, Washington DC, American
Psychiatric Press;1994. p.729-832.

8) Amold LE, Jensen PS. Attention-deficit disorders, Compreh-
ensive textbook of psychiatry, 67ed, ed by Kaplan HI, Sadock
BJ, Baltimore, Williams & Wilkins;1995. p.2295-2310.

9) Kaplan HI, Sadock BJ. Attention-Deficit Disorders.: Treatment.
Synopsis of Psychiatry. 8"ed., Baltimore, Williams and Wilkins;
1998. p.1198.

10) Risenberg L, Lachman R, Molling P, Lockner A, Mizelle J,
Conners C. A psychopharmacologic experiment in a training
school for delinquent boys: methods, problems, and findings. Am
J Orthopsychiatry 1961;33:431-447.

11) Oettinger L Jr, Majovski LV. Methylphenidate: a review. South
Med J 1976;69(2) :161-163.

12) Greenhill L, Halperin J, Abikoff H. Stimulant medications. J
Am Acad Child Adolesc Psychiatry 1999;35:1304-1313.

13) Swanson JM, Kinsbourne M, Roberts W, Zucker K. A time-
response analysis of the effect of stimulant medication on the
learning ability of children referred for hyperactivity. Pediatrics
1978:61:21-29.

14) Solanto MV, Conners CK. A dose-response and time-action an-
alysis of autonomic and behavorial effects of methylphenidate in
attention deficit disorder with hyperactivity. Psychophysiology
1982;19:658-667.

15) Greenhill LL. Attention-deficit hyperactivity disorder: the sti-
mulants. Pediatr Psychopharmacol 1995:4:123-168.

— 283 —



ADHDOAM Methylphenidate—OROSS| &1}

16) MTA Cooperative Group. A 14-month randomized clinical trial
of treatment strategies for attention deficit hyperactivity disorder.
Arch Gen Psychiatry 1999;56:1073-1086.

17) Swanson J, Gupta S, Guinta D, Flynn D, Agler D, Lerner M,
Williams L, Shoulson I, Wigal S. Acute tolerance to methy-
Iphenidate in the treatment of attention deficit hyperactivity disor-
der in children. Clin Pharmacol Ther 1999;66:295-305..

18) Pelham WE, Sturges J, Hoza J, Schmidt C, Billsma JJ, Milich
R, Moore S. Sustained release and standard methylphenidate
effects on cognitive and social behavior in children with attention
deficit disorder. Pediatrics 1987;80:491-501.

19) Wigal T, Swanson JM, Regino R, Lerner M, Soliman I, Ste-
inhoff K, et al. Stimulant medications for the treatment of ADHD:
efficacy and limitations. Ment Retard Dev Disabil Res Rev 1999;
5:215-224.

20) Swanson J. Compliance with Stimulants for Attention Deficit/

Hyperactivity Disorder: Issues and Approaches for Improvement.

CNS Drugs 2003;17:117-131.

21) Greenhill LL, Abikoff HB, Amold LE, Cantwell DP, Conners
CK, Elliott G, et al. Medication treatment strategies in the MTA
Study: relevance to clinicians and researchers. J Am Acad Child
Adolesc Psychiatry 1996;35:1-10.

22) Swanson JM, Kraemer HC, Hinshaw SP, Amold LE, Conners
CK, Abikoff HB, et al. Clinical relevance of the primary find-
ings of the MTA: success rates based on severity of ADHD and
ODD symptoms at the end of treatment. J Am Acad Child Ad-
olesc Psychiatry 2001;40:168-179.

23) Greenhill LL, Swanson JM, Vitiello B, Davies M, Clevenger
W, Wu M, et al. Impairment and department responses to di-
fferent methylphenidate doses in children with ADHD: the MTA
titration: determining the best dose of methylphenidate under
controlled conditions: lessons from the MTA titration. J AmAcad
Child Adolesc Psychiatry 2001;40:180-186.

24) Swanson J, Gupta S, Lam A, Shoulson I, Lerner M, Modi N,
et al. Development of a new once-a-day formulation of methyl—
phenidate for the treatment of attention-deficithyperactivity dis-
order: Proof-of-concept and proof-of-product studies. Arch Gen
Psychiatry 2003;60:204-211.

25) American Psychiatric Association. Diagnostic and Statistical
Manual of Mental Disorders, Fourth Edition. Washington, DC:
American Psychiatric Association;1994. p.85-93.

26) Goyette CH, Conners CK, Ulrich RF. Normative data on re-

vised Conners Parent and Teacher Rating Scale. ] A bnormal
Psychol 1978:6:221-236.

) =4, 2EF AR &A%, AR R B Y 5
A& Conners HE°] ghatolgt 53 A, gt 2olys
dRalests] EA4Eteds]. AE, digtboldadg Aot
3];2000.

28) e8], 247, A9, A, AR =3 5 BFolR
Conners #-2 U FARE- H7} Hx o] A2 xe) efgxef o
g ofulA AT o adA Aol e} 2003;14(2) :183-196.

29) Williams L, Steinhoff K. Treatment Preference Comparison of
MPH-OROS Extended-release Tablets, MPH tid, and Placebo in
Children with ADHD. In: the 12th Annual Intemational CHADD
Conference on Attention Deficit/Hyperactivity Disorder;2000
November; Chicago, America.

30) Lewis M. Child and Adolescent Psychiatry. In A Comprehensive
Textbook 3rd Ed. Lippincot Williams & Wilkins;2002. p.656-657.

31) Faraone SV, Biederman J, Weber WB, Russell RL. Psychiatric,
Neuropsychological, and Psychosocial Features of DSM-IV Sub-
types of Attention-Deficit/Hyperactivity Disorder: Results From
a Clinically Referred Sample. J AmAcad Child Adolesc Psy-
chiatry 1998;37(2):185-193.

32) Spencer T, Biederman J, Wilens T, Harding M, O'Donnell D,
Griffin S. Pharmacotherapy of ADHD across the life cycle. J
Am Acad Child Adolesc Psychiatry 1996;35:409-432.

33) Swanson JM, McBumett K, Christian DL, Wigal T. Stimulant
medication and treatment of children with ADHD. In: Ollendick
TH, Prinz RJ, eds. Advances in Clinical Child Psychology. New
York: Plenum Press;1995. p.265-322.

34) Perwien A, Hall J, Swensen A, Swindle R. Stimulant treatment
patterns and compliance in children and adults with newly tre-
ated attention-deficithyperactivity disorder. J Manag Care Pharm
2004;10(2):122-129.

35) Corkum P, Tannock R, Moldofsky H. Sleep disturbances in
children with attention-deficithyperactivity disorder. ] Am Acad
Child Adolesc Psychiatry 199837 (6) :637-646.

36) Spencer T, Biederman J, Wilens T. Pharmacotherapy of at-
tention deficit hyperactivity disorder. Child Adolesc Psychiatr
Clin N Am 2000;9(1) :77-97.

37) Dosreis S, Zito JM, Safer DJ, Soeken KL, Mitchell JW Jr,
Ellwood LC. Parental perceptions and satisfaction with stimulant
medication for attention-deficit hyperactivity disorder. J Dev
Behav Pediatr 2003:Jun;24 (3) :155-162.

- 284 —



—— ABSTRACT

[=]

AN OBSERVATIONAL MULTI-CENTER STUDY FOR EVALUATION
OF EFFICACY, SAFETY AND PARENTAL SATISFACTION OF
METHYLPHENIDATE-OROS IN CHILDREN WITH ADHD

Bongseog Kim M.D., Eunjin Park M.D.
- Department of Psychiatry, Sanggyepaik Hospital, College of Medicine, Inje University, Seoul

~ Objectives - This study was performed to evaluate the efficacy and safety of MPH-OROS and parental satisfac-
tion for treatment of children with ADHD

Method : The 569 participants were clinically diagnosed for ADHD using DSM-IV criteria. We switched current
medication to MPH-OROS or introduced MPH-OROS for treatment of ADHD. We assessed the clinical global
impression severity of illness (CGI-S), the clinical global impression severity of improvement (CGI-I). And the
parents of participants measured the Korean version of Conners rating scale at baseline, the 1st week and the 3rd
" week after MPH-OROS trial. At the 3rd week, the parents measured the parent satisfaction questionnaire.

Results : 13 % of participants dropped out because of several causes including side effects. The change of CGI-
S was significantly decreased. Using CGI-I, the improvement was 72.3% at the 1st week and 87.4% at the 3rd
week. The total score of the Korean version of Conners parent rating scale was significantly decreased. The parti-

cipants complaining one or more of side effects were 119(20.7%), and the most common side effect was anorexia.

The 94% of parents replied that they were overall satisfied with MPH-OROS trial. Also the advantages of MPH-
OROS of parental report were the long duration of the drug, the improvement of schoolwork and attitude, the
improvement of home behavior and homework and the improvement of overactivity.

Conclusion : MPH-OROS is effective and well-tolerated in actual clinical use for ADHD.

KEY WORDS : ADHD - MPH-OROS - Efficacy + Safety ‘- Parental satisfaction.
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