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ABSTRACT

Attention-deficit/hyperactivity disorder (ADHD) in adults occurs at a prevalence rate that is higher than the preva-
lence of many major psychiatric disorders in adults. Thus, adult patients with ADHD often present with comorbid 
conditions, each of which alters the course of ADHD, overall treatment recommendations, and symptom response 
differently. Common ADHD comorbidities include major depressive disorder (MDD), bipolar disorder, and substance 
use disorders. Algorithms have been developed to aid clinicians in determining which presenting disorder to treat 
first, and additional studies have helped elucidate which pharmacologic and non-pharmacologic treatments best treat 
each comorbid disorder without worsening symptoms of another. 

In this Expert Panel PsychCastTM, David Goodman, MD, discusses the prevalence and diagnostic distinctions 
between ADHD in adults and depression, including both MDD and dysthymia; Roger McIntyre, MD, FRCPC, reviews 
the phenomenology, illness progression, and treatment options for patients with ADHD and comorbid bipolar disorder; 
and Oscar Bukstein, MD, MPH, reviews both background and practical considerations in understanding, evaluating, 
and treating adults with co-existing substance use disorders and ADHD.  
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Learning Objectives
At the completion of this activity, participants should be 

better able to:
•  Predict challenges to diagnosing and managing comor-

bidities in adults with ADHD
•  Assess current evidence relating to treatment efficacy 

for adults with ADHD and comorbid depression, bipolar 
disorder, and substance use disorder

•  Summarize the evidence related to ADHD and substance 
use disorder and how to minimize misuse and diversion 
when treating ADHD patients

Statement of Need and Purpose
Despite treatment, many adults with ADHD remain substan-

tially impaired in their daily functioning and a significant public 
health need exists to develop better treatment interventions 
with a special focus on promoting competence and functional 
improvement. ADHD is a lifelong neurodevelopmental disor-
der and one of the most common psychiatric disorders both 
in children and adults, but is consistently underrecognized. 
Since conditions which are often comorbid with ADHD are 
also common in the general population, the ability to properly 
recognize ADHD and its comorbidities is required for psychia-
trists and primary care physicians (PCPs) to effectively treat 
affected patients. As with children with ADHD, adults show 
functional impairments in multiple domains, often including 
poor educational performance, occupational problems, and 
relationship difficulties. The presence of comorbid conditions 
adds further debility across these different domains of func-
tioning. Management of multiple medical, mental health, and 
psychosocial problems over time will often be ineffective if 
ADHD is not adequately managed.
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The most effective management should be multi-
modal, with patients benefiting from caring professionals 
with special expertise in ADHD as well as the PCP. For 
patients with comorbidities, the PCP and mental health 
professional should be in close communication about 
treatment decisions; the mental health professional may 
be in the best position to recommend pharmacotherapy. 
The PCP has an important role in assuring preventive 
care and recognizing and treating acute and chronic 
comorbidities or medical illnesses as they develop over 
time. Adults’ differing patterns of comorbidity and symp-
tom heterogeneity pose new conceptual, diagnostic, and 
treatment challenges. Education is needed to increase 
the detection and treatment of comorbid adult ADHD 
(and its reverse comorbidity) to determine whether effec-
tive treatment would reduce the onset, persistence, and 
severity of disorders that co-occur with adult ADHD.

 
Target Audience

This activity is designed to meet the educational needs of 
primary care physicians and psychiatrists.

Accreditation Statement
This activity has been planned and implemented in 

accordance with the Essential Areas and policies of the 
Accreditation Council for Continuing Medical Education 

(ACCME) through the joint sponsorship of the Mount 
Sinai School of Medicine and MBL Communications, 
Inc. The Mount Sinai School of Medicine is accred-
ited by the ACCME to provide continuing medical 
education for physicians.  

Credit Designation
The Mount Sinai School of Medicine designates this edu-

cational activity for a maximum of 1 AMA PRA Category 1 
CreditTM. Physicians should only claim credit commensurate 
with the extent of their participation in the activity.

To Receive Credit for this Activity
Listen to this Expert Panel PsychCastTM, reflect on the 

information presented, and complete the CME posttest and 
evaluation. To obtain credit, you should score 70% or better. 
Early submission of this posttest is encouraged. Please sub-
mit this posttest by August 1, 2011 to be eligible for credit.
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ADULT ADHD AND COMORBID DEPRESSIVE 
DISORDERS: DIAGNOSTIC CHALLENGES  
AND TREATMENT OPTIONS

By David Goodman, MD

SLIDE 2
Diagnostic Distinctions: MDD vs. Adult ADHD

MDD Adult ADHD

Primarily a disturbance in 
mood

Primarily a disturbance in 
cognition

Sad mood/reduced motiva-
tion/negative thoughts/apa-
thy/hopelessness/change in 
sleep and appetite

Inattention/distractibility/impul-
sivity/hyperactivity/making 
careless mistakes/forgetful-
ness/poor follow through/easily 
frustrated/interrupting behavior

Episodic Chronic, pervasive, and impairing

First occurrence typically 
presents in teens

First symptoms typically pres-
ents in childhood

Mood disorders family history Family history for ADHD

Both disorders may occur concurrently 
 
MDD=major depressive disorder; vs.=versus; ADHD=attention-defi-
cit/hyperactivity disorder.

SLIDE 1
Comorbidity Rates of Major Depressive Disorder/Dysthmia 
and Adult ADHD1

Primary Diagnostic Group

ADHD=attention-deficit/hyperactivity disorder.

ADHD
18.6%

ADHD
12.8%

Major
Depression

9.4%
Dysthymia

22.6%

Major Depression Dysthymia ADHD in Adults

SLIDE 3
Diagnostic Prioritization for Pharmacotherapy2 

 

Alcohol and substance abuse

Mood disorders 

• Bipolar disorder and major depressive disorder

Anxiety disorders 

•  Obsessive-compulsive disorder, general anxiety 
disorder, and panic

Attention-deficit/hyperactivity disorder

Treatment order also considers severity of the concurrent disorders.

  O
rder of Treatm

ent

SLIDE 4
CYP Inhibitory Effects of ADHD Medications2

CYP Isoenzymes

Medication 1A2 2C9 2C19 2D6 3A4

Amphetamine 0 0 0 0 0

Amphetamine 0 0 0 0 0

Atomoxetine 0 0 0 0* 0

Bupropion ? ? ? +++ ?

Desipramine 0 0 0 0 0

* In vivo. 
CYP=cytochrome P450; ADHD=attention-deficit/hyperactivity disorder.  

SLIDE 5
Adherence Rates of ADHD Medications3

ADHD=attention-deficit/hyperactivity disorder; OROS MPH=OROS 
methylphenidate; MPH LA=methylphenidate hydrochloride extended 
release; MAS XR=mixed amphetamine salts extended release.
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SUBSTANCE USE DISORDERS AND ADHD

By Oscar Bukstein, MD, MPH

SLIDE 1
SUD in ADHD: Clinical Considerations

Is s/he a current drug abuser or past substance user?

• Established period of abstinence

• Ongoing substance abuse treatment

Is there a history of stimulant or amphetamine abuse?

• Reasons for past use: to get work done or to “get high”

SUD=substance use disorder; ADHD=attention-deficit/hyperac-
tivity disorder.

SLIDE 2
SUD in ADHD: Clinical Recommendations

Stimulant use in substance-abusing patients is complex.

• Is the patient reliable?

•  Are there family members or close nonsubstance-abusing 
friends involved in the treatment plan?

•  Has patient/family been adequately informed of potential risks 
involved in using stimulants?

Have other options been tried?

• Atomoxetine, bupropion, desipramine, or modafinil

SUD=substance use disorder; ADHD=attention-deficit/hyperac-
tivity disorder.

SLIDE 4
Red Flags for Diversion or Misuse

• Emergencies

• Continued substance abuse evidence

• Demands for immediate-release compounds

• Repeated discordant pill count

• Lost prescriptions

• Continuously escalating doses

• Symptoms of psychosis (bipolar)

• Infrequent user

SLIDE 3
Safety Concerns Regarding Misuse and Diversion of Stimulants

• Clinician oversight

• Overdose potential

• Use with other stimulants

• Interaction with other non-stimulant drugs

• Users unaware of contraindications and precautions

• Cardiovascular risk due to lack of screening

SLIDE 5
Precautions When Using Medications With Abuse Potential in 
Substance Abusers With ADHD

• Limit and keep track of pills

• Obtain urine toxicology screens regularly

• Frequent patient visits

• Use of long-acting preparations

•  Emphasis to patient to take medications regularly on an as 
needed basis

•  Discussion with patient regarding safe storage and not advertis-
ing medications

 
ADHD=attention-deficit/hyperactivity disorder. 



6

CME PSYCHCASTTM

CME QUESTIONS 
1.  What is the approximate prevalence rate of adult atten-

tion-deficit/hyperactivity disorder (ADHD) in patients 
with acute major depressive disorder (MDD)?

A.  1 in 3
B. 1 in 5
C.  1 in 10
D. 1 in 20
 

 
2.  What factor will not aid in distinguishing MDD and ADHD?

A.  Clinical interview for presenting mood and cognitive 
symptoms

B.  Family history for depressive disorders or academic 
struggles

C.  Age symptoms first occurred
D.  Previous diagnosis of the disorder
E.  Cognitive improvement in response to stimulant treatment

 
 
 
3.  In the treatment with medications for ADHD in patients 

with comorbid substance use disorder (SUD), which of 
the following is true:

A.  ADHD symptoms are improved
B.  SUD behaviors are improved
C.  Both ADHD and SUD are improved
D.  Side effects were too great to justify treatment

 
 
4.  The Texas Treatment Algorithm has been established for 

the treatment of ADHD and comorbid psychiatric disorder 
in children, adolescents and adults.

A.  True
    B. False 

5.  Psychostimulants increase risk of medication switch 
based on randomized controlled trials with placebo.

A.  True
B. False

 
6.  Regarding the prevalence of ADHD in populations of per-

sons with SUD, which of the following is true:

   A.  Comorbidity is present in <10% of patients 

   B.  Comorbidity is present in >70% of patients

   C.   Comorbidity is present in ~33% of adult patients 

   D.   Comorbidity is more common in community populations 
than in clinical populations 

 

7.  Which of the following options are not recommended pre-
cautions when using medications with abuse potential in 
substance abusers with ADHD:

   A. Limit and keep track of pills 
   B. Obtain urine toxicology screens regularly 
   C. Frequent patient visits 
   D. Use of short-acting preparations  

 
8.  ADHD is common in bipolar disorder but does not affect 

course of bipolar disorder illness. 
             A. True
   B.  False 
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