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Attention-deficit hyperactivity disorder is considered to be the most common neu-
robehavioral disorder among school-aged children. Children who have ADHD
exhibit symptoms of inattention, hyperactivity, and impulsivity that are extreme for
their age. These symptoms adversely affect academic performance, vocational
success, and social-emotional development. The disorder is usually treated with
stimulant medications, but on occasion antidepressants and certain antihyperten-
sive agents are used. Dentists caring for individuals with ADHD must be familiar
with the manifestations of the disease and its associated features so they can gar-
ner the maximum level of cooperation from the patient. They must also be familiar
with the drugs used to treat the disorder because many of these pharmaceuticals
cause adverse orofacial and systemic reactions and may interact with dental ther-

apeutic agents.

ttention-deficit hyperactiv-

ity disorder is a lifelong be-

havioral illness that often

becomes apparent before

age 7. Classified innumer-

able ways (mental illness,

neurodevelopment disorder, neuropsy-

chological disorder, behavioral illness),

ADHD is characterized by a persistent

pattern of inattention and/or hyperac-

tivity and impulsivity that impairs

school and occupational activities and
social interactions.!

Inattention is evident in preschool-

ers with ADHD when they appear to
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be daydreaming and when they seem
not to listen or hear what was just
said. As they get older and enter
school, class work is done carelessly,
and homework is performed without
considered thought. Homework may
also go uncompleted because of their
inability to persist with the task and
their easy distractibility by such things
as a car honking outside or students
talking in the next room. As teenagers
and young adults, they avoid tasks re-
quiring sustained mental effort and or-
ganizational skills and are often forget-
ful (e.g., missing appointments). In so-
cial situations, inattention is expressed
as they appear distracted during con-
versations or do not follow the rules of
games and activities.

Hyperactivity is evident in
preschoolers when they appear to run
continually back and forth, jump or
climb on furniture, and have difficulty
participating in sedentary group activi-
ties such as listening to a story. As
they get older and enter school, they
have difficulty remaining seated, fid-
get with objects, tap their hands, and
shake their feet or legs excessively.
They also often get up from the table
when doing homework, walk around,
and talk excessively. As teenagers and
young adults, they have difficulty en-
gaging in quiet activities and com-
plain of feeling restless.

Impulsivity manifests in young chil-
dren as impatience and difficulty in
waiting their turn. In school, children
with ADHD blurt out answers before
questions have been completed, fre-
quently interrupt their classmates, and
fail to listen to directions. As teenagers
and young adults they interrupt others
excessively, grab objects from others,
and engage in potentially dangerous ac-
tivities without consideration of possi-
ble consequences (e.g., repeatedly climb
to precarious positions or ride a skate-
board over extremely rough terrain).
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In addition to the behavioral prob-
lems encountered at school, these
children also often have learning dis-
abilities in reading, spelling, and
math.2 Some also have problems ver-
bally expressing themselves and un-
derstanding what others have said.
This deficit often results in their hav-
ing a low scholastic average, being
held back in school, and graduating
from high school at a rate (68 per-

They are only
aware that their
teachers and/or

classmates are
always yelling
at them and ascribe
it To meanness,
not realizing that
what they do elicits
the yelling.

cent) far below the national average
(95 percent).® Speech problems, re-
duced stamina and strength in physi-
cal fitness tests, motor incoordina-
tion, and a predisposition for acci-
dental injury are also more prevalent
in these children than in those with-
out the disorder. Academic failures
and skill deficits often lead to demor-
alization and poor self-esteem.*®
Symptoms of ADHD are usually ex-
acerbated by stress, by unstructured sit-
uations, by group situations, and by
demands for complex performance.
Many children with ADHD are not
cognizant of their deficits and have lit-
tle insight; they are only aware that
their teachers and/or classmates are al-

ways yelling at them and ascribe it to
meanness, not realizing that what they
do elicits the yelling. Similarly, family
relationships suffer because others be-
lieve that the behaviors associated with
ADHD are deliberate or merely signs of
laziness.®”

The diagnosis of ADHD is based on
a behavioral history obtained from
parents/caretakers and teachers, and
medical, psychological, and educa-
tional tests.® To assist parents and
other responsible parties in identify-
ing the aforementioned symptoms,
they are often asked to fill out symp-
tom check lists or standardized rating
scales, such as the Achenbach Child
Behavior Check List.® The clinician
then weighs the reliability and validi-
ty of the historians, elicits informa-
tion about modifying circumstances,
explores alternative explanations for
the presence of the symptoms (i.e.,
bipolar disorder, learning disabilities,
anxiety, Gilles de la Tourette’s syn-
drome), and then arrives at the diag-
nosis. There are no specific medical or
laboratory tests available to confirm
the diagnosis.1°

Epidemiology

The prevalence of ADHD is estimat-
ed to be between 3 percent and 5 per-
cent in school-aged children, with boys
outnumbering girls by a 3:1 ratio.1%?
Most children (60 percent) exhibit
symptoms of both inattention and hy-
peractivity-impulsivity. However, in ap-
proximately 25 percent of individuals,
inattention is the predominant symp-
tom; and it is often accompanied by re-
duced speed in cognitive processing
and responding.'®* In the remaining
15 percent of individuals, hyperactivity
and impulsivity are the predominant
symptoms; and they are accompanied
on occasion (usually in middle school
or high school) by abuse of alcohol and
illicit substances.'®



Associated Disorders and Risk
Factors

A substantial portion (greater than
40 percent) of children with the com-
bined form of ADHD and the type
whose predominate symptom is hyper-
activity-impulsivity also suffer from
oppositional defiant disorder. ODD is
characterized by a recurrent pattern of
negativistic (resentful), defiant (argues
with adults), disobedient (refuses to
comply with adults’ requests), and hos-
tile (spiteful and vindictive) behavior
toward authority figures. Large num-
bers (25 percent) of children with the
combined form of ADHD and the type
whose predominant symptom is hyper-
activity-impulsive also suffer from con-
duct disorder. CD manifests as a repeti-
tive and persistent pattern of behavior
in which the basic rights of others or
major societal rules are violated (e.g.,
aggression to people and animals, and
destruction or theft of property).
ADHD and CD may also interact to af-
ford a higher risk for substance abuse
than either disorder alone.'® Boys are
twice as likely as girls to suffer either
ODD or CD.' The behaviors seen in
both of these accompanying disorders
probably arise because ADHD impairs
the ability of these individuals to self-
regulate mood states like anger and
hostility. Approximately 18 percent of
individuals with ADHD also develop
depression (seen more commonly in
the combined and inattentive types),
25 percent have an anxiety disorder
(seen mainly in the inattentive type),
and 30 percent have a learning disor-
der (also most common in the inatten-
tive type).t®

Genetics and Etiology

The exact cause of ADHD remains
unknown, although most hypotheses
focus on abnormal brain function of
genetic origin.'® The monozygotic
(identical) twin of a child with ADHD

(with essentially identical genes) has a
greater than 90 percent chance of hav-
ing the disorder. The dizygotic (frater-
nal) twin of a child with ADHD (who
shares half of the genes) has a 33 per-
cent chance of developing ADHD.?°
Siblings and first-degree relatives of
children with ADHD are five times
more likely to suffer the disorder then
are nonrelatives.

Many of the
mechanisms believed
responsible for
the symptoms
of ADHD have
recently been
identified by brain
imaging studies
and responses fo
medication.

The fathers of children with ADHD
have high rates of alcoholism, antiso-
cial personalities, mood disorders, and
anxiety disorders, and they likely suf-
fered as children from ADHD, ODD, or
CD.?! In fact, approximately one-third
of these men still suffer from ADHD,
with the most prominent symptoms
being restlessness, distractibility, and
impulsivity. The mothers of children
with ADHD often exhibit Briquet’s
syndrome, which is characterized by
alcoholism and multiple somatic com-
plaints seemingly related to anxiety or
other psychological factors. Other anx-
iety disorders and depression are also
rife within these families.

Many of the mechanisms believed
responsible for the symptoms of
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ADHD have recently been identified by
brain imaging studies and responses to
medication. Anatomic brain imaging
studies have shown that most young-
sters with the disorder have smaller
total cerebral volumes and specific sig-
nificant reductions in both gray and
white matter in the frontal lobes.??
Functional brain imaging studies also
demonstrate that these children exhib-
it reduced global activation and re-
duced local activation of the basal gan-
glia and anterior frontal lobe.?3:24
These areas of the brain are involved
with executive functions, such as im-
pulse control (self-regulation), organi-
zation and planning, sustained goal di-
rected activities, and socially respon-
sive behavior.?®> The administration of
stimulant medications activates these
areas.?® An imbalance of the neuro-
transmitters dopamine and norepi-
nephrine in the prefrontal cortex of
the brain is also believed by some to be
responsible for such symptoms as inat-
tention, lack of alertness, and impaired
planning and working memory.?” The
administration of stimulants and cer-
tain tricyclic antidepressants appears to
increase the activities of these neuro-
transmitters in the brain, thereby ame-
liorating these symptoms.28:2°

Medical Management

Management of ADHD almost
always includes pharmacotherapy
and may also include behavior thera-
py.39:31  Stimulant medications
(methylphenidate, amphetamine and
dextroamphetamine®) are most com-
monly used (75 percent) to treat
ADHD in children.32 In fact, it is esti-
mated that 3 million children (in-
cluding 1.2 percent of the preschool
population) and adolescents in the
United States take these medications
daily.33:34

Stimulant medications increase the
active concentrations of dopamine
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and norepinephrine in the brain stem,
midbrain, and frontal cortex, thereby
increasing the child’s attention span
and concentration ability and reduc-
ing hyperactivity and impulsivity.35-38
These medications also improve acade-
mic performance (short-term memory,
reaction time, math computation,
problem-solving, task persistence,
handwriting), fine motor speed, coor-
dination, parent-child interactions, so-
cial and classroom behaviors, aggres-
sion, oppositionality, mood, and peer
relations.®40 In addition, children
with ADHD who are treated with stim-
ulants are less likely to abuse sub-

These medications
are particdlarly
e‘ﬁfec’rive in
relieving inattention
and hyperactivity
but may not address
impulsivity.

stances (tobacco, other stimulants,
glue inhalants, opioids) and alcohol
than are peers who have the disorder
but remain unmedicated.*>*? Some re-
searchers have also postulated that
stimulant control of the core ADHD
symptoms permits behavioral and
psychological treatments to address
more effectively the learning prob-
lems, reduced social skills, and low
self-esteem that are refractory to med-
ication. Stimulant medications are ef-
fective in 75 percent to 95 percent of
patients and often lead to improve-
ments that permit normal behavior.*®
Side effects are usually mild and con-
sist of slight elevations in diastolic
and systolic blood pressure and pulse
rate, anorexia and weight loss, sleep
disturbances, and transient motor tics.

Antidepressants are prescribed for
children with ADHD who respond
poorly to stimulants, experience unac-
ceptable side effects, or have severe
concomitant disorders such as depres-
sion, anxiety, or a tic disorder.** The
tricyclic antidepressants have proved
most effective, specifically those TCAs
(e.g., desipramine and imipramine)
that increase concentrations of norepi-
nephrine in the synaptic cleft. These
medications are particularly effective in
relieving inattention and hyperactivity
but may not address impulsivity. Use of
TCAs (especially imipramine) is associ-
ated with significant anticholinergic ef-
fects (e.g., dry mouth and constipation)
and postural hypotension. The atypical
antidepressant bupropion is also used
to treat ADHD and is also especially ef-
fective in relieving inattention and hy-
peractivity but not impulsivity.
Bupropion’s therapeutic effect derives
from its ability to increase the concen-
trations of norepinephrine and
dopamine in the synaptic cleft.*> The
principal dose-dependent toxic effect of
bupropion is stimulation, which may
lead to anxiety, agitation, and seizures.
Other side effects from bupropion ther-
apy include fatigue, dry mouth, insom-
nia, headache, nausea, vomiting, con-
stipation, and skin rash.

When either a TCA or bupropion is
prescribed for ADHD, it is often accom-
panied by clonidine or guanfacine —
centrally acting a,-adrenergic agonists
used to control hypertension — which
are specifically effective in controlling
impulsivity and aggressivity.*64” These
agents may be effective in ADHD be-
cause they alter the activity of norepi-
nephrine in the locus ceruleus.*®
Systemic side effects include sedation,
depression, and possibly hypotension.

Atomoxetine, an antidepressant
medication that selectively raises the
concentration of norepinephrine in
the synaptic cleft, was approved in



Table 1

Drugs Commonly Used to Treat ADHD and Their Adverse Systemic Side Effects and Interactions
With Dental Therapeutics

Drug (trade name)

Amphetamine and
dextroamphetamine

(Adderall)

Atomoxetine
(Strattera)

Bupropion
(Wellbutrin, Zyban)

Clonidine
(Catapres)

Desipramine
(Norpramin)

Dextroamphetamine
(Dexedrine)

Guanfacine
(Tenex)

Imipramine
(Tofranil)

Methylphenidate

(Ritalin, Concerta, Methylin,

Metadate)

Other common usage

Narcolepsy

None

Antidepressant,
smoking cessation

Antihypertensive

Antidepressant

Narcolepsy

Antihypertensive

Antidepressant

Central nervous system
stimulant

Side effects and interactions

Do not use or prescribe meperidine; danger of hypotension

and respiratory collapse.

Use vasoconstrictors with caution, in low doses and with careful aspiration.
May potentiate central nervous system stimulation caused by large doses
of propoxyphene.

Anorexia and reduced weight gain in children.

Potentiates arrhythmogenic effects of tricyclic antidepressants.

Use associated with elevated blood pressure and pulse.
Avoid levonordefrin; use epinephrine with caution,

in low doses, and with careful aspiration.

Propoxyphene increases the stimulant effect of atomoxetine.

May cause central nervous system stimulation, including agitation, anxiety,
and seizures.

Increased seizure activity when concurrently administered with tricyclic
antidepressants.

Increases sedation of other central nervous system depressants.
May cause cardiac arrhythmias and orthostatic hypotension.

Avoid levonordefrin; use epinephrine with caution, in low doses, and
with careful aspiration.

Increases sedation of other central nervous system depressants.
May cause orthostatic hypotension.

Causes antimuscarinic effects.

Do not prescribe meperidine; danger of hypotension and respiratory collapse.
Use vasoconstrictors with caution, in low doses, and with careful aspiration.
May potentiate central nervous system stimulation caused by large doses

of propoxyphene.

Anorexia and reduced weight gain in children.

Potentiates arrhythmogenic effects of tricyclic antidepressants.

Increases sedation of other central nervous system depressants.
May cause orthostatic hypotension.

Avoid levonordefrin; use epinephrine with caution, in low doses, and
with careful aspiration.

Increases sedation of other central nervous system depressants.
May cause cardiac arrhythmias and orthostatic hypotension.
Causes antimuscarinic effects.

May rarely cause thrombocytopenia, leukopenia, and anemia.

Use vasoconstrictors with caution, in low doses, and with careful aspiration.
Anorexia and reduced weight gain in children.

Potentiates arrhythmogenic effects of tricyclic antidepressants.
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November 2002 by the United States
Food and Drug Administration for the
treatment of ADHD in children. It ap-
pears to improve all three of the core
symptoms of ADHD, namely inatten-
tion, hyperactivity, and impulsivity.
Its use is associated with an increase in
blood pressure and pulse, decreased
appetite, weight loss, tiredness, fa-
tigue, and sleep disturbance.*%5°

Behavior therapy involves provid-
ing rewards (positive reinforcement)
for demonstrating desired behaviors
(e.g., improving relationships with
parents and siblings, improving vol-
ume of completed school work) or
consequences (negative reinforce-
ment) for failure to meet the goals.
Repetitive application of the rewards
and consequences has been shown by
a few investigators to promote positive
behavior of children with ADHD.5! To
maximize the effectivness of behavior
therapy, it is often combined with
parental training and family therapy.
Parents are taught how to give the
child clear instructions, to positively
reinforce good behavior, to ignore
some behaviors, and to use punish-
ment (such as “time-outs”) effectively.
Family therapy involves teaching the
family how to negotiate and solve as a
cohesive unit the problems of raising
and managing the child.

Specialized education techniques
are often required to assist children
with ADHD, because more than one-
third of them have a co-occurring
learning disorder. These techniques in-
clude increased structure, predictable
routine, learning aids, resource room
time, and homework checked by par-
ents and teachers.>?

The parents of children with ADHD
often (60 percent) turn to “comple-
mentary” (used in addition to tradi-
tional therapy) or “alternative” (used
as a replacement for traditional thera-
py) medicine because they perceive it
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Table 2

Adverse Orofacial Reactions to Drugs Used to Treat ADHD

Drug
(trade name)

Amphetamine and yes no
dextroamphetamine

(Adderall)

Atomoxetine yes no
(Strattera)

Bupropion yes no
(Wellbutrin, Zyban)

Clonidine yes no
(Catapres)

Desipramine yes no
(Norpramin)

Dextroamphetamine yes no
(Dexedrine)

Guanfacine yes no
(Tenex)

Imipramine yes no
(Tofranil)

Methylphenidate yes no

(Ritalin, Concerta,
Methylin, Metadate)

to be more “natural” and free of the
stigma associated with stimulants and
antidepressants. Practitioners of these
arts often recommend additive-free
diets and low- or no-sugar diets (e.g.,
Kaiser-Permanente diet, Feingold
diet). They also recommend supple-
menting the diet with chamomile,
kava kava, and valerian for their
sedative effects, or gingko biloba and
ginseng to improve learning, memo-
ry, and cognition. Megavitamin ther-
apy (specifically iron, pyridoxine,
zinc, and magnesium), guided im-
agery, biofeedback, and massage are
also used by these complementary/al-
ternative medicine practitioners to
treat the disorder. These interven-
tions are not supported by evidence-
based studies.>3-%°

Xerostomia Sialorrhea Dysphagia Sialadenitis

Dysgeusia  Stomatitis
no no yes no
no no no no
no no yes yes
yes yes no no
no yes yes no
no no yes no
no no yes no
no yes yes yes
no no no no

Orofacial Findings and Dental
Management Implications

Minor physical anomalies of the
orofacial region are the most frequently
reported biological abnormality in
ADHD. These anomalies are termed
“minor” because they rarely present a
cosmetic concern. Prevalence rates
have not been determined, but hyper-
telorism (wide spacing of the eyes),
highly arched palate and low-set ears
are most commonly reported.5®

Orofacial injury is also common be-
cause children with the disorder are
constantly running and climbing, and
occasionally falling.5” However, injuries
to children with ADHD are not always
accidental. A hyperactive child is five to
seven times more likely to suffer physi-
cal abuse from a parent than is a child



Gingivitis  Glossitis Tongue  Discolored
edema tongue
no no no no
no no no no
yes yes no no
no no no no
no no yes yes
no no no no
no no no no
no no yes yes
no no no no

in the general population.586 A good
history obtained from the parent/care-
taker and a separate informal one ob-
tained from the child is vital for the
correct diagnosis.

Provision of comprehensive den-
tal care to children under treatment
for ADHD usually requires only mini-
mal modification because their be-
havior in the dental office often does
not differ significantly from peers free
of the disease. The standard “tell-
show-do” technique is very effective
for young children with ADHD. The
technique instills trust, focuses the
child’s attention on the procedures,
and stimulates cooperative behav-
ior.54 Dental appointments should be
scheduled in the morning, when
these children are least fatigued, most

Bruxism Miscellaneous

yes Loss of smell and
taste acuity

no Angioneurotic edema,
vomiting, ear infection,
sinusitis, sinus headache

yes Toothache, oral edema,
dysphagia

no Parotid gland swelling
and pain

no Facial edema

yes Loss of smell and taste
acuity

no Rhinitis, tinnitus

no Facial edema

no Erythema multiforme

attentive, and best able to remain
seated in the dental chair. Morning
appointments are also appropriate be-
cause most medication regimens are
designed for the maximum drug ef-
fect (enhanced cognition and behav-
ior) to occur during the early part of
the school day.

Compliance with an age-appropriate
home care regimen is difficult for some
of these children.®® Understanding and
adherence are enhanced when colorful
or highly stimulating educational mate-
rials are employed, and instructions are
simplified and repeated numerous times
during the dental treatment visit.56
Emphasis should be placed upon the
brushing of teeth rather than the
specifics of a brushing technique.®’
Compliance may be enhanced by hav-

ing the parents reward (small amounts
of money) the child each time he or she
initiates and completes a tooth brush-
ing episode.®8

Many of the medications used to
treat ADHD have adverse orofacial
side effects (Table 1).5°70 The stimu-
lants methylphenidate, ampheta-
mine, and dextroamphetamine may
cause xerostomia; and use of the lat-
ter two medications is also associated,
on occasion, with loss of smell and
taste acuity. The antidepressants de-
sipramine, imipramine, and bupropi-
on may cause xerostomia and dysgeu-
sia (altered taste sensation). The a,-
adrenergic agonists clonidine and
guanfacine may cause xerostomia,
with the former medication also
being occasionally implicated in
parotid gland swelling and pain.
Atomoxetine has also been shown to
cause xerostomia and sinusitis.

The medications used to treat
ADHD also cause adverse interactions
with drugs used in dentistry (Table
2).71-74 As previously mentioned,
methylphenidate, amphetamine, and
dextroamphetamine are associated
with elevations in systolic and dias-
tolic blood pressure and a more rapid
heart rate. Prudent care necessitates
taking and recording the patient’s
preoperative vital signs and intraop-
erative values as deemed clinically
necessary. Obtaining profound local
anesthesia, and thus limiting pain
and the endogenous production of
catecholamines that might interact
with these agents, is mandatory.
Moreover, an aspirating syringe must
be used to avoid intravascular injec-
tion and the possibility of summation
of drug effects with the pressor agents
(epinephrine, levonordefrin) used in
local anesthesia. It is also prudent to
administer no more than 1 pg/kg of
epinephrine up to a maximum of 40
Mg (as is found in two cartridges of 2
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percent lidocaine with 1:100,000 epi-
nephrine) initially. If vital signs re-
main stable, additional anesthetic
may be administered. The stimulants
amphetamine and dextroampheta-
mine adversely interact with meperi-
dine and may cause hypotension and
respiratory collapse. These same two
stimulants may likewise interact with
large doses of propoxyphene, produc-
ing excessive central nervous system
stimulation and seizure activity.

The TCAs desipramine and
imipramine block the uptake of
adrenergic vasoconstrictors (i.e., lev-
onordefrin and epinephrine) com-
pounded with many local anesthetic
agents. They also block muscarinic
and a,-adrenergic receptors, actions
that can, respectively, increase the
heart rate and relax the peripheral
vasculature. Although no adverse re-
ports have been published for chil-
dren, prudence dictates that patients
receiving either of these two TCAs
should not be administered a local
anesthetic agent containing lev-
onordefrin because cardiac arrhyth-
mias and a dramatic increase in sys-
tolic blood pressure may follow, espe-
cially after an accidental intravascular
injection. Epinephrine more modest-
ly interacts with TCAs so that it can
be used in reduced doses (e.g., one-
half cartridge of 1:100,000 epineph-
rine per 10 kg body weight per half
hour up to an adult maximum of
three cartridges per half hour) and
with careful aspiration to avoid in-
travascular administration.”> Because
atomoxetine also blocks the reuptake
of norepinephrine, this same restric-
tion on vasoconstrictors used for the
TCAs should be followed for it until
more is known about the drug’s po-
tential for this interaction.

Patients receiving TCAs should
not be prescribed Zyban, the brand
name of bupropion promoted for
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smoking cessation, because in tan-
dem these medications decrease the
seizure threshold. Counseling and
other nonpharmacologic approaches
are best instituted in these highly vul-
nerable patients, who smoke ciga-
rettes at a rate twice that of individu-
als free of ADHD.””

Other adverse drug interactions
between TCAs and medications used
in dentistry may also produce signifi-
cant morbid reactions. Sedative-hyp-
notics, antianxiety drugs, and opi-
oids may have their depressant ef-
fects potentiated by TCAs, and respi-
ratory depression may ensue. The ad-
ministration of drugs with anti-
cholinergic properties, such as at-
ropine or scopolamine, can cause an
increase in intraocular pressure and
worsen occult or known narrow-
angle glaucoma. Lastly, care should
be observed when prescribing aceta-
minophen because of its ability to in-
crease TCA concentrations.”®

Patients receiving a centrally acting
antihypertensive agent (clonidine or
guanfacine) should have their preoper-
ative vital signs obtained and recorded
because of the propensity of these
agents to cause hypotension. Opioids
should be avoided or prescribed in re-
duced dosage because they may inter-
act with these agents and potentiate
their sedative and hypotensive effects.

Final Comment

Dentists caring for patients with
ADHD must exhibit compassion. They
must not misconstrue inattention,
motor restlessness, and an inability to
complete home care tasks with simple
noncompliance but rather as a compo-
nent of a disease requiring special tech-
niques to manage. In consultation
with the physician or psychologist
treating the patient’s ADHD, the full
range of dental procedures can be pro-
vided to these individuals.

Notes / a. Pemoline, another stimulant, is rarely
used, as it is less effective than alternative drugs
and has caused fatal hepatic failure.
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