[image: ][image: ]
SOUTH AFRICAN NATIONAL DEPARTMENT OF HEALTH
NEMLC SUMMARY REPORT ON UPDATES MADE TO THE
Paediatric Hospital Level
CHILD AND ADOLESCENT PSYCHIATRY

Document Version
	Report Version 
	Date
	Detail

	V1.0
	04/06/2026
	NEMLC ratified for external comment



Specific guidance products (Tick relevant and specify chapter number)
	No
	Guidance Product
	Tick
	Number

	1.
	Primary Health Care Level STGs
	n/a
	

	2.
	Adult Hospital Level STGs 
	n/a
	

	3.
	Paediatric Hospital Level STGs – Child and Adolescent Psychiatry
	P
	14

	4.
	Tertiary and Quaternary EML
	n/a
	



Medicine Amendments
Medicine amendment recommendations, with supporting evidence and rationale are listed below. If appropriate can include non-medicine amendments (for example if item has a large impact on how medicine is accessed) and stipulated reference price. Kindly review the medicine amendments in the context of the respective standard treatment guideline (STG). 
	STG/SECTION
	GUIDANCE PRODUCTS 
(Tick relevant)
	MEDICINE / MANAGEMENT
	ADDED / DELETED / AMENDED
	TI* CONSIDERATIONS (if applicable)  

	
	PHC STGs & EML
	AH STG & EML
	PaedH STG & EML
	TQ EML
	
	
	

	Report Version v1.0

	
	
	
	
	
	
	
	

	14.3 Attention Deficit Hyperactivity Disorder (ADHD)
	
	
	P
	
	Methylphenidate oral – modified release
	ADDED
	n/a


*Therapeutic Interchange

Report V1.0

STANDARD TREATMENT GUIDELINE:
PAEDIATRIC HOSPITAL LEVEL; CHAPTER 14 CHILD AND ADOLESCENT PSYCHIATRY

SECTION – Specific number for relevant guidance product/s:
14: COMMON MEDICATIONS USED IN PSYCHIATRY AND THEIR SIDE EFFECTS
Selective serotonin re-uptake inhibitors (SSRIs) (e.g. fluoxetine)
Additional precautions updated to include other serotinergic agents.


The text was updated as follows:
	Special precautions/investigations/monitoring
· Adverse events may be dose related; reduce where indicated.
· Monitor for:
· suicidal ideation/agitation,
· ‘manic switch’ (SSRIs may precipitate mania), and
· serotonin syndrome symptoms (high dosages of SSRIs or the simultaneous use of two SSRIs in cross tapering, or other serotonergic agents such as ondansetron, tramadol and linezolid).



14.3 ATTENTION DEFICIT HYPERACTIVITY DISORDER (ADHD)
Methylphenidate modified release tablets – Added
Historically methylphenidate long-acting or modified-release formulations were not included on the Essential Medicines List (EML), with the recommendation that they would only be considered if the pricing was similar to immediate-acting methylphenidate (thus always advertised on tender with a reference price of within 15%).

With the new HP09-2026SD tender[footnoteRef:1], methylphenidate modified-release formulation has met the reference price and is now considered EML.   [1:  https://www.health.gov.za/wp-content/uploads/2026/04/HP09-2026SD-Contract-Circular-2-April-2026.pdf


] 


This formulation was thus added to the ADHD section, with dosing guidance, as well as conversion guidance from immediate to modified release formulation.

The text was updated as follows:
	GENERAL AND SUPPORTIVE MEASURES 
Identify and treat co-morbidities such as depressive disorders early, as this may prevent the onset of substance misuse (to ‘self-medicate’) and other risk-taking behaviours during adolescence.

· Parent counselling:
· Rules and limit-setting.
· Positive reinforcement of pro-social behaviour.
· Consistent routine.
· Restrictive diets and OTC medications are of no proven value.
· Behaviour-based interventions:
· Reward positive behaviour.
· Improve social awareness and adjustment.
· Social skills groups.
· Identify learning difficulties and refer to educational support services.
· Encourage a balanced diet, good nutrition and exercise.

MEDICATION TREATMENT
For children under the age of six years:
Refer for diagnostic assessment by a child and adolescent psychiatrist or paediatrician.

For children over the age of six years:
· Initiate treatment using the short-acting methylphenidate formulation until effective dosage achieved. 
· Conversion to long-acting methylphenidate formulations can be considered where multiple daily dosing is impractical, or adherence is problematic.  Conversion is on a dose equivalence basis.
· Reduce the dose or withdraw methylphenidate if a paradoxical increase in symptoms occurs.
· The first dose of the day should be taken after breakfast as methylphenidate reduces appetite.
· Monitor symptom response using an ADHD rating scale (e.g., the parent and teacher rated Vanderbilt assessment scale available at https://nichq.org/wp-content/uploads/2024/09/NICHQ-Vanderbilt-Assessment-Scales.pdf)
· Monitor BP, pulse, height and weight (using a growth chart) before and after each dose adjustment, monthly for the first 2 months, 3-monthly for the first year and 6-monthly thereafter. 

· Methylphenidate, short-acting, oral, 1 mg/kg/day.
· Initial dose: 5 mg, 2–3 times daily, at breakfast, lunch and no later than 14h30 (approximately every 3 to 3½ hours).
· Increase the dose at weekly intervals by 5–10 mg until symptoms are controlled. Use the lowest effective dose.
· Recommended maximum daily dose: 2 mg/kg/day up to 60 mg a day (adult dose)/maximum of 2 mg/kg/day. Any dose greater than 60 mg/day should be prescribed by a child psychiatrist or paediatrician.
	LoE III[endnoteRef:1] [1:  Division of Pharmacology, Faculty of Health Sciences, University of Cape Town and Health and Medical Publishing Group. South African Medicines Formulary, 12th Edition. 2016.

] 



· Methylphenidate, modified-release, oral:
· Once titration to effective daily dosage achieved, convert on a dose equivalent basis to modified-release formulation, i.e.
	Short-acting formulation dose
	Modified-release formulation dose

	15 - 20 mg total daily dose
	18 mg once daily

	30 mg total daily dose
	27 mg once daily

	40 - 45 mg total daily dose
	36 mg once daily



	                                                  
	LoE III[endnoteRef:2] [2:  University of Cape Town, Faculty of Health Sciences, Division of Clinical Pharmacology. (2024). South African Medicines Formulary (SAMF). SAMF website. https://samf-app.com

] 

	


Contraindications to methylphenidate
Absolute:
· Hyperthyroidism
· Glaucoma
· Concomitant mono-amine oxidase inhibitor therapy.
· There is no absolute contraindication to the concomitant use of methylphenidate with antiepileptic drugs (AEDs) or antiretroviral therapy (ART). However, exercise caution with the prescribed dosages, be aware of potential drug-drug interactions and monitor for adverse effects.
Relative:
· Hypertension
· Cardiac abnormality – needs ECG and cardiology assessment.
· Anxiety
· Agitation
· Epilepsy
· Tics

Discontinuation of treatment
· If no objective improvement of symptoms has been observed, e.g. using an ADHD rating scale, after appropriate dosage adjustments over a two-month period, discontinue treatment and refer to a specialist.
· Treatment can be withdrawn abruptly, with no need to taper dosages.
· To establish whether on-going treatment is indicated in a child on long-term stimulant therapy, trial periods off treatment should be part of the management plan.
· Indications for a trial off treatment:
· treatment duration in excess of 2–3 years,
· adolescent age (particularly late adolescence), and
· a substantial reduction in core ADHD symptoms, evident in more than one setting.
· Trials off treatment should be planned at times least disruptive to the child’s academic and social functioning, i.e. time the treatment withdrawal outside of major commitments such as examinations.
· Duration of treatment withdrawal can be for one week to a month, depending on whether stability is maintained.
· Treatment can be withdrawn abruptly, with no need to taper dosages.
· Obtain feedback from teachers and parents (verbal feedback, completion of parent and teacher ADHD rating scales), before and during the trial off treatment.
· Monitor 3 monthly for one year.
· Assess the child and document the mental state (symptoms of ADHD), before and during the trial off treatment.
· Re-initiate treatment (at last dosage prescribed), if:
· there is a significant re-emergence of symptoms after one week off treatment and/or during the month off medication, or
· after a longer trial off medication, e.g. at 3-monthly follow up visits, there is evidence of symptom re-emergence.
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