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Section 1. Requires school boards to adopt policies restricting school personnel from
recommending that a student be given psychotropic drugs.

Section 2. Technical amendment to accommodate the addition of AS 47.10.019(b) in sec.
3 of this bill.

Section 2. Prohibits a child from being considered to be a child in need of aid simply
based on the refusal of the child’s custodian to give psychotropic drugs to the child.
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Section 1 of this bill does not impact this department. Sections 2 and 3 amend CINA statute AS
47.10.019. This statute places limits on the court's determinations in finding a minor to be a child in need
of aid. This amendment adds a subsection which prohibits the court from finding a minor to be a child in
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CS FOR SENATE BILL NO. 230( )
IN THE LEGISLATURE OF THE STATE OF ALASKA
TWENTY-SECOND LEGISLATURE - SECOND SESSION

BY

Offered:
Referred:

Sponsor(s): SENATOR DAVIS

ABILL
FOR AN ACT ENTITLED

"An Act relating to recommending or refusing psychotropic drugs as a treatment for

children; and relating to notification of parents and custodians about the children in

their care."

BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF ALASL

* Section 1. AS 14.33.120(a) is amended to read:
@ Each governing body shall adopt a written school disciplinary and safety

program. The program required under this subsection must include wi. .ien
(1) standards for student behavior and safety that reflect communit
standards and that include, at a minimum, basic requirements for respect and honesty;
standards required under this paragraph must be developed and periodically reviewed
with the collaboration of members of each school, parents, teachers, and other persons
responsible for the students at a school; a governing body may require that standards

developed under this paragraph be consistent for all schools in an attendance area or

the district;

- CSSB 230( )
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(2) standards relating to when a teacher is authorized to remove a

student from the classroom for
(A) failure to follow student behavior and safety standards; or

(B) behavior described under AS 14.30.045(1) or (2);

(3) procedures for notifying teachers of dangerous students consistent
with AS 47.12.310(b);

(4) standards relating to when a teacher, teacher's assistant, or other
person responsible for students is authorized to use reasonable and appropriate force to
maintain classroom safety and discipline as described under AS 11.81.430(a)(2);

(5) policies necessary to comply with provisions of state and federal
law, including 20 CJ.S.C. 1400 - 1485 (Individuals with Disabilities Education Act);

(6) standards to address needs of students for whom mental health or

substance abuse may be a contributing factor to noncompliance with the school

c.sciplinary and safety program,;
(7) policies for implementing a student conflict resolution strategy,

including the nonviolent resolution or mediation of conflicts and procedures for

reporting and resolving conflicts;
(8) procedures for periodic review and revision of the school

disciplinary and safety program”
(91 policies that
(A) prohibit a teacher from making a psychological or

medical diagnosis of a behavioral condition or disorder in a student or

from recommending a psychotropic drug for a student; and
(B) subject to (A) of this paragrarh, provide that, if school

personnel perceive that a student may have a behavioral condition or
psychological problem or if requested by a student's parent or legal

guardian, school personnel mav
fi) discuss the student's behavior with the student's

parent or legal guardian;
(iil  if appropriate and with the consent of the

student's parent or legal guardian, refer a student for an

230( ) 2-
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educational evaluation by an appropriate educational evaluator
who is a certified school psychologist, approved school social
worker, approved or certified speech pathologist, school nurse, or

school counselor;
(iii) if appropriate, recommend to the student's

parent or legal guardian that the student be evaluated by a licensed
physician or other mental health professional, as defined in
AS 47,30.915;

(iv)  refer the parent or legal guardian to an
appropriate health professional affiliated with the school district
for possible evaluation of the student; and

(V) if behavioral conditions or psychological
problems appear to persist after taking appropriate steps described
in (i) - Civ) of this subparagraph, follow local procedures to provide

specialized educational services that are appropriate for the

student.

* Sec. 2. AS 47.10.019 is amended to read:

Sec. 47.10.019. Limitations on determinations, {a} Notwithstanding other
provisions of this chapter, the court may not find a minor to be a child in need of aid
under this chapter solely on the basis that the child's family is poor, lacks adequate
housing, orexhibits a lifestyle that is different from thegenerally accepted lifestyle
standard of the community where the family lives. However, this subsection
[SECTION] may not be construed to prevent a court from finding that a child is in

need of aid if the child has been subjected to conduct or conditions described in

AS 47.10.011 -47.10.015.

*Sec. 3. AS 47.10.019 is amended by adding a new subsection to read:
(b) Notwithstanding other provisions of this chapter, a court may not find a

minor to be a child in need of aid and the department may not take custody of a child,
including emergency custody, solely based on an allegation or finding that the child's
parent or other person having the care and custody of the child has refused to

administer or consent to the administration of a psychotropic drug to the child.

-3- CSSB 230( )
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Subject: S.B. 230
Date: Fri, 22 Mar 2002 08:14:26 -0500
From: "john breeding" <wildcolt@ f]ash.net>
To: <Senator_Lyda_Green@ legis.state.ak.us>

Dear Senator Green

I have just read the amended work dratc of S.B. 230, relating to
recommending or refusing psychotropic drugs. As 1 know from listening to
you at the first hearing, you are very aware of the problem of coercion 1in
the schools on the issue of psychiatric evaluation and drug treatment, and
that you are serious about the dangers and immorality of such behavior. 1
deeply appreciate your consideration of these serious 1issues as chairperson

of the committee hearing this bill.

With that in mind, 1| urge you to reconsider the revised wording of this bill
which weakens and undermines any intention of protecting children and
parents from coercion and the dangers of drug treatment. At the very
minimum, it needs to be made very clear that any condition of testing and/or
drug treatment tied to school inclusion is illegal. Also, please know that
all school personnel should be included, not only teachers (counselors,
nurses, administrators, etc. ). It is not appropriate for any of them to be
acting outside the scope of authentic educational practice. Section Bv

really puts things backwards educational services are the domain of
educators, not something to come in after looking for imagined mental
illnesses.

Your leadership in challenging the very harmful practices of diagnosing and
drugging our school children, and pointing educators back toward the
business of education is too important to be sabotaged by wording that loses
all real power to curtail coercion and abdication of educational

responsibility.

Finally, 1 have seen Richard Warner®s (CCHR) recommended wording of this
legislation, and I strongly support it.

I also encourage you to contact your colleague in Utah, Representative
Katherine Bryson, who just succeeded in shepherding through an excellent
related bill in that state. 1 have copied her this email so you will have a

contact if you so desire.

I am happy to respond to any questions or concerns you might have.

Sincerely,

John Breeding, PhD
Texans For Safe Education

3/22/2002 8:55 AM
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CS for Senate Bill No. 230

Subject: CS for Senate Bill No. 230
Date: Thu, 21 Mai* 2002 13:03:13 EST
From: WindWamer@aol.com
To: Senator_Lyda_Green @legis.state.ak.us

(NOTE: This may be a duplicate. I tried to send it last night but got a
message that AOL was not responding.)

March 20, 2002
To: Senator Lyda Green
From: Richard Warner, President
Citizens Commission on Human Rights

Dear Ms. Green:

Richard Benavides sent us a copy of the CS for Senate Bill No. 230. We
feel that unless certain changes are made, this current version of the bill
will have the opposite effect of what we believe is intended. The drugging
of children and stigmatizing them with psychiatric labels will increase, not
decrease.

It must be realized that drugging and labeling children follows the
behavioral/psychiatric/psychological evaluation. For a label 1is certain to
follow the evaluation and drugging is certain to be the aCcetreatment.aSQ
Sections (9) (B) (ii aC" 1iv) set up the means by which school personnel would
be encouraged to send children for psychological, psychiatric, or
aCceeducationala®.! evaluations SC" and parents would be encouraged to have their
children evaluated aS" by individuala€™s working directly for the school or
affiliated with the school. This, 1in effect, sets up the a€(Epipelinea€0 to get

children drugged.

You may recall that an individual who testified at the March 4 hearing
stated that in Fairbanks the school district had a relationship with a
particular psychologist or psychiatrist who tended to put the kids on Ritalin.

There is no need for school personnel to aGoereferaCfH or aGffirecommendcLGD that
students receive such evaluations unless the school needs to comply with
federal laws to receive federal money for children in a particular disability
category. One problem that was brought out in the March 4 hearing (and
occurs nationally) is that a psychiatrist or psychologist will come to the
school and aGcetrainSen teachers to view normal children as mentally ill. Or to
view certain a€resymptomsci€D which may be the result of any one of hundreds of
real physical a€" not mental a€" conditions aS" as psychiatric symptoms. The
teachers are encouraged to see these kids as educationally or psychiatrically
a€oedisableda€G and send them to be evaluated.

School personnel are not doctors or psychologists. They should not be
suggesting to parents that the child has a aGoediseaseSGn or disorder. School
personnel should only advise the parents of the behaviors which they have
observed and discuss disciplinary or educational approaches to resolve those
behaviors. IT parents or guardians want more information school personnel
can give them a list of resources (as they have done in the Utah bill) and
leave it to the parents to choose or not choose to avail themselves of those

resources.

In short, if we are truly to rein in the indiscriminate labeling and drugging
of children, it must be the parent or guardian 3G"™ not the school - who
initiates any contact which might lead in the direction of a child being

psychialLrically drugged.

| of 3 3/21/2002 [I:10AM
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HereSems our amended version of the b ill.

* Section 1. AS 14.33.120 (a) 1is amended to read:

(@) Each governing body shall adopt a written school disciplinary and
safety program. The program required under this subsection must include
written

(9) policies that

(A) prohibit school personnel from

(i) making a psychiatric, psychological, or medical diagnosis of a student;
(ii) recommending or requiring that a child take or continue to take a
psychotropic drug as a condition of attending school;

(iii) recommending that a parent or guardian seek or use a psychiatric,
psychological treatment or evaluation for a child, or;

(iv) recommending a specific, licensed physician or health professional to a

parent or guardian

(B) subject to (A) of this paragraph, provide that, school personnel are
permitted to discuss the academic, behavioral or discipline problems of a

child with a parent or guardian

(©) permit a licensed mental health professional employed by the school,
acting for the sole purpose of complying with federal education lav/s, to

(i) recommend, but not require, a psychiatric, psychological, or behavioral

treatment for a child
(ii) conduct a mental health evaluation of a child with the consent of the

childa€€™s parent or guardian

(D) permit the school district to make available to the childS€™s parent or
guardian a list of community or school resources provided that the list

conspicuously states the followingaCD

aCoeThis list is provided as a resource to you. The school neither recommends
nor requires that you use this list or any of the services provided in it.
It is for you to decide what services, 1if any, to access and from whom you

wish to obtain them.deC]

* Section 3. AS 47.10..019 is amended to read:
() Notwithstanding other provisions of this chapter, a court may not

find a minor to be a child in need of aid and the department may not take
custody of a child, including emergency custody, sole based on an allegation
or finding that the childaC”s parent or other person having the care and
custody of the child has refused to administer or consent to the
administration of a psychotropic drug to the child, or has refused to consent
to a psychiatric, psychological, or behavioral treatment or evaluation of a

child.

Thank you for your leadership on this legislation. I will try to contact
you Thursday morning to discuss this legislation. | will also be sending
Senator Davis and Mr. Benavides our analysis and our suggested amendments to

the CS.

3/21/2002 11:10 AM
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March 4, 2002

Honorable Bettye Davis
Alaska State Senate
State Capital, Room 504
Juneau, Alaska 99811

Dear Senator Davis,

The Alaska Mental Health Board supports the intent of Senate Bill 230. The Board
would like to point out a concern with the bill as currently written. Section 1 of the bill
amends AS 14.33.120(a) to add a clause that requires school boards to adopt written
policies *...prohibiting school personnel from recommending the use of psychotropic
drugs for a student and requiring that, if school personnel perceive that a student may
have a behavioral or psychological problem, a letter be sent to the parent or other person
having care and custody of the child recommending that an appropriate medical or
behavioral health evaluation be conducted by a licensed physician.”

Depending upon the circumstances, recommending that such an evaluation be conducted
is appropriate. However, please be aware that suggesting that a licensed physician
conduct the evaluation could present problems in many school districts, particularly in
rural Alaska, where qualified physicians may not be readily or regularly available. The
Board suggests that you may want to consider revising SB 230 to indicate that these
evaluations may be conducted by licensed physicians or licensed mental health

professionals (as defined in SB 302).

Our apologies for not bringing this concern to your attention earlier in the process. The
Board would be happy to work with you on the bill. Thank you for your consideration.

Richard Rainery
Executive Director
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You asked us to provide information on Attention Deficit Hyperactivity Disorder (ADHD) and the
success of treatment procedures involving the drug Ritalin. You also wanted to know if there are
any statistical data on the use of Ritalin by children in the U.S. and Alaska.

There are very' little data available on the precise number of children currently diagnosed with
Attention Deficit Hyperactivity Disorder (ADHD). Recent estimates indicate that approximately 2
million school-age U.S. children are currently diagnosed with ADHD. Roughly one million of
these children are being treated with Ritalin. According to state officials to whom we spoke, state
agencies do not track the use of Ritalin by Alaska’s schoolchildren.

ADHD is a behavioral disorder, the core symptoms include hyperactivity, impulsivity, and
inattention. There is no known cause or test for ADHD; however, recent studies show a strong
genetic link. The drug Ritalin has been used to treat ADHD since the 1960s. Ritalin has been
successful in regulating and controlling ADHD patients' responses to external stimuli which allows
them to focus on accomplishing tasks. The use of the drug increased in the 1990s, prompting
concern in the general public that the drug is overprescribed. Recent studies reported in the
Journal of the American Medical Association (JA A), indicate, however, that the increase is
largely due to a broader definition of ADHD and the fact that children are taking the drug for
longer periods of time. Two recent national studies have concluded that there is a lack of
information on whether Ritalin is helpful in alleviating ADHD symptoms in the long run.

We spoke to officials with the State Departments of Education and Health and Social Services
regarding statistics on the use of Ritalin in Alaska's schoolchildren. They indicated that to the
best of their knowledge the state does not track that kind of information.1

National data are also difficult to find. The most frequently cited statistics on ADHD and Ritalin
use are provided by the National Institute of Health (NIH). The NIH reports that roughly 2 million
school-age children (3-5 percent of children in the U.S. population) are currently diagnosed with
Attention Deficit Hyperactivity Disorder (ADHD). According to a 1995 study, roughly 1.5 million of
these children (5 to 18 years) were using Ritalin.2

1We contacted Harry Gamble, Public Information officer with the Department of Education and Pam Mulh. Director
of the Division of Maternal, Family, Child Health. In addition we spoke to Dr. Lynn Clark, an Anchorage pediatrician

specializing In pediatric learning.

) 7I?.J. Safer, J.M. Zito anJ E.M. Fine. ‘Increased Methylphenidate Usage for Attention Deficit Disorder in the 1990s,’'
Pediatrics, Volume 98, Issue 6. pp. 1084-1088, December 1,1996. Abstract available on the World Wide Web at

http: I, pediatrics.orglcgilcontentlabstract|9g81611081.
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The condition known as Attention Deficit Hyperactivity Disorder (ADHD) is one of the most
commonly diagnosed behavioral disorders in children today. The core symptoms include
impulsivity, hyperactivity, and disruptive behavior. These symptoms are often exhibited in an
inability to sit still and pay attention in a classroom setting. Other characteristics, however, may
include more subtle behaviors such as frequent distraction by innocuous stimuli. The American
Psychiatric Association's Diagnostic and Statistical Manual of Mental Disorders (DSM-iV)
diagnostic criteria for ADHD indicates that these types of behaviors must persistfor at least six
months and to such a degree that is inconsistent with the child's developmental level. These
symptoms must also be present in at least two settings (such as at home and at school) and not

just one or the other.3

Left untreated ADHD may lead to anti-social tendencies and alienation from peers. Children with
this disorder often suffer academically and can exhibit at-risk behavior in adolescence such as

teenage pregnancy and criminal activity.

ADHD children are more likely to fail in school and to develop
conduct disorders or antisocial personality disorders than are
other children. Peers may perceive these children as immature
and irritating and avoid or neglect them due to their low
frustration tolerance and intrusive bossy behaviors. ADHD is not
a benign disorder and may have a lifetime course. In fact, its
diagnosis in adults is increasing.4

ADHD was first diagnosed in this country in the 1940s. Through the years the condition has had
various names: minimal brain dysfunction, brain-injured child syndrome, hyperkinetic reaction of
childhood, and most recently attention deficit disorder. It was once believed that ADHD was
caused by brain injury perhaps from early infection or birth complications, or by the use of refined
sugar and food additives. These theories have since been discounted, however, because only a
small number of ADHD cases seemed to result from brain injury and a restricted diet only
seemed to help about 5 percent of children suffering from ADHD.5

With the rapid advancement in brain research in the past decade, new theories have developed
that ADHD may be connected to brain chemistry. Russell Barkley, a leading expert on ADHD,
reports that recent twin studies conducted in this country and in Europe offer the most conclusive
evidence that genetics can contribute to the disorder. He indicates that one of the largest studies
ever conducted on genetics and ADHD, through the University of Oslo, concluded:

ADHD has a hereditability approaching 80 percent, meaning that
up to 80 percent of the differences in atten' jn, hyperactivity and

3Attachment A includes the detailed list of behaviors that must exist, and for how long, before a diagnosis for ADHD
can be given.

4Ballard. Shirley. Bolan, Morna, el al, "Neurological Basis of Attention-Deficit/Hyperactivity Disorder.” AdOIGSCenCG,
December 22,1997.

. /7“Attent,ion Dfﬁicit ypecacti%ﬁmj r: Decade of the Brain," National Institute of Health Publication,
http W nimh.ni GOV pUbllcat/ . EaCCGSSQ December 31,1990). A copy is included as Attachment B.

Ledis/at/ve Research Renort 99.023 January 27. 1999—Pane 3

Attention Deficit Hyperactivity Disorder and the Use ofRitalin



http://www.nimh.nih.gov/publicat/adhd.html

impulsivity between people with ADHD and those without the
disorder can be explained by genetic factors.6

Barkley contends that ADHD rnay be caused by the brain’s inability to inhibit impulses. Part of
the problem is that certain receptors in the brain which control the ability to focus attention on
performing a specific task and curb impulsiveness do not respond to the brain’s natural chemicals
(specifically dopamine and noreepinephrine). This chemical “block™ makes the ability to stick with

a mundane task almost impossible.

This may account for the success of the use of psychostimulants such as Ritalin to treat
behavioral problems in ADHD sufferers. Despite the progress in scientific research, however,
there is still no known cause or test for ADHD.

By far, the most common treatment of ADHD, currently, is the use of psychostimulants such as
Methylphenidate, also known as Ritalin. The drug has proven to be very effective in controlling
the most adverse behaviors of ADHD. A recent article published in JAMA states as follows:

[mjedications have been unequivocally shown ... to reduce core
symptoms of hyperactivity, impulsivity, and inattentiveness.
They improve classroom behavior and academic performance;
diminish oppositional and aggressive behaviors; promote
increased interaction with teachers, family, and others; and
increase participation in leisure time activities.7

Ritalin, created in 1955, was approved by the Food and Drug Administration for use in treating
children with behavioral problems in 1961. Use of the drug to treat children with symptoms of
ADHD continued through the 1970s and increased dramatically in the 1980s and 1990s.

Basically, Ritalin helps patients concentrate on specific tasks. The drug balances brain chemicals
so that individuals can respond more selectively to impulses. With the use of Ritalin, ADHD
patients can neurologically filter the overload of external stimuli and concentrate on the task at

hand.

According to the NIH, Ritalin has not proven to be addictive in children and there is no evidence
that children will suffer harm if they stop taking the drug. Generally, children do not experience a
"high" when taking it, nor does it make them sleepy. Possible side effects include weight loss,
loss of appetite, and insomnia. The NIH recommends that individuals taking the drug be carefully
monitored and receive ongoing follow-up treatment, especially if side effects occur. It is aiso

6Russell Barkley, 'Attention-Deficit Hyperaclivily Disorder,” Scientific American, September, 1798,
http: Ihwww.sciam.coml199B10998isSLiel0998barkley.html (accessed January 12. 1999). A copy is included as Attachment

C.

7Larry Goldman, Myron Genel, Rebecca Besman and Priscilla Stanetz, "Diagnosis and Treatment of Attention-
Deficit/Hyperactivity Disorder in Children and Adolesct,:'.s,” JAMA. April 8. 1998, Vol. 279, No. 14. A copy of this article is
Included as Attachment D.
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recommended that patients stop taking the medication periodically to monitor core symptoms and
to test if the medication is still needed.

Concerns have arisen in recent years over the increase in production of Ritalin and the possibility
that it is being overprescribed. There is also a general perception by the public that doctors are
too quick to diagnose ADHD in children.

A recent study on this subject, conducted by researchers from Johns Hopkins University,
indicates that there has been an increase in the prevalence of Ritalin treatment of ADHD in the
1990s, but, in their estimation, the increase does not suggest an overdiagnosis of ADHD and
overprescription of Ritalin. The researchers surveyed Ritalin patients in five regions in the United

States and concluded:

[tThe findings from regional and national databases indicate that
on average, there has been a 2.5-fold increase in the prevalence
of methylphenidate treatment of youths with ADD between 1990
and 1995. In all, approximately 2.8% (or 1.5 million) of US
youths aged 5 to 18 were receiving this medication in mid-1995.
The increase in methylphenidate treatment for ADD appears
largely related to an increased duration of treatment; more girls,
adolescents, and inattentive youths on the medication; and a
recently improved public image of this medication treatment. ...
[In conclusion] the database findings presented serve to correct
exaggerated media clams of a 6-fold expansion of
methylphenidate treatment.. .9

The perception in the media that the diagnosis of ADHD and Ritalin use is at increased
proportions could also be a result of changes in the clinical approach to the disorder. The JAMA
article indicates that there are several significant reasons for the increase in the number of
individuals with ADHD and in Ritalin use. Among these are a more general awareness and
acceptance that ADHD actually exists by the public and the medical community: a broader
definition of core symptoms including inattentiveness which may not manifest itself in
hyperactivity; more confidence by medical experts that the drug does not inhibit physical growth
in children; and finally increased medical use of the drug by adults.

Nevertheless, an increase in the use of Ritalin is still a genuine concern to the general public and
has prompted strong debate in the media and in the medical community. A recent book. Running
on Ritalin: A Physician Reflects on Children, Society and Performance in a Pill by Dr. Lawrence
Diller, examines some of the cultural changes and assumptions that have occurred in the 1990s
and how these changes may correlate to the rise in Ritalin use. In his book, Dr. Diller, a
behavioral pediatrician, does not dispute the fact that Ritalin is an effective treatment for ADHD.

' 'Attention Deficit Hyperactivity Disorder: Decade of the Brain.' NIH Publication (see Attachment B). "Ritalin
Stimulant Medication Information Page,* prepared by Pediatric Neurological Associates, February 24,1998,
http:llwww.pedialhcnel.rology.comlhlalin.himl(accessed December 29.1998). A copy is included as Attachment E.

9D.J. Safer, J.M. Zito, and E.M. Fine, 'Increased Methylphenidate Usage for Attention Deficit Disorder in the 1990s,’'
Pediatrics.
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He does, however, feel that if doctors only prescribe Ritalin without examining the current lifestyle
of families they do a disservice to ADHD patients. Dr. Diller elaborates in a recent interview on

National Public Radio:

The fact that Ritalin works per se has been known and known for
50 years. What it tells us is at the moment, we're tending to view
our children’s problems as a chemical imbalance. And | think
that is a limited view. | think rather this should be viewed more
as a living imbalance between what our children’s brains can
deliver and what's being expected from them and what the
responses are from the environment.... Ritalin allows a person
to address [a] living imbalance in a more - an easier fashion.
But if | only prescribe Ritalin and | don’t bring up to that family, or
the large of society, the factors - economic, social, cultural -
that are involved in this large living imbalance ... I'm
complicitous.10

Since Ritalin is generally prescribed to children and adolescents, there is concern that the drug is
more vulnerable to potential illicit use. A 1998 survey conducted in Wisconsin found that some
students who had prescriptions for Ritalin had been pressured to sell or give the drug to other
non-Ritalin using classmates. The study, conducted by a Wisconsin-based clinic that treats
ADHD patients, found that 16 percent of students had been approached to sell, give, or trade
their medication. The survey also reported that not all schools had written policies regarding
prescription drugs and that security for stored prescription drugs was sometimes lax. The report
urged more strict monitoring of prescription drugs on school grounds.1l

Recent studies, however, have concluded that although there is potential for the abuse of any
stimulant drug by youths, the evidence does not point to a serious Ritalin abuse problem
nationwide. It has been speculated that one reason for this may be that the actual effects of
Ritalin take up to an hour to cause an affect in the brain. Ritalin is taken orally and is drawn to
the brain slowly, up to 60 minutes. Generally, if a drug produces a strong reaction quickly it has
more potential for abuse. This leads experts to the conclusion that the use of Ritalin rarely leads
to addiction.2 Some nonmedical use of Ritalin has been reported, however, usually through
snorting or injecting the "cooked” tablets. The JAMA article explains:

There is little disagreement that stimulants as a class have
marked abuse potential, and their misuse can have severe
adverse medical and social consequences. However, stimulants

10Dr. Lawrence Diller as interviewed by Barbara Bogave, host of Fresh Air, a radio interview program produced by
National Public Radio, September 10. 1998.

11"Researchers Find Potential for Ritalin Abuse in Schools,” Menial Health Net. June 15.1998 Available at
http:Imwwv.cmhc.comlarticlesladhd3.htm (accessed December 21.1998). A copy is included as Attachment F.

2"New Research Helps Explain Ritalin's Low Abuse Potential When Taken as Prescribed.” National Institute on
Drug Abuse Advisory, September 29, 1998. Available at http:liwwwv.nida.nih.goviMedAdvIMA-929.html (accessed
January 26,1998). A copy is included as Attachment G.
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differ in their ability to induce euphoria and thus liability to abuse.
Almost all of the re?orts of abuse of methylphenidate itself have
been of polysubstance-abusing adults “who have tried to
solubilize the tablets and inject them, . . . while nonmedical
stimulant use may be somewhat more common among
adolescents in recent years, little use is of methyphenidate itself,
and the pattern of use for the vast mal?rlty appears to be
experimental and not of the type (regular, heavy, Injecting, etc.)
likely to lead to serious adverse consequences.

Although it doesn't appear to be a widespread problem at this time, the National Institute of Drug
Abuse 1s aware of the potential for abuse, and the U.S. Drug Enforcement Administration strictly
controls the manufacture and distribution of Ritalin.13

Two recent studies of ADHD and the use of Ritalin have recently been conducted by national
health organizations. Both resulted in a call for more long term studies of the use of the drug and

its effect on the disorder in the long run.

The National Institute of Mental Health (NIMH) hasgust completed one of the largest and Ion?est
clinical trials ever conducted on children and ADHD. The study lasted 14 months and involved
576 children in six cities. The subjects were divided into four groups: one group received just
drugs; one received just therapy (such as parent training, teacher counseling, and intensive work
on social skills); the third group received both drugs and therapy; and the fourth group, used as a
control, received whatever treatment was available.

Although the results of the study have not been published, the NIMH’s findings were presented at
the annual meeting of the American Academy of Child and Adolescent Psychiatry in October
1998, The study concluded that, in the months these children were evaluated, drugs and therapy
and drugs alone proved to be the most effective. The researchers warn, however, that this
conclusion should not be interpreted to mean that ADHD can be successfully and completely

treated with drugs

The children getting nondrug .therap%/ received intensive
treatment for nine months, including eight weeks at a special
summer camp, but then treatment leveled off. The children on
drugs, b}/ contrast, got their doses like clockwork for the ful
eriod of the study, three times a day, seven days a week.
here are few, if any, psychosocial researchers who would say
that five months after you stop treatment, children would do as
well as those children still taking drugs,” says Dr. William
Pelham, (leading researcher in the NIMH study], “Everyhody

B"NIDA Infofax on Ritalin,” National Institute on Drug Abuse, February 1998. This information is available at
http: Iwmw.nida.nih.goviinfofaylrHalin.html (accessed December 31, 1998). A copy is included as Attachment H.
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knows that, in the short run, medication has a whopping
effect."4

Clinical trials have proven that Ritalin works in the short run. But the need for long term trials on
ADHD is evident in the NIMH study (researchers will continue to monitor the subjects in this

recent study for the next six years).

This is also apparent in findings published by the NIH, which conducted a Consensus
Development Conference in November 1998. This two-day public session brought together
medical experts from all over the country to discuss and evaluate the diagnosis and treatment of

ADHD.

The results of this conference were published in a consensus statement shortly after the
conference ended. Among other things, the participants concluded as follows: further research
is needed to develop a more precise, age and gender specific test for ADHD; a consensus is
needed in the medical community about which patients should be treated with Ritalin; improved
awareness in the health community and a consistent set of diagnostic procedures and practice
guidelines are needed to appropriately assess and treat the disorder; and most importantly, long
term studies on treatment of ADHD, especially among adolescents, must be undertaken.15

Medical experts agree that children who may have ADHD should be evaluated thoroughly before
they are prescribed a drug such as Ritalin. It is recommended that children undergo a complete
diagnostic evaluation including psychological testing and laboratory tests. An ADHD expert takes
into account the child’s home and school environments, and parental involvement with the child's
development. The child's teachers should also be consulted for observational information.

We have included with this report a helpful information pamphlet published by the NIMH. The
pamphlet includes information on the steps involved in making a diagnosis for ADHD and the
options available to parents for treatment. The pamphlet also lists a number of sources of
information and support for ADHD patients. These include references to numerous books on the
subject, some written for children and teens with ADHD, as well as a list of national support
groups and organizations th-'t deal w.th the disorder.16

| hope you find this information useful. Please do not hesitate to contact us if you have questions
or need additional information.

U Susan Brink, 'Doing Ritalin Right,” U.S. News &World Report, November 23. 1998, pp. 76-81. This article
highlights the findings from the NIMH study. A copy is included as Attachment |I.

15"Diagnosis and Treatment of Attention Deficit Hyperactivity Disorder— Draff Report," National Institute of Health
Consensus Statement Online. November 16-18,1998. This information is available at
http: llwww.odp.od.nih.goviconsensuslconsl1101110_statement.htm (accessed January 26.1999). A copy is included as

Attachment J.

18"Attention Deficit Hyperactivity Disorder: Decade of the Brain," NIH Publication (see Attachment B).
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Table 1.— Diagnostic Criteria for Attention-Deficit/Hyperactivity Disorder*

BHIVIRWini Il IlWaBBMBI- - W - BH-MMB - mB- -
A" Either (D or (5):
(1) inattention: 6 (or more) of the following symptoms of inattention have persisted for at least 6 mo to a

degree that is maladaptive and inconsistent with developmental level:

(@) often fails to give close attention to details or makes careless mistakes in schoolwork, work, or other
activities

(b) often has difficulty sustaining attention in tasks or play activities

(c) often does not seem to listen when spoken to directly

(d) often does not follow through on Instructions and fails to finishschoolwork,chores, or duties in the
workplace (not due to oppositional behavior or failure to understand instructions)

(e) often has difficulty organizing tasks and activities

(f) often avoids, dislikes, or is reluctant to engage in tasks that require sustained mental effort
(such as schoolwork or homework)

(9) often IIo)ses things necessary for tasks or activities (eg, toys, school assignments, pencils, books,
or tools

(h) Is often easily distracted by extraneous stimuli

(i) is often forgetful in daily activities

hyperactivity-impulsivity: 6 (or more) of the following symptoms of hyperactivity-impulsivity have

persisted for at least 6 mo to a degree that is maladaptive and inconsistent with developmental level:

(@ often fidgets with hands or feet or squirms in seat

(b) often leaves seat in classroom or in other situations in which remaining seated isexpected

(c) often runs about or climbs excessively in situations in which it is inappropriate (in adolescents or
adults, may be limited to subjective feelings of restlessness)

(d) often has difficulty playing or engaging in leisure activities quietly

(e) is often “on the go* or often acts as if “driven by a motor"

(f) olten talks excessively

() often blurts out answers before questionshave been completed

(h) often has difficulty awaiting turn

(i) often interrupts or intrudes on others (eg. buttsintoconversations or games)

Some hyperactive-impulsive or inattentive symptoms that caused impairment were present before age 7y

Some impairment from the symptoms is present in 2 or more settings (eg, at school (or work] and at home)

There must be clear evidence of clinically significant impairment in social, academic, or occupational

functioning

The symptoms do not occur exclusively during the course of a pervasive developmental disorder,

schizophrenia, or other psychotic disorder and are not better accounted for by another mental disorder

(eg. mood disorder, anxiety disorder, dissociative disorder, or a personality disorder)

- - B- MB-

@
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*Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition ocode based on type: 31401 Attentlon—
Deﬁut/?-ly eractivity Disorder, Combined Type: if both criteria A1) and A(2) are met for the past 6 months; 3

Attent|on %ﬁut/ Iygeractmt D|sorder Predomin ntly Inattentjve T Pe If cntenonAlg1 is met but criterion ASZQ

not met for the past 6 months; 31401 Attention-Deficit HyPeracnwt sorder Predommantly Hyperactlve Impul

Tg pe: ifcriterion A(2) is met but Criterjon A(L)is not met fof the past 6months, Coding note: For individuals, (especiall
olescey aand adllts) who currently have symptoms that no longer meet full critefia, *In Panial Remission™ shoul

be specifie

Reprinted from "Diagnosis and Treatment of Attention-Deficit
Hyperactivity Disorder in Children and Adolescents/" JAMA,
April 8, 1998, vol. 279, no. 14.



Attachment B

“Attention Deficit Hyperactivity Disorder: Decade of the Brain,”
NHH Publication



ATTENTION DEFICIT HYPERACTIVITY DISORDER DECADE OF THE BRAIN htTp:/Avww.nimh.nih.gov/publicai/adhd.htin

| 0f25

Attention Deficit Hyperactivity Disorder

Understanding the Problem
What are the symptoms of ADHD?
Can anv other conditions conditions produce these symptoms'.1
Can other disorders accompany ADHD"
What causes ADHD?

Getting Help
How isADHD identified and diagnosed'.’
What are the educational options?
What treatments are available?

Sustaining Hope
Can ADHD be outgrown or cured?
What hope does research ofTer?
What are sources of information and support?
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Attention Deficit Hyperactivity Disorder

Imagine living in a fast-moving kaleidoscope, where sounds, images, and thoughts are constantly
shifting. Feeling easily bored, yet helpless to keep your mind on tasks you need to complete. Distracted
by unimportant sights and sounds, your mind drives you from one thought or activity to the next. Perhaps
you are so wrapped up in a collage ofthoughts and images that you don’t notice when someone speaks to

you.

For many people, this is what it's like to have Attention Deficit Hyperactivity Disorder, or ADHD.
They may be unable to sit still, plan ahead, finish tasks, or be fully aware ofwhat's going on around them.
To their family, classmates or coworkers, they seem to exist in a whirlwind of disorganized or frenzied
activity. Unexpectedly—en some days and in some situations-they seem fine, often leading others to
think the person with ADHD can actually control these behaviors. As a result, the disorder can mar the
person's relationships with others in addition to disrupting their daily life, consuming energy, and

diminishing self-esteem.

ADHD, once called hyperkinesis or minimal brain dysfunction, is one of the most common mental
disorders among children. It affects 3 to 5 percent of all children, perhaps as many as 2 million American
children. Two to three times more boys than girls are affected. On the average, at least one child in every
classroom in the United States needs help for the disorder. ADHD often continues into adolescence and
adulthood, and can cause a lifetime of frustrated dreams and emotional pain.

But there is help...and hope. In the last decade, scientists have learned much about the course of the
disorder and are now able to identify and treat children, adolescents, and adults who have it. A variety of
medications, behavior-changing therapies, and educational options are already available to help people
with ADHD focus their attention, build self-esteem, and function in new ways.

In addition, new avenues of research promise to further improve diagnosis and treatment. With so
many American children diagnosed as having attention disorder, research on ADHD has become a
national priority. During the 1990s—which the President and Congress have declared the "Decade of the
Brain"-it is possible that scientists will pinpoint the biological basis of ADHD and leam how to prevent

or treat it even more effectively.

12/31/98 11:59 AM
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This booklet is provided by the National Institute of Mental Health (NIMH), the Federal agency
that supports research nationwide on the brain, mental illnesses, and mental health. Scientists supported
by NIMH are dedicated to undcrstam. ing the workings and interrelationships ofthe various regions of the
brain, and to developing preventive measures and new treatments to overcome brain disorders that

handicap people in school, work, and play.

The booklet offers up-to-date information on attention deficit disorders and the role of
NIMH-sponsored research in discovering underlying causes and effective treatments. It describes
treatment options, strategies for coping, and sources of information and support. You'll find out what it's
like to have ADHD from the stories of Mark, Lisa, and Henry. You'll see their early frustrations, their
steps toward getting help, and their hopes for the future.

The individuals referredto in this brochure are not real, but their stories are representative of
people who show symptoms o fADHD.

| Home | Public | Info on Spec Mntl Pis | Top of Pub |

UNDERSTANDING THE PROBLEM

Mark

Mark, age 14, has more energy than most boys his age. But then, he's always been overly active. Starting
at age 3, he was a human tornado, dashing around and disrupting everything in his path. At home, he
darted from one activity to the next, leaving a trail oftoys behind him. At meals, he upset dishes and
chattered nonstop. He was reckless and impulsive, running into the street with oncoming cars, no matter
how many times his mother explained the danger or scolded him. On the playground, he seemed no
wilder than the other kids. But his tendency to overreact--like socking playmates simply for bumping into
him-had already gotten him into trouble several times. His parents didn't know what to do. Mark's doting
grandparents reassured them, "Boys will be boys. Don't worry, he'll grow out ofit." But he didn't.

Lisa

At age 17, Lisa still struggles to pay attention and act appropriately. But this has always been hard for
her. She still gets embarrassed thinking about that night her parents took her to a restaurant to celebrate
her 10th birthday. She had gotten so distracted by the waitress' bright red hair that her father called her
name three times before she remembered to order. Then before she could stop herself, she blurted, "Your

hair dye looks awful!"

In elementary and junior high school, Lisa was quiet and cooperative but often seemed to be
daydreaming. She was smart, yet couldn't improve her grades no matter how hard she tried. Several times,
she failed exams. Even though she knew most of the answers, she couldn't keep her mind on the test. Her
parents responded to her low grades by taking away privileges and scolding, "You'rejust lazy. You could
get better grades if you only tried." One day, after Lisa had failed yet another exam, the teacher found her

sobbing, "What's wrong with me?"

Henry

Although he loves puttering around in his shop, for years Henry has had dozens of unfinished carpentry
projects and ideas for new ones he knew he would never complete. His garage was piled so high with
wood, he and his wife joked about holding a fire sale.

Every day Henry faced the real frustration ofnot being able to concentrate long enough to
complete a task. He was fired from hisjob as stock clerk because he lost inventory and carelessly filled
out forms. Over the years, afraid that he might be losing his mind, he had seen psychotherapists and tried
several medications, but none ever helped him concentrate. He saw the same lack of focus in his young
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W hat Are the Symptoms of ADHD?

The three people you've just met, Mark, Lisa, and Henry, all have a form of ADHD—ALttention Deficit
Hyperactivity Disorder. ADHD is not like a broken arm, or strep throat. Unlike these two disorders,
ADHD does not have clear physical signs that can be seen in an x-ray or a lab test. ADHD can only be
identified by looking for certain characteristic behaviors, and as with Mark, Lisa, and Henry, these
behaviors vary from person to person. Scientists have not yet identified a single cause behind all the
different patterns of behavior-and they may never findjust one. Rather, someday scientists may find that
ADHD is actually an umbrella term for several slightly different disorders.

At present, ADHD is a diagnosis applied to children and adults who consistently display certain
characteristic behaviors over a period oftime. The most common behaviors fall into three categories:

inattention, hyperactivity, and impulsivity.

Inattention. People who are inattentive have a hard time keeping their mind on any one thing and may
get bored with a task after only a few minutes. They may give effortless, automatic attention to activities
and things they enjoy. But focusing deliberate, conscious attention to organizing and completing a task or

learning something new is difficult.

For example, Lisa found it agonizing to do homework. Often, she forgot to plan ahead by writing
down the assignment or bringing home the right books. And when trying to work, every few minutes she
found her mind drifting to something else. As a result, she rarely finished and her work was full oferrors.

Hyperactivity. People who are hyperactive always seem to be in motion. They can't sit still. Like Mark,
they may dash around or talk incessantly. Sitting still through a lesson can be an impossible task.
Hyperactive children squirm in their seat or roain around the room. Or they might wiggle their feet, touch
everything, or noisily tap their pencil. Hyperactive teens and adults may feel intensely restless. They may
be fidgety or, like Henry, they may try to do several things at once, bouncing around from one activity to

the next.

Impulsivity. People who are overly impulsive seem unable to curb their immediate reactions or think
before they act. As a result, like Lisa, they may blurt out inappropriate comments. Or like Mark, they may
run into the street without looking. Their impulsivity may make it hard for them to wait for things they
want or to take their turn in games. They may grab a toy from another child or hit when they're upset.

Not everyone who is overly hyperactive, inattentive, or impulsive has an attention disorder. Since
most people sometimes blurt out things they didn't mean to say, bounce from one task to another, or
become disorganized and forgetful, how can specialists tell if the problem is ADHD?

To assess whether a person has ADHD, specialists consider several critical questions: Are these
behaviors excessive, long-term, and pervasive? That is, do they occur more often than in other people the
same age? Are they a continuous problem, not just a response to a temporary situation? Do the behaviors
occur in several settings or only in one specific place like the playground or the office? The person's
pattern of behavior is compared against a set of criteria and characteristics of the disorder. These criteria
appear in a diagnostic reference book called the DSM (short for the Diagnostic and Statistical Manual of

Mental Disorders).

According to the diagnostic manual, there are three patterns of behavior that indicate ADHD.
People with ADHD may show several signs of being consistently inattentive. They may have a pattern of
being hyperactive and impulsive. Or they may show all three types of behavior.

According to the DSM, signs of inattention include:
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becoming easily distracted by irrelevant sights and sounds

failing to pay attention to details and making careless mistakes

rarely following instructions carefully and completely

losing or forgetting things like toys, or pencils, books, and tools needed for a task

Some signs of hyperactivity and impulsivity are:

» feeling restless, often fidgeting with hands or feet, or squirming
e running, climbing, or leaving a seat, in situations where sitting or quiet behavior is expected
» Dblurting out answers before hearing the whole question

having difficulty waiting in line or for a turn

Because everyone shows some of these behaviors at times, the DSM contains v«y specific
guidelines for determining when they indicate ADHD. The behaviors must appear early in life, before age
7, and continue for at least 6 months. In children, they must be more frequent or severe than in others the
same age. Above all, the behaviors must create a real handicap in at least two areas of a person's life, such
as school, home, work, or social settings. So someone whose work or friendships are not impaired by
these behaviors would not be diagnosed with ADHD. Nor would a child who seems overly active at

school but functions well elsewhere.
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Can Any Other Conditions Produce These Symptoms?

The fact is, many things can produce these behaviors. Anything from chronic fear to mild seizures can
make a child seem overactive, quarrelsome, impulsive, or inattentive. For example, a formerly
cooperative child who becomes overactive and easily distracted after a parent's death is dealing with an
emotional problem, not ADHD. A chronic middle ear infection can also make a child seem distracted and
uncooperative. So can living with family members who are physically abusive or addicted to drugs or
alcohol. Can you imagine a child trying to focus on a math lesson when his or her safety and well-being
are in danger each day? Such children are showing the effects of other problems, not ADHD.

In other children, ADHD-like behaviors may be their response to a defeating classroom situation.
Perhaps the child has a learning disability and is not developmentally ready to learn to read and write at
the time these are taught. Or maybe the work is too hard or too easy, leaving the child frustrated or bored.

Tyrone and Mimi are two examples of how classroom conditions can elicit behaviors that look like
ADHD. For months, Tyrone shouted answers out in class, then became disruptive when the teacher
ignored him. He certainly seemed hyperactive and impulsive. Finally, after observing Tyrone in other
situations, his teacher realized he just wanted approval for knowing the right answer. She began to seek
opportunities to call on him and praise him. Gradually, Tyrone became calmer and more cooperative.

Mimi, a fourth grader, made loud noises during reading group that constantly disrupted the class.
One day the teacher realized that the book was too hard for Mimi. Mimi's disruptions stopped when she
was placed in a reading group where the books were easier and she could successfully participate in the

lesson.

Like Tyrone and Mimi, some children’s attention and class participation improve when the class
structure and lessons are adjusted a bit to meet their emotional needs, instructional level, or learning style.
Although such children need a little help to get on track at school, they probably donjst have ADHD.

It's also important to realize that during certain stages of development, the majority of children that
age tend to be inattentive, hyperactive, or impulsive—but do not have ADHD. Preschoolers have lots of
energy and run everywhere they go, but this doesn't mean they are hyperactive. And many teenagers go
through a phase when they are messy, disorganized, and reject authority. It doesn’t mean they will have a
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lifelong problem controlling their impulses.

ADHD is a serious diagnosis that may require long-term treatment with counseling and medication.
So it's important that a doctor first look for and treat any other causes for these behaviors.

What Can Look Like ADHD?

Underachievement at school due to a learning disability
» Attention lapses caused by petit raal seizures
. A middle ear infection that causes an intermittent hearing problem
b Disruptive or unresponsive behavior due to anxiety or depression
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Can Other Disorders Accompany ADHD?

One ofthe difficulties in diagnosing ADHD is that it is often accompanied by other problems. For
example, many children with ADHD also have a specific learning disability (LD), which means they have
trouble mastering language or certain academic skills, typically reading and math. ADHD is not in itselfa
specific learning disability. But because it can interfere with concentration and attention, ADHD can

make it doubly hard for a child with LD to do well in school.

A very small proportion ofpeople with ADHD have a rare disorder called Tourette's syndrome.
People with Tourette's have tics and other movements like eye blinks or facial twitches that they cannot
control. Others may grimace, shrug, sniff, or bark out words. Fortunately, these behaviors can be
controlled with medication. Researchers at NIMH and elsewhere are involved in evaluating the safety and
effectiveness of treatment for people who have both Tourette's syndrome and ADHD.

More serious, nearly halfofall children with ADHD-mostly boys-tend to have another condition,
called oppositional defiant disorder. Like Mark, who punched playmates forjostling him, these children
may overreact or lash out when they feel bad about themselves. They may be stubborn, have outbursts of
temper, or act belligerent or defiant. Sometimes this progresses to more serious conduct disorders.
Children with this combination ofproblems are at risk of getting in trouble at school, and even with the
police. They may take unsafe risks and break laws-they may steal, set fires, destroy property, and drive
recklessly. It's important that children with these conditions receive help before the behaviors lead to

more serious problems.

At some point, many children with ADHD-mostly younger children and boys-experience other
emotional disorders. About one-fourth feel anxious. They feel tremendous worry, tension, or uneasiness,
even when there's nothing to fear. Because the feelings are scarier, stronger, and more frequent than
normal fears, they can affect the child's thinking and behavior. Others experience depression. Depression
goes beyond ordinary sadness-people may feel so "dow/i" that they feel hopeless and unable to deal with
everyday tasks. Depression can disrupt sleep, appetite, and the ability to think.

Because emotional disorders and attention disorders so often go hand in hand, every child who has
ADHD should be checked for accompanying anxiety and depression. Anxiety and depression can be
treated, and helping children handle such strong, painful feelings will help them cope with and overcome

the effects of ADHD.
(Graphic Omitted: Diagram showing the overlapping of other disorders with ADHD.)

Ofcourse, not all children with ADHD have an additional disorder. Nor do all people with learning
disabilities, Tourette's syndrome, oppositional defiant disorder, conduct disorder, anxiety, or depression
have ADHD. But when they do occur together, the combination of problems can seriously complicate a
person's life. For this reason, it's important to watch for other disorders in children who have ADHD.
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What Causes ADHD?

Understandably, one ofthe first questions parents ask when they learn their child has an attention
disorder is "Why? What went wrong?"'

Health professionals stress that since no one knows what causes ADHD, it doesn't help parents to
look backward to search for possible reasons. There are too many possibilities to pin down the cause with
certainty. It is far more important for the family to move forward in finding ways to get the right help.

Scientists, however, do need to study causes in an effort to identify better ways to treat, and
perhaps some day, prevent ADHD. They are finding more and more evidence that ADHD does not stem
from home environment, but from biological causes. When you think about it, there is no clear
relationship between home life and ADHD. Not all children from unstable or dysfunctional homes have
ADHD. And not all children with ADHD come from dysfunctional families. Knowing this can remove a
huge burden of guilt from parents who might blame themselves for their child’s behavior.

Over the last decades, scientists have come up with possible theories about what causes ADHD.
Some of these theories have led to dead ends, some to exciting new avenues of investigation.

One disappointing theory was that all attention disorders and learning disabilities were caused by
minor head injuries or undetectable damage to the brain, perhaps from early infection or complications at
birth. Based on this theory, for many years both disorders were called "minimal brain damage" or
"minimal brain dysfunction.” Although certain types of head injury can explain some cases of attention
disorder, the theory was rejected because it could explain only a very small number of cases. Not
everyone with ADHD or LD has a history of head trauma or birth complications.

Another theory was that refined sugar and food additives make children hyperactive and
inattentive. As a result, parents were encouraged to stop serving children foods containing artificial
flavorings, preservatives, and sugars. However, this theory, too, came under question. In 1982, the
National Institutes of Health (NIH), the Federal agency responsible for biomedical research, held a major
scientific conference to discuss the issue. After studying the data, the scientists concluded that the
restricted diet only seemed to help about 5 percent of children with ADHD, mostly either young children

or children with food allergies.
ADHD Is Not Usually Caused by:

e too much TV
» food allergies
* excess sugar
» poor home life
* poor schools

In recent years, as new tools and techniques for studying the brain have been developed, scientists
have been able to test more theories about what causes ADHD.

Using one such technique, NIMH scientists demonstrated a link between a person's ability to pay
continued attention and the level of activity in the brain. Adult subjects were asked to learn a list of
words. As they did, scientists used a PET (positron emission tomography) scanner to observe the brain at
work. The researchers measured the level of glucose used by the areas ofthe brain that inhibit impulses
and control attention. Glucose is the brain's main source of energy, so measuring how much is used is a
good indicator ofthe brain's activity level. The investigators found important differences between people
who have ADHD and those who don't. In people with ADHD, the brain areas that control attention used

* »H>«. en o/


http://www.nimh.nih.gov/publicat/adhd.htin

ATTENTION DEFICIT HYPERACTIVITY DISORDER DECADE OF THE BRAIN http:/www.nimh.nih.gov/publicat/adhd.hmi

less glucose, indicating that they were less active. It appears from this research that a lower level of
activity in some parts of the brain may cause inattention.

Brain scan images produced by positron emision
"S i W R*$ tomography (PET) show differences between an

LA *
i - V<o o - adult with Attention deficit Hyperactivity Disorder
BN NS | wee  om mmm o ' (right) and an adult free of the disease (left).
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The next step will be to research WHY there is less activity in these areas of the brain. Scientists at
NIMH hope to compare the use of glucose and the activity level in mild and severe cases of ADHD. They
will also try to discover why some medications used to treat ADHD work better than others, and if the

more effective medications increase activity in certain parts ofthe brain,

Researchers are also searching for other differences between those who have and do not have
ADHD. Research on how the brain normally develops in the fetus offers some clues about what may
disrupt the process. Throughout pregnancy and continuing into the first year of life, the brain is
constantly developing. It begins its growth from a few all-purpose cells and evolves into a complex organ
made of billions of specialized, interconnected nerve cells. By studying brain development in animals and
humans, scientists are gaining a better understanding of how the brain works when the nerve cells are
connected correctly and incorrectly. Scientists at NIMH and other research institutions are tracking clues
to determine what might prevent nerve cells from forming the proper connections. Some of the factors

they are studying include drug use during pregnancy, toxins, and genetics.

Research shows that a mother's use of cigarettes, alcohol, or other drugs during pregnancy may
have damaging effects on the unborn child. These substances may be dangerous to the fetus's developing
brain. It appears that alcohol and the nicotine in cigarettes may distort developing nerve cells. For
example, heavy alcohol use during pregnancy has been linked to fetal alcohol syndrome (FAS), a
condition that can lead to low birth weight, intellectual impairment, and certain physical defects. Many
children bom with FAS show much the same hyperactivity, inattention, and impulsivity as children with

ADHD.

Drugs such as cocaine-including the smokable form known as crack—seem to affect the normal
development of brain receptors. These brain cell parts help to transmit incoming signals from our skin,
eyes, and ears, and help control our responses to the environment. Current research suggests that drug
abuse may harm these receptors. Some scientists believe that such damage may lead to ADHD.

Toxins in the environment may also disrupt brain development or brain processes, which may lead
to ADHD. Lead is one such possible toxin. It is found in dust, soil, and flaking paint in areas where
leaded gasoline and paint were once used. It is also present in some water pipes. Some animal studies
suggest that children exposed to lead may develop symptoms associated with ADHD, but only a few

cases have actually been found.

Other research shows that attention disorders tend to run in families, so there are likely to be
genetic influences. Children who have ADHD usually have at least one close relative who also has
ADHD. And at least one-third of all fathers who had ADHD in their youth bear children who have
ADHD. Even more convincing: the majority of identical twins share the trait. At the National Institutes of
Health, researchers are also on the trail of a gene that may be involved in transmitting ADHD in a small
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number of families with agenetic thyroid disorder.
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GETTING HELP

Mark

In third grade, Mark's teacher threw up her hands and said, "Enough!" In one morning, Mark had jumped
out of his seat to sharpen his pencil six times, each time accidentally charging into other children's desks

and toppling books and papers. He was finally sent to the principal's office when he began kicking a desk
be had overturned. In sheer frustration, his teacher called a meeting with his parents and the school

psychologist.

But even after they developed a plan for managing Mark’s behavior in class, Mark showed little
improvement. Finally, after an extensive assessment, they found that Mark had an attention deficit that
included hyperactivity. He was put on a medication called Ritalin to control the hyperactivity during
school hours. Although Ritalin failed to help, another drug called Dexedrine did. With a psychologist's
help, his parents learned to reward desirable behaviors, and to have Mark take “time out™ when he became
too disruptive. Soon Mark was able to sit still and focus on learning.

Lisa

Because Lisa wasn't disruptive in class, it took a long time for teachers to notice her problem. Lisa was
first referred to the school evaluation team when her teacher realized that she was a bright girl with failing
grades. The team ruled out a learning disability but determined that she had an attention deficit, ADHD
without hyperactivity. The school psychologist recognized that Lisa was also dealing with depression.

Lisa's teachers and the school psychologist developed a treatment plan that included participation
in a program to increase her attention span and develop her social skills. They also recommended that
Lisa receive counseling to help her recognize her strengths and overcome her depression.

Henry

When Henry's son entered kindergarten, it was clear that he was going to have problems sitting quietly
and concentrating. After several disruptive incidents, the school called and suggested that his son be
evaluated for ADHD. As the boy was assessed, Henry realized that he had grown up with the same
symptoms that specialists were now finding in his son. Fortunately, the psychologist knew that ADHD
can persist in adults. She suggested that Henry be evaluated by a professional who worked with adults.
For the first time, Henry was correctly diagnosed and given Ritalin to aid his concentration. What a relief!
All the years that he had been unable to concentrate were due to a disorder that could be identified, and

above all, treated.
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How Is ADHD Identified and Diagnosed?

Many parents see signs of an attention deficit in toddlers long before the child enters school. For
example, as a 3-year-old, Henry's son already displayed some signs of hyperactivity. He seemed to lose
interest and dart offeven during his favorite TV shows or while playing games. Once, during a game of
"catch,” he left the game before the ball even reached him!

Like Henry's son, a child may be unable to focus long enough to play a simple game. Or, like Mark,
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the child may be tearing around out of control. But because children mature at different rates, and are
very different in personality, temperament, and energy level, it's useful to get an expert's opinion of
whether the behaviors are appropriate for the child's age. Parents can ask their pediatrician, or a child
psychologist or psychiatrist to assess whether their toddler has an attention disorder or isjust immature,

has hyperactivity or isjust exuberant.

Seeing a child as "a chip offthe old block™ or "just like his dad" can blind parents to the need for
help. Parents may find it hard to see their child's behavior as a problem when it so closely resembles their
own. In fact, like Tlenry, many parents first recognize their own disorder only when their children are

diagnosed.

In many cases, the teacher is the first to recognize that a child is hyperactive or inattentive and may
consult with the school psychologist. Because teachers work with many children, they come to know how
"average" children behave in learning situations that require attention and self control. However, teachers
sometimes fail to notice the needs of children like Lisa who are quiet and cooperative.

Types of Professionals Who Make the Diagnosis

School-age and preschool children are often evaluated by a school psychologist or a team made up ofthe
school psychologist and other specialists. But if the school doesn't believe the student has a problem, or if
the family wants another opinion, a family may need to see a specialist in private practice. In such cases,
who can the family turn to? What kinds of specialists do they need?

r.rinrilagnncp  r.nn pr*errlhff  Prm/trtfc

Gpccialrtv ADHD medications,  counseling cr
It neeileil [tMIlNnu
Psychiatrists yes yes yes
Psycholoqgists YC3 no \VC3
Pediatricians or family
lilryKlijxiiK yrs yrs tin
Neurologists yes yes no

The family can start by talking with the child's pediatrician or their family doctor. Some
pediatricians may do the assessment themselves, but more often they refer the family to an appropriate
specialist they know and trust. In addition, state and local agencies that serve families and children, as
well as some of the volunteer organizations listed in the back of this booklet, can help identify an

appropriate specialist.

Knowing the differences in qualifications and services can help the family choose someone who
can best meet their needs. Besides school psychologists, there are several types of specialists qualified to
diagnose and treat ADHD. Child psychiatrists are doctors who specialize in diagnosing and treating
childhood mental and behavioral disorders. A psychiatrist can provide therapy and prescribe any needed
medications. Child psychologists are also qualified to diagnose and treat ADHD. They can provide
therapy for the child and help the family develop ways to deal with the disorder. But psychologists are
not medical doctors and must rely on the child's physician to do medical exams and prescribe medication.
Neurologists, doctors who work with disorders of the brain and nervous system, can also diagnose ADHD
and prescribe medicines. But unlike psychiatrists and psychologists, neurologists usually do not provide
therapy for the emotional aspects of the disorder. Adults who think they may have ADHD can also seek a
psychologist, psychiatrist, or neurologist. But at present, not all specialists are skilled in identifying or

treating ADHD In adults.
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Within each specialty, individual doctors and mental health professionals differ in their experience
with ADHD. So in selecting a specialist, it's important to find someone with specific training and
experience in diagnosing and treating the disorder.

Steps In Making a Diagnosis

Whatever the specialist's expertise, his or her first task is to gather information that will rule out other
possible reasons for the child's behavior. In ruling out other causes, the specialist checks the child's
school and medical records. The specialist tries to sense whether the home and classroom environments
are stressful or chaotic, and how the child's parents and teachers deal with the child. They may have a
doctor look for such problems as emotional disorders, undetectable (petit mal) seizures, and poor vision
or hearing. Most schools automatically screen for vision and hearing, so this information is often already
on record. A doctor may also look for allergies or nutrition problems like chronic "caffeine highs" that

might make the child seem overly active.

Next the specialist gathers information on the child's ongoing behavior in order to compare these
behaviors to the symptoms and diagnostic criteria listed in the DSM (Diagnostic and Statistical Manual
ofMental Disorders). This involves talking with the child and if possible, observing the child in class and

in other settings.

The child's teachers, past and present, are asked to rate their observations of the child's behavior on
standardized evaluation forms to compare the child|)s behaviors to those of other children the same age.
Ofcourse, rating scales are subjectivc-they only capture the teacher’s personal perception of the child.
Even so, because teachers get to know so many children, theirjudgment of how a child compares to

others is usually accurate.

The specialist interviews the child's teachers, parents, and other people who know the child well,
such as school staffand baby-sitters. Parents are asked to describe their child's behavior in a variety of
situations. They may also fill out a rating scale to indicate how severe and frequent the behaviors seem to

be.

In some cases, the child may be checked for social adjustment and mental health. Tests of
intelligence and learning achievement may be given to see ifthe child has a learning disability and
whether the disabilities are in all or only certain parts of the school curriculum.

In looking at the data, the specialist pays special attention to the child's behavior during noisy or
unstructured situations, like parties, or during tasks that require sustained attention, like reading, working
math problems, or playing a board game. Behavior during free play or while getting individual attention
is given less importance in the evaluation. In such situations, most children with ADHD are able to

control their behavior and perform well.

The specialist then pieces together a profile of the child's behavior. Which ADHD-like behaviors
listed in the DSM does the child show? How often? In what situations? How long has the child been
doing them? How old was the child when the problem started? Are the behaviors seriously interfering
with the child's friendships, school activities, or home life? Does the child have any other related
problems? The answers to these questions help identify whether the child's hyperactivity, impulsivity,
and inattention are significant and long-standing. 1f so, the child may be diagnosed with ADHD.

Adults are diagnosed for ADHD based on their performance at home and at work. When possible,
their parents are asked to rate the person's behavior as a child. A spouse or roommate can help rate and
evaluate current behaviors. But for the most part, adults are asked to describe their own experiences. One
symptom is a sense of frustration. Since people with ADHD are often bright and creative, they often
report feeling frustrated that they're not living up to their potential. Many also feel restless and are easily
bored. Some say they need to seek novelty and excitement to help channel the whirlwind in their minds.
Although it may be impossible to document when these behaviors first started, most adults with ADHD
can give examples of being inattentive, impulsive, overly active, impatient, and disorganized most of

their lives.
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Until recent years, adults were not thought to have ADHD, so many adults with ongoing symptoms
have never been diagnosed. People like Henry go for decades knowing that something is wrong, but not
knowing what it is. Psychotherapy and medication for anxiety, depression, or manic-depression fail to
help much, simply because the ADHD itself is not being addressed. Yet halfthe children with ADHD
continue to have symptoms through adulthood. The recent awareness of adult ADHD means that many

people can finally be correctly diagnosed and treated.

~ Acorrect diagnosis lets people move forward in their lives. Once the disorder is known, they can
begin to receive whatever combination of educational, medical, and emotional help they need.

An effective treatment plan helps people with ADHD and their families at many levels. For adults
with ADHD, the treatment plan may include medication, along with practical and emotional support. For
children and adolescents, it may include providing an appropriate classroom setting, the right medication,
and helping parents to manage their child's behavior.
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What Are the Educational Options?

Children with ADHD have a variety of needs. Some children are too hyperactive or inattentive to
function in a regular classroom, even with medication and a behavior management plan. Such children
may be placed in a special education class for all or part of the day. In some schools, the special
education teacher teams with the classroom teacher to meet each child's unique needs. However, most
children are able to stay in the regular classroom. Whenever possible, educators prefer to not to segregate

children, but to let them leam along with their peers.

Children with ADHD often need some special accommodations to help them leam. For example,
the teacher may seat the child in an area with few distractions, provide an area where the child can move
around and release excess energy, or establish a clearly posted system of rules and reward appropriate
behavior. Sometimes just keeping a card or a picture on the desk can serve as a visual reminder to use the
right school behavior, like raising a hand instead of shouting out, or staying in a seat instead of wandering
around the room. Giving a child like Lisa extra time on tests can make the difference between passing and
failing, and gives her a fairer chance to show what she's learned. Reviewing instructions or writing
assignments on the board, and even listing the books and materials they will need for the task, may make
it possible for disorganized, inattentive children to complete the work.

Many of the strategies of special education are simply good teaching methods. Telling students in
advance what they will leam, providing visual aids, and giving written as well as oral instructions are all
ways to help students focus and remember the key parts of the lesson.

Students with ADHD often need to leam techniques for monitoring and controlling their own
attention and behavior. For example, Mark's teacher taught him several alternatives for when he loses
track of what he's supposed to do. He can look for instructions on the blackboard, raise his hand, wait to
see if he remembers, or quietly ask another child. The process of finding alternatives to interrupting the
teacher has made him more self-sufficient and cooperative. And because he now interrupts less, he is
beginning to get more praise than reprimands.

In Lisa's class, the teacher frequently stops to ask students to notice whether they are paying
attention to the lesson or if they are thinking about something else. The students record their answer on a
chart. As students become more consciously aware of their attention, they begin to see progress and feel
good about staying better focused. The process helped make Lisa aware of when she was drifting off, so
she could return her attention to the lesson faster. As a result, she became more productive and the quality

ofher work improved.

Because schools demand that children sit still, wait for a turn, pay attention, and stick with a task.
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it's no surprise that many children with ADHD have problems in class. Their minds are fully capable of
learning, but their hyperactivity and inattention make learning difficult. As a result, many students with
ADHD repeat a grade or drop out of school early. Fortunately, with the right combination of appropriate
educational practices, medication, and counseling, these outcomes can be avoided.

Right to a Free Public Education

Although parents have the option of taking their child to a private practitioner for evaluation and
educational services, most children with ADHD qualify for free services within the public schools. Steps
are taken to ensure that each child with ADHD receives an education that meets his or her unique needs.
For example, the special education teacher, working with parents, the school psychologist, school
administrators, and the classroom teacher, must assess the child's strengths and weaknesses and design an
Individualized Educational Program (IEP). The IEP outlines the specific skills the child needs to develop
as well as appropriate learning activities that build on the child's strengths. Parents play an important role
in the process. TTiey must be included in meetings and given an opportunity to review and approve their

child's IEP.

Many children with ADHD or other disabilities are able to receive such special education services
under the Individuals with Disabilities Education Act (IDEA). The Act guarantees appropriate services
and a public education to children with disabilities from ages 3 to 21. Children who do not qualify for
services under IDEA can receive help under an earlier law, the National Rehabilitation Act, Section 504,
which defines disabilities more broadly. Qualifying for services under the National Rehabilitation Act is

often called "504 eligibility."

Because ADHD is a disability that affects children's ability to leam and interact with others, it can
certainly be a disabling condition. Under one law or another, most children can receive the services they

need.

Some Coping Strategies for
Teens and Adults with ADI ID

When necessary, ask the teacher ui buss in repeal Instructions,
rather titan guess.

Break large assignments or job tasks into small, simple tasks.
Set a deadline lor each task and reward yourselfas you complete

each one.

Each day, make a Usl ufwliat yuu need In du. Plan the bust urdur
for doing each task. Tlieu make a schedule foi doing them. Use a
calendar or daily planner to keep yourselfon track.

Work in a quiet area. Do ono thing at a timo. Civo yoursoffshort
breaks.

Write things yuu need tu remember In a nutebuuk with dividers.
Write different kinds ofinformation—ike assignments, appointments,
and phone numbers—n different sections. Keep the book with you
all ofthe timo.

Post notes to yourselfto help remind yourself ofthings you need to
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What Treatments Are Available?

For decades, medications have been used to treat the symptoms of ADHD. Three medications in the class
ofdrugs known as stimulants seem to be the most effective in both children and adults. These are
methylphenidate (Ritalin), dextroamphetamine (Dexedrine or Dextrostat), and pemoline (Cylert). For
many people, these medicines dramatically reduce their hyperactivity and improve their ability to focus,
work, and leam. The medications may also improve physical coordination, such as handwriting and
ability in sports. Recent research by NIMH suggests that these medicines may also help children with an
accompanying conduct disorder to control their impulsive, destructive behaviors.

Ritalin helped Henry focus on and complete tasks for the first time. Dexedrine helped Mark to sit
quietly, focus his attention, and participate in class so he could leam. He also became less impulsive and
aggressive. Along with these changes in his behavior, Mark began to make and keep friends.

Unfortunately, when people see such immediate improvement, they often think medication is all
that's needed. But these medicines don't cure the disorder, they only temporarily control the symptoms.
Although the drugs help people pay better attention and complete their work, they can't increase
knowledge or improve academic skills. The drugs alone can't help people feel better about themselves or
cope with problems. These require other kinds of treatment and support.

For lasting improvement, numerous clinicians recommend that medications should be used along
with treatments that aid in these other areas. There are no quick cures. Many experts believe that the most
significant, long-lasting gains appear when medication is combined with behavioral therapy, emotional
counseling, and practical support. Some studies suggest that the combination of medicine and therapy
may be more effective than drugs alone. NIMH is conducting a large study to check this.

Use of Stimulant Drugs

Stimulant drugs, such as Ritalin, Cylert, and Dexedrine, when used with medical supervision, are usually
considered quite safe. Although they can be addictive to teenagers and adults if misused, these
medications are not addictive in children. They seldom make children "high™ orjittery. Nor do they
sedate the child. Rather, the stimulants help children control their hyperactivity, inattention, and other
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behaviors.

Different doctors use the medications in slightly different ways. Cylert is available in one form,
which naturally lasts 5to 10 hours. Ritalin and Dexedrine come in short-term tablets that last about 3
hours, as well as longer-term preparations that last through the school day. The short-term dose is often
more practical for children who need medication only during the school day or for special situations, like
attending church or a prom, or studying for an important exam. The sustained-release dosage frees the
child from the inconvenience or embarrassment of going to the office or school nurse every day for a pill.
The doctor can help decide which preparation to use, and whether a child needs to take the medicine
during school hours only or in the evenings and on weekends, too.

Nine out of 10 children improve on one ofthe three stimulant drugs. So if one doesn't help, the
others should be tried. Usually a medication should be tried for a week to see if it helps. Ifnecessary,
however, the doctor will also try adjusting the dosage before switching to a different drug.

Other types of medication may be used if stimulants don't work or ifthe ADHD occurs with
another disorder. Antidepressants and other medications may be used to help control accompanying
depression or anxiety. In some cases, antihistamines may be tried. Clonidine, a drug normally used to
treat hypertension, may be helpful in people with both ADHD and Tourette's syndrome. Although
stimulants tend to be more effective, clonidine may be tried when stimulants don't work or can't be used.
Clonidine can be administered either by pill or by skin patch and has different side effects than
stimulants. The doctor works closely with each patient to find the most appropriate medication.

Sometimes, a child's ADHD symptoms seem to worsen, leading parents to wonder why. They can
be assured that a drug that helps rarely stops working. However, they should work with the doctor to
check that the child is getting the right dosage. Parents should also make sure that the child is actually
getting the prescribed daily dosage at home or at school-it's easy to forget. They also need to know that
new or exaggerated behaviors may also crop up when a child is under stress. The challenges that all
children face, like changing schools or entering puberty, may be even more stressful for a child with

ADHD.

Some doctors recommend that children be taken off a medication now and then to see ifthe child
still needs it. They recommend temporarily stopping the drug during school breaks and summer
vacations, when focused attention and calm behavior are usually not as crucial. These "drug holidays"
work well ifthe child can still participate at camp or other activities without medication.

Chiidren on medications should have regular checkups. Parents should also talk regularly with the
child's teachers and doctor about how the child is doing. This is especially important when a medication
is first started, rc-started, or when the dosage is changed.

The Medication Debate

As useful as these drugs are, Ritalin and the other stimulants have sparked a great deal of controversy.
Most doctors feel the potential side effects should be carefully weighed against the benefits before
prescribing the drugs. While on these medications, some children may lose weight, have less appetite, and
temporarily grow more slowly. Others may have problems falling asleep. Some doctors believe that
stimulants may also make the symptoms of Tourette's syndrome worse, although recent research suggests
this may not be true. Other doctors say ifthey carefully watch the child's height, weight, and overall
development, the benefits of medication far outweigh the potential side effects. Side effects that do occur

can often be handled by reducing the dosage.

It's natural for parents to be concerned about whether taking a medicine is in their child's best
interests. Parents need to be clear about the benefits and potential risks of using these drugs. The child's
pediatrician or psychiatrist can provide advice and answer questions.

Another debate is whether Ritalin and other stimulant drugs are prescribed unnecessarily for too

many children. Remember that many things, including anxiety, depression, allergies, seizures, or
problems with the home or school environment can make children seem overactive, impulsive, or
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inattentive. Critics argue that many children who do not have a true attention disorder are medicated as a
way to control their disruptive behaviors.

Medication and Self-Esteem

When a child's schoolwork and behavior improve soon after starting medication, the child, parents, and
teachers tend to applaud the drug for causing the sudden change. But these changes are actually the
child's own strengths and natural abilities coming out from behind a cloud. Giving credit to the
medication can make the child feel incompetent. The medication only makes these changes possible. The
child must supply the effort and ability. To help children feel good about themselves, parents and

teachers need to praise the child, not the drug.

It's also important to help children and teenagers feel comfortable about a medication they must
take every day. Tliey may feel that because they take medicine they are different from their classmates or
that therejrs something seriously wrong with them. CH.A.D.D. (which stands for Children and Adults
with Attention Deficit Disorders), a leading organization for people with attention disorders, suggests
several ways that parents and teachers can help children view the medication in a positive way:

» Compare the pills to eyeglasses, braces, and allergy medications used by other children in their
class. Explain that their medicine is simply a tool to help them focus and pay attention.

* Point out that they're lucky their problem can be helped. Encourage them to identify ways the
medicine makes it easier to do things that are important to them, like make friends, succeed at

school, and play.

Myths About Stimulant Medication

m Myth:

Stimulants can lead to drug addiction later in life.

e Fact:

Stimulants help many children focus and be more successful at school, home, and play. Avoiding
negative experiences now may actually help prevent addictions and other emotional problems later.

e« Myth:

Responding well to a stimulant drug proves a person has ADHD.

« Fact:

Stimulants allow many people to focus and pay better attention, whether or not they have ADHD.
The improvement isjust more noticeable in people with ADHD.

m Myth:

Medication should be stopped when the child reaches adolescence.

« Fact:

Not so! About 80 percent of those who needed medication as children still need it as teenagers.
Fifty percent need medication as adults.

Treatments To Help People With ADHD and Their Families Learn To Cope

Life can be hard for children with ADHD. They're the ones who are so often in trouble at school, can't
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finish a game, and lose friends. They may spend agonizing hours each night struggling to keep their mind
on their homework, then forget to bring it to school.

It's not easy coping with these frustrations day after day. Some children release their frustration by
acting contrary, starting fights, or destroying property. Some turn the frustration into body ailments, like
the child who gets a stomachache each day before school. Others hold their needs and fears inside, so that

no one sees how badly they feel.

It's also difficult having a sister, brother, or classmate who gets angry, grabs your toys, and loses
your things. Children who live with or share a classroom with a child who has ADHD get frustrated, too.
They may feel neglected as their parents or teachers try to cope with the hyperactive child. They may
resent their brother or sister never finishing chores, or being pushed around by a classmate. They want to
love their sibling and get along with their classmate, but sometimes it's so hard!

It's especially hard being the parent ofa child who is full of uncontrolled activity, leaves messes,
throws tantrums, and doesn't listen or follow instructions. Parents often feel powerless and at a loss. The
usual methods of discipline, like reasoning and scolding, don't work with this child, because the child
doesn't really choose to act in these ways. It'sjust that their self-control comes and goes. Out of sheer
frustration, parents sometimes find themselves spanking, ridiculing, or screaming at the child, even
though they know it's not appropriate. Their response leaves everyone more upset than before. Then they
blame themselves for not being better parents. Once children are diagnosed and receiving treatment, some

ofthe emotional upset within the family may fade.

Medication can help to control some of the behavior problems that may have lead to family turmoil. But
more often, there are other aspects ofthe problem that medication can't touch. Even though ADHD
primarily affects a person's behavior, having the disorder has broad emotional repercussions. For some
children, being scolded is the only attention they ever get. They have few experiences that build their
sense of worth and competence. Ifthey're hyperactive, they're often told they're bad and punished for
being disruptive. Ifthey are too disorganized and unfocused to complete tasks, others may call them lazy.
Ifthey impulsively grab toys, butt in, or shove classmates, they may lose friends. And if they have a
related conduct disorder, they may get in trouble at school or with the law. Facing the daily frustrations
that can come with having ADHD can make people fear that they are strange, abnormal, or stupid.

Often, the cycle of frustration, blame, and anger has gone on so long that it will take some time to undo.
Both parents and their children may need special help to develop techniques for managing the patterns of
behavior. In such cases, mental health professionals can counsel the child and the family, helping them to
develop new skills, attitudes, and ways of relating to each other. In individual counseling, the therapist
helps children or adults with ADHD leam to feel better about themselves. They leam to recognize that
having a disability does not reflect who they are as a person. The therapist can also help people with
ADHD identify and build on their strengths, cope with daily problems, and control their attention and
aggression. In group counseling, people leam that they are not alone in their frustration and that others
want to help. Sometimes only the individual with ADHD needs counseling support. But in many cases,
because the problem affects the family as well as the person with ADHD, the entire family may need help.
The therapist assists the family in finding better ways to handle the disruptive behaviors and promote
change. Ifthe child is young, most of the therapist's work is with the parents, teaching them techniques

for coping with and improving their child's behavior.

Several intervention approaches are available and different therapists tend to prefer one approach or
another. Knowing something about the various types of interventions makes it easier for families to
choose a therapist that is right for their needs.

Psychotherapy works to help people with ADHD to like and accept themselves despite their disorder. In
psychotherapy, patients talk with the therapist about upsetting thoughts and feelings, explore
self-defeating patterns of behavior, and leam alternative ways to handle their emotions. As they talk, the
therapist tries to help them understand how they can change. However, people dealing with ADHD
usually want to gain control of their symptomatic behaviors more directly. If so, more direct kinds of

intervention are needed.
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Cognitive-behavioral therapy helps people work on immediate issues. Rather than helping people
understand their feelings and actions, it supports them directly in changing their behavior. TTie support
might be practical assistance, like helping Henry leam to think through tasks and organize his work. Or
the support might be to encourage new behaviors by giving praise or rewards each time the person acts in
the desired way. A cognitive-behavioral therapist might use such techniques to help a belligerent child
like Mark leam to control his fighting, or an impulsive teenager like Lisa to think before she speaks.

Social skills training can also help children leam new behaviors. In social skills training, the therapist
discusses and models appropriate behaviors like waiting for a turn, sharing toys, asking for help, or
responding to teasing, then gives children a chance to practice. For example, a child might leam to "read"
other people's facial expression and tone ofvoice, in order to respond more appropriately. Social skills
training helped Lisa leam tojoin in group activities, make appropriate comments, and ask for help. A
child like Mark might leam to see how his behavior affects others and develop new ways to respond when

angry or pushed.

Supportgroups connect people who have common concerns. Many adults with ADHD and parents of
children with ADHD find it useful tojoin a local or national support group. Many groups deal with issues
of children's disorders, and even ADHD specifically. The national associations listed at the back of this
booklet can explain how to contact a local chapter. Members of support groups share frustrations and
successes, referrals to qualified specialists, and information about what works, as well as their hopes for
themselves and their children. There is strength in numbers-and sharing experiences with others who

have similar problems helps people know that they aren't alone.

Parenting skills training, >offered by therapists or in special classes, gives parents tools and techniques
for managing their child's behavior. One such technique is the use of "time out™ when the child becomes
too unruly or out ofcontrol. During time outs, the child is removed from the agitating situation and sits
alone quietly for a short time to calm down. Parents may also be taught to give the child "quality time"
each day, in which they share a pleasurable or relaxed activity. During this time together, the parent looks
for opportunities to notice and point out what the child does well, and praise his or her strengths and

abilities.

An effective way to modify a child's behavior is through a system of rewards and penalties. The
parents (or teacher) identify a few desirable behaviors that they want to encourage in the child—such as
asking for a toy instead of grabbing it, or completing a simple task. The child is told exactly what is
expected in order to earn the reward. The child receives the reward when he performs the desired
behavior and a mild penalty when he doesn't. Areward can be small, perhaps a token that can be
exchanged for special privileges, but it should be something the child wants and is eager to earn. The
penalty might be removal ofa token or a brief "time out." The goal, over time, is to help children leam to
control their own behavior and to choose the more desired behavior. The technique works well with all
children, although children with ADHD may need more frequent rewards.

In addition, parents may leam to structure situations in ways that will allow their child to succeed.
This may include allowing only one or two playmates at a time, so that their child doesn't get
overstimulated. Or iftheir child has trouble completing tasks, they may leam to help the child divide a
large task iuto air. " ;¥*& (her praise the child as each step is completed.

_Parents may also leam to use stress management methods, such as meditation, relaxation
techniques, and exercise to increase their own tolerance for frustration, so that they can respond more

calmly to their child's behavior.

Controversial Treatments

Understandably, parents who are eager to help their children want to explore every possible option. Many
newly touted treatments sound reasonable. Many even come with glowing reports. A few are pure
quackery. Some are even developed by reputable doctors or specialists—but when tested scientifically,

cannot be proven to help.
Here are a few types of treatment that have not been scientifically shown to be effective in treating
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the majority of children or adults with ADHD:

* biofeedback

m restricted diets

allergy treatments

medicines to correct problems in the inner ear
megavitamins

chiropractic adjustment and bone re-alignment
treatment for yeast infection

eye training

. Special colored glasses

A few success stories can't substitute for scientific evidence. Until sound, scientific testing shows a
treatment to be effective, families risk spending time, money, and hope on fads and false promises.

| Home | Public | Info on Spec Mntl Pis | Top of Pub |

SUSTAINING HOPE

Mark

Today, at age 14, Mark is doing much better in school. He channels his energy into sports and is a star
player on the intramural football team. Although he still gets into fights now and then, a child
psychologist is helping him leam to control his tantmras and frustration, and he is able to make and keep
friends. His grandparents point to him with pride and say, "We knew he'd turn outjust fine!"

Lisa

Lisa is about to graduate from high school. She's better able to focus her attention and concentrate on her
work, so that now her grades are quite good. Overcoming her depression and learning to like herselfhave
also given her more confidence to develop friendships and try new things.

Lately, she has been working with the school guidance counselor to identify the right kind ofjob to
look for after graduation. She hopes to find a career that will bypass her attention problems and make the
best use ofher assets and skills. She is more alert and focused and is considering trying college in a year

or two. Her counselor reminds her that she’s certainly smart enough.

Henry

These days, Henry is successful and happy in hisjob as a shoe salesman. The work allows him to move
around throughout the day, and the appearance of new customers provides the variety he needs to help
him stay focused. He recently completed a course in time management, and now keeps lists, organizes his
work, and schedules his day. Now that he has harnessed his energy, his ability to think about several
things at once allows him to be creative and productive.

He is proud that he and his wife have developed important parenting skills for working with their
son, so that he, too, is doing better at home and at school. Henry is also pleased with his new ability to
follow through on projects. In fact, he just finished making his son a beautiful wooden toy chest for his

birthday.
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Can ADHD Be Outgrown or Cured?
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Even though most people don't outgrow ADHD, people do leam to adapt and live fulfilling lives. Mark,
Lisa, and Henry are making good lives for themselves-not by being cured, but by developing their
personal strengths. With effective combinations of medicine, new skills, and emotional support, people
with ADHD can develop ways to control their attention and minimize their disruptive behaviors. Like
Henry, they may find that by structuring tasks and conirolling their environment, they can achieve
personal goals. Like Mark, they may leam to channel their excess energy into sports and other high
energy activities. And like Lisa, they can identify career options that build on their strengths and abilities.

As they grow up, with appropriate help from parents and clinicians, children with ADHD become
better able to suppress their hyperactivity and to channel it into more socially acceptable behaviors, like
physical exercise or fidgeting. And although we know that half ofall children with ADHD will still show
signs of the problem into adulthood, we also know that the medications and therapy that help children

also work for adults.

All people with ADHD have natural talents and abilities that they can draw on to create fine lives
and careers for themselves. In fact, many people with ADHD even feel that their patterns of behavior give
them unique, often unrecognized, advantages. People with ADHD tend to be outgoing and ready for
action. Because oftheir drive for excitement and stimulation, many become successful in business, sports,
construction, and public speaking. Because oftheir ability to think about many things at once, many have
won acclaim as artists and inventors. Many choose work that gives them freedom to move around and
release excess energy. But some find ways to be effective in quieter, more sedentary careers. Sally, a
computer programmer, found that she thinks best when she wears headphones to reduce distracting
noises. Like Henry, some people strive to increase their organizational skills. Others who own their own
business find it useful to hire support staffto provide day-to-day management.
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What Hope Doe? Research Offer?

Although no immediate cur* is in sight, a new understanding of ADHD may be just over the horizon.
Using a variety of resea. T/i tools and methods, scientists are beginning to uncover new information on the
role ofthe brain in ADIiiD and effective treatments for the disorder Such research will ultimately result in

improving the personal fulfillment and productivity of people with ADHD.

For example, the use of new techniques like brain imaging to observe how the brain actually works
is already providing new insights into the causes of ADHD. Other research is seeking to identify
conditions of pregnancy and early childhood that may cause or contribute to these differences in the
brain. As the body ofknowledge grows, scientists may someday leam how to prevent these differences or

at least how to treat them.

NIMH and the U.S. Department of Education are cosponsoring a large national study-the first of
its kind--to see which combinations of ADHD treatment work best for different types of children. During
this 5-year study, scientists at research clinics across the country will work together in gathering data to
answer such questions as: Is combining stimulant medication with behavior modification more effective
than either alone? Do boys and girls respond differently to treatment? How do family stresses, income,
and environment affect the severity of ADHD and long-term outcomes? How does needing medicine
affect children's sense of competence, self-control, and seh-esteem? As a result of such research, doctors
and mental health specialists may someday know who benefits most from different types of treatment and

be able to intervene more effectively.

NIMH grantees arc also trying to determine ifthere are different varieties of attention deficit. With
further study, researchers may find that ADHD actually covers a number of different disorders, each with
its own cluster of symptoms and treatment requirements. For example, scientists are exploring whether
there are any critical differences between children with ADHD who also have anxiety, depression, or
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conduct disorders and those who do not. Other researchers are studying slight physical differences that
might distinguish one type of ADHD from another. If clusters of differences can be found, scientists can

begin to distinguish the treatment each type needs.

Other NIMH-sponsored research is examining the long-term outcome of ADHD. How do children
with ADHD turn out, compared to brothers and sisters without the disorder? As adults, how do they
handle their own children? Still other studies seek to better understand ADHD in adults. Such studies give
insights into what types of treatment or services make a difference in helping an ADHD child grow into a

caring parent and a well-functioning adult.

Animal studies are also adding to our knowledge of ADHD in humans. Animal subjects make it
possible to study some of the possible causes of ADHD in ways that can't be studied in people. In
addition, animal research allows the safety and effectiveness of experimental new drugs to be tested long
before they can be given to humans. One NEH-sponsored team of scientists is studying dogs to leam how
new stimulant drugs that are similar to Ritalin act on the brain.

~ Piece by piece, through studies of humans and animals, scientist* are beginning to understand the
biological nature ofattention disorders. New rest rch is allowing us to better understand the inner
workings of the brain as we continue to develop new medications and assess new forms of treatment.

As we learn more about what actually happens inside the brain, we approach a future where we can
prevent certain brain and mental disorders, make valid diagnoses, and treat each effectively. This is the
hope, mission, and vision of the National Institute of Mental Health.
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What Are Sources of Information and Support?

Several publications, organizations, and support groups exist to help ndividuals, teachers, and families to
understand and cope with attention disorders. The following resources provide a good starting point for
gaining insight, practical solutions, and support. Other resources are outpatient clinics of childrenjis
hospitals, university medical centers, and community mental health centers. Additional printed

information can be found at libraries and book stores.

Books for Children and Teens:

Galvin, M. Otto Learns about his Medication. New York: Magination Press, 1988. (for young children)

Gehret, J. Learning Disabilities and the Don't Give Up Kid. Fairport, New York: Verbal Images Press,
1990. (for classmates and children with learning disabilities and attention difficulties, ages 7-12)

Gordon, M. Jumpin'Johnny, Get Back to Work! A Child's Guide to ADHD/Hyperactivity. DeWitt, New
York: GSI Publications, 1991. (for ages 7-12)

Meyer, D.; Vadasy, P.; and Fewell, R. Living with a Brother or Sister with Special Needs: A Bookfor
Sibs. Seattle: University of Washington Press, 1985.

Moss, D. Shelly the Hyperactive Turtle. Rockville, MD: Woodbine House, 1989. (for young children)

Nadeau, K., and Dixon, E. Learning to Slow Down and Pay Attention. Annar.dale, VA: Chesapeake
Psychological Publications, 1993.

Figgkzer, R. Making the Grade: An Adolescent's Struggle with ADD. Plantation, FL: Impact Publications,
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Quinn, P., and Stem, J. Putting on the Brakes: Young People's Guide to Understanding Attention Deficit
Hyperactivity Disorder. New York: Magination Press, 1991. (for ages 8-12)

Thompson, M. My Brother Matthew. Rockville, MD: Woodbine House, 1992.

Books for Adults With Attention Disorders:

Adelman, P., and Wren, C. Learning Disabilities, Graduate School, and Careers: The Student's
Perspective. Lake Forest, IL: Learning Opportunities Program, Barat College, 1990.

Hallowell, E., and Ratey, J. Driven to Distraction. New York: Pantheon Books, 1994.
Hartmann, T. Attention Deficit Disorder: A New Perception. Lancaster, PA: Underwood-Miller, 1993.

Kelly, K., and Ramundo, P. You Mean I'm Not Lazy, Stupid, or Crazy?! Cincinnati, OH: Tyrell and
Jeremy Press, 1993.

Weiss, G., and Hechtman, L. (eds). Hyperactive Children Grown Up. 2d ed. New York: Guilford Press,
1992.

Weiss, L. Attention Deficit Disorder in Adults. Dallas, TX: Taylor Pub. Co., 1992.

Wender, P. The Hyperactive Child, Adolescence, and Adult: Attention Deficit Disorder Through the
Lifespan. New York: Oxford University Press, 1987.

Books for Pnrents:

Anderson, W.; Chitwood, S.; and Hayden, D. Negotiating the Special Education Maze: A Guidefor
Parents and Teachers. 2d ed. Rockville, MD: Woodbine House, 1990.

Bain, L. A Parent's Guide to Attention Deficit Disorders. New York: Dell Publishing, 1991.
Barkley, R. Defiant Children. New York: Guilford Press, 1987.

Child Psychopharmacy Center, University of Wisconsin. Stimulants and Hyperactive Children. Madison:
1990. (Order by calling (608) 263-6171.)

Copeland, E., and Love, V. Attention, Please!: A Comprehensive Guidefor Successfully Parenting
Children with Attention Disorders and Hyperactivity. Atlanta, GA: SPI Press, 1991.

Fowler, M. Maybe You Know My Kid: A Parent's Guide to Identifying, Understanding, and Helpingyour
Child with ADHD. New York: Birch Lane Press, 1990.

Goldstein, S., and Goldstein, M. Hyperactivity: Why Won't Mv Child °ay Attention? New York: J. Wiley,
1992.

Greenberg, G.; Horn, S.; and Wade F. Attention Deficit Hyperactivity Disorder: Questions & Answersfor
Parents. Champaign, IL: Research Press, 1991.

Ingersoll, B., and Goldstein, S. Attention Deficit Disorder and Learning Disabilities: Realities, Myths,
and Controversial Treatments. New York: Doubleday, 1993.

Kennedy, P.; Terdal, L.; and Fusetti, L. The Hyperactive Child Book. New York: St. Martrin's Press,
1993.

Moss, R., and Dunlap, H. WhyJohnny Can't Concentrate: Coping with Attention Deficit Problems. New
York: Bantam Books, 1990.
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Silver, L. Dr. Silver's Advice to Parents on Atlention-Deftcit Hyperactivity Disorder. Washington, DC:
American Psychiatric Press, 1993.

Vail, P. Smart Kids with School Problems. New York: EP Dutton, 1987.

Wilson, N. Optimizing Special Education: How Parents Can Make a Difference. New York: Insight
Books, 1992.

Windell, J. Discipline: A Sourcebook of50 Failsafe Techniquesjor Parents. New York: Collier Books,
1991.

Other Resources:

For individuals with a computer and modem, there are on-line bulletin boards where parents, adults with
ADHD, and medical professionals share experiences, offer emotional support, and ask and respond to
questions.

Two such on-line services include CompuServe [(800) 848-8990] and America Online [(800) 827-6364].
You may also wish to check with other national and local on-line communications companies to see if
they offer similar services.

Resources for Teachers and Specialists:

Barkley, R. Attention Deficit Hyperactivity Disorder (four 40-minute videocassettes in VHS format). New
York: Guilford Publications, 1990.

Copeland, E., and Love, V. Attention Without Tension: A Teacher's Handbook on Attention Disorders.
Atlanta, GA: 3 C's of Childhood, 1992.

Harris, K., and Graham, S. Helping Young Writers Master the Craft. Cambridge, MA: Brookline Books,
1992.

Johnson, D. | Can't Sit Still-Educating and Affirming Inattentive and Hyperactive Children: Suggestions
for Parents, Teachers, and Other Care Providers ofChildren to Age 10. Santa Cruz, CA: ETR
Associates, 1992.

Parker, H. The ADD Hyperactivity Handbookfor Schools. Plantation, FL: Impact Publications, 1992.

Related Materials Available from NIH:

Attention Deficit Disorder Information Packet and "Know Your Brain Fact Sheet." Both are available
from NIH Neuro.’ogical Institute, P.O. Box 5801; Bethesda, MD 20824 (800) 352-9424. Learning
Disabilities (NIH Pub. No. 93-3611) and "Plain Talk about Depression' (NIH Pub. No. 93-3561). These
are available by contacting: NIMH, Room 7C-02,5600 Fishers Lane, Rockville, MD 20857.

Support Groups and Organizations

Attention Deficit Information Network (Ad-IN)
475 Hillside Avenue

Needham, MA 02194

(781)455-9895

Provides up-to-date information on current research, regional meetings. Offers aid infinding solutions to
practical problemsfaced by adults and children with an attention disorder.

ADD Warehouse
300 NW 70th Avenue
Plantation, FL 33317
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(800)233-9273

Distributes books, tapes, videos, assessment on attention deficit hyperactivity disorders. A central
locationfor ordering many o fthe books listed above. Callfor catalog.

Center for Mental Health Services

Office of Consumer, Family, and Public Information
5600 Fishers Lane, Room 15-105

Rockville, MD 20857

(301)443-2792

This national center, a component o fthe U.S. Public Health Service, provides a range o finformation on
mental health, treatment, and support services.

Children and Adults with Attention Deficit Disorders
(CH.AD.D.)

499 NW 70th Avenue, Suite 101

Plantation, FL 33317

(800) 233-4050

A major advocate and key information sourcefor people dealing with attention disorders. Sponsors
support groups andpublishes two newsletters concerning attention disordersfor parents and

professionals.

Council for Exceptional Children
11920 Association Drive

Reston, VA 22091

(703) 620-3660

Provides publicationsfor educators. Can also provide referral to ERIC (Educational Resource
Information Center) Clearinghousefor Handicapped and Gifted Children.

Federation of Families for Children's Mental Health
1021 Prince Street

Alexandria, VA 22314

(703)684-7710

Provides information, support, and referrals throughfederation chapters throughout the country. This
national parent-run organizationfocuses on the needs ofchildren with broad mental health problems.

HEATH Resource Center
American Council on Education
1 Dupont Circle, Suite 800
Washington, DC 20036

(800) 544-3284

A national clearinghouse on post-high school educationfor people with disabilities.

Learning Disabilities Association of America

4156 Library Road
Pittsburgh, PA 15234

(412)341-8077

Provides information and referral to state chapters, parent resources, and local support groups.
Publishes news briefs and a professionaljournal.

National Association of Private Schools
for Exceptional Children
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1522 K Street, NW, Suite 1032
Washington, DC 20005
(202)408-3338

Provides referrals to private special education programs.

National Center for Learning Disabilities
99 Park Avenue, 6th Floor

New York, NY 10016

(212)687-7211

Provides referrals and resources. Publishes Their World magazine describing true stories on ways
children and adults cope with LD.

National Clearinghouse for Alcohol and Drug Information
P.O. Box 2345

Rockville, MD 20847

(800)729-6686

Provides information on the risks o falcohol during pregnancy, andfetal alcohol syndrome.

National Information Center for Children
and Youth with Disabilities (NICHCY)
P.O. Box 1492

Washington, DC 20013

(800)695-0285

Publishesfree, fact-filled newsletters. Arranges workshops. Advises parents on the laws entitling children
with disabilities to special education and other services.

Sibling Information Network
A.J. Pappanikou Center
1776 Ellington Road

South Windsor, CT 06074
(203)648-1205

Publishes a newsletterfor and about siblings ofchildren with special needs.

Tourctte Syndrome Association
42-40 Bell Boulevard

Bayside, NY 11361
(718)224-2999

State and local chapters provide national information, advocacy, research, and support.
MESSAGE FROM THE NATIONAL INSTITUTE OF MENTAL HEALTH

Research conducted and supported by the National Institute of Mental Health brings hope to millions of
people who suffer from mental illness and to their families and friends. In many years of work with
animal as well as human subjects, researchers have advanced our understanding of the brain and vastly
expanded the capability of mental health professionals to diagnose, treat, and prevent mental and brain

disorders.

Now, in the 1990s, which the President and Congress have declared the "Decade of the Brain," we stand
at the threshold ofa new era in brain and behavioral sciences. Through research, we will leam even more
about mental and brain disorders such as depression, bipolar disorder, schizophrenia, panic disorder,
obsessive-compulsive disorder, and attention deficit hyperactivity disorder. And we will be able to use
this knowledge to develop new therapies that can help more people overcome mental illness.
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Attention-Deficit Hyperactivity
Disorder

Imaye: Yan Kjscimbene

A new theory suggests the disorder results front a failure in self-control.
ADHD may arise when key brain circuits do not develop properly, perhaps
because of an altered gene or genes

hr Russell A. Bnrklev

As | watched five-year-old Keith in the waiting room of my office, | could see
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why his parents said he was having such a tough time in kindergarten. He
nopped from chair to chair, swinging his arms and legs restlessly, and then
began to fiddle with the light switches, turning the lights on and offagain to
everyone's annoyance--all the while talking nonstop. When his mother
encouraged him tojoin a group of other children busy in the playroom, Keith
butted into a game that was already in progress and took over, causing the other
children to complain of his bossiness and drift away to other activities. Even
when Keith had the toys to himself, he fidgeted aimlessly with them and seemed
unable to entertain himself quietly. Once | examined him more fully, my initial
?uspicio)ns were confirmed: Keith had attention-deficit hyperactivity disorder
ADHD).

Since the 1940s, psychiatrists have applied various labels to children who are
hyperactive and inordinately inattentive and impulsive. Such youngsters have
been considered to have "minimal brain dysfunction,” "brain-injured child
syndrome,"” "hyperkinetic reaction of childhood,” "hyperactive child syndrome"
and, most recently, "attention-deficit disorder.” The frequent name changes
reflect how uncertain researchers have been about the underlying causes of, and
even the precise diagnostic criteria for, the disorder.

Within the past several years, however, those of us who study ADHD have
begun to clarify its symptoms and causes and have found that it may have a
genetic underpinning. Today's view of the basis of the condition is strikingly
different from that ofjust a few years ago. We are finding that ADHD is not a
disorder of attention per se, as had long been assumed. Rather it arises as a
developmental failure in the brain circuitry that underlies inhibition and
self-control. This loss of self-control in turn impairs other important brain
functions crucial for maintaining attention, including the ability to defer
immediate rewards for later, greater gain.

ADHD involves two sets of symptoms: inattention and a combination of
hyperactive and impulsive behaviors. Most children are more active, distractible
and impulsive than adults. And they are more inconsistent, affected by
momentaiy events and dominated by objects in their immediate environment.
The younger the children, the less able they are to be aware of time or to give
priority to future events over more immediate wants. Such behaviors are signs of
a problem, however, when children display them significantly more than their
peers do.

Boys are at least three times as likely as girls to develop the disorder; indeed,
some studies have found that bovs with ADHD outnumber girls with the
condition by nine to one, possibly because boys are genetically more prone to
disorders of the nervous system. The behavior patterns that typify ADHD
usually arise between the ages of three and five. Even so, the age of onset can
vary widely: some children do not develop symptoms until late childhood or
even early adolescence. Why their symptoms are delayed remains unclear.

Huge numbers of people are affected. Many studies estimate that between 2 and
9.5 percent of all school-age children worldwide have ADHD; researchers have
identified it in every nation and culture they have studied. What is more, the
condition, which was once thought to ease with age, can persist into adulthood.
For example, roughly two thirds cf 158 children with ADHD my colleagues and
| evaluated in the 1970s still had the disorder in their twenties. And many of
those who no longer fit the clinical description of ADHD were still having
significant adjustment problems at work, in school or in other social settings.

To help children (and adults) with ADHD, psychiatrists and psychologists must
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better understand the causes of the disorder. Because researchers have
traditionally viewed ADHD as a problem in the realm of attention, some have
suggested that it stems from an inability of the brain to filter competing sensory
inputs, such as sights and sounds. But recently scientists led by Joseph A.
Sergeant of the University of Amsterdam have shown that children with ADHD
do not have difficulty in that area; instead they cannot inhibit their impulsive
motor responses to such input. Other researchers have found that children with
ADHD are less capable of preparing motor responses in anticipation of events
and are insensitive to feedback about errors made in those responses. For
example, in a commonly used test of reaction time, children with ADHD are less
able than other children to ready themselves to press one of several keys when
they see a warning light. They also do not slow down after making mistakes in
such tests in order to improve their accuracy.

The Search for a Cause

No one knows the direct and immediate causes of the difficulties experienced by
children with ADHD, although advances in neurological imaging techniques and
genetics promise to clarify this issue over the next five years. A’ready they have
yielded clues, albeit ones that do not yet fit together into a coheient p 'ture.

Imaging studies over the past decade have indicated which brain regions might
malfunction in patients with ADHD and thus account for the symptoms of the
condition. That work suggests the involvement of the prefrontal cortex, part of
the cerebellum, and at least two of the clusters of nerve cells deep in the brain
that are collectively known as the basal uanulia. In a 1996 study F. Xavier
Castellanos, Judith L. Rapoport and their colleagues at the National Institute of
Mental Health found that the right prefrontal cortex and two basal ganglia called
the caudate nucleus and the globus pallidus are significantly smaller than normal
in children with .ADHD. Earlier this year Castellanos's group found that the
vermis region of the cerebellum is also smaller in ADHD children.

The imaging findings make sense because the brain areas that are reduced in size
in children with ADHD are the very ones that regulate attention. The right
prefrontal cortex, for example, is involved in "editing” one's behavior, resisting
distractions and developing an awareness of self and time. The caudate nucleus
and the globus pallidus help to switch off automatic responses to allow more
careful deliberation by the cortex and to coordinate neurological input among
various regions of the cortex. The exact role of the vermis region is unclear, but
early studies suggest it may play a role in regulating motivation.

What causes these structures to shrink in the brains of those with ADHD? No
one knows, but many studies have suggested that mutations in several genes that
are normally very active in the prefrontal cortex and basal ganglia might play a
role. Most researchers now believe that ADHD is a polygenic disorder-that is,
that more than one gene contributes to it.

Early tips that faulty genetics underlie ADHD came from studies of the relatives
of children with the disorder. For instance, the siblings of children with ADHD
are between five and seven times more likely to develop the syndrome than
children from unaffected families. And the children of a parent who has ADHD
have up to a 50 percent chance of experiencing the same difficulties.

The most conclusive evidence that genetics can contribute to ADHD, however,
comes from studies of twins. Jacquelyn J. Gillis, then at the University of
Colorado, and her colleagues reported in 1992 that the ADHD risk of a child
whose identical twin has the disorder is betweer 11and 18 times greater than

1/12/99 10:22 AM


http://www.sciam.com.i998/0998issue/0998barklcy.htm

Scientific American: Feature Artic...ractivity Disorder: September 1998 hrtp:/Avww.sciam.com/1998/0998issue/0998barkley.html

that of a nontwin sibling of a child with .ADHD; between 55 and 92 percent of
the identical twins of children with ADHD eventually develop the condition.

One of the largest twin studies of ADHD was conducted by Helene Gjone and
Jon M. Sundet of the University of Oslo with Jim Stevenson of the University of
Southampton in England. It involved 526 identical twins, who inherit exactly the
same genes, and 389 fraternal twins, who are no more alike genetically than
siblings bom years apart. The team found that ADHD has a heritabilitv
approaching 80 percent, meaning that up to 80 percent of the differences in
attention, hyperactivity and impulsivity between people with ADHD and those
without the disorder can be explained by genetic factors.

Nongenetic factors that have been linked to ADHD include premature birth,
maternal alcohol and tobacco use, exposure to high levels of lead in early
childhood and brain injuries-especially those that involve the prefrontal cortex.
But even together, these factors can account for only between 20 and 30 percent
of ADHD cases among boys; among girls, they account for an even smaller
percentage. (Contrary to popular belief, neither dietary factors, such as the
amount of sugar a child consumes, nor poor child-rearing methods have been
consistently shown to contribute to ADHD.)

Which genes are defective? Perhaps those that dictate the way in which the brain
dopamine, one of the chemicals known as neurotransmitters that convey
messages from one nerve cell, or neuron, to another. Dopamine is secreted by
neurons in specific parts of the brain to inhibit or modulate the activity of other
neurons, particularly those involved in emotion and movement. The movement
disorders of Parkinson's disease, for example, are caused by tiie death of
dopamine-secreting neurons in a region of the brain underneath the basal ganglia
called the substantia nigra.

Some impressive studies specifically implicate genes that encode, or serve as the
blueprint for, dopamine receptors and transporters; these genes are very active in
the prefrontal cortex and basal ganglia. Dopamine receptors sit on the surface of
certain neurons. Dopamine delivers its message to those neurons by binding to
the receptors. Dopamine transporters protrude from neurons that secrete the
neurotransmitter; they take up unused dopamine so that it can be used again.
Mutations in the dopamine receptor gene can render receptors less sensitive to
dopamine. Conversely, mutations in the dopamine transporter gene can yield
overly effective transporters that scavenge secreted dopamine before it has a
chance to bind to dopamine receptors on a neighboring neuron.

In 1995 Edwin H. Cook and his colleagues at the University of Chicago reported
that children with ADHD were more likely than others to have a particular
variation in the dopamine transporter gene DATL. Similarly, in 1996 Gerald J.
LaHoste of the University of California at Irvine and his co-workers found that a
variant of the dopamine receptor ucnc D4 is more common among children with
ADHD. But each of these studies involved 40 or 50 children-a relatively small
number-so their findings are now being confirmed in larger studies.

From Genes to Behavior

How do the brain-structure and genetic defects observed in children with ADHD
lead to the characteristic behaviors of the disorder? Ultimately, they might be
found to underlie impaired behavioral inlubition and self-control, which I have
concluded are the central deficits in ADHD.
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Self-control—er the capacity to inhibit or delay one’s initial
motor (and perhaps emotional) responses to an event-is a
critical foundation for the performance ofany task. As most
children grow up, they gain the ability to engage in mental
activities, known as executive functions, that help them
deflect distractions, recall goals and take the steps needed to
reach them. To achieve a goal in work or play, for instance,
people need to be able to remember their aim (use
hindsight), prompt themselves about what they need to do to
reach that goal (use forethought), keep their emotions reined
in and motivate themselves. Unless a person can inhibit
interfering thoughts and impulses, none of these functions can
successfully.

In the early years, the executive functions are performed externally: children
might talk out loud to themselves while remembering a task or puzzling out a
problem. As children mature, they internalize, or make private, such executive
functions, which prevents others from knowing their thoughts. Children with
ADHD, in contrast, seem to lack the restraint needed to inhibit the public
performance of these executive functions.

The executive functions can be grouped into four mentai activities. One is the
operation of working memory-holding information in the mind while working
on a task, even if the original stimulus that provided the information is gone.
Such remembering is crucial to timeliness and goal-directed behavior: it
provides the means for hindsight, forethought, preparation and the ability to
imitate the complex, novel behavior of others—all of which arc impaired in
people with ADHD.

The internalization of self-directed speech is another executive function. Before
the age of six, most children speak out loud to themselves frequently, reminding
themselves how to perform a particular task or trying to cope with a problem, for
example. ("Where did | put that book? Oh, I leP it under the desk.") In
elementary school, such private speech evolve, into inaudible muttering; it
usually disappears by age 10 [see "Why Chil men Talk to Themselves,” by Laura
E. Berk: Scientific American, November 1c94]. Internalized, self-directed
speech allows one to reflect to oneself, to follow rules and instructions, to use
self-questioning as a form of problem -jiving and to construct "meta-rules," the
basis for understanding the rules fr, using rulcs-all quickly and without tipping
one’ hand to others. Laura E. Berk and her colleagues at Illinois State
University reported in 1991 that the internalization of seif-dirccted speech is
delayed in boys with ADHD.

A third executive mental function consists of controlling emotions, motivation
and state of arousal. Such control helps individuals achieve goals by enabling
them to delay or alter potentially distracting emotional reactions to a particular
event and to generate private emotions and motivation. Those who rein in their
immediate passions can also behave in more socially acceptable ways.

The final executive function, reconstitution, actually encompasses two separate
processes: breaking down observed behaviors and combining the pans into new
actions not previously learned from experience. The capacity for reconstitution
gives humans a great degree of fluency, flexibility and creativity, it allows
individuals to propel themselves toward a goal without having to leam all the
needed steps by rote. It permits children as they mature to direct their behavior
across increasingly longer intervals by combining behaviors into ever longer
chains to attain a goal. Initial studies imply that children with ADHD are less
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capable of reconstitution than are other children.

1suggest that like self-directed speech, the other three executive functions
become internalized during typical neural development in early childhood. Such
privatization is essential for creating visual imagery and verbal thought. As
children grow up, they develop the capacity to behave covertly, to mask some of
their behaviors or feelings from others. Perhaps because of faulty genetics or
embryonic development, children with ADHD have not attained this ability and
therefore display too much public behavior and speech. It is my assertion that
the inattention, hyperactivity and impulsivity of children with ADHD are caused
by their failure to be guided by internal instructions and by their inability to curb
their own inappropriate behaviors.

Prescribing Self-Control

If, as | have outlined, ADHD is a failure of behavioral inhibition that delays the
ability to privatize and execute the four executive mentai functions | have
described, the finding supports the theory that children with ADHD might be
helped by a more structured environment. Greater structure can be an important
complement to any drug therapy the children might receive. Currently children
(and adults) with ADHD often receive drugs such as Ritalin that boost their
capacity to inhibit and regulate impulsive behaviors. These drugs act by
inhibiting the dopamine transporter, increasing the time that dopamine has to

bind to its receptors on other neurons.

Such compounds (which, despite their inhibitory effects, are known as
psychostimulants) have been found to improve the behavior of between 70 and
90 percent of children with ADHD older than five years. Children with ADHD
who take such medication not only are less impulsive, restless and distractible
but are also better able to hold important information in mind, to be more
productive academically, and to have more internalized speech and better
self-control. As a result, they tend to be liked better by other children and to
experience less punishment for their actions, which improves their self-image.

My model suggests that in addition to psychostimulants--and perhaps
antidepressants, for some children-treatment for ADHD should include training
parents and teachers in specific and more effective methods for managing the
behavioral problems of children with the disorder. Such methods involve
making the consequences of a child's actions more frequent and immediate and
increasing the external use of prompts and cues about rules and time intervals.
Parents and teachers must aid children with ADHD by anticipating events for
them, breaking future tasks down into smaller and more immediate steps, and
using artificial immediate rewards. All these steps serve to externalize time,
rules and consequences as a replacement for the weak internal forms of
information, rules and motivation of children with ADHD.

In some instances, the problems of ADHD children may be severe enough to
warrant their placement in special education programs. Although such programs
are not intended as a cure for the child's difficulties, they typically do provide a
smaller, less competitive and more supportive environment in which the child
can receive individual instruction. The hope is that once children leam
techniques to overcome their deficits in self-control, they will be able to function
outside such programs.

There is no cure foi ADHD, but much more is now known about effectively
coping with and managing this persistent and troubling developmental disorder.
The day is not far off when genetic testing for ADHD may become available and
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more specialized medications may be designed to counter the specific genetic
deficits of the children who suffer from it.
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Council Report

Diagnosis and Treatment of

Attention-Deficit/Hyperactivity Disorder

In Children and Adolescents

Larry S. Goldman, MD; Myron Genel, MD; Rebecca J. Bezman, MD; Priscilla J. Slanetz, MD, MPH;

for the Council on Scientific Affairs. American Medical Association

Objective.— To deal wHh public and professional concern regarding possible
overprescription of attention-deficit/hyperactivity disorder (ADHD) medications,
particularly methylphenidate, by reviewing issues related to the diagnosis, optimal
treatment, and actual care of ADHD patients and of evidence of patient misuse of

ADHD medications.
Data Sources.— Literature review using a National Library of Medicine database

search for 1975 through March 1997 on the terms attention deficitdisorder with hy-

peractivity, methylphenidate, stimulants, and stimulantabuse anddependence. Rel-
evant documents from the Drug Enforcement Administration were also reviewed.

Study Selection.— All English-language studies dealing with children of elemen-
tary school through high school age were included.

Data Extraction.— All searched articles were selected and were made available
to coauthors lor review. Additional articles known to coauthors were added to the
initial list, and a consensus was developed among the coauthors regarding the ar-
ticles most pertinent to the issues requested in the resolution calling for this report.
Relevant information from these articles was included in the report.

Data Synthesis.— Diagnostic criteria for ADHD are based on extensive empirical
research and, if applied appropriately, lead to the diagnosis of a syndrome with high
interrater re'iability, good face validity, and high predictability of course and medi-
cation responsiveness. The criteria of what constitutes ADHD in children have
broadened, and there isa growing appreciation of the persistence of ADHD into ado-
lescence and adulthood. As a result, more children (especially girls), adolescents,
and adults are being diagnosed and treated with stimulant medication, and children
are being treated for longer periods of time. Epidemiologic studies using standard-
ized diagnostic criteria suggest that 3% to 6% of the school-aged population (el-
ementary through high school) may suffer from ADHD, although the percentage of
USyouth being treated for ADHD is at most at the lowerend of this prevalence range.
Pharmacotherapy, particularly use of stimulants, has bean extensively studied and
generally provides significant short-term symptomatic and academic improvement.
There islittle evidence that stimulant abuse or diversion is currently a major problem,
particularly among those with ADHD, although recent trends suggest that this could
increase with the expanding production and use ol stimulants.

Conclusions.— Although some children are being diagnosed as having ADHD
with insufficient evaluation and in some cases stimulant medication is prescribed
when treatment alternatives exist, there is little evidence of widespread overdiag-
nosis or misdiagnosis of ADHD or of widespread overprescription of methylpheni-

date by physicians. jama ieos;279:i 100:1107
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ATTENTION-DEFICIT/hyperactiv-
ity disorder (ADHD) is a common neu-
ropsc}{glbatnc syndrome with onset in
cll | mostconon beecom_(gap—
Pare_nt (and thus coming to mediical at-
ention) durlng the first few years of
grade school. D may be associated
with a number of comorbid psychiatric
conditions as well as with inpaired aca-
demic performance and with both pa-
tientand familyennotional distress. While
it wes previously thought that the dis-
order remitted before Or during adoles-
cence, ithas becore well established that
patients will have an iliness course
that persists well into adulthood. Phar-
mecological treatment, particularly with
stimulant medication, is the most-
studied aspect of management, al-
though other formrs oftreatment (eg, be-
havior therapy, O}?arent t_ra_unlng[)g arc
important parts ofgood clinical care.
) piteanenormousbody ofresearch
into this disorder, various as of
ADHD have generated co rove[%
overtheyears. Three features of.
inparticular seemtohave contributed to
the controverwnéslg like mostmental dis-
orders, its diagnastic criteria involve pa-
tient history and behavioral assessment
without the availability of laboratory or
radiologic confirmetion; (2) like many
chronic'ilinesses of chilohodd, it has an
early onset and extended course, thus
gre%um nP at times treatment of children
adolescents over many years; and
§3) its treatment often includes stimu-
ant medications that have abuse or di-
version potential.
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lines, concems have been expressed
about whether thororufgh enough evalu-
ations are being performed by physi-
cians prior to prescribing medication.
Apart from diagnostic isstes, concems
have been raised about young children
taking medications for lengthy periods
of time, In addition, some critics have
Ak Tea et el
ical treatmen 0
neglect ofot_thtre_atment modalitiesor
servedasadistraction fromfamilyprob-
lens or school shortcomings. 1t 'should
be stressed that these issues have been
raised polemicallyor theoretically, rather
than on the basis of particular scientific

fingings. .

Another concem has been raised by
the dramatic increase in methylpheni-
date (Ritalin) hydrochloride production
and use in the United States in the past
decade. This has raised questions about
whether there has been a true increase
inthe prevalence of ADHD inthis time
gtlpd; achangeindiagnosticcriteriaaf-

ingpractice; improved physicianrec-
ognition of the_disorder;  broadened
spectrumofindications for use of stimu-
lants;andanincreaseinstimulantabuse,
diversion, and prescri %IOI‘] for profit.

Debate over A within the re-
search and medical communities has
beenmildand mostlyconcermed with nu-
ances in the diagnostic and treatment
%adlg% B/cloars_trast, highly mﬂ%

0 iC relations campaigns
pitdlga% lecal battles have beeng
g?mcular % groups such as

urchof Ci ol'%/')_lgatseektolabel
the whole idea of asanillnessa
"myth"* and to brand the use of stimu-
lants in children as a form of “mind con-
trol.”23 These efforts, which have been
Widelyreported inthe news media, have
creatéd a climate of fear among physi-
clans, parents, and educators and have
sown anxiety and confusion among the
eneral public. 431t is thus most impor-
ant to separate legitimate concerns
raised by scientific studies from ab-
stract, distorted, or mendacious infor-
metion fromather sources,

There are 6 main questions that un-
derlie this professional and public con-
cernand that this report will address by
reviewing the pertinent research:

Debate has centered onthe appropri-
of chil-

1  Isthereanagreed-onsetofdiagnos-

ticcriteria for that reflects suffi-
cient reliability and validity so as to de-
lineatesdinical Iyrmanlrgﬁ%l syndrome?
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2 What is the epidemiology of
ADHD, and how can the %?paren dis-

rities in prevalence in different popu-
ations be explained? )

3. What is the course of the illness,
and what are the adverse consequences
of the illness that would justify treat-

ment

4. What_constitutes optimel treat-
ment for ADHD, and howdostimulants
fitinto it?

5 What are the adverse conse-
quences of using stimulants, and inpar-
ticular, what is known about the risks of
abuse and diversion? )

6. Are children being appropriately
assessed and treated inclinical settings
toensurethat diagnostic criteriaare be-
ing used appr%:_)rlately; ie, isthere evi-
dence of underdiagnasis, overdiagnosis,
or misdiagnosis?

METHODS

The National Library of Vedicine da-
tabase was searched for 1975 through
IMarch 1997 for English-lang ar-
ticles covering school-aged children.
Searchterms were attention deficit dis-
order with hyperactivity, methylpheni-
date, stimulants, and stimulant abuse
and dependence. Articles concerned
with diagnostic and outcomes issues
were used. Drug Enforcement Admin-
%@ém (DEA) data alsowere incorpo-
rated.

DIAGNOSIS OF ADHD

Hyperactivity inchildrenwes first de-
scribed cI|n_|caIP/ in 1902, and the first
report of stimulant use to treat hyper-
activity in that condition wes in 1937.*
The high frequency of "'soft” neurologic
findings led to designating the condiition
“minimal brain dysfunction,” with the
expectation that & consistent neui ologic
I&mf%rlwJ % %et of lesions would eventually

Thefirst empirically based official set
of diagnostic criteria for what is nowre-
ferredtoas ADHDwesdelineated inthe
American latric Association's Di-

nosticand Statistical Manual of Men-

Disorders (DSIVHILI) in 1980*Early
focus on the centrality of hyperactivity
shifted toward giving weight to atteri-
tional problems and inpulsivity as well,
which wes later reflected in the 1987
revision (fDlagnostlc_ and Statistical
Manual of Mental Disorders, Revi
Third Edition [DSM-I11-R])? The cur-
rent. classification ngag ic and Sta-
tistical Manual of Mental Disorders,
Fourth Edition fDSM-IVJ) ofthe disor-
der now allows subtyping as predomi-
nantly inattentive type, predominantl
%gacﬂve type, Or combined type.

¥ese successive changes, in diagnostic
criteria reflect a combination of énpiri-

cal researchfindingsandexpertcommit-
tee consensus. The conplete DSM-IV
criteria canbe found in Table 1.

The DSM-/V/ criteria emphasize sev-

eral factors: o )
_The oms specified inthe crite-

riamustbe present forat least 6months,
ensuring that persistent rather than
tra_lq%en orrsvs\tnltl)ebe ﬁalnda%(zﬁ

symgptoms must be ¢ ive
and inconsistent with developmental
level." This ensures that the symptors
are of sufficient severity to cause prob-
lems and that the child's age and neu-
rodevelopment are considered inevalu-
ating symptons.

Symptoms must be presentacross
2 0r mere settings, ie, scPooI problerms
alone do not meet criteria for the diag-
nosis.

The oms are not better ex-
plained by another disorder, such_as
mood disorder, psychasis, or pervasive
developmental disorder (autism).

Takenasawhole, thesecriteriarequire
anillnesspatternthat isenduringandhas
led to impairment. To meke this di
SIS a_uPprop_rlater, the clinician be
familiar with normel development and
behavior, gather information from sev-
eral sourcesto evaluate the child'ssynmp-
torrs indifferent settings, and construct
an appropriate differential diagnosis for
the presentingcomplaints. Thishelps, for
g)g_nge to distinguish children with

from unaffected children whose
parents or teachers are mislabeling nor-
el behavior as pathological. The di
nostic criteria as used Dy appropriate
examiners demonstrate high interrater
reliability ofindividual itermsand of over-
al diagnosis.” o ]

Anumber of other psychiatric, medi-
%t arbld neuralogic d_||sorder(§,e (eg, trau-

ichraininjury,epilepsy, depression

canleadtodi u%ancesmatte_ntlon_

or activity level. PThus, the diagnosis of
“primary” ADHD is made whenthere is
no evidence from the hIS'[O%, physical
examination, or laboratory findings of
angther condition producing the clinical

icture.

P Thegoals ofthe actual examination of
the child are to determine whether heor
she meets diagnostic criteria andto look
for condlitions other than ADHD that
might simulate it. Too much focus ona
child’s behavior in the physician's office
or the child's ownobservations may lead
toamissed diagnosis, while overreliance
on parental rePorts of abnol ehav-
ior alone may lead to overdiagnosis.”

Anumber ofrating scalesand @/ch&
logical testing instruments n%/ used
inthe assessment of suspected ADHD,
but none of these should be used inisola-
tion to make or refute the di iS.
Scales such as the Conners, -1V,
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TritP 1—OtaQnoctlc Criteria tor AnsnttotvDafidVHypwactMty Ottordtr

A. Either (1) ox (2);

(1) Inattention: 6 (or more) of th» Wewing tym pkxr* or Inatlenton have peoitted toratlout 6 moto a
dagrea But |t rhatadaptive and loconiatool witft devetapmental level:

(1
mctMttes

b

c

d) o

?) often hu t

often lait to givadou eltentton to details or makes careless mistakes In schooteork, work, or other

)

) often hu dfflcufty sustaining tftantlon In tasks or pliy activities

) often doe* not teem to Uten when spoken to efrectfy

) often does not Mow through on Instructions and (tils to finohschoolwork. chores, or duties in Uvi
workplsoe Sno! due to oppositional bstiavtor or (allure to understand Instructions)

fflcutjr organizing tasks and acttvttm

often avoids, dskke*. or Is rekietant to engage In tasks that replire sustained mental effort

)
| (such u tchooTwirk or homework)

g
or loots)

h) Is often sully tSsffaaed by extraneous stimuli

(
(2) hyperadrrity-Impijlsivity: B &or more) ol the fotowing symptoms ol hyperactrvrty-mpulsrvfty have
pe 0 a degrae that la maladaf)tlve and inconsistent with developmental level:

) Is often lorgettul In daiy actrvtties

rsisted |0t it least 6 mo

often loses things necessary tor tasks or activities (eg. toys, school assignmonii, pencils, books,

often Waves seat In ciasaroom or In other situations In whichremaining seated is uxpected

0

g often lidgets with hands or leet or squirms In sea
c) often runs about or ¢Zmbs excessively in situations in which Il is inappropriate (in adolescents or

f
adults, may be limited lo subjective feelings of restlessness)
f

often has tffficutty playing or engaging In leisure sctiviiies quietly

ofton talks excessively

J
d |
0) Isoften 'on the go" or often acts as H'driven by a motor’
1

P o;ten blurts out answers belote questions have been compleiod
t

often hu difficulty ewaiting turn

) olten Interrupts or Imnrdos on oinars (eg. butts kilo conversations or games)
. Some hyperactive-impulsive or inartonlive symptoms that caused impairment were presant before e?
. Some impairment Irom the symptoms is present In 2 or more settings (e?, at school (nrwork) and el home)
. There must be dear evidence ol clinically significant impairment In socla

functioning

m OO

ely

, academic, or occupational

. Tho symptoms do not occur oxdusivaly during the course ol a pervasive developmental disorder,

schizophrenia or other psychotic disordor and are nr* better accounted lor by another manta! disorder
(eg, mood disorder, anxiety disordor, dissociative disorder, or a personality disorder)

DefidV
Attention-

iciVHyperaclrvrty Disorder, Predominant!
notmellorthepu}/g ! IY-I

months: 3 14.01 Atienlion-Dolicit

1 th 401 yperactivit
pe: Heriterion A(2) Is met but Criterion A (1) Is not met lor tho pest 6 months. Coding note: For In

‘Dhﬂnos,tictndSlitM alM tnuilot ttontal Otsaniers. Founti Ettltion.H code based on type:314.01 Attention-
yBenctrvny Disorder, Combined Type: Il both criteria A (I) and A(2) are mel lor the put 6 months: 314.00
ef Inattentive Ta/po: il criterion A (1) is met but criterion A<2) is

isordor, Predominantly Hyperactive-Impulsive
(5)|V|duals(oeper|ally

1
ggolescents and adults) who currently have symptoms that no longer meet lull criteria, ‘In Partial Remission’should

e spodfxd.

and Disruptive Behavior Disorder Scale
are more helpful inassessing and moni-
ﬁc%gjlqr_\g r&dponse to It\rlgtj:lzjltrnent trI\an_ ch]
a diagnosis. Neurgpsychologi
tests that foous on sustained attention
such as the Continuous Performance
Task, the Wiscorsin Card-Sorting Test,
Testof \ariablesof Attention, the Vatch-
ingFamiliar Figures Test, and the Wedh
sler Intelligegnce Scale for Children-
Revised are similarly not diagnostic.’
Thus, the overall approach to diag-
nsis may involve (1) a comprehensive
interviewwith the child'sadult caregiv-
ers; (2 a mental status examination of
the child; (g} a medical evaluation for
?eneral health and neurologic status;

azcl)h' a cognitive assessment or ability and
i

evenent; (5) use of ADHD-foctised
parent and teacher rating scales; and
(6) school reports and other adjunctive
evaluations if necessary h, lan-
guage assessment, etc) depending on
clinical flrrgg};s."mm evaluation can
ke performed by a clinician with the
skills and knowlédge to carry out those

gﬁe to clarify the pathophysiol-
ogy of D have made 0N sev-
eral fronts. Genetic studies have re-
vealed up to 92%concardance in mono-
ic twins and 33%indi

rmelities have been noted in mag-
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otics. 'S8

netic resonance _|% studies of the
brainsofthosewith D/*singlepho-
ton emission cqrgput_edt raphy,*G"
and neurophysiological studies (heart
rate deceleration, electroencephalo-
?ram amplitude of response to stimula-
1on, habituation on evoked responses).”
These findings and others, when takén
together, provide increasingsupport for
the concept of ADHD as a neuropsychi-
atric condition or set of conditions.” _
_Evenwith the use of careful ly applied
diagnostic criteria, there remains the is-
sue ofthe validity of ADHDasa discrete
condiition*3\Vth regard to unitary eti-
ology, many medical conditions (eg,
heart failure, seizures) are syndromes
tr_eprﬁentm%%éirglf oonmmon preiser_lctglj-
ion of a number of pathophysiologi
disturbances. Thus, the absenceogof a
single cause would be a weak argument
against the validity of ADHD as a dis-
crete syndrome, familial, genetic,
neurcanatomical, and neurophysiologi-
cal studies are mounting, evidence to
date for postdictive validity. Findings
with regard to concurrent validity are
mixed: there is clearly a great deal of
overlap between ADHD and a number
of learning conditions and conduct dis-
order, g other conditions. The
strongest evidence of validity has been
for course prediction and treatment re-

sponse. Owerall, ADHD is ore of the
best-researched disorders in medicine,
and thewerﬁ_l da%ﬁon :ctosvahdltyr{aerg_ cfzaalr
more ing than for ]
oo Y
BEPIDEMOLOGY OF ADHD

A number of studies have examined
the prevalence of ADHD in various
yulations. The patient sample used is
critical because of variations indifferent
settings: at least 10%o0f behavior tEzrob
lens seen in general pediatrics settin
are due to D, while children wi
ADHD make up to 50% of some child
iatric lations. ¥ In general
most ADHD patients in the United
States are cared for by pediatricians
andfamilypractitioners, while childpsy-
chiatrists, neurologglsts, and behavioral
ediatricians tend o see refractory pa-
ients and those with significant comor-
bidity. Community studies haveyieloed
prevalences between 1, %%and 18% de-
pending onthe lationand the alag-
nostic methods. These studies are sum-
marized in Table 2
These results su%tqest that across
fairly diverse populations (geographi-
cally, racially, sociceconomically) there
exists a sizable percentage_of school-
aged children with ADHD. The evolu-
tion of criteria from DSM-111 to DSIVF
IV, although based on a prog[esswely
larger empirical base, Bhas broagened
the case definition, sothat more children
appear to be affected. This is largely a
functionofthe increased emphasis onat-
tentional problemsas opposed toanmore
narrow focus on hyperactivity inearlier
diagnostic sets. As a result, girls have
been dla?nosed as having ADHD nore
frequently than they were in the past.y

ILLNESS COURSE AND
COMORBIDITY OF ADHD

Longer-termfollow-upstudies of chil-
dren with ADHD as well as ‘lookback’”
studies of symptomatic adults who can
be retrospectively diagnosed as having
had childno AD\i-| D showthat there i
symptomatic persistence intoadulthood
in many cases. On average, synmptons
diminish by about 50%eve%/ Syears be-
tween the ages of 10 and years._cw-
Perac_tlwty itself declines more qui 5@1
han impulsivity or inattentivencss.

Anumberofpsychiatricconditions co-
occur with D. Between 10%and
2%ofchildrenwith ADHDin both com:
munity and clinical samples have nood
disorders, 20%have conduct disorders
and up to 40% ey have oppositional
ggflant_ dlsord_er.lco Bipolar del(sjozideor1 I|s

ing increasingly _recognized.

ot hoss with ADFD Pave iy
or Tourette syndrome, but 60%of those
with Tourette syndrome have ADHD,

ADHD in Children and Adolescents— Goldman et al



raising questions about common etio-
logic mechanisirs. Learning disorders
(especially reading disorder) and Bub-
normal infelligence alsoare increased in
the total populationofthosewith ADHD
and vice versa.®0 Overall, perhaps as
manyas65¥wfchildrenwith ADHDwill
have 1.or more comorbid conditions, al-
tbogh their presence will not be recog-
nized without aplﬁropnate questioning
and evaluation.4} In general, when
ADHD is untreated there is a gradual
accunulation of adverse processes and
events that increase the risk of aerious
hology later in life.Al\Whether
his can be reversed by long-termtreat-
ment remains unk )

The relationship between substance
use disorders and ADHD is lex.
Children with ADHD who do not have
comorbid conditions have a risk of sub-
stance use disorders that is no different
fromchildren without ADHD up to the
age ofabout 14years. The risk gfdevel-
0ping substance use disorders in those
with ADHD is increased inadolescents,
and the risk ratio increases further in
adulthood, regardless of whether there
is conorbidity. Persistence of ADHD

oms and family history of both

A andsu usedisordersare
risk factors for their development.
Highly potent risk factors are the pres-
ence of comorbid conduct disorder or bi-
polar disorder. There is debate about
whether long-termtreatment of ADHD
may decrease the risk of subseguent de-
velopment of sul use disorders.4*

Oe p%ctlve study, which fol-
lonedan D cohort overanaverage
of 16years alongwithamatched control
group, found an 11-fold increase in on-
g)l ADHD synptos (11%\vs 199, a
Hold increase In antisocial personality
disorder (18%vs 29, and a4-fold hlgher
rate ofdrug use disorder (16%vs 4%9.v
'g][le strongest pl)redlctors of pergltstence

psychopathology are psychiatric co-
rmrbldityardfaon%/historyofADHD.@

TREATMENT OF ADHD
Methylphenidate, created in 19665, now
acocounts for more than 0%cofthe stimu-
lant use in ADHD inthe United States.
(Ao, (Barchrpane Sis
, Jextr ne sulfate
Dexedrine and others), and pemoline
Cylert) are also used, Methylphenidate
isstrongly favored by USphysiciars, Rer—
haps because the overuse of amphet-
amines for treatment ofobesity and their
misuse in the 1960s gave that class of
drugs a reputation as nore problermetic
than methylphenidate.
_ There have been more than 170stud-
iesinvolvingmore than 6000school-
children using stimulant medication for
ADHD The responserate foranysingle
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Table 2.—Prevalence StuSet ol Anenttorv-Oefldt/Hypereaivtty Doonder

SIM Source, y Criteria* Moy
Haw Zealand Andereon at el 1967 DSM-til 8.7
New York, NY Cohen.” 1SC6 DSM-tll 3-6
Ontario Szatmarl el Jfn 1969 DSU-III RS
Puerto Rico Bird etel." 1988 DSM-UI 9.5-16.1
US Inner city Newcom atel.” 1969 DSMJin 12a
Pittsburgh. Pe Costeto el al” 1988 DSM-III-R 2a
lowa Undgren etat" 1990 DSM-Ilit 2a
Germany BaumoaerW atal" 1935 DSM-1IQ 9.6
London. England Eiaeretel” 1990 DSM-IU-R 17
Mannheim, Germjny Eturetel” 1990 DSM-II-R 42
United Slates Pelham et el.” 1992 DSM-III-R 25-4.0
Tennttsee Wenra*mein.* 1996 DSMIH-R} 75
United Stales Shelter atel," 1996 DSM-IU-R 4.1

. SM—III‘InFicates Pua] nostiﬁandsatisticaIManuald Manta! Doordocs, T IM . EdUotf-, DSM-lil-R, Diagnosti

an Statlftlca anualolMen
ol Mental Disorders, Fourth E |t|%n.
[Prevalence ol 18.9% using DSM-HI-ft
tPievaluoca ol 6.1% using DSM-It-FL

E@Ors&c ers. Ravtsod T IM Edrkxt-, and DSM-IV. Diagnostic and Sanction! anuaﬁ

8Prevaleneg 0l 9.0% primarily inattentive. 35% primarily hyperactive. 4.6% combined (17.8% tolal) using DSM-IV,

10.9% using D!

(Prevalence ol 5.4% primarily Inanentive, 2.4% primarily hyperactive, 3.6% combined (total 11.4%) using DSM-IV

stimulant drug in ADHD s approxi-
metely YCPH{? and up to 9%of children
will réspond toat least 1stimulant with-
out major adverse events if drug titra-
tion is done carefully. A “response” in
thiscontext meansastatisticallyorclini-
callysignificant reductioninhyperactiv-
ity Or increase in attention as rated
parents, teachers, and/or research rat-
ers. There have been only about a helf-
dozen studies inadolescents. 29
Medications have been unequivocally
shown (ie, by double-blind, placebo-con-
trolled studies) toreduce core (043
of hyperactivity, inpulsivity, and inat-

tentiveness. improveé classroom
behavior andac c performance; di-
minish oppositional and aggressive be-

haviors; promote incr interaction
with teachers, family, and others; and
increase |igartlclpa'_uon in leisure time ac-
tivities. FHinally, stimulants have demon-
strated improvement _in irritability,
anxiety, and nail biting. 3 Arecent meta-
anaiysis found that the effect of stimu-
lants on behavior and cognition may be
sevtralfold greater than the effects on
academic achieverment™

Contrary toearlier assertions, the re-

onse tostimulant medications inthose
with ADHD is not *“paradoxical”: the di-
rection of changes in behavioral mea-
sures in thase with ADHD, those with
condiitions other than ADHD (eg, learn-
ing disabilities, depression), and normel
controls is the same. Thus, a favorable
resy; to stimulants does not confirm
a diagnosis of ADHD (nor, of course,
does a nonresponse refute the diagno-
sis). A fic performance-enhanc-
mgefffect may mesk other problems and
delay use of other interventions. &t

Inaddition to their value in childhood
and adult ADHD, methylphenidate and
other stimulants ay arole inthe
treatment of other medical conditions,

including narcolepsy, as a short-term
treatment for depression in the medi-
callyill, as potentiating agents with cor-
veritional ‘antidepressants for major
depressive disorder, as_potentiatin
agents with opiates for pain control,
to reduce apathy in dementia and &ane
other brain diseases. 557 The number of
patients receiving these drugs for these
Indications probably represents nomore
than asmall percentage ofall stimulant
use in the United States. )
For patients with ADHD who are in-
tolerant of or unresponsive to stimu-
lants, a number of other drugs have
provenuseful inclinical practice, includ-
Ing tricyclic antidepressants®and bu-
opion hydrochloride, a newer antide-
pressant that blocks the reuptake of
norepinephrine and dopamine.®Seroto-
nin-specific reuptake inhibitors have not
been effective to date.DCentrally act-
ing a-blockin dI’_lé%S (clonidire, guan-
facine hydrochlorice) have been he|5;_fu|
insome children, but data are still Tim-
ited. 33"Subsets of childrenseemtohave
some response to lithium carbonate. 3.
Neuroleptic medicationis occasionallyef-
fective, but the risk of tardive dyskine-
sia makes this a problematic long-term
approach. ¥ By contrast, some 20 stud-
ies have refuted the efficacy of dietary

rmniPtDjlca:tions (eg, the Feingold diet) in

Itisimportant toemphasize that phar-
rracothr(;}O alone, while highly_gffec-
tive for short-term symptométic im-
provement, h , not yet been shown to
Improve the long-term outcome for any
_don‘laln offun_ctloni ng (%:}Ila%str(;or_ﬁ]behav-
ior, learning, impulsivity, etc). This may
be a, function of several factors; most
studies have been carried out only for a
short term, there may have beeni inad-
equate dosage titration to meximize the
number of responders, and dose-re-
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sr)orse relationships maybedifferentfor
ifferent domains,®* ]
Snanson®published a careful review
ofall reviewstudies of stimulant use in
_chlldre_r&eln 19?15 He found overwhelm-
ing evidence for temporary improve-
_rrrgnt of core sy anTgo(ary rgc?irvity,
inattention, and impulsivity) as well as
the associated features of defiance, ag-
%essmn, and negative social skills,
e other hand, che that point to-
werd longer-term improverment (eg, in
acagemic outcoe, artisocial behavior,
or arrest rate) were not found, and only
siall effects were obsenved onlearing

and achieverment. )

Children should be reevaluated peri-
odlcallxv\hlle_not_ taking medications to
see ifthe medications are still appropri-
ate and necessary. o )

Multimodal therapy, ie, integrating
pharmacotherapy with a number of en-
vironmental, educational, psychothera-

utic, and school-based approaches, isa
ailored approachthat seers intuitively

rful, matching the child's particu-
arproblermstoselections fromamenuof
focused treatment interventions. In a
fewstudies, multimodal therapy has af-
fected long-term results, althoUgh how
applicable these findings are
research settings remains unclear.cG8®
While three quarters of treatment re-
view articles assert that multimodal
therapy is superior to medication or

osocial interventions separately,
here is in fact little enpirical evidence
to support sucha conclusion

Nonmedication approaches include

rent Mw{m; parent manager ntl ent
raininy ingency manag%ene in
individual or group Setting; this tech-
nique deceases disruptive behavior
increases parents' self-corfidence, and
decreases family s_tresgg; classroom
environmental manipulations (special
class, seatlrrl]? inclass, etc); contingency
management and ceily report cards by
teacher; individual pSychotherapy for
depression, anxiety, ad low self-es-
teent impulse and"soc! 1skills control
training; support Varou such as Chil-
dren and Adults With Attention Deficit
Disorderand Attention Deficit Disorder
Association for families; and summer
treatment progrars. w' _

Some experts feel that stimulants
dloe may e > for cases of
ADHD without comorbidity, but that
additional treatments are oS;
wherethere are co-occurringoonditions.
Behavioral therapy hes &g\n/ed ef-
fective alore, although it has been when
combinedwithpharmacotherapy. 1Since
Eb)dmgl%al treatmentstr_mybe % |{1—
ensive and expensive, it isimportant to
establish when and which treatments
are indicated. Alarge multisite study is

1104 JAMA, April 8. 1998- Vol 279, No. 14

currently being carried out by the Na-
tional Institute of Mental Health to
clarifythe roleof multimodal treatment’
carefully evaluated children will be ran-
domizedtoreceive standard communi

care, medication alone, rT%hosoci
'E{?g(tjr_rgtntsalor%omultl 'alth's ap%/

ication and psychosocial treat-
ments t ).

Anumper of textbooks-#and many
review articles®J70 are available t0
practitioners. The Academy ofChildand
Adolescent PsychlatrYs practice pa-
rametershave recently been released.
Arecen_ti American Acadermy o{ﬁe%gg
rics position paper. emphasizesthe
for cgrjgml e\%ion and monitoring of
children with ADHD, and it stresses
that drugs be used as part ofan overall
care plan.”

ADVERSE EFFECTS
OF STIMULANTS

Adverse effects from stimulants are
generally mild, short lived, and respon-
Sive to dosing or timing adjustments.
The most common effects are insonmia,
decreased appetite, stomach ache, head-
ache, andjitteriness. Some childrenwill
exhibit motor tics while on stimulants:
whether this reflects a true drug effect
or an “unmesking’ of a latent tic disor-
der is unknown. Asmall percentage of
children experience cognitive impair-
ment that responds to dosage reduction
ordrug ion. Rare cases of psych
sis have occurred. Penoline has beenin-
frequently associated with hepatic toxic
effects, sO periodic rr%orlng of liver

IS necessary. X
engﬁm&sh{a_ﬂl beenraisedabout the ef-
fects of chronic stimulant ingestion an
growth and development. It'is unclear
Whether children'sheightsare affected
longtermuse of these medications. 7
reat deal ofconcern hasbeenraised
by the DEAand others about the poten-
tial for abuse or diversion of stimulant
medication: _production (and use) of
methylphenidate in the United States
hes risen fromless than 2000 kg in 1986
to 9000 kg in 1995, with a tripling be-
tween 1990and 19%alone. By contrast,
ine production rase from 400
to 1000kginthe same period. Morethan
90/of US-produced methylphenidate is
used in the United States:

The reasoning for the concern about
passible overproduction of methylphe-
nidate has been expressed as follows:
Stimulants at times are abused by ado-
lescents and adults; those with D
areat increased risk of developingasub-
stance use disorder; methylphenidate
andotherstimulants may either becoe
the drug abused by those with ADHD,
or they may serve as a " atev\%\;" to
other drug Use; and even if they do not

abuse their medication thermselves, chil-
dren and adolescents with access to
stimulants will be under pressure to di-
vert their medication to those who will.
There is little disagreement that
stimulantsas aclass have marked abuse
potential, and their misuse can have se-
vere adverse medical and social conse-
uences. However, stimulants differ in
their ability toinduceeuphoriaand thus
liability to"abuse. Almost all of the re-
rts of abuse of methylphenidate itself
ave been of polysulbstance-abusing
adults who have tried to solubilize the
tablets andii\ject them (with disastrous
results fromtalcgranulomatosisinsome
cases). 0Thi3 last problem in particular
led n to withdraw m.thylpheni-
date fromthe market inthat countryen-
tirely in 19536 o
Itsclear that there isa fair amount of
useofstimulantsbyadolescents. Thean-
nual school survey ofdrug use conducted
by the University of Michiganhasshown
an increase from62%to 99%cofeighth-
gradersreporting nonmedical stimulant
use inthe prececiln year between 1901
and 1994, However, lifetime nonmedical
methylphenidate use has remained es-
sentially constant around 1%duringthe
same period. Sixty percent of students
who used any stimulants reported using
themfewer than 6times intheir lifetine,
and 80%q fewer than 20 times. Only 4%
reporteg any injection use of stimu-
lants. 77 Thus, while nonmedical stimu-
lant use may be somewhat more com
monamong adolescents inrecent years
littleuseisofmethylphenidateitself and
the pat'em of use for the vast majority
appears to be experimental and not of
the type fr ular, heavy, injecting, etc)
likely to lead to serious adverse Conse-

UENces.
d Drug Abuse Warning Network data
onemergencydepartment visit monitor-
ingshowa 6-fold increase betvween 1990
and 1995 in mentions of methylpheni-
date. A"mention” simply indicates that
the patient listed the ﬂé? as one taken:
it is not necessarily the drug leading to
the emergency department visit, nor is
there any medical confirmetion. Therate
ofcocaire mentions, by contrast, is40to
50 times higher. The methyiphenidate
cases are ovenvhelmingly young worm:
en, not the population ?le, imele adoles-
cents) felt to be al highest risk for alous-
ing prescription henidate. The

has hed reports of thefts of meth-
?/Iphen_ldate, street sales, drug rings, il-
al importation. from outside” the
ited States, and illegal salesby health
professionals. There have also been re-
ports of theft ofschool supplies of meth-
ylphenidate. 77
On the other hand, abuse of methyl-
phenidate by patients with ADHD “or

ADHD in Children and Adolescents— Goldman et al



thelrfamIP/ members has been reported
. rarely. Only 2 cases of metl idate
abuse by adolescents with have
been described, 71tand only 2 cases of
methylphenidate abuse by parents of
children taking it for A have been
reported. OWhilethereisnc  aytoknow

howmany cases r@/have N
nized or unreported, suchaminirel ;I:)u
lished experience is quite remarkable in
light of the population eégjsed.

hder Section306(a)ofthe Controlled
Substances Act, production limitations
ofmet%phenldate a Schedule 11 dr
IS

are hed by the attorney gener
{usin imornmti)gn developeg %/ the
: ? The attorney general also re-
ceivesinput fromthe secretary ofhealth
andhéjerann st%rvlces Lésnld mformat’Ad ion
provic e min-
Istration lg?—iDA]) In 1988 augEA ad-
ministrative law judge ruled that the
method used by ‘the” DEA in 1986 to
calculate methylphenidate production
quotas failed to provide for legitimate
medical need, leading to several policy
changes. In 1993there were some meth-
Ylphenldtz)ilt%hshortages becal%ej[aosf_a flr?é
ay in publishing proposed quotas in
Federal Register, Ieadln? to a stream-
lining of the procedures Tor final quota '
notice approval. 77American IVedical As-

sociation icy was ed at
the MIM%QOOW  AVIA

Policy _ium?] cdling on the
AVAto work with the and the
FDA to ensure adequate supplies of
methylphenidate and other ule 11
drags.*1

CURRENT PRACTICE

It is clear fromthe discussion of_dla?-
nostic assessment that ADHD sinp
cannot be diagnosed in a typical
minute primary care office visit. Taking
the necessary”multiple, histories, per-
forming a careful examination, and ob-
tamlnq appropriate testing will reuire
several visits and may require a mul-
tidisciplinary team approach, specialty
consultation, or both in some cases.
Nonetheless, there have been descrip-
tions of such assessents in typical
pediatric settings. T&/Fewdata exist on
actual practice habits in terms of what
diagnostic criteria (if any) are used by
clinicians, how they are applied, or ex-
actlywhataminimally satisfactory level
of investigation entails. O

A national survey of physicians®
found that 5.3% of elementary schodl
children inpediatrics Bractlces were di-
agnosed as ha\/quam D, and 42
were diagnosed I%practltloners.
Whenexplicit -111-R criteria were
used, however, only 72% of those as-
signed a diagnosis of ADHD by their
physicians would have received the di-

JAMA, April 8. 1998- Vol 279, No. 14

nosiabased onastructured interview.
ly 53%o0f the physician diagnoses in-
cluded teachers’ réport™ Ei%ty éﬁht
percent ofthe physician-diagnosedchil-
dren weorgf?rescrlbed rretrgﬁphenldate,
and 85%ofthe parents reported that the
medicationwas helpful Only22%ofthe
parentsreported treatmentwithbehav-
loral modification, and in 70%of those
cases that modality wes recommended
by someone other than the treating phy-
sician. Eleven percent received counsél-
ing fromthe physician, and no parents
queriedjudged it effective. The authors
ofthis,survey drewattentiontothe mis-
matchbetween physiciandiagnosisfrom
asingle source, often an unreliable ore,
and the use of stimulant medication.
Theyalsostressed the lowrates ofuse of
nonpharmecological treatment by their
ician e
fer and Krager&lconducted regular
surveys of school nurses in Baltimore
Ooun%és Maryland, to look for methyl-
henidate préscribing. They found that
Yoofthe sdmlagég children received
this treatment and that methylpheni-
date accounted for over 0%ofthe phar-
mecological treatment provided for
ADHD

There is evidence to sulg est that
stimulants in ADHD populations are
simply being used more broadly, for
longer periods, and without interrup-
tions inrecent years than was done pre-
viously. Overall, there has been a 25-
fold increase in the prevalence of child

and adolesce -t et idate treat-
ment from 1,,J0 to 90 that some
2.8%0f USyouth between the ages of5

and 18 years were taking this medica-
tioninmid 1996. Arecent national study
nd no evidence of overdiagnasis Of
ADHD or overprescription of methyl-
phenidate.& ] ]
Several of the community studies
cited inTable 2alsolooked at which chil-
dren diagnosed as having ADHD by re-
searchers had been $o_d|a(t;md by di-
nicians or were receiving freatment In
the NewZealand sample, 43%cofthe chil-
dren found to have ADHD by the re-
searchers had been referred for medical
care for this problem YIn the Tennessee
study, only 15%to 40%%0f the children
diagnosed téy researchers with ADHD
hgdljeenso lagnosed clinically,andonly
21%to 3% were receiving pharmaco-
therapy. b ]
i U A BB L by doe
in nicate S
mg%_that from 1990to 1993the number of
patients diagnosed as having ADHD in-
creased froi .900000to2million, and the
number of outpatient visits for the con-
ditionrose from L7millionto42 million.
The percentage of patients given meth-
yiphenidate rémainedaround 70% Thus,

theamountofmethylphenidateproduced
per Lmillionpatient*mowed from183
gto 2fi3g,t 2Mbincrease. o

There are several important clinical
reasons for the increased diagnosis and
atimulanttreatmentof ADHD. Thesein-
clude increased public and_ physician
awareness and acceptance of Dié condi-
tion; acceptance of a broader case defi-
nition as appropriate; greater know-
edge of the illness course, justifying
lengthier treatment (eg, ofadolescents);
fewer interruptions in treatment be-
cause of diminished concerns about
growthretardation; andincrr sodtreat-
ment of adults. )

Finally, with regard to cross-national
data, there is Bameconsensusthat i. jst
non-UScliniciansare more likely torely
on older, more stringent diagnastic cri-
teria, reserve the diagnasis for only the
Most OVIOUS O SeVeere Cases, or evenbe
reluctant to diagnose ADHDat all_Phy-
sicians from countries with strong psy-
choanalytic traditions may be particu-
larly reluctant to use discréte diagnostic
criteria at alL Physicians in the United
Kirﬁom for example, tend to use a
DSM-I1 approach, so they p
emphasis onhyperactivityand therefore
diagnose ADHD far less frequently than
their UScounterparts. When physicians
inthe United Kingdomare instructed in
applying US criteria, however, they di-
agnose ADHDas oftenastheir US coun-
terparts doin USchildren. Thus, the ap-
parent discrepancy is more a matter of
case recognition thanactual prevalence.
Canadian physicians, who tend to use
later DSM criteria, diagnose and treat
childrenat rates similartothose seenin
the United States.*0

CONCLUSIONS

1 ADHD isa childnhood neuiopsychi-
oLy vt past A0y AV
roughly over a. Avail-
able d%gr)\/ostlc ertérpellg fof ADHD are
based on extensive emypirical research
and, ifapplied appropriately, lead tothe
diagnosis ofasyndrome with high inter-
rater reliability, good face validity, and
Q;I:h predictability of course and medi-
Ion responsiveness. ADHD is one of
the best-researched disorders in medi-
cine, and the overall data on its validity
are far more compelling than for most
mental disorders and even for many
medical conditions. Nonetheless, the
iology of ADHD remains un-

\ although a number of neuro-
ths_loioglcal theories are under inves-
igation.. ADHD demonstrates a very
h|g1 heritability. =~
The diagnostic criteria for ADHD

arc designed to be used by a dlinician
familiar with childhood development
and behavioral disorders. Applicationof
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the diagnosticcriteriarequires timeand
effort to obtain a careful history from
parents, teachers, and the child. Aswith
almost all mental disorders, there is as
et no confirmatory genetic, radiologic,
iochemical, neurophyaiological, or neu-
ropsychological testfor ADHD, butsuch
examinations may be helpful at timesin
evaluating presenting complaints sug-
gestive of ADHD. o

3. ADHD is associated with signifi-
cant potential comorbidity and func-
tional impairment, and its"presence at
anyage increases the risk of behavioral
and emotional problens at sulsequent
stages of life. 1t is thus a chronic iliness
with persistence conmmon into adoles-
cenceandbeyod,

4 _Epldemrc])(lgglc studies using stan-
dardizeddi Iccriteriasuggest that
3Y%to 8%ofthe school-aged population
may have ADHD. A few studies have
suggested a somewhat lower preva-
lence, but others, particularly those us-
ingnewer, broader criteria, yield preva-
leceswel] above 6% These studieshave
beerr1]t oonduc;[jed inanumber ofdﬁggent
countries and encompass a range of ra-
cial and sociceconomic backgrounds in
th% lations examoqcleg.s youth be

ie perce Ing
treated fpr%—D Isat mostat the lower
end ofthis prevalence range. More cases
of ADHD are being recognized and
treated, and the duration of treatment is
increasing. However, ADHD is also di-
agnosed 1nappropriately at times ce-
cause of failure todoatho_r%h enough
evaluation or to use established diagncs-
tic criteria. .

6. Pharmacotherapy, par‘ucula_glg
stimulants, has beenextensively studied.
IVedication alone generally provides sig-
nificantshort-term Ometicandaca-
demic improvement, but response to
stimulant medication is not specific to
ADHD, and it is currently unknown
whether long-term outcormes will be al-
tered. The risk-benefit ratio of stimulant
g%atment |2d ADHD must bgagvalu%%d]

monitored onanongoi isin
case, but ingeneral ishi rqg/favorable.

7. Optimal treatment of ADHD in-
volvesanindivid lalized plan based onany
comorbidity as well as child and famil

rences. Thistreatment Iywill
Include pharmacotherapy (usually with
stimulant medication) alongwith adjunc-
o rmntald“elt%&s and Otr?”her :
erviron , and, attimes, su
E%r]tive psychotherapy of the child e

Iy, orboth. ical treat-
mentmocklitiesare well accepted by par-
ents and probably significantly under-
used inprimery caresettings. ~ .

8 There should be documentation in
the medical record showing evidence
that appropriate diagnastic Criteria for

1106 JAMA. April 8,1998— Vol 279. No. 14

ADHDhave been met, that common co-
nmorbid conditions ha”'. been

that there isaclear .iatment plan, and
that there is appropriite folloa~up, in-
cluding medication monitoring for effi-

 adverse and ongoingneed.
O rers islitle evi%ntgosuggest

tha%lstlrmlar]t ams(e)&r dlveprglrgt)nlsi CLIIr-
rently a major em particular
Xy those With ADFD, lthough e,
cent trends suggest that this could in-
crease With the ‘expanding production
and use ofstimulants. Clinicians need to
be mindful of the risk of abuse and di-
version: in addition to keeping careful
records of medication prescribed, they

/ consider alternatives to stimularit
useinpatientsat highrisk (eg, patientor
family members with substance u°edis-
orders or hipolar or conduct disoraer co-
occurrent inthe patient).

RECOMMENDATIONS

The folloming staterments, recom:
%Talendedbythe 0 ImSCF;)lerwlﬁ%fhg
rs, weréadoptedas AMApalicya

1997 Annual AMA! reeting, Cy
1 The AVAencourages physiciansto

use standardized diagnostic Criteria in
meking the diagnosis of ADHD, such as
the American latric Association's

DSMHIV, as part of a conprehensive
evaluation of children and adolescents
presenting with attentional or hyperac-
tivity laints. )

2."The AMA encourages the creation
and dissemination of practice guicelines
for ADHD by appropriate specialty so-
cieties and their use by practicing phy-
sicians and will assist n making physi-
cians aware of their avajlab|ln¥f.

3 The AVA encourages efforts by
medical schoals, residency programs,
medical societies, and confinuing medi-
cal education programs to increase ph¥S
sician knowledge about ADHD and i
treatment. _

4. TheAMAencouragestheuseofin-
dividualizcd therapeutic approaches for
children diagnosed as having ADHD,
which %mlw pharrrglco;[hhgrapy,

ion, behavior it
i e
interventions, rapy asin-
dicated by dlinical SRS A
faml)mgefererm. o

5 The AVA encourages physicians
and medical groups towork with schools
to improve teachers’ ahilities to recog-
nize ad approprlat_?%{ recom-
mend that parents seek medical evalua-
tion of potentially affected children.

G The AVAreaffirms Policy 100975,
to work with the FDA and thé DEAto
helpensure that appropriate amounts of

hylphenidate and other Schedul j 11
drugs are available for clinically war-
ranted patient use.
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Ritalin and Related Stimulant Medications
[Back to ADHD paged

Prepared by Pediatric Neurological Associates. [Click here for our home
E3ge.]

What are stimulant medications?

Ritalin (methylphenidate), Dexedrine (dextroamphetamine), and Cvlert (pemoline) are
sometimes called "stimulants”. When prescribed for people who have Attention Deficit
Hyperactivity Disorder (ADHD), they stimulate parts of the brain which are not filtering out
distractions as well as they should. They arc not tranquilizers or sedatives. The children
appear "calmer" because they are more focused, not because thev are sedated.

How can these medicines help?

They can improve attention span, decrease distrarril»ilit\. iiu rease abilitv to finish tasks,
improve abilitv to lollow directions, decrease hyperactivity, and improve ability to think

before acting (decrease impulsivity).

Legibility of handwriting and completion of school work and homework can improve.
Aggression and stubbornness may decrease in youngsters with ADHD.

Stimulant medication is not the only answer for ADHD! The medicine often works best when
used together with special help in school and behavior modification procedures at home and
school. Some youngsters and families also benefit mram individual, lumih . or group
psychotherapy. Ifstimulant medications do not help, or minse side effects llia; are a problem,
you can discuss other medications with die doctor.

How long docs the medicine last?

Ritalin and Dexedrine last 3-4 hours. Sustained-rolea.se Ritalin (SR), Dexedrine Spnnsules,
and Cvlert may last at least 6 - 8 hours.
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How will the doctor monitor this medicine?

From time to time, the physician (or nurse) will check height, weight, pulse, and blood
pressure. When Cvlert is used, blood is taken to check on the liver function and blood count --
usually before starting the medicine, and occasionally afterward. The doctor will ask tor
regular reports from your child's teacher(s) to check on learning and behavior.

What side effects can this medicine have?

Any medication may have side effects, including allergy to the medication. Because each
patient is different, your doctor will work with you to get the most positive effects and the
fewest negative effects from the medication. The list below mav not include rare or unusual
side effects. It isimportant to note that except for a fraction of Ihe children who experience
mild appetite or sleep problems, the vnsl iniiiorih/ of people hare no significant side effects from

Ritalin.

{ml Lack of appetite (Handle by encouraging a good breakfast, and afternoon and eve
snacks; give medicine after meals, rather than before Problem usually resolves.)

(m) Trouble falling asleep, which usually improves over several weeks.

{ml Headaches

[w) Stomachaches

[m) Irritability, crankiness, crying, or emotional sensitivity.

(ml Rapid pulse or increased blood pressure.

[ml Rarely, as the medicine wears off, hyperactivity or bad moods get worse than beto
medicine was started. This is called "rebound'. The doctor can make dosage

adjustments to help this problem.
[il A few children may not grow tjuile as las! as usual. This is whv the height and we

are checked regularly. Growth catches up if the medicine is stopped.

[al Occasionally, nervous habits (like picking al skin)<rstullering mav appear.
Muscle tics or twitches, jerking movements.

(il Sadness which lasts more than a few davs.

) Any behavior which is verv unusual for vour child.

Please talk to the doctor if \ ou suspect the medicine is causing a problem.

What could happen if this medicine is stopped suddenlt/?

There are no medical problems in doing this. A few youths may experience irritability,
trouble sleeping, or increased hyperactivity for a day or two, it Ihev have been on dailv

medication for a long lime, especially at above average doses. Occasionally, it is better to stop
the medication gradually, over a week or so.

How long will this medicine be needed?
There is no way to know how long a person will need to lake the medicine. Ihe parent, the

doctor, and the school will work together to find out what is right for each young person.
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Sometimes the medicine is needed for only a few wars, hut some people mav need help from
medicine even as adults.

Wiliat else should | know about this medicine?

Manv people have incorrect information about this medicine. If vou hear anything
that worries you, please check with the doctor.

This medicine does not cause illegal drug use or addiction.

This medicine does not stop working al pubertv.

Some voting people take the medicine three nr loir times a dav, everv dav. Others
onlv need to take it twice a day or once a day on school days. Your doctor and vou

will work out what is best.

Ifa dose is missed, just pick up with the regular dose at the next scheduled time.
Do not double up the next dose.

It is important not to chew Ritalin Sustained Release tablets or Dexedrine
Spnnsules, because this releases too much medicine all at once.

If the medicine seems to stop working, it mav be because it is not being given regularly

(especially al school), because your child has gained weight and needs a higher dose, or
because something at school or at home, or in the neighborhood, is upsetting vour child.
Please discuss your concerns with the doctor.

© Pediatric Neurological Associates

See also our page on Attention Deficit/Hyperactivity and Other Rx for ADD

Selected W\ED site

Internet Mental Health has an excellent pharmacy section

[Back to ADHD paged
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Welcome to the Home Page
of
Pediatric Neurological Associates!

This Web site is designed to help parents and their children learn about:

Our staff.

Preparing for a visit with us and directions.

Preparing for further testing such as EEG or MRI.

How to use the Web fa one minute crash course on the very b%lCS%I HG)
I

iInformation (inducing trestnents, reedingg. &dl
~ including:
seizures, epilepsy, and anticonvulsants
headaches
Attention Deficit Disorder/Hyperactivity {ADDH or ADHD)
learning disabilities
tic disorders and Tourette's syndrome
Best Bet Web Sites
other child neurology topics.

Disclaimer: This Web site is presented as a resource to oatients. It does not constitute
medical advice: nor s it a substitute for discussion between patients and their doctors.
The views of cited references do not necessarily represent the views of our staff.

@OOO.@O

Doctors:

Bruce Roseman, M.D.
Robert R. Wolff, M.D.
Ronald 1. Jacobson, M.D
Martin L. Kutscher, M.D.
Michael D. Katz. M.D.

Locations:

Pediatric Neurological Associates (PNA) was founded in 1979
and presently covers three states with offices in:

New York
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White Plains, Valhalla, Mt. Kisco, Nyack, Fishkill, Middletown. & Poughkeepsie.
New Jersey
Englewood and Long Valley.
Pennsylvania
Clark Summit.

Phone:
White Plains, NY  (914) 997-1692
Englewood, NJ (201) 568-8687

Feedback

Send us feedback by clicking here

This page was last updated on 02/24/%".

Number of people who have visited this site:!

| Our Staff i fPrepare for a Visit 1fPrepare for Tests | IHow to Use the Web
fMEDICAL INFO. 1
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Researchers Find Potential For Ritalin Abuse In Schools
June 15,1998

ik

WASHINGTON, MD —Researchers have discovered Want to leam more about ADHD?
wide variations in rules and enforcement procedures in g, ose through our '
schools that they say pose a potential for abuse of comprehensive listing of Attention
Ritalin (methylphenidate) and other prescribed Deficit/Hyperactivity Disorder
stimulant medication taken by children with attention resources.

deficit hyperactivity disorder (ADHD).

Cynthia Musser and colleagues at the Marshfield Clinic's Medical Research
Foundation in Wisconsin, surveyed 53 school principals in rural areas and small
towns in central Wisconsin, then anonymously surveyed 73 schoolchildren in rural
sections of central Wisconsin and northern Michigan who had been prescribed Ritalin

for at least five years.

They found that some schools store the medications unlocked. Some students carry
their medication with them. Sixteen percent of the children said they had been asked
to sell, give, or trade their medication to others. Yet, both school principals and
students said they saw no problems of mediation abuse.

Study findings are published in this month’s issue of the Journal of Developmental
and Behavioral Pediatrics.

"The potential for abuse exists with 16 percent [of the students] having been asked to
either sell, give or trade their stimulant medication,” the researchers write. "Although
the survey did not address whether the children had actually given, sold, or traded
their medication, it is possible that some of them did, given the significance of peer
pressure. The potential for unauthorised access or theft also exists at all grade levels."

Most schools, they report, keep medication in a locked cabinet in a central location.
Most students either cany their own medication or store it in a school office, nurse's
office or principal's office.

The researchers recommend that states and schools adopt and enforce policies
regarding the use and dispensing of medication, and that school administrators,
teachers, health care providers and affected families all be consulted to develop such

policies.

"It is incumbent on the physician to educate parent and child regarding the
appropriate use, as well as the potential for abuse of these drugs,” the researchers
write. "Monitoring prescription usage, periodic follow-up and continuing education of
?zrsﬂ%]tgaching staffand child should all be part of a multimodal treatment plan for
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Findings are limited because the students completed their surveys at home and may
have been influenced by parents. The researchers also note that results from alargely
rural population might not be the same as for other geographic areas where diagnosis

and treatment approaches might differ.

A Back to the Reading Room

home dlirorder* & rofessional community.. mhFl{vd
reading room treatment*p resources %Jp ¥eedback“

Disclaimer « Copyright 6 1995-1998, Mortal Hoolth Net 5 QMCSystems
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national institute NIDA Media
on IRGAB &= Advisory
Contact: Beverly Jackson or Sheiyl
Massaro
FOR RELEASE, Tuesday, September 29, 1998,12:00 p.m. E.S.T. 301-443-6245

New Research Helps Explain Ritalins Low Abuse Potential
When Taken As Prescribed

New research sheds light on why individuals taking therapeutic doses of methylphenidate rarely
abuse it or become addicted, even though it is a stimulant with properties similar to those of
cocaine and amphetamines. Ritalin, an oral form of methylphenidate, is the drug prescribed most
frequently for children, adolescents, and adults diagnosed with Attention Deficit Hyperactivity

Disorder (ADHD).

Findings reported in the October 1,1998, issue of the American Journal o fPsychiatry confirm
that oral doses of methylphenidate do not reach peak concentrations in the brain until 60 minutes
after ingestion, compared to 5 minutes for cocaine or 9 minutes for methylphenidate taken
intravenously. The fact that Ritalin taken orally is drawn so slowly into the brain is a likely
reason why patients do not experience a high from this means of use. In general, if brain
concentrations of a substance peak quickly, the potential for abuse and addiction increases, as an
individual experiences the drug more dramatically and, thus, is more likely to try to repeat the

experience more frequently.

"This research is important for a number of reasons”, said Dr. Alan I. Leshner, director of the
National Institute on Drug Abuse (NIDA), National Institutes of Health, which contributed
funding for the research. "First, it helps clarify why Ritalin rarely leads to abuse and addiction
when taken properly as a treatment for ADHD. Second, it helps explain why non-ADHD
individuals might abuse methylphenidate or become addicted to it when they take the drug
intravenously or when they crush and inhale the pills. It is extremely important to clarify that
different methods of taking a medication can alter its medicinal effects and can make it more or
less dangerous in ways totally unrelated to its clinical indications."

Ritalin is not a new medication - for about 30 years it has been prescribed, increasingly, to treat
ADHD. Estimates indicate- that about 5 to 10 percent of the general population have the disorder.
Exactly how methylphenidate works to calm ADHD individuals is not completely understood,
but the drug has long been thought to block reuptake of dopamine in the brain. The current
research, conducted by Dr. Nora VVolkow and colleagues at the Department of Energy's
Brookhaven National Laboratory and the State University of New York at Stony Brook, is the
first to measure the drug's actual effectiveness in blocking the molecular gatekeepers to dopamine
uptake, known as dopamine transporters (DATS). Since DATS are target sites for the action of
cocaine and other stimulating drugs of abuse as well, the researchers also evaluated
methylphenidate for its abuse potential.

Using positron emission tomography (PET) scanning, which enables researchers to measure
levels of DAT blockage in the brain, the Brookhaven researchers studied the effects of oral
methylphenidate in seven healthy young adults who did not have ADHD. These individuals also
were asked to rate the subjective effects of methylphenidate by verbally rating their feelings of
"drug effects"”, "restlessness”, or being "high". Calibrated for subject weight, a range of oral doses

was tested that included doses commonly used therapeutically.
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The researchers found that, taken orally at the levels currently prescribed for ADHD (0.25 mg/kg
to 1.0 rag/kg), methylphenidate is very effective at blocking DATSs and is likely to occupy more
than 50 percent of them in the brain. It is believed that this level of occupancy may be necessary

for therapeutic efficacy.

The oral doses of methylphenidate, however, did not produce a "high" in all but one of the
subjects in this study, in contrast with cocaine which, in previous Brookhaven research, was
shown to produce a "high" when the drug reachtJ a level blocking 60 percent of the DATSs. The
researchers believe the explanation for the lack of experienced "high" has to do with the amount
oftime it takes orally administered methylphenidate to reach peak concentration in the brain. In a
parallel PET study using a baboon, the scientists found that it took a full 60 minutes for peak
concentrations to be reached after oral administration of methylphenidate.

Importantly, previous research has shown that the more quickly a drug works, the greater the
perceived "high". Hence, the route of administration may make a difference in the kind of "high"
produced by methylphenidate. "When the drug is abused"”, Dr. VVolkow notes, "it tends to be
snorted or used intravenously. That causes brain concentrations to rise and spike very rapidly, and

this likely accounts for the Thigt the abuser experiences".

NIDA supports more than 85 percent of the world's research on the health aspects of drug abuse
and addiction. The Institute also carries out a large variety of programs to ensure the rapid
dissemination of research information and its implementation in policy and practice. Fact sheets
on health effects of drugs of abuse and other topics can be ordered free of charge in English and
Spanish by calling NIDA Infofax at 1-888-NIH-NIDA (-644-6432) or 1-888-TTY-NIDA
(-889-6432) for the deaf. These fact sheets and information on other research funded by NIDA
can be found on the NIDA home page at http://www.nida.nih.gov.

On November 16-18,1998, the National Institutes of Health will sponsor a Consensus
Development Conference on the Diagnosis and Treatment o fAttention Deficit Hyperactivity
Disorder. Primary sponsors of the meeting are NIDA, the National Institute of Mental Health,
and the NIH Office of Medical Applications of Research. For information about the conference,

call 301-592-3320.

[NIDA Home PagelfSearch SitelfSite IndexIfWhat's New] | rMedia Advisory Index!
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Call toll-free: 1-888-NIH-NIDA (1-838-644-6432
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National Institute on Drug Abuse IDA's Home Page: hitp:/Avw.nida.nih.gov/
National Institutes of Health

Ritalin

020

Ritalin, the trade name for methylphenidate, is a medication prescribed for children with an abnormally
high level ofactivity or with attention- deficit hyperactivity disorder (ADHD) and is also occasionally
prescribed for treating narcolepsy. It stimulates the central nervous system, with effects similar to but
less potent than amphetamines and more potent than caffeine.

Although we do not understand fully how it works, Ritalin has a notably calming effect on hyperactive
children and a "focusing" effect on those with ADHD. When taken as prescribed, Ritalin is a valuable
medicine. Further, research funded by the National Institute of Mental Health has shown that people
with ADHD do not get addicted to their stimulant medications at treatment dosages.

Because of its stimulant properties, however, in recent years there have been reports of its abuse by
people for whom it is not a medication. At their December 1996 meeting, members of NIDA's
Community Epidemiology Work Group (CEWG)* noted that:

« lllicit methylphenidate appears to be more available in Texas and Michigan than elsewhere in the
country, with Michigan historically having one of the highest per capita levels of distribution.

* In Chicago, some stimulant users mix Ritalin (or "West Coast") with heroin, or with both cocaine
and heroin for a more potent effect.

* In Detroit and Minneapolis/St. Paul, middle and high school students crush and inhale the drug or

take the pill orally.
* In Phoenix, some adults have been admitted to treatment programs for abusing the drug from their

children's prescriptions.
j InBoston, according to reports by youth treatment providers, adolescents continue to abuse the
drug, which is most easily available through diverted prescriptions. Drug abuse treatment staffs in

Boston also report an increase in abuse among adults.

Because stimulant medicines such as Ritalin do have potential for abuse, the U.S. Drug Enforcement
Administration (DEA) has placed stringent controls on their manufacture, distribution, and prescription.
For example, DEA requires special licenses for these activities, and prescription refills are not allowed.
States may impose further regulations, such as limiting the number of dosage units per prescription.

In January 1996, the U.S. Food and Drug Administration (FDA) announced that in studies of rodenL
given methylphenidate (Ritalin), the drug produced a "weak signal™ for the potential to cause liver
cancer. The cancer occurred in male mice, but not in female mice or rats. FDA continues to regard
Ritalin as a safe and effective drug, but says the potential risk needs to be considered and further studied
because of the in-creasing and often long-term use of Ritalin in

children. The FDA also noted that the kind of liver tumor found in mice is extremely rare in people, and
its occurrence in recent years has not increased despite an increase in the use of Ritalin.

For more information on treating ADHD, please call the National Institute of Mental Health, National
Institutes of Health, at 301-443-4513 or visit their internet address at http://w\vvv.nimh.nih.gov.

* CEWG is a NIDA-sponsored network of researchers from 20 major U.S. metropolitan areas and
selectedforeign countries who meet semiar.nually to discuss the current epidemiology ofdrug abuse.
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CEWG’s most recent report is Epidemiologic Trends in Drug Abuse, Volumes | and I, December 1996.

For additional information about NIDA send e-mail to Information@lists.nida.nih.gnv
Thispage last updated Friday, February 27, 1998.
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Sure,itworks-butthere are bigflaws in the way it's beinggiven

By Susan Brink

| n schools acrossAmerica,as many as |
m illion children line up everyday fora
glass of water and a little yellow pill
called Ritalin. prescribe it,

parents hesitantly agree to it, and school

Doctors

nurses supervise the ritual of handing it
out because they believe the pill will
calm children down and stop them from
clowning around or goofing off. The ulti-
mate reward, they hope, will be academ ic
and social success.

A long-awaited study by the National
Institute of Mental Health shows that
drugs like Ritalin calm kids down even
betterthan previously thought-aslong as
the children continue taking them. But
there’s no proofthat in the long run the
drugs help kids get bettergrades or build
better lives. Children with what is now
cal!l'.d attention deficit hyperactivity dis-
order, or ADHD-the most common rea-

son for taking Ritalin and similar stimu-
lants—are athigherrisk than theirpeersof
dropping out, of becoming smokers, of
abusing alcoholordrugs,evenofspending
time in prison.This study provides stron-
ger evidence than ever that medication
can shift troubled kids to a better track.
Butitechoesthe frustrating finding ofear-
lier studies that a little yellow pi" is not
enough, by itself, to keep them there.

Lost potential. The study also suggests
that society could do much better by the
children diagnosed with ADHD. One way
to interpret its findings is this: Assuming
a million kids have ADHD, 690,000 of
them will get better the way the/re typi-
cally treated, though many ’0ll still have
symptoms of the disorder, but if those 1
million kids were treated in the most ef-
fective way science has devised, 850,000
ofthem could getbetter.

The study, asyetunpublished, was pre-
sented last month at the annual meeting

of the American Academy of Child and
Adolescent Psychiatry in Anaheim, Calif.
It is based on the larg, .clinical trial evei
conducted by the N Jonal Institute of
Mental Health,or Nr H.Itis NIMH's first
clinical trial involving children and the
longest ctive treatmentstudy of ADHD.
Its strongest finding is that drugs work.
Closely monitored treatment with stimu-
lant drugs (Ritalin is one of four com-
monly prescribed,
creased 700 percent in this decade) can
erase enough symptoms of ADHD to elim -
inate the diagnosis for 82 to 85 percent of
children. That may reassure parents who
are giving theirchildren the typical twice-
daily dose, but the study also suggests
that three times a day works better, with a

and its use has in-

nighttime dose about half the size of the
first two. Researchers monitored the ef-

Photouraphy by
MarcAsnin-Saba for usnqgwr

WHIRLWIND. Itdoesn’'ttake much to distract Faith Harris, 7, from herhomework. Hermother'sjob is to keep her on track.
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DAYDREAMER. At school and play, Jimmy Relnicke, tl (standing), can get engrossed In one subject to the exclusion of everything else.

feetofthe drug closely,through talks with
both parents and teachers-first weekly,
then monthly-altering the dose or
changing drugs as necessary.

How often does that happen in every-
day cases? Hardly ever, says William Pel-
ham, one of the principal investigators of
the NTMH study and directorofthe Atten-
tion Deficit Hyperactivity Disorder Pro-
gram and SummerTreatment Program at
SUNY-Buffalo. (There are 16 such state-
of-the-art summer treatment camps; for
716-833-2143.) "That

is an extreme rarity,"

information, call
kind of prescribing
says Pelham. “If one tenth of |l percentof
kids are getting medicated like this, 1'd be
astonished.Itshould be 100 percent."

Straight A's. Doctors also gota daily be-
havioral reportcard from teachersto help
them decide whethera drug was working
and the dosage was right That kind of
communication rarely happensin the real
world. But "without that report card, it’s
like asking aphysician to manageadiabet-
icwithoutdata on blood sugar,”"says M ark
W olraich,directorofVanderbilt Universi-
ty'schild developmentcenter.

Few things are clear about this disor-
der—not even what to call it, despite the

fact that it's the most commonly diag-
nosed behavioraj disorder in children.
One early tern was minimal brain dys-

function; anotherwas hyperkinesis. Then
it was called attention deficit disorder, or
ADD—a term that still has wide currency.
Tne behaviorassociated with itseemed es-
sentially disruptive and kids
with the disorder, it was thought, would

impulsive;

jump from Legosto Matchboxcars,from a
hula hoop to a Superman doll, shovi 3
their best friends to the ground in the
process. Many children with the disorder
are disruptive and impulsive. But others
are more quietly distracted, their atten-
tion dive:ted by something as innocuous
as a blowing leaf, which they then lose in-
terestin ifa bird flies by.
Two New York children
difference between the hyperactive and
the inattentive. Faith Harris,now 7, was a
whirlwind even as a baby. She'd shake n
rattle once, throw it down, then grab a
ball. She'd push the ball, but before it
stopped,she’'d pick up herteddy bear.And
she'd forgetaboutthatifshe saw ashadow
move across the wall.“She was the busiest

illustrate the

baby | eversaw,"sayshermother,Jean.
By the time Faith was 4 years old, she

had been diagnosed with ADHD.A doctor
recommended Ritalin, and before she was
5, Faith was taking the drug twice a day.
But after six and the
child's doctor agreed the drugs were hav-
ing no effect Faith is one ofa minority of
children forwhom such drugsdon'twork.
She struggles mightily to sit still, pay at-
tention,and getherschoolwork done.
Jimmy Reinicke, I1, is primarily inat-
tentive (actually, boys are more often hy-
peractive than inattentive, whereas most
girls with ADHD are
tive). When Jimmy was in first grade, the
bell rang for lunch and the teacher asked

months, Harris

primarily inatten-

the class to line up. The noisy 6-year-olds
scrambled outoftheirdesks and marched
outinto the hall; the teacher slammed the
door shut behind her. But Jimmy didn't
notice. His mother doesn't know exactly
whathewas doing—maybe examining his
new crayons. Suddenly, he looked up and
realized the class had left without him.
“His classmates called him Jimmy from
Outer Space,” says his mother. Jimmy
started on Ritalin and switched toanewer
drug, Adderall, after showing side effects
like anxiety and insomnia. (Other stimu-

lants prescribed arc Dexedrine and Cy-
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lert) Jimmy hasjust started junior high  both drugs and therapy. A fourth group, studys finding that medication alone hes
school, apoint at which many ADHDchil-  used asacontrol, receivedwhatevertreat-  no long-term benefit on how children do
dren run into trouble because ofaddedac-  ment ned to be available. academically is frustrating. And an obser-
ademic pressure and personal responsi-  alone  slightly better were d vation that the children receiving combi-
bility. Hes dorg sofar. in corrbrnatron with Other thrrapy. nation therapy (drugs plus behavior modi-
Ascrentrﬁc bate overvvnetherthrs S oaches worked far better than psy-  fication taught at School, at home, and
one disease with subtypes or two entirel ial treatment alore or standard with other Kids their age) drd slightly bet-
different diseaseswilltake place this outside treatment ter than thase on drugs alonewes also in-
asthe National Institutes of Health hosts ~ Researches fear the results will be  conclusive; It remainsto be seen howeach
aconsensus conference on ADHLL (Acon-  misinterpreted as evidence that all AbHD %ogp ofchrldren 7109 old when
sensus conference drawstogether the best  children neeo is a good, mi aJterrnlg udy fares in adolescence.
minds in a field to hash out medical dis- drug. But it not that simple. The chi Mearihile, about 25 percent of parents
reementsamongthem) ThenimH
dyblotmkedh only at Ch"((:ijrerrr]att who . , . .
were ive and inatten-
tive, becausé researchers r MlSSGd Con.n-e--CtlonS . op I.
they should study childrenwiththe  AlUTliit/i t/ifQriilii/n iy - 7 i v /12 vy gr
most severe formofthe disorder, ItS — wma'm t'1 //ii* fie1 12 Lilier oifit, 1, s i; tn' | p
not yet clear if the positive findi
abolt the benefit of medication for
these children will also aﬁp 3/to chil-
dren like Jimmy. But chi en like
Faith, if prescribed drugs under such
close'scr itiny, could Increase their
odds ofgetting better.
Zero absolutes. V\hat |SC|ear fl’0m
studiies oftwins and of patternswith-
in families, is that children inherit a lheelleclotdopamine..
tendency toward aoHo. Infact, mu
tiple genetic components contrrbute emotion andl rrfovemeril.- 1"
to_an array of synmptons; so do a Here's what'qoes wrong:. ™M -' - A
chllds surroundlngs But there’ no : A
0[%; merker, no brainscan, no A doparrinereceptor - m . e s
bl test nodeﬁnltrve |Cgl- '« May fdl,toregisterincoming | -~ 1 Affected areas v A jL N
cal test that abso|ute|y lagnoses dopamine signals irom . I-C . - Dl L.
ADHD. Soe doctors and teachers - @oder neuan Q . \£» Bigh prefronldicdrictt;.. [
seeit in every child who misbehaves; Donami - :
pamine transporter M Signal . >.us:/r.
Othsiﬁggtﬁ%? kg\fDlt gg&tsrs in Collects dopamine fill JBS A<MV il fi s=12eijntici
Bartbecausecertam receptors inthe yz}:e?()eieb;tcgrtertyegiﬂglm ! flLon :. ,z Caudate nucle\us and n
dr:'elmf)lvelgl Ilrl']f{llcﬁls'lslrg an?gﬂ?g is made ' " ' . » 3 Globus pallidus =
respond t(r)]%he brain's natural chemi- _bgﬁ,'nq,, fﬂgg&ﬁmﬁiﬁ i
cals, dopamine and norepinephrine.
The interactions between the chemi- 4 Vermis region
calsand the receptors help most ofus DOpanum thi, i ivph, tij i r
stickwith tedious chores like balanc- MM-ilici%, . ow MV M,
ing the checkbook (they also prevent . g Y ||KrAj?M RS A e
most of us from blurting out sponta- s
neous observations about the bosss
ideas). Medications Irke thalrn are  dren getting nondrug therapy received in-  adamantly refuse to give their children
thought to increase those chemicals and tensrve treatment nine"months, in-  drugs forthe disorder sagsPeterJensen
tostimulate the mhrbrtory ors pro- cludrn% ht weeks al a special summer assocratedrrectorforch d adolescent
ducingthe odd resul tofastrmu rug's n treatment leveled off. The  research at nimn and one of the lead in-
acting to increase_inhibition. The chrldren on drugs, rast ot their  vestigators on the study. “Probablyabout 1
enter the body quicklv md leave Just as  doses like clockworkTor the full period of  in 3 ildren with AbHD i %tetm treated
quickly, curing nothing », tlettrng achild the study, three times aday, sevendaysa  withadrug," says Jensen. “ IS proba-
focusonthemportan workofleaming.  week. “There are few |fany psychosacial — blydr cundertreatmentvmth drugs
The NIMH stu% which lasted 14  researchers who would say that five some experts think there is wer
months, looked at 5/6 childrenin sixcit-  months after you st treatment Chl|- treatment as viell. "What$ maddeni
les, sorting them into four groups. One re- dren V\ould do as wel that | see it in both directions,”
cerveddrugs Onegat” ial thera-  till d;# salyé E\g}ﬁ Hlliott, director of child and adoescent
bodyknowst in the short run, medi-

ty "which meant parent traini teacher
nseling, and Intensive worl
chrldrens social skills, and a thrrd got
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cation hasawhoppi

It5 the long run %S uncertain. The
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psychratrz at the University of Califor-
nia-San FHrancisco. He sees children who
could benefit from drugs but whose fam



ilies refuse medication. He also
sees families for whom an
ADHD diagnosis is
them offthe hook.They'vegota
kid who's a pain in therearand

"getting

theywantadrug.”
Problem child. The pressure
doesn't always come from par-
ents;sometimes the schoolsys-
tem insists on a brain-disorder
label. A Midwestern professor,
forexample,who wants topro-
tect his daughter's privacy by
notusing his name, talks about
endlessphone calls from teach-
ers about his child, who as a
preschooler liked to play by
herself. Now 7,she grew up the
only child in a quiet, academ ic
household, and when shewent
to school she had trouble get-
ting along with kids her age.
She'd play alone, quietly work-
ing apuzzle,say,and herteach-
ers were alarmed. Boys would
bully her,and she'd retreat.
"First it was the teacher.
Then the
Then the heavies in the school,

school counselor.
the principal, start to show up.
You go to meetings, and everybody thinks
your child has a problem,” he said. Doc-
tors and therapists each had a different
diagnosis-ADHD, anxiety disorder, ob-
sessive-com pulsive disorder,
sion-and each diagnosis called for a dif-
ferentdrug.Butathome,hisdaughterdid
well; hergradesand reading skillswere so
good thatshe was able to advance directly
from kindergarten to second grade. The
professor continues to refuse drug treat-
ment, and his greatestconcern is that his
daughter has labeled “abnormal.”
“Social conformity and mental health are

depres-

been

becoming the same terms," he says. “The

person with a different perspective is seen

QUESTIONS TO ASK

To drug or
not to drug

T esting a child for atten-
tion deficithyperactivity
disorder (ADHD) means

working with a pediatrician,

achild psychiatrist,a child
psychologist,ora pediatric
neurologist The specialty

m atters lessthan does expe-

rience.Beware oftherapists

who eitherpush drugsimme-
diatelyordismiss drugs
completely.

Abouttwo thirds ofchil-
dren don'toutgrow the disor-
der,sobewaiy ofadvice to
waitand see.Mostexperts
agreethatmedication can
help,butitisn'ttheonly solu-
tion—parentsand teachers
need toleam new ways
(through rewards and conse-
quences,forexample) to
teach theirkidshowto follow
rules and sitstill.And don't

asacandidate formedication.”
Lawrence Diller,a San Francisco pedia-
trician who specializes in ADHD, often
prescribes stimulant drugs for children
but believes that treating a disorder has
enhancing per-

become confused with

formance in an increasingly competitive
society. Diller wrote Runnln mR'tahn
APhlxzician Reflects on Children, Society,
andPerformanceinaPill santam , 1998,
$26), and he lays the blame for a lot of
children’s behavioral problems on social
conditions: Parents are away from home
too much, large classes demand conven-
tional behavior, and quirky kids get la-
beled and lost. “ljust don't believe a pill is

go to the doctorand accepta
prescription aftera 15-min-
ute office vi:it; an evaluation
should include medical, psy-
chological, behavioral, and
educational assessments.
The doctorortherapist
should talk both to parents
and the child, and getinfor-
m ation from teachers before
conung toaconclus!rm.
Onceyourchild isu.ag-
nosed, beware ofunproven
therapies. Sugar doesn't
cause ADHD, and a special

FOOUEED DOSE AmGdlinelves her BAyearald son, Willie (above), Ritalin before he studies.

equivalent of good parenting
pre-

the moral
and good schooling,"
scribe it because | recognize | can'tchange
the larger social and cultural factors. My

says Diller. “I

job is to relieve suffering, and Ritalin, in
the shortterm, will ease suffering.”

It may ease suffering, but Ritalin will
never cure in the way an antibiotic cures
an ear infection. The symptoms of ADHD
retreatonly foraslong as those diagnosed
with it keep gulping down the little yellow
pills. Parents of 1 million children are pin-
ning their hopes on the theory, as yet un-
proven, that the respite theirchildren get
through Ritalin will buy them the atten-

tion span they need to develop. a

dietwon'tcure it. Many chil-
dren are still treated with tra-
ditional one-on-one therapy,
with play therapyin athera-
pist’s office, orwith biofecd-
back, none ofwhich has been
proven effective in treating
ADHD.Previous studies have
proven only three approach-
esto be effective: medica-
tion,behavior therapy (in
which parents and teachers
arc taughthow towork with
children),and acombination
ofboth. -S-8.
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110. Diagnosis and Treatment of Attention
Deficit Hyperactivity Disorder

Consensus|>I {%Q/ne?(l) mrﬁtei%m Soo{ Healgg Statement
ovember {6—1%,%%%

This statement will be published as:

Diagnosis and Treatment of Attention Deficit Hyperactivity
Disorder. NIH Consens Statement 1998 Nov 16-18; 16(2): In

press.

For making bibliographic reference to consensus statement no. 110 in the
electronic form displayed here, it is recommended that the following format be

used:

Diagnosis and Treatment of Attention Deficit Hyperactivity
Disorder. NIH Consens Statement Online 1998 Nov 16-18; In
press, [cited year, month, day]; 16(2): In press.

NIH Consensus Staterments are prepared by a nonadvocate, non-Federal | of experts,
based on (1) presentations by investigators working in areas relevant to the consensus
questions during a 2-day public session; (2) questions and staterments from conference
attendees during open discussion Pen that are part of the public session; and (3% closed
deliberate-s by the panel durlr:% he remainder of the second day and mornlnig ofthe third.
This statement’is an independel rrt]atport of the consensus panel and is not a policy statement of

the NIH or the Federal rmnment.

Introduction

Attention deficit hyperactivity disorder (ADHD) is the most commonly
diagnosed behavioral disorder of childhood, estimated to affect 3 to 5 percent
of school-age children. Its core symptoms include a developmental®
inappropriate level of attention and concentration, developmentally
inappropriate levels of activity, distractibility, and impulsivity. Children with
ADHD usually have pronounced difficulties and impairment resulting from the
disorder across multiple settingsftin home, at school, and with peersNas well
as resultant long-term adverse effects on later academic, vocational,
social-emotional, and psychiatric outcomes.
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Despite the prolg{ess in the assessment, diagnosis, and treatment of children and
adults with ADHD, the disorder has remained controversial in many public and
private sectors. The confusion resulting from diverse, frequently expressed
opinions has made many families, health care providers, educators, and
policymakers uncertain about the status of the disorder and its Ion%-term _
consequences, whether it should be treated, and, if so, how. One of the major
controversies regard:)r;cfl ADHD concerns the use of psychastimulants to treat
the condition. Psychostimulants, including amphetamine, methylphenidate, and
Pemollne, are by far the most widely researched and corrrmnlmescnbed

reatments for ADHD. The use of methylphenidate and amphetamine
nationwide has increased significantly in recent years. “The increased
production and use of psychostimulants have intensified the concerns about
use, overuse, and abuse. This 21¥2-day conference brought together national
and international experts in the fields of relevant medical research and health
care as Well as representatives from the public.

After 1\2 days of presentations and audience discussion, an independent,

non-Federal consensus panel chaired by Dr. David J. Kupfer, Thomas Detre
Professor and Chair, Department of Psychiatry, University of Pittsburgh,
weighed the scientific evidence and wrote a draft statement that was presented
to the audience on the third day. The consensus statement addressed the

following key questions:

» \What is the scientific evidence to support ADHD as a disorder?

m \What is the impact of ADHD on individuals, families, and society?

* \What are the effective treatments for ADHD?

* \What are the risks of the use of stimulant medication and other
treatments? ] ]

« \What are the existing diagnostic and treatment practices, and what are
the barriers to appropriate identification, evaluation, and intervention?

« \What are the directions for future research?

The prima%Z?onsors of this conference were the National Institute on Drug
Abuse, the National Institute of Mental Health, and the NIH Office of Medical
Apspllcatlons of Research. The conference was cosponsored by the National
Institute of Environmental Health Sciences, the National Institute of Child
Health and Human Development, the U.S. Food and Drug Administration, and
the Office of Special Education Programs, U.S. Department of Education.

1. What Is the Scientific Evidence To Support ADHD as a Disorder?

The diagnosis of ADHD can be made reliably using well-tested diagnostic
interview methods. However, we do not have an independent, valid test for
ADHD, and there are no data to indicate that ADHD Isdue toabrain
malfunction. Further research to establish the validity of the disorder continues
to be a problem. This is not unique to ADHD, but applies as well to most
Esychlatnc disorders, including disabling diseases such as schizophrenia.
vidence supporting the val_ldﬁ’y of ADHD includes the predictable course of
ADHD over time, cross-national studies revealing similar risk factors, familial
aggg%atlon of ADHD (which may be genetic or environmental), and
heritability. Further efforts to validate the disorder are needed: careful
description of the cases, use of specific diagnostic criteria, repeated followup
studies, family studies |nqlud|_r|19 twin and adoption studies), epidemiologic
studies, and treatment studies. To the maximum extent possible, such studies
should include various controls, including normal subjects and those with other
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clinical disorders.

Such studies may provide suggestions about subgrouping of patients that will
turn out to be associated with different outcomes, responses to different
treatment, and varying patterns of familial characteristics and illnesses. As
homogeneous subgroups become identified, they can facilitate efforts to
deli” te alterations in structure and function.

Certain issues about the diagnosis of ADHD have been raised that indicate the
need for further research to validate diagnostic methods.

1 Clinicians who diagnose this disorder have been criticized for merely
taking a percentage of the normal population who have the most
evidence of inattention and continuous activity and labeling them as
having a disease. In fact, it is unclear whether the signs of ADHD
represent a bimodal distribution in the population or one end ofa
continuum of characteristics. This is not unique to ADHD as other
medical diagnoses, such as essential hypertension and hyperlipidemia,
are continuous with the normal population, yet the utility of diagnosis
and treatment have been proven. Nevertheless, related problems of
diagnosis include differentiating this entity from other behavioral
problems and determining the appropriate boundary between the normeal
population and those with ADHD.

2. ADHD often does not present as an isolated disorder, and comorbidities
%%O_EXISU ng condiitions) may act as confounders in any research studies.
Is may account for some of the inconsistencies in research findings.

3. Although the aB(r)evalence of ADHD in the United States has been
estimated at apout 3 to 5 percent, it is clear that wider ranges of )
prevalence have been reported. The reported rate in some other countries
IS much lower. This indicates a need for better study of ADHD in
different populations and better definition of the disorder.

4. All formal diagnostic criteria for ADHD were designed for diagnosin?
)I/%ung children and have not been adjusted for older children and adults.
erefore, appropriate revision of these criteria to aid in the diagnosis of

these individuals is encouraged.

5. Insummary, there is validity in the diagnosis of ADHD, defining a
maladjustive cluster of characteristics.

2. What Is the Impact of ADHD on Individuals, Families, and Society?

Children with ADHD experience an inability to sit still and pay attention in
class and the negative consequences of such behavior. They experience peer
rejection and engage in a broad array of disruptive behaviors. Their academic
and social difficulties have fa*-reaching and long-term consequences. These
children have higher accident rates, and later in Tife, children with ADHD in_
combination with conduct disorders experience drug abuse, antisocial behavior,
and accidents of all sorts. For many individuals, the impact of ADHD
continues into adulthood.

Families who have children with ADHD, as with other behavioral disorders
and chronic diseases, experience increased levels of parental frustration,
marital discord, and divorce. In addition, the direct costs of medical care for
children and youth with ADHD are substantial. These costs represent a serious
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burden for many families because they frequently are not covered by health
insurance.

In the larger world, these individuals consume a disproportionate share of
resources and attention from the health care system, criminal justice system,
schools, and other social service agencies. Methodologic problems preclude

recise estimates of the cost of ADHD to society. However, these costs are
arge. For exa'rlgﬁ additional national public school expenditures on behalfof
students with ADHD may have exceeded $3 billion in 1995. Moreover,
ADHD, often in conjunction with coexisting conduct disorders, contributes to
societal problems stich as violent crime andteenage pregnancy.

Families of children impaired by the symptoms of ADHD are in a veiy difficult
pasition. An already painful decision-making process is often made _
substantially worse by the media war between those who overstate the benefits
of treatment and those who overstate the dangers of treatment.

3. What Are the Effective Treatments for ADHD?

Awide variety of treatments have been used for ADHD including, but not
limited to, various psychotropic medications, psychosocial treatrment, dietary
management, herbal and homeopathic treatments, biofeedback, meditation, and
perceptual stimulation/training. Ofthese treatment strategies, medications and
psychosocial interventions have been the major focus of research. Studies on
the efficacy of medication and psychosocial treatments for ADHD have
focused primarily on a condition equivalent to DSIMHV combined t?/pe
meeting criteria Tor Inattention and Hyperactivity/Impulsivity. Until recently,
most randomized clinical trials have been short term, up to approximately
months. Overall, these studies su%)ort the efficacy of stimulants and _
psychosocial treatments for ADHD. However, there are no long-term studies
testing stimulants or psychosocial treatments lasting several ea/ears There is no
information on the long-term outcomes of medication-treated ADHD
individuals in terms of educational and occupational achievements,
involverment with the police, or other areas of social functioning.

Short-term trials of stimulants have supported the efficacy of methylphenidate
(MPH) dextroamphetamine, and pemoline in children with ADHD: Few, if

, differences have been found among these stimulants on average. However,
IMPH is the most studied and the most often used of the stimulants. These
short-term trials have found beneficial effects on the defining oms of
ADHD and associated aggressiveness as long as medication 1s taken. However,
stimulant treatments do not "'normelize” the entire range of behavior problemns,
and children under treatment still manifest a higher level of some behavior
problems than normal children. Of concern are the consistent findings that
despite the improvement in core symptoms, there is little improvement in
academic achievement or social skills.

Several short-term studiies of antidepressants show that desipramine produces
improvements over placebo in parent and teacher ratings of ADHD symptons.

Results from studies examining the efficacy of imipramine are inconsistent.
Although a number of other psychotropic medications have been used to treat

ADHD, the extant outcome dafa from these studies do not allow for
conclusions regarding their efficacy.

Psychosocial treatment of ADHD has included a number of behavioral

strategies such as contingency management (e.g., point/token reward systens,
i nnggut, response cost) t atctgllpical I)g IS cond(uc%edpi% the classroom, pwygtm
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training (Where the parent is taught child management skills), clinical behavior
therapy (parent, teacher, or both are taught to use contingency management
procedures), and cognitive-behavioral treatment (e.g., self-monitoring, verbal
self-instruction, problem-solving strategies, self-reinforcement). _

gnitive-behavioral treatment his not been found to yield beneficial effects in
children with ADHD. In contrast, clinical behavior therapy, parent training,
and contingency management have produced beneficial effects. Intensive direct
interventions in children with ADHD, such as summer camp programs, have
produced improvements in key areas of functioning. However, no randomized
control trials have been conducted on the summer camp intervention alone or
in combination with medication.

Emerging data suggest that medication using systematic intensive monitoring
methods over a ioerlod of approximate” 1year may be superior to an intensive
set of behavioral treatments on core ADHD symptos (inattention,
hyperactivity/impulsivity, aggression). Combined medication and behavioral
treatment added little advantage overall, but combined treatment did result in
more improved social skills, and parents and teachersjudged this treatment
more favorably. Both systematically applied medication and combined
treatment were superior to routine community care, which often involved the
use of stimulants. An important potential advantage for behavioral treatment is
the possibility of improving functioning with reduced dose of stimulants. This

possibility was not tested.

There is a long history of a number of other interventions for ADHD. These
include dietary replacement, herbal exclusion or supplementation, various
vitamin or mineral regimens, biofeedback, perceptual stimulation, and a host of
others. Although these interventions havgdgenerated considerable interest and
there are some controlled and uncontrolled studies using various strategies, the
state of the empirical evidence regarding these interventions is uneven, ranging
from no data to well-controlled trials. Some of the dietary elimination
strategies showed intriguing results suggesting future research.

The current state of the empirical literature regarding the treatment of ADHD is
such that at least five important questions cannot be answered. First, it cannot
be determined if the combination of stimulants and psychosocial treatments can
improve functioning with reduced dose of stimulants. Second, there are no data
on the treatment of ADHD, Inattentive type, which might comprise a high
percentage of girls. Third, there are no corclusive data on treatment in
adolescents and adults with ADHD. Fourth, there is no information on _
long-term treatment (treatment lasting more than 1year), which is indicated in
this persistent disorder. Final I&, given the evidence about the cognitive
Problems associated with ADHD, such as deficiencies in working memory and
anguage processing deficits, and the demonstrated ineffectiveness of current
treatments in enhancing academic achieverment, there is a need for application
and development of methods targeted to these weaknesses.

i. Wuat Are the Risks of the Use of Stimulant Medication and Other
Treatments?

Although little information exists concerning the long-term effects of _
ﬁsychostlrmlants, there is no conclusive evidence that careful therapeutic use is

armful. When adverse drug reactions do occur, they are usually related to
dose. Effects associated with moderate doses may include decreased appetite
and insomnia. These effects occur early in treatment and may decrease with
continued dosing. There may be negative effects on growth rate, but ultimate
height appears not to be affected.

http://0dp.0d.nih.gOv/cOnsensus/cOns/1 10 /110_statement.htm
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It is well known that psychostimulants have abuse potential. \Very high doses
of psychostimulants, particularly of amphetamines, may cause central nervous
system dameage, cardiovascular damage, and hypertension. In addition, higher
oses have been associated with compulsive behaviors and, in certain

vulnerable individuals, movement disorders. There is a very small percentage
of children and adults treated at high doses who have hallucinogenic responses.
Drugs used for ADHD other than psychostimulants have their own adverse
reactions: tricyclic antidepressants may induce cardiac arrhythmias, bupropion
at high doses can cause seizures, and pemoline is associated with liver damage.

The degree of assessment and followup Ety primary care physicians varies
significantly. This variance may contribute to the marked differences in
appropriate prescribing practicés. Adequate followup is required for ané
prescribed medications, especially for higher doses of psycho-stimulants.
Although an increased risk of drug abuse and cigarette smoking is associated
with childhood ADHD (see Question 2), existing studies come to conflicting
conclusions as to whether use of psychostimulants increases or decreases the.
risk of abuse. A major limitation of inferences from observational databases is
that the diagnosis of ADHD is confounded with the use of stimulant
medication; additional confounders include severity of ADHD and coexisting

conditions.

The increased availability of stimulant medications may pose risks for society.
The threshold of drug availability' that can lead to oversupply and consequent
illicit use is unknown. There is [ittle evidence that current levels of production
have had a substantial effect on abuse. However, there is a need to be vigilant
in monitoring the national indices of use and abuse among high school seniors
and Drug Abuse Warning Network (DAVN) emergency room reports.

5. What Are the Existing Diagnostic and Treatment Practices, and W hat
Are the Barriers to Appropriate Identification, Evaluation, and

Intervention?

The American Academy of Child and Adolescent Psychiatry has published
practice parameters for the assessment and treatment of ADHD. The American
Academy of Pedliatrics has formed a subcommittee to establish parameters for
pediatricians, but those guidelines are not available at this time. Primary care
and developmental pediatricians, family practitioners, (child) neurologists,
psychologists, and psychiatrists are the providers responsible for assessment,
diagnosis, and treatment for mast children with ADHD. There exists wide
variation among type of practitioner with respect to frequency of diagnosis of
ADHD. The type of practitioner also determines the frequency of stimulant
prescription management; data indicate that family practitioners prescribe
medication more frequently than psychiatrists or pediatricians. |s_ma1y be due
in part to the limited time spent making the diagnasis. This propensity for
prescribing medications may remove incentives for establishing educationally
relevant interventions. Some practitioners invalidly use response to medication
as a diagnostic criterion. Primary care practitioners are less likely to recognize

comorbid (coexisting) disorders.

Diagnoses are often made in an inconsistent manner with children sometimes
being overdiagnosed and sometimes being underdiagnosed. Some practitioners
do not use structured parent questionnaires or rating scales or teacher or school
input. Pediatricians, family practitioners, and psychiatrists tend to rely on
parent rather than teacher Input. There appears to be a "disconnect” between
developmental or educational (school-based) assessments and health- related
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(medical practice-based) services. There is often poor communication between
diagnosticians and those who implement and monitor treatment 4 m thools. In
addition, followup may be inadequate and fragmented. This is particularly
important to ensure monitoring and early detection of any adverse effect of
therapy. School-based clinics with a team approach that includes parents,
teachers, school psychologists, and other mental health specialists may be a
means to remove these barriers and improve access to assessment

treatment. Ideally, primary care practitioners with adequate time for
consultation with such school teams should be able to make an appropriate
assessment and diagnasis, but they should also be able to refer to mental health

and other specialists when deemed necessary.

What are the barriers to appropriate identification, evaluation, and
intervention?

Studies identify anumber of barriers to appropriate identification, evaluation,
and treatment. Barriers to identification and evaluation arise when central
screening programs limit access to mental health services. The lackof
insurance coverage of neuropsychological evaluations, behavior modification
programs, school consultation, parent management training, and other
specialized programs presents a major barrier to accurate classification,

lagnosis, and management of ADHD. Substantial cost barriers exist in that
diagnosis results in out-of-pocket costs to families for services not covered by
managed care or other health insurance. Mental health benefits are carved out
of many policies offered to families, and thus access to treatment other than
medication might be severely limited. Parity for mental health conditions in
insurance plans is essential. Another cost implication lies in the fact that there
Is no funded §P|2_C|al education category for ADHD, which leaves these students
underserved. This results in educational and _mental health service sources
disputing responsibility for coverage of special educational services.

Barriers exist in relationshi P to gender, race, socioeconomic factors, and
%e[ogragphlcal distribution of patients seeking identification and evaluation.

ther important barriers include those perceived by patients, families, and
clinicians. These include lack of information, concerns about risks of
medications, loss of parental rights, fear of professionals, social stigma,
negative pressures from families and friends against seeking treatment, and
Jjeopardizing jobs and military service. For health care providers, the lack of
specialists and difficulties obtaining insurance coverage as outlined above
present significant obstacles to care.

6. What Are the Directions for Future Research?

Basic research is needed to better define ADHD. This research includes the
following: (1) studies of cognitive development and cognitive processing in
ADHD and (2) brain ma%mg studies before the initiation of medication and
following the Individual through young adulthood and middle age.

Further research should be conducted with respect to the dimensional aspects
of this disorder, as well as the comorbid (coexisting) conditions present in both
childhood and adult ADHD. Therefore, an important research need is the
investigation of standardized age- and gender-specific diagnostic criteria.

The impact of ADHD should be determined. Studies in this regard include %1)
the nature and severity of the impact on individuals, families, and society of
adults with ADHD beyond the age of 20 and (2). determination of the financial
costs related to diagnosis and care of children vith ADHD.
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Additional studies are needed to develop a more systematized treatment
strategy. These include:

* Studies of the inattentive type of ADHD, especially since it might
comprise a higher proportion of girls than the other subtypes.

» Studies of long-term treatment (treatment lasting longer than 1year),
which are needed because of the persistence of the disorder.

« Prospective controlled studies, up to adulthood, of the risks and benefits
associated with childhood treatment with psychostimulants.

» Studies to determine the effects of psychotropic therapy on cognitive
function and school performance.

» Studies of the effects of instructional treatments on the academic
achievement of children with ADHD.

» Studies to determine whether the combination of stimulants and
psychosocial treatments can improve functioning with a reduced dose of

stimulants.

« Studies to determine the risks and benefits associated with treating
children younger than age 5 with stimulants.

Greater attention should be given to developing integrated programs for
diagnosis and treatment. These include:

* Model projects to demonstrate methods of training teachers to recognize
and provide appropriate special programs for children with ADHD.

« Incorporation of classroom strategies to effectively serve a greater
variety of students and thereby reduce the prevalence of ADHD referral

and diagnosis.

o Determination of the extent to which individuals with ADHD are being
served in postsecondary education and, if so, where they are being
served, with what types of accommodations, and with what level of
SUCCESS.

Conclusions

Attention deficit hyperactivity disorder or ADHD is a corrrrr_)nlf;]/ diagnosed
behavioral disorder of childhood that represents a major public health problem.
Children with ADHD usually have pronounced difficulties and impairments
resulting fromthe disorder across multiple settings. They also can experience
Iodgg-term adverse effects on later academic, psychosocial, and psychiatric
OULCOMES.

Despite progress in the assessment, diagnosis, and treatment of ADHD, this
disorder and its treatment have remained controversial in many public and
private sectors. The major controversy regarg:%g ADHD continues to be the
use of psychostimulants both for short-term and long-term treatment.

Although a consistent diagnostic test for ADHD does not exist, evidence
supporting the validity ofthe disorder can be found. Further research will need
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to be conducted with respect to the dimensional aspects of ADHD, as well as
the comorbid ?coexstl_ng) conditions present in both childhood and adult
ADHD. Theretore, an important research need is the investigation of
standardized age-and gender-specific diagnostic criteria.

Die impact of ADHD on individuals, families, schools, and society is profound
and necessitates immediate attention because a considerable share of resources
from the health care system and various social service agencies is currently
devoted to ADHD, often in a nonintegrated manner. Resource allocation based
on better cost data leading to integrated care models needs to be developed for

individuals with ADHD.

Effective treatments for ADHD have been evaluated primarily for the short
term (approximately 3 months). These studies have included randomized
clinical trials that have established the efficacy of stimulants and behavioral
treatments for positive effects on the defining symptoms of ADHD and
associated aggressiveness. Lack of consistent improvement beyond the core
symptoms leads to the need for treatment strategies that utilize combined
ap#)roach_es. At the present time, there is a paucity of data providing.
information on long-term treatment beyond 14 months. Although trials
combining drugs and behavioral modalities are underway, conclusive
recommendations concerning treatment for the long term cannot be made

easily.

The risks of treatment, particularly the use of stimulant medication, are of
considerable interest. Substantial evidence exists of wide variations in the use
of psychastimulants across communities and physicians, suggesting no
CONSENSUS armn%pra_ctltloners regarding which ADHD patients should be
treated with psychostimulants. As measured by attention/activity indices,
patients with varying levels and of problems (and even possibly _
unaffected individuals) may benefit from stimulant therapy. However, there is
no evidence regarding the appropriate ADHD diagnostic threshold above
which the benetits of psychostimulant therapy outweigh the risks.

Existing diagnostic and treatment practices, in combination with the potential
risks associated with medication, point to the need for improved awareness by
the health service sector concerning an appropriate assessment, treatment, and
followup. A more consistent set of diagnostic procedures and practice
guidelines is of utmost importance. Current barriers to evaluation and
Intervention exist across the health and education sectors. The cost barriers and
lack of covera?e preventing the appropriate diagnosis and treatment of ADHD
and the lack of integration with special educational services represent _
considerable long-term cost for society. The lack of information and education
about accessibility and affordability of services must be remedied.

Finally, after years of clinical research and experience with ADHD, our
knowledge about the cause or causes of ADHD remains speculative.
Consequently, we have no strategies for the prevention of ADHD.
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Subject: Comment on SB 230
Date: Sat, 27 Apr 2002 18:53:27 -0800
From: "Christina T. Zafren" <czafren@alaska.com>

To: Randy Phillips <Senator_Randy_Phillips@legis.state.ak.us>,
Jerry Ward <Senator_Jerry Ward@legis.state.ak.us>,
Robin Taylor <Senator_Robin_Taylor@legis.state.ak.us>,
Loren Leman <Senator_Loren Leman@legis.state.ak.us>,
Lyman Hoffman <Senator_Lyman_Hoffman@legis.state.ak.us>,
Dave Donley <Senator Dave_Donley@legis.state.as.us>,
Bettye Davis <Senator_Bettye Davis@legis.state.ak.us>,
Johnny Ellis <Senator_Johnny_Ellis@legis.state.ak.us>,
Lyda Green <Senator Lyda Green@legis.state.ak.us>,
John Cowdery <Senator John_Cowdery@legis.state.ak.us>

CC: theo lexmond <t|ex@kpbsd kl2.ak.us>

Alaska Scliool Psychologists Association
10181 Curvi Street

Anchorage, AK 99507

March 24, 2002

Dear Senators,

The Alaska School Psychologists Association would like to register concern with Senate Bill No. 230.3 relating to
recommending or refusing psychotropic drugs as a treatment for children and to the evaluation and treatment of children with
behavioral or psychological problems2. Our specific concerns are with AMENDMENT AS47.33120 (A) SUBSECTION 9 -
creating policies prohibiting school personnel from discussion of the possible use and benefits of psychotropic drugs for

students with behavioral and/or emotional problems.

As professionals, we believe that legislation, such as SUBSECTION 9. is unnecessary and ill-advised for the following
reasons:

SUBSECTION 9 is unnecessary because school psychologists' ethical standards already prohibit us from acting outside our
areas of professional expertise and knowledge. School psychologists who deviate from these ethical standards will be dealt
with administratively and/or through the Professional Teaching Practices Commission. State regulation of this administrative

function is therefore unnecessary.

SUBSECTION 9 is ill-advised because:

It may be interpreted as prohibiting any discussion by knowledgeable school personnel (e.g. school psychologists) of the options
available for families in addressing a variety of emotional and/or behavioral disorders which are manifested by their children,
our students. School psychologists are frequently asked by families to help them decide when to seek outside referrals. The
information provided to parents by school psychologists is based on the most reliable and current professional
recommendations. Additionally, outside referring agencies and mental health professionals frequently rely upon the
observations and feedback of school psychologists regarding the efficacy of various psychotropic medications when this is
prescribed to our students. This subsections could be interpreted as preventing a school psychologist from preforming such a

vital role for our families and students.

It could be interpreted as making school districts responsible for the cost of obtaining medical evaluations if these referrals were
made as part of a Special Education evaluation.

It currently delineates the only appropriate referral as one to a licensed physician when an appropriate initial referral for a
student with behavioral and or emotional problems may be to a licensed mental health provider such as an outpatient
psychologist, social worker, rather than only to a licensed physician.

Please take under consideration our concerns as you evaluate this bill, 1f you have any questions, please do not hesitate to
contact us. We would be available for further consultation and/or testimony before a subcommittee.

4/29/2002 2:02 PM
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Sincerely,
Chris Tower Zafren,

Nationally Certified School Psychologist

cc: Theo Lexmond, President ASPA

4/29/2002 2:02 PM



Please hold a hearing on the amended S.B. 230

ioil

Subject: Please hold a hearing on the amended S.B. 230 C
Date: Wed, 17 Apr 2002 10:19:55 -0400
From: "john breeding" <wildcolt@flash.net> /N
To.< S ator_Lyda_Green @kgiS.state.ak.US>
CC. <Senator_Bettye Davis@legis.state.ak.us>

Dear Senator Green,

|am aware that the amended version of Senate Bill 230, "elating to the use of
psychotropic drugs in the schools, is E),endmg another hearing in your
committee. As you know, my organization strongly supports this bill as an
Important step in protecting parents from pressure and coercion to use
Psychotropm drugs on their children, and in helping to refocus educators on
hé very real and important practices of teaching children.

Variations of this bill have been passed in Minnesota, Connecticut and Utah.
They are being heard just now in several states, including California, Arizona
and Missourt. 1t is crucial that this issue be fully confronted as the national
trends continue toward more and younger children being placed on these

dangerous drugs.

As I mentioned in an earlier message to you, it is most often our women
legislators who are championing this catse on behalf of our children and
families. 1 beg you to give this amended bill a full hearing as soon as
possible. Thé lives of our children, the integrity of our families, and the safety

and effectiveness of our schools are all at Stake.

Please use your leadership to ensure a full hearing on this bill, for the good
of all our children.

Sincerely,

John Breeding, PhD
Texans For Safe Education

4/17/2002 11:37 AM
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FISCAL NOTE

STATE OF ALASKA Fiscal Note Number:
2002 LEGISLATIVE SESSION Bill Version: SB 230
( ) Publish Date:

Revision Date/Time (Note if correction): 1/1672002 9:11 am Dept. Affected: Health & Social Services
Title: PSYCHOTROPIC DRUGS FOR TREATMENT OF CHILDREN IN  'BRU: Purchased Services

NEED OF AID Component: Foster Care Special Need
Sponsor: DAVIS
Requestor: SENATE (HES) Component Number: 2238

Expenditures/Revenues (Thousands of Dollars)

Note: Amounts do not include inflation unless otherwise noted below.

OPERATING EXPENDITURES FY 2003 FY 2004  FY 2005  FY 2006  FY 2007  FY 2008
Personal Services

Travel

Contractual

Supplies

Equipment

Land & Structures

Grants & Claims

Miscellaneous m
TOTAL OPERATING 0.0 0.0 0.0 0.0 0.0

ICAPITAL EXPENDITURES I I
1 1 1

(Thousands of Dollars)

ICHANGEIN REVENUES ( 0 ) | |

FUND SOURCE
1002 Federal Receipts
1003 GF Match
1004 GF
1005 GF/Program Receipts
1037 GF/Mental Health
Other (Specify Type--do not abbreviate)
TOTAL 0.0 0.0 0.0 0.0 0.0 0.0
Estimate of any currentyear (FY2002) cost:
Chock this box (X) if funding for this bill is included in the Govejrnor's FY 2003 budget proposal:

POSITIONS
Full-time
Part-time
Temporary

ANALYSIS: (Attach a separate page if necessary)

Section 1 of this bill does not impact this department. Sections 2 and 3amend CINA statute AS
47.10.019. This statute places limits on the court's determinations in finding a minor to be a child in need
of aid. This amendment adds a subsection which prohibits the court from finding a minor to be a child in
need of aid and prohibits the department from taking custody of a child solely on the basis of an
allegation or finding that the child's parent or legal custodian refuses to administer or consent to the

administration of psychotropic medication.

Should this bill become law, the department does not anticipate any fiscal impact. The hill has impact on
practice only.

Prepared by:  Debbie Loveid Phone
Division Family & Youth Services Date/Time
pate 01/24/2002

Approved by: Elmer A. LiIndstrom, Deputy Commissioner
Agency Department of Health & Social Services
For distribution Information, call the Governor's Legislative Office

(Rov272001 QVB) Page 1 ofl
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SENATE BILL NO. 230
IN THE LEGISLATURE OF THE STATE OF ALASKA
TWENTY-SECOND LEGISLATURE - SECOND SESSION

BY SENATOR DAVIS
Introduced: /4@ , . iy
Referred: Health, Education and Social Services, Judiciary

A BILL
FOR AN ACT ENTITLED
"An Act relating to recommending or refusing psychotropic drugs as a treatment for

children and to the evaluation and treatment of children with behavioral or

psychological problems."

BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF ALASKA:

* Section 1. AS 14.33.120(a) is amended to read:
(a) Each governing body shall adopt a written school disciplinary and safety
program. The program required under this subsection must include written
(1) standards for student behavior and safety that reflect community
standards and that include, at a minimum, basic requirements for respect and honesty;
standards required under this paragraph must be developed and periodically reviewed
with the collaboration of members of each school, parents, teachers, and other persons
responsible for the students at a school; a governing body may require that standards

developed under this paragraph be consistent for all schools in an attendance area or

the district;

SBO230A -1- SB 230
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(2) standards relating to when a teacher is authorized to remove a

student from the classroom for
(A) failure to follow student behavior and safety standards; or
(B) behavior described under AS 14.30.045(1) or (2);

(3) procedures for notifying teachers of dangerous students consistent
with AS 47.12.310(b);

(4) standards relating to when a teacher, teacher's assistant, or other
person responsible for students is authorized to use reasonable and appropriate force to
maintain classroom safety and discipline as described under AS 11.81.430(a)(2);

(5) policies necessary to comply with provisions of state and federal
law, including 20 U.S.C. 1400 -1485 (Individuals with Disabilities Education Act);

(6) standards to address needs of students for whom mental health or
substance abuse may be a contributing factor to noncompliance with the school
disciplinary and safety program;

(7) policies for implementing a student conflict resolution strategy,

including the nonviolent resolution or mediation of conflicts and procedures for

reporting and resolving conflicts;
(8) procedures for periodic review and revision of the school

disciplinary and safety program”
(9) policies prohibiting school personnel from recommending the
(TT7c7irT™
use of psychotropic drugs for a student and rcuuiring that, if school personnel
perceive that a student may have a behavioral or psychological problem, a letter
be sent to the parent or other person having care and custody of the child

recommending that an appropriate medical or behavioral health evaluation bejj

conducted by a licensed physician.

*Sec. 2. AS 47.10.019 is amended to read:
Sec. 47.10.019. Limitations on determinations, (a) Notwithstanding other

provisions of this chapter, the court may not find a minor to be a child in need of aid
under this chapter solely on the basis that the child's family is poor, lacks adequate
housing, or exhibits a lifestyle that is different from the generally accepted lifestyle

standard of the community where the family lives. However, this subsection

-2- SBO230A
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[SECTION] may not be construed to prevent a court from finding that a child is in

need of aid if the child has been subjected to conduct or conditions described in

AS 47.10.011 -47.10.015.
*Sec. 3. AS 47.10.019 is amended by adding a new subsection to read:

(b) Notwithstanding other provisions of this chapter, a court may not find a
minor to be a child in need of aid and the department may not take custody of a child,
including emergency custody, solely based on an allegation or finding that the child's
parent or other person having the care and custody of the child has refused to
administer or consent to the administration of a psychotropic drug to the child.

N
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SUMMARY OF LEGISLATIVE ACTIONS

Legislation Restricting Physician Practice, 2002

California, SB 119: This legislation would criminalize decision-making by physicians if statutory procedures were not
followed when a physician prescribes a psychiatric medication to a legal minor. The legislation makes it a crime for a
physician to prescribe a psychiatric medication to a legal minor until the physician has received a physical exam from a
pediatrician and had all physical conditions treated prior to prescribing the medication; the physician has fully explained
all possible side effects to the parents; and has obtained written informed consent from the parents. There are additional
physician reporting requirements to the pharmacist and state Board of Pharmacy.

Mississippi, HB 221: Any physician or pharmacist that prescribes Ritalin or fills a prescription for Ritalin shall be subject
to suspension of their license to practice and may be fined up to S5000.

Wisconsin, AB 672: Any physician who diagnoses a child with AD/HD must provide the parents with an explanation of
the method used to diagnose, including the results of tests and evaluations; information on alternative treatments; and any
potential risks of any medication prescribed for AD/HD. The state is required to prepare materials which all physicians
must give parents of children with AD/HD including how using medication may affect health insurance costs and how use
of medication may affect a person’s future eligibility to serve in the U.S. armed forces. The state must also distribute such

information to school officials.

Legislation Restricting Teachers Giving Advice, 2002

Michigan, HB 5085: The legislation would prohibit teachers from diagnosing AD/HD and recommending the use of
medication, but teachers could discuss with parents optional treatments for AD/HD, which could include medication.
Teachers could discuss behavioral, learning, or emotional problems of children with the parents and could reconuuend

professional assessments.

Utah, HB 123: This bill would make teachers criminally liable for referring a student’s behavioral problems to anyone
outside the school other than the parent. Any statement to the parent must be in writing. The school would continue to
serve the child even if the parent refused to have a psychiatric, psychological, or behavioral assessment of the child’s
behavioral problems. Unless conveyed in a letter, teachers would be prohibited from recommending a professional
behavioral assessment or recommending that the parents contact physicians, psychologists, or any other health specialist.

Vermont: Legislation would stipulate that schools might not require students with behavioral problems to take psychiatric
medication as a condition of staying in schools.

Related Legislative Actions of 2000-2001

California, SB 2098: Requires the state to adopt standards for the administration of psychotropic medications for children
under the jurisdiction of the State Department of Youth. This legislation was enacted.

Connecticut, H 5701: Requires that each local and regional board of education shall adopt and implement policies
prohibiting any school personnel from recommending the use of psychotropic drugs for any child. The provisions of this
section shall not prohibit school medical staff from recommending that an appropriate medical practitioner evaluate a
child, or prohibit school personnel from consulting with a practitioner with the consent of the parents or guardian of the

child.

Slates that the refusal of a parent or other person having control of a child to administer or consent to the administration of
any psychotropic drug to the child shall not, in and of itself, constitute grounds for the Department of Children and
Families to take the child into custody or for any court of competentjurisdiction to order that the child be taken into
custody by the department, unless the refusal causes the child to be neglected or abused, as defined in section 46b-120 of

the general statues. Enacted 6/28/01.



CHADD Concerned with Legislative E ffo rts

Florida, S 682: Requires the state to adopt standards for the use of psychotropic medications for children under the
jurisdiction of the State Department of Children and Family Services. This legislation was enacted.

Georgia, HR 1079: Creates a Commission on Psychiatric Medication of School-Age Children and requires the
commission to investigate the use of such medications. This legislation was signed into law by the governor.

Hawaii, SCR 92 and SR 70: Both contain the same provisions: Provides that the Department of Health and the
Department of Education are jointly requested to increase efforts to educate parents, the school community, and other
interested parties with regard to the diagnosis and treatment of children with “attention deficit disorder” or “attention-
deficit/hyperactivity disorder” and to study the use and effectiveness of medication utilized to improve the child’s
educational opportunities, as well as research, examine, and recommend non-medication and other appropriate

alternatives.

Requires that the departments submit a report of their findings and recommendations to the Governor and the Legislature
no later than twenty days prior to tne convening of the Regular Session of 2002. Adopted 4/23/01.

Idaho, H 213: Requires that any pharmacy licensed by the Board of Pharmacists that dispenses the stimulant
methylphenidate, commonly known as Ritalin, shall disclose, at the least, the following information:

(a) Known side effects of prescriptive use of the drug include tachycardia, dizziness, insomnia, depression,
abdominal pain, anorexia, loss of appetite, dry mouth and suppression of growth associated with long-term use;
(b) Ingesting the tablet by any means other than swallowing can result in severe reactions or complications such
as blood clots, skin and circulatory problems, and even death; (c) No person who takes Ritalin after the age of
twelve (12) years is eligible for military service; and (d) Distribution of the medication to any other person is a

felony offense in Idaho and is also a federal offense.

Specifies that the board is authorized and directed to promulgate rules to ensure that the information in this section is
provided by the licensed dispensing pharmacy to each person who takes possession of a Ritalin prescription. Passed

House 3/5/01. Regular session adjourned, no carry over to 2002.

Indiana, S 471: Requires that the controlled substances advisory committee shall review the records maintained by the
central repository for controlled substances designated by the state police department regarding the prescribing of
psychotropic medications to children. Requires that no later than December 1, 2001, the advisory committee shall submit
a report to the legislative council, the governor, and the medical licensing board regarding this review. The report

required must include the following:

(1) A comparison of the number of prescriptions written for psychotropic medications for children (A) participating in
Medicaid or the children's heath insurance program; and (B) not participating in a program described in clause (A).
(2) A statement by the advisory committee regarding whether the information provided indicates that psychotropic
medications are being disproportionately prescribed for children described in subdivision (1)(A). (3) identification of
any pattern of prescribing of psychotropic medications for children contrary to the most recent guidelines adopted by
the American Academy of Pediatrics and the American Academy of Child and Adolescent Psychiatry. Vetoed by

governor 5/11/01.

Maryland, S 742: Creates an advisory council on AD/HD to facilitate communication between educators, families, and
physicians and to promote needed reform and training to better serve children with AD/HD, including research into the
relationship between AD/HD and learning disabilities. This legislation was enacted.

Minnesota, S 750: A bill for an act relating to education; raising awareness of issues related to student use of
sympathomimetic medication; clarifying neglect to indicate that a parent’s refusal to provide sympathomimetic
medications does not constitute educational neglect; and providing for a study to examine student’s Ritalin use.



CHADD Concerned with Legislative E ffo rts

North Carolina, S 542: Requires that the Department of Health and Human Services and the Department of Juvenile
Justice and Delinquency Prevention shall review the feasibility of establishing and maintaining a statewide database
containing information on the prescription and administration of psychotropic medications to children who receive state

services. Enacted 5/25/01.

New York, A 3162: Amends the mental hygiene law, the social services law and the education law by adding to each,
new sections which establish the rights of children in residential care. Included in these enumerated rights is the right to
safe medication prescribing practices, including provisions for information about medications and consent for
psychotropic medications from the parent or guardian and the right to be free from physical restraint and seclusicn, except
as otherwise authorized by law or regulation, provided, however, no mechanical restraint or seclusion may be used if the

child is under twelve years of age. Passed Assembly 4/2/01.

Oklahoma, H 1965: Authorized the state’s courts to order children under court order to take medication as prescribed by
the court. This legislation was enacted.

Utah, H 170: Amends the definition of substantiated child abuse to exclude the failure to administer prescribed
medication or course of treatment if the parent or legal guardian has not been notified of the opportunity to obtain a

physical examination of the minor by a health care professional.

The bill does not specify or define what types of medication. It is intended to be broader than the introduced version of the
bill, which specified and defined “psychiatric medication.” Enacted 3/15/01.

Virginia, HJR 660: That ajoint subcommittee be established to study the effects of attention deficit disorder and
attention-deficit/hyperactivity disorder on student academic performance and on public education programs and services.

Adopted 2/24/01.

Washington, H 2912: Requires the state to report on children in out-of-home care for longer than 90 days who take
psychotropic medication. This legislation was enacted.



June/July 2001

CHILDREN /ADOLESCENTS

« NONPHYSICIAN PRESCRIBING BILLS

e GAY AND LESBIAN ISSUES Gess Gt
« GRASSROOTS SPOTLIGHT et
e OTHER STATE LEGISLATION s

CHILDREN/ADOLESCENTS

GONNECTIQUT;  Govermar Jon Rowland Jure 6 signed HB 5701%, now Public Act No. 01-124, related to
reconmendations for and refusals of the use of psychatropic medications by children.  The legidlation requires
schod boards to adopt and implement polides prahibting schod personndl from recommending that a child use
psychargpic dugs. It allows (1) schod medical staff to reconend gppropriate evaluation of a student by a
medicd pradtiioner and (2) schod personnel to consult with the medical practitioner with the consent of the child's

parents or guardian.

The new law aso spedfies that a parent's refusal to administer or consent to administration of psychotrgpic
medcation to a child does nat, by itself, constitute grounds for the Departrment of Children and Famillies to take the
child into custodly, or for a court to order thet the child be taken into custodly, unless thet refusal resuits in the child's
aouse or negect.

Hrelly, the law requires utilization review conrpanies, when nmeking deteminations related to "mental or nenvous
conditions,” to repart them separately from al ather reported determinations. By lawy utilization review conanies
nmust amnudlly file with the Insrance Commissioner the number of determinations nat to certify an admission,
senice, procedure, or stay extension and the outcome of appealed determinations.

UTAH H 170% signed by Govemar Midee!l Leauitt, exdudes from the definition of substantiated child abuse the
fallure to administer presaribed nmedication or course of treatment if the parent or legdl guardian haes nat been
natified of the oppartunity to datain a physical examingtion of the minor by a health care professional. The Act
autharizes the Division of Child and Family Services to repart an indvidud to the appropriate licensing authority if
the division has reason to believe the individual exceeded hisher soope of practice by reconmending medication
foramno.



OREGON HB 2682* grarts aimindl and avil inmunity to a schod administratar, teacher o other schod enployee
who administers prescription medication to a studert if certain conditions are met. The schod enployee must

GRASSROOTS SPOTLIGHT

MARYLAND PSYCHIATRIC
SOCIETY

A Political Action Committee (PAC) is one component of a successful
grassroots program in a state district branch. Maryland Psychiatric
Society (MPS), with 760 members, this past year raised 520,000 for its
PAC treasury. How did they raise that much money? By implementing a
methodical annual strategy to raise funds and politically involve
psychiatrists in Maryland.

Maryland Psychiatric PAC (MPPAC) fundraising consists of a systematic
approach relying on a combination of an energetic PAC Chair, Mayer
Liebm3n, M.D., an active PAC Beard of Trustees, and assistance from
district branch staff. An annual letter to MPS members requesting PAC
contributions raises aﬁproximately 30% of their funds. Biannual phone-a-
thons, scheduled at the end of the state legislative session in April and in
the Fall to prepare for the upcoming legislative session, raise 60% of their
money. MPPAC board members play a crucial role in the phone-a-thons,
individually calling fellow psychiatrists and asking for contributions. I
some cases, they call psychiatrists who are not members of MPS, but
who do contribute to the PAC.

The MPPAC distributes a semi-annual newsletter to keep PAC
contributors and MPS members current and raises approximately 10% of
their contributions, The newsletter, Political Action, prints articles about
lobbying legislators, along with information about the MPS's and the state
medical society's legislative agenda. Each winter Political Action features
an insert with the current contact information for each legislator in the
Maryland General Assembly, just in time for members to make their calls
about specific hills introduced in Annapolis.  Written by MPPAC
members, it is a valuable tool of communication for the membership on

state legislative issues.

PAC checks are hand delivered by MPPAC members to state legislators,
whenever possible. Only when unavoidable are PAC checks mailed into
a candidate. In addition to direct contributions to camFaigns, early this
year the PAC financed a legislative reception in Annapolis. MPPAC held
the event on a weekday evening, during the legislative session and
walking distance from the legislative office buildings. The event was a
culmination of the great efforts by MPPAC as thirty-one legislators
mingled with the twenty-four psychiatrists who attended1

The MPPAC has consistently grown since its inception eleven years ago.

A successful nrassroots advocacy program includes contributing to a
PAC to educate legislative candidates, thus bringing greater  attention to

the priorities of psychiatry. If you are interested in creating or enhancing

your district branch PAC and would like to talk over strategies, please

contact either Jennifer Gajewski, 410-625-0232, MPS Executive Director,

or the Division of Government Relations. APA. 202-632-6060.
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admnister the meddne, pusuant to  witten
permission and instructions of the pupll's parents o
guadan, ad mst ad in conpliance with the
instructions of a physidan, physidan assistant or
nurse preditioner. Governar Jamn Kitzhaber hes
sgned HB 2632

NORTH CARCLINA  Sesson Law 2001-124%,
fomerty B 542, drects the Department of Health
ad Hrmen Senvicess ad the Department of
Jwvenle Justice ad Delinquency Prevertion to
review the need for establishment of a Statewide
database on the administration of psychatropic
medcations to children who receive state senvices.
The Departments are to meke recommendations o
saverd legdative committees on the costs ad
feashblity of seing up ad mananng the
cetabese in a mamer that provides data for the
analysis of presaription medication usage by ad
effects an children. The report is also to provide
Oetalled infometion on how the database will be
meintained to protect medical records and ather
privacy interests.

DEHAWNARE HB 29* dtates that "No psychatropic
dug may ke presaribed to any minor unless, prior
to presaibing the dug, the pradtiioner; (1) hes hed
thre mnor's parent, guardian, or other caregiver
reed, from the "Physidan’'s Desk Reference Family
Quide to Prescription Drugs,” the full informnetion an
any psychatropic drug being presaiibed, and (i) hes
odiained a witten attestation from the parer,
guardian, or caregiver that he ar she hes reed ad
udestood the inforretion provided by the
practitioner, indudng any informetion an knoan
duy side effeds. If the parent, guardan, o
caregver is unade to read the psychatropic dug
inforetion, or indicates that he or she does nat
uderstand any part of al of the infometion, the
practiioner shall fully exdain the informmetion,
induding side effects, before dataining the wwitten
atestation.  The attestation is to e kept on file as
part of the child's medical record.”

June/July 2001



Tre bill also requires the Department of Hedth ad Sodad Senices, working with "pediatric hedth care
practiioners,” and local dhapters of the Aerican Acadeny of Pediatrics ad Family Physidans, to develop a
brodhure in Eglish, and in any ather language that is endermic to the area it will be seniang. The brochure should
inffom parents and guardians about patential dug side effedts, as well as generd infometion relating to
psychatropic medications presaribed for children.

HB 28", since withdrawn, would have prohibited any law; regulation, or policy from being established in any schodl
district or public schod that requires a student to be placed on a psychatropic drug as a condtion of enrallmernt, or
attendance in any dass.

NEWJERSEY: AB 3471* prohibits the Superior Court, in proceedings invoving alleged cases of child abuse o
neged, from ordering the parent or guardian of a child to administer methyiphenidate hydrochlaride to the child
Praponents cited a case in New Yark, in which parents faced child abuse dnarges when they tried to discontinue
the administration of medcation to their child and a judge ordered thet the child continue to ke gven the
medication.

Citing a "degp concem over the increased use of medication to contral behavior in schoal children,” A 2170 would
prohibit schodl personnel from recommending, encouraging, or discussing medication for schodl pupils without
either the pupl or the pupll's parents.  In addition, the measure provides that schod personel shall respect the
parents right to refuse psychiatric medication for their children, and shall nat suggest nor insist that medication be
required for a child's participation in any aspect of schod.

VIRGNA  HJ 680 is a study resalution establishing ajoint subbconittee to study the effects of attention deficit
dsorder and attention deficit hyperactivity disorder on student performance. The subconittee will also investigate
"the improper presaription and illegal use and diversion of Ritalin and OxyContin* - Among other things,  the
legdative subcommittee is to determine the number of students diagnosed as having ADDJADHD in the public
schodls, whether they receive treatment and whether the conditions have an effect on aosentegism or disaplinary
adion, and determine the hedlth condiions for which Ritalin and OxyContin are lawfully presaribed. The study
gowp is also to recommend ways to correct prablens assodated with the over-prescription and illegal use of the
medications.

MNNESOTA  HB 478+ darifies the definition of educational negledt to indicate thet a parert's refusal to provide
sympathomimetic medications does nat constitute educational negedt.  The measure aso appropriates funds for
the Department of Children, Families, and Leaming for a study to detemine the number and overall incidence rate
of Minmesata children diagnosed with ADD or ADHD currently taking synpethomimetic medications. The contractor
would ke encourage to exaine the nunoer of children who talke medications at honme and nat at schod, previous
interventions ried with the children, types of praditioners who presaribe the medications ad "what pressures
families have experienced in temrs of providing their children with sympathominetic medications.”

HAWAIL: The legislature adopted SCR 92, which reguests the Departiments of Health and Education to research
and examine norHTedcation altematives to dealing with children who have difficuity paying attention, have difficulty
leaming, and display hyperaciive behavor. Altemeatives would indude reallocation of resources to norHmedication
prograTs of sodal, recreationdl, educationd, athletic, artistic, and cultural activities.
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Enacted with SCR 92, SR 70* requests the departments to detemnine whether the diagnosis of children with ADD or
ADHD is Hawnail hes been excessive, 'Whether the state's children are being subjected to excessive use of
psychiatric drugs to modify thelr behavior,” and to research and recommend norHmedication altematives.

NEWYORK: A 3162* estabishes a bill of rights for children in residentid care fadilities gperated by various state
agendes, induding mental hedlth. Its pupose is to assure that al children will recelve gppropriate care ad
treatment, induding the nght to ke free from abuse, to have an indvidualized treatment plan, to receive safe
medication and conmunication with family membears, to recredtion, religious freedom and to an appropriate
education A 3162 pessed the Assenbly and wes referred o the Serate Mentd  Hhedlth and Developmental
Disahliies Committee.

CALIFORNIA  Bxisting law requires court pproval to gve psychatropic medication to a child in foster care unless
the guardian or caregver hes dotained a court order autharizing the caregiver to datain the medication. AB 225
would impose perdlties on physidans for presaibing psychiatric medications for foster children, phammedasts for
filing the prescriptions, and foster parents for administering medications to the children. Qpponents, induding the
Cdliformia Psychiatric Assodiation, have charced the bill would likely decrease the nuber of physicians willing to
See foster children, thereby deareasing access to al medications and ather medical treaiment for them The
legslation would also force phammeasts to inquire whether a child receing a prescription is a foster child, a breach

of the childs privecy.

AB 681*, as infroduced, caled for a study of the use of psychatropic medications, espedally Ritalin, on foster
children. As amended, the hill calls for the Departiment of Health Services to repart on presaription medication of
children in foster care and to develgp a study of the use of psychatrgpic medications in foster care in conparison to
the pettem of use of psychatropic medications among children in the general population. The study would indude
the number of foster youth receving mental health assessiments and treatment senices, and the number of those
children with a diagnosis that mests ariteria for which there is a dinical consensus that medication treatmernt is an

acoepialle conponent of care,

ILLINOIS: HB 548* directs the Directar of Pubic Hedlth to appoint an Advisary Coundl on Psychatropic Dug
Therapy for Children and Adolescents. The coundl is to indude child psychiatrists, phammecdogists, dhild
behaviord spedialists, educatars, and parents of children taking psychatrapic medications, child advocates, and
representatives of the Department of Children and Family Senvices. It is to study and analyze mentd iliness ad
serious emational disturbbances affecting children and adolescents and the psychatropic medications used to treat
those illnesses. |t is directed to address the patential impact of psychotrgpic drugs an children and addlescernts,
"induding the relationship between the use of such drugs and tendendes tonard vidlence or suidde.”

NONPHYSICIAN PRESCRIBING

Legdators in two key Lousiana health committees defeated measures (HB 414 and B 312¥) duning hearings in
Baton Rouge to permit psychdlogists to presaribe psydhatrapic medications. With assistance from the APA, the
Lousiana District Branch mounted a strong “oonstituent call-in'® and fax nmessage effort to menbers of the House
Health and Welfare Conittee.
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Psychotropic Drug?,

Imagine a society where children are all on psychotropic drugs. Imagine it i- lho
teacher's limit. because they referred all the kids. A society where mlie drugs arc doing more
kid than good. That could happen if someone doesn't take the power away from teachers
to pul kuh on psychotropic drugs. This could be a serious problem in die near iuturc.

I holiero you should pass .Senate Bill No. 230 .md save our society'-; ehe.lren.
.Senare B*!l 23U is hying to limit teachers influence on putting kids on psychotropic drugs
Psychotropic drugs are drugs to calm children down like Ritalin or to treat menial
disabilities like Depression. Teachers sometimes recommend these drugs to parents o!
disobedient kids H-i behavior problems. According ro lhe Journal of Ihe American Medi-eal
Association, from 1Pi.") to 1995. the tiumber of preschoolers or. anlkicpressants increased
2uo percent, and the number of children ages 2 to 4 laki.ng, <tiir.ul.ints move than doubled.
Chemically treating, our cliiidren at the raee we our now. may lead to problem* in our
society that will require emotional and financial costs, to correct. These medications are
being piescribed to children al increasing younger ages, and | believe this is because of
the school influence~There are som ' children for whom Ritalin may be their best option.

./ .m _ jATfowever. there are countless others that are being drugged utmecessarily. There an; some
'icXUA i S vnsides to Ritalin like:
t diwen on lyp epsin is derived from the same family as cocaine.
-3£cl _ Ritalin lasts only four hours.
i'lCUD"hTp»C Pit.,;,bn treats or.hr some of the symptoms of ADD.
MuC», Ritalin provides superficial healing, does nor treat the root of the problem.

Ritalin can cause- side effects such as appetite loss, anxiety, insomnia, tics, headaches;
stomach aches.

Ritalin use is responsible for causing children to begin a habit of taking drugs.

Ritalin may need to be taken over entire life span.

.Stimulant drugs v ere found to have a short-term e.Xectiveiie-.s 0 f60 (@ SO percent in
reducing, the hyperactivity, dislractihililv. and impulsiveness of school-age children. Studies
beginning in the 1960s showed that children who took stinrmianTs for hyperactivity over
seven! years did just as poorly in inter life as the group of livpanic rive children who took
no medication. Doctors .sharply critiemed the lack ofa uniform .system for diagnosing and
treating .ADHD, saying lhe Health Department had largely ignored National Health and
Medical Research Council recommendations published in 1997. Dr Florence Levy, from
the Sydney Children's Hospital, has expressed concern at the frequency of incorrect

diagnosis before.

The facts tire strait. The numbers of kitls on psychotropic drugs is rising. School
influence is forcing parents to put then kids on psychotropic drugs by threatening to lake it
to Social Services and even reporting, them. Most teachers probably have never been to
medical school and can’t diagnose that kind of disorder. If there is 1’d like ro meet them.

But for now we need to limit what schools can do.
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With the adjoummant of legdatures in lllinas, Temessee and Texas, this mears thet blls thet would have granted
psychdagsts presariling autharity have been defedted in nine States inthe 2000 sessias.
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From: Robin Read BruneJi  To: Bettye Davis Date: 2/7/02 Time: 2:33:20 PM

NFWL Special Education Sub-Committee
Representative Aisha Abdullah-Odiase, Chairwoman
Passed unanimously on September 28,2001

Resolution

Whereas:

The use of psychiatric dnigs in our nation’s schools has more than doubled in the

first half ofthe last decade and continues to escalate:

Production ofthese drugs has increased by more than 700% since 1990.

The number of schoolchildren taking these drugs is approaching the 4 million

mark.

Recent media stories have brought increased scrutiny tot his uniquely American

large-scale use of psychotropic drugs in our schools.

« Recent books such as No more ADHD by Dr. Mary Ann Block; Ritalin Nation:

Rapid-Fire Culture and the Transformation of Human Consciousness; and

Lawrence H. Diller’s Running on Ritalin: A Physician Reflects on Children,

Society and Performance in a Pill; that has provided important viewpoints and

information to the public debate on the dangers of the drugging of our children.

Public health issues such as lead poisoning, thyroid deficiencies and malnutrition

are known to decrease student academic performance.

e Advances in medicine offer additional opportunities to identify and treat
underlying physiological abnormalities and deficiencies that may contribute to
decreases in student performance. Such abnormalities and deficiencies have been
shown to place students at risk ofbeing identified as slow learners or behavioral
problems.

0 The state of Connecticut has recently passed legislation prohibiting non-medical
personnel from suggesting behavioral problems are the result of ADD or ADIID.

» Public officials are frequently asked to provide policy guidance on this issue

without a clear understanding ofthe medical and scientific issues attending the

use ofpsychotropic on our school children.

Pac



K om: Robin Read BuneU  To: Bettye Davis Dale: 2/7/02 Time: 2:33:20 PM

Be it resolved that the NFWL Special Education Sub-Committee supports:

A review by scientific, educational and medical professional ofthe physiological
risk factors associated with decreases in academic performance and behavior.
Recommendations on screening procedures to identify children at risk due to
physiological abnormalities and deficiencies.

Recommendations of non-drug treatment options or model legislation to decrease

the occurrence of these risk factors in our school-age population.

Page 4 of4
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Connecticut Curbs Promotion of Ritalin

HARTFORD, CT -The Connecticut General Assembly has
approved a bill prohibiting educators from recommending
psychotropic drugs such as Ritalin for use on school children.
(See text below.) The House of Representative.. ..,i May 22
approved H.B. S701 by a voti of 141-0. The bill has also passed
the Senate and is awaiting the Governor's signature.

State Rep. Lenny Winkler (P,-Groton) introduced the legislation,

citing "the dramatic increase in the amount of psychotropic

drugs, such as Ritalin and Prozac, being prescribed for children

in recent years." In announcing the hill's passage, she stated

that "these drugs are too often prescribed without a thorough Lenny Winkler
medical and psychological evaluation. This bill will go a long way

toward preventing unnecessary use of psychotropic drugs in Connecticut.”

An emergency room nurse herself, Winkler expressed horror at the list of
mind-altering drugs that are taken by some of the children admitted to the hospital.
She pointed out that strong "anecdotal evidence™ indicates that recommendations of
these drugs to parents by school personnel have contributed to the increase in
prescriptions. "Because teachers are held in such hign esteem,” Winkler noted, "their
opinions regarding a student’s health are taken seriously."”

H.B. 5701 also prohibits a parent's refusal to place a child on psychotropic drugs from
becoming grounds for the Connecticut Department of Children and Families to take

the child into custody.

The law does allow schools to recommend that a student undergo a thorough medical
examination. With the parents' permission, school officials may still consult with
doctors about a chi'd's case. "The school system will always play a vital role in a
child's well being," Rep. Winkler affirmed. "But it's extremely important that the
diagnosis of any medical condition be performed by a medical professional.

| of 2 2/28/2002 8:21 PM
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Partial Text of H.B. 5701

An Act Concerning Recommendations For
And Refusals Of The Use Of
Psychotropic Drugs By Children.

Be itenacted by the Senate and House of Representatives in General Assembly convened:

Section 1. Each local and regional board of education shall adopt and implement policies
prohibiting any school personnel from recommending the use of psychotropic drugs for any child.
The provisions of this section shall not prohibit school medical staff from recommending that a
child be evaluated by an appropriate medical practitioner, or prohibit school personnel from
consulting with such practitioner with the consent of the parents or guardian of such child.

Section 2. The refusal of a parent or other person having control of a child to administer or
consent to the administration of any psychotropic drug to such child shall not, in and of itself,
constitute grounds for the Department of Children and Families to take such child into custody or
for any court of competent jurisdiction to order that such child be taken into custody by the
department, unless such refusal causes such child to be neglected or abused, as defined in

section 46b-120 of the general statutes.

New | Alerts | State Affiliates I Links IScoreBoard IEagle Info
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AN ACT CONCERNING RECOMMENDATIONS FOR AN...E USE OF PSYCHOTROPIC DRUGS Btf:GIffLBRHMO0.79/icxtofbill/h/200IHB-05701-R05-HB .ht

CGeneral Assenbly Substitute BUI No. 5701

January Session,
2001

AN ACT CONCERNING RECOMMENDATIONS FOR AND REFUSALS OF THE USE OF
PSYCHOTROPIC DRUGS BY CHILDREN.

Be itenacted by the Senate and House of Representatives in General Assembly convened:

Section 1. (NEW) Each local and regional board of education shall adopt and implement policies
(1) prohibiting any school personnel from recommending the use of psychotropic drugs for any
child, and (2) requiring that if school personnel perceive that a child may have a behavioral or
psychological problem, a letter shall be sent to the parent or other person having control of the
child recommending that an appropriate medical or behavioral health evaluation be conducted

by a licensed physician.

Sec. 2. (NEW) Notwithstanding any provision of the general statutes or the regulations of
Connecticut state agencies, the refusal of a parent or other person having control of a child to
administer or consent to the administration of any psychotropic drug to such child shall not, in
and of itself, constitute grounds for the Department of Children and Families to take such child
into custody or for any court of competentjurisdiction to order that such child be taken into

custody by the department.

PH JointFavorable st
JUD JointFavorable
HS JointFavorable
ED JointFavorable

10/26/2001 10:17 AM
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OLR Bill Analysis
sHB 5701

AN ACT CONCERNING RECOMMENDATIONS FOR AND REFUSALS OF THE USE OF
PSYCHOTROPIC DRUGS BY CHILDREN.

SUMMARY:

This bill requires each local and regional board of education to implement policies (1) prohibiting
school personnel from recommending that a child use psychotropic drugs and (2) requiring that a
letter be sent to the child’s parent or other person in control recommending an appropriate

medical or behavioral health evaluation by a physician if school personnel perceive a child has
behavioral or psychological problems.

The bill also specifies that a parent's refusal to administer or consent to adm inistration of
psychotropic drugs to a child does not, by itself, constitute grounds for (1) the Department of

Children and Families (DCF) to take the child into custody or (2) a court to order the child be
taken into DCF custody.

EFFECTIVE DATE: October 1,2001

COMMITTEE ACTION

Public Health Committee

Joint Favorable Substitute

Yea 25 Nay 0

| 10/2/201 4:54 PM
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Be it enacted by the Legislature of the State of Arizona:
Section 1. Title 8, Arizona Revised Statutes. Is amended by adding

chapter 12. to read:
CHAPTER 12

ADMINISTRATION OF PSYCHIATRIC DRUGS TO CHILDREN
ARTICLE 1. GENERAL PROVISIONS
8*1101. Administration of psychiatric drug or medication;
parental  consent; tracking  system: violation:
classification; definition
A. A PHYSICIAN WHO IS LICENSED PURSUANT TO TITLE 32. CHAPTER 13 OR 17
AND WHO WISHES TO PLACE A CHILD ON A PSYCHIATRIC DRUG OR MEDICATION SHALL

FIRST:

1. OBTAIN THE SIGNED INFORMED CONSENT OF THE CHILD S PARENT OR LEGAL
GUARDIAN.. IF THE CHILD IS A WARD OF THE STATE. THE PHYSICIAN SHALL OBTAIN
THE CONSENT OF THE CHILD S GUARDIAN.

2. ALLOW A PEDIATRICIAN CHOSEN BY THE CHILD S PARENT OR LEGAL GUARDIAN
TO CONDUCT A PHYSICAL EXAMINATION OF THE CHILD. THE EXAMINATION SHALL TEST
FOR ALLERGIES. THYROID FUNCTION. ENDOCRINE FUNCTION. NUTRITIONAL PROBLEMS.
COMMON MEDICATION  SENSITIVITIES ANC ADVERSE REACTIONS TO ENVIRONMENTAL

FACTORS. ,
3. ADDRESS ANY MEDICAL CONDITIONS THAT ARE DISCOVERED PURSUANT TO

PARAGRAPH 2 OF THIS SUBSECTION.

B. THE DEPARTMENT OF HEALTH SERVICES SHALL TRACK ANNUALLY THE NUMBER
OF PSYCHIATRIC DRUGS OR .MEDICATIONS PRESCRIBED FOR CHILDREN IN THIS STATE.
THE DEPARTMENT SHALL SUBMIT A REPORT OF ITS FINOINGS TO THE GOVERNOR. THE
PRESIDENT OF THE SENATE AND THE SPEAKER OF THE MOUSE OF REPRESENTATIVES ON OR
BEFORE NOVEMBER 15 EACH YEAR. THE DEPARTMENT SHALL PROVIDE A COPY OF THIS
REPORT TO THE SECRETARY OF STATE AND THE DIRECTOR OF THE ARIZONA STATE
LIBRARY. ARCHIVES AND PUBLIC RECORDS. THE REPORT SHALL NOT CONTAIN THE NAMES
OF ANY CHILD OR ANY CHILD S PARENT OR LEGAL GUARDIAN. A PHYSICIAN SHALL

COOPERATE WITH DEPARTMENT REOUESTS FOR INFORMATION.
C. A PHYSICIAN WHO VIOLATES THIS SECTION IS GUILTY OF A CLASS 3

MISDEMEANOR AND COMMITS AN ACT OF UNPROFESSIONAL CONDUCT.
0. FOR THE PURPOSES OF THIS SCCTION. "PSYCHIATRIC DRUG OR MEDICATION"

MEANS:
ANTICONVULSANTS.

ANTIDEPRESSANTS.
BEZADIAZEPINES.
NEUROLEPTICS.

Sl U
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SENATE BILL No. 119

Introduced by Senators Haynes and Oiler

January 24, 2001

An act to add Section 725.5 to the Business and Professions Code,
relating to the healing arts.

LEGISLATIVE COUNSEL'S DICIEST

SB 119, as introduced, Haynes. Healing arts: prescribing
psychiatric medications for minors.

Existing law regulates the practices of healing arts licentiates and
designates as unprofessional conduct certain acts committed by these
licentiates, including those related to the violation of laws and
regulations pertaining to prescription drugs. Under existing law,
unprofessional conduct by licentiates is subject both to disciplinary
action by the board that licensed the practitioner and to punishment as
a crime in certain instances.

This bill would require a physician and surgeon, dentist, optometrist,
or podiatrist before prescribing a psychiatric medication, as defined, for
a minor to obtain informed consent, as specified, from the minor’s
parent or legal guardian and confirm that the minor has been examined
by a pediatrician to eliminate the possibility that the minor’s condition
is the result ofa physical condition. The bill would additionally require
these licentiates to provide the minor’s parent or legal guardian with a
list ofall of the minor's medications to submit when the prescription is
dispensed. The bill would make the licentiate’ failure to comply with
any of these requirements unprofessional conduct.

Because the violation by a physician and surgeon or by a podiatrist
of any law regulating dangerous drugs constitutes a crime, this bill
would expand the scope of an existing crime by proscribing additional



SB 119 —2—

conduct pertaining to dangerous drugs, thereby imposing a
state-mandated local program.

The California Constitution requires the state to reimburse local
agencies and school districts for certain costs mandated by the state.
Statutory provisions establish procedures for making that

reimbursement.

This bill would provide that no reimbursement is required by this act
for a specified reason.

Vote: majority. Appropriation: no. Fiscal
State-mandated local program: yes.

committee: yes.

The people ofthe Slate ofCalifornia do enact asfollows:

SECTION |I. Section 725.5 is added to the Business and

1
2 Professions Code, to read:

3 7255. (a) The following definitions apply for the purposes of
4 this section:

5 (1) *“Legal guardian” means a person who has been appointed

6 the minor’s guardian by a court of competentjurisdiction.

7 (2) “Licentiate” means a physician and sutgeon, dentist,

8 optometrist, or podiatrist.

9 (3) “Minor” means a person under the age of 18 years who is
10 not married and has not been declared emancipated by a court of
11 law.

12 (4) “Parent” means the natural or adoptive parent of the minor.
13 (5) “Psychiatric medication” means any of the following types

14 ofdrugs:
15 (A) Anticonvulsants, including, but

16 carbamazcpinc and divalproex sodium.
17 (B) Antidcpressants, including, but not limited to, doxcpin,

18lithium,  floxctinc, fluvoxamine, paroxatine, sertraiilinc,
19 wvcnlafaxine, ncfazodone, clomipramine, buproprion,
20 amitriptyline, protriptyline, imipraminc, and buspirone.

21 (C) Bcnodiazopines, including, but not limited to,
22 methylphenidate. dextroamphetamine, and pemoline.

23 (D) Neuroleptics, including, but not limited to,
24 chlorpromazine, triflupromazine, thioridazine, perphenazine,
25 prochlorperazine, fiophcnazinc, thiothixene, halopcridol,
26 loxapinc, clozapine, and respcradonc.

not limited to,



22
23
24
25
26
27
28
29
30
31
32
33
34
35
36
37
38

— 3— SB 119

(b) Before prescribing a psychiatric medication for a minor, a
licentiate shall complete each of the following acts:

(1) Confirm that the minor has received a physical examination
by a pediatrician chosen by the minor’s parent or legal guardian to
eliminate the possibility that the minor’s current condition is the

result of an adverse or untreated physical condition.

(2) Confirm that any adverse or untreated physical condition
detected by the physical examination has been treated.

(3) Fully explain to the minor’s parent or legal guardian the
nature of any psychiatric medication that the licentiate intends to
prescribe for the minor, including all possible side effects caused
by the psychiatric medication.

(4) Obtain written, informed consent signed by the minor’s
parent or legal guardian, acknowledging that the parent or legal
guardian has given consent for the prescription of the psychiatric
medication for the minor and that the requirements of paragraphs
(1) to (3), inclusive, have been satisfied.

(c) A licentiate who prescribes a psychiatric medication for a
minor shall provide the minor's parent or legal guardian a list of
all medications the minor is currently taking to submit when the
prescription is submitted for dispensing.

(d) The licentiate shall submit to the California State Board of
Pharmacy a list of all psychiatric medications he or she has
prescribed for each minor. The board shall track the-number and
kind of psychiatric medications prescribed for minors in the state
to ensure that reliable figures are available on an ongoing basis for
use by the Legislature and other state entities.

(e) The failure of a licentiate to comply with any of the
requirements of subdivisions (b) and (c) constitutes
unprofessional conduct and grounds for disciplinary action against
the licentiate by his or her licensing board.

SEC. 2. No reimbursement is required by this act pursuant to
Section 6 of Article XJJJ B of the California Constitution because
the only costs that may be incurred by a local agency or school
district will be incurred because this act creates a new crime or
infraction, eliminates a crime or infraction, or changes the penalty
for a crime or infraction, within the meaning of Section 17556 of
the Government Code, or changes the definition ofa crime within

ov
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T exas Education A gency

1 d
1701 North Congress Ave * Austin.Texas 7X701-14‘M 5 12/<Ki.l-J734 * |'AX 512/<Ifi3-Wt3Ji * Dllp.7/ivww.le,i.sInlc.l.x.us

Jim Nelson

Commissioner of Education

August 2, 2001

John Breeding, Ph.D., Director
Texans for Safe Education
2503 Douglas Street

Austin, Texas 78741

Dear Dr. Breeding:

This purpose of this letter is to respond to your request for clarification regarding the legal position
of the Texas Education Agency (TEA) on the issue of whether public school personnel can require a
child to take a psychoactive medication as a condition of attending school. You also inquire about
TEA’s position on the related issue of whether a public school can threaten to expel a child who is

not put or continued on a psychoactive medication.

A public school’s attempt to require a child to take a psychoactive medication as a condition of
enrolling or attending school is unlawful. Threats to expel from public school a child who is not put
or continued on a psychoactive medication are also unlawful. Such requirements violate rights
guaranteed by both federal and state law, including a parent’s rights to independently make
decisions related to child rearing and education and to consent a child’s medical treatment.

If you have additional concerns regarding these issues, please contact me at (512) 463-9720.

Sincerely,

David A. Anderson
General Counsel
Office of Legal Services

Preparing Children, Promoting Excellence
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In This Week's Texas Education News:

-Ritalin-rclatcd warning. Page 1.

miealth insurance crisis. Page |.

mchool-finance news. Page 2.
UIL- panel to examine athletes' health issues. Page 2.
Accoi liability ratings/dropouts. Page 3.

TEA Lawyer Issues Anti-Kitalin Warning
School district’s can't legally require students to take "psycho-
active” drugs as a condition ‘of school enroliment, according to
a letter by TEA legal counsel David Anderson.

Anderson’s letter was written to the head of Texans for Safe
Edycation (TFSE). a grouP opposed to die widespread pre-
scribed use of Ritalin and other similar drugs by children who
have been diagnosed with Attention Deficit Hyperactivity Dis-
order (ADHD? conditions.

The letter was released by the group during an Aug. 24 news
conference at the Capitol.

The pertinent portion of Anderson’s Aug. 2 letter to TFSE
leader John Breeding says:

*'A public school's attempt to require a child to take a
psychoactive medication as a condition of enrolling or
attending school is unlawful, Threats to expel from pub-

lic schodl a child who 1s not put or continued on a psy-
choactive medication are also unlawful.

"Such requirements violate rights guaranteed by both
federal and slate law, mcIudmrg a parent’s rights to inde-

Egndentlx make decisions refated to child rearin(n; and
ucation and to consent a child's medical treatment.

Threatened With Expulsion

Breeding said he asked for Anderson’s legal opinion because
his group has heard from Texas P]aren,ts Whose children were
threatened with expulsion from school if they refused to accept
psychiatric evaluation and/or drugs.

Among those on hand to support the group’s position were an
Austin’mother who spoke about her experience with her child's
scliol trjnr(}]g to force her to Pput her son on drugs and SBOE
member Judy Strickland of Plainvicw.

Strickland said that she was pleased that Anderson reinforced
an SBOE resolution that passed in November 2000 that keeps
teachers and administrators in the academic arena and leaves
educational issues to parents and their preferred professionals.

The resolution, which was passed b% an 86 SBOE vote, ,ur%es
districts to respect the exclusive authority of physicians in ge-
termining the need for students to take Ritalin and similar
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The courts: Court denies Plano ISD's immunity claim in
math lawsuit. Page 3.

** News briefs: Commissioner's mastcr-appointment powers
challenged, Houston ISD stops corporal punishment, San
Antonio ISD sets minimum wages, "DROP." Page 4.

*»Attorney( general: County school land authority, school
board €leCtions. Fage 4.

drugs. The SDOE's resolution is available at:
www.tea.statc.tx.us/sboe/minutcs/001 Iresolve.html/fheallh

See also: TEN, Nov. 13 2000, Page I, and Dec. 4, 2000 for
Texas-specific Ritalia- related articles.

School Health Insurance Problems Mushroom

The new state-packed schogl employee health insurance pro-

gram won't begin a,ctuallg{ offering coverage until 2002, but its

effe?t is already being félt in a big way for districts and their
employees.

The major controversies:

Draft plan — Teacher ?roups in particular arc complaining
ahout the bottom line of a draft health plan under consider-
ation by the TRS.

The major problem — according to a two-wcck media cam-
p,eug,n being conducted by the Texas State Teachers Asso-
clation — s that what the TRS s looking at could wind' up
costing many school employees more than they arc paying
for coverage right now.

But state Rep, Paul Sadler, who authored the state health
plan bill, cautioned critics not to be too harsh on the TRS.
After all, Sadler reminded critics, insurance rates arc going
u% and It’s unfair to comﬁare this year’s rates with what the
TRS might be faced with charging for the new state plan
next year.

** Hit by Increases — A large number of IfDs are being hit
by moderate to large increases in the amounts they pay for
health Insurance coverage this year when comPared to lasi
Year, and many are passing on Some or all of the increases
0 their employees.

No Bids — Small districts, in particular, arc finding it diffi-
cult to get any health insyrance bids this school year. And
those that they do get, are high.

The Austin Amcrican-Statesman recently repotted that insu-

rance companies arc saying that they arc not handling schools

any more because they aren’t making any money on them.

Continued, Page 2
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Enrolled Copy H.B. 10

PRESCRIBING PSYCHIATRIC DRUGS OR MEDICATION
2001 GENERAL SESSION
STATE OF UTAH
Sponsor: Matt Throckmorton

This act modifies the Human Services Code. The act amends the definition of substantiated
child abuse to exclude the failure to administer prescribed medication or course of treatment
if the parent or legal guardian has not been notified of the opportunity to obtain a physical
examination of the minor by a health care professional. The act authorizes the Division of
Child and Family Services to report an individual to the appropriate licensing authority if
the division has reason to believe the individual exceeded the individual's scope of practice

by recommending medication for a minor.
This act affects sections of Utah Code Annotated 1953 as follows:

AMENDS:
62A-4a-116, as last amended by Chapters 304 and 321, Laws of Utah 2000

Be il enacted by the Legislature o fthe state o f Utah:
Section |. Section 62A-4a-116 is amended to read:
62A-4a-116. Management information system - Requirements.

(1) The division shall develop and implement a management information system that
meets the requirements of this section and the requirements of federal law and regulation.

(2) With regard to all child welfare cases, the management information system shall:

(a) provide each ejseworker with a complete history of each child in his caseload,
including:

(i) all past action taken by the division with regard to that child and his siblings, the
complete case history and all reports and information in the control or keeping of the division
regarding that child and his siblings;

(ii) the number of times the child has been in foster care:

(iii) the cumulative period of time the child has been in foster care;

(ivj all reports of abuse or neglect received by the division with regard to that child's parent

or parents, including documentation regarding whether each report was substantiated,
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K-12 Education Omnibus Bill
Minnesota Special Session

HF.2/S.F. 6
Signed June 30, 2001 by Governor

ARTICLE 3

SPECIAL PROGRAMS
Section | Minnesota Statutes 2000, section 121 A.41, subdivision 10, is amended to read:

Subd. 10. [SUSPENSION.] "Suspension” means an action by the school administration,
under rules promulgated by the school board, prohibiting a pupil from attending school
for a period of no more than ten school days. Ifa suspension is longer than five days, the
suspending administrator must provide the superintendent with a reason for the longer
suspension. This definition does not apply to dismissal from school for one school day or
less, except as provided in federal law for a student with a disability. Each suspension
action may include a readmission plan. The readmission plan shall include, where
appropriate, a provision for implementing alternative educational services upon
readr.tission and may not be used to extend the current suspension. Consistent with
section 125A.09, subdivision 3, the readmission plan must not obligate a
parent to provide a sympathomimetic medication for the parent's child
as a condition of readmission. The school administration may not impose
consecutive suspensions against the same pupil for the same course of conduct, or
incident of misconduct, except where the pupil will create an immediate and substantial
danger to selfor to surrounding persons or properly, or where the district is in the process
of initiating an expulsion, in which case the school administration may extend the
suspension to a total of 15 days. In the case of a student with a disability, the student's
individual education plan team must meet immediately but not more than ten school days
after the date on which the decision to remove the student from the student's current
education placement is made. The individual education plan team shall at that meeting:
conduct a review of the relationship between the child's disability and the behavior
subject to disciplinary action; and determine the appropriateness oflhe child's education

plan.
The requirements of the individual education plan team meeting apply when:

(1) the parent requests a meeting;
(2) the student is removed from the student's current placement for live or more
consecutive days; or

(3) the student's total days of removal front the student's placement during the school year



exceed ten cumulative days in a school year. The school administration shall implement
alternative educational services when the suspension exceeds five days. A separate
administrative conference is required for each period of suspension.

(EFFECTIVE DATE.J This section is effective the day following final enactment.

Sec. 8. Minnesota Statutes 2000, section 125A.09, subdivision 3, is amended to read:

Subd. 3. [INITIAL ACTION; PARENT CONSENT.] fa) The district must not proceed
with the initial formal assessment ofa child, the initial placement ofa child in a special
education program, or the initial provision of special education services for a child
without the prior written consent of the child's parent or guardian. The refusal ofa parent
or guardian to consent may be overridden by the decision in a hearing held pursuant to

subdivision 6 at the district's initiative.

(b) A parent, after consulting with health care, education, or other
professional providers, may agree or disagree to provide the parent’s
child with sympathomimetic medications unless section 144.344 applies.

260A.01 [TRUANCY PROGRAMS AND SERVICES|]

(a) The programs in this chapter are designed to provide a continuum of intervention and
services to support families and children in keeping children in school and combating
truancy and educational neglect. School districts, county attorneys, and law enforcement
may establish the programs and coordinate them with other community-based truancy
services in order to provide the necessary and most effective intervention for children and
their families. This continuum of intervention and services involves progressively
intrusive intervention, beginning with strong service-oriented efforts at the school and
community level and involving the court's authority only when necessary.

(b) Consistent with section 125A.09, subdivision 3, a parent's refusal to
provide the parent's child with sympathomimetic medications does not

constitute educational neglect.

(EFFECTIVE DATE.J This section is effective the day following final enactment.

Sec. 15. Minnesota Statutes 2000. section 260C.163, subdivision 11, is amended to read:

Subd. 11. [PRESUMPTIONS REGARDING TRUANCY OR EDUCATIONAL
NEGLECT.] (a) A child's absence from school is presumed to be due to the parent's,
guardian's, or custodian's failure to comply with compulsory instruction laws if the child
is under 12 years old and the school has made appropriate efforts to resolve the child's



125A.08 [SCHOOL DISTRICT OBLIGATIONS.]
(a) As defined in this section, every district must ensure the following:

(1) all students with disabilities are provided the special instruction and services which
are appropriate to their needs. Where the individual education plan team has determined
appropriate goals and objectives based on the student's needs, including the extent to
which the student can be included in the least restrictive environment, and where there are
essentially equivalent and effective instruction, related services, or assistive technology
devices available to meet the student's needs, cost to the district may be among the factors
considered by the team in choosing how to provide the appropriate services, instruction,
or devices that are to be made part of the student's individual education plan. The
individual education plan team shall consider and may authorize services covered by
medical assistance according to section 256B.0625, subdivision 26. The student's needs
and the special education instruction and services to be provided must be agreed upon
through the development of an individual education plan. The plan must address the
student's need to develop skills to live and work as independently as possible within the
community. The individual education plan team must consider positive
behavioral interventions, strategies, and supports that address behavior
for children with attention deficitdisorder or attention deficit
hyperactivity disorder. By grade 9 or age 14, the plan must address the student's
needs for transition from secondary services to post-secondary education and training,
employment, community participation, recreation, and leisure and home living. In
developing the plan, districts must inform parents of the full range of transitional goals
and related services that should be considered. The plan must include a statement of the
needed transition services, including a statement of the interagency responsibilities or

linkages or both before secondary services are concluded;
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This is a WorldNetDally printer-friendly version of the article which follows.
To view this item online, visit http://www.worldnetdaily.com/news/article.asp? ARTICLE_ID=24878

World"'- Dally

Thursday, October 11,2001

ADHD: Another Doctor Handing-out Drugs

By Dr. Mary Ann Block
© 2001 WorldNetDaily.com

The American Academy of Pediatrics isnow on record for recommending drugs for Attention
Deficit Hyperactivity Disorder (ADHD). This is nothing new. It has obviously been the common
practice for years or else there would not be five million children in the United States taking
psychiatric drugs. This rubber stamp of approval from the American Academy of Pediatrics may
shoot those numbers even higher. While this should make the drug companies happy, | don't
think itis a very safe or effective way to help our children. Here are some compelling facts
which support my position on this controversial subject.

1. ADHD is a psychiatric diagnosis with no valid test to prove it exists.
2. ADHD was voted into existence by a show of hands.

3. Side-effects of the drugs used for ADHD include psychosis, paranoia, aggression, heart
attack, cardiac arrhythmias and high blood pressure.

4. Ritalin has the same dependency profile as cocaine.
5. Ritalin treatment predisposes takers to cocaine's reinforcing effects.

6. The United States uses 90 percent of the world's Ritalin supply.

7. There are underlying health and learning issues which can cause attention and behavior
problems.

ADHD is asubjective label

Attention Deficit Hyperactivity Disorder (ADHD) is officially a psychiatric label. In 1987, ADHD
was literally voted into existence by the American Psychiatric Association and inserted into the
Diagnostic and Statistical Manual of Mental Disorders (DSM). Psychiatrists write the book and

decide what behaviors or groups of behaviors are psychiatric disorders.

W ithin one year of deciding to insert ADHD in the DSM, 500,000 children in the United States
were diagnosed with the disorder. A common denominator of these psychiatric disorders is that

1of3 2/28/2002 8:45 PM
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there is no objective way to define or to diagnose them. If you have high blood pressure, your
doctor can objectively measure and diagnose the problem. If ou have diabetes, your doctor can
objectively measure your blood sugar and give you a diagnosis. There is no way to measure for
a psychiatric diagnosis. It is this subjective standard that the American Academy of Pediatrics is
recommending for pediatricians to use when deciding to give a child a mind-altering drug

which carries many serious risks.
t

Drug risks

In addition to the most commonly prescribed drug, Ritalin, other drugs used for ADHD
symptoms include Adderall, Dexedrine and Metadate (long-acting Ritalin), which are
amphetamines or "speed"” type drugs. Amphetamines are classified as controlled substances
because they have a high likelihood of abuse. Ritalin is similar to coca'ne, affects the same
receptor sites in the brain and triggers the same effect on the body when taken in the same
manner. In medical research, Ritalin and cocaine are used interchangeably. Ritalin is being sold
and used by teenagers and college students as a street drug.

Adderall and Dexadrine are straight amphetamines. Anothe" drug prescribed for children is
Clonidine or Catapres, which is an adult high blood pressure medication. This "adult" drug has
never been tested on children under the age of 18 and is not indicated for use for anyone under

age 18

The SSRI drugs, including Prozac, Paxil, Zoloft, Luvox and others are also used on children.
These drugs list as possible side-effects heart problems, paranoia, suicide and aggressive
behaviors. | have seen many patients who were prescribed these drugs by other doctors who
have become extremely aggressive and suicidal while taking them.

There are many other side effects to the drugs prescribed for ADHD symptoms. | recommend to
all my patients that they get a drug insert from the pharmacist or purchase a Physician's Desk
Reference (PDR) for themselves. If the side effects sound worse than the problem, they might not
choose to take the drug. The reason the PDR lists side effects is because they can and do occur.
Everyone should decide individually if the benefit of taking the drug is worth the risk of the

potential side effect.
Causes of attention and behavior problems

Every child deserves a complete medical work-up by i physician who understands that
allergies, blood-sugar problems, learning problems, diet and nutrition can affect how a child
feels, thinks and acts. When a child has attention and behavior problems, it is not ADHD. These
children don't have psychiatric problems. They often have medical conditions or academic
problems interfering with their attention and behavior.

In my practice, | see thousands of children from all over the world who have been damaged
both physically and psychologically by the ADHD label and the drugs prescribed to them. Prior
to seeing me, most of these children have never had a medical exam to rule out any health
problems causing the symptoms. In fact, countless children have suffered frightening
side-effects to the drugs before seeing me. After a comprehensive history and medical exam, 1
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have uncovered a variety of underlying health problems in my patients that are overlooked by
other doctors. I have seen time and time again how the attention and behavior problems resolve

after treating the identified health issues.

Drugs and behavior modification have no place in the treatment of these children, and doctors
who use them are not taking the time to do the appropriate medical and educational work-ups.
So if the American Academy of Pediatrics thinks we should be drugging these children, then
ADHD might as well stand for Another Doctor Handing-out Drugs. Our children deserve better.

Dr. Maru Ann Block IS an international expert and author on the treatment of ADHD loithout drugs. She
has served as a peer reviewerfor the Agencyfor Health-care Policy and Research and the American
Academy ofPediatricsfor the diagnosis arid treatment ofear problems. Additionally, Dr. Block has been a
guest on The Montel Williams Show and interviewed on CNN News, NBC's Home Page, Fox Network
Nezus, Extra, TBN, and The Today Show in Nezv York as zvell as such magazines as Better Homes and
Gardens and radio and newspapers across the country. She is scheduled to be aguest on this week's
edition of CBS' "48 Hours" television program.
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Baughman letter re ADHD and the drugs given to children.

In it’'s ADHD treatment guideline, just released, the American
Academy of Pediatrics (AAP) states (1) "The initiation of
treatment requires the accurate establishment of a diagnosis
of ADHD," and (2), that "the American Academy of Pediatrics’
clinical practice guideline on diagnosis of children with ADHD
[1] provides direction in appropriately diagnosing this disorder.
Does their diagnosis guideline do any such thing?

In my letter to the editor of PEDIATRICS (journal of the AAP)
regarding their previously published diagnosis guideline, | [2]
wrote:

Clinical Practice Guideline opens: "Attention-
deficit/hyperactivity disorder is the most common
neurobehavioral disorder of childhood.” "Neurobehavioral,"
implies an abnormality of the brain; a disease. And yet, no
confirmatory, diagnostic, abnormality has been found. With six
million children said to have it, most of them on addictive,
dangerous, stimulants, ambiguity as to the scientific status of

ADHD is not acceptable.

In medicine, physicians are responsible for determining whether
a disease is present or not, i.e., whether or not an abnormality
has been detected. If not, there is no medical/biological
abnormality to treat; to make normal or more nearly normal.
And yet many, throughout medicine, persist in referring to
ADHD as a disease, hoping, it will justify
medical/pharmacological interventions, and billing for them. In
a recent article in— of all places-the Journal of the American

Medical Association, Vastag [3]



proclaimed:

In 1999, Darin Dougherty, MD, and colleagues [4]...reported
that people with ADHD have many more dopamine transporters
than those without the condition.

Doughtery, et al, proved no such thing. They provided so little
information about the drugs their subjects were on that their
research could not be replicated, even if someone wished to
try to do so. This was just another in a long line of false
research claims and press releases, asserting that ADHD was
an actual aisease, when't is not— when, given it’s wholly
subjective nature— it never can be. The never-replicated
claims of Zametkin et al [5], in 1990, sustained the epidemic-

without-a-disease, through the nineties.

Nor does the lack of scientific proof stop those at the AAP
from referring to ADHD as a disease, and urging that it be
treated, as if it were, with methylphenidate (Ritalin) and other,
addictive, dangerous, sometimes deadly, Schedule I,

amphetamines.

In April [6] Stein, a co-chairperson on the APA Subcommittee
on ADHD, wrote:

Factors that impact compliance (with prescription medication)
include their belief that the treatment will be effective, the
parents’ understanding of the disease and how treatment will
alter or ameliorate symptoms, and the quality of the
therapeutic alliance between the clinician, child, and parent.

Here, without a doubt, and, without a shred of scientific proof,
Stein, of the AAP, conveys that ADHD is a disease. Can there
be any doubt the parent of a normal child, led to believe that



their child is "diseased"/ "abnormal,” will have a different view
of their child and of their child’s corrective needs, than of the

parent told honestly that ADHD is nothing but a set of normal

behaviors in a wholly normal child.

If the AAP has proof that ADHD is a disease; that the children
are abnormal, diseased, why don’t they say so. Instead, they
too, seem intent on conveying to the to patients and the
public, albeit with no proof, that ADHD, a propaganda
construct, is a disease, that children with it are "diseased"/

"abnormal.”

At the November 16-18, 1998, National Institutes of Health
Consensus Conference on ADHD, Carey [7], an invited speaker,
made the following statements:

What is now most often described as ADHD in the United
States appears to be a set of normal behavioral variations...
This discrepancy leaves the validity of the construct in doubt.

ADHD behaviors are assumed to be largely or entirely due to
abnormal brain function. The DSMHIV [the Diagnostic and
Statistical Manual of Mental Disorders, which lists the
diagnostic criteria of mental disorders] does not say so, but

textbooks and journals do.

We see...that the causes of these behaviors called ADHD are
entirely speculative. And yet... parents and children are being
told that these behaviors are due to a brain malfunction. Can
you not please strengthen the statement to discourage
practitioners from making this statement when there is not
adequate proof to support that at this time?"
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Nor is there the least bit of proof today, that ADHD is a bona
fide disease, that the millions of children said to have it are
diseased/abnormal and in need of such
medical/biological/pharmacological treatment as is invariably

urged upon them.

As | urged previously [3]:

It is apparent that virtually al! professionals of the extended
ADHD ‘industry’ convey to parents, and to the public-at-large,
that ADHD is a ‘disease’ and that children said to have it are
‘diseased’-‘abnormal.” This is a perversion of the scientific
record and a violation of the informed consent rights of all

patients and of the public-at-large.

The wording of the AAP Guideline should be changed,
forthwith, to reflect the scientific and medical facts of the

matter.

In publishing this letter to the editor in the May issue of their
journal, PEDIATRICS, no one from the APA or their
Subcommittee on ADHD responded in the least to the
guestions | raised, nor did they stop referring to ADHD as a
"neurobehavioral disorder" implying something neurologically
(brain) abnormal/diseased within children thus labeled.

Their intentions seems clear: to continue to call normal children
"abnormarV'diseased,” and to continue to "treat" them with
methylphenidate (Ritalin) and other amphetamines of the
Schedule II, controlled, designation, as if they were.

The first, abnormality/disease/chemical imbalance such
children have, is that due to the drugs they are given.



This is not the legitimate, ethical, practice of medicine.

Sincerely,

Fred A. Baughman Jr., MD
Fellow, American Academy of Neurology (board certified, N

CN)

1303 Hidden Mountain Drive
H Cajon, CA 92019
fred-alden@worldnet.att.net
fax 619 442 1932
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Q: Should schools use behavioral

screening to find 'at risk' children?

Yes: Kids with serious emotional
problems need to be identified early
on and helped.

By James M. Kauffman
(click here to go to Bev's rebuttable)

"Behavioral screening” means selecting students who are at highest risk
for behaving in a socially unacceptable manner. Such behavior degrades
schools and short-circuits students' future.

Unlike psychological testing, behavioral screening does not delve into
the student's mental life or psychological processes. It is merely a process of
identifying students who are most likely to cause trouble to others and
themselves. Public schools should use behavioral screening, but only if they
follow it with actions shown to reduce the likelihood of problem behavior.
By "problem behavior" | mean behavior that is very likely to be judged
unacceptable or maladaptive - fighting, intimidating others, mean-spirited
teasing, disobedience to adulis, disrespectful conduct, extreme social
withdrawal and other ways of demonstrating a lack of social awareness or
congeniality.

Some public schools have become places where obstreperous, mean,
disrespectful, intimidating behavior is treated as "okay" and "normal."
Properly implemented behavioral screening identifies students whose
behavior is unacceptable, even if they are just starting to exhibit such bad
conduct. And, if it is followed by best behavior-management practices,
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behavioral screening allows teachers to nip these problems in the bud - to
prevent them from escalating into something worse.

Most teachers know which students probably are headed for trouble.
However, most problem students aren't formally identified until they are
about 15 years old and their problems are longstanding and severe —way too
late for prevention. Teachers do better in identifying high-risk youngsters of
any age when they have a systematic way of describing kids' behavior and
know just what to look for. The most accurate and reliable behavioral
screening methods rely on teacher judgments guided by rating and
observation instruments that have been field-tested. The best such
instruments are the SSBD (Systematic Screening for Behavior Disorders)
and the ESP (Early Screening Project), created and field-tested by
educational researcher Hill M. Walker and his associates at the University of
Oregon. Some school districts have purchased these instruments or adopted
behavioral-screening policies. However, | do not know —and | doubt anyone
does -- which districts or states have attempted to implement behavioral
screening and related preventive practices as field-tested and recommended
by Walker and his colleagues or other prominent scientists.

Here's the essential question you have to ask when you weigh the pros
and cons of behavioral screening: Would | rather let problems become
intolerable before doing something about them or, alternatively, identify
problems when they're not so bad and prevent them from getting worse? The
simple fact is th at you can't prevent something after it happens. Either you
prevent it or you let it happen and then bemoan it.

The only reason to use behavioral screening in schools is prevention.
School personnel and the general public increasingly call for the prevention
of school shootings and other outrageous acts of violence. Preventing such
incidents would save a lot of money, not to mention lives and misery. But
ignorance and politics stand in the way. So we wait for catastrophe, then ask
why it happened. Here are some arguments people trot out to defeat
prevention, even while saying they want it. | discuss these in detail in "How
We Prevent the Prevention of Emotional and Behavioral Disorders"” in the
journal Exceptional Children (Summer 1999).

We don't want to label and stigmatize kids. You can't prevent what you
can't talk about, and you can't talk about something without a label for it.
Furthermore, there is no credible evidence that labels and stigma are the
problem. Kids behave badly, then get labeled - not the other way around,
And those who feel no guilt, those who experience no stigma attached to
unacceptable behavior, are more likely headed for bigger trouble than those
who do.

We don't want to "medicalizc” or "psychologize" the problem. We
haven't. We have made it a legal problem. False accusation, privacy, due
process and other legal matters are the objections people tend to raise.

FaLe positives are unacceptable. Every screening device produces some
errors: false positives and false negatives. A false positive means the
screening identifies someone it shouldn't have; a false negative means
someone who should have been identified was overlooked. Which kind of
error is more dangerous? It depends on the consequences. False positives --
for example, false convictions -- are what judges and juries try hardest to
avoid. False negatives, which involve overlooking illnesses, are the dangers
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doctors worry about most. Legally, we worry most about personal rights;
medically, we worry most about health and safety. Educators, like
physicians, should choose to be safe rather than sorry. In Consilience; The
Unity of Knowledge. Edward O. Wilson puts it this way: "In ecology, as in
medicine, a false positive diagnosis is an inconvenience, but a false negative
diagnosis can be catastrophic. That is why ecologists and doctors don't like
to gamble at all, and if they must, it is always on the side of caution. Il is a
mistake to dismiss a worried ecologist or a worried doctor as an alarmist.” It
is also a mistake to dismiss a worried teacher as an alarmist. Too often,
educators' worries are dismissed until the problem is severe. Then, of course,
it is too late for prevention, and the action demanded by the public and the
law is suspension, expulsion or imprisonment.

Spe cial education and related interventions don't work. Screening may
result in special education or related services, such as counseling. Special
education can and often does work well in preventing the catastrophic
consequences of academic failure and unchecked misbehavior. Of course
anything can be poorly implemented, producing bad results. But when
special education and related programs are conducted well, identifying the
students who neec them and providing the services do more good than harm.
False positives aren't as dangerous as false negatives.

We don't want to place any student in a restrictive environment. Every
place is restrictive of some things and not of others. Schools should restrict
bad behavior in an effective and humane way. Students should be placed in
classes and schools where their unacceptable behavior and academic failure
are restricted and their desirable conduct and academic learning effectively
are encouraged.

We don't want to identify more students for special services; we already
serve too many. If you want to prevent problems, then you have to identify
more kids -- address problems earlier, which inevitably means identifying
more students than we do now, when we wait for the problems to get out of
hand.

Special education and related services cost too much. You have to
spend more now on screening and prevention to save money in the long run.
Prevention isn't free any way you cut it, but it's cheaper than the alternative.
Most Americans, including elected representatives, don't take the long view.
They'd rather have low taxes now or even tax cuts and ostensible legal
protections than spend money on prevention that would save dollars down
the road and make schools safer. Whose fault? We elect our representatives.

Don't worry, this kid will grow out of it. Such "developmental
optimism™ isn't often warranted in the case of aggressive, disruptive,
disobedient, intimidating, can't-pay-attention behavior. All the evidence
indicates this kind of behavior is poison for a child's future —likely to get
worse without appropriate management.

Too many minority kids get identified. Too few kids of every ethnic
group are identified. The evidence is overwhelming that any observed
disproportion in identification is not a result of overidenlification of minority
students but underidentification of others.

Diversity is to be welcomed, and deviance is in the eye of the beholder.
Difference is not necessarily deviance. But some kinds of diversity are not
okay, especially the disruption, aggression, academic failure, inattention,
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disobedience and disrespect that are the primary targets of behavioral
screening. Deviance is behavior that leads to unacceptable later outcomes,
and we can define it away or deal with it as a reality.

But, let's suppose that a school, district or state decides to do behavioral
screening, using a field-tested instrument such as the SSBD or ESP to guide
the selection of kids at risk for worsening problems. Lets suppose they stay
faithfully with the user's manual so that false positives and false negatives
are minimized and the vast majority of the students identified by the
screening really are headed for bigger trouble if we don't do something now.
What should we do?

The popular view is that punishment is the key. Hammer them early
with humiliation if not corporal punishment. Wrong. This is not smart for
the long term. The real key is a highly structured program, instruction that
lets kids know what's okay and what is not, that provides consistent positive
and negative consequences for behavior. But, like anything else, if it's done
poorly, it'll turn out badly.

If you want behavioral screening and prevention to work, then you have
to follow screening with two ideas and implement them well. First, you need
a good schoolwide discipline plan, one in which behavioral expectations are
clear and consistent for all students. All teachers must carefully monitor
students' behavior and follow through consistently and calmly with
consequences for what they see. The emphasis must be on praise and
recognition for desired behavior, not on punishment for transgression
(although nonphysical, consistent, reasonable punishment for misbehavior is
important). Second, you need good alternatives for the 5 or 6 percent who
still misbehave. The plan must involve teaching appropriate conduct, much
as one teaches anything else -- through direct instruction, guided practice,
feedback and praise for making progress. Sometimes, but not always, this
can be administered in the context of a regular school and classroom.
Sometimes, such instruction needs to be done in a special ciass or school
where the teaching can be more intensive and sustained.

Behavioral screening? Absolutely - but only if we do it right and
practice prevention. We can't prevent all problems, but we can improve the

odds a lot.

No: Don't give educational experts
another tool to 'psychologize’ the
school curriculum.

By B.K. Eakman

Now that much of America is resigned to high-schoolers blowing away
their classmates, kindergartners kicking and biting their teachers and
8-year-olds playing sex instead of jump rope, the mental-health industry
believes it finally has our attention. Psychologists are calling loudly for
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mandatory, universal behavioral screening. Give them a license to inspect
every 5-year-old, and they claim they can identify those at risk of becoming
mentally unstable, antisocial and even violent. And if they can just intervene
soon enough, without parental interference, they say they can turn these
youngsters around.

Education experts Hill Walker and Herbert Severson of the Institute on
Violence and Destructive Behavior at the University of Oregon's College of
Education are but two among a large cottage industry of child experts
pitching universal screening instruments to local school districts and state
and federal agencies. The concept goes like this: Teachers are taught to
match the classroom and playground conduct of pupils against a list of
behavioral patterns. Certain markers (or "red flags") signal a child's need for
professional help. These youngsters are referred to a school psychologist,
counselor or other behavioral specialist, who determines what triggers
troubled children's outbursts and teaches alternative (“adaptive™) behaviors.
Parents are enlisted to reinforce these alternatives while experts continue to
monitor (track) each child's progress through observation and additional
psychological testing.

The technical difference between "screening™ and "psychological
testing™ is that the former concentrates on behavior patterns and the latter
focuses on personality traits. In other words, a person can demonstrate
abnormal behavior and still possess a "normal™ personality. People often do
extraordinary things, for example, in high-stress situations, but this isn't
necessarily indicative of a subject's underlying personality traits.

If you find that distinction difficult to follow, imagine the dilemma of
an average teacher faced with referring students for psychological counseling
based on a list of red-flag signals for abnormality. An inexperienced teacher
may check off the red-flag term "loner" for a child who is merely "reserved."”
If the youth is referred for counseling, the ensuing psychological tests and
counseling may reveal that his parents practice modesty and private, as
opposed to public, displays of emotion. Psychology tends to interpret this as
"withholding affection,” "rigidity," "intolerance," even "inhibition," in which
case the counselor may teach the child adaptive behaviors designed to
promulgate perverse ideas about tolerance. Moreover, psychological referral
will have long-term ramifications for the child.

In a 1996 case, Allegheny C ountv Parents Coalition vs. Western
Psychiatric Institute and Clinic, a clinical screening ins: ument was
developed under the auspices of the National Institute of Mental Health,
apparently recast for school consumption under the riame School-Wide
Intervention Model, or SWIM. The program utilized, among other things, a
diagnostic tool called the Disruptive Behaviors Disorders, or DBD, Rating
Scale. The DBD was given to teachers to rate their students —without the
informed consent of parents. SWIM?’ ostensible puipose was to locate
children with Attention-Deficit and/or Hyperactivity Disorder, or
ADD/ADHD. The shocker came when parents in Pittsburgh's Gateway
School District learned that ADD and ADHD were being used as markers
(red flags) for schizophrenia - and that, furthermore, responses would not be
shared with parents but, rather, would go into a computer database. Despite
legal intervention, parents still haven't seen their own youngsters' answers
and, worse, parents cannot verify that school officials have erased the data as

http://\vwwww.ninchundred.net/-eakman/insight_19990921.him

3/1/2002 10:07 AM


http://www.ninchundred.net/-eakman/insight_19990921.him

iicv s recent article in insigltt Magazine

(idl 8

promised.
The fact is, children have been exposed to screening mechanisms for

years, surreptitiously and overtly. Inevitably, the line between personality
testing and behavioral screening becomes blurred. Even standardized tests,
which supposedly measure only academic knowledge, are rife with
psycho-behavioral fishing expeditions. These run ti e gamut of self-reports,
open-ended "prompts" and what-would-you-do-if queries. The testers assert
that the primary goal is to screen for "maladjustment.” The fact is that this
involves probing the child's belief system as well as the attitudes of family
members. Take, for example, Pennsylvania’s infamous (and now renamed)
Educational Quality Assessment, or EQA. in the 1980s. Sixty-one percent of
the questions were similar to this: "There is a secret club at school called the
Midnight Artists. They go out late at night and paint funny sayings and
pictures on buildings. I would JOIN THE CLUB when | knew ... [a] my best
friend had asked me tojoin; [b] Most of the popular students in school were
in the club; [c] my parents would ground me if they found out ljoined. The
question above is typical of the "fishing probe: It is assumed that the child
will join the club under some circumstance, including the desire to provoke
parents.

The interpretive literature to such assessments contain the details
laypeople don't see. The EQA's creators were looking for: “the child's locus
of control,” "willingness to receive stimuli,” "amenability to change" and
propensity for "conform[ing] to group goals.” In English this means: Where
is the child coming from? Is he easily influenced and gullible? Are his views
firm or easy to change? Will he submit to group-think and go along to get
along?

At the time of the uproar over EQA, both the test's developers and the
government agencies th at paid for its dissemination lied about its nature and
purpose. It took alert parents four years and the intervention of congressional
representatives to get an admission that the test's chief purpose was
psychological screening.

Obviously, universal mandatory tests would eliminate the necessity for
such obfuscation. With the recent spate of school shootings, today's
dominating behavioral-psychology wing of the education establishment feels
confident it can convince legislators to do away with pesky parental-consent
forms and mandate its larger agenda: mass psychological testing, treatment
and tracking.

Which brings us to the things behavioral experts arent mentioning: the
extent to which intimate and personal data already are collected and shared
via computer; the technological inability to prove when or if computerized
data are purged (destroyed); the long-term nature of psychological tracking;
the planned ievel of family intervention; the poor track record of existing
assessments and therapies; and the ulterior purposes to which collected
personal data can be applied, such as modifying politically incorrect beliefs
and worldviews. In other words, "psychologized education"” can serve as a
stealth version of politically correct propaganda.

Five-year-olds are easy to entrap. The way they respond to any given
question (the so-called "prompt™ will depend a lot on what happened that
morning. If Johnny got into trouble for missing the school bus, he may insist
his parents hate him. If he got a birthday cake, his parents love him.
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Youngsters also misinterpret events. Yet, psychologists use such
guestionable data to make predictions about how students will react to future
"stimuli™.

The at-risk label, accurate or not, triggers intervention by psychologists
and social-service agencies. When a child is referred for counseling, that fact
becomes part of his permanent record. This is not a paper document in a
manila folder, but an electronic portfolio.

The rapidly accelerating capability of computers coupled with the
demand by government for state-federal compatibility
("cross-referenceability) means this information is slowly making its way
into the child's future financial, employment and medical records. Loopholes
in privacy laws make it difficult to stop a child's file from eventually landing
on the desktops of executives, security officers or anybody with an ax to
grind.

Counseling also triggers what is called an IEP (individual education
plan), implying a "tailored" (or individualized) curriculum. Few parents
realize that by giving schools permission to run an IEP for their child, they
are giving officials permission to supersede the parent in a range of
educational decisions. An educational Website, teachersfirst.com, describes
the IEP as a working document that goes with the student from year to year
and beyond, as he leaves high school and goes on to postsecondary training
or the work envhonment. In other words, IEP involves tracking.

So, what do we do about wacko kids and prisonlike schools? First of
all, we should reject 35 years of bad parenting advice. Psychologized
education and parenting have resulted in adults transferring guidance and
leadership to the child's peer group under the assumption that the children
are being "socialized." Every parent used to know it wasn't in the best
interests of young children to spend too much time with each other. The
emphasis on socialization and group think has turned the old school cliques
into Lord-of-the-Flies subcultures that indulge in brutal territorial exercises.

Second, reinstate concepts about right and wrong and shame and guilt.
They are not the emotional cripplers mainstream psychologists claim.
Dissenting experts point out that guilt, for example, is a civilizing influence,
implying personal responsibility. Guilt is harmful only if one takes
responsibility for that which one can't control. But psychologists have
convinced parents and policymakers that all behavior is outside one's
control.

This is vhy psychotropic drug eare increasingly prescribed for bored,
daydreaming and ants-in-the-pants conduct. But sleep centers around the
country arc discovering a horrifying side-effect: Kids on antidepressants
frequently don't enter deep, Stage 4 sleep. Severe sleep deprivation results in
heightened irritability, impaired judgment and uncontrollable rage.

Given the pervasiveness of psychology in policymaking, parenting and
teacher training, it is imperative that dissenting organizations and individuals
of means launch massive numbers of private schools, franchise them, flood
the nation with them, and refuse to accept one dime of federal or state
money. The approach to education - open or structured - doesnt matter.
Parents and market forces will decide which work and which don't.

Finally, fed-up teachers must redirect the focus of their unions. Instead
of lobbying for gay rights, they should push for expulsion of students who
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continually disrupt their classes, for training in diagnosing real learning
problems and for backup by administra ors.
The time for Band-Aid remedies is over. Education needs a transfusion.
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Psychiatric Medication for Children and Adolescents

Part|l: HOw Medications are Used
No. 21 (11/99)

Medication can be an effective part of the treatment for several psychiatric
disorders of childhood and adolescence. A doctor's recommendation to use
medication often raises many concerns and questions in both the parents and
the youngster. The physician who recommends medication should be
experienced in treating psychiatric illnesses in children and adolescents. He or
she should fully explain the reasons for medication use, what benefits the
medication should provide, as well as unwanted side-effects or dangers and
other treatment alternatives.

Psydhiatmicmedication should not be usedalae. As undertaking a
medication trial may mean adjusting doses of medicine over time and/or the
use of additional medications to meet an individual youngster's needs, the use
of medication should be part of a comprehensive treatment plan, usually
including psychotherapy, as well as parent guidance sessions.

Before recommending any medication, the child and adolescent psychiatrist
interviews the youngster and makes a thorough diagnostic evaluation. In some
cases, the evaluation may include a physical exam, psychological testing,
laboratory tests, other medical tests such as an electrocardiogram (EKG) or
electroencephalogram (EEG), and consultation with other medical

specialists.

Child and adolescent psychiatrists stress that medications which have
beneficial effects also have unwanted side effects, ranging fromjust annoying
to very serious. As each youngster is different and may have individual
reactions to medication, close contact with the treating physician is
recommended. Do not stop or change a medication without speaking to the
doctor. Psychiatric medication should be used as part of a comprehensive plan
of treatment, with ongoing medicall assessmentand, in most cases, Id
aVorfanily psychotherapy. When prescribed appropriately by a
psychiatrist (preferably a child and adolescent psychiatrist), and taken as
prescribed, medication may reduce or eliminate troubling symptoms and
improve the daily functioning of children and adolescents with
psychiatric disorders.

Medication may be prescribed for psychiatric symptoms and disorders,
including, but not limited to:

1 Bedwetting-if it persists regularly after age 5 and causes serious
problems in low self-esteem and social interaction.

2. Anxiety (school refusal, phobias, separation or social fears, generalized
anxiety, or posttraumatic stress disorders)-if it keeps the youngster from
normal daily activities.
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3. Attention deficit hyperactivity disorder-marked by a short attention
span, trouble concentrating and restlessness. The child is easily upset
and frustrated, often has problems getting along with family and
friends, and usually has trouble in school.

4. Obsessive-compulsive disorder-recurring obsessions (troublesome
and intrusive thoughts) and/or compulsions (repetitive behaviors or
rituals such as handwashing, counting, checking to see if doors are
locked) which are often seen as senseless but which interfere with a
youngster's daily functioning.

5. Depressive disorder-lasting feelings of sadness, helplessness,
hopelessness, unworthiness and guilt, inability to feel pleasure, a
decline in school work and changes in sleeping and eating habits.

6. Eating disorder-either self-starvation (anorexia nervosa) or binge
eating and vomiting (bulimia), or a combination of the two.

7. Bipolar (manic-depressive) disorder-periods of depression alternating
with manic periods, which may include irritability, "high" or happy
mood, excessive energy, behavior problens, staying up late at night,
and grand plans.

8. Psychosis-symptoms include irrational beliefs, paranoia, hallucinations
(seeing things or hearing sounds that don't exist) social withdrawal,
clinging, strange behavior, extreme stubbornness, persistent rituals, and
deterioration of personal habits. May be seen in developmental
disorders, severe depression, schizoaffective disorder, schizophrenia,
and some forms of substance abuse.

9. Aulism-(or other pervasive developmental disorder such as Asperger's
Syndrome)-characterized by severe deficits in social interactions,
language, and/or thinking or ability to learn, and usually diagnosed in
early childhood.

10. Severe aggression-which may include assaultiveness, excessive
property damage, or prolonged self-abuse, such as head-banging or
cutting.

11. Sleep problems-symptoms can include insomnia, night terrors, sleep
walking, fear of separation, anxiety.

For additional information about psychiatric medications see Facts for
Families:

#29 Psychiatric Medication for Children and Adolescents: Part 11-Types of
Medications, and

#51 Psychiatric Medications for Children and Adolescents: Part 111-Questions
to Ask

For additional information see Facts for Families:

#00 Definition of a Child and Adolescent Psychiatrist,

#25 Know Where to Seek Help for Your Child, and

#52 Comprehensive Psychiatric Evaluation.

See also: Your Child (1998 Haiper Col lins)/Four Adolesoant (1999 Harper

Collins).

3/1/2002 10:18 AM


http://www.aacap.org/wcb/aacap/publications/factsfam/psychmed.htm

Ksyciuuinc Meuicauon lor Children and ...Are Used - AACAP Pacts For Families» 21

30f3

The American Academy o f Child and Adolescent Psychiatry (AACAP) represents over
6,900 child and adolescentpsychiatrists who are physicians with at leastfive years o f
additionaltraining beyond medical schoolin general (adult) and child and adolescent

psychiatry.

Factsfor Families© is developed and distributed by the American Academy of Child and
Adolescent Psychiatry (AACAP). Facts sheets may be reproduced for person  t
educational use without written permission, but cannot be included in material .'csented for
sale. To order full sets of FFF, contact Public Information, 1.800.333.7636.

Free distribution of individual Facts sheets is a public service of the AACAP Special Friends
of Children Fund. Please make a tax deductible contribution to the AACAP Special Friends
of Children Fund and support this important public outreach. (AACAP, Special Friends of
Children Fund, P.O. Box 96106, Washington, D.C. 20090).

For more information
about "YourChild"

Copyright © 1997 by the American Academy of Child and Adolescent
Psychiatry. Please read this disclaimer.
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Treatment of Attention Deficit
Disorders

Attention Deficit Disorder

ADHD can take quite a toll. It is tough for the individual who must cope with
daily frustrations. It is rough on family members whose lives are regularly
disrupted by outbursts, temper tantrums or other misbehavior.

It's normal for parents to feel helpless and confused about the best ways to
handle their child in these situations. Because kids with ADHD do not
purposely decide to act up or not pay attention, traditional discipl' < -- like
spanking, yelling at, or calmly trying to reason with your son or daughter --
usually does not work. Fortunately there are treatment options that can help
alleviate the symptoms of ADHD and arm families with the tools needed to
better handle problem behaviors when they arise.

These interventions include:
psychosocial interventions

medication

a combination of these two approaches

Psychosocial interventions
Rasearch has shown that medication alone is not always sufficient. For
more than two decades, psychosocial interventions such as parent training
and behavioral modifications have been used for children with ADHD. A key
goal is to teach parents and educators methods that equip them to better
handle problems when they arise. In this approach they learn how to reward
child for positive behaviors and how to discourage negative behaviors.
This therapy also seeks to teach a child techniques that can be used to
control inattention and impulsive behaviors.

Preliminary research has shown that behavior modification is also effective
for children with severe oppositional problems. Such an approach may
lower the number or severity of oppositional behaviors, although the
underlying condition -- ADHD -- remains.

Medications
Used properly, medicines such as methylphenidate hydrochloride (Ritalin)

and other stimulants help suppress and regulate impulsive behavior. They
squelch hyperactivity, improve social interactions and help people with
ADHD concentrate, enabling them to perform better in school and at work.

These medications also may help children with co-existing disorders control
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destructive behaviors. When used with proper medical supervision, they are
considered generally safe and free of major unwanted side effects. (Some
children may experience insomnia, stomachache or headache.) They rarely
make children feel high or, on the flip side, overly sleepy or out of it.
Although not known to be a significant problem, height and weight should
be monitored with long-term use of these medications. These medications
are not considered addictive in children. However, they should be carefully
monitored in teen-agers and adults because they can be misused.

It is important to understand that these medications are not a cure-all, but
they can be highly effective when used appropriately in the right dosage for
each individual. In fact, as many as nine out of 10 children do better when
they are taking one of the most commonly used stimulants. However, in
combination with other techniques such as behavior modification or
counseling, symptoms may improve even more. Resea'.chers are currently
evaluating the effectiveness of medications in combination with these other
approaches to determine the best route to take.

Individuals taking any of the medications listed below should see their
doctor regularly for a check-up to review the types and timing of ADHD
symptoms. The benefits and potential risks of using these medications also
should be discussed before the first prescription is filled.

The most commonly used stimulants are:

» methylphenidate hydrochloride (Ritalin)
» dextroamphetamine sulfate (Dexedrine or Dextrostat)
* a dextroamphetamine/amphetamine formulation (Adderall)

When these front-line medications are not effective, physicians sometimes
opt to use one of the following:

» buproprion hydrochloride (Wellbutrin) -- an antidepressant that has
been shown to decrease hyperactivity, aggression and conduct
problems.

 imipramine (Tofranil) or nortriptyline (Pamelor) -- these
antidepressants can improve hyperactivity and inattentiveness. They
can be especially helpful in children experiencing depression or

anxiety.

« clonidine hydrochloride, (Caiapress) - used to treat high blood
pressure, clonidine also can help manage ADHD and treat conduct
disorder, sleep disturbances or a tic disorder. Research has shown it
decreases hyperactivity, impulsivity and distractibility, and improves
interactions with peers and adults.

» guanfacine, (Tenex) -- this antihypertensive decreases fidgeting and
restlessness and increases attention and a child?s ability to tolerate
frustration. A study of children who also have Tourette syndrome
showed the medication improved vocal and motor tics as well.

» Pemoline (Cylert) -- is no longer considered a first- or second-line
treatment due to concerns about the risk of liver dysfunction.

Other treatments

Some people with ADHD benefit from emotional counseling or
psychotherapy. In this approach, counselors help patients deal with their
emotions and learn ways to cope with their thoughts and feelings in a more
general sense.

Group therapy and parenting education can help many children and their
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families master valuable skills or new behaviors. The goal is to help parents
learn about the particular problems their children with ADHD have, and give
them ways to handle those problems when they arise. Likewise, children
can be taught social skills and gain exposure to the same techniques the
parents are learning, easing the way for those methods to be incorporated

at home.

Support groups link families or adults who share similar concerns.

Therapies that have not been scientifically proved to be helpful in the
treatment of ADHD include:

¢ herbal products

« restrictive or supplemental diets
« allergy treatments

¢ megavitamins

* chiropractic adjustment

* biofeedback

» perceptual motor training

* medications for inner ear problems
» yeast infection treatments

» pet therapy

* play therapy

* eye training

» colored glasses

Dartmouth Medical School
Date Published: 1/2/01
Date Reviewed: 3/31/01
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Report Seeks Mental Help for Children

By REUTERS

ASHINGTON, Jan. 3— One in 10 American children suffers from
some sort of mental health problem, but only 20 percent are being
treated for it, Surgeon General David Satcher said in a report today.

"We are talking about depression, which is probably the most common, but also
attention deficit hyperactivity disorder and obsessive-compulsi.e disorder,” Dr.
Satcher said in a telephone interview.

The report called for an overhaul of children's mental health programs, including
training teachers and doctors to recognize problems and doing more research.

"We need a system in place that helps us recognize problems early,” Dr. Satcher
said.

An overhaul would cost money, Dr. Satcher acknowledged, but he said society
was already paying a high price for the lack of treatment.

"When we don't respond, children are dumped into the juvenile justice system in
many cases,” he said, adding that others ended up in special education classes or

on welfare.

"The burden of suffering experienced by children with mental health needs and
their families has created a health crisis in this country,” Dr. Satcher wrote in the

report.

The report called for promoting public awareness of children's mental health
issues, reducing the stigma associated with mental illness and improving the
assessment and recognition of mental health needs in children.

Dr. Satcher said the issue of treating mental illness in children had been
muddied by such debates as whether too many or too few children were being
treated with drugs for attention deficit hyperactivity disorder. "We believe there
are children being "appropriately treated,” he said. "But we also believe there
are a lot of children who have not been diagnosed and who could benefit from

treatment."

Copyright 2001 The New York Times Company | Privacy Information
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CHADD CONCERNED ABOUT LEGLISLATIVE EFFORTS DESIGNED TO RESTRICT
PHYSICIAN & TEACHER ROLE IN TREATMENT OF AD/HD

California Hearing Latest in Series o fHearings Throughout Country"

Landover, MD— CHADD, the nation’s leading advocacy organization serving those with Attention-
Deficit/Hyperactivity Disorder (AD/HD), is deeply concerned about growing legislative efforts designed to
restrict the role that physicians and teachers can play in advising families '.bout the use of medication for the
treatment of AD/HD. California is the latest of several state legislatures to consider such a proposal.

California SB 119, addressed today in a California State Senate public hearing, would criminalize physicians if
statutory procedures were not followed when a physician prescribes a psychiatric medication to a legal minor.
The legislation makes it a crime for a physician to prescribe a psychiatric medication to a legal minor until the
physician has received a physical exam report from a pediatrician and had all physical conditions treated prior to
prescribing the medication; the physician has fully explained all possible side effects to the parents; and has

obtained written informed consent from the parents.

"CHADD believes that all families should have access to the best, evidence-based science in the diagnosis and
treatment of AD/HD. We are therefore concerned when legislation is proposed which undermines this critical
access,” said E. Clarke Ross, Chief Executive Officer of CHADD. “While many of these proposals are
designed to ensure more appropriate prescribing and dispensing o f psychiatric medications, others are designed
to discourage the administration of psychnotropic medications in schools. Consequently, while some of the
proposals are resulting in improved medical-practitioner-educator-family communication, others are replacing
the science underlying the diagnosis and treatment of AD/HD with unproven theories and concepts.”

The Surgeon General of the United States and the National Institute of Mental Healthl as well as leading
medical societies such as the American Academy of Pediatrics (AAP), American Psychiatric Association
(APA), and the American Academy of Child and Adolescent Psychiatry (AACAP), recognize that medication,
under the prescription of a treating medical professional and when taken as prescribed— along with other non-
medication interventions— provides an effective foundation for the treatment of AD/HD. This is called multi-

modal treatment.

Multi-modal treatment is a long-term management plan that combines medication with a variety of other
treatment interventions designed to produce the best results. Such interventions include individualized
education plans, special education resources when needed, behavioral therapy, family training and counseling.

CHADD endorses a multi-modal approach to the treatment of AD/HD.

-more-

1United States Surgeon General of the United States. Report on Mental Health. Washington, DC: Department of Health
and Human Services, December 1999.



CHADD s Position on Legislative Efforts Designed to Restrict Physicians’ Roles

CHADD believes that legislation must not limit or undermine the ability of a medical professional, within their
scope ofpractice, from treating AD/HD based on the most widely accepted evidence-based medicine. CHADD
encourages all families and physicians to follow best practice assessment and treatment guidelines being
uniformly implemented throughout the nation. Using the force of law and agencies of government— particularly
criminal penalties— to monitor and enforce best practice treatment guidelines is an ineffective approach at best
and disastrous approach at worst. Instead, ongoing training and education in the diagnosis and treatment of
AD/HD should be encouraged among all physicians.

CHADD's Position on Teacher Involvement in Recognizing AD/HD

The above principles also apply to teachers, given the critical role they play in assisting children and their
families when AD/HD is suspected. Teachers are frequently the first to recognize learning, functioning, and
behavioral problems in the school setting and therefore should be able to advise parents of such observations.
CHADD believes that professionals should act within their professional scope of practice; thus, school
personnel should not recommend the use of medication. Medication assessment and prescription is the role of
physician. However, teachers should be able to recommend a comprehensive and complete medical assessment
by persons licensed to perform such evaluations. Because students spend a significant portion of their day in the
classroom, the vital role teachers play in providing observations to the diagnosing professionals cannot be
underestimated. Effective communication between teachers, professionals and parents is essential and strongly

encouraged.

With over 22,000 members and 200 affiliates nationwide, CHADD works to improve the lives o fpeople affected
by AD/HD through collaborative leadership, advocacy, research, education and support: CHADD CARES. For
additional information about AD/HD or CHADD, please contact the CHADD National Call Center at 1-800-

233-4050, or visitthe CHADD website at www.chadd.ore

For Further Information on this Issue: Members of the media should contact Peg Nichols, Director of
Communications and Media Relations, at 301-306-7070, extension 102. Legislative staff should contact
Stephen Spector, Director of Public Policy, at 301-306-7070, extension 109.

nun
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Intermational Consensus Statemerton ADHD
January 2002

We, the undersigned consortium of international scientists, are deeply concerned
about the periodic inaccurate portrayal of attention deficit hyperactivity disorder (ADHD)
in media reports. This is a disorder with which we are all very familiar and toward which
many of us have dedicated scientific studies if not entire careers. We fear that inaccurate
stories rendering ADHD as myth, fraud, or benign condition may cause thousands of
sufferers not to seek treatment for their disorder. It also leaves the public with a general
sense that this disorder is not valid or real or consists of a rather trivial affliction.

We have created this consensus statement on ADHD as a reference on the status
of the scientific findings concerning this disorder, its validity, and its adverse impact on
the lives of those diagnosed with the disorder as of this writing (January 2002).

Occasional coverage of the disorder casts the story in the form of a sporting event
with evenly matched competitors. The views of a handful of non-expert doctors that
ADHD does not exist are contrasted against mainstream scientific views that it does, as if
both views had equal merit. Such attempts at balance give the public the impression that
there is substantial scientific disagreement over whether ADHD is a real medical
condition. In fact, there is no such disagreement —at least no more so than there is over
whether smoking causes cancer, for example, or whether a virus causes HIV/AIDS.

The U.S. Surgeon General, the American Medical Association (AMA), the
American Psychiatric Association, the American Academy of Child and Adolescent
Psychiatry (AACAP), the American Psychological Association, and the American
Academy of Pediatrics (AAP), among others, all recognize ADHD as a valid disorder.
While some of these organizations have issued guidelines for evaluation and management
of the disorder for their membership, this is the first consensus statement issued by an
independent consortium of leading scientists concerning the status of the disorder.
Among scientists who have devoted years, if not entire careers, to the study of this
disorder there is no controversy regarding its existence.

ADHD and Science

We cannot over emphasize the point that, as a matter of science, the notion that
ADHD does not exist is simply wrong. All of the major medical associations and
government health agencies recognize ADHD as a genuine disorder because the scientific
evidence indicating it is so is overwhelming.

Various approaches have been used to establish whether a condition rises to the
level of a valid medical or psychiatric disorder. A very useful one stipulates that there
must be scientifically established evidence that those suffering the condition have a
serious deficiency in or failure of a physical or psychological mechanism that is universal
to humans. That is, all humans normally would be expected, regardless of culture, to
have developed that mental ability.



And there must be equally incontrovertible scientific evidence that this serious
deficiency leads to harm to the individual. Harm is established through evidence of
increased mortality, morbidity, or impairment in the major life activities required of one's
developmental stage in life. Major life activities are those domains of functioning such
as education, social relationships, family functioning, independence and self-sufficiency,
and occupational functioning that all humans of that developmental level are expected to

perform.

As attested to by the numerous scientists signing this document, there is no
question among the world's leading clinical researchers that ADHD involves a serious
deficiency in a set of psychological abilities and that these deficiencies pose serious harm
to most individuals possessing the disorder. Current evidence indicates that deficits in
behavioral inhibition and sustained attention are central to this disorder —facts
demonstrated through hundreds of scientific studies. And there is no doubt that ADHD
leads to impairments in major life activities, including social relations, education, family
functioning, occupational functioning, self-sufficiency, and adherence to social rules,
norms, and laws. Evidence also indicates that those with ADHD are more prone to
physical injury and accidental poisonings. This is why no professional medical,
psychological, or scientific organization doubts the existence of ADHD as a legitimate

disorder.

The central psychological deficits in those with ADHD have now been linked
through numerous studies using various scientific methods to several specific brain
regions (the frontal lobe, its connections to the basal ganglia, and their relationship to the
central aspects of the cerebellum). Most neurological studies find that as a group those
with ADHD have less brain electrical activity and show less reactivity to stimulation in
one or more ofthese regions. And neuro-imaging studies of groups of those with ADHD
also demonstrate relatively smaller areas of brain matter and less metabolic activity of
this brain matter than is the case in control groups used in these studies.

These same psychological deficits in inhibition and attention have been found in
numerous studies of identical and fraternal twins conducted across various countries (US,
Great Britain, Norway, Australia, etc.) to be primarily inherited. The genetic contribution
to these traits is routinely found to be among the highest for any psychiatric disorder (70-
95% of trait variation in the population), nearly approaching the genetic contribution to
human height. One gene has recently been reliably demonstrated to be associated with
this disorder and the search for more is underway by more than 12 different scientific

teams worldwide at this time.

Numerous studies of twins demonstrate that family environment makes no
significant separate contribution to these traits. This is not to say that the home
environment, parental management abilities, stressful life events, or deviant peer
relationships are unimportant or have no influence on individuals having this disorder, as
they certainly do. Genetic tendencies are expressed in interaction with the environment.
Also, those having ADHD often have other associated disorders and problems, some of



which are clearly related to their social environments. Bt it is to say that the underlying
psychological deficits that comprise ADHD itselfare not solely or primarily the result of
these environmental factors.

This is why leading international scientists, such as the signers below, recognize
the mounting evidence of neurological and genetic contributions to this disorder. This
evidence, coupled with countless studies on the harm posed by the disorder and hundreds
of studies on the effectiveness of medication, buttresses the need in many, though by no
means all, cases for management of the disorder with multiple therapies. These include
medication combined with educational, family, and other social accommodations. This is
in striking contrast to the wholly unscientific views of some social critics in periodic
media accounts that ADHD constitutes a fraud, that medicating those afflicted is
questionable ifnot reprehensible, and that any behavior problents associated with ADHD
are merely the result of problems in the home, excessive viewing of TV or playing of
video games, diet, lack of love and attention, or teacher/school intolerance.

ADHD is not a benign disorder. For those it afflicts, ADHD can cause
devastating problems. Follow-up studies of clinical samples suggest that sufferers are far
more likely than normal peaple to drop out of school (32-40%), to rarely complete
college (5-10%), to have few or no friends (50-70%), to under perform at work (70-80%),
to engage inantisocial activities (40-50%), and to use tobacco or illicit drugs more than
normal. Moreover, children growing up with ADHD are more likely to experience teen
pregnancy (40%) and sexually transmitted diseases (16%0), to speed excessively and have
multiple car accidents, to experience depression (20-30%) and personality disorders (18-
25%) as adults, and in hundreds of other ways mismanage and endanger their lives.

Yet despite these serious conseguences, studies indicate that less than half of
those with the disorder are receiving treatment. The media can help substantially to
improve these circumstances. It can do so by portraying ADHD and the science about it
as accurately and responsibly as possible while not punveying the propaganda of some
social critics and fringe doctors whose political agenda would have you and the public
believe there is no real disorder here. To publish stories that ADHD is a fictitious
disorder or merely a conflict between today's Huckleberry Finns and their caregivers is
tantamount to declaring the earth flat, the laws of gravity debatable, and the periodic table
in chemistry a fraud. ADHD should be depicted in the media as realistically and
accurately as it is depicted in science —as a valid disorder having varied and substantial
adverse impact on those who may suffer from it through no fault of their own or their
parents and teachers.

Sincerely,

Russell A Barkley, Ph.D.

Professor

Depts. Of Psychiatry and Neurology
University of Massachusetts Medical School
5 Lake Avenue North

Worcester, MA 01655,



Edwin H Cook, Jr., MD.

Professor

Departments of Psychiatry and Pediatrics
University of Chicago

5341 S Maryland A,

Chicago, IL

Mina Dulcan, MD.

Professor

Department of Child and Adolescent Psychiatry
2300 Children’s Plaza #10

Children’s Memorial Hospital

Chicago, IL 60614

Susan Camphell, Ph.D.
Professor

Department of Psychology
4015 O’Hara Street
University of Pittsburgh
Pittsburgh, PA 15260

Margot Prior, Ph.D.
Professor

Department of Psychology
Royal Children’s Hospital
Parkville, 3062 VIC
Australia

Marc Atkins, Ph.D.

Associate Professor

University of Illinois at Chicago
Institute for Juvenile Research
Department of Psychiatry

840 South Wbod Street, Suite 130
Chicago, IL 60612-7347

Christopher Gillberg, MD.

Professor

Department of Child and Adolescent Psychiatry
University of Gothenburg

Gothenburg, Swneden

Mary Solanto-Gardner, Ph.D.
Associate Professor
Division of Child and Adolescent Psychiatry



The M. Sinai Medical Center
One Gustave L. Levy Place
New York, NY 10029-6574

Jeffrey Halperin, Ph.D.
Professor,

Department of Psychology
Queens College, CUNY
65-30 Kissena Ave.
Flushing, NY 11367

Jose J. Bauermeister, Ph.D.
Professor,

Department of Psychology
University of Puerto Rico
San Juan, PR 00927

Steven R Pliszka, MD.

Associate Professor and Chief

Division of Child and Adolescent Psychiatry
University of Texas Health Sciences Center
7703 Foyd Curl Drive

San Antonio, TX 78229-3900

Mark A Stein, Ph.D.
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Professor of Psychiatry & Pediatrics
George Washington Univ. Med. School
111 Michigan Ave. NW

Washington, DC 20010

John S Werry, MD.
Professor Emeritus
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Ronald T. Brown, Ph.D.
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Professor of Pediatrics

Medical University of South Carolina

19 Hagood Avenue
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Charleston, SC 29425

Alan Zametkin, MD.
Child Psychiatrist
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Los Angeles, CA 90024
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Stephen V. Faraone, Ph.D.
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Associate Professor

School of Psychiatry
University of New South \WWales
Avoca Clinic

Jo™Mnton Avenue

Zetland, NSW, 2017, Australia

Mariellen Fischer, Ph.D.



Professor,

Department of Neurology
Medical College of Wisconsin
9200 W, Wisconsin Avenue
Milwaukee, W153226

Joseph Biedermen, MD.

Professor and Chief

Joint Program in Pedliatric Psychopharmacology
Massachusetts General Hospital and

Harvard Medical School

15 Parkman St., WACC725
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Associate Professor

Department of Psychiatry

University of Califormia at San Francisco
Children’s Center at Langley Porter

401 Parmassus Avenue, Box 0984

San Francisco, CA 94143

Linda Pfiffrer, Ph.D.
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Do Laws Limiting School Involvement in ADHD Do More Harm Than Good?

Experts Say Schools Have Role to Play in Management of Mental Disorder
By Steve Mitchell
WebMD Medical News

July 18, 2001 (Washington) - In response to reports of parents being pressured by school officials to place their
children on Ritalin or similar drugs to treat attention deficit hyperactivity disorder, or ADHD, several state
legislatures are enacting or considering legislation that may discourage schools from playing doctor.

But these laws may do more harm than good, because schools can play vital roles in diagnosing ADHD as well as
treating the condition, experts say.

According to the National Institute of Mental Health, approximately 4.1% of children between the ages of 9 and 17
have ADHD, which includes the symptoms of an inability to stay focused or finish tasks. Children with this
condition may also have depressive and anxiety disorders or engage in drug abuse.

Connecticut recently became the first state to enact legislation that specifically prohibits school officials from
recommending psychotropic drugs - the class of drug that Ritalin belongs to - to parents for their children. Under
the Connecticut law, school personnel can, however, recommend that children be evaluated by a doctor.

Colorado's Board of Education enacted a resolution in 1999 to encourage the use of classroom management
modifications to deal with behavioral problems rather than prescription medications.

Other states, including Washington, North Carolina, Hawaii, and Georgia, have passed legislation that calls for a
closer look at the use of Ritalin and other ADHD drugs in children and their effect on learning.

"It's not the role of school psychologists or personnel to recommend medication,” says Clarke Ross, DPA, CEO of
the patient advocacy group Children and Adults with Attention-Deficit/Hyperactivity Disorder, or CHADD, which is
supportive of the type of legislation that Connecticut enacted. School officials' role is "to identify learning problems
of children and to encourage medical evaluation," he tells WebMD.

But Daniel Lieberman, MD, a psychiatrist and director of outpatient psychiatry at George Washington University in
Washington, takes a different view. He agrees that "it's totally inappropriate for school officials to press a parent to
place a child on medication." However, he doesn't believe that legislation is an appropriate response to this

situation.

He fears that legislation may discourage teachers from taking action v/hen they know there’s a problem for fear of
being punished under the law. Then "parents would never hear about what's happening in school [with their

children].”

In some cases, a child with ADHD could go undiagnosed, Lieberman says. This is because the condition can
sometimes only become apparent "in highly structured situations,"” such as school, and the parents may not pick

up on the symptoms at home.
And when it comes to diagnosing the condition, even doctors can have difficulty. Some doctors are not familiar

with proper guidelines for diagnosing ADHD and hence some underdiagnose the condition and others
overdiagnose it, according to the National Institute of Mental Health.
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Citing a 1999 report from the U.S. Surgeon General, Ross says that a proper diagnosis of ADHD requires a
comprehensive and complete examination by a trained professional. "This is not something you do in one
session," he says, noting that the doctor needs to be able to identify a pattern of behaviors that are repeated over

time to accurately diagnose ADHD.

The American Academy of Pediatrics shares Lieberman's views that teachers may have a role to play in the
management of ADHD. The AAP plans to release guidelines in October helping doctors determine the best way
to treat ADHD, and one component of the guidelines will point out the importance of "teachers working with
parents not only to diagnose the condition but to help treat it," a source at AAP tells WebMD.

This is because appropriate treatment of this condition should involve not only medication, such as the commonly
prescribed Ritalin or Adderall, but behavioral and educational therapy. So schools can play a role in ensuring that
ADHD children receive appropriate educational intervention, the AAP source says.

Another issue is whether schools pushing Ritalin is a widespread problem or a matter of a few isolated cases.
Despite reports in the media of parents being pressed by school officials to place their children on ADHD
medication, no formal surveys have ever been done to assess the extent of the problem. So "whether we have a

few cases or a lot remains to be seen," Lieberman says.

But Lieberman says he has not had any of his patients complain about it, and Ross says no incidence like this
has been reported by CHADD members. Ross, whose son has ADHD, adds that he doesn't really believe it's a

problem across the country.

Even the Connecticut law was based on anecdotal evidence of parents complaining that schools were pressuring
them, says David Wilkins, spokesman for Rep. Lenny Wilkins, who authored the legislation. No formal, scientific
evaluations of the problem were ever done, Wilkins tells WebMD.

Ross notes that similar legislation has not been proposed at the federal level, and he doubts that it ever will be.
This is because the federal government funds less than 10% of elementary and secondary schools, so the issue
of ADHD drugs in these schools remains largely the purview of state and local governments, he says.

Medically Reviewed
Bv Dr. Charlotte Grayson
© 2001 WebMD Corporation. All rights reserved.
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Press ReSease

AAP RELEASES NEW GUIDELINES FOR TREATMENT OF
ATTENTION-DEFICIT/HYPERACTIVITY DISORDER

Below is a news release on atreatmentguideline published in the Octoberissue ofPediatrics.
the peer-reviewed scientificjournal ofthe American Academy of Pediatrics (AAP).

For Release: October' 1, 23C1, 12:01 a.m. (ET)

CHICAGO - The American Academy of Pediatrics (AAP) released new recommendations
today for treating school-age children with attention-deficit/hyperactivity disorder (ADHD). This
guideline is intended for primary care physicians who have already accurately established an
ADHD diagnosis. Last year the AAP released guidelines for diagnosing ADHD.

ADHD is a condition of the brain that makes it difficult for children to control their behavior in
school and social settings. It is one of the most common chronic conditions of childhood and
affects between 4 and 12 percent of all school-age children. About 3 times more boys than

girls are diagnosed with ADHD.

Children with ADHD may experience significant functional problems such as school difficulties,
academic underachievement, troublesome relationships v/ith family memoers and peers, and
behavioral problems. Different children have different symptoms or problems with ADHD.

The new standardized AAP guidelines were developed by a panel of medical, mental health
and educational experts. The AAP partnered with The Agency fci Healthcare Research and
Quality, and the Evidence-based Practice Center at McMaster University in Canada to develop
the evidence base of literature on the topic. The recommendations were based on scientific
studies that carefully evaluated treatments of school-age children with ADHD.

The new guidelines include the following recommendations:

© Primary care clinicians should establish a treatment program that recognizes ADHD as
a chronic condition. This implies the need for education about the condition, and a
sustained monitoring system to track the effects of treatment and developmental
changes in behavior.

* The treating clinician, parents, and child, in collaboration with school personnel, should
specify appropriate goals to guide management. Goals should relate to the specific
problems of the individual child, e.g., school performance, difficulty finishing tasks,
problems with interactions with schoolmates.

 If appropriate, the clinician should recommend behavior therapy and/or stimulant
medication to improve specific symptoms in children with ADHD. The guideline
provides a review of the scientific evidence for recommending medication and behavior

therapy.
¢ When the treatment for a child with ADHD has not met its goals, clinicians should re-
evaluate the original diagnosis, all appropriate treatments, adherence to the treatment
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plan, and coexisting conditions, including learning disabilities and mental health

conditions.
* The clinician should provide a periodic and systematic follow-up for the child with

ADHD. Monitoring should be directed to the child's individual goals, and any adverse
effects of treatment, with information gathered from parents, teachers and the child.
The guidelines recommend areas for future research in treatment options, long-term
outcomes and other areas in the management of children with ADHD.

Already one of the most common and most studied conditions ©f childhood, ADHD
treatment has increased in recent years. Treatments, both medications and behavior
therapy, improve the functioning of most children with ADHD. Long-term management
of ADHD requires active teamwork among clinicians, parents and teachers to help
assure the best outcomes. While there is no proven cure for ADHD at this time, and the
cause is unclear, research is ongoing to learn more about the role of the brain in ADHD

and the best ways to treat the disorder.

The American Academy of Pediatrics is an organization o f55,000 primary care pediatricians,
pediatnc medical subspecialists and pediatric surgical specialists dedicated to the health,
safety and well-being o finfants, children, adolescents and young adults.

© 2002 -American Academy of Pediatrics
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This information is based on the American Academy of Pediatrics' policy statements
Diagnosis and Evaluation o f the Child with Attention-Deficit/Hyperactivity Disorder.

American Academy
of Pediatrics

DEDICATED TO THE HEALTH OF ALL CHILDREN-

pUb“ShEd in the May 2000 issue of pediatrics, and Treatment o fthe School-Aged Child
with Attenrion-Deficit/Hyperactivity Disorder, pUb|lSh€d in the October 2001 issue

0f pediatrics. Parent Pages 0ffer parents relevant facts that explain current policies

about children's health.

ADHD and Your School-Aged Child

Attention-deficit/hyperactivity disorder (ADHD) is a condi-
tion of the brain that makes it hard for children to control their
behavior. It isone of the most common chronic conditions of
childhood. All children have behavior probiems at times.
Children with ADHD have frequent, severe problems that
interfere with their ability to live normal lives.

Heniiuwiui MLinu indy ndve.uuu

the following behavior symptom?:#

»|nattention - Has a hard time paying attention, day-
dreams, is easily distracted, is disorganized, loses a lot
of things.

>Hyperactivity - Seems to be in constant motion, has
difficulty staying seated, squirms, talks too much.

>Impulsivity - Acts and speaks without thinking, unable
to wait, interrupts others.

How can I tell if my child has ADHD?

Your pediatrician will assess whether your child has ADHD
using standard guidelines developed by the American
Academy of Pediatrics. Keep in mind the following:

« These guidelines are for children 6 to 12 years of age. It is
difficult to diagnose ADHD in children who are younger
than this age group.

« The diagnosis is a process that involves several steps. It

requires information about your child's behavior from you,

your child's school, and/or other caregivers.

Your pediatrician also will look for other conditions that

have the same types of symptoms as ADHD. Some children

have ADHD and another (coexisting) condition, e.g., con-
duct disorder, depression, anxiety, or a learning disability.

« There is no proven test for ADHD at this time.

If your child has ADHD; the symptoms will

>0Occur in more than one setting, such as home, school,

and social settings.
more severe than in other children the same age.
tart before your child reaches 7 years of age.
iﬁontinue for more than six months.
ake it difficult to function at school, at home, and/or

in social settings.

What does treatment for ADHD involve?

As with other chronic conditions, families must manage the
treatment of ADHD on an ongoing basis. In most cases,
treatment for ADHD includes the following:

1. A long-term management plan. This will have:

« Target outcomes (behavior goals, e.g., better school

work)

« Follow-up activities (e.g., medication, making changes

that affect behavior at school and at home)

* Monitoring (checking the child's progress with the tar-

get outcomes)

2. Medication. For most children, stimulant medications are
a safe and effective way to relieve ADHD symptoms.

3. Behavior Therapy. This focuses on changing the child's
environment to help improve behavior.

4. Parent Training. Training can give parents specific skills
to deal with ADHD behaviors in a positive way.
Education. All involved need to understand what ADHD is.

ETeamwork. Treatment works best when doctors, parents,
teachers, caregivers, other health care professionals, and
the child work together.

It may take some time to tailor your child's treatment plan
to meet his needs. Treatment may not fully eliminate the
ADHD-type behaviors. However, most school-aged children
with ADHD respond well when their treatment plan includes
both stimulant medications and behavior therapy.

Is there a cure for ADHD?

There is no proven cure for ADHD at this time. The cause
of ADHD is unclear. Research is ongoing to learn more about
the role of the brain in ADHD and the best ways to treat the
disorder. Many good treatment options are available. The
outlook for children who receive treatment for ADHD is
encouraging.

As a parent, you play a very important part in providing
effective treatment for your child.

For further information ask your pediatrician about
"Understanding ADHD: Information for Parents About Atten-
tion-Deficit/Hyperactivity Disorder,” aNew booklet from the
American Academy of Pediatrics.

The information contained in this publication should not be used as a substitute for the medical care and advice ofyour pedi-
atrician. There maybe variationsin treatment thatyourpediatrician may recommend based on individual facts and circumstances.
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Schools caught in the middle of Ritalin controversies

By Craig Colgen

12/5/00 - Controversy over the prescription drug Ritalin has heated up recently, and school
officials find themselves, once again, caught in the middle.

The Texas State Board of Education approved a resolution in November urging local school
boards to seek non-drug solutions to student behavior problems. The resolution quoted a
federal panel that concluded the use of Ritalin results in "little improvement: in academic or

social skills."

The resolution, which carries no legal authority, is supported by anti-Ritaiin activists who
pushed for a similar resolution passed by the state board in Colorado. The activists claim
Ritalin and other drugs associated with attention deficit hyperactivity disorder (ADHD) and
attention deficit disorder (ADD) are routinely overprescribed and are increasingly abused.

There have been a growing number of confrontations nationwide pitting parents of children
with attention deficits against school officials.

Albany, N.Y., school officials "turned in" two families to local child protective services after
parents decided to lake their children off medication prescribed for ADHD. Parents of one
student pulled him out of school, while another decided to put their child back on

medication.
And some accuse drug companies of marketing the drugs too aggressively.
Class action lawsuits were filed in September in California and in New Jersey alleging

Novartis Pharmaceuticals, the manufacturer of Ritalin, and the American Psychiatric
Association had illegally conspired to expand the market for the drug. Another suit against

Novartis was filed in Texas.

Ritalin use soaring

Since 1990, Ritalin production is up 700 percent, and nearly 15 percent of America's
school-age children are using psychiatric prescription drugs.

In February, researchers reported in The Journal of the American Medical Association on
what they view as an acute increase in the number of preschoolers taking psychotropic
drugs, particularly stimulants such as Ritalin and antidepressants such as Prozac.

Response from the federal government was swift. The Drug Enforcement Agency will
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produce brochures this year discussing abuse of prescription drugs by parents and students.
The National Institute of Mental Health said it would spend $6 million over the next five
years to study whether Ritalin is safe and effective for children under 6.

ADHD was recognized as a condition entitling children to special education services in 1997
when the Individuals with Disabilities Education Act wes reauthorized.

The American Academy of Pediatrics, for the first time earlier this year, issued guidelines
for diagnosing ADHD, The academy said it is unclear whether the disorder wes being
overdiagnosed, because of such wide variations in how doctors defined and treated it.

Under the new guidelines, to be diagnosed with ADHD, a child must exhibit symptoms in at
least two settings, such as at home and at school, and the symptoms must persist for at least
six months.

Mixed results

Meanwhile, research results on the long-term effectiveness of Ritalin have been mixed.

In a studly published in August in thejourna. RecialINIcS, researchers reported on evidence
that showed children diagnosed with ADHD who are treated with Ritalin are significantly
less likely to abuse drugs and alcohol as teenagers. And there are even some who say ADHD
is underdiagnosed, such as James J. Crist, author of ADHD-A Teaeger™s Quick.

Dr. Lawrence Diller, a behavioral pediatrician, says, "The discussion gets polarized and
there is plenty of hyperbole, because it is cheaper and faster to medicate thai to address core

interactional problems here.”

Diller, the author of Runniing an Ritalin: A Frysician Reflects on Qhilldran, Sty and
Performence na Rl is a frequent public critic of what he sees as America's increasing
dependence on Ritalin, though he does not oppose the drug if used properly.

"I have no doubt Ritalin works in the short term, but | don't see it as a moral equivalent or
substitute for better parenting and schools," he says.

And that's just what some of the drug's critics are charging.

The Texas state board's resolution is filled with dire pronouncements about *'‘documented
incidences of highly negative consequences in which psychiatric prescription drugs have
been utilized for what are essentially problems of discipline which may be related to lack of

academic success."

The resolution then urges school districts to implement policies dealing with storage of
drugs, require that all medications be dispensed by a "medical practitione.r,” and calls for
greater communication and education on the issue.

The resolution came about at the urging of Texans for Safe Education, a group that opposes
"the ever-increasing role of psychiatry and psychiatric drugs in schools," says John
Breeding, a psychologist and the group's president.
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Charges of abuse

Breeding, as do many of Ritalin's harsher critics, challenges the medical definition of
ADHD, calling it, among other things, a construct of a profit-hungry pharmaceutical
industry. He claims a million children are using Ritalin and other psychiatric drugs in Texas.

"This is about medicalizing behavior problems in children,” Breeding says. "It is also a fact
that some people die using these drugs. That is not radical. Reliance on Ritalin is a
distraction of attention and resources away from doing the things that need to be done for

children in need."

Breeding says he is in touch with allies in other states, and he hopes to convince the U.S.
Attorney General to weigh in on preventing schools from requiring use of Ritalin and other
medications for children with attention problems.

Shellie Hoffman, director of legal services for the Texas Association of School Boards, says
the Texas state board's resolution accomplishes little.

"First, most school districts already have policies dealing with prescription medications that
fully comply with state law,” Hoffman says. "And while school districts certainly appreciate
the encouragement to be cautious about the effects of these drugs, this is not an area that the
state board has rule-making authority in. And, in fact, whether a child uses these types of
drugs is very often not a decision school districts have any authority over.”

Hoffman says the Texas Slate Board of Education was stripped of much of its authority in
1995, but continues to offer opinions on an array of controversial issues. (It recently
approved a resolution encouraging districts to create policies for neutral "forums" before
school events at which students may speak on issues of their choosing. Hoffman calls such
forums a not-so-subtle invitation to prayer, a topic that has produced much rancor in Texas
since the Supreme Court last spring outlawed student-led prayers before football games.)

Schools unfairly blamed

"I think there is a lot of confusion out there and misinformation in the perception that
schools are pressing families and physicians to medicate children,” says Ted Feinberg,
assistant executive director of the National Association of School Psychologists. "l am sure
there are some schools that are quick to judgment at times for some children having
difficulty, but schools are not the perpetuators of Ritalin as a major answer to so many issues

for children today."

What might be happening with various anti-Ritalin movements today may just be part of a
cycle, he suggests. At the start of the ADD and Ritalin boom a decade ago. many parents and
physicians were pushing for more children to be identified as having ADD, Feinberg points

out.

"l think today the pendulum has just swung in the opposite direction,” he says. "We need
more research on this."”

Feinberg believes it is unfair for schools "to be whipping posts for this issue. Parents need
help and support, and need to be informed about alternatAe strategies before medication."
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But the bottom line on Ritalin is that, "for many children, it often works."
Top of Patre

Reproduced with permission from the Dec. 5, 2000. issue of School Board News. Copyright © 2000,
National School Boards Association. Opinions expressed in this newspaper do not necessarily reflect
positions of NSBA. This article may be printed out and photocopied for individual or educational use,
provided this copyright notice appears on each copy. This article may not be otherwise transmitted or
reproduced in print or electronic form without the consent of the Publisher. For more information, call (703)

838-6789.
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Psychotropic Drug Use in Very Young
Children

iJ Joseph T. Coyle, MD

The study by Zito and colleagues- in this issue of THE JOURNAL on
the use of psychotropic medications in very young children in 2
Medicaid programs and a managed care organization suggests that
1% to 1.5% of all children 2 to 4 years old enrolled in these
programs currently are receiving stimulants, antidepressants, or
antipsychotic medications. The authors also report that the
prevalence of neuropsychopharmacologic interventions in this age
group increased substantially during the last decade.

This reported increased use of psychotropic drugs in very young
children raises important questions. Are the findings aberrant? Are
they consistent with evidence-based medicine? Is there a reason to

be concerned about this new prescribing pattern?

Several recent studies provide additional evidence that the
prescription of psychotropic drugs to very young children has
increased during the last decade. In a review of information from the

Intercontinental Medical Statistics Study, Minde- described a 3-fold
increase in methylphenidate prescriptions in Canada and a 10-fold
increase in the prescription of selective serotonin reuptake inhibitors
in the United States for children 5 years old and younger between
1993 and 1997. This article also summarized findings from
Strasbourg, France, showing that 12% of children beginning school
were receiving psychotropic medications, primarily phenothiazines,
and that 76% of these commenced treatment by their fourth year of
life.

In an analysis of Michigan Medicaid claims, Rappley et al2 identified
223 children aged 3 years or younger who received the diagnosis of
attention-deficit/hyperactivity disorder, the majority of whom had
significant comorbid conditions. While only a quarter of these
children received psychological services, nearly 60% received
psychotropic medications, and almost half of these were prescribed
2 or more psychotropic medications. Thus, the findings of Zito et al-

and Rappley et al2 appear to identify an important change in
psychotropic drug prescribing practices for very young children. As 3
of the 4 data sets are derived from Medicaid populations, the
findings suggest that poor children are experiencing these changes
in drug prescribing practices, but additional investigation in other
populations is required.

It should be emphasized that most of the drugs prescribed involve
off-label use because efficacy of psychotropic drugs has not been
demonstrated in very young children. As noted by Greenhill,-
methylphenidate, the most commonly prescribed drug in these
studles carries a warning against its use in children younger than 6
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schizophrenia in very young children have not been demonstrated.
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1 To ascertain whether the prescribing practices documented by these

» recent reports represent informed practice, | surveyed the editorial
board (48 physicians) of the Journal of Child and Adolescent
Psychopharmacology by facsimile about their prescribing of

j stimulants, clonidine, antidepressants, and antipsychotics for 2- to
4-year-old children (unpublished data, November 24, "1999). The
board consists of expert clinicians and clinical researchers who are
likely to treat the most difficult cases. Seventy-two percent of the
physician board members responded. Most (28 of 35) reported
either no use or very rare prescribing of these medications in this
age group, and only 3 reported prescribing clonidine on rare
occasions. The few positive responses generally were associated
with the description of use of these drugs for severe, intractable
cases such as the management of children with severe self-injurious
behavior. The rarity of the use of psychotropic medications in very
young children reported by experts in pediatric psychopharmacology
suggests that they are much more reticent than the physicians
treating the children in these studies.

Since there is virtually no clinical research on the consequences of
pharmacologic treatment of behavioral disturbances of very young
children, is there a basis for concern about these prescribing
practices? Early childhood is a time of tremendous change for the
human brain. Visual processing, language, and motor skills are
acquired during this sensitive period.” The cortical synaptic density
reaches its maximum at the age of 3 years and is substantially
modified by pruning during the next 7 years.- At the same time, the
cerebral metabolic rate peaks between 3 and 4 years of age.-

Studies in experimental animals indicate that the aminergic systems
that are the target of action of these psychotropic medications play
an important role in neurogenesis, neuron migration, axonal
outgrowth, and synaptogenesis.2 In this regard, it has been shown
INTRODUCTION that depletion of serotonin in the preweanling rat results in a
persistent decrease in cortical synaptic density and in memory

AUTHOR/ARTICLE deficits in adulthood.2 Perinatal treatment of rats with an

INFORMATION antipsychotic drug results in a long-standing abnormality in
dopamine receptor function and altered levels of dopamine and
REFERENCES norepinephrine in adulthood.— Thus, it would seem prudent to carry

out much more extensive studies to determine the long-term
consequences of the use of psychotropic drugs at this early stage of
childhood.

Given that there is no empirical evidence to support psychotropic
drug treatment in very young children and that there are valid
concerns that such treatment could have deleterious effects on the
developing brain, the reasons for these troubling changes in practice
need to be identified. Unfortunately, the study by Zito et al- does not
provide the diagnoses of the children or the professional identities or
specialties of the prescribers, which could shed some light on the
reason for these prescribing patterns. One possible contributing
factor is the way mental health services are provided to children. For
example, many state Medicaid programs now provide quite limited
reimbursement for the evaluation of behavioral disorders in children
and preclude more than 1 type of clinical evaluator per day. Thus,
the multidisciplinary clinics of the past that brought together
pediatric, psychiatric, behavioral, and family dynamic expertise for
difficult cases have largely ceased to exist. As a consequence, it
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appears inai Denaviorany aisiuroea cnuaren are now increasingly
subjected to quick and inexpensive pharmacologic fixes as opposed
to informed, multimodal therapy associated with optimal
outcomes.— These disturbing prescription practices suggest a
growing crisis in mental health services to children and demand
more thorough investigation.
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"Ritalin Bill is response to pressure on parents”
Some .saﬁ it’'ll inhibit teachers from discussiné; child concerns
by Julie Ross, Detroit Free Press, December 24, 2001

It wasn't the mention of her son's fidgeting that surprised Jody Daniels so much.

She expected the teacher at his kindergarten screening test last year to note his squirming
and repetitive kicking. Daniels already suspected her son might have attention deficit
disorder, and because his birthday was so near the kindergarten registration cutoff date, she

had held him back a year so he could mature.

During that year, Daniels researched the disorder and its most commonly prescribed
medication — Ritalin — and decided not to have her son tested or medicated.

What shocked the Wyandotte resident was the teacher's reaction to her decision.

"She asked, 'What do you mean you're not going to do it? '™ Daniels said recently. "I felt this
pressure. | left there in tears.”

According to several Michigan legislators, it's a common occurrence.

That's why state Rep. Susan Tabor, R-Lansing, introduced legislation last summer that's
become known as the Ritalin Bill. It would ban teachers from recommending psychotropic
drugs -- essentially Ritalin — to parents. Connecticut and Minnesota passed similar laws this

year.
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"There have been situations where teachers have said, 'We think your daughter has ADD
and should be on Ritalin,”™ Tabor said. "They shouldn't be making that call.”

Tabor's measure is part of a four-bill package that passed the House last month and awaits
consideration by the Senate's Education Committee, possibly in Januar/.

Originally, the bill went so far as to restrict teachers from discussing a child's behavior with
the parent.

"That would have made parent-teacher conferences real interesting,” said Louise Somaiski,
a Lansing-based legislative coordinator with the Michigan Federation of Teachers.

As the bill stands now, teachers would be allowed to discuss behavior and to recommend
that a child visit a physician. Teachers would not, however, be able to specifically say a child

has ADD or that the child should be on Ritalin.
The teachers federation is neutral about the bill, Somaiski said.
But some legislators say it may prevent teachers from having open discussions with parents.

"I just think that the bill will tie the hands of teachers,” said Rep. Irma Clark, D-Detroit, a
former president of the Detroit Board of Education who voted against the House bill. "It says
teachers cannot even discuss with parents the fact that the child might need Ritalin. | don't

want our teachers being so strapped to where they'd be afraid to even talk to parents.”

Another portion of the Ritalin package would create a 15-member advisory council to
investigate psychotropic drugs and recommend policies regarding their use by children.

The council would include members of the Department of Community Health, the
Department of Consumer and Industry Services and the Department of Education. It also
wculd include a physician, a psychologist, a psychiatrist, a special education teacher, a
general education teacher, a school principal, a school counselor, a school psychologist, a

school nurse, a social worker and two parents.

The council would hold public hearings and compile a report.

Another portion of the legislative package would require the Department of Community
Health to distribute information about psychotropic drugs.

Somaiski said the teachers group supports both of those bills.

"We're always looking for professional development opportunities,” she said. Because Ritalin
"is so prevalent, it's always good to have our members aware of what behaviors to look for

and what to do."

Sherry Feldman, who teaches fourth grade at Brooklands Elementary School in Rochester
Hills, has heard stories of teachers recommending Ritalin to parents, but said the key for

teachers is knowing what to say.

"My policy is there is very special language you can use without mentioning drugs," she
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said. "I don't believe we should be recommending that. But there are ways to say to a
parent, 'l would suggest you see a doctor.™

Daniels said it wasn't the words her son's would-be teacher used that upset her as much as
the pressure to put him on medication. She was so distraught after the initial kindergarten
assessment that she didn't enroll him in their neighborhood Wyandotte school. Instead, she

drives 40 minutes daily to shuttle him to a charter school in Flat Rock.

Daniels said she fears teachers who would prefer to have a quiet, orderly class would have
labeled him with attention deficit disorder from the onset and been more strict about his

behavior.

"He may be ADD or ADHD, but I think he's MCTTSWA — more creative than the system will
allow," she said.
ContactJULIE ROSS at 313-223-4534 orrossé&freepress.com.

Visit CAUSE online for Special Education News, Disability Information and Updates at
htto://www.causeonline.ora orreceive a weekly summary of updates by subscribing to the CAUSE
news digest by visiting httBi/./.mvm.ca.ussaiilijiSi.crd/CAVSEnewsSvbscri.be ,him.-
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ATTENTION DEFICIT DISORDER: A DUBIOUS DIAGNOSIS?

° Purchase this program | Transcript

o CHADD (Children and Adults with Attentin Deficit Disorder)
0 An interview with: Stanley Greenspan. M.D.

° "Ritalin Ain't the Answer" bv Matt Scherbel

0 Books/Organizations

Stron?_ evidence indicates that the epidemic of
Attention Deficit Disorder affecting mostly white,
middle class boys is to a Iarqe extént man-made, one
result of a_long-term, unpublicized financial
relationship bétween the company that makes the most
widely known A.D.D. medication dnd the nation's |
largest "A.D.D. Support Group." That case is made in

our documentary, "A.D.D.-A Dubious Diagnosis?"

No question that A.D.D. is spreadin% along with the
use of powerful psychostimulants. The number of
children being medicated-now an estimated
2,000,000-seéms to be doubling every two years.

In preParm our documentary, we heard time and
again that Ritalin is "all over the schools." Recovering
drug addicts told us that Ritalin was becoming what's
called a_"%atevvay drug," the first drug a child tries,.
And addicts told us that some teenageérs snort Ritalin
for a quick, cheap (but dangerous) High.

uick? Yes, because Ritalin is a stimulant.
heap? Yes, because parents pay the bill.

Dangerous? Yes, powerful enough to kill. The federal
Drug Enforcement Administration, reports that a
Virginia teenager died from s_nortln? Ritalin. We hope
ourdocumentdry and this guide will help parents and
educators find alternatives to unnecessary labels and
powerful drugs-like smaller classes, more” interesting
curricula, and more personal attention at home and in

schoc’.
-John Merrow
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Disorder

Thousands of parents turn to A.D.D. "suEpo.rt groups" for
information and help. They expect that the information will be
accurate, unbiased and comﬁ!ete. The Iargest of these
support groups is CHADD, Children and Adults with Attention

Deficit Disorder.

As we report in "Attention Deficit Disorder: A Dubious

Diagnosis?", many parents do not know that CHADD has for

%ears been receiving large sums of money from the maker of
italin, Ciba-Geigy. |

Here is some ui v.nat CHADD's literature tells parents, along

with information it doesn't present.

CHADD SAYS:
"Psychostimulant medications are not addictive."

WHAT'S NOT SAID:

Methylphenidate and Ritalin are nearly identical to
amphetamine- otherwise known as "speed”. The federal Drug
Enforcement Administration ﬁuts methylphenidate in the
same class of dru?s as morphine and codeine- drugs with
legitimate medical application, but a high potential for abuse.
Withdrawal effects (agitation, marked anxiety, and tension)
from psychostimulants are common, and many doctors
recommend tapering the dosage before discontinuing

medication.
CHADD SAYS:

"The most likely cause of A.D.D. is a chemical imbalance or
deficiency in certain chemicals in the brain that are located in
the area responsible for attention and activity."

WHAT'S NOT SAID:

CHADD bases this claim on a 1990 study by Dr. Alan
Zametkin of the National Institutes of Health (NIH), which
found slightly lower levels of glucose metabolism in the brains
of adults diagnosed with hyperactivity. Not mentioned by
CHADD are the succeeding attempts* to replicate those
results in children. Dr. Zametkin's later studies found "no

CHADD SChiIdren and Adults with Attentin Deficit

3/1/2002 11:08 AM
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statistically significant differences” between the brains of
normal children and children diagnosed with A.D.H.D. The
root cause of the disorder remains unknown.

*Brain Metabolism in Teenagers With ADHD" ((Arch. Gen.
Psychiatry, Vol. 50, May 1993) and "Reduced Brain
Metaholism is Héperactwe Girls" (J. Am. Acad. Child Adolesc.
Psychiatry, 33: 6, July/August 1994)

CHADD SAYS:

"Emotional difficulties, inpludin% substance abuse, are more
likely to occur when a child with A.D.D. is not treated."

WHAT'S NOT SAID:

There are no conclusive studies showing that treatment of
A.D.D. reduces the risk of drug abuse. Even Cih- -Geigy's chief
physician declined to support CHADD's assertion.

CHADD SAYS:

"Medication is not used to control behavior-medication is used
to improve the symptoms of A.D.D."

WHAT'S NOT SAID:

The symptoms of A.D.D. outlined by the American Psychiatric
Association (fidgets with hands or feet or squirms in seat, has
difficulty remaining seated when required to do so, is easily
distracted by extraneous stimuli, etc.) are all behavioral.
Medication is used to help control these symptoms.
Controlling behavior and improving the symptoms of A.D.D.
are one and the same.

CHADD SAYS:

"Between 70-80% of children respond positively to these
(psycho-stimulant) medications."”

WHAT'S NOT SAID:

Research suggests that medication may not b( jo effective a
treatment. Dr. James Swanson, Director of the Child
Development Center at the University of California, has
written: "...the short term effects of stimulants on academic
performance are minimal compared to the effects on

3/1/2002 11:08 AM
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behavior, and there is no evidence of beneficial effects on
learning or academic achievement.,"*

"reatment of A.D.D.. Beyond Medication" (Beyond
Behavior, Fall 1992/Vol. 4 No,l)

CHADD SAYS:

"Hundreds of studies on thousands of children have been
conducted regRardmg the effects of psycho-stimulant
medications. Relatively few long term side effects have heen

identified."
WHAT'S NOT SAID:

Hundreds of studies on stimulant medications have been
conducted, but few have looked at long term side effects.
Measuring the long term effects of pediatric medications is
Froh|b|t|ve because of legal and ethical dilemmas surrounding
he use of children as test subjects. The federal Food and
Drug Administration labeling for Ritalin includes the specific
warning "Sufficient data on the safety and efficacy of long
term use of Ritalin in children are not yet available."

The Experts
An interview with: Stanley Greenspan, M.D.

In the process of putting together "Attention Deficit Disorder:
A Dubious Diagnosis?," we spoke with Dr. Stanley Greenspan,
the child psychiatrist and author of The Challenging Child.
Greenspan writes that many attention problems result from
the way children process visual, auditory, motor, and spatial
information, but these are often misdiagnosed as A.D.D.

DR. GREENSPAN: Many children who come in with attention
problems in a general sense are actually having attention
difficulties in one area but not another area. One little boy
came in with mommy and dadd satymg he never pays
attention in school, but it turned out it was mosth during
writing assignments. Talking to him one on one, he was very
attentive. When he was examining things visually he was very
attentive. It was only when he had to write things that he
became inattentive. There were a lot of writing assignments
in school, so he looked inattentive durmgi a good deal of the
day. Once we found out the primary challenge, we worked on

3/1/2002 11:08 AM
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hist being able to write more effectively...and that helped him
ou

Q- Is medication the only approach to treatment?

DR. GREENSPAN: There are many ways to help a child with
attention problems, One is to shore up the area that's
vulnerable; like writing skills or looking skills or listening
skills, or the way the child reacts to sensations by getting
overloaded. Another approach is using medication along with
therapy to help the child cope better and deal with the -
challenges they face, but if you don't diagnose the particular
problem you're not gomg to know which approach is the most

effective for the child.
Q- How can parents tell if they're getting a proper diagnosis?

DR. GREENSPAN: Ideally, the parents come in first and talk to
the clinician about what their concerns are, what they worry
about, what's going on at school, what's going on at home,
and what their main worries about the child are. Then the
clinician should do a careful review of the child"s functioning in
all areas. There should be a careful developmental h!stor)(],
tracing that child's development from infancy, including the
pregnancy and delivery up through the current age.

Q-Is that what usually hapoens?

DR. GREENSPAN: Sometimes children aren't seen for long
enough periods of time on their own. Instead of being seen
for a whole 45 minute session they are seen for 10 or 15
minutes. Instead of being observed interacting with their
parents, sometimes young children are just provided with a
standardized batter% of tests. Sometimes fam%v function isn't
gone into in as much depth as it should. So it doesn't always
occur the way it ought to occur.

Q- What's the cost of misdiagnosis and mistreatment?

DR. GREENSPAN: If you don't formulate the proper
intervention, then the child's psychological copln_? capamty
won't develop as optimally as it could. As the child gets alon
in life, he won't function- either as a_Farent rearing children,
as a worker out on the job, or as a citizen. We are robbing
our country of the kind of wisdom it's going to need in the

future.
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"Ritalin Ain't the Answer"
by Matt Scherbel

Matt Scherbel was 14 and in the eighth grade at Thomas Pyle
Middle School in Bethesda, MD, when he wrote this for his
school newspaper, "The Pyle Print."

The system wasn't and still isn't made for the extremists. The
perfect student isn't a genius; he only takes extra care and
concern. A stupid kid obviously doesn't fit; he needs more
time to learn to learn and special attention that the system
doesn't like. No, the perfect student is a schmo. He only
hands in what is asked of him, therefore no special praise,
He's quiet and speaks not a word of his own mind.

Schools don't like extremists who like to think and question.
They are the dreamers. That doesn't mean that they are
wrong. The%Just don't fit the norm, so they are labeled and
damned, labeled as A.D.D. (Attention Deficit Disorder).

so the doctors dope us up with Ritalin and control our minds
with low doses of speed. The teachers pay us no mind until
our minds are under control. It screws Uﬁ our train of thought
and makes us one-dimensional. We Eet eadaches and almost
depressed gettm% on and off it. It takes awaY extra
imagination and flow of the mind, hence destroying the true,
purest ideas of my mind. | can't think right, and for six hours
of the day, I'm not me. I'm what the system would like me to

The schools should shape our education around our
idiosyncratic minds, our quaint minds, our quirky minds, our
crackpot minds, our curious minds. Where would we be
without eccentric people? We need them. The system should
not shape our minds with dope and low doses of speed; the
system should be shaped around us.

Ritalin does not help me learn; it simply lowers my mind
down between the selected lines :r which we are taught.
Who's going to get further in life, the schmo with the same
texthook answers and ideas, or the "A.D.D. kid" who can offer
ideas that have never been thought of or a new perspective
on something?

| truly look forward to the day when Ritalin isn't an answer.
To the day when every student is labeled "learner.”

Y122 11BAM


http://www.pbs.org/merrow/reposiiory/Telcvision/Past/_atin/guidc.htm

I lie Mcrrow Report- A.D.D.-A Dubious Diagnosis'/

7til'8

BOOKS:

The U.S. Department of Education publishes a list of books
about A.D.D. Copies of "Where do | turn?: A resource
directory of materials about Attention Deficit Disorder" can be
ordered through Eric Document Reproduction service
(1.800.443.ERIC) Document #ED-370333.

In The Challenging child, (New York, Addison Wesley, 1995)
Psychiatrist Stanley Greenspan outlines numerous kinds of
attention problems that stem from the way children process
information, Greenspan believes a proper diagnosis is the first
step to finding the correct treatment.

The War Against Children (New York, St. Martin's Press,
1994) by Dr. Peter.Breggm and G|n%er Ross Breggm takes a
critical look at Ritalin and A.D.D. Other books by Dr. Breggin
include Toxic Psychiatry and Talking Back to Prozac., also
published b/ St. Martin"s Press.

In The myth of the ADD child, (New York, Dutton Press,
1995) Dr. Thomas Armstrong outlines 50 ways to improve a
child's attention span without drugs or labels.

The Physician™s Desk Reference, published by Medical
Economic Data in Montevale, NJ. contains F A—,aP,proved
labeling information for Ritalin and other prescription drugs.
The PDR can be found in most public libraries.

Dr. James Swanson Ph.D has published many scientific
studies on stimulant medication for children. To learn what to
expect from medication, read "Effect of Stimulant Medication
on Children with Attention Deficit Disorder: A Review of
Reviews", Exceptional children, Vol. 60, no. 2, pp 154-162.

ORGANIZATIONS:

Children and Adults with Attention Deficit Disorder
éCHADD)
HADD |
499 Northwest 70th Avenue, Suite 109
Plantation, FL. 33317

The nation's Iarc%est A.D.D. support group, CHADD publishes
newsletters, fact sheets and educators' manuals. CHADD

http:/Mmww.pbs.org/merrow/repository/Television/Past/_altn/guide.himl
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presents itself as an impartial source of information for
parents; only after we began our investigation did CHADD tell
ts members-in ver% general terms-about its financial supﬁort
from C|ba—G,e|(_1y, Abbott Labs and Burroughs Wellcome, the
makers of Ritalin, Cylert, and Dexedrine respectively.

The Center for The Study of Psychiatry

4628 Chestnut Street
Bethesda, MD 20814

Founded by Dr. Peter Breggin, the center describes itself as a
research and educational network devoted to reform in
psychiatry and to offering independent analyses of current
psychiatric theories and practice. The center publishes
newsletters and holds annual meetings for members.

The Feingold Association of the United States

PO E x 6550
Alexandria, VA 22306

Founded by Dr. Benjamin Feingold, this organization is
committed to the belief that ADHD symptoms arise from
artificial food additives and preservafives. It endorses a diet
designed to lessen reactions that may create ADHD

symptoms.

[ Home | Television | Radio | Sales info | Archives | About us | Feedback | PBS
Online]
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Senator Bettye Davis

Sectional Analysis

recommending that a student be given psychotropic drugs.

gecftitﬁn %_”Technical amendment to accommodate the addition of AS 47.10.019(b) in sec.
of this hill.

Section 2. Prohibits a child from being considered to be a child in need of aid simply
based on the refusal of the child’s custodian to give psychotropic drugs to the child.
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Subject: Tomorrow's testimony on SB 230
Date: Mon, 4 Mar 2002 00:39:15 EST
From: WindWamer@aol.com

To: Senator_Lyda_Green@ legis.state.ak.us

March 4, 2002

Testimony before the Alaska Health, Education, and Social Services Committee
in support of Senate B ill 230, aCceAn Act relating to recommending or refusing
psychotropic drugs as a treatment for children and to the evaluation and
treatment of children with behavioral or psychological problems.a€D

From: Richard Warner, President
Citizens Commission on Human Rights of Seattle

This legislation represents a first step toward establishing clear

lim itations on the ability of state agencies to force parents to give normal
children mind-altering drugs. The decision to give or not give a child such
drugs must come only from the parent or guardian.

The drugging of children with psychotropic drugs is skyrocketing. Keep in
mind, these psychiatric drugs have never been approved for use on children.
The only exceptions are Ritalin and Paxil SC" and they are not approved for
children under six years old. And yet what do we find?

In November 1999, the U.S. Drug Enforcement Administration (DEA) warned about
a record six-fold increase in R italin production between 1990 and 1995 The

United States uses approximately 90% of the world's R italin.

A February 23, 2000 study in the Journal of the American Medical Association
(JAMA) warned about the rapidly escalating psychiatric drugging of children.
According to the study, "Stimulant treatment in preschoolers [2-4 years
old] increased approximately 3-fold during the early 1990’s.”™ A survey by IMS
Health, a company that measures drug usage for the pharmaceutical industry,
found that the use of newer antidepressants like Prozac, Zoloft, Paxil, and
Luvox on children less than 6 increased 580% between 1995 and 1999.

According to the Alaska Dept, of Education figures, the number of children in
the disability category which includes ADD and ADHD (aCoeOther Health

Impaireda£G) increased by nearly 200% between December 1995 and December 2000.

During that period total school enroliment increased approximately 7%,

According to the Drug Enforcement Agency, in the year 2000, methylphenidate
(Ritalin) prescriptions in Alaska totaled 2,645 grams per 100,000 people.
Thata€Os 529,000, 5 mg Ritalin tablets. And that is just one of many drugs
being given to children.

Many states are responding to the escalating drugging of children by passing
laws and regulations designed to control the labeling and drugging of
children and to prevent state agencies from intimidating parents into putting

their children on psychotropic drugs.

Last year both Connecticut and Minnesota passed laws barring schools from
telling parents they must put their children on drugs and Minnesota and Utah
passed laws preventing Child Protective Services from finding a parent guilty
of neglect for refusing to drug their child. Arizona, California, Colorado,
lowa, Kentucky, Missouri, Michigan, New York, New Jersey, Utah, Washington,
Wisconsin and Vermont have also introduced similar legislation.

A Utah b ill which we support passed out of the House last week (66 a€" 4) and
has been sent directly to the floor of the Senate for a vote. It w ill very

3/4/2002 9:33 AM
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likely be passed this week. This D ill prohibits teachers from recommending
or requiring psychotropic drugs for a child or recommending psychiatric
treatment or evaluation for a child.

The Utah b ill also provides that the Division of Child and Family Services
may not remove a child from his or her parents because the parents refuse to

drug their child.

It is reasonable to suggest, and courts have ruled, that the state should not
intervene in parentsaC™ decisions regarding medical treatment for their
children when there is no clear consensus regarding the effectiveness and

risks of a proposed treatment.

When the risks have been proven to be serious, as is the case with
psychotropic drugs, and the diagnosis itself is in question, there is even
more reason to clearly state the lim its of state intervention,

Adverse reactions to these drugs listed in the Physiciana€™ s Desk Reference
include anorexia, nausea, dizziness, rapid heartbeat, cardiac arrhythmia,
abdominal pain, and weight loss. Adverse reactions reported to the Food and
Drug Administration include physiological problems such as liver disorders,
blood disorders, and convulsions, including gran mal seizures, and mental and
emotional reactions such as agitation, hostility, abnormal thinking,
hallucinations, psychosis and personality disorders. There have heen brain
changes reported in various studies, including a 20-30% decrease in blood
flow to all parts of the brain and cerebral atrophy - brain shrinkage.

The very diagnosis itself is apparently baseless. In 1998 the National

Institutes of Health held the "NIH Consensus Development Conference on

Diagnosis and Treatment of Attention Deficit Hyperactivity Disorder [ADHD]"

to decide if there was a legitimate scientific basis for the diagnosis. The
Conference aCoeConsensus StatementaCO stated, aCoeaC| we donaCTOt have an independent,
valid test for ADHD; there are no data to indicate that ADHD is due to a

brain malfunctionaC"' and finally after years of clinical research and

gxperience with ADHD, our knowledge about the cause or causes of ADHD remains

speculative.a€D

In June 2000, the United States Supreme Court upheld a decision by the
Washington State Supreme Court that hinged on parental rights. In the case,

Troxel v. Granville, the court ruled,

Accordingly, so long as a pa.ent adequately cares for his or her children (
i.e ., is fit), there w ill normally be no reason for the State to inject
itself into the private realm of the family to further question the ability
of that parent to make the best decisions concerning the rearing of that

parenta€™ s children.

dfj the Due Process Clause does not permit a State to infringe on the
fundamental right of parents to make childrearing decisions simply because a
state judge believes a a€cebettera€D decision could be made.

This b ill is an important step toward protecting parents and children.
We do feel that this b ill can be made much stronger and would suggest the
Utah b ill (House B ill 123) as a model.

Sincerely,

Richard Warner, President

Citizens Commission on Human Rights of Seattle
300 Lenora St., #B252

Seattle, WA 98121

(206) 283-1099 (office)

(206) 527-3501 (home)

email; windwarnerOaol.com

3/4/2002 9:33 AM
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Subject: SB 230 re psychotropic drugging ofchildren
Date: Mon, 4 Mar 2002 00:07:36 EST
From: WindWamer@ aol.com
To: Senator_Lyda_Green@legis.state.ak.us

Dear Senator Green,

| w ill be testifying tomorrow (Mar. 4) on a b ill sponsored by Senator
Bettye Davis, SB 230. This legislation relates to the drugging of children
with psychotropic drugs for alleged behavioral disorders. | thought you
shmid know that such legislation has been offered in many states and it is
usually sponsored and pushed forward by Republicans. | am attaching a copy
of a b ill which just passed the House (66-4) in Utah (HB 123) and w ill go
directly to the Senate floor to be voted on. It w ill most likely be passed
by the Senate this week. It is a Republican b ill and represents the efforts
of a number of stakeholders including the schools, psychiatrists, medical
board, representatives of the disabJlity community, the National Alliance for
the Mentally 111, and the Utah Protection and Advocacy System. My testimony
for tomorrow w ill follow in a separate email

Sincerely,

Richard Warner, President

Citizens Commission on Human Rights of Seattle
300 Lenora St., # B252

Seattle, WA 98115

(206) 283-1099 (office)

(206) 527-3501 (home)

email: windwarner@ aol.com

3/4/2002 9:34 AM
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Representative Katherine M . Bryson proposes the following substitute bill:

MEDICAL RECOMMENDATIONS FOR
CHILDREN

2002 GENERAL SESSION
STATEOF UTAH

1

2

3

4

5 Sponsor: Katherine M. Bryson
6

7

8

9

This act modifies the State System of Public Education code and the Judicial Code by
prohibiting school personnel from making certain medical recommendations for a child,
including the use of psychotropic drugs. This actprovides that the Division of Child and
Family Services may not initiate an investigation or remove aminor from the custody of his
10 parenton the basis of the refusalof the parent to consent to the administration ofa
11 psychotropicdrug toachild, or to consent to certain treatments or evaluations of the child.

12 This act affects sections of Utah Code Annotated 1953 as follows:

13 AMENDS:

14 78-3a-301 (Subsection (I)(m) is repealed 07/01/02), as lastamended by Chapters 153
15 and 250, Laws of Utah 2001

16 ENACTS:

17 53A-11-602, Utah Code Annotated 1953

18 Beit enacted by the Legislature of the state of Utah:

19 Section 1. Section 53A-11-602 is enacted to read:

20 53A-11-602. Prohibited recommendations - Psychotropic drugs - Exceptions -
21 Penalties.

22 (1) As used in this section:

23 (a) "school" means apublic school:

24 fh) "federal education law™ means:

25 () 20 U.S.C. Sec. 1401 etseq.:

HB012354
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26 (i) 20U.S.C. Sec. 7101 etsea.:

27 (in) 29 U.S.C. Sec. 794: and

28 (iv) 42U.S.C. Sec. 12101 et sea.

29 (2) Exceptasprovided in Subsection (4) or (5), school personnel may not:

30 (a) recommend to aparentor guardian thatachild h [nnistl h take or h [must! h continue
to

30a  take a

31 psychotropic drug as acondition for attending school:

32 (b) require thatachild take orcontinue to take a psychotropic drug as a condition for

33 attending school:

34 (c) recommend that a parent or guardian seek or use any of the following:

35 (i) the administration of any psychotropic medication to a child:

36 (ify apsychiatric h [j] OR h psychological h f.or behaviorallh treatment for achild: or
37 (i) apsychiatric h for behavioralhealth! h evaluation of a child:

38 (d) conduct a psychiatric or behavioral health evaluation of a child:

39 (e) recommend a h [private! SPECIFIC h licensed physician, psychologist, or anyother

39a  health specialist
40  toaparentor guardian forachild; or
41 (f) make achild abuse or neglect report to authorities, including the Division of Child and

42  Family Services, solely on the hasis that a parentor guardian refuses to consent to:

43 (a) the administration of a psychotropic drug to a child:

44 (b) apsychiatric, psychological, or behavioral treatment for a child: or

45 (c) apsychiatric or behavioral health evaluation of a child.

46 (3) Nothing in this section may be construed to restrict school personnel from:

47 (@) communicating information between school personnel regarding a child: K [or]h

48 (b) informing achild's parent or guardian of a perceived behavioral problem of the child.
49  provided that:

50 (i) an assertion or recommendation is not made in violation of Subsection (2): and

51 (ify an attemptis not made to denigrate criticize, or punish a parent, guardian, or child for

52 adecision made by the parent or guardian for the child to take, not take, or discontinue to take a

53 psychotropic drug ft[:]; OR h

53a h rh~(e)~EXEne)StNG THEIR AtffHen iT¥-nEbATINE-"Fe THE READMISSION 9F-A rHrtrB
53b  WHO-HAS-BEEN-SBSPENDED OR EXPEhRHED-FOR A VIOLATION Or-SECTION -53A-11-904-!il
53¢ (c) EXERCISING THEIR AUTHORITY RELATING TO THE PLACEMENT W'TIVM THE SCHOOL

53  OR READMISSION OF ACHILD WHO MAY BE OR HAS BEEN SUSPENDED OR EXPELLED FOR A

-2 - House Floor Amendments 2-28-2002 khdsi
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55
55a
55b

56
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(4) Notwithstanding Subsections (2)(c) and (d), a h [icensed mentalfealth professional
cmnloved-bv a school! MENTAL HEALTH PROFESSIONAL ACTING INACCORDANCE WITH TITLE 58.
CHAPTER 60. MENTAL HEALTH PROFESSIONAL PRACTICE ACT. WORKING WITHIN THE SCHOOL

SYSTEM h may, for the sole puipose ofcomplying with federal education law:
(a) recommend, butnotrequire, a psychiatric or behavioral health evaluation ofachild:

-2a-
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(b) recommend, but not require, psychiatric, psychological, or behavioral treatment for a
child: and

(c) conduct apsychiatric or behavioral health evaluation of a child with the consent of the
child's parentor guardian.

(5) Notwithstanding Subsection (2)(e). a school district may make available to an
interested parent or guardian a list of community resources, which may include mentalhealth
services, provided that the list conspicuously states the following:

"This list is provided as a resource to you. The school neither recommends nor requires
that you use this list or any of the services provided in it. Itis for you to decide what services, if
any, to access and from whom you wish to obtain them."

(6) A local school board shall adopt apolicy that indicates thata violation of this section
is cause for disciplinary action under Section 53A-8-104.

Section 2. Section 78-3a-301 (Subsection (I)(m) is repealed 07/01/02) is amended to
read:

78-3a-301 (Subsection (I)(m) is repealed 07/01/02). Removing a child from his home
—Grounds for removal —Exigent circumstances.

(1) The Division of Child and Family Services may notremove achild from the custody
ofhis natural parent unless the division complies with the provisions of Title 62A, Chapter 4a,
Child and Family Services, including Subsections 62A-4a-103(2)(h) and 62A-4a-201(3), and
unless there is substantial cause to believe that any one of the following exist:

(a) there is a substantial danger to the physical health or safety of the minor and the minor's
physical health or safety may not be protected without removing him from his parent's custody.
Ifaminor has previously been adjudicated as abused, neglected, or dependent, and a subsequent
incident of abuse, neglect, ordependency has occurred involving thesame alleged abuser orunder
similar circumstance as the previous abuse, that fact constitutes prima facie evidence thatthe child
cannot safely remain in the custody of his parent;

(b) aparentengages in or threatens the child with unreasonable conduct that causes the
minor to suffer emotional damage and there are no reasonable means available by which the
minor's emotional health may be protected without removing the minor from the custody of his

parent;
(c) (i) the minor oranother minor residing in the same household has been physically or
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sexually abused, oris deemed to be at substantial risk of being physically or sexually abused, by
aparent,amember of the parent's household, or other person known to the parent.

(i) For purposes of this Subsection (I)(c), another minor residing in the same household
may not be removed from the home unless that minor is deemed to be at substantial risk of being
physically or sexually abused as described in Subsection (1)(c)(i) or (iii).

(i) 1faparenthasreceived actual notice that physical or sexual abuse by a person known
to the parent has occurred, and there is evidence that the parent failed to protect the child by
allowing the child to be in the physical presence of the alleged abuser, that fact constitutes prima

facie evidence that the child is at substantial risk of being physically or sexually abused;
(d) the parentis unwilling to have physical custody of the child;
(e) the minor has been left without any provision for his support;

(f) aparentwho has been incarcerated orinstitutionalized has not orcannot arrange for
safe and appropriate care for the minor;

(g) arelative orother adult custodian with whom the minor has been left by the parentis

unwilling or unable to provide care or support for the minor, the whereabouts of the parent are
unknown, and reasonable efforts to locate him have been unsuccessful;
() the minoris in immediate need of urgent medical care;
(i) (i) aparent's actions, omissions, or habitual ac.ion create an environment that poses

a threat to the child's health or safety; or
(i) aparent's action in leaving achild unattended would reasonably pose a threat to the

child's health or safety;

(j) (i) the minor or another minor residing in the same household has been neglected; and

(ity forpurposes of Subsection (j)(i), another minor residing in the same household may
not be removed unless that minor is deemed to be at substantial risk of being neglected;

(k) an infant has been abandoned, as defined in Section 78-3a-313.5;

(1) the parent, or an adult residing in the same household as the parent, has been charged
orarrested pursuant to Title 58, Chapter 37d, Clandestine Drug Lab Act, and any clandestine
laboratory operation, as defined in Section 58-37d-3, was located in the residence or on the
property where the child resided; or

(m)the child's welfare is otherwise endangered, asdocumented by the caseworker. This

Subsection (I)(m) is repealed on July 1, 2002 unless further authorized by the Legislature.
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(2) The Division of Child and Family Services may notremove aminor from the custody

of his parent solely on the basis ofeducational neglect.
(3) The Division of Child and Family Services may notremove aminor from the custody

SRREBES

of his parent solely on the basis of mental illness of the parentin the absence of one of the factors

123 described in Subsection (1).
124 (4) The Division of Child and Family Services may not initiate an investigation orremove

125  aminor from the custody of his parent on the basis of the refusal of the parent h SOLELY ii to

125a consent to:

126 (a) the administration of a psychotropic drug to a child;

127 fb) apsychiatric, psychological, or behavioral treatment for a child: or

128 (c) apsychiatric or behavioral health evaluation of a child.

129 [(4)] £5) The Division of Child and Family Services shall comply with the provisions of

130 Section 62A-4a-202.1 in effecting removal of achild pursuant to this section.

131 [(5)] £6} (a) A minor removed from the custody of his natural parent under this section may
132 notbe placed or keptin a secure detention facility pending court proceedings unless the minor is
133 detainable hased on guidelines promulgated by the Division of Youth Corrections.

134 (b) A minorremoved from the custody of his natural parent but who does not require

135  physical restriction shall be given temporary care in:

136 () ashelter facility; or
137 (i) anemergency kinship placementin accordance with Section 62A-4a-209.

-5- House Floor Amendments 2-28-2002 kii/csi



FISCAL NOTE

STATE OF ALASKA Fiscal Note Number:

2002 LEGISLATIVE SESSION Bill Version: SB 230
() Publish Date:

Revision Date/Time (Note if correction): Dept. Affected: EED

Title Psychotropic Drugs for Children 'BRU Teaching and Leaning Support
Component Special & Supplemental Services

Sponsor Davis

Requester S HES Component No. 166

Expenditures/Revenues (Thousands of Dollars)

Note: Amounts do notinclude inflation unless otherwise noted helow.

OPERATING EXPENDITURES FY 2003 FY 2004 FY 2005 FY 2006 FY 2007 FY 2008
Personal Services

Travel

Contractual

Supplies

Equipment

Land & Structures

Grants & Claims

Miscellaneous
TOTAL OPERATING 0.0 00 0.0 0.0 c.0 0.0

ICAPITAL EXPENDITURES | | I [ I
CHANGE IN REVENUES ( ) [ j | | | j
FUND SOURCE (Thousands of Dollars)

1002 Federal Receipts

1003 GF Match

1004 GF

1005 GF/Program Receipts

1037 GF/Mental Health

Other (Specify Type-Do not abbreviate)

TOTAL 0.0 0.0 0.0 0.0 0.0 0.0
Estimate of any current year (FY2002) cost: 0.0
Check this box (X) if funding for this bill is Included In the Governor's FY 2003 budget proposal: |
POSITIONS
Full-time
Part-time
Temporary

ANALYSIS:  (Atfachaseparate page ifnecessary)

This bill would prevent school personnel from recommending the use of psychotropic drugs for students
demonstrating emotional or behavioral concerns. Italso requires that Ifschool personnel perceive that a
student may have a behavioral or psychological problem, a letter be sent to the parent recommending an
appropriate medical or behavioral evaluation. The hill's sponsor has indicated that the bill will not prevent
appropriately trained school personnel, such as school psychologists or school nurses, from discussing
factors related to medication with parents as part of their normal duties. While no expense is expected for
the department since no additional duties are required for departmental staff, the requirement of a letter
will have some fiscal impact on local school districts.

Prepared by:  Greg Maloney, Special Education Administrator Phone 465-2972
Division Teaching and Learning Support Date/Time 3/1/02 4:56 PM
Approved by: Ed McLain, Deputy Commissioner of Education Date 3/1/2002
Agency Department of Education & Early Development

(Rovsod 92001 OVB) Page 1of 1__



A 1laska State L egislature

Senate . H'hfle m Session
Health, Education & o State Capitol
Social Services A ' Juneau, Alaska 99801
“r T (41)7) -465-3822

Committee
' Fax:(907)465-3756
Senate . lL.—L_.. .
Labhor & Commerce k| ~ ' While in Anchorage
Committee ' 716 West 4th Ave.
D Anchorage, Alaska 94501
Stte AT SENATOR BETTYE DAVIS (907 265-0148
Committee
Senate Bill SB 230 "An Actrelating to recommending or

refusing psychotropic drugs as a
treatment for children and to the
evaluation and treatment of children
with behavioral or psychological
problems.”

Sponsor Statement

The use ofpsychiatric drugs inour nation 3 schools has more than
doubled in the first half of the last decade and continues to escalate.
There are documented incidences of highly negative consequences In
which psychiatric prescription drugs have been utilized for what are
essentiallyproblems of discipline,which may be related to a variety of
causation. There is also parental concern 1”*garding the i1ssue of
diagnosis and medication and their impact on student achievement.

In recognition of the importance that only physicians shouldmake
psychiatric diagnoses of behavioral problems, recommend psychiatric
screening for specific behavioral problems, and suggest the use of
psychiatric medication for a student, this bill would require school
boards to adopt policies on recommendations that a student be given
psychotropic drugs. Itwould also prohibita child from being considered
a childinneed ofaid or taken into state custody based on the refusal of

the child3 custodian to give psychotropic drugs to the child.

SPONSOR STATEMENT
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