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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.
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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

N DA I n fO fa X Hearing irpaired: I-888—1TY—NII?A£1—888—889—6432;

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.

76 US.INEWS & World riport. November Ir. iws



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

80

cation hasawhoppi

It5 the long run %S uncertain. The

U.S.News & World report. November j). iwb

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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This statement will be published as:

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

http://odp.o<Lnih.gov/consensus/cons/l 10/110_statemcnt.htm
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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
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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;
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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.
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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.
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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.
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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.
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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.”
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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.

Page 4 State Update June/July 2001



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.
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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.
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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
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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
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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



Texas School Quick Fact
School District Accountability Ratings*
CJAod Acctpt. }

Hflrcogrujed
Quiffipliry ~ 44.5%
Last Year This Year

« Academicilly Unacceptable — 5 (istnctj lu« yeal 1l dijuict ihis year.

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

Volume 18

ducation

Sept. 10,2001 Issue 27

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,



Senate Bill 230

Psychotropic Drugs For Children

S im ilar L egislationmn

M innesota



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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