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Q : S h o u ld  s c h o o ls  u s e  b e h a v io r a l  

s c r e e n in g  to  f in d  'a t  r is k ' c h i ld r e n ?

Yes: Kids with serious emotional 
problem s need to be identified early 
on and helped.
By James M. Kauffman 
(click here to go to Bev's rebuttable)

"Behavioral s c r e e n i n g "  means selecting students who are at highest risk 
for behaving in a socially unacceptable manner. Such behavior degrades 
schools and short-circuits students' future.

Unlike psychological testing, behavioral screening does not delve into 
the student's mental life or psychological processes. It is merely a process of 
identifying students who are most likely to cause trouble to others and 
themselves. Public schools should use behavioral screening, but only if they 
follow it with actions shown to reduce the likelihood of problem behavior.
By "problem behavior" I mean behavior that is very likely to be judged 
unacceptable or maladaptive -  fighting, intimidating others, mean-spirited 
teasing, disobedience to adulis, disrespectful conduct, extreme social 
withdrawal and other ways of demonstrating a lack of social awareness or 
congeniality.

Some public schools have become places where obstreperous, mean, 
disrespectful, intimidating behavior is treated as "okay" and "normal." 
Properly implemented behavioral screening identifies students whose 
behavior is unacceptable, even if they are just starting to exhibit such bad 
conduct. And, if it is followed by best behavior-management practices,
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behavioral screening allows teachers to nip these problems in the bud -- to 
prevent them from escalating into something worse.

Most teachers know which students probably are headed for trouble. 
However, most problem students aren't formally identified until they are 
about 15 years old and their problems are longstanding and severe -- way too 
late for prevention. Teachers do better in identifying high-risk youngsters of 
any age when they have a systematic way of describing kids' behavior and 
know just what to look for. The most accurate and reliable behavioral 
screening methods rely on teacher judgments guided by rating and 
observation instruments that have been field-tested. The best such 
instruments are the SSBD (Systematic Screening for Behavior Disorders) 
and the ESP (Early Screening Project), created and field-tested by 
educational researcher Hill M. Walker and his associates at the University of 
Oregon. Some school districts have purchased these instruments or adopted 
behavioral-screening policies. However, 1 do not know — and I doubt anyone 
does -- which districts or states have attempted to implement behavioral 
screening and related preventive practices as field-tested and recommended 
by Walker and his colleagues or other prominent scientists.

Here's the essential question you have to ask when you weigh the pros 
and cons of behavioral screening: Would I rather let problems become 
intolerable before doing something about them or, alternatively, identify 
problems when they're not so bad and prevent them from getting worse? The 
simple fact is th at you can't prevent something after it happens. Either you 
prevent it or you let it happen and then bemoan it.

The only reason to use behavioral screening in schools is prevention. 
School personnel and the general public increasingly call for the prevention 
of school shootings and other outrageous acts of violence. Preventing such 
incidents would save a lot of money, not to mention lives and misery. But 
ignorance and politics stand in the way. So we wait for catastrophe, then ask 
why it happened. Here are some arguments people trot out to defeat 
prevention, even while saying they want it. I discuss these in detail in "How 
We Prevent the Prevention of Emotional and Behavioral Disorders" in the 
journal Exceptional Children (Summer 1999).

We don't want to label and stigmatize kids. You can't prevent what you 
can't talk about, and you can't talk about something without a label for it. 
Furthermore, there is no credible evidence that labels and stigma are the 
problem. Kids behave badly, then get labeled — not the other way around.
And those who feel no guilt, those who experience no stigma attached to 
unacceptable behavior, are more likely headed for bigger trouble than those 
who do.

We don't want to "medicalize" or "psychologize" the problem. We 
haven't. We have made it a legal problem. False accusation, privacy, due 
process and other legal matters are the objections people tend to raise.

False positives arc unacceptable. Every screening device produces some 
errors: false positives and false negatives. A false positive means the 
screening identifies someone it shouldn't have; a false negative means 
someone who should have been identified was overlooked. Which kind of 
error is more dangerous? It depends on the consequences. False positives -- 
for example, false convictions -  are what judges and juries try hardest to 
avoid. False negatives, which involve overlooking illnesses, are the dangers

2 ill' N 3/1/2002 10:07 At

http://www.ninehundred.net/~e


T H E  F O L L O W I N G  D O C U M E N T ( S )  

H A V E  B E E N  R E F I L M E D  T O  

A S S U R E  L E G I B I L I T Y  O R  P A G I N A T I O N

Central M icro film  Services
Departement o f  Education & Early Development
State o f  Alaska



Uuv s recent article m insight Magazine http://www.ninehundred.net/~eakrnan/insiglit_19990921.litml

2 of 8

behavioral screening allows teachers to nip these problems in the bud -  to 
prevent them from escalating into something worse.

Most teachers know which students probably are headed for trouble. 
However, most problem students aren't formally identified until they are 
about 15 years old and their problems are longstanding and severe — way too 
late for prevention. Teachers do better in identifying high-risk youngsters of 
any age when they have a systematic way of describing kids' behavior and 
know just what to look for. The most accurate and reliable behavioral 
screening methods rely on teacher judgments guided by rating and 
observation instruments that have been field-tested. The best such 
instruments are the SSBD (Systematic Screening for Behavior Disorders) 
and the ESP (Early Screening Project), created and field-tested by 
educational researcher Hill M. Walker and his associates at the University of 
Oregon. Some school districts have purchased these instruments or adopted 
behavioral-screening policies. However, I do not know — and I doubt anyone 
does -- which districts or states have attempted to implement behavioral 
screening and related preventive practices as field-tested and recommended 
by Walker and his colleagues or other prominent scientists.

Here's the essential question you have to ask when you weigh the pros 
and cons of behavioral screening: Would I rather let problems become 
intolerable before doing something about them or, alternatively, identify 
problems when they're not so bad and prevent them from getting worse? The 
simple fact is th at you can't prevent something after it happens. Either you 
prevent it or you let it happen and then bemoan it.

The only reason to use behavioral screening in schools is prevention. 
School personnel and the general public increasingly call for the prevention 
of school shootings and other outrageous acts of violence. Preventing such 
incidents would save a lot of money, not to mention lives and misery. But 
ignorance and politics stand in the way. So we wait for catastrophe, then ask 
why it happened. Here are some arguments people trot out to defeat 
prevention, even while saying they want it. I discuss these in detail in "How 
We Prevent the Prevention of Emotional and Behavioral Disorders" in the 
journal Exceptional Children (Summer 1999).

We don't want to label and stigmatize kids. You can't prevent what you 
can't talk about, and you can't talk about something without a label for it. 
Furthermore, there is no credible evidence that labels and stigma are the 
problem. Kids behave badly, then get labeled -  not the other way around,
And those who feel no guilt, those who experience no stigma attached to 
unacceptable behavior, are more likely headed for bigger trouble than those 
who do.

We don't want to "medicalizc" or "psychologize" the problem. We 
haven't. We have made it a legal problem. False accusation, privacy, due 
process and other legal matters are the objections people tend to raise.

FaLe positives are unacceptable. Every screening device produces some 
errors: false positives and false negatives. A false positive means the 
screening identifies someone it shouldn't have; a false negative means 
someone who should have been identified was overlooked. Which kind of 
error is more dangerous? It depends on the consequences. False positives -- 
for example, false convictions -- are what judges and juries try hardest to 
avoid. False negatives, which involve overlooking illnesses, are the dangers

3/1/2002 10:07 AM

http://www.ninehundred.net/~eakrnan/insiglit_19990921.litml


Bev's recent article in Insight Magazine

M B m B m s m s m m s

http://www.ninehundred.nei/~eakman/insight_ 19990921 .html

doctors worry about most. Legally, we worry most about personal rights; 
medically, we worry most about health and safety. Educators, like 
physicians, should choose to be safe rather than sorry. In Consilience; The 
Unity of Knowledge. Edward O. Wilson puts it this way: "In ecology, as in 
medicine, a false positive diagnosis is an inconvenience, but a false negative 
diagnosis can be catastrophic. That is why ecologists and doctors don't like 
to gamble at all, and if they must, it is always on the side of caution. Il is a 
mistake to dismiss a worried ecologist or a worried doctor as an alarmist." It 
is also a mistake to dismiss a worried teacher as an alarmist. Too often, 
educators' worries are dismissed until the problem is severe. Then, of course, 
it is too late for prevention, and the action demanded by the public and the 
law is suspension, expulsion or imprisonment.

Spe cial education and related interventions don't work. Screening may 
result in special education or related services, such as counseling. Special 
education can and often does work well in preventing the catastrophic 
consequences of academic failure and unchecked misbehavior. Of course 
anything can be poorly implemented, producing bad results. But when 
special education and related programs are conducted well, identifying the 
students who neec them and providing the services do more good than harm. 
False positives aren't as dangerous as false negatives.

We don't want to place any student in a restrictive environment. Every 
place is restrictive of some things and not of others. Schools should restrict 
bad behavior in an effective and humane way. Students should be placed in 
classes and schools where their unacceptable behavior and academic failure 
are restricted and their desirable conduct and academic learning effectively 
are encouraged.

We don't want to identify more students for special services; we already 
serve too many. If you want to prevent problems, then you have to identify 
more kids -- address problems earlier, which inevitably means identifying 
more students than we do now, when we wait for the problems to get out of 
hand.

Special education and related services cost too much. You have to 
spend more now on screening and prevention to save money in the long run. 
Prevention isn't free any way you cut it, but it's cheaper than the alternative. 
Most Americans, including elected representatives, don't take the long view. 
They'd rather have low taxes now or even tax cuts and ostensible legal 
protections than spend money on prevention that would save dollars down 
the road and make schools safer. Whose fault? We elect our representatives.

Don't worry, this kid will grow out of it. Such "developmental 
optimism" isn't often warranted in the case of aggressive, disruptive, 
disobedient, intimidating, can't-pay-attention behavior. All the evidence 
indicates this kind of behavior is poison for a child's future — likely to get 
worse without appropriate management.

Too many minority kids get identified. Too few kids of every ethnic 
group are identified. The evidence is overwhelming that any observed 
disproportion in identification is not a result of overidenlification of minority 
students but underidentification of others.

Diversity is to be welcomed, and deviance is in the eye of the beholder. 
Difference is not necessarily deviance. But some kinds of diversity are not 
okay, especially the disruption, aggression, academic failure, inattention,
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disobedience and disrespect that are the primary targets of behavioral 
screening. Deviance is behavior that leads to unacceptable later outcomes, 
and we can define it away or deal with it as a reality.

But, let's suppose that a school, district or state decides to do behavioral 
screening, using a field-tested instrument such as the SSBD or ESP to guide 
the selection of kids at risk for worsening problems. Let’s suppose they stay 
faithfully with the user's manual so that false positives and false negatives 
are minimized and the vast majority of the students identified by the 
screening really are headed for bigger trouble if we don't do something now. 
What should we do?

The popular view is that punishment is the key. Hammer them early 
with humiliation if not corporal punishment. Wrong. This is not smart for 
the long term. The real key is a highly structured program, instruction that 
lets kids know what's okay and what is not, that provides consistent positive 
and negative consequences for behavior. But, like anything else, if it's done 
poorly, it'll turn out badly.

If you want behavioral screening and prevention to work, then you have 
to follow screening with two ideas and implement them well. First, you need 
a good schoolwide discipline plan, one in which behavioral expectations are 
clear and consistent for all students. All teachers must carefully monitor 
students' behavior and follow through consistently and calmly with 
consequences for what they see. The emphasis must be on praise and 
recognition for desired behavior, not on punishment for transgression 
(although nonphysical, consistent, reasonable punishment for misbehavior is 
important). Second, you need good alternatives for the 5 or 6 percent who 
still misbehave. The plan must involve teaching appropriate conduct, much 
as one teaches anything else -- through direct instruction, guided practice, 
feedback and praise for making progress. Sometimes, but not always, this 
can be administered in the context of a regular school and classroom. 
Sometimes, such instruction needs to be done in a special ciass or school 
where the teaching can be more intensive and sustained.

Behavioral screening? Absolutely -  but only if we do it right and 
practice prevention. We can't prevent all problems, but we can improve the 
odds a lot.

No: D on't give educational experts 
another tool to 'psychologize' the 
school curriculum .
By B.K. Eakman

Now that much of America is resigned to high-schoolers blowing away 
their classmates, kindergartners kicking and biting their teachers and 
8-year-olds playing sex instead of jump rope, the mental-health industry 
believes it finally has our attention. Psychologists are calling loudly for
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mandatory, universal behavioral screening. Give them a license to inspect 
every 5-year-old, and they claim they can identify those at risk of becoming 
mentally unstable, antisocial and even violent. And if they can just intervene 
soon enough, without parental interference, they say they can turn these 
youngsters around.

Education experts Hill Walker and Herbert Severson of the Institute on 
Violence and Destructive Behavior at the University of Oregon's College of 
Education are but two among a large cottage industry of child experts 
pitching universal screening instruments to local school districts and state 
and federal agencies. The concept goes like this: Teachers are taught to 
match the classroom and playground conduct of pupils against a list of 
behavioral patterns. Certain markers (or "red flags") signal a child's need for 
professional help. These youngsters are referred to a school psychologist, 
counselor or other behavioral specialist, who determines what triggers 
troubled children's outbursts and teaches alternative ("adaptive") behaviors. 
Parents are enlisted to reinforce these alternatives while experts continue to 
monitor (track) each child's progress through observation and additional 
psychological testing.

The technical difference between "screening" and "psychological 
testing" is that the former concentrates on behavior patterns and the latter 
focuses on personality traits. In other words, a person can demonstrate 
abnormal behavior and still possess a "normal" personality. People often do 
extraordinary things, for example, in high-stress situations, but this isn't 
necessarily indicative of a subject's underlying personality traits.

If you find that distinction difficult to follow, imagine the dilemma of 
an average teacher faced with referring students for psychological counseling 
based on a list of red-flag signals for abnormality. An inexperienced teacher 
may check off the red-flag term "loner" for a child who is merely "reserved." 
If the youth is referred for counseling, the ensuing psychological tests and 
counseling may reveal that his parents practice modesty and private, as 
opposed to public, displays of emotion. Psychology tends to interpret this as 
"withholding affection," "rigidity," "intolerance," even "inhibition," in which 
case the counselor may teach the child adaptive behaviors designed to 
promulgate perverse ideas about tolerance. Moreover, psychological referral 
will have long-term ramifications for the child.

In a 1996 case, Allegheny C ountv Parents Coalition vs. Western 
Psychiatric Institute and Clinic, a clinical screening ins: ument was 
developed under the auspices of the National Institute of Mental Health, 
apparently recast for school consumption under the riame School-Wide 
Intervention Model, or SWIM. The program utilized, among other things, a 
diagnostic tool called the Disruptive Behaviors Disorders, or DBD, Rating 
Scale. The DBD was given to teachers to rate their students — without the 
informed consent of parents. SWIM’s ostensible puipose was to locate 
children with Attention-Deficit and/or Hyperactivity Disorder, or 
ADD/ADHD. The shocker came when parents in Pittsburgh's Gateway 
School District learned that ADD and ADHD were being used as markers 
(red flags) for schizophrenia -  and that, furthermore, responses would not be 
shared with parents but, rather, would go into a computer database. Despite 
legal intervention, parents still haven't seen their own youngsters' answers 
and, worse, parents cannot verify that school officials have erased the data as
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promised.
The fact is, children have been exposed to screening mechanisms for 

years, surreptitiously and overtly. Inevitably, the line between personality 
testing and behavioral screening becomes blurred. Even standardized tests, 
which supposedly measure only academic knowledge, are rife with 
psycho-behavioral fishing expeditions. These run ti e gamut of self-reports, 
open-ended "prompts" and what-would-you-do-if queries. The testers assert 
that the primary goal is to screen for "maladjustment." The fact is that this 
involves probing the child's belief system as well as the attitudes of family 
members. Take, for example, Pennsylvania’s infamous (and now renamed) 
Educational Quality Assessment, or EQA. in the 1980s. Sixty-one percent of 
the questions were similar to this: "There is a secret club at school called the 
Midnight Artists. They go out late at night and paint funny sayings and 
pictures on buildings. I would JOIN THE CLUB when I knew ... [a] my best 
friend had asked me to join; [b] Most of the popular students in school were 
in the club; [c] my parents would ground me if they found out I joined. The 
question above is typical of the "fishing probe: It is assumed that the child 
will join the club under some circumstance, including the desire to provoke 
parents.

The interpretive literature to such assessments contain the details 
laypeople don't see. The EQA's creators were looking for: "the child's locus 
of control," "willingness to receive stimuli," "amenability to change" and 
propensity for "conform[ing] to group goals." In English this means: Where 
is the child coming from? Is he easily influenced and gullible? Are his views 
firm or easy to change? Will he submit to group-think and go along to get 
along?

At the time of the uproar over EQA, both the test's developers and the 
government agencies th at paid for its dissemination lied about its nature and 
purpose. It took alert parents four years and the intervention of congressional 
representatives to get an admission that the test's chief purpose was 
psychological screening.

Obviously, universal mandatory tests would eliminate the necessity for 
such obfuscation. With the recent spate of school shootings, today's 
dominating behavioral-psychology wing of the education establishment feels 
confident it can convince legislators to do away with pesky parental-consent 
forms and mandate its larger agenda: mass psychological testing, treatment 
and tracking.

Which brings us to the things behavioral experts aren’t mentioning: the 
extent to which intimate and personal data already are collected and shared 
via computer; the technological inability to prove when or if computerized 
data are purged (destroyed); the long-term nature of psychological tracking; 
the planned ievel of family intervention; the poor track record of existing 
assessments and therapies; and the ulterior purposes to which collected 
personal data can be applied, such as modifying politically incorrect beliefs 
and worldviews. In other words, "psychologized education" can serve as a 
stealth version of politically correct propaganda.

Five-year-olds are easy to entrap. The way they respond to any given 
question (the so-called "prompt" will depend a lot on what happened that 
morning. If Johnny got into trouble for missing the school bus, he may insist 
his parents hate him. If he got a birthday cake, his parents love him.
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Youngsters also misinterpret events. Yet, psychologists use such 
questionable data to make predictions about how students will react to future 
"stimuli".

The at-risk label, accurate or not, triggers intervention by psychologists 
and social-service agencies. When a child is referred for counseling, that fact 
becomes part of his permanent record. This is not a paper document in a 
manila folder, but an electronic portfolio.

The rapidly accelerating capability of computers coupled with the 
demand by government for state-federal compatibility 
("cross-referenceability) means this information is slowly making its way 
into the child's future financial, employment and medical records. Loopholes 
in privacy laws make it difficult to stop a child's file from eventually landing 
on the desktops of executives, security officers or anybody with an ax to 
grind.

Counseling also triggers what is called an IEP (individual education 
plan), implying a "tailored" (or individualized) curriculum. Few parents 
realize that by giving schools permission to run an IEP for their child, they 
are giving officials permission to supersede the parent in a range of 
educational decisions. An educational Website, teachersfirst.com, describes 
the IEP as a working document that goes with the student from year to year 
and beyond, as he leaves high school and goes on to postsecondary training 
or the work envhonment. In other words, IEP involves tracking.

So, what do we do about wacko kids and prisonlike schools? First of 
all, we should reject 35 years of bad parenting advice. Psychologized 
education and parenting have resulted in adults transferring guidance and 
leadership to the child's peer group under the assumption that the children 
are being "socialized." Every parent used to know it wasn't in the best 
interests of young children to spend too much time with each other. The 
emphasis on socialization and group think has turned the old school cliques 
into Lord-of-the-Flies subcultures that indulge in brutal territorial exercises.

Second, reinstate concepts about right and wrong and shame and guilt. 
They are not the emotional cripplers mainstream psychologists claim. 
Dissenting experts point out that guilt, for example, is a civilizing influence, 
implying personal responsibility. Guilt is harmful only if one takes 
responsibility for that which one can't control. But psychologists have 
convinced parents and policymakers that all behavior is outside one's 
control.

This is vhy psychotropic drug • are increasingly prescribed for bored, 
daydreaming and ants-in-the-pants conduct. But sleep centers around the 
country arc discovering a horrifying side-effect: Kids on antidepressants 
frequently don't enter deep, Stage 4 sleep. Severe sleep deprivation results in 
heightened irritability, impaired judgment and uncontrollable rage.

Given the pervasiveness of psychology in policymaking, parenting and 
teacher training, it is imperative that dissenting organizations and individuals 
of means launch massive numbers of private schools, franchise them, flood 
the nation with them, and refuse to accept one dime of federal or state 
money. The approach to education -  open or structured -  doesn’t matter. 
Parents and market forces will decide which work and which don't.

Finally, fed-up teachers must redirect the focus of their unions. Instead 
of lobbying for gay rights, they should push for expulsion of students who
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continually disrupt their classes, for training in diagnosing real learning 
problems and for backup by administra ors.

The time for Band-Aid remedies is over. Education needs a transfusion.
e
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Psychiatric Medication for Children and Adolescents 
Part I: How Medications are Used

No. 21 (11/99)
Medication can be an effective part of the treatment for several psychiatric 
disorders of childhood and adolescence. A doctor's recommendation to use 
medication often raises many concerns and questions in both the parents and 
the youngster. The physician who recommends medication should be 
experienced in treating psychiatric illnesses in children and adolescents. He or 
she should fully explain the reasons for medication use, what benefits the 
medication should provide, as well as unwanted side-effects or dangers and 
other treatment alternatives.

Psychiatric medication should not be used alone. As undertaking a 
medication trial may mean adjusting doses of medicine over time and/or the 
use of additional medications to meet an individual youngster's needs, the use 
of medication should be part of a comprehensive treatment plan, usually 
including psychotherapy, as well as parent guidance sessions.

Before recommending any medication, the child and adolescent psychiatrist 
interviews the youngster and makes a thorough diagnostic evaluation. In some 
cases, the evaluation may include a physical exam, psychological testing, 
laboratory tests, other medical tests such as an electrocardiogram (EKG) or 
electroencephalogram (EEG), and consultation with other medical 
specialists.

Child and adolescent psychiatrists stress that medications which have 
beneficial effects also have unwanted side effects, ranging from just annoying 
to very serious. As each youngster is different and may have individual 
reactions to medication, close contact with the treating physician is 
recommended. Do not stop or change a medication without speaking to the 
doctor. Psychiatric medication should be used as part of a comprehensive plan 
of treatment, with ongoing medical assessment and, in most cases, individual 
and/or family psychotherapy. When prescribed appropriately by a 
psychiatrist (preferably a child and adolescent psychiatrist), and taken as 
prescribed, medication may reduce or eliminate troubling symptoms and 
improve the daily functioning of children and adolescents with 
psychiatric disorders.

Medication may be prescribed for psychiatric symptoms and disorders, 
including, but not limited to:

1. Bedwetting-if it persists regularly after age 5 and causes serious 
problems in low self-esteem and social interaction.

2. Anxiety (school refusal, phobias, separation or social fears, generalized 
anxiety, or posttraumatic stress disorders)-if it keeps the youngster from 
normal daily activities.

I of 3 3/1/2002 10:18 AM

http://www.aacap.org/web/aacap/publications/factsfanVpsychnied.htrt


Psychiatric Mcdicauon lor Children and ...Are Used - AACAP Facts For Families # 21 http://www.aacap.org/wcb/aacap/publications/factsfam/psychmed.htm

3. Attention deficit hyperactivity disorder-marked by a short attention 
span, trouble concentrating and restlessness. The child is easily upset 
and frustrated, often has problems getting along with family and 
friends, and usually has trouble in school.

4. Obsessive-compulsive disorder-recurring obsessions (troublesome 
and intrusive thoughts) and/or compulsions (repetitive behaviors or 
rituals such as handwashing, counting, checking to see if doors are 
locked) which are often seen as senseless but which interfere with a 
youngster's daily functioning.

5. Depressive disorder-lasting feelings of sadness, helplessness, 
hopelessness, unworthiness and guilt, inability to feel pleasure, a 
decline in school work and changes in sleeping and eating habits.

6. Eating disorder-either self-starvation (anorexia nervosa) or binge 
eating and vomiting (bulimia), or a combination of the two.

7. Bipolar (manic-depressive) disorder-periods of depression alternating 
with manic periods, which may include irritability, "high" or happy 
mood, excessive energy, behavior problems, staying up late at night, 
and grand plans.

8. Psychosis-symptoms include irrational beliefs, paranoia, hallucinations 
(seeing things or hearing sounds that don't exist) social withdrawal, 
clinging, strange behavior, extreme stubbornness, persistent rituals, and 
deterioration of personal habits. May be seen in developmental 
disorders, severe depression, schizoaffective disorder, schizophrenia, 
and some forms of substance abuse.

9. Aulism-(or other pervasive developmental disorder such as Asperger's 
Syndrome)-characterized by severe deficits in social interactions, 
language, and/or thinking or ability to learn, and usually diagnosed in 
early childhood.

10. Severe aggression-which may include assaultiveness, excessive 
property damage, or prolonged self-abuse, such as head-banging or 
cutting.

11. Sleep problems-symptoms can include insomnia, night terrors, sleep 
walking, fear of separation, anxiety.

For additional information about psychiatric medications see Facts for 
Families:
#29 Psychiatric Medication for Children and Adolescents: Part Il-Types of 
Medications, and
#51 Psychiatric Medications for Children and Adolescents: Part 111-Questions 
to Ask.

For additional information see Facts for Families:
#00 Definition of a Child and Adolescent Psychiatrist,
#25 Know Where to Seek Help for Your Child, and 
#52 Comprehensive Psychiatric Evaluation.
See also: Your Child (1998 Haiper Col I ins)/Four Adolescent (1999 Harper 
Collins).
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The Am erican Academy o f C hild and Adolescent Psychiatry (AACAP) represents over 
6,900 ch ild  and adolescent psychiatrists who are physicians with a t least fiv e  years o f 
add itiona l tra in in g  beyond m edical school in  general (adult) and ch ild  and adolescent 
psychiatry.

Facts fo r  Fam ilies©  is developed and distributed by the American Academy o f Child and 
Adolescent Psychiatry (AACAP). Facts sheets may be reproduced for person t 
educational use without written permission, but cannot be included in material . 'csented for 
sale. To order full sets of FFF, contact Public Information, 1.800.333.7636.

Free distribution o f individual Facts sheets is a public service of the AACAP Special Friends 
of Children Fund. Please make a tax deductible contribution to the AACAP Special Friends 
of Children Fund and support this important public outreach. (AACAP, Special Friends of 
Children Fund, P.O. Box 96106, Washington, D.C. 20090).

F o r m ore in fo rm a tion  
about " Y o u rC h ild "

Copyright © 1997 by the American Academy of Child and Adolescent 
Psychiatry. Please read this disclaimer.
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Treatment of Attention Deficit 
Disorders
A tte n tio n  D e fic it D iso rd e r

ADHD can take quite a toll. It is tough for the individual who must cope with 
daily frustrations. It is rough on family members whose lives are regularly 
disrupted by outbursts, temper tantrums or other misbehavior.

It's normal for parents to feel helpless and confused about the best ways to 
handle their child in these situations. Because kids with ADHD do not 
purposely decide to act up or not pay attention, traditional discipl' <e -- like 
spanking, yelling at, or calmly trying to reason with your son or daughter -- 
usually does not work. Fortunately there are treatment options that can help 
alleviate the symptoms of ADHD and arm families with the tools needed to 
better handle problem behaviors when they arise.

These interventions include: 
psychosocial interventions 
medication
a combination of these two approaches 

Psychosocial interventions
Rasearch has shown that medication alone is not always sufficient. For 
more than two decades, psychosocial interventions such as parent training 
and behavioral modifications have been used for children with ADHD. A key 
goal is to teach parents and educators methods that equip them to better 
handle problems when they arise. In this approach they learn how to reward 

child for positive behaviors and how to discourage negative behaviors.
This therapy also seeks to teach a child techniques that can be used to 
control inattention and impulsive behaviors.

Preliminary research has shown that behavior modification is also effective 
for children with severe oppositional problems. Such an approach may 
lower the number or severity of oppositional behaviors, although the 
underlying condition -- ADHD -- remains.

Medications
Used properly, medicines such as methylphenidate hydrochloride (Ritalin) 
and other stimulants help suppress and regulate impulsive behavior. They 
squelch hyperactivity, improve social interactions and help people with 
ADHD concentrate, enabling them to perform better in school and at work.

These medications also may help children with co-existing disorders control
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destructive behaviors. When used with proper medical supervision, they are 
considered generally safe and free of major unwanted side effects. (Some 
children may experience insomnia, stomachache or headache.) They rarely 
make children feel high or, on the flip side, overly sleepy or out of it.
Although not known to be a significant problem, height and weight should 
be monitored with long-term use of these medications. These medications 
are not considered addictive in children. However, they should be carefully 
monitored in teen-agers and adults because they can be misused.

It is important to understand that these medications are not a cure-all, but 
they can be highly effective when used appropriately in the right dosage for 
each individual. In fact, as many as nine out of 10 children do better when 
they are taking one of the most commonly used stimulants. However, in 
combination with other techniques such as behavior modification or 
counseling, symptoms may improve even more. Resea'.chers are currently 
evaluating the effectiveness of medications in combination with these other 
approaches to determine the best route to take.

Individuals taking any of the medications listed below should see their 
doctor regularly for a check-up to review the types and timing of ADHD 
symptoms. The benefits and potential risks of using these medications also 
should be discussed before the first prescription is filled.

The most commonly used stimulants are:

• methylphenidate hydrochloride (Ritalin)
• dextroamphetamine sulfate (Dexedrine or Dextrostat)
• a dextroamphetamine/amphetamine formulation (Adderall)

When these front-line medications are not effective, physicians sometimes 
opt to use one of the following:

• buproprion hydrochloride (Wellbutrin) -- an antidepressant that has 
been shown to decrease hyperactivity, aggression and conduct 
problems.

• imipramine (Tofranil) or nortriptyline (Pamelor) -- these 
antidepressants can improve hyperactivity and inattentiveness. They 
can be especially helpful in children experiencing depression or 
anxiety.

• clonidine hydrochloride, (Caiapress) -  used to treat high blood f.
pressure, clonidine also can help manage ADHD and treat conduct I
disorder, sleep disturbances or a tic disorder. Research has shown it
decreases hyperactivity, impulsivity and distractibility, and improves 
interactions with peers and adults.

• guanfacine, (Tenex) -- this antihypertensive decreases fidgeting and 
restlessness and increases attention and a child?s ability to tolerate 
frustration. A study of children who also have Tourette syndrome
showed the medication improved vocal and motor tics as well. I

• Pemoline (Cylert) -- is no longer considered a first- or second-line 
treatment due to concerns about the risk of liver dysfunction.

Other treatments
Some people with ADHD benefit from emotional counseling or
psychotherapy. In this approach, counselors help patients deal with their S
emotions and learn ways to cope with their thoughts and feelings in a more 
general sense.

Group therapy and parenting education can help many children and their
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families master valuable skills or new behaviors. The goal is to help parents 
learn about the particular problems their children with ADHD have, and give 
them ways to handle those problems when they arise. Likewise, children 
can be taught social skills and gain exposure to the same techniques the 
parents are learning, easing the way for those methods to be incorporated 
at home.

Support groups link families or adults who share similar concerns.

Therapies that have not been scientifically proved to be helpful in the 
treatment of ADHD include:

• herbal products
• restrictive or supplemental diets
• allergy treatments
• megavitamins
• chiropractic adjustment
• biofeedback
• perceptual motor training
• medications for inner ear problems
• yeast infection treatments
• pet therapy
• play therapy
• eye training
• colored glasses

Dartmouth M ed ica l S choo l 
Date Pub lished: 1/2/01 
Date Rev iew ed: 3/31/01
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Report Seeks Mental Help for Children
By REUTERS

ASHINGTON, Jan. 3 —  One in 10 American children suffers from 
some sort of mental health problem, but only 20 percent are being 

treated for it, Surgeon General David Satcher said in a report today.

"We are talking about depression, which is probably the most common, but also 
attention deficit hyperactivity disorder and obsessive-compulsi.e disorder," Dr. 
Satcher said in a telephone interview.

"We need a system in place that helps us recognize problems early," Dr. Satcher 
said.

An overhaul would cost money, Dr. Satcher acknowledged, but he said society 
was already paying a high price for the lack of treatment.

"When we don't respond, children are dumped into the juvenile justice system in 
many cases," he said, adding that others ended up in special education classes or 
on welfare.

"The burden of suffering experienced by children with mental health needs and 
their families has created a health crisis in this country," Dr. Satcher wrote in the 
report.

The report called for promoting public awareness of children's mental health 
issues, reducing the stigma associated with mental illness and improving the 
assessment and recognition of mental health needs in children.

Dr. Satcher said the issue of treating mental illness in children had been 
muddied by such debates as whether too many or too few children were being 
treated with drugs for attention deficit hyperactivity disorder. "We believe there 
are children being ^appropriately treated," he said. "But we also believe there 
are a lot of children who have not been diagnosed and who could benefit from 
treatment."
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The report called for an overhaul of children's mental health programs, including 
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For Imm ed iate Release
February 13,2002

Contact: Peg Nichols 
301-306-7070 ext. 102

CHADD CONCERNED ABOUT LEGLISLATIVE EFFORTS DESIGNED TO RESTRICT 
PHYSICIAN & TEACHER ROLE IN TREATMENT OF AD/HD

Landover, M D — CHADD, the nation’s leading advocacy organization serving those w ith Attention- 
Deficit/Hyperactivity Disorder (AD/HD), is deeply concerned about growing legislative efforts designed to 
restrict the role that physicians and teachers can play in advising families '.bout the use o f medication for the 
treatment o f AD /H D . California is the latest o f several state legislatures to consider such a proposal.

California SB 119, addressed today in a California State Senate public hearing, would criminalize physicians i f  
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 m inor until the 
physician has received a physical exam report from a pediatrician and had all physical conditions treated prior to 
prescribing the medication; the physician has fu lly  explained all possible side effects to the parents; and has 
obtained written informed consent from the parents.

"C H AD D  believes that all families should have access to the best, evidence-based science in the diagnosis and 
treatment o f  AD/HD. We are therefore concerned when legislation is proposed which undermines this critical 
access,”  said E. Clarke Ross, Chief Executive Officer o f CHADD. “ While many o f these proposals are 
designed to ensure more appropriate prescribing and dispensing o f psychiatric medications, others are designed 
to discourage the administration o f psychnotropic medications in schools. Consequently, while some o f the 
proposals are resulting in improved medical-practitioner-educator-family communication, others are replacing 
the science underlying the diagnosis and treatment o f AD /H D  w ith unproven theories and concepts.”

The Surgeon General o f the United States and the National Institute o f Mental Health1, as well as leading 
medical societies such as the American Academy o f Pediatrics (AAP), American Psychiatric Association 
(APA), and the American Academy o f Child and Adolescent Psychiatry (AACAP), recognize that medication, 
under the prescription o f a treating medical professional and when taken as prescribed— along w ith  other non­
medication interventions— provides an effective foundation for the treatment o f AD/HD. This is called m ulti­
modal treatment.

Multi-modal treatment is a long-term management plan that combines medication with a variety o f  other 
treatment interventions designed to produce the best results. Such interventions include individualized 
education plans, special education resources when needed, behavioral therapy, fam ily training and counseling. 
C HADD endorses a multi-modal approach to the treatment o f AD/HD.

C a lifo rn ia  H earing  Latest in Series o f H earings Throughout Country'

-more-

1 United States Surgeon General of the United States. Report on Mental Health. Washington, DC: Department o f Health 
and Human Services, December 1999.



CHADD believes that legislation must not lim it or undermine the ability o f a medical professional, w ithin their 
scope o f practice, from treating A D /H D  based on the most w idely accepted evidence-based medicine. CHADD 
encourages all families and physicians to follow best practice assessment and treatment guidelines being 
uniform ly implemented throughout the nation. Using the force o f law and agencies o f government— particularly 
criminal penalties— to monitor and enforce best practice treatment guidelines is an ineffective approach at best 
and disastrous approach at worst. Instead, ongoing training and education in the diagnosis and treatment o f 
A D /H D  should be encouraged among all physicians.

C H A D D ’s Position on Teacher Involvement in  Recognizing A D /H D

The above principles also apply to teachers, given the critical role they play in assisting children and their 
families when A D /H D  is suspected. Teachers are frequently the first to recognize learning, functioning, and 
behavioral problems in the school setting and therefore should be able to advise parents o f such observations. 
CHADD believes that professionals should act w ithin their professional scope o f practice; thus, school 
personnel should not recommend the use o f medication. Medication assessment and prescription is the role o f 
physician. However, teachers should be able to recommend a comprehensive and complete medical assessment 
by persons licensed to perform such evaluations. Because students spend a significant portion o f their day in the 
classroom, the vital role teachers play in providing observations to the diagnosing professionals cannot be 
underestimated. Effective communication between teachers, professionals and parents is essential and strongly 
encouraged.

W ith over 22,000 members and 200 a ffilia te s  nationw ide, C H AD D  works to  im prove the lives o f  people affected 
by A D /H D  through co llabo ra tive  leadership, advocacy, research, education and support: C H AD D  CARES. F o r 
add itio na l in fo rm a tion  about A D /H D  o r CHADD, please contact the C H AD D  N ationa l C a ll Center a t 1-800- 
233-4050, o r v is it the C H AD D  website a t www.chadd.ore

For F u rth e r In fo rm ation  on this Issue: Members o f the media should contact Peg Nichols, Director o f 
Communications and Media Relations, at 301-306-7070, extension 102. Legislative staff should contact 
Stephen Spector, Director o f Public Policy, at 301-306-7070, extension 109.

C H A D D ’s Position on Legis lative Efforts Designed to Restrict Physicians’ Roles

n u n

http://www.chadd.ore


International Consensus Statement on ADHD
January 2002

We, the undersigned consortium of international scientists, are deeply concerned 
about the periodic inaccurate portrayal of attention deficit hyperactivity disorder (ADHD) 
in media reports. This is a disorder with which we are all very familiar and toward which 
many of us have dedicated scientific studies if not entire careers. We fear that inaccurate 
stories rendering ADHD as myth, fraud, or benign condition may cause thousands of 
sufferers not to seek treatment for their disorder. It also leaves the public with a general 
sense that this disorder is not valid or real or consists of a rather trivial affliction.

We have created this consensus statement on ADHD as a reference on the status 
of the scientific findings concerning this disorder, its validity, and its adverse impact on 
the lives of those diagnosed with the disorder as of this writing (January 2002).

Occasional coverage of the disorder casts the story in the form of a sporting event 
with evenly matched competitors. The views of a handful of non-expert doctors that 
ADHD does not exist are contrasted against mainstream scientific views that it does, as if 
both views had equal merit. Such attempts at balance give the public the impression that 
there is substantial scientific disagreement over whether ADHD is a real medical 
condition. In fact, there is no such disagreement —at least no more so than there is over 
whether smoking causes cancer, for example, or whether a virus causes HIV/AIDS.

The U.S. Surgeon General, the American Medical Association (AMA), the 
American Psychiatric Association, the American Academy of Child and Adolescent 
Psychiatry (AACAP), the American Psychological Association, and the American 
Academy of Pediatrics (AAP), among others, all recognize ADHD as a valid disorder. 
While some of these organizations have issued guidelines for evaluation and management 
of the disorder for their membership, this is the first consensus statement issued by an 
independent consortium of leading scientists concerning the status of the disorder.
Among scientists who have devoted years, if not entire careers, to the study of this 
disorder there is no controversy regarding its existence.

ADHD and Science

We cannot over emphasize the point that, as a matter of science, the notion that 
ADHD does not exist is simply wrong. All of the major medical associations and 
government health agencies recognize ADHD as a genuine disorder because the scientific 
evidence indicating it is so is overwhelming.

Various approaches have been used to establish whether a condition rises to the 
level of a valid medical or psychiatric disorder. A very useful one stipulates that there 
must be scientifically established evidence that those suffering the condition have a 
serious deficiency in or failure of a physical or psychological mechanism that is universal 
to humans. That is, all humans normally would be expected, regardless of culture, to 
have developed that mental ability.



And there must be equally incontrovertible scientific evidence that this serious 
deficiency leads to harm to the individual. Harm is established through evidence of 
increased mortality, morbidity, or impairment in the major life activities required of one's 
developmental stage in life. Major life activities are those domains of functioning such 
as education, social relationships, family functioning, independence and self-sufficiency, 
and occupational functioning that all humans of that developmental level are expected to 
perform.

As attested to by the numerous scientists signing this document, there is no 
question among the world's leading clinical researchers that ADHD involves a serious 
deficiency in a set of psychological abilities and that these deficiencies pose serious harm 
to most individuals possessing the disorder. Current evidence indicates that deficits in 
behavioral inhibition and sustained attention are central to this disorder — facts 
demonstrated through hundreds of scientific studies. And there is no doubt that ADHD 
leads to impairments in major life activities, including social relations, education, family 
functioning, occupational functioning, self-sufficiency, and adherence to social rules, 
norms, and laws. Evidence also indicates that those with ADHD are more prone to 
physical injury and accidental poisonings. This is why no professional medical, 
psychological, or scientific organization doubts the existence of ADHD as a legitimate 
disorder.

The central psychological deficits in those with ADHD have now been linked 
through numerous studies using various scientific methods to several specific brain 
regions (the frontal lobe, its connections to the basal ganglia, and their relationship to the 
central aspects of the cerebellum). Most neurological studies find that as a group those 
with ADHD have less brain electrical activity and show less reactivity to stimulation in 
one or more of these regions. And neuro-imaging studies of groups o f those with ADHD 
also demonstrate relatively smaller areas of brain matter and less metabolic activity of 
this brain matter than is the case in control groups used in these studies.

These same psychological deficits in inhibition and attention have been found in 
numerous studies of identical and fraternal twins conducted across various countries (US, 
Great Britain, Norway, Australia, etc.) to be primarily inherited. The genetic contribution 
to these traits is routinely found to be among the highest for any psychiatric disorder (70- 
95% of trait variation in the population), nearly approaching the genetic contribution to 
human height. One gene has recently been reliably demonstrated to be associated with 
this disorder and the search for more is underway by more than 12 different scientific 
teams worldwide at this time.

Numerous studies of twins demonstrate that family environment makes no 
significant separate contribution to these traits. This is not to say that the home 
environment, parental management abilities, stressful life events, or deviant peer 
relationships are unimportant or have no influence on individuals having this disorder, as 
they certainly do. Genetic tendencies are expressed in interaction with the environment. 
Also, those having ADHD often have other associated disorders and problems, some of



which are clearly related to their social environments. But it is to say that the underlying 
psychological deficits that comprise ADHD itself are not solely or primarily the result of 
these environmental factors.

This is why leading international scientists, such as the signers below, recognize 
the mounting evidence of neurological and genetic contributions to this disorder. This 
evidence, coupled with countless studies on the harm posed by the disorder and hundreds 
of studies on the effectiveness of medication, buttresses the need in many, though by no 
means all, cases for management of the disorder with multiple therapies. These include 
medication combined with educational, family, and other social accommodations. This is 
in striking contrast to the wholly unscientific views of some social critics in periodic 
media accounts that ADHD constitutes a fraud, that medicating those afflicted is 
questionable if not reprehensible, and that any behavior problems associated with ADHD 
are merely the result of problems in the home, excessive viewing of TV or playing of 
video games, diet, lack of love and attention, or teacher/school intolerance.

ADHD is not a benign disorder. For those it afflicts, ADHD can cause 
devastating problems. Follow-up studies of clinical samples suggest that sufferers are far 
more likely than normal people to drop out of school (32-40%), to rarely complete 
college (5-10%), to have few or no friends (50-70%), to under perform at work (70-80%), 
to engage in antisocial activities (40-50%), and to use tobacco or illicit drugs more than 
normal. Moreover, children growing up with ADHD are more likely to experience teen 
pregnancy (40%) and sexually transmitted diseases (16%), to speed excessively and have 
multiple car accidents, to experience depression (20-30%) and personality disorders (18- 
25%) as adults, and in hundreds of other ways mismanage and endanger their lives.

Yet despite these serious consequences, studies indicate that less than half of 
those with the disorder are receiving treatment. The media can help substantially to 
improve these circumstances. It can do so by portraying ADHD and the science about it 
as accurately and responsibly as possible while not purveying the propaganda of some 
social critics and fringe doctors whose political agenda would have you and the public 
believe there is no real disorder here. To publish stories that ADHD is a fictitious 
disorder or merely a conflict between today's Huckleberry Finns and their caregivers is 
tantamount to declaring the earth flat, the laws of gravity debatable, and the periodic table 
in chemistry a fraud. ADHD should be depicted in the media as realistically and 
accurately as it is depicted in science — as a valid disorder having varied and substantial 
adverse impact on those who may suffer from it through no fault of their own or their 
parents and teachers.

Sincerely,

Russell A. Barkley, Ph.D.
Professor
Depts. Of Psychiatry and Neurology 
University of Massachusetts Medical School 
55 Lake Avenue North 
Worcester, MA 01655,



Edwin H. Cook, Jr., M.D.
Professor
Departments of Psychiatry and Pediatrics 
University of Chicago 
5841 S. Maryland Ave.
Chicago, IL

Mina Dulcan, M.D.
Professor
Department of Child and Adolescent Psychiatry 
2300 Children’s Plaza #10 
Children’s Memorial Hospital 
Chicago, IL 60614

Susan Campbell, Ph.D.
Professor
Department of Psychology 
4015 O’Hara Street 
University of Pittsburgh 
Pittsburgh, PA 15260

Margot Prior, Ph.D.
Professor
Department of Psychology 
Royal Children’s Hospital 
Parkville, 3052 VIC 
Australia

Marc Atkins, Ph.D.
Associate Professor 
University of Illinois at Chicago 
Institute for Juvenile Research 
Department of Psychiatry 
840 South Wood Street, Suite 130 
Chicago, IL 60612-7347

Christopher Gillberg, M.D.
Professor
Department of Child and Adolescent Psychiatry 
University of Gothenburg 
Gothenburg, Sweden

Mary Solanto-Gardner, Ph.D.
Associate Professor
Division of Child and Adolescent Psychiatry



The Mt. Sinai Medical Center 
One Gustave L. Levy Place 
New York, NY 10029-6574

Jeffrey Halperin, Ph.D.
Professor,
Department of Psychology 
Queens College, CUNY 
65-30 Kissena Ave.
Flushing, NY 11367

Jose J. Bauermeister, Ph.D.
Professor,
Department of Psychology 
University of Puerto Rico 
San Juan, PR 00927

Steven R. Pliszka, M.D.
Associate Professor and Chief
Division of Child and Adolescent Psychiatry
University of Texas Health Sciences Center
7703 Floyd Curl Drive
San Antonio, TX 78229-3900

Mark A. Stein, Ph.D.
Chair of Psychology 
Children’s National Medical Center and 
Professor of Psychiatry & Pediatrics 
George Washington Univ. Med. School 
111 Michigan Ave. NW 
Washington, DC 20010

John S. Werry, M.D.
Professor Emeritus 
Department of Psychiatry 
University of Auckland 
Auckland, New Zealand

Joseph Sergeant, Ph.D.
Chair of Clinical Neuropsychology
Free University
Van der Boecharst Straat 1
De Boelenlaan 1109
1018 BT Amsterdam
The Netherlands



Ronald T. Brown, Ph.D.
Associate Dean, College of Health Professions
Professor of Pediatrics
Medical University of South Carolina
19 Hagood Avenue
P. O. Box 250822
Charleston, SC 29425

Alan Zametkin, M.D.
Child Psychiatrist 
Kensington, MD

Arthur D. Anastopoulos, Ph.D.
Professor, Co-Director of Clinical Training
Department of Psychology
University of Nort h Carolina at Greensboro
P. O. Box 26164
Greensboro, NC 27402-6164

James J. McGough, M.D.
Associate Professor of Clinical Psychiatry 
UCLA School of Medicine 
760 Westwood Plaza 
Los Angeles, CA 90024

George J. DuPaul, Ph.D.
Professor of School Psychology 
Lehigh University
111 Research Drive, Hilltop Campus 
Bethlehem, PA 18015

Stephen V. Faraone, Ph.D.
Associate Professor of Psychology 
Harvard University 
750 Washington St., Suite 255 
South Easton, MA 02375

Florence Levy, M.D.
Associate Professor
School of Psychiatry
University of New South Wales
Avoca Clinic
Jô -nton Avenue
Zetland, NSW, 2017, Australia

Mariellen Fischer, Ph.D.



Professor,
Department of Neurology 
Medical College of Wisconsin 
9200 W. Wisconsin Avenue 
Milwaukee, WI53226

Joseph Biederman, M.D.
Professor and Chief
Joint Program in Pediatric Psychopharmacology 
Massachusetts General Hospital and 
Harvard Medical School 
15 Parkman St., WACC725 
Boston, MA 02114

Cynthia Hartung, Ph.D.
Assistant Professor 
Oklahoma State University 
215 North Murray 
Stillwater, OK 74078

Stephen Houghton, Ph.D.
Professor of Psychology
Director, Centre for Attention & Related Disorders 
The University of Western Australia 
Perth, Australia

Gabrielle Carlson, M.D.
Professor and Director,
Division of Child and Adolescent Psychiatry
State University of New York at Stony Brook. Putnam Hall
Stony Brook, NY 11794

Charlotte Johnston, Ph.D.
Professor
Department of Psychology 
University of British Columbia 
2136 West Mall
Vancouver, BC, Canada V6T 1Z4 

Thomas Spencer, M.D.
Associate Professor and Assistant Director, Pediatric Psychopharmacology
Harvard Medical School and
Massachusetts General Hospital
15 Parkman St., WACC725
Boston, MA 02114



Thomas Joiner, Ph.D.
The Bright-Burton Professor of Psychology 
Florida State University 
Tallahassee, FL 32306-1270

Rosemary Tannock, Ph.D.
Professor of Psychiatry,
Brain and Behavior Research 
Hospital for Sick Children 
55 University Avenue 
Toronto, Ontario, Canada M5G 1X8

Adele Diamond, Ph.D.
Professor of Psychiatry
Director, Center for Developmental Cognitive Neuroscience 
University of Massachusetts Medical School 
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Original article: 
http://my.webmd.com/content/article/1728.84235

Do Laws Limiting School Involvement in ADHD Do More Harm Than Good? 

Experts Say Schools Have Role to Play in Management of Mental Disorder
B y  S t e v e  M i t c h e l l  
W e b M D  M e d i c a l  N e w s

July 18, 2001 (Washington) -  In response to reports of parents being pressured by school officials to place their 
children on Ritalin or similar drugs to treat attention deficit hyperactivity disorder, or ADHD, several state 
legislatures are enacting or considering legislation that may discourage schools from playing doctor.

But these laws may do more harm than good, because schools can play vital roles in diagnosing ADHD as well as 
treating the condition, experts say.

According to the National Institute of Mental Health, approximately 4.1% of children between the ages of 9 and 17 
have ADHD, which includes the symptoms of an inability to stay focused or finish tasks. Children with this 
condition may also have depressive and anxiety disorders or engage in drug abuse.

Connecticut recently became the first state to enact legislation that specifically prohibits school officials from 
recommending psychotropic drugs -  the class of drug that Ritalin belongs to -  to parents for their children. Under 
the Connecticut law, school personnel can, however, recommend that children be evaluated by a doctor.

Colorado's Board of Education enacted a resolution in 1999 to encourage the use of classroom management 
modifications to deal with behavioral problems rather than prescription medications.

Other states, including Washington, North Carolina, Hawaii, and Georgia, have passed legislation that calls for a 
closer look at the use of Ritalin and other ADHD drugs in children and their effect on learning.

"It's not the role of school psychologists or personnel to recommend medication," says Clarke Ross, DPA, CEO of 
the patient advocacy group Children and Adults with Attention-Deficit/Hyperactivity Disorder, or CHADD, which is 
supportive of the type of legislation that Connecticut enacted. School officials' role is "to identify learning problems 
of children and to encourage medical evaluation," he tells WebMD.

But Daniel Lieberman, MD, a psychiatrist and director of outpatient psychiatry at George Washington University in 
Washington, takes a different view. He agrees that "it's totally inappropriate for school officials to press a parent to 
place a child on medication." However, he doesn't believe that legislation is an appropriate response to this 
situation.

He fears that legislation may discourage teachers from taking action v/hen they know there’s a problem for fear of 
being punished under the law. Then "parents would never hear about what's happening in school [with their 
children]."

In some cases, a child with ADHD could go undiagnosed, Lieberman says. This is because the condition can 
sometimes only become apparent "in highly structured situations," such as school, and the parents may not pick 
up on the symptoms at home.

And when it comes to diagnosing the condition, even doctors can have difficulty. Some doctors are not familiar 
with proper guidelines for diagnosing ADHD and hence some underdiagnose the condition and others 
overdiagnose it, according to the National Institute of Mental Health.
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Citing a 1999 report from the U.S. Surgeon General, Ross says that a proper diagnosis of ADHD requires a 
comprehensive and complete examination by a trained professional. "This is not something you do in one 
session," he says, noting that the doctor needs to be able to identify a pattern of behaviors that are repeated over 
time to accurately diagnose ADHD.

The American Academy of Pediatrics shares Lieberman's views that teachers may have a role to play in the 
management of ADHD. The AAP plans to release guidelines in October helping doctors determine the best way 
to treat ADHD, and one component of the guidelines will point out the importance of "teachers working with 
parents not only to diagnose the condition but to help treat it," a source at AAP tells WebMD.

This is because appropriate treatment of this condition should involve not only medication, such as the commonly 
prescribed Ritalin or Adderall, but behavioral and educational therapy. So schools can play a role in ensuring that 
ADHD children receive appropriate educational intervention, the AAP source says.

Another issue is whether schools pushing Ritalin is a widespread problem or a matter of a few isolated cases. 
Despite reports in the media of parents being pressed by school officials to place their children on ADHD 
medication, no formal surveys have ever been done to assess the extent of the problem. So "whether we have a 
few cases or a lot remains to be seen," Lieberman says.

But Lieberman says he has not had any of his patients complain about it, and Ross says no incidence like this 
has been reported by CHADD members. Ross, whose son has ADHD, adds that he doesn't really believe it's a 
problem across the country.

Even the Connecticut law was based on anecdotal evidence of parents complaining that schools were pressuring 
them, says David Wilkins, spokesman for Rep. Lenny Wilkins, who authored the legislation. No formal, scientific 
evaluations of the problem were ever done, Wilkins tells WebMD.

Ross notes that similar legislation has not been proposed at the federal level, and he doubts that it ever will be. 
This is because the federal government funds less than 10% of elementary and secondary schools, so the issue 
of ADHD drugs in these schools remains largely the purview of state and local governments, he says.

M edically Reviewed
Bv Dr. Charlotte Grayson
© 2001 WebMD Corporation. All rights reserved.
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Press ReSease

AAP RELEASES NEW GUIDELINES FOR TREATMENT OF 
ATTENTION-DEFICIT/HYPERACTIVITY DISORDER

Below is a news release on a treatm ent guideline published in the O ctober issue o f Pediatrics. 
the peer-review ed scientific journa l o f the Am erican Academ y o f Pediatrics (AAP).

For Release: October' 1, 23C1, 12:01 a.m. (ET)

CHICAGO - The American Academy of Pediatrics (AAP) released new recommendations 
today for treating school-age children with attention-deficit/hyperactivity disorder (ADHD). This 
guideline is intended for primary care physicians who have already accurately established an 
ADHD diagnosis. Last year the AAP released guidelines for diagnosing ADHD.

ADHD is a condition of the brain that makes it difficult for children to control their behavior in 
school and social settings. It is one of the most common chronic conditions of childhood and 
affects between 4 and 12 percent of all school-age children. About 3 times more boys than 
girls are diagnosed with ADHD.

Children with ADHD may experience significant functional problems such as school difficulties, 
academic underachievement, troublesome relationships v/ith family memoers and peers, and 
behavioral problems. Different children have different symptoms or problems with ADHD.

The new standardized AAP guidelines were developed by a panel of medical, mental health 
and educational experts. The AAP partnered with The Agency fci Healthcare Research and 
Quality, and the Evidence-based Practice Center at McMaster University in Canada to develop 
the evidence base of literature on the topic. The recommendations were based on scientific 
studies that carefully evaluated treatments of school-age children with ADHD.

The new guidelines include the following recommendations:

© Primary care clinicians should establish a treatment program that recognizes ADHD as 
a chronic condition. This implies the need for education about the condition, and a 
sustained monitoring system to track the effects of treatment and developmental 
changes in behavior.

• The treating clinician, parents, and child, in collaboration with school personnel, should 
specify appropriate goals to guide management. Goals should relate to the specific 
problems of the individual child, e.g., school performance, difficulty finishing tasks, 
problems with interactions with schoolmates.

• If appropriate, the clinician should recommend behavior therapy and/or stimulant 
medication to improve specific symptoms in children with ADHD. The guideline 
provides a review of the scientific evidence for recommending medication and behavior 
therapy.

•  When the treatment for a child with ADHD has not met its goals, clinicians should re­
evaluate the original diagnosis, all appropriate treatments, adherence to the treatment

* Ktm 2/13/2002
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plan, and coexisting conditions, including learning disabilities and mental health 
conditions.

•  The clinician should provide a periodic and systematic follow-up for the child with 
ADHD. Monitoring should be directed to the child's individual goals, and any adverse 
effects of treatment, with information gathered from parents, teachers and the child. 
The guidelines recommend areas for future research in treatment options, long-term 
outcomes and other areas in the management of children with ADHD.

Already one of the most common and most studied conditions ©f childhood, ADHD 
treatment has increased in recent years. Treatments, both medications and behavior 
therapy, improve the functioning of most children with ADHD. Long-term management 
of ADHD requires active teamwork among clinicians, parents and teachers to help 
assure the best outcomes. While there is no proven cure for ADHD at this time, and the 
cause is unclear, research is ongoing to learn more about the role of the brain in ADHD 
and the best ways to treat the disorder.

The Am erican Academ y o f Pediatrics is an organization o f 55,000 prim ary care pediatricians, 
pediatnc m edical subspecialists and pediatric surgical specia lists dedicated to the health, 
sa fe ty and well-being o f infants, children, adolescents and young adults.

©  2002 - American Academy of Pediatrics
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This information is based on the American Academy of Pediatrics' policy statements 
Diagnosis and Evaluation o f the Child w ith Attention-Deficit/Hyperactivity Disorder. 
published in the May 2000 issue of Pediatrics, and Treatment o f the School-Aged Child 
w ith  Attenrion-Deficit/Hyperactivity Disorder, published in the October 2001 issue 
of Pediatrics. Parent Pages offer parents relevant facts that explain current policies 
about children's health.

A m erican Academy 
of Pediatrics
D E D I C A T E D  T O  T H E  H E A L T H  O F  A L L  C H I L D R E N -

A D H D  a n d  Y o u r  S c h o o l-A g e d  C h ild
Attention-deficit/hyperactivity disorder (ADHD) is a condi­

tion of the brain that makes it hard for children to control their 
behavior. It is one of the most common chronic conditions of 
childhood. All children have behavior probiems at times. 
Children with ADHD have frequent, severe problems that 
interfere with their ability to live normal lives.

H cniiu wiui Munu indy ndve.uuu
the following behavior symptom?:^

»Inattention - Has a hard time paying attention, day­
dreams, is easily distracted, is disorganized, loses a lot 
of things.

> Hyperactivity - Seems to be in constant motion, has 
difficulty staying seated, squirms, talks too much.

> Impulsivity - Acts and speaks without thinking, unable 
to wait, interrupts others.

How can I te ll if my ch ild  has ADHD?
Your pediatrician will assess whether your child has ADHD

using standard guidelines developed by the American
Academy of Pediatrics. Keep in mind the following:
•  These guidelines are for children 6 to 12 years of age. It is 

difficult to diagnose ADHD in children who are younger 
than this age group.

•  The diagnosis is a process that involves several steps. It 
requires information about your child's behavior from you, 
your child's school, and/or other caregivers.

• Your pediatrician also will look for other conditions that 
have the same types of symptoms as ADHD. Some children 
have ADHD and another (coexisting) condition, e.g., con­
duct disorder, depression, anxiety, or a learning disability.

• There is no proven test for ADHD at this time.

If your child has ADHD; the symptoms w ill

> Occur in more than one setting, such as home, school, 
and social settings.

■ Be more severe than in other children the same age.1 Start before your child reaches 7 years of age.
» Continue for more than six months.1 Make it difficult to  function at school, at home, and/or 

in social settings.

What does treatment for ADHD involve?
As with other chronic conditions, families must manage the 

treatment of ADHD on an ongoing basis. In most cases, 
treatment for ADHD includes the following:
1. A long-term  management plan. This will have:

• Target outcomes (behavior goals, e.g., better school 
work)

•  Follow-up activities (e.g., medication, making changes 
that affect behavior at school and at home)

• M onitoring (checking the child's progress with the tar­
get outcomes)

2. Medication. For most children, stimulant medications are 
a safe and effective way to relieve ADHD symptoms.

3. Behavior Therapy. This focuses on changing the child's 
environment to help improve behavior.

4. Parent Training. Training can give parents specific skills 
to deal with ADHD behaviors in a positive way.

5. Education. All involved need to understand what ADHD is.6. Teamwork. Treatment works best when doctors, parents, 
teachers, caregivers, other health care professionals, and 
the child work together.

It may take some time to tailor your child's treatment plan 
to meet his needs. Treatment may not fully eliminate the 
ADHD-type behaviors. However, most school-aged children 
with ADHD respond well when their treatment plan includes 
both stimulant medications and behavior therapy.

Is there a cure for ADHD?
There is no proven cure for ADHD at this time. The cause 

of ADHD is unclear. Research is ongoing to learn more about 
the role of the brain in ADHD and the best ways to treat the 
disorder. Many good treatment options are available. The 
outlook for children who receive treatment for ADHD is 
encouraging.

As a parent, you play a very important part in providing 
effective treatment for your child.

For fu r th e r  in fo rm a t io n  ask your pediatrician abou t 
"Understanding ADHD: Information for Parents About Atten- 
tion-Deficit/Hyperactivity Disorder," a n ew  booklet from the 
American Academy o f Pediatrics.

The information conta ined in this pub lication should not be used as a substitute for the med ica l care and advice o f your p ed i­
atrician. There m aybe variations in treatment that your pediatrician may recommend based on individual facts and circumstances. 
©Copyright October 2001 American Academy ol Pediatrics
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Schools caught in  the m iddle o f R ita lin  controversies

By Craig Colgan

12/5/00 -  Controversy over the prescription drug Ritalin has heated up recently, and school 
officials find themselves, once again, caught in the middle.

The Texas State Board of Education approved a resolution in November urging local school 
boards to seek non-drug solutions to student behavior problems. The resolution quoted a 
federal panel that concluded the use of Ritalin results in "little improvement: in academic or 
social skills."

The resolution, which carries no legal authority, is supported by anti-Ritaiin activists who 
pushed for a similar resolution passed by the state board in Colorado. The activists claim 
Ritalin and other drugs associated with attention deficit hyperactivity disorder (ADHD) and 
attention deficit disorder (ADD) are routinely overprescribed and are increasingly abused.

There have been a growing number of confrontations nationwide pitting parents of children 
with attention deficits against school officials.

Albany, N.Y., school officials "turned in" two families to local child protective services after 
parents decided to lake their children off medication prescribed for ADHD. Parents of one 
student pulled him out of school, while another decided to put their child back on 
medication.

And some accuse drug companies of marketing the drugs too aggressively.

Class action lawsuits were filed in September in California and in New Jersey alleging 
Novartis Pharmaceuticals, the manufacturer of Ritalin, and the American Psychiatric 
Association had illegally conspired to expand the market for the drug. Another suit against 
Novartis was filed in Texas.

Ritalin use soaring

Since 1990, Ritalin production is up 700 percent, and nearly 15 percent of America's 
school-age children are using psychiatric prescription drugs.

In February, researchers reported in The Journal of the American Medical Association on 
what they view as an acute increase in the number of preschoolers taking psychotropic 
drugs, particularly stimulants such as Ritalin and antidepressants such as Prozac.

Response from the federal government was swift. The Drug Enforcement Agency will
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produce brochures this year discussing abuse of prescription drugs by parents and students. 
The National Institute of Mental Health said it would spend $6 million over the next five 
years to study whether Ritalin is safe and effective for children under 6.

ADHD was recognized as a condition entitling children to special education services in 1997 
when the Individuals with Disabilities Education Act was reauthorized.

The American Academy of Pediatrics, for the first time earlier this year, issued guidelines 
for diagnosing ADHD, The academy said it: is unclear whether the disorder was being 
overdiagnosed, because of such wide variations in how doctors defined and treated it.

Under the new guidelines, to be diagnosed with ADHD, a child must exhibit symptoms in at 
least two settings, such as at home and at school, and the symptoms must persist for at least 
six months.

Mixed results

Meanwhile, research results on the long-term effectiveness of Ritalin have been mixed.

In a study published in August in thejourna. Pediatrics, researchers reported on evidence 
that showed children diagnosed with ADHD who are treated with Ritalin are significantly 
less likely to abuse drugs and alcohol as teenagers. And there are even some who say ADHD 
is underdiagnosed, such as James J. Crist, author of ADHD-A Teenager's Guide.

Dr. Lawrence Diller, a behavioral pediatrician, says, "The discussion gets polarized and 
there is plenty of hyperbole, because it is cheaper and faster to medicate thai to address core 
interactional problems here."

Diller, the author of Running on Ritalin: A Physician Reflects on Children, Society, and 
Performance in a Pill, is a frequent public critic of what he. sees as America's increasing 
dependence on Ritalin, though he does not oppose the drug if used properly.

"I have no doubt Ritalin works in the short term, but I don't see it as a moral equivalent or 
substitute for better parenting and schools," he says.

And that's just what some of the drug's critics are charging.

The Texas state board's resolution is filled with dire pronouncements about "documented 
incidences of highly negative consequences in which psychiatric prescription drugs have 
been utilized for what are essentially problems of discipline which may be related to lack of 
academic success."

The resolution then urges school districts to implement policies dealing with storage of 
drugs, require that all medications be dispensed by a "medical practitione.r," and calls for 
greater communication and education on the issue.

The resolution came about at the urging of Texans for Safe Education, a group that opposes 
"the ever-increasing role of psychiatry and psychiatric drugs in schools," says John 
Breeding, a psychologist and the group's president.
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Breeding, as do many of Ritalin's harsher critics, challenges the medical definition of 
ADHD, calling it, among other things, a construct of a profit-hungry pharmaceutical 
industry. He claims a million children are using Ritalin and other psychiatric drugs in Texas.

"This is about medicalizing behavior problems in children," Breeding says. "It is also a fact 
that some people die using these drugs. That is not radical. Reliance on Ritalin is a 
distraction of attention and resources away from doing the things that need to be done for 
children in need."

Breeding says he is in touch with allies in other states, and he hopes to convince the U.S. 
Attorney General to weigh in on preventing schools from requiring use of Ritalin and other 
medications for children with attention problems.

Shellie Hoffman, director of legal services for the Texas Association of School Boards, says 
the Texas state board's resolution accomplishes little.

"First, most school districts already have policies dealing with prescription medications that 
fully comply with state law," Hoffman says. "And while school districts certainly appreciate 
the encouragement to be cautious about the effects of these drugs, this is not an area that the 
state board has rule-making authority in. And, in fact, whether a child uses these types of 
drugs is very often not a decision school districts have any authority over."

Hoffman says the Texas Slate Board of Education was stripped of much of its authority in 
1995, but continues to offer opinions on an array of controversial issues. (It recently 
approved a resolution encouraging districts to create policies for neutral "forums" before 
school events at which students may speak on issues of their choosing. Hoffman calls such 
forums a not-so-subtle invitation to prayer, a topic that has produced much rancor in Texas 
since the Supreme Court last spring outlawed student-led prayers before football games.)

Schools unfairly blamed

"I think there is a lot of confusion out there and misinformation in the perception that 
schools are pressing families and physicians to medicate children," says Ted Feinberg, 
assistant executive director of the National Association of School Psychologists. "I am sure 
there are some schools that are quick to judgment at times for some children having 
difficulty, but schools are not the perpetuators of Ritalin as a major answer to so many issues 
for children today."

What might be happening with various anti-Ritalin movements today may just be part of a 
cycle, he suggests. At the start of the ADD and Ritalin boom a decade ago. many parents and 
physicians were pushing for more children to be identified as having ADD, Feinberg points 
out.

"I think today the pendulum has just swung in the opposite direction," he says. "We need 
more research on this."

Feinberg believes it is unfair for schools "to be whipping posts for this issue. Parents need 
help and support, and need to be informed about alternatAe strategies before medication."

C h a rg e s  o f  abu se
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But the bottom line on Ritalin is that, "for many children, it often works."

T op  o f Patre

Reproduced with permission from the Dec. 5, 2000. issue of School Board News. Copyright © 2000,
National School Boards Association. Opinions expressed in this newspaper do not necessarily reflect 
positions o f NSBA. This article may be printed out and photocopied for individual or educational use, 
provided this copyright notice appears on each copy. This article may not be otherwise transmitted or 
reproduced in print or electronic form without the consent of the Publisher. For more information, call (703) !

! 838-6789.•  .
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P syc h o tro p ic  D rug Use in Very Y oung  
C h ild ren

iJ Joseph T. Coyle, MD_______________________________________

The study by Zito and colleagues- in this issue of THE JOURNAL on 
the use of psychotropic medications in very young children in 2 
Medicaid programs and a managed care organization suggests that 
1% to 1.5% of all children 2 to 4 years old enrolled in these 
programs currently are receiving stimulants, antidepressants, or 
antipsychotic medications. The authors also report that the 
prevalence of neuropsychopharmacologic interventions in this age 
group increased substantially during the last decade.

This reported increased use of psychotropic drugs in very young 
children raises important questions. Are the findings aberrant? Are 
they consistent with evidence-based medicine? Is there a reason to 
be concerned about this new prescribing pattern?

Several recent studies provide additional evidence that the 
prescription of psychotropic drugs to very young children has 
increased during the last decade. In a review of information from the 
Intercontinental Medical Statistics Study, Minde- described a 3-fold 
increase in methylphenidate prescriptions in Canada and a 10-fold 
increase in the prescription of selective serotonin reuptake inhibitors 
in the United States for children 5 years old and younger between 
1993 and 1997. This article also summarized findings from 
Strasbourg, France, showing that 12% of children beginning school 
were receiving psychotropic medications, primarily phenothiazines, 
and that 76% of these commenced treatment by their fourth year of 
life.

In an analysis of Michigan Medicaid claims, Rappley et al2 identified 
223 children aged 3 years or younger who received the diagnosis of 
attention-deficit/hyperactivity disorder, the majority of whom had 
significant comorbid conditions. While only a quarter of these 
children received psychological services, nearly 60% received 
psychotropic medications, and almost half of these were prescribed 
2 or more psychotropic medications. Thus, the findings of Zito et al­
and Rappley et al2 appear to identify an important change in 
psychotropic drug prescribing practices for very young children. As 3 
of the 4 data sets are derived from Medicaid populations, the 
findings suggest that poor children are experiencing these changes 
in drug prescribing practices, but additional investigation in other 
populations is required.

It should be emphasized that most of the drugs prescribed involve 
off-label use because efficacy of psychotropic drugs has not been 
demonstrated in very young children. As noted by Greenhill,- 
methylphenidate, the most commonly prescribed drug in these 
studies, carries a warning against its use in children younger than 6
• CTi i r 4 k «  «i>/> % ««•> I i ,-J Uiliti i r t n n n  a I
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I y e c u a . r u i u l e im u i e ,  m e  v c u iu n y  c i i iu  le i ia u n u y  u i m e  u ia y i l o s e s  u i
j attention-deficit/hyperactivity disorder, mood disorders, and 

schizophrenia in very young children have not been demonstrated.
I
■ To ascertain whether the prescribing practices documented by these 
• recent reports represent informed practice, I surveyed the editorial 

board (48 physicians) of the Journal of Child and Adolescent 
Psychopharmacology by facsimile about their prescribing of 

j stimulants, clonidine, antidepressants, and antipsychotics for 2- to 
4-year-old children (unpublished data, November 24, "1999). The 
board consists of expert clinicians and clinical researchers who are 
likely to treat the most difficult cases. Seventy-two percent of the 
physician board members responded. Most (28 of 35) reported 
either no use or very rare prescribing of these medications in this 
age group, and only 3 reported prescribing clonidine on rare 
occasions. The few positive responses generally were associated 
with the description of use of these drugs for severe, intractable 
cases such as the management of children with severe self-injurious 
behavior. The rarity of the use of psychotropic medications in very 
young children reported by experts in pediatric psychopharmacology 
suggests that they are much more reticent than the physicians 
treating the children in these studies.

Since there is virtually no clinical research on the consequences of 
pharmacologic treatment of behavioral disturbances of very young 
children, is there a basis for concern about these prescribing 
practices? Early childhood is a time of tremendous change for the 
human brain. Visual processing, language, and motor skills are 
acquired during this sensitive period.^ The cortical synaptic density 
reaches its maximum at the age of 3 years and is substantially 
modified by pruning during the next 7 years.- At the same time, the 
cerebral metabolic rate peaks between 3 and 4 years of age.-

Studies in experimental animals indicate that the aminergic systems 
that are the target of action of these psychotropic medications play 
an important role in neurogenesis, neuron migration, axonal 
outgrowth, and synaptogenesis.2 In this regard, it has been shown 
that depletion of serotonin in the preweanling rat results in a 
persistent decrease in cortical synaptic density and in memory 
deficits in adulthood.2 Perinatal treatment of rats with an 
antipsychotic drug results in a long-standing abnormality in 
dopamine receptor function and altered levels of dopamine and 
norepinephrine in adulthood.—  Thus, it would seem prudent to carry 
out much more extensive studies to determine the long-term 
consequences of the use of psychotropic drugs at this early stage of 
childhood.

Given that there is no empirical evidence to support psychotropic 
drug treatment in very young children and that there are valid 
concerns that such treatment could have deleterious effects on the 
developing brain, the reasons for these troubling changes in practice 
need to be identified. Unfortunately, the study by Zito et al- does not 
provide the diagnoses of the children or the professional identities or 
specialties of the prescribers, which could shed some light on the 
reason for these prescribing patterns. One possible contributing 
factor is the way mental health services are provided to children. For 
example, many state Medicaid programs now provide quite limited 
reimbursement for the evaluation of behavioral disorders in children 
and preclude more than 1 type of clinical evaluator per day. Thus, 
the multidisciplinary clinics of the past that brought together 
pediatric, psychiatric, behavioral, and family dynamic expertise for 
difficult cases have largely ceased to exist. As a consequence, it
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appears inai Denaviorany aisiuroea cnuaren are now increasingly 
subjected to quick and inexpensive pharmacologic fixes as opposed 
to informed, multimodal therapy associated with optimal
outcomes.—  These disturbing prescription practices suggest a 
growing crisis in mental health services to children and demand 
more thorough investigation.

A u th o r/A rtic le  in fo rm a tio n__________________

Author Affiliation: Departments of Psychiatry and Neuroscience, 
Harvard Medical School, Boston, Mass.

Corresponding Author and Reprints: Joseph T. Coyle, MD, 
Department of Psychiatry, Harvard Medical School, 115 Mill St, 
Belmont, MA 02478 (e-mail: ioseph covle@hms.harvard.edu).

Editorials represent the opinions of the authors and THE JOURNAL 
and not those of the American Medical Association.
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"R ita lin  B ill is response to  p ressu re  on p a re n ts "
Some say i t ’ ll in h ib it  teachers  fro m  discussing ch ild  concerns 
b y  J u lie  R o ss , D e t ro it  F re e  P ress , D e c em b e r  24, 2001

I t  wasn't the mention of her son's fidgeting that surprised Jody Daniels so much.

She expected the teacher at his kindergarten screening test last year to note his squirming 
and repetitive kicking. Daniels already suspected her son might have attention deficit 
disorder, and because his birthday was so near the kindergarten registration cutoff date, she 
had held him back a year so he could mature.

During that year, Daniels researched the disorder and its most commonly prescribed 
medication —  Ritalin —  and decided not to have her son tested or medicated.

What shocked the Wyandotte resident was the teacher's reaction to her decision.

"She asked, 'What do you mean you're not going to do i t? '" Daniels said recently. "I fe lt this 
pressure. I le ft there in tears."

According to several Michigan legislators, it's a common occurrence.

That’s why state Rep. Susan Tabor, R-Lansing, introduced legislation last summer that's 
become known as the Ritalin Bill. I t  would ban teachers from recommending psychotropic 
drugs -- essentially Ritalin —  to parents. Connecticut and Minnesota passed sim ilar laws this 
year.

I of 3 2/28/2002 8:30 PM

http://www.causeonline.org/DecO


Kiialin bill is response 10 pressure on parents

■ ■111  ............MM ....................................

wysi wyg://24 j/http://www.causeonline.org/DecO I/DetroilFreePrcssl 2-24-0 l.liln

"There have been situations where teachers have said, 'We think your daughter has ADD 
and should be on R ita lin ,'" Tabor said. "They shouldn't be making tha t call."

Tabor's measure is part o f a four-bill package that passed the House last month and awaits 
consideration by the Senate's Education Committee, possibly in Januar/.

Originally, the bill went so far as to restrict teachers from discussing a child's behavior with 
the parent.

"That would have made parent-teacher conferences real interesting," said Louise Somaiski, 
a Lansing-based legislative coordinator with the Michigan Federation of Teachers.

As the bill stands now, teachers would be allowed to discuss behavior and to recommend 
tha t a child v is it a physician. Teachers would not, however, be able to specifically say a child 
has ADD or that the child should be on Ritalin.

The teachers federation is neutral about the bill, Somaiski said.

But some legislators say it may prevent teachers from having open discussions with parents.

"I ju s t th ink tha t the bill will tie the hands of teachers," said Rep. Irm a Clark, D-Detroit, a 
form er president of the Detroit Board of Education who voted against the House bill. " I t  says 
teachers cannot even discuss with parents the fact that the child m ight need Ritalin. I don't 
want our teachers being so strapped to where they'd be afraid to even talk to parents."

Another portion of the Ritalin package would create a 15-member advisory council to 
investigate psychotropic drugs and recommend policies regarding the ir use by children.

The council would include members of the Department of Community Health, the 
Department o f Consumer and Industry Services and the Department of Education. I t  also 
wculd include a physician, a psychologist, a psychiatrist, a special education teacher, a 
general education teacher, a school principal, a school counselor, a school psychologist, a 
school nurse, a social worker and two parents.

The council would hold public hearings and compile a report.

Another portion of the legislative package would require the Department o f Community 
Health to distribute information about psychotropic drugs.

Somaiski said the teachers group supports both of those bills.

"We're always looking for professional development opportunities," she said. Because Ritalin 
"is so prevalent, it's always good to have our members aware o f what behaviors to look for 
and what to do."

Sherry Feldman, who teaches fourth grade at Brooklands Elementary School in Rochester 
Hills, has heard stories of teachers recommending Ritalin to parents, but said the key for 
teachers is knowing what to say.

"My policy is there is very special language you can use w ithout mentioning drugs," she
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said. "I don 't believe we should be recommending that. But there are ways to say to a 
parent, 'I would suggest you see a d o c to r.'"

Daniels said it wasn't the words her son's would-be teacher used tha t upset her as much as 
the pressure to put him on medication. She was so distraught after the initial kindergarten 
assessment that she didn't enroll him in their neighborhood Wyandotte school. Instead, she 
drives 40 minutes daily to shuttle him to a charter school in Flat Rock.

Daniels said she fears teachers who would prefer to have a quiet, orderly class would have 
labeled him with attention deficit disorder from the onset and been more strict about his 
behavior.

"He may be ADD or ADHD, but I think he's MCTTSWA —  more creative than the system will 
allow," she said.
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ATTENTION DEFICIT DISORDER: A DUBIOUS D IAGNOSIS?
° Purchase this program | Transcript
o CHADD (Children and Adults with Attentin Deficit Disorder) 
o An interview with: Stanley Greenspan. M.D.
° "Ritalin Ain't the Answer" bv Matt Scherbel 
o Books/Organizations

S trong  ev idence indicates th a t  the  ep idem ic o f  
Attention Deficit D isorder affecting mostly  white , 
midd le  c lass boys is to  a large ex ten t m an -m ade , one  
resu lt  o f a long -te rm , unpublicized financial 
re la t ion sh ip  betw een the  com pany  th a t  m akes th e  m os t  
widely  known A.D .D . m edication  and th e  nation 's 
la rges t "A.D.D. Suppor t G roup ."  Tha t ca se  is m ade in 
o u r  docum en tary , "A .D .D .-A Dub ious D iagnosis?"
N o question  th a t  A.D.D. is spread ing , a long with the  
use  o f  powerfu l psychostim u lan ts . The num ber o f 
children being m ed ica ted -n ow  an est im a ted  
2 ,0 0 0 ,0 0 0 - s e e m s  to  be doubling every  tw o  years .
In  preparing ou r  docum en tary , we heard  t im e and 
aga in  tha t Ritalin is "all over th e  schoo ls ."  Recovering  
drug  add ic ts  to ld  us th a t Ritalin w as becom ing w ha t 's  
ca lled  a "gateway drug," the  first drug a child tries.
And add icts  to ld  us th a t  som e  te en age rs  sn ort Ritalin 
fo r  a quick , cheap  (b u t  d ange rou s ) high.
Q u ick? Yes, becau se  Ritalin is a stimulant.
C h eap ?  Yes, becau se  parents pay th e  bill.
D ange rou s?  Yes, powerful enough  to  kill. The federa l 
Drug Enforcement Adm inistration reports  th a t  a 
Virginia te en ag e r  died from  snorting Ritalin. W e hope  
o u r  docum en ta ry  and this gu ide will help paren ts and 
edu ca to rs  find a lternatives to unnecessary  labels and  
powerfu l d rugs-l ike  sm aller c lasse s , m ore interesting  
curricu la , and m ore  personal a tten tion  a t h om e  and in 
s c h o c ’ .
-J ohn  Merrow
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C H A D D  ( C h i ld r e n  a n d  A d u l t s  w i t h  A t t e n t in  D e f i c i t  
D is o r d e r )

T housands  of parents turn to A .D .D . "support groups" for 
in fo rm at ion  and he lp . They expec t that the in fo rm at ion  w ill be 
accura te , unb ia sed  and com p le te . The  largest of these 
suppo rt groups is CHADD , C h i ld ren  and Adults w ith  A ttent ion 
Def ic it D isorder.

As we report in "Attention Defic it D isorder: A Dub ious 
Diagnosis?", m any  parents do not know tha t CHADD has for 
years  been rece iv ing  large sum s of m oney  from th e  m aker o f 
R ita l in , C iba-Geigy.
Here is som e ui v .na t CHADD ’s l itera ture te lls parents , a long 
w ith in fo rm at ion  it doesn't present.

C H A D D  SAYS:

"Psychost im u lant m ed ica t io ns  are not add ict ive ."

W H A T ’S N O T  S A ID :

M e thy lp hen id a te  and Rita lin are near ly  iden t ica l to 
am phe tam ine-  o therw ise  known as "speed". The federa l Drug 
En fo rcem en t Adm in is tra t ion puts m e th y lp h en id a te  in th e  
s am e  class of drugs as m o rph in e  and codeine- drugs w ith  
leg it im a te  m ed ica l app l ica t ion , but a h igh  potent ia l for abuse . 
W ithdrawa l effects (ag itat ion , marked anx ie ty , and tens ion) 
from psychos t im u lan ts  are c om m o n , and m any  doctors 
re com m end  taper ing  th e  dosage before d is con t inu ing  
m ed ica t io n .

C H A D D  SAYS:

"The most l ike ly cause of A .D .D . is a chem ica l im ba la n ce  or 
de f ic iency  in certa in  ch em ica ls  in the  bra in tha t are located in 
th e  area respons ib le  for a tten t ion and activ ity ."

W H A T 'S  N O T  S A ID :

CHADD  bases th is c la im  on a 1990 study by Dr. A lan 
Z am e tk in  of the  Nat iona l In st itu tes  of Hea lth (N IH), w h ich  
found s l igh t ly  lower leve ls  of g lucose m e tabo l ism  in the bra ins 
of adu lts  d iagnosed w ith hyperact iv ity . Not m en t io n ed  by 
CHADD  are the  succeed ing  a ttem p ts*  to rep lica te those 
resu lts in ch i ld ren . Dr. Zametk in 's la ter s tud ies  found "no
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stat ist ica lly  s ign if ican t d ifferences" between the bra ins of 
no rm a l ch i ld ren and ch i ld ren d iagnosed  w ith A .D .H .D . The  
root cause o f the d isorder rem a ins  unknown .

*B ra in  Metabo lism  in Teenagers  W ith ADHD" ( Arch. Gen . 
Psych iatry , Vol. 50, May 1993) and "Reduced Brain 
M etabo l ism  is Hyperact ive  Girls" ( J. Am . Acad. Ch i ld  Adolesc . 
Psych iatry , 33: 6, July/August 1994)

C H A D D  SAYS:

"Emotiona l d iff icu lt ies , in c lud ing  subs tance abuse , are more 
l ike ly  to occur w hen  a ch ild  w ith  A .D .D . is not treated."

W H A T 'S  N O T  S A ID :

T he re  are no conc lu s ive  s tud ies  show ing  that t re a tm en t o f 
A .D .D . reduces the  risk of drug abuse . Even C ih- -Geigy's ch ie f 
phys ic ian  dec l ined  to support CHADD's assert ion .

C H A D D  SAYS:

"Medication is not used to control behav ior-med ica t ion is used 
to im p rove  the  sym p tom s of A .D .D ."

W H A T ’S N O T  S A ID :

T h e  sym p tom s of A .D .D . ou t l in ed  by the  Amer ican Psych iatr ic 
Assoc iat ion (fidgets w ith hands or feet or squ irm s in seat, has 
d iff icu lty rem a in ing  seated w hen  requ ired to do so, is eas i ly  
d istracted by ex traneous s t im u l i , etc.) are all behav io ra l. 
M ed ica t ion is used to he lp  contro l these sym ptom s .
Con tro l l ing  b ehav io r  and im p ro v ing  the  sym p tom s of A .D .D . 
are one and th e  sam e .

C H A D D  SAYS:

"Between 70-80% of ch i ld ren respond pos it ive ly  to these 
(psycho-stimulant) med icat ions ."

W H A T 'S  N O T  S A ID :

Research suggests that m ed ica t io n  m ay  not b( jo effect ive  a 
t rea tm en t . Dr. James Swanson , D irector of the Ch ild  
D e v e lo pm en t  C en te r  at the  Un ivers ity  of Ca lifo rn ia , has 
w ritten : " .. .the short term  effects of s t im u lan ts  on a ca d em ic  
p erfo rm ance are m in im a l com pared  to the effects on
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beh av io r , and  the re  is no e v id e n ce  of benef ic ia l effects on 
lea rn ing  or a ca d em ic  a ch ie v em en t ." *

^ T r e a tm e n t  of A .D .D .:  Beyond Medication" (Beyond 
Behav io r , Fall 1992/Vol. 4 N o , l)

C H A D D  SAYS:

"Hundreds o f s tud ies  on thousands of ch i ld ren have  been 
conduc ted  regard ing the  effects of psycho-stimu lant 
m ed ica t io ns . R e la t ive ly  few long te rm  s ide effects have  been 
ident if ied ."

W H A T 'S  N O T  S A ID :

Hund reds  of s tud ies  on s t im u la n t m ed ica t ions  have  been 
conduc ted , bu t few have  looked at long term  s ide effects. 
M easur ing th e  long term effects of ped ia tr ic  m ed ica t ions  is 
p ro h ib it iv e  because  of lega l and eth ica l d i lem m as  surround ing  
th e  use of ch i ld ren  as test sub jects . The federa l Food and 
Drug Adm in is tra t ion  labe ling  for Rita lin inc ludes the  spec if ic 
w a rn ing  "Suffic ient data on the  safety and efficacy o f long 
te rm  use of R ita lin in ch i ld ren are not yet ava ilab le ."

T h e  E x p e r t s

An in te rv iew  w ith : S t a n l e y  G r e e n s p a n ,  M .D .

In  th e  process of putt ing toge ther "Attention Defic it D isorder: 
A D ub ious  Diagnosis?," w e spoke w ith Dr. S tan ley G reenspan , 
th e  ch i ld  psych ia tr is t and author of The Cha l leng ing  Ch ild . 
G reenspan  writes tha t m any  a ttent ion p rob lem s resu lt from 
th e  way ch i ld ren  process v isua l, aud itory , motor, and spatia l 
in fo rm a t io n , bu t these are often m isd iagnosed as A .D .D .

DR. GREENSPAN: Many ch i ld ren w ho com e in w ith a tten t ion  
p rob lem s  in a genera l sense are actua lly  hav ing  attent ion 
d iff icu lt ies in o n e  area but not ano the r area. O ne litt le boy 
c am e  in w ith  m o m m y  and daddy say ing he neve r pays 
a tten t ion  in schoo l, but it turned out it was mostly  dur ing 
w r it ing  ass ignm en ts . Ta lk ing to h im  one on one , he was very 
a t te n t ive . W hen  he was e x am in in g  th ings v isua l ly  he was very 
a t te n t ive . I t  w as on ly  w hen  he had to write th ings tha t he 
b e cam e  ina tten t ive . The re  were a lot of writ ing ass ignm en ts  
in schoo l, so he looked ina tten t ive  dur ing a good dea l of the  
day . O nce  w e found out the  pr imary cha l lenge , we worked on
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h is be ing ab le  to w rite m ore e f fe c t iv e ly . . .a nd  tha t he lped  h im  
ou t

Q- Is  m ed ica t ion  th e  on ly  approach to treatment?

DR. GREENSPAN: There are m any  ways to he lp  a ch i ld  w ith  
a tten t ion  p rob lem s . One is to shore up the  area that's 
vu ln e rab le ; l ike writ ing skills or look ing skills o r l is ten ing 
skills , or the way the  ch ild reacts to sensat ions by ge tt ing  
o ve r loaded . A no ther approach is us ing m ed ica t ion  a long  w ith 
the rapy  to he lp  the ch ild cope better and deal w ith  th e  
cha l le nges  they face, but if you don't d iagnose the  part icu la r 
p rob lem  you're not go ing to know  w h ich  approach is the most 
effect ive for th e  ch ild .

Q- How can parents tell if they're gett ing a proper d iagnosis?

DR. GREENSPAN: Id ea l ly , the parents com e in first and  ta lk to 
th e  c lin ic ian a bou t w ha t the ir  concerns  are, w ha t they  worry 
abou t , what's go ing on at schoo l, what's go ing on at hom e , 
and w ha t the ir  m a in  worries abou t th e  ch i ld  are. T hen  the 
c l in ic ian  shou ld  do a carefu l rev iew  of the child's fun c t ion ing  in 
all areas. There  shou ld be a carefu l d e ve lo pm en ta l h istory , 
trac ing tha t child's d e ve lo pm en t  from infancy, in c lu d in g  th e  
p regnancy  and de l ive ry  up through the current age .

Q-Is that w ha t usua lly  hapoens?

DR. GREENSPAN: S om e t im es  ch i ld ren  aren't seen for long 
enough  per iods of t im e  on the ir own . Instead of be ing  seen 
for a w ho le  45 m in u te  session they are seen for 10 or 15 
m inu tes . In s tead  of be ing observed interact ing w ith  the ir  
parents , som e t im es  young ch ild ren are ju s t  p rov ided w ith a 
s tandard ized battery of tests. S om e t im es  fam ily  funct ion  isn't 
g o n e  into in as m uch  depth as it shou ld . So it doesn't a lways 
occur the way it o ugh t to occur.

Q- What's the cost of m isd iagnos is  and m istreatment?

DR. GREENSPAN: If  you don't fo rm u la te  the proper 
in te rven t ion , then  the child's psycho log ica l cop ing capac ity  
won't d eve lop  as op t im a lly  as it cou ld . As the ch i ld  gets a long 
in life, he won't function- e ithe r as a parent rearing ch i ld ren , 
as a worker ou t on the  jo b , or as a c it izen . We are robb ing 
our country of the  k ind of w isdom  it's go ing to need in the 
future .
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| | |  " R i t a l in  A in ' t  t h e  A n sw e r "

| f j  • by Matt Scherbe l

| | |  Matt Scherbel was 14 and in the eighth grade at Thomas Pyle 
| f |  Middle School in Bethesda, MD, when he wrote this for his 
/ p  school newspaper, "The Pyle Print."

T he  system wasn't and still isn't m ade  for the ex trem is ts . The  
V> perfect s tuden t isn't a gen ius ; he on ly  takes extra care and 
|§ | concern . A stup id kid obv ious ly  doesn't fit; he needs more 
f§| t im e  to learn to learn and spec ia l a tten t ion  tha t the system

doesn't like. No, the  perfect s tuden t is a s chm o . He on ly  
H§ hands in w ha t is asked of h im , therefore no spec ia l pra ise, 
f r l  He's qu ie t  and speaks not a word of his own m ind .

f f j  Schoo ls don't like ex trem ists w ho like to th ink  and ques t io n .
T h e y  are the d ream ers . Tha t doesn't m ean  that they  are 

| |  w rong . They  ju s t  don't fit the  no rm , so they  are labe led and 
§ |  d am ned , labe led as A .D .D . (Attention Defic it D isorder).

M  So  th e  doctors dope us up w ith  R ita lin and contro l ou r m inds  
p |  w ith low doses of speed . The  teachers  pay us no m ind  unt il 
s i  our m inds  are under contro l. I t  screws up our tra in o f though t 
| |  and makes us one-d imens iona l. We get headaches  and a lm os t 
| |  depressed gett ing on and off it. I t  takes away extra 
0" im ag ina t ion  and flow of th e  m in d , hence  destroy ing th e  true , 
p  purest ideas o f m y m ind . I  can't th ink  r ight, and for s ix hours 
B  of th e  day , I'm  not m e . I'm  w ha t the  system  wou ld  like m e  to

If? The schoo ls shou ld shape our educa t ion  a round our 
p  id iosyncrat ic  m inds , our q ua in t  m inds , our qu irky m inds , our 
H  crackpot m inds , our cur ious m inds . W here wou ld  we be 
■P w ithou t eccen tr ic  people? We need th em . The system  shou ld

not shape our m inds  with dope and low doses o f speed ; the  
system  shou ld be shaped around us.

| p  R ita lin does not he lp  me learn; it s im p ly  lowers m y  m ind  
| | |  down be tween the  se lected lines :r w h ich  w e are taught.

Who's go ing to get further in life, the  s chm o  w ith  the sam e 
|§  textbook answers and ideas, or the "A.D.D . kid" who  can offer 
|H  ideas that have  ne ve r  been though t of or a new  perspect ive  
P  on someth ing?

I tru ly  look forward to the day w hen Rita lin isn't an answer. 
To th e  day w hen  every  s tudent is labe led "learner."
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BOOKS:
T h e  U .S . D epa r tm en t of Educat ion pub l ishes  a list o f books 
a bou t A .D .D . C op ies  of "Where do I  turn?: A resource 
d irecto ry of m ate r ia ls  abou t A ttent ion Defic it D isorder" can be 
o rdered th rough  Eric D o cum en t Reproduct ion serv ice  
(1.800.443.ERIC) D o cum en t #ED-370333.

In  The Challenging Child, (New York, Addison W es ley , 1995) 
Psych iatr ist S tan ley  G reenspan ou t l ines  num erous  k inds of 
a tten t ion  p rob lem s tha t s tem  from th e  w ay  ch i ld ren  process 
in fo rm a t io n . G reenspan  be l ie ves  a proper d iagnos is  is th e  first 
s tep  to f ind ing  the correct trea tm en t .

The W a r  Against Children (New York, St. Martin's Press,
1994) by Dr. Peter Breggin and G in g e r  Ross Bregg in takes a 
cr it ica l look at R ita lin and A .D .D . O the r  books by Dr. Bregg in 
in c lude  Tox ic  Psych iatry and Ta lk ing Back to Prozac., also 
pub l ished  b/ St. Martin's Press.

In  The Myth of the A D D  Child, (New York, Dutton Press,
1995) Dr. T hom as  Armstrong ou t l ines  50 ways to im p ro v e  a 
ch ild's a tten t ion  span w ithou t drugs or labels .

The Physician's Desk Reference, pub l ished  by Medica l 
E conom ic  Data in M on teva le , NJ. con ta ins  FDA- approved  
labe l ing  in fo rm at ion  for R ita lin and o the r prescr ipt ion drugs. 
T he  PDR can be found in most pub l ic  libraries.

Dr. James Swanson Ph.D has pub l ished  m any  sc ien t if ic  
s tud ies  on s t im u la n t  m ed ica t io n  for ch i ld ren . To learn w ha t to 
exp ec t from m ed ica t io n , read "Effect o f S t im u la n t Med ica t ion 
on Ch i ld re n  w ith  A ttent ion Defic it D isorder: A R ev iew  of 
Rev iews", Exceptional Children, Vol. 60, no . 2, pp 154-162.

O RG AN IZA T IO N S :
Ch ild ren  and Adu lts  w ith  A tte n tio n  Defic it D iso rde r
(CHADD)
CHADD
499 Northwest 70th A venue , Su ite  109 
P lan ta t ion , FL. 33317

The  nation's largest A .D .D . support g roup , CHADD pub l ishes  
news le tters , fact sheets and educators' m anua ls . CHADD
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presents itself as an impart ia l source of in fo rm at ion  for 
parents; on ly  after w e  began our inves t iga t ion  d id CHADD tell 
its members- in very  genera l terms-about its f inanc ia l support 
from  Ciba-Geigy, Abbott Labs and Burroughs W e l lc om e , the  
m akers o f R ita lin , Cy lert, and D exed r in e  respect ive ly .

T h e  C e n t e r  f o r  T h e  S t u d y  o f  P s y c h ia t r y
4628 Chestnu t S treet 
Bethesda , MD 20814

Founded by Dr. Peter Breggin , th e  cen te r  descr ibes itse lf as a 
research and educa t iona l network devo ted  to reform in 
psych ia try  and to offering in d ep end en t ana lyses of curren t 
psych ia tr ic  theor ies and practice. The  cen te r  pub l ishes  
news le tters  and ho lds annua l m ee t ing s  for m em bers .

T h e  F e in g o ld  A s s o c ia t io n  o f  t h e  U n i t e d  S t a t e s
PO E x 6550 
A lexandr ia , VA 22306

Founded by Dr. B en jam in  Fe ingo ld , th is  o rgan iza t ion  is 
c om m it te d  to th e  be l ie f that ADHD sym p tom s arise from 
artif ic ia l food add it ives  and preserva t ives . I t  endorses a d iet 
des igned  to lessen reactions that m ay  create ADHD 
sym p tom s .

[ H o m e  | T e l e v i s io n  | R a d io  | S a le s  in f o  | A r c h i v e s  | A b o u t  u s  | F e e d b a c k  | P B S
O n l i n e ]
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Toll free: (800)770-3822

Senator Bctive DavisfeMegis.statu.ak.us 
h ttp :/ /w w w .a k d em o c ra ts .o rg

Senator Bettye Davis

Sectional Analysis

A l a s k a  S t a t e  L e g i s l a t u r e

recommending that a student be given psychotropic drugs.

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

Section 2. Prohibits a child from being considered to be a child in need of aid simply 
based on the refusal of the child’s custodian to give psychotropic drugs to the child.
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Tomorrow's testimony on SB 230f
*

S u b j e c t :  T o m o r r o w ' s  t e s t im o n y  o n  S B  230 
D a t e :  M o n ,  4  M a r  2002 0 0 :39 :1 5  E S T  

F r o m :  W i n d W a m e r @ a o l . c o m
T o :  S e n a t o r _ L y d a _ G r e e n @ le g is . s t a t e . a k . u s

M a r c h  4 , 2002

T e s t im o n y  b e f o r e  t h e  A l a s k a  H e a l t h ,  E d u c a t i o n ,  a n d  S o c i a l  S e r v i c e s  C o m m i t t e e  
i n  s u p p o r t  o f  S e n a t e  B i l l  2 3 0 , a C c eA n  A c t  r e l a t i n g  t o  r e c o m m e n d in g  o r  r e f u s i n g  
p s y c h o t r o p i c  d r u g s  a s  a  t r e a t m e n t  f o r  c h i l d r e n  a n d  t o  t h e  e v a l u a t i o n  a n d  
t r e a t m e n t  o f  c h i l d r e n  w i t h  b e h a v i o r a l  o r  p s y c h o l o g i c a l  p r o b l e m s . a € D

F r o m :  R i c h a r d  W a r n e r ,  P r e s i d e n t
C i t i z e n s  C o m m is s i o n  o n  H u m a n  R i g h t s  o f  S e a t t l e

T h i s  l e g i s l a t i o n  r e p r e s e n t s  a  f i r s t  s t e p  t o w a r d  e s t a b l i s h i n g  c l e a r  
l i m i t a t i o n s  o n  t h e  a b i l i t y  o f  s t a t e  a g e n c i e s  t o  f o r c e  p a r e n t s  t o  g i v e  n o r m a l  
c h i l d r e n  m i n d - a l t e r i n g  d r u g s .  T h e  d e c i s i o n  t o  g i v e  o r  n o t  g i v e  a  c h i l d  s u c h  
d r u g s  m u s t  c o m e  o n l y  f r o m  t h e  p a r e n t  o r  g u a r d i a n .

T h e  d r u g g i n g  o f  c h i l d r e n  w i t h  p s y c h o t r o p i c  d r u g s  i s  s k y r o c k e t i n g .  K e e p  i n  
m i n d ,  t h e s e  p s y c h i a t r i c  d r u g s  h a v e  n e v e r  b e e n  a p p r o v e d  f o r  u s e  o n  c h i l d r e n .  
T h e  o n l y  e x c e p t i o n s  a r e  R i t a l i n  a n d  P a x i l  S C "  a n d  t h e y  a r e  n o t  a p p r o v e d  f o r  
c h i l d r e n  u n d e r  s i x  y e a r s  o l d .  A n d  y e t  w h a t  d o  w e  f i n d ?

I n  N o v e m b e r  1 9 9 9 , t h e  U . S .  D r u g  E n f o r c e m e n t  A d m i n i s t r a t i o n  (D EA ) w a r n e d  a b o u t  
a  r e c o r d  s i x - f o l d  i n c r e a s e  i n  R i t a l i n  p r o d u c t i o n  b e t w e e n  1990 a n d  1 9 9 5 . T h e  
U n i t e d  S t a t e s  u s e s  a p p r o x i m a t e l y  90% o f  t h e  w o r l d ' s  R i t a l i n .

A  F e b r u a r y  2 3 , 2000 s t u d y  i n  t h e  J o u r n a l  o f  t h e  A m e r i c a n  M e d i c a l  A s s o c i a t i o n  
(JAM A ) w a r n e d  a b o u t  t h e  r a p i d l y  e s c a l a t i n g  p s y c h i a t r i c  d r u g g i n g  o f  c h i l d r e n .  

A c c o r d i n g  t o  t h e  s t u d y ,  " S t i m u l a n t  t r e a t m e n t  i n  p r e s c h o o l e r s  [ 2 - 4  y e a r s  
o l d ]  i n c r e a s e d  a p p r o x i m a t e l y  3 - f o l d  d u r i n g  t h e  e a r l y  1 9 9 0 ’ s . "  A  s u r v e y  b y  IM S  
H e a l t h ,  a  c o m p a n y  t h a t  m e a s u r e s  d r u g  u s a g e  f o r  t h e  p h a r m a c e u t i c a l  i n d u s t r y ,  
f o u n d  t h a t  t h e  u s e  o f  n e w e r  a n t i d e p r e s s a n t s  l i k e  P r o z a c ,  Z o l o f t ,  P a x i l ,  a n d  
L u v o x  o n  c h i l d r e n  l e s s  t h a n  6 i n c r e a s e d  580% b e t w e e n  1995 a n d  1 9 9 9 .

A c c o r d i n g  t o  t h e  A l a s k a  D e p t ,  o f  E d u c a t i o n  f i g u r e s ,  t h e  n u m b e r  o f  c h i l d r e n  i n  
t h e  d i s a b i l i t y  c a t e g o r y  w h i c h  i n c l u d e s  A D D  a n d  A D H D  ( a C o e O t h e r  H e a l t h  
I m p a i r e d a £ G )  i n c r e a s e d  b y  n e a r l y  200% b e t w e e n  D e c e m b e r  1995 a n d  D e c e m b e r  2 0 0 0 . 
D u r i n g  t h a t  p e r i o d  t o t a l  s c h o o l  e n r o l l m e n t  i n c r e a s e d  a p p r o x i m a t e l y  7 % .

A c c o r d i n g  t o  t h e  D r u g  E n f o r c e m e n t  A g e n c y ,  i n  t h e  y e a r  2 0 0 0 , m e t h y l p h e n i d a t e  
( R i t a l i n )  p r e s c r i p t i o n s  i n  A l a s k a  t o t a l e d  2 ,6 4 5  g r a m s  p e r  1 0 0 ,0 0 0  p e o p l e .  
T h a t a € OTs  5 2 9 ,0 0 0 , 5 m g  R i t a l i n  t a b l e t s .  A n d  t h a t  i s  j u s t  o n e  o f  m a n y  d r u g s  
b e i n g  g i v e n  t o  c h i l d r e n .

M a n y  s t a t e s  a r e  r e s p o n d i n g  t o  t h e  e s c a l a t i n g  d r u g g i n g  o f  c h i l d r e n  b y  p a s s i n g  
l a w s  a n d  r e g u l a t i o n s  d e s i g n e d  t o  c o n t r o l  t h e  l a b e l i n g  a n d  d r u g g i n g  o f  
c h i l d r e n  a n d  t o  p r e v e n t  s t a t e  a g e n c i e s  f r o m  i n t i m i d a t i n g  p a r e n t s  i n t o  p u t t i n g  
t h e i r  c h i l d r e n  o n  p s y c h o t r o p i c  d r u g s .

L a s t  y e a r  b o t h  C o n n e c t i c u t  a n d  M i n n e s o t a  p a s s e d  l a w s  b a r r i n g  s c h o o l s  f r o m  
t e l l i n g  p a r e n t s  t h e y  m u s t  p u t  t h e i r  c h i l d r e n  o n  d r u g s  a n d  M i n n e s o t a  a n d  U t a h  
p a s s e d  l a w s  p r e v e n t i n g  C h i l d  P r o t e c t i v e  S e r v i c e s  f r o m  f i n d i n g  a  p a r e n t  g u i l t y  
o f  n e g l e c t  f o r  r e f u s i n g  t o  d r u g  t h e i r  c h i l d .  A r i z o n a ,  C a l i f o r n i a ,  C o l o r a d o ,  
I o w a ,  K e n t u c k y ,  M i s s o u r i ,  M i c h i g a n ,  N e w  Y o r k ,  N e w  J e r s e y ,  U t a h ,  W a s h i n g t o n ,  
W i s c o n s i n  a n d  V e r m o n t  h a v e  a l s o  i n t r o d u c e d  s i m i l a r  l e g i s l a t i o n .

A  U t a h  b i l l  w h i c h  w e  s u p p o r t  p a s s e d  o u t  o f  t h e  H o u s e  l a s t  w e e k  (66 a € "  4) a n d  
h a s  b e e n  s e n t  d i r e c t l y  t o  t h e  f l o o r  o f  t h e  S e n a t e  f o r  a  v o t e .  I t  w i l l  v e r y

I of 3 3/4/2002 9:33 AM

mailto:WindWamer@aol.com
mailto:Senator_Lyda_Green@legis.state.ak.us


Tomorrow's testimony on SB 230

l i k e l y  b e  p a s s e d  t h i s  w e e k .  T h i s  D i l l  p r o h i b i t s  t e a c h e r s  f r o m  r e c o m m e n d in g  
o r  r e q u i r i n g  p s y c h o t r o p i c  d r u g s  f o r  a  c h i l d  o r  r e c o m m e n d in g  p s y c h i a t r i c  
t r e a t m e n t  o r  e v a l u a t i o n  f o r  a  c h i l d .

T h e  U t a h  b i l l  a l s o  p r o v i d e s  t h a t  t h e  D i v i s i o n  o f  C h i l d  a n d  F a m i l y  S e r v i c e s  
m a y  n o t  r e m o v e  a  c h i l d  f r o m  h i s  o r  h e r  p a r e n t s  b e c a u s e  t h e  p a r e n t s  r e f u s e  t o  
d r u g  t h e i r  c h i l d .

I t  i s  r e a s o n a b l e  t o  s u g g e s t ,  a n d  c o u r t s  h a v e  r u l e d ,  t h a t  t h e  s t a t e  s h o u l d  n o t  
i n t e r v e n e  i n  p a r e n t s a C ™  d e c i s i o n s  r e g a r d i n g  m e d i c a l  t r e a t m e n t  f o r  t h e i r  
c h i l d r e n  w h e n  t h e r e  i s  n o  c l e a r  c o n s e n s u s  r e g a r d i n g  t h e  e f f e c t i v e n e s s  a n d  
r i s k s  o f  a  p r o p o s e d  t r e a t m e n t .

W h e n  t h e  r i s k s  h a v e  b e e n  p r o v e n  t o  b e  s e r i o u s ,  a s  i s  t h e  c a s e  w i t h  
p s y c h o t r o p i c  d r u g s ,  a n d  t h e  d i a g n o s i s  i t s e l f  i s  i n  q u e s t i o n ,  t h e r e  i s  e v e n  
m o r e  r e a s o n  t o  c l e a r l y  s t a t e  t h e  l i m i t s  o f  s t a t e  i n t e r v e n t i o n .

A d v e r s e  r e a c t i o n s  t o  t h e s e  d r u g s  l i s t e d  i n  t h e  P h y s i c i a n a € ™ s  D e s k  R e f e r e n c e  
i n c l u d e  a n o r e x i a ,  n a u s e a ,  d i z z i n e s s ,  r a p i d  h e a r t b e a t ,  c a r d i a c  a r r h y t h m i a ,  
a b d o m i n a l  p a i n ,  a n d  w e i g h t  l o s s .  A d v e r s e  r e a c t i o n s  r e p o r t e d  t o  t h e  F o o d  a n d  
D r u g  A d m i n i s t r a t i o n  i n c l u d e  p h y s i o l o g i c a l  p r o b l e m s  s u c h  a s  l i v e r  d i s o r d e r s ,  
b l o o d  d i s o r d e r s ,  a n d  c o n v u l s i o n s ,  i n c l u d i n g  g r a n  m a l  s e i z u r e s ,  a n d  m e n t a l  a n d  
e m o t i o n a l  r e a c t i o n s  s u c h  a s  a g i t a t i o n ,  h o s t i l i t y ,  a b n o r m a l  t h i n k i n g ,  
h a l l u c i n a t i o n s ,  p s y c h o s i s  a n d  p e r s o n a l i t y  d i s o r d e r s .  T h e r e  h a v e  b e e n  b r a i n  
c h a n g e s  r e p o r t e d  i n  v a r i o u s  s t u d i e s ,  i n c l u d i n g  a  20-30% d e c r e a s e  i n  b l o o d  
f l o w  t o  a l l  p a r t s  o f  t h e  b r a i n  a n d  c e r e b r a l  a t r o p h y  - b r a i n  s h r i n k a g e .

T h e  v e r y  d i a g n o s i s  i t s e l f  i s  a p p a r e n t l y  b a s e l e s s .  I n  1998 t h e  N a t i o n a l  
I n s t i t u t e s  o f  H e a l t h  h e l d  t h e  " N IH  C o n s e n s u s  D e v e l o p m e n t  C o n f e r e n c e  o n  
D i a g n o s i s  a n d  T r e a t m e n t  o f  A t t e n t i o n  D e f i c i t  H y p e r a c t i v i t y  D i s o r d e r  [ A D H D ] " 
t o  d e c i d e  i f  t h e r e  w a s  a  l e g i t i m a t e  s c i e n t i f i c  b a s i s  f o r  t h e  d i a g n o s i s .  T h e  
C o n f e r e n c e  a C o e C o n s e n s u s  S t a t e m e n t a C O  s t a t e d ,  a C o e a C  | w e  d o n a C TOt  h a v e  a n  i n d e p e n d e n t ,  
v a l i d  t e s t  f o r  A D H D ;  t h e r e  a r e  n o  d a t a  t o  i n d i c a t e  t h a t  A D H D  i s  d u e  t o  a  
b r a i n  m a l f u n c t i o n a C ' a n d  f i n a l l y  a f t e r  y e a r s  o f  c l i n i c a l  r e s e a r c h  a n d  
e x p e r i e n c e  w i t h  A D H D , o u r  k n o w l e d g e  a b o u t  t h e  c a u s e  o r  c a u s e s  o f  A D H D  r e m a i n s  
s p e c u l a t i v e . a € D

I n  J u n e  2 0 0 0 , t h e  U n i t e d  S t a t e s  S u p r e m e  C o u r t  u p h e l d  a  d e c i s i o n  b y  t h e  
W a s h i n g t o n  S t a t e  S u p r e m e  C o u r t  t h a t  h i n g e d  o n  p a r e n t a l  r i g h t s .  I n  t h e  c a s e ,
T r o x e l  v .  G r a n v i l l e ,  t h e  c o u r t  r u l e d ,

A c c o r d i n g l y ,  s o  l o n g  a s  a  p a  . e n t  a d e q u a t e l y  c a r e s  f o r  h i s  o r  h e r  c h i l d r e n  ( 
i . e . ,  i s  f i t ) ,  t h e r e  w i l l  n o r m a l l y  b e  n o  r e a s o n  f o r  t h e  S t a t e  t o  i n j e c t  
i t s e l f  i n t o  t h e  p r i v a t e  r e a l m  o f  t h e  f a m i l y  t o  f u r t h e r  q u e s t i o n  t h e  a b i l i t y  
o f  t h a t  p a r e n t  t o  m a k e  t h e  b e s t  d e c i s i o n s  c o n c e r n i n g  t h e  r e a r i n g  o f  t h a t  
p a r e n t a € ™ s  c h i l d r e n .

d £ j  t h e  D u e  P r o c e s s  C l a u s e  d o e s  n o t  p e r m i t  a  S t a t e  t o  i n f r i n g e  o n  t h e  
f u n d a m e n t a l  r i g h t  o f  p a r e n t s  t o  m a k e  c h i l d r e a r i n g  d e c i s i o n s  s i m p l y  b e c a u s e  a  
s t a t e  j u d g e  b e l i e v e s  a  a € c e b e t t e r a € D  d e c i s i o n  c o u l d  b e  m a d e .

T h i s  b i l l  i s  a n  im p o r t a n t  s t e p  t o w a r d  p r o t e c t i n g  p a r e n t s  a n d  c h i l d r e n .
W e d o  f e e l  t h a t  t h i s  b i l l  c a n  b e  m a d e  m u c h  s t r o n g e r  a n d  w o u l d  s u g g e s t  t h e  
U t a h  b i l l  ( H o u s e  B i l l  123) a s  a  m o d e l .

S i n c e r e l y ,

R i c h a r d  W a r n e r ,  P r e s i d e n t
C i t i z e n s  C o m m is s i o n  o n  H u m a n  R i g h t s  o f  S e a t t l e  
300 L e n o r a  S t . ,  #B252 
S e a t t l e ,  WA 98121 
(206 ) 283-1099 ( o f f i c e )
(206 ) 527-3501 ( h o m e )  
e m a i l : w i n d w a r n e r O a o l . c o m
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S u b j e c t :  S B  230  r e  p s y c h o t r o p i c  d r u g g i n g  o f  c h i l d r e n  
D a t e :  M o n ,  4  M a r  2002  00 :0 7 :3 6  E S T  

F r o m :  W i n d W a m e r @ a o l . c o m
T o :  S e n a t o r _ L y d a _ G r e e n @ le g is . s t a t e . a k . u s

D e a r  S e n a t o r  G r e e n ,

I  w i l l  b e  t e s t i f y i n g  t o m o r r o w  ( M a r .  4) o n  a  b i l l  s p o n s o r e d  b y  S e n a t o r  
B e t t y e  D a v i s ,  S B  2 3 0 . T h i s  l e g i s l a t i o n  r e l a t e s  t o  t h e  d r u g g i n g  o f  c h i l d r e n  
w i t h  p s y c h o t r o p i c  d r u g s  f o r  a l l e g e d  b e h a v i o r a l  d i s o r d e r s .  I  t h o u g h t  y o u  
s h  m i d  k n o w  t h a t  s u c h  l e g i s l a t i o n  h a s  b e e n  o f f e r e d  i n  m a n y  s t a t e s  a n d  i t  i s  
u s u a l l y  s p o n s o r e d  a n d  p u s h e d  f o r w a r d  b y  R e p u b l i c a n s .  I  a m  a t t a c h i n g  a  c o p y  
o f  a  b i l l  w h i c h  j u s t  p a s s e d  t h e  H o u s e  (66-4) i n  U t a h  (HB  123) a n d  w i l l  g o  
d i r e c t l y  t o  t h e  S e n a t e  f l o o r  t o  b e  v o t e d  o n .  I t  w i l l  m o s t  l i k e l y  b e  p a s s e d  
b y  t h e  S e n a t e  t h i s  w e e k .  I t  i s  a  R e p u b l i c a n  b i l l  a n d  r e p r e s e n t s  t h e  e f f o r t s  
o f  a  n u m b e r  o f  s t a k e h o l d e r s  i n c l u d i n g  t h e  s c h o o l s ,  p s y c h i a t r i s t s ,  m e d i c a l  
b o a r d ,  r e p r e s e n t a t i v e s  o f  t h e  d i s a b J l i t y  c o m m u n i t y ,  t h e  N a t i o n a l  A l l i a n c e  f o r  
t h e  M e n t a l l y  1 1 1 , a n d  t h e  U t a h  P r o t e c t i o n  a n d  A d v o c a c y  S y s t e m .  M y  t e s t i m o n y  
f o r  t o m o r r o w  w i l l  f o l l o w  i n  a  s e p a r a t e  e m a i l .

S i n c e r e l y ,

R i c h a r d  W a r n e r ,  P r e s i d e n t
C i t i z e n s  C o m m is s i o n  o n  H u m a n  R i g h t s  o f  S e a t t l e  
300 L e n o r a  S t . ,  # B252 
S e a t t l e ,  WA 98115 
(206) 283-1099 ( o f f i c e )
(206) 527-3501 ( h o m e )  
e m a i l :  w i n d w a r n e r @ a o l . c o m
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L E G I S L A T I V E  G E N E R A L  C O U N S E L  
<L A p p r o v e d  f o r  F i l i n g :  D . S  L a r s e n  &  

&  02-26-02 11:48 A M  <L

H.B. 123 
4th Sub. (Green)

R e p r e s e n t a t i v e  K a t h e r i n e  M .  B r y s o n  p r o p o s e s  t h e  f o l l o w i n g  s u b s t it u t e  b i l l :

1 MEDICAL RECOMMENDATIONS FOR
2 CHILDREN
3 2002 G E N E R A L  S E S S I O N

4  S T A T E  O F  U T A H

5 Sponsor: Katherine M. Bryson
6 T h i s  a c t  m o d i f i e s  t h e  S t a t e  S y s t e m  o f  P u b l i c  E d u c a t i o n  c o d e  a n d  t h e  J u d i c i a l  C o d e  b y

7 p r o h i b i t i n g  s c h o o l  p e r s o n n e l  f r o m  m a k i n g  c e r t a i n  m e d i c a l  r e c o m m e n d a t i o n s  f o r  a  c h i l d ,

8 i n c l u d i n g  t h e  u s e  o f  p s y c h o t r o p i c  d r u g s .  T h i s  a c t  p r o v i d e s  t h a t  t h e  D i v i s i o n  o f  C h i l d  a n d

9 F a m i l y  S e r v i c e s  m a y  n o t  i n i t i a t e  a n  in v e s t i g a t i o n  o r  r e m o v e  a  m i n o r  f r o m  t h e  c u s t o d y  o f  h i s

10 p a r e n t  o n  t h e  b a s is  o f  t h e  r e f u s a l  o f  t h e  p a r e n t  t o  c o n s e n t  t o  t h e  a d m i n i s t r a t i o n  o f  a

11 p s y c h o t r o p i c  d r u g  t o  a  c h i l d ,  o r  t o  c o n s e n t  t o  c e r t a i n  t r e a t m e n t s  o r  e v a l u a t i o n s  o f  t h e  c h i l d .

12 T h i s  a c t  a f f e c t s  s e c t io n s  o f  U t a h  C o d e  A n n o t a t e d  1953 a s  f o l l o w s :

13 A M E N D S :

14 78-3a-30 I ( S u b s e c t io n  ( l ) ( m )  is  r e p e a l e d  07/01/02), a s  la s t  a m e n d e d  b y  C h a p t e r s  153

15 a n d  250 , L a w s  o f  U t a h  2001

16 E N A C T S :

17 53A-11-602, U t a h  C o d e  A n n o t a t e d  1953

18 Be it enacted by the Legislature o f  the state o f Utah:
19 S e c t io n  1. S e c t io n  5 3 A - 1 1-602 is  e n a c t e d  to  r e a d :

20 5 3 A - 1 1-602. P r o h i b i t e d  r e c o m m e n d a t i o n s  -  P s y c h o t r o p i c  d r u g s  -  E x c e p t i o n s  -

21 P e n a l t i e s .

22 (1) A s  u s e d  in  t h is  s e c t io n :

23 (a) " s c h o o l"  m e a n s  a  p u b l i c  s c h o o l :

24 f h )  " f e d e r a l e d u c a t io n  la w "  m e a n s :

25 ( i)  20 U . S . C .  S e c .  1401 e t s e q . :

HB0123S4



26 ( i i )  20 U . S . C .  S e c .  7101 e t s e a . :

27 ( in )  29 U . S . C .  S e c .  794: a n d

28 ( iv )  42 U . S . C .  S e c .  12101 e t  s e a .

29 (2) E x c e p t  a s  p r o v id e d  in  S u b s e c t io n  (4) o r  (5), s c h o o l  p e r s o n n e l  m a y  n o t :

30 (a) r e c o m m e n d  to  a  p a r e n t  o r  g u a r d ia n  th a t  a  c h i l d  h  [n n i st l  h  t a k e  o r  h  [m u s t !  h  c o n t in u e

to

3 0 a t a k e  a

31 p s y c h o t r o p ic  d r u g  a s  a  c o n d i t i o n  f o r  a t t e n d in g  s c h o o l :

32 ( b )  r e q u i r e  t h a t  a  c h i l d  t a k e  o r  c o n t i n u e  to  ta k e  a  p s y c h o t r o p ic  d r u g  a s  a  c o n d i t i o n  f o r

33 a t t e n d in g  s c h o o l :

34 ( c )  r e c o m m e n d  t h a t  a  p a r e n t  o r  g u a r d ia n  s e e k  o r  u s e  a n y  o f  t h e  f o l l o w i n g :

35 ( i)  t h e  a d m in is t r a t io n  o f  a n y  p s y c h o t r o p ic  m e d i c a t io n  to  a  c h i l d :

36 ( i i )  a  p s y c h ia t r ic  h  [ j]  O R  h  p s y c h o lo g ic a l  h  f . o r  b e h a v i o r a l ! h  t r e a tm e n t  f o r  a  c h i l d :  o r

37 ( i i i )  a  p s y c h ia t r ic  h  fo r  b e h a v i o r a l h e a l t h !  h  e v a lu a t io n  o f  a  c h i l d :

38 (d )  c o n d u c t  a  p s y c h ia t r ic  o r  b e h a v io r a l  h e a lt h  e v a lu a t io n  o f  a  c h i l d :

39 (e) r e c o m m e n d  a  h  [p r i v a te !  SPEC IF IC  h  l i c e n s e d  p h y s i c i a n ,  p s y c h o lo g is t ,  o r  a n y  o t h e r

39a h e a lt h  s p e c i a l i s t

40 to  a  p a r e n t  o r  g u a r d ia n  f o r  a  c h i l d ;  o r

41 (f) m a k e  a  c h i l d  a b u s e  o r  n e g le c t  r e p o r t  to  a u t h o r i t ie s ,  i n c l u d i n g  t h e  D i v i s i o n  o f  C h i l d  a n d

42 F a m i l y  S e r v ic e s ,  s o l e l y  o n  t h e  b a s is  t h a t  a  p a r e n t  o r  g u a r d ia n  r e f u s e s  to  c o n s e n t  to :

43 (a) t h e  a d m in is t r a t io n  o f  a  p s y c h o t r o p ic  d r u g  to  a  c h i l d :

44 (b )  a  p s y c h ia t r ic ,  p s y c h o lo g ic a l ,  o r  b e h a v io r a l  t r e a tm e n t  f o r  a  c h i l d :  o r

45 ( c )  a  p s y c h ia t r ic  o r  b e h a v io r a l  h e a lt h  e v a lu a t io n  o f  a  c h i l d .

46 (3) N o t h in g  in  t h is  s e c t io n  m a y  b e  c o n s t r u e d  to  r e s t r ic t  s c h o o l  p e r s o n n e l  f r o m :

47 (a) c o m m u n ic a t i n g  i n f o r m a t io n  b e t w e e n  s c h o o l  p e r s o n n e l  r e g a r d in g  a  c h i l d :  K  [ o r ]  h

48 (b )  i n f o r m in g  a  c h i ld ' s  p a r e n t  o r  g u a r d ia n  o f  a  p e r c e iv e d  b e h a v io r a l  p r o b le m  o f  t h e  c h i l d .

49 p r o v id e d  th a t :

50 ( i)  a n  a s s e r t io n  o r  r e c o m m e n d a t io n  is  n o t  m a d e  in  v i o l a t i o n  o f  S u b s e c t io n  (2): a n d

51 ( i i )  a n  a t t e m p t  is  n o t  m a d e  to  d e n ig r a t e  c r i t i c i z e ,  o r  p u n is h  a  p a r e n t ,  g u a r d ia n ,  o r  c h i l d  f o r

52 a d e c is io n  m a d e  b y  t h e  p a r e n t  o r  g u a r d ia n  f o r  t h e  c h i l d  to  ta k e , n o t  t a k e , o r  d is c o n t i n u e  to  t a k e  a

53 p s y c h o t r o p ic  d r u g  ft [ : ] ; O R  h

53a h  r~h ~ (e )~EX E n e ) S tN G  T H E IR  A t f f H e n iT-¥- nE b A T IN € - ^ F e  T H E  R E A D M IS S IO N  9 F-A rH r t rB

53b W H 0 -HAS - B € E N -S  BSP E N D E D  O R  E X P E h b E D - F0 R  A  V IO L A T IO N  O r -S E C T IO N -53A-11-9Q4-!i l

5 3 c (c) E X E R C IS IN G  T H E IR  A U T H O R IT Y  R E L A T IN G  T O  T H E  P L A C E M E N T  W 'T ! VM  T H E  S C H O O L

53d O R  R E A D M IS S IO N  O F  A  C H IL D  W H O  M A Y  BE  O R  H A S  B E E N  S U S P E N D E D  O R  E X P E L L E D  F O R  A
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54 (4) N o t w i t h s t a n d in g  S u b s e c t io n s  (2 )(c)  a n d  (d ) , a  h  [l i c e n s e d  m e n t a l-h e a l t h  p r o fe s s io n a l

55 c m n lo v c d -b v  a  s c h o o l ! M E N T A L  H E A L T H  P R O F E S S IO N A L  A C T IN G  IN  A C C O R D A N C E  W IT H  T IT L E  58.

55a C H A P T E R  60. M E N T A L  H E A L T H  P R O F E S S IO N A L  P R A C T I C E  A C T .  W O R K IN G  W IT H IN  T H E  S C H O O L

55b S Y S T E M  h  m a y ,  f o r  t h e  s o le  p u ip o s e  o f  c o m p l y i n g  w i t h  f e d e r a l e d u c a t io n  la w :

56 (a) r e c o m m e n d ,  b u t  n o t  r e q u i r e ,  a  p s y c h ia t r ic  o r  b e h a v io r a l  h e a l t h  e v a lu a t io n  o f  a  c h i l d :
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57 (b )  r e c o m m e n d ,  b u t  n o t  r e q u ir e ,  p s y c h ia t r ic ,  p s y c h o lo g ic a l ,  o r  b e h a v io r a l  t r e a tm e n t  f o r  a

58 c h i l d :  a n d

59 (c)  c o n d u c t  a  p s y c h ia t r ic  o r  b e h a v io r a l  h e a lt h  e v a lu a t io n  o f  a  c h i l d  w i t h  t h e  c o n s e n t  o f  t h e

60 c h i ld ' s  p a r e n t  o r  g u a r d ia n .

61 (5) N o t w i t h s t a n d in g  S u b s e c t io n  (2 )(e) . a  s c h o o l  d is t r i c t  m a y  m a k e  a v a i l a b l e  to  a n

62 in t e r e s t e d  p a r e n t  o r  g u a r d ia n  a  l i s t  o f  c o m m u n i t y  r e s o u r c e s ,  w h i c h  m a y  in c l u d e  m e n t a l  h e a lt h

63 s e r v ic e s ,  p r o v i d e d  t h a t  t h e  l i s t  c o n s p i c u o u s l y  s ta te s  t h e  f o l l o w i n g :

64 " T h is  l i s t  is  p r o v id e d  a s  a  r e s o u r c e  to  y o u .  T h e  s c h o o l  n e i t h e r  r e c o m m e n d s  n o r  r e q u ir e s

65 th a t  y o u  u s e  t h is  l i s t  o r  a n y  o f  t h e  s e r v ic e s  p r o v id e d  in  it .  I t  is  f o r  y o u  to  d e c id e  w h a t  s e r v ic e s ,  i f

66 a n y , to  a c c e s s  a n d  f r o m  w h o m  y o u  w is h  to  o b t a in  t h e m ."

67 (6) A  lo c a l  s c h o o l  b o a r d  s h a l l  a d o p t  a  p o l i c y  t h a t  in d ic a t e s  t h a t  a  v i o l a t i o n  o f  t h is  s e c t io n

68 is  c a u s e  f o r  d i s c i p l i n a r y  a c t io n  u n d e r  S e c t io n  53A-8-104.

69 S e c t i o n  2 . S e c t io n  78-3a-301 ( S u b s e c t io n  ( l ) ( m )  is  r e p e a l e d  07/01/02) is  a m e n d e d  to

70 r e a d :

71 78-3a-301 ( S u b s e c t io n  ( l ) ( m )  is  r e p e a l e d  07/01/02). R e m o v i n g  a  c h i l d  f r o m  h is  h o m e

72 — G r o u n d s  f o r  r e m o v a l  — E x i g e n t  c i r c u m s t a n c e s .

73 (1) T h e  D i v i s i o n  o f  C h i l d  a n d  F a m i l y  S e r v ic e s  m a y  n o t  r e m o v e  a  c h i l d  f r o m  t h e  c u s t o d y

74 o f  h is  n a t u r a l p a r e n t  u n le s s  t h e  d i v i s i o n  c o m p l i e s  w i t h  t h e  p r o v i s i o n s  o f  T i t l e  6 2 A , C h a p t e r  4 a ,

75 C h i l d  a n d  F a m i l y  S e r v ic e s ,  i n c l u d i n g  S u b s e c t io n s  62A-4a-103(2)(b) a n d  62A-4a-201(3), a n d

76 u n le s s  t h e r e  is  s u b s t a n t ia l  c a u s e  to  b e l i e v e  th a t  a n y  o n e  o f  t h e  f o l l o w i n g  e x is t :

77 (a) t h e r e  is  a  s u b s t a n t ia l  d a n g e r  to  t h e  p h y s i c a l  h e a l t h  o r  s a f e t y  o f  t h e  m in o r  a n d  th e  m in o r ' s

78 p h y s i c a l  h e a l t h  o r  s a f e t y  m a y  n o t  b e  p r o t e c t e d  w i t h o u t  r e m o v in g  h im  f r o m  h is  p a r e n t ' s  c u s t o d y .

79 I f  a  m i n o r  h a s  p r e v io u s ly  b e e n  a d ju d i c a t e d  a s  a b u s e d ,  n e g le c t e d ,  o r  d e p e n d e n t ,  a n d  a  s u b s e q u e n t

50 in c id e n t  o f  a b u s e ,  n e g le c t ,  o r  d e p e n d e n c y  h a s  o c c u r r e d  i n v o l v i n g  t h e  s a m e  a l l e g e d  a b u s e r  o r  u n d e r

51 s im i l a r  c i r c u m s t a n c e  a s  t h e  p r e v io u s  a b u s e ,  t h a t  f a c t  c o n s t i t u t e s  p r im a  f a c ie  e v id e n c e  th a t  th e  c h i l d

52 c a n n o t  s a f e ly  r e m a in  i n  t h e  c u s t o d y  o f  h is  p a r e n t ;

!3 (b )  a  p a r e n t  e n g a g e s  in  o r  t h r e a t e n s  th e  c h i l d  w i t h  u n r e a s o n a b le  c o n d u c t  t h a t  c a u s e s  th e

!4 m in o r  to  s u f f e r  e m o t io n a l  d a m a g e  a n d  t h e r e  a r e  n o  r e a s o n a b le  m e a n s  a v a i l a b le  b y  w h i c h  th e

15 m in o r ' s  e m o t io n a l  h e a lt h  m a y  b e  p r o t e c t e d  w i t h o u t  r e m o v in g  t h e  m i n o r  f r o m  t h e  c u s t o d y  o f  h is

6 p a r e n t ;

7 ( c )  ( i)  t h e  m i n o r  o r  a n o t h e r  m i n o r  r e s id in g  in  t h e  s a m e  h o u s e h o ld  h a s  b e e n  p h y s i c a l l y  o r
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88 s e x u a l l y  a b u s e d ,  o r  is  d e e m e d  to  b e  a t  s u b s t a n t ia l  r is k  o f  b e in g  p h y s i c a l l y  o r  s e x u a l l y  a b u s e d ,  b y

89 a  p a r e n t ,  a  m e m b e r  o f  t h e  p a r e n t ' s  h o u s e h o ld ,  o r  o t h e r  p e r s o n  k n o w n  to  t h e  p a r e n t .

90 ( i i)  F o r  p u r p o s e s  o f  t h is  S u b s e c t io n  ( l) ( c ) ,  a n o t h e r  m i n o r  r e s id in g  in  t h e  s a m e  h o u s e h o ld

91 m a y  n o t  b e  r e m o v e d  f r o m  t h e  h o m e  u n le s s  t h a t  m i n o r  is  d e e m e d  to  b e  a t s u b s t a n t ia l  r is k  o f  b e in g

92 p h y s i c a l l y  o r  s e x u a l l y  a b u s e d  a s  d e s c r ib e d  i n  S u b s e c t io n  ( l) ( c ) ( i)  o r  ( i i i ) .

93 ( i i i )  I f  a  p a r e n t  h a s  r e c e i v e d  a c t u a l n o t ic e  t h a t  p h y s i c a l  o r  s e x u a l a b u s e  b y  a  p e r s o n  k n o w n

94 to  t h e  p a r e n t  h a s  o c c u r r e d ,  a n d  t h e r e  is  e v id e n c e  t h a t  t h e  p a r e n t  f a i l e d  to  p r o t e c t  t h e  c h i l d  b y

95 a l l o w i n g  t h e  c h i l d  to  b e  i n  t h e  p h y s i c a l  p r e s e n c e  o f  t h e  a l l e g e d  a b u s e r ,  t h a t  f a c t  c o n s t i t u t e s  p r im a

96 f a c ie  e v id e n c e  t h a t  t h e  c h i l d  is  a t  s u b s t a n t ia l r is k  o f  b e in g  p h y s i c a l l y  o r  s e x u a l l y  a b u s e d ;

97 (d )  t h e  p a r e n t  is  u n w i l l i n g  t o  h a v e  p h y s i c a l  c u s t o d y  o f  t h e  c h i l d ;

98 (e) t h e  m i n o r  h a s  b e e n  le f t  w i t h o u t  a n y  p r o v i s i o n  f o r  h is  s u p p o r t ;

99 (f) a  p a r e n t  w h o  h a s  b e e n  in c a r c e r a t e d  o r  in s t i t u t i o n a l i z e d  h a s  n o t  o r  c a n n o t  a r r a n g e  f o r

100 s a f e  a n d  a p p r o p r ia t e  c a r e  f o r  t h e  m in o r ;

101 (g )  a  r e l a t i v e  o r  o t h e r  a d u l t  c u s t o d ia n  w i t h  w h o m  t h e  m i n o r  h a s  b e e n  le f t  b y  t h e  p a r e n t  is

102 u n w i l l i n g  o r  u n a b l e  to  p r o v id e  c a r e  o r  s u p p o r t  f o r  t h e  m in o r ,  t h e  w h e r e a b o u t s  o f  t h e  p a r e n t  a r e

103 u n k n o w n ,  a n d  r e a s o n a b le  e f f o r t s  to  lo c a t e  h im  h a v e  b e e n  u n s u c c e s s f u l ;

104 (h )  t h e  m in o r  is  i n  im m e d ia t e  n e e d  o f  u r g e n t  m e d i c a l  c a r e ;

105 ( i)  ( i)  a  p a r e n t ' s  a c t io n s ,  o m is s io n s ,  o r  h a b i t u a l  a c . i o n  c r e a t e  a n  e n v i r o n m e n t  t h a t  p o s e s

106 a  t h r e a t  to  t h e  c h i ld ' s  h e a l t h  o r  s a f e t y ;  o r

107 ( i i)  a  p a r e n t ' s  a c t io n  i n  l e a v i n g  a  c h i l d  u n a t t e n d e d  w o u l d  r e a s o n a b ly  p o s e  a  t h r e a t  to  t h e

108 c h i ld ' s  h e a l t h  o r  s a f e t y ;

109 ( j)  ( i)  t h e  m i n o r  o r  a n o t h e r  m i n o r  r e s id in g  i n  t h e  s a m e  h o u s e h o ld  h a s  b e e n  n e g le c t e d ;  a n d

110 ( i i )  f o r  p u r p o s e s  o f  S u b s e c t io n  ( j) ( i) , a n o t h e r  m i n o r  r e s id in g  i n  t h e  s a m e  h o u s e h o ld  m a y

111 n o t  b e  r e m o v e d  u n le s s  t h a t  m i n o r  is  d e e m e d  to  b e  a t s u b s t a n t ia l  r is k  o f  b e in g  n e g le c t e d ;

112 (k )  a n  in f a n t  h a s  b e e n  a b a n d o n e d ,  a s  d e f i n e d  i n  S e c t i o n  78-3a-313.5;

113 (1) t h e  p a r e n t ,  o r  a n  a d u l t  r e s id in g  i n  t h e  s a m e  h o u s e h o ld  a s  t h e  p a r e n t ,  h a s  b e e n  c h a r g e d

114 o r  a r r e s t e d  p u r s u a n t  to  T i t l e  58 , C h a p t e r  3 7 d , C l a n d e s t i n e  D r u g  L a b  A c t ,  a n d  a n y  c la n d e s t in e

115 la b o r a t o r y  o p e r a t io n ,  a s  d e f in e d  i n  S e c t io n  58-37d-3, w a s  lo c a t e d  i n  t h e  r e s id e n c e  o r  o n  t h e

116 p r o p e r t y  w h e r e  t h e  c h i l d  r e s id e d ;  o r

117 (m )  t h e  c h i ld ' s  w e l f a r e  is  o t h e r w is e  e n d a n g e r e d ,  a s  d o c u m e n t e d  b y  t h e  c a s e w o r k e r .  T h i s

118 S u b s e c t io n  ( l) ( m )  is  r e p e a le d  o n  J u ly  1, 2002 u n le s s  f u r t h e r  a u t h o r iz e d  b y  t h e  L e g is la t u r e .
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(2) T h e  D i v i s i o n  o f  C h i l d  a n d  F a m i l y  S e r v ic e s  m a y  n o t  r e m o v e  a  m i n o r  f r o m  t h e  c u s t o d y  

o f  h is  p a r e n t  s o l e ly  o n  t h e  b a s is  o f  e d u c a t io n a l  n e g le c t .

(3) T h e  D i v i s i o n  o f  C h i l d  a n d  F a m i l y  S e r v ic e s  m a y  n o t  r e m o v e  a  m i n o r  f r o m  t h e  c u s t o d y  

o f  h is  p a r e n t  s o l e ly  o n  t h e  b a s is  o f  m e n t a l  i l l n e s s  o f  t h e  p a r e n t  i n  t h e  a b s e n c e  o f  o n e  o f  t h e  f a c t o r s  

d e s c r ib e d  i n  S u b s e c t io n  (1).

(4) T h e  D i v i s i o n  o f  C h i l d  a n d  F a m i l y  S e r v ic e s  m a y  n o t  i n i t ia t e  a n  in v e s t i g a t i o n  o r  r e m o v e  

a m i n o r  f r o m  t h e  c u s t o d y  o f  h is  p a r e n t  o n  t h e  b a s is  o f  t h e  r e f u s a l o f  t h e  p a r e n t  h  S O L E L Y  i i  to  

c o n s e n t  to :

(a) t h e  a d m in i s t r a t io n  o f  a  p s y c h o t r o p ic  d r u g  to  a  c h i l d ;

fb )  a  p s y c h ia t r ic ,  p s y c h o lo g ic a l ,  o r  b e h a v io r a l  t r e a tm e n t  f o r  a  c h i l d :  o r

(c) a  p s y c h ia t r ic  o r  b e h a v io r a l  h e a lt h  e v a lu a t io n  o f  a  c h i l d .

[(4)] £5) T h e  D i v i s i o n  o f  C h i l d  a n d  F a m i l y  S e r v ic e s  s h a l l  c o m p ly  w i t h  t h e  p r o v i s i o n s  o f  

S e c t io n  62A-4a-202.1 i n  e f f e c t in g  r e m o v a l  o f  a  c h i l d  p u r s u a n t  to  t h is  s e c t io n .

[(5)] £6 } (a) A  m in o r  r e m o v e d  f r o m  th e  c u s t o d y  o f  h is  n a t u r a l p a r e n t  u n d e r  t h is  s e c t io n  m a y  

n o t  b e  p la c e d  o r  k e p t  i n  a  s e c u r e  d e t e n t io n  f a c i l i t y  p e n d in g  c o u r t  p r o c e e d in g s  u n le s s  t h e  m in o r  is  

d e t a in a b le  b a s e d  o n  g u id e l i n e s  p r o m u lg a t e d  b y  t h e  D i v i s i o n  o f  Y o u t h  C o r r e c t io n s .

(b )  A  m in o r  r e m o v e d  f r o m  t h e  c u s t o d y  o f  h is  n a t u r a l p a r e n t  b u t  w h o  d o e s  n o t  r e q u i r e  

p h y s i c a l  r e s t r i c t io n  s h a l l  b e  g i v e n  t e m p o r a r y  c a r e  in :

( i)  a  s h e l t e r  f a c i l i t y ;  o r

( i i)  a n  e m e r g e n c y  k i n s h i p  p la c e m e n t  i n  a c c o r d a n c e  w i t h  S e c t io n  62A-4a-209 .

0 2 - 2 6 - 0 2  1 1 :4 8  A M  4 t h  S u b .  ( G r e e n )  H . B .  1 2 3
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Senate Bill SB 230 "An Act relating to recom m ending or
refusing psychotropic drugs as a 
treatm ent for children and to the 
evaluation and treatm ent of ch ildren 
w ith behavioral or psychological 
problem s."

Sponsor Statement

T h e  u s e  of psychiatric drugs in our nation’s schools h a s  m o r e  than 

doubled in the first half of the last d e c a d e  a n d  continues to escalate. 

There are d o c u m e n t e d  incidences of highly negative c o n s e q u e n c e s  in 

w h i c h  psychiatric prescription drugs h a v e  b e e n  utilized for w h a t  are 

essentially prob l e m s  of discipline, w h i c h  m a y  b e  related to a variety of 

causation. There is also parental concern i^garding the issue of 

diagnosis a n d  medication a n d  their impact o n  student a c h i e v e m e n t .

In recognition of the importance that only physicians should m a k e  

psychiatric diagnoses of behavioral problems, r e c o m m e n d  psychiatric 

screening for specific behavioral problems, a n d  suggest the us e  of 

psychiatric medication for a student, this bill w o u l d  require school 

boards to adopt policies on r e c o m m e n d a t i o n s  that a student b e  given 

psychotropic drugs. It w o u l d  also prohibit a child from being considered 

a child in n e e d  of aid or taken into state custody b a s e d  on the refusal of 

the child’s custodian to give psychotropic drugs to the child.

S P O N S O R  S T A T E M E N T
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