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			Praise for The Myth of the ADHD Child, Revised Edition

			“At a time when ADHD and the medications used to treat it are growing by leaps and bounds, Thomas Armstrong asks parents to think critically about the ADHD diagnosis, to value the uniqueness of their children’s different rhythms of learning, attending, and behaving, and to appreciate and use the wide range of non-drug strategies that are out there to help their kids prosper in school and flourish in life.”

			Michele Borba, EdD, bestselling author of The Big Book of Parenting Solutions, Building Moral Intelligence, and UnSelfie: Why Empathetic Kids Succeed in Our All-About-Me World

			“Parents everywhere should read this book, not just those with kids diagnosed with ADHD! Thomas Armstrong presents a wealth of strategies, ideas, tips, and resources that will help parents nurture kids who feel good about themselves, who have skills for coping with life’s challenges, and who practice learning strategies that will help them succeed in the classroom and beyond. I wholeheartedly recommend The Myth of the ADHD Child!”

			Jack Canfield, coauthor of the bestselling Chicken Soup for the Soul series and The Success Principles

			“. . . absolutely essential reading for parents, teachers, and others concerned with children who struggle. Armstrong provides a lucid and comprehensive response to the tragic overuse of medication for America’s children. Bursting the myths of an established brain deficit, a single cause, and long-term effectiveness of drugs, Armstrong discusses parental options with compassion.”

			L. Alan Sroufe, PhD, professor emeritus of child psychology, Institute of Child Development, University of Minnesota

			“This is a fabulous book. Not only does Armstrong explain with balance and clarity the evidence-based problems associated with the concept of ADHD; he also provides a wealth of practical ideas, resources, and approaches to help the parents of any kid who is presenting with challenging behavior, especially those who have or might attract a diagnosis of ADHD. Professionals and parents alike will benefit enormously from reading this.”

			Sami Timimi, MD, consultant in child and adolescent psychiatry, Lincolnshire Partnership NHS Foundation Trust; visiting professor of child psychiatry and mental health improvement, University of Lincoln
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			PREFACE

			Just as a person remembers exactly where he was when a great public figure was assassinated, so too I remember exactly where I was when I first learned about ADD, or attention deficit disorder, as it was then called. It was in the mid-1980s, and I was standing in the book stacks of the ed-psych library in Tolman Hall at the University of California, Berkeley, where I was doing research for what eventually became my third book: In Their Own Way: Discovering and Encouraging Your Child’s Personal Learning Style.1 I was perusing a copy of Academic Therapy Quarterly, a special education journal published in Novato, California, and I saw an article about a new disorder related to attention. My first thought was, “This doesn’t sound good at all.” Making a disorder out of attention? Saying there are deficits for this highly personal and idiosyncratic process of directing the mind? It seemed to me that attention was a function that could be affected by many objective and subjective factors: the weather, a big meal, a loud bang on a TV show, a dog barking, anxiety, joy. But above all, it seemed clear to me that children generally pay attention mostly to what interests them.

			I began to wonder if this new attention deficit disorder wasn’t just a sneaky way to define a specific set of conditions authorities deem worthy of attention. My intuition whispered to me that what this really was about was an underlying concern among the originators of this new disorder that there were things any normal person should be interested in and pay attention to, and that apparently these kids with ADD weren’t doing that. Thus, they must have a medical disorder. After all, how could one not to want to turn one’s full attention to a teacher’s unutterably boring lectures? What would possess a child that he could or would not focus his complete attention on a workbook or textbook instruction to fill in a blank or circle the right answer? What gall! What effrontery!

			It’s my concern with this hidden agenda of underlying values regarding what one should and shouldn’t pay attention to that made me suspicious of ADD/ADHD from the very start. There were hints in this new disorder of 1950s Soviet psychiatry, where to have the wrong beliefs or values could lead to a diagnosis of mental illness. Moreover, we weren’t doing this to our dissident scientists, philosophers, or writers, we were doing it to our children! Children whose instincts are so natural, whose minds are so fragile and beautiful, whose natures lack guile or cynicism. And to top it off, medical doctors were giving these kids medications meant to direct their attention away from what really interested them and toward what the ADHD powers-that-be determined they ought to be paying attention to. There were haunting echoes of George Orwell’s 1984 in all of this.

			My misgivings and concerns festered for a few years while I pursued other interests. But twenty years ago, I wrote the first edition of this book, which was titled: The Myth of the A.D.D. Child: 50 Ways to Improve Your Child’s Behavior and Attention Span without Drugs, Labels, or Coercion. Right after publication, I began hearing from irate readers who thought I was saying that their kids weren’t inattentive, hyperactive, and/or impulsive. Most of these people had not actually read the book. If they had, they would have discovered that I say no such thing. But most of the responses I received were supportive, the majority coming from mothers who told me how they’d been to hell and back trying to get answers as to why their kids were having difficulties, how they’d been given lots of conflicting advice, how they had concerns about giving their kids powerful medications, and how they appreciated having fifty practical nondrug strategies to use to help their kids. Interestingly enough, the ADHD community itself (made up of key proponents, researchers, and advocates) was silent with regard to the book (a smart strategy, I guess, for dealing with people whose views you do not wish to see advertised or promoted in a public forum).

			Now, twenty years have passed and what you hold in your hands (or are reading on a screen, or listening to through a speaker) is essentially a completely new book. So much has happened since the original hardcover publication of this book in 1996 (the paperback edition was released in 1997) that it seemed to me nothing short of a complete rewrite would do. The biggest change since the original publication of the book (other than the transformation of this term from ADD into ADHD) is the overwhelming expansion of ADHD diagnoses both nationwide and worldwide and the skyrocketing rates of medication prescriptions to treat it. This new expanded edition of the book incorporates the latest research on ADHD, including the growing critical literature and research supporting new nondrug strategies to help inattentive, hyperactive, and/or impulsive kids. The only part of the original book that remains is the section of fifty strategies, which have been shortened to fit our increasingly short-attention-span culture, and then edited and updated with new research and resources. Most important, I’ve added fifty-one new practical strategies for parents, teachers, and other child workers to use in helping kids with their behavior and attention issues.

			The book is divided into three main sections. In the first section, I look at the basic shortcomings of what I call the ADHD myth. I compare ADHD to the science fiction creature “the Blob” in its continual expansion and incorporation of new markets both here in the United States and around the world. Then I examine why the ADHD myth or paradigm is not a very good story, pointing to its many inconsistencies, faulty logic, unsupported conclusions, and other imperfections. Finally, I look at why powerful psychoactive medications should not be used as a first-line treatment for inattentive, distractible, and/or impulsive children. I detail some of the minor, moderate, serious, and potentially life-threatening side effects of drugs such as Adderall, Concerta, and Strattera.

			In Section II, I examine seven reasons why there’s been such a dramatic rise in ADHD diagnoses in America and the world. I suggest in this section that we have an epidemic of ADHD diagnoses largely because:

			
					We don’t let kids be kids anymore.

					We don’t let boys be boys anymore.

					We disempower our kids at school.

					We pass our stresses on to our kids.

					We let our kids consume too much junk media.

					We focus too much on our kids’ disabilities and not enough on their abilities.

					Too many people have a vested economic interest in seeing the epidemic continue.

			

			I also examine the defensive strategies that ADHD proponents typically use in response to criticisms of ADHD and explain why those arguments seem to be pretty lame and simplistic. Finally, I propose a paradigm that puts the child in the center of a multiperspectival model, allowing us to consider a far broader range of practical strategies to help kids diagnosed with ADHD than is possible with the current narrowly-focused, neurobiologically centered worldview.

			The third section of the book (making up the last two thirds of the text) is devoted to 101 practical nondrug strategies that can be used to help improve the attention and behavior of kids diagnosed with ADHD. I cover a broad range of approaches including:

			
					Behavioral strategies. To improve your child’s outward behavior (positive time out, positive contracts, positive behavior modification programs, logical consequences)

					Biological strategies. To improve your child’s biochemistry through nutrition (limiting junk food, providing a balanced breakfast, removing allergens and additives from the diet, adding omega-3 fatty acids)

					Cognitive strategies. To improve the way your child thinks (self-monitoring skills, organizational strategies, emotional self-regulation, goal setting)

					Creative strategies. To expand your child’s ability to express herself in a positive way (expressive arts, music, entrepreneurship, novel learning experiences)

					Educational strategies. To improve your child’s performance at home and school (hands-on learning, home–school communication, study strategies, online learning)

					Ecological strategies. To enhance your child’s ability to succeed at home and school by modifying the environment (time in nature, an animal to care for, limiting junk food, eliminating distractions)

					Emotional strategies. To improve your child’s ability to manage his feelings (emotional self-regulation, stress management, self-awareness tools, individual and family therapy)

					Familial strategies. To create a positive family climate within which your child can thrive (family meetings, family exercise and recreation, humor and laughter opportunities, success celebrations)

					Physical strategies. To make use of your child’s bodily-kinesthetic vitality to improve his behavior and attention span at home and school (martial arts, daily exercise, rough-and-tumble play, yoga)

					Social strategies. To improve the way your child relates to others (social skills training, communication strategies, peer learning, child–teacher rapport)

			

			I also provide a questionnaire (here) that will help direct you toward precisely those strategies that will meet the needs of your unique child, and I make frequent references to strategies throughout the text to help you determine which approaches might have the greatest benefit for your child. For many of the strategies, I’ve provided resources for further help and information. I’ve also included more than 400 references that support the claims and assertions I make in the book and that provide research evidence of the effectiveness of the 101 strategies covered.

			Please note that throughout the book I avoid using the terms ADHD child and child with ADHD because I feel this implies a merging of the child’s identity (in whole or in part) with a concept that I do not believe is either valid or helpful to these kids. Instead, I use expressions such as the child who was diagnosed with ADHD and the ADHD-identified child because the diagnosis itself was a social event (that is, the act by the physician of diagnosing a specific disorder) that occurred in the life of the child in real time and thus functions as a true statement. Given the potential negative impact that the ADHD label can have on a child or teen, I recommend that parents, teachers, and other child helpers avoid the labeling approach (“the ADHD child”) and adopt the socially-conscious way (“the ADHD-diagnosed child”) of describing a child’s or teen’s relationship to an ADHD diagnosis.

			I’d like to thank the many people who have helped me over the years to make possible the original book and now this new revised and expanded edition. They include the many children and adolescents I taught in my special education classes in the United States and Canada who in today’s world would have been diagnosed with ADHD; Diane Divoky, who co-authored a book in the 1970s, The Myth of the Hyperactive Child, that was the inspiration for this book and book’s title; the thousands of teachers I’ve given workshops to over the past thirty years on the topic of ADHD and the whole child; the countless parents who have phoned, e-mailed, and written me with concerns about their ADHD-diagnosed kids; my educational publisher, ASCD, which supported the 1999 publication of my teacher’s book on ADHD, titled ADD/ADHD Alternatives in the Classroom; Sharna Olfman and Gwynedd Lloyd, who invited me to write chapters on ADHD, play, and the media for their books All Work and No Play (2003) and Critical New Perspectives on ADHD (2006); Deb Brody, my original editor at Dutton for The Myth of the ADD Child; Sara Carder, my current editor at TarcherPerigee of this revised and expanded edition; my ex-wife Barbara Turner; and last but certainly not least, my literary agent, Joelle Delbourgo, who is the agent I’d always dreamed of having as a younger writer. I hope that you find this book thought-provoking and also a positive guide in helping your ADHD-diagnosed children and adolescents realize their full potential as vital, creative, and accomplished human beings.

		

	
		

			SECTION I



			The ADHD Myth and Its Shortcomings

		
		

	
		
			CHAPTER ONE

			The ADHD Blob Rolls Over America and the World

			Recently, I happened to catch an old cult classic movie from the 1950s called The Blob.1 It’s the story of a tiny gelatinous substance brought to earth via a meteorite that begins to wreak havoc on a small town in America, devouring everything in its path. As it rolls over people, the blob incorporates them into its mass and as it does so, it grows larger and larger. I won’t spoil the story by telling you how the movie ends (Hint: It has something to do with climate change), but I will say that while I was watching the film I thought of America’s ADHD epidemic. The notion of there being an attention deficit disorder in the human mind began as a tiny blob of an idea when it was first presented in a speech to the Canadian Psychological Association in 1972 by its president, McGill University psychologist Virginia Douglas. She suggested that what at the time was being called hyperkinesis had more to do with attention problems than with the behavior of hyperactivity.2 From there, the ADHD blob grew in size at cognitive science laboratories throughout the 1970s (cognitive psychology having displaced behaviorism in the late 1960s as the psychology field most likely to receive research funding from universities, foundations, and governmental agencies). In 1980, attention deficit disorder was given official recognition as a psychiatric disorder in the United States by the American Psychiatric Association in their Diagnostic and Statistical Manual of Mental Disorders III (DSM-3).3

			Then, in the 1980s the ADHD blob gobbled up an entire village with the founding of Children and Adults with Attention-Deficit/Hyperactivity Disorder (CHADD), a parent advocacy group that began lobbying the U.S. Congress to recognize what was then called ADD as a legally handicapping condition under federal disability laws. In the late 1980s and early 1990s the media began spreading the word about this new phenomenon on talk shows, in feature articles, and through popular culture (in the 1992 movie Wayne’s World, for example, Wayne frequently reminded his somewhat scattered buddy Garth to take his Ritalin).

			Big drug companies, sensing an opportunity to make a huge profit from this new attention disorder, started to financially support CHADD and fund individual doctors, ADHD researchers, and professional organizations. In 1997, the federal Food and Drug Administration (FDA) relaxed its restrictions on selling drugs to consumers and began permitting ads for ADHD drugs in women’s magazines, on television commercials, and through other publicity outlets, creating even broader exposure of ADHD to the public consciousness and creating an even greater demand for drugs to treat it.4

			In the 2000s, the ADHD blob rolled over a huge new community as it extended its reach to include ADHD in adults, through Web sites, blogs, social networking sites, chat rooms, and forums that discussed the impact of ADHD on work, marriage, relationships, and general coping skills. Now, in the 2010s, the ADHD blob has overtaken and digested another large region, the world of early childhood, with kids as young as two years old being identified as having ADHD and medicated for their attention deficits.5 As I sit back and contemplate all that has gone on since 1972, I ask myself: Is there anywhere the ADHD blob, now a gargantuan amorphous entity, has not yet visited? The answer: the rest of the world, where ADHD is spreading rapidly, with rates rising as much as tenfold over the past few years in some countries.6

			Why I Call ADHD a Myth

			Before I get any further into this chapter, there’s one thing that I want to set straight. When I say that ADHD is a myth, I am definitely not saying that there are no restless, inattentive, hyperactive, impulsive, and/or disorganized children (and adults) in America and the rest of the world. I worked for several years as a special education teacher, and during my tenure, I taught so many kids who displayed these traits that I began to think that all children acted in this way. I have no illusions about the millions of restless, inattentive, and/or impulsive children out there in homes and classrooms across the country and the world who are exasperating parents, testing the patience of teachers, and creating havoc in families and schools at epidemic levels. The reason I need to stress this fact is that when I wrote the first edition of this book twenty years ago, many people (especially those who had been diagnosed with ADHD or whose children had been diagnosed with ADHD) became apoplectic, thinking that I was saying that they or their kids had no problems. I have received a fair number of angry letters and e-mails from people over the years who felt that I was insensitive to their issues, blind to their symptoms, and completely out to lunch with my proclamation that ADHD is a myth. Not wishing to repeat this unpleasant experience, I need to state here plainly what I mean when I say ADHD is a myth. I’m using the word myth in this book in terms of its original meaning from the Greek word mythos, which means “story.” Over the course of the past forty-five years, a story has emerged to explain why some children are restless, inattentive, disorganized, hyperactive, and/or forgetful (among other behaviors). This story has been collectively told by many different agents of society, including psychologists, psychiatrists, university researchers, educators, parents, the pharmaceutical industry, the media, and those who have themselves received a diagnosis. Like any myth, it’s a story that has different versions, but overall there’s a general consistency to the basic narrative.

			THE ADHD MYTH

			ADHD is a neurologically based disorder, most probably of genetic origin (although prenatal smoking and lead poisoning are also known to be contributing factors), which afflicts around 11 percent of America’s children aged five to seventeen.7 Significantly more boys appear to have this disorder than girls (boys, 14 percent, girls, 6 percent), although girls who have evaded detection for years are increasingly being identified as having the version of ADHD that is referred to as “ADHD Inattentive Type.” ADHD is characterized by three main features: hyperactivity (fidgeting, trouble playing quietly, always moving, leaving classroom seat, talking excessively), impulsivity (blurting out answers in class, interrupting others, having problems waiting turns), and/or inattention (forgetfulness, disorganization, losing things, making careless mistakes, being easily distracted, daydreaming). Current thinking has identified three major groups of ADHD children, one group that appears more hyperactive and impulsive, another that seems more inattentive, and a third that has all three features. The symptoms must have lasted at least six months, have originated by the age of twelve, and have been observed in multiple settings (for example, home and school).8

			There are no lab tests, biomarkers, or other objective methods available to diagnose this disorder. Assessment tools include parent, child, and teacher interviews; a thorough medical examination; and the use of specially designed behavior rating scales and performance tests. There is no known cure for ADHD, but it can be successfully treated in most instances using a psychostimulant medication such as Ritalin, Adderall, or Concerta. Other drugs have also been used as well, including antidepressants such as Wellbutrin, blood pressure medications such as clonidine, and norepinephrine reuptake inhibitors such as Strattera. Nondrug interventions include behavior modification, parent training, a structured classroom setting, and information given to parents and teachers on the proper way of handling ADHD behaviors at home and in school.

			There is no known cause of ADHD, but current thinking has it as involving structural abnormalities in the brain and biochemical imbalances in areas of the brain that are responsible for attention, planning, and motor activity, including the striatum, the cerebellum, the limbic system, and the prefrontal cortex. Neurotransmitters that appear to be dysregulated in ADHD include dopamine and norepinephrine.

			Children who have been diagnosed with ADHD can experience significant school problems, suffer from low self-esteem, have difficulty relating to peers, and encounter problems in complying with rules at home leading to conflict with parents and siblings. Some kids with ADHD also have learning disabilities, conduct disorders (destructive and/or antisocial behaviors), Tourette’s syndrome (a disorder characterized by uncontrollable motor or verbal tics), and/or mood disorders including depression and anxiety. While ADHD seems to disappear for some children around puberty, it can represent a lifelong disorder for up to 80 percent of those initially diagnosed.9

			Although this description of ADHD omits many fine points and details and although there are disagreements within the ADHD community in regard to some of these issues, I believe there is very little in my description that most ADHD experts would seriously dispute. I want to emphasize again, however, that this is a story. It may be supported by thousands of medical studies, as claimed by a 2002 International Consensus Statement on ADHD signed by more than eighty of the leading authorities in the field, but it is still a story gleaned from those research findings.10 We should remember that in ancient times, myths were stories that people told to account for unexplained phenomena in their lives (for example, wars, storms, illness, and death). Here too we have an unexplained phenomenon: Millions of children in our culture are restless, inattentive, impulsive, and disorganized despite our best efforts to parent and educate them, and as in ancient times, we want to have a way of making sense of this situation. Naturally the storytelling elements used in the modern age (research, clinical data, epidemiological studies, and so on) are far more sophisticated than those used in ancient times (such as supernatural entities, magic, and divine revelation). Nonetheless, the intent is still the same: to provide a coherent narrative, easily understood by the average person, for why millions of children are not acting in the way that we suppose they should act.

			As we’ll see in the next chapter, my biggest problem with the ADHD myth is that it’s just not a very good story. Yes, it looks good on the outside with the fine veneer of medical authority, scientific rigor, and governmental support. However, when one digs deeper into the story, inconsistencies start to appear, other interpretations of the same data begin to emerge, and alternative stories to account for the same restless, inattentive, and impulsive behaviors start to appear, especially when we include other fields of inquiry beyond neuroscience, psychiatry, and clinical psychology, such as sociology, anthropology, evolutionary biology, economics, gender studies, media studies, developmental psychology, and family systems theory. In the next chapter, I discuss some very specific problems with the ADHD myth, and in subsequent chapters, I share a number of alternative interpretations or stories that can also account for the millions of restless, inattentive, and impulsive children in our homes and schools.

		

	
		
			CHAPTER TWO

			Why the ADHD Myth Is Not a Very Good Story

			A good story has certain essential elements in it. It should have a compelling beginning, a strong middle, and a convincing and conclusive ending. The ADHD story, on the other hand, has a feeble beginning, a confusing middle, and an ending that appears wildly out of control. ADHD historians often like to situate the beginnings of the disorder in an 1845 German storybook of morality tales for children called Struwwelpeter (Shock-Headed Peter).1 The book contains a poem titled “Fidgety Phillip” about a child who wiggles, giggles, tips his chair, and can’t sit still. This description would fit many young children alive on the planet today. Finally, he pulls off the tablecloth (with the food still on the table) and hides or is trapped underneath it. Again, we’re talking about an incident that could happen (and probably has happened) to many families at one point or another in their lives. The book of poems from which this story was taken also includes vignettes of a child with poor grooming habits, a boy who won’t eat his soup, and a boy who goes outside during a storm with an umbrella and is sent flying through the air. What are the current disabilities for which these particular poems provide historical beginnings?

			The History of ADHD: A Bad Novel in the Making?

			The second foundational event occurring at the beginning of the ADHD story concerns a British doctor named George Still. In a series of three lectures to the Royal College of Physicians in 1902 London, Still spoke about children who possessed a “morbid defect of moral control” not accountable to “feeble-mindedness” or medical illness.2 To use this as one of the key plot points for the beginning of a story about a disorder now said to afflict more than six million children in the United States alone is, and I say this as someone who has written fiction myself, a weak literary move. Still was talking about only a very few children (he cites around twenty in his lectures), not 10 percent of all children worldwide. The children in his case studies behaved in ways not even remotely similar to the American Psychiatric Association’s DSM-5 criteria for ADHD. Still’s patients defecated in bed, stole, and lied; one even went up to two kids in the playground and “banged” their heads together, in Three Stooges fashion, causing them great pain. Finally, Still attributes the behaviors of these children to a “moral defect,” constructing a cause that is absent from today’s neurobiological thinking about the origins of ADHD (although he does claim to be able to identify moral defects by the size of the children’s heads!). To use a single fictional child in a poem, and twenty children from medical case files to serve as the beginning of a story affecting the lives of millions of children and adults worldwide is, in my opinion, to build a narrative structure on quicksand.

			From its humble and irrelevant beginning, we advance to the middle of the story, when things start to get a bit confusing and a little crazy. After World War I, children who had survived the worldwide encephalitis epidemic and apparently displayed symptoms looking like ADHD were said to be suffering from “post-encephalitic behavior disorder.” In the 1930s, two German physicians, Franz Kramer and Hans Pollnow, referred to children with ADHD-like symptoms as having “hyperkinetic disease of infancy.” Based on cases of children who had shown these symptoms after suffering from actual brain damage, doctors in the 1940s began to use the term minimal brain damaged to describe children who acted this way. In the 1960s, many scientists became dissatisfied with this term because of the absence of any detectable brain damage, so they coined a new term to describe these kids’ situation: minimal brain dysfunction, or MBD. In 1968, with the publication of the second edition of the psychiatric bible, The Diagnostic and Statistical Manual of Mental Disorders, the term hyperkinetic reaction of childhood became the correct nomenclature to use in describing and diagnosing this disorder. Even with all these name changes, the number of children considered to be suffering from whatever term happened to be used at the time was very small.

			Then we come to 1972 and Virginia Douglas’s seminal speech on attention deficits, which led to the third edition of the DSM in 1980, and the establishment of “attention deficit disorder” (ADD) “with and without hyperactivity” as a psychiatric disorder. Finally, we have a protagonist in the story and a name that will survive in one form or another up to the present day, although the naming process will look a little like a scammer’s shell game. In the revision to the third edition of DSM in 1987, this disorder was renamed “attention deficit hyperactivity disorder.” In 1994, the DSM-4 divided this disorder into three components: ADHD predominantly inattentive type, ADHD predominantly hyperactive-impulsive type, and ADHD combined type.3 The current edition of the manual, the DSM-5, kept this distinction but extended it to adults and changed the maximum age of onset of the disorder from seven to twelve.

			Clearly we’re dealing with a story whose author keeps changing the plot as he goes along. What’s next? Actually, there’s a new subplot ADHD researchers are toying around with concerning a disorder called “sluggish cognitive tempo.”4 They’d like to apply this new label to many of the kids identified as having ADHD. Perhaps the comic strip character Sluggo could be considered as a poster boy. To add confusion to this unstable plot, much of the rest of the world uses an entirely different classification method than the DSM-5 called the International Classification of Diseases (ICD). This classificatory system uses a different term altogether from ADHD: hyperkinetic disorder, or HKD. The system defines the condition more narrowly than the DSM-5, viewing the prevalence of HKD as including 1 to 3 percent of all children instead of 5 percent, which is the figure cited by the American Psychiatric Association, which in turn is far less than the figure currently cited by the Centers for Disease Control and Prevention (CDC) of 11 percent.5

			The discrepancy between these figures represents another reason why the ADHD myth isn’t a very good story: The prevalence rates of the disorder vary all over the place. As noted in a recent report from the CDC, “the percentage of children estimated to have ADHD has changed over time.” According to their research, in 2003, 7.8 percent of children had an ADHD diagnosis, in 2007 it rose to 9.5 percent, and in 2011 it rose again to 11 percent. Every year since 1997, the number of kids diagnosed with ADHD has risen 3 percent. And prevalence rates for this disorder vary widely from state to state, with a low of 5.6 percent in Nevada to a high of 18.7 percent in Kentucky.6 Russell Barkley, one of the key figures promoting the ADHD story, says that the rate “hinges on how one chooses to define ADHD, the population studied, the geographic locale of the survey, and even the degree of agreement required among parents, teachers and professionals. . . . Estimates vary between 1–20 percent.”7 So then, it’s all about how you tell the story, and after all, one can be creative with statistics. Unfortunately, the narrative line suffers.

			The Emperor’s New Diagnosis

			Another big reason why the story of ADHD is so squishy and unreliable is that the tools used to diagnose it are almost entirely subjective. As behavioral neurologist and ADHD critic Richard Saul points out:

			You may notice that there is something striking about the way we define this “illness”—that is, by its symptoms, rather than its cause. If we were to define a heart attack by chest pain, then the appropriate cure would be painkillers, rather than the revival and repair of the heart. Other examples are easy to find: Nasal congestion can be a symptom of a cold, allergy, or many other conditions, but a runny nose is not a diagnosis.8

			The DSM-5, which is the ultimate arbiter of ADHD diagnoses in America, reads a bit like a restaurant menu, for which the diagnostician is asked, in relation to “inattention” for example, to identify at least six out of nine symptoms, including “is often easily distracted” and “often avoids or dislikes, or is reluctant to do tasks that require mental effort over a long period of time (such as schoolwork or homework).”9 There is nothing in either of these descriptions to suggest any kind of a social context that might give the responder a better chance of providing a more informed decision. One person might be living in an environment where there are constant distractions from television, people arguing, phones ringing, door bells sounding, computers with their bells and whistles, music playing, and the like, while another might live in a house where silence reigns supreme. But there are no allowances for weighing the noisy setting against the quiet one. Similarly, a child may avoid, dislike, or be reluctant to do his homework because it is boring, or too difficult, or because there’s too much of it (some educators even suggest that homework should not be assigned in the first place because of studies suggesting that it has no intrinsic educational value).10 These types of social contexts, life complications, and research findings are not factored into the DSM criteria, and people are pretty much left to their own devices about making an educated guess based solely on subjective judgment as to whether one of these ADHD indicators actually applies to the child in question.

			Besides the physician, the two key sources that decide whether a child is or isn’t ADHD are the child’s own parents and his schoolteachers. Think about it: How would you like your own mental health status to be decided by your relatives and former teachers? Doctors provide parents and teachers with rating scales, checklists, or questionnaires and ask them to rate the child, often on a four- or five-point scale, on a number of behaviors. These checklists and rating scales are used in almost 90 percent of the cases where children receive a diagnosis of ADHD.11 A recent study suggests that the Conners Abbreviated Symptom Questionnaire (Conners ASQ) “may be the most effective diagnostic tool in assessing ADHD because of its brevity and high diagnostic accuracy.”12 I looked up the Conners Abbreviated Teacher Rating Scale on the Internet and discovered that it consists of only twelve items!13 Imagine this: A high school teacher with thirty kids competing for her attention every forty-two minutes being handed this rating scale and asked to determine whether the student fidgets: “not at all,” “just a little,” “pretty much,” or “very much.”14 And on the basis of such quick judgments (keep in mind that she may be completing this questionnaire between class periods as students are coming into the room), the student may find himself labeled with ADHD and medicated. The insanity of this sort of seat-of-the-pants rating circus, which then masquerades as a quantitative “score” in a psychologist’s report, brings to mind the sheer circularity of the ADHD myth, as evidenced in this brief but potent dialogue suggested by retired psychologist Philip Hickey:

			Parent: “Why is my child so restless and inattentive?”

			Psychiatrist: “Because he has an illness called ADHD.”

			Parent: “How do you know he has this illness?”

			Psychiatrist: “Because he is so restless and inattentive.”15

			Meanwhile the search goes on for some objective way to determine who is ADHD and who is not. Recent contenders for potential biomarkers include atypical responses to a finger-tapping activity, olfactory sensitivity (children diagnosed with ADHD are believed to be more sensitive to odors than typically developing kids), and iron levels in the brain.16 Despite this search for objective evidence of the existence of ADHD, an international consensus statement on biomarkers for ADHD declared: “No reliable ADHD biomarker has been described to date. . . . Most likely, no single ADHD biomarker can be identified.”17

			Label without a Cause

			The difficulty in determining objectively who actually has ADHD may be due in large part to the fact that scientists still don’t know what causes it. This may seem strange for a disorder that has had literally thousands of studies seeming to support it, but if we read between the lines we discover that while these studies often do differentiate between groups of children identified as ADHD and typically developing kids, it’s not completely clear that this is because something called ADHD is responsible for the difference. For example, there are a number of studies that show significant differences between children diagnosed with ADHD and non-ADHD control groups on measures of executive function (such as working memory, inhibition, and planning).18 However, other research has revealed that the brains of children identified as ADHD, while developing normally, lag behind typically developing children by about three years.19 Executive functions are associated primarily with the prefrontal cortex, an area of the brain that typically doesn’t fully develop until the early twenties even in typically developing individuals.20 Consequently, it may be that the differences being measured are not a result of some entity called ADHD but because of differences in the rates of maturation of the brain between kids with the ADHD label and typically developing control subjects. We’ll explore this topic of cortical maturation in greater detail in chapter 4.

			Most versions of the ADHD story make reference to structural and functional abnormalities in the brains of children with the diagnosis, and they use brain scan research as proof that the disorder is inborn and not caused by environmental influences. However, University of Minnesota psychologist and professor emeritus L. Alan Sroufe notes that:

			While the technological sophistication of these studies may impress parents and nonprofessionals, they can be misleading. Of course the brains of children with behavior problems will show anomalies on brain scans. It could not be otherwise. Behavior and the brain are intertwined. . . . However brain functioning is measured, these studies tell us nothing about whether the observed anomalies were present at birth or whether they resulted from trauma, chronic stress or other early-childhood experiences. One of the most profound findings in behavioral neuroscience in recent years has been the clear evidence that the developing brain is shaped by experience.21

			Studies suggest, for example, that traumatic stress can have a big impact on both the structure and function of the hippocampus, the amygdala, the prefrontal cortex, and other critical areas of the brain during childhood and adolescence.22 We’ll explore the role that adversity can have in giving rise to an ADHD diagnosis in chapter 7.

			Similarly, a great deal of research has been conducted by scientists in an attempt to prove that there is a genetic basis for ADHD, with heritability levels estimated to be as high as 80 percent, about the same as the heritability for height.23 However, in the gold standard of heritability tests, comparing identical and fraternal twins, one study revealed that there was “no significant influence of genetic factors for activity, attention, and impulsivity,” while another concluded that “the genetic risks implicated in ADHD generally tend to have small effect sizes or be rare. . . . Thus, they cannot be used for prediction, genetic testing or diagnostic purposes beyond what is predicted by a family history.”24 Moreover, the cutting edge in genetics these days focuses on gene–environment interactions: Specific genes can result in a child’s being either vulnerable or resilient in response to specific adverse events, and environmental influences can trigger or turn off the expression of specific genes responsible for regulating brain development. Several studies, for example, have demonstrated how specific genes interact with environmental influences such as maternal criticism or trauma in early childhood to produce not only the symptoms associated with ADHD but also some of the structural brain abnormalities associated with it.25

			Don’t Go Co-Morbid on Me

			Finally, there is the troubling matter of “co-morbidities” in the ADHD story. This cheery term refers to a situation in which a child can have ADHD, for example, and also have a learning disability and/or bipolar disorder and/or an anxiety disorder and/or a number of other mental disorders or behavioral conditions, including autism spectrum disorder, eating disorders, and conduct disorders. In one large-scale study of almost fifteen thousand children and adolescents diagnosed with ADHD in Denmark, 52 percent had at least one other psychiatric condition.26 This raises a number of troubling questions. Where does one disorder leave off and the other one begin? Could it be that what diagnosticians regard as ADHD is in fact the manifestation of another disorder? If we could peel away the contents of these co-morbid disorders, how much ADHD would be left? The fact that physicians are increasingly prescribing antidepressants for ADHD makes me wonder to what degree these kids could be suffering from depression of one kind or another (unipolar depression, bipolar depression, dysthymia, etc.), which fuels their inability to concentrate, their restlessness, and their impulsivity. One study, for example, identified a co-occurring lifetime rate of 18 percent between bipolar disorder and ADHD, and other studies have suggested that a co-morbidity of ADHD and bipolar disorder might represent a distinct clinical subtype.27 Given the popularity of the ADHD diagnosis in America, there’s a danger that children could be quickly identified as having ADHD when, in fact, there might be the deeper and more troubling issue of depression lurking within and left untreated. In the next chapter, I’ll take a look at one more reason ADHD isn’t a very good story: because the ADHD diagnosis exposes children to potentially harmful medications that may not be necessary in the first place.

		

	
		
			CHAPTER THREE

			Why Medicating Kids to Make Them Behave Is Not a Very Good Idea

			Several years ago, when Ritalin was the drug of choice for ADHD, I walked into a small classroom in a northern California community center and sat down in one of the twenty-five or so chairs set up for the CHADD (Children and Adults with Attention-Deficit/Hyperactivity Disorders) support group meeting. The talk for the evening was on medication for ADHD kids and was to be delivered by a local pediatrician. In the front of the room was a large piece of newsprint taped to the chalkboard with the words “A.D.D. Kids and Drugs” at the top. Underneath this inscription, there was a hand-drawn picture of a sad face (a circle with dots for the eyes and nose and a drooping line for the mouth), and next to it, a happy face. Below the title and faces was a list of several names of drugs, including central nervous system stimulants (Ritalin, Dexedrine, Cylert), antidepressants (desipramine, imipramine), antipsychotics (Haldol, Orap), anticonvulsants (Tegretol), anti-anxiety agents (BuSpar), and blood-pressure medications (Inderal, clonidine). A line with an arrow connected the sad face to the happy face. The implication seemed to be that these drugs would turn a sad kid into a glad kid.

			The physician soon appeared and spent the next hour and a half talking with a group of twenty parents and me about the pros and cons of using each of the listed drugs to control hyperactivity, impulsivity, and inattentiveness. The talk was peppered with frequent questions from the audience. One parent asked: “I’ve heard Ritalin improves organizational problems, but I haven’t seen it in my kid. Is there another drug that can?” Another mentioned that her son had been on Ritalin a month and now cries easily. One mother of twins shared her own story: “I have twins that have been on Ritalin for six years. I’ve heard Ritalin is the first choice, but it’s short-acting. Brad’s one way, then another, and I find it hard to deal with his roller-coaster behavior.”

			After the physician had discussed research about how certain drugs can actually stimulate children to seek the approval of adults, a parent spoke up: “I’m always telling my kid to follow his own decisions. He’s very popular. I can’t imagine stressing that he do all these things just to get approval. What about individual choice?” The physician’s response was curious. He replied: “How much free choice do we really have in life?” How much free choice, indeed. Psychoactive drugs have now made it possible for parents and professionals to encourage compliance in children through purely biological means. All the messiness involved in growing up—the battle of the child’s will against the adult’s will, the endless restless curiosity, the sudden bursts of anger, excitement, or jealousy—all this unpleasantness can now be avoided. One simply needs to classify the unruly child within a soundly scientific framework, give him a diagnostic label—attention deficit hyperactivity disorder—and control him through a psychopharmaceutical cornucopia of state-of-the-art medications. No longer do parents have to ask so many of the difficult questions: “Why is my son so angry at life?” “How can I learn to communicate with my daughter?” “Why is my child not excited by school?” Instead, they can consult with the doctor: “This drug isn’t working so well. Do you have one that won’t make her migraines worse?” “The stimulant you prescribed is helping him focus, but he’s still aggressive—what have you got to control that?” “My child’s medication wears off during math class. What should I do?”

			A History of Chemical Compliance

			The use of medicines to control children’s behavior is certainly not new. The second-century Greek physician Galen prescribed opium for restless, colicky infants. During the heyday of the Industrial Revolution, working moms and dads used to soak their crying infants’ teething rags with liquor to create a soporific effect. In the late 1800s, overwhelmed parents flocked to Winslow’s Soothing Syrup, a morphine-based elixir that was then available without a prescription. But it wasn’t until the 1930s that the use of behavior-controlling drugs took on an air of sophistication by being administered under the supervision of a licensed physician. It was in 1937 that Providence, Rhode Island, physician Charles Bradley observed how regular doses of Benzedrine, an amphetamine, calmed down a group of children with behavior problems and helped them focus more effectively on schoolwork.1 His discovery went unheeded by the medical community during the 1940s and 1950s, when tranquilizers seemed to be the primary means of subduing difficult children. However, in the early 1960s, researchers at Johns Hopkins University discredited the use of tranquilizers in pacifying unruly kids and saw promise in a new group of psychostimulants, including dextroamphetamine sulfate (known by its brand name, Dexedrine) and methylphenidate hydrochloride (Ritalin, developed by the pharmaceutical firm Ciba-Geigy), an amphetamine-like drug originally approved by the Food and Drug Administration (FDA) in 1955 to control mild depression and senility in adults.2

			Ritalin soon became the drug of choice for controlling hyperactivity. According to a survey conducted by Daniel Safer and John Krager for the Baltimore County Health Department, 40 percent of all prescriptions for behavior problems in 1971 were for Ritalin and 36 percent for Dexedrine. By 1987, the situation had dramatically altered, with Dexedrine accounting for only 3 percent of all prescriptions and Ritalin taking the lion’s share—93 percent—of the behavior-control drug market.3 Over the course of the 1990s, psychostimulant drug use increased a whopping 700 percent in the United States, accounting for nearly 90 percent of the entire world’s supply.4 During the 1990s and 2000s, other drugs began to supplant Ritalin as a first-line treatment for ADHD. In 1996, Richwood Pharmaceuticals (which later merged with Shire) brought onto the market Adderall, a mixture of amphetamine and dextroamphetamine salts. In 2000, Johnson & Johnson began to market Concerta, a long-acting version of methylphenidate hydrochloride. In 2006, Eli Lilly introduced Strattera, a norepinephrine reuptake inhibitor and the first nonstimulant drug to be approved for ADHD. In 2016, the drug company Neos Therapeutics received FDA approval for Adzenys XR-ODT, a slow-dissolving candy-flavored psychostimulant.5 Since 2010, ADHD medication prescriptions, fueled partly by new diagnoses among adults, have increased 8 percent a year and by the year 2020 are expected to account for $17.5 billion in drug sales.6 Lawrence Diller, a developmental pediatrician and author of Running on Ritalin: A Physician Reflects on Children, Society, and Performance in a Pill, observes: “These production quotas continue to grow and grow. One hundred ninety-four tons of legal stimulants were produced in this country in 2013. That’s enough to mold into 27 round, blue 20-mg Adderall pills for every man, woman and child in America.”7

			While these drugs do increase compliance with parent and teacher demands, and while they do result in short-term improvements in attention, behavior, and executive functioning, these advantages come at a price for many children. In this chapter, I outline a number of these disadvantages. Please note: I’m not a Scientologist or a Christian Scientist. I don’t believe that psychiatrists are in league with drug companies to control the minds of our children (although, as you’ll see, there’s more going on between doctors and pharmaceutical companies than meets the eye). I don’t believe that Concerta, Adderall, Strattera, and other drugs for ADHD should never be used with children. Instead, I believe that medications, if prudently prescribed and resolutely monitored in conjunction with the implementation of some of the nondrug strategies described in this book, can represent an important tool for physicians that in some instances can lift children out of a cycle of social, behavioral, and/or academic failure. But I believe that, for the most part, nondrug alternatives ought to be considered first and tried before embarking on a regime of behavior-altering medication.

			Prescribing Speed in a Speedy Culture

			The problem is that medications are prescribed too easily and too quickly by physicians without much thought as to nondrug alternatives, and they’re not sufficiently monitored by doctors. “How are most people in the United States diagnosed with ADHD?” asks Stephen Hinshaw, professor of psychology at the University of California, Berkeley, and co-author of The ADHD Explosion: Myths, Medication, Money, and Today’s Push for Performance: “A 10-to-15-minute visit with a pediatrician or a general practitioner. That’s it; there is no reimbursement [from insurance companies] for a long, careful, thorough assessment.”8 Reports indicate that families from higher socioeconomic backgrounds have prodded doctors to prescribe ADHD drugs for their children to cope with increasing academic pressures.9 Conversely, some physicians have used ADHD medications for children from lower socioeconomic backgrounds even if they don’t qualify for a diagnosis of ADHD as a means of giving them a leg up in school.10 More recently, doctors have been provided with guidelines by the American Academy of Pediatrics stating clearly that behavior therapy is the most effective strategy for treating very young children diagnosed with ADHD and should be used before prescribing medication. Yet many physicians have ignored these recommendations and continue to prescribe medication as a first-line treatment.11 Doctors have also prescribed ADHD medications for children under the age of four, despite AAP guidelines that don’t even address the use of medication for children ages three and under.12

			Perhaps the most up-front difficulty with many ADHD drugs is that they are powerful and potentially addictive. The U.S. government’s Drug Enforcement Administration (DEA) lists most ADHD medications as schedule II drugs (out of five schedules), which they define as: “drugs with a high potential for abuse, with use potentially leading to severe psychological or physical dependence. These drugs are also considered dangerous.”13 Included in the list, along with Adderall, Ritalin, and other psychostimulants, are cocaine, OxyContin, and Vicodin. While ADHD experts have long suggested that taking ADHD drugs will make it less likely that a person will descend into drug addiction later on, research now suggests that this simply isn’t the case and that a person is neither more nor less likely to become addicted to illegal substances in later life as a result of their taking ADHD medications.14 This research is based on averages over thousands of individuals, and for specific individuals the issue may not be so clear cut. The diagnosis of ADHD is associated with a greater likelihood of substance abuse in adolescence, so perhaps turning to a drug (even a legal one) for help in solving life problems may not be the best way of modeling how to cope with today’s complex world. The fact that ADHD drugs are themselves abused should add to concern that they not be used as a first-line treatment for symptoms associated with a diagnosis of ADHD, but instead be relegated to secondary or tertiary status if nondrug approaches don’t prove to be effective.15

			Then there’s the finding that these drugs don’t actually work as intended in the long run. Most ADHD drugs are short acting, even those that are called long acting (which refers to the fact that their effects last over the course of many hours, rather than just a few hours). As soon as the child stops taking the drug, the beneficial effects disappear. In that sense, ADHD medications are like behavioral Band-Aids, suitable for controlling symptoms in the short run, but poor mechanisms for making a lasting contribution to the child’s welfare over the long haul. One of the best-known and most-respected studies examining the effectiveness of ADHD treatments was the National Institute of Mental Health’s collaborative multisite Multimodal Treatment Study of Attention-Deficit Hyperactivity Disorder (MTA) in children, a longitudinal study initiated in 1992 which determined in 2001 that medication was the best treatment for ADHD.16 Eight years later, however, researchers concluded that medication use in the study did not predict functioning six to eight years later (there were four treatment groups: drugs only, behavior therapy alone, drugs with behavioral therapy, and routine community care). The researchers wrote in their follow-up report in 2009: “In nearly every analysis, the originally randomized treatment groups did not differ significantly on repeated measures or newly-analyzed variables (for example, grades earned in school, arrests, psychiatric hospitalizations, or other clinically relevant outcomes).”17 James Swanson, a psychologist at the University of California, Irvine, and one of the original study’s authors, commented in an article published in the science journal Nature: “I don’t know of any evidence that’s consistent that shows that there’s any long-term benefit of taking the medication.”18

			The Dark Side of Psychoactive Drugs

			Then there are the side effects. Some common side effects of psychostimulants are decreased appetite, insomnia and other sleep difficulties, abdominal pain, nausea and vomiting, headaches, and anxiety.19 These symptoms by themselves, while unpleasant, are often short-lived and can be lessened or eliminated by a physician who carefully monitors the child while he’s taking the medication and changes dosages or drugs as needed (although as mentioned earlier, this careful monitoring may not always take place, in which case, as a parent, you should immediately seek a doctor who does a better job of following up). It also should be noted, however, that for the children who have to take the drugs, even short-term discomfort represents a distinct downside (a question to the reader: Would you continue to take a painkiller like Tylenol if it gave you any of the above symptoms?).

			What is more troubling are the potential long-term adverse effects. Some studies have reported the occurrence of abnormal cardiovascular events from psychostimulants and atomoxetine (Strattera), including increases in blood pressure and heart rate, and rarely, myocardial infarction, stroke, and even sudden cardiac arrest.20 The American Heart Association has recommended that before patients are treated with ADHD medications, there should be a thorough evaluation, including patient and family history, paying special attention to the presence of any cardiac conditions.21 There are also potential risks of psychosis stemming from psychostimulant use, especially if there’s a family history of mental illness. In a recent study, researchers compared two groups of children aged six to twenty-one, all of whom had one or both parents with major depressive disorder, bipolar disorder, or schizophrenia. Psychotic symptoms (most often, hallucinations) were present in 62.5 percent of youth who had taken stimulants compared with 27.4 percent of participants who had never taken stimulants.22

			There are also concerns that taking ADHD drugs may harm bone health. Jessica Rivera, an orthopedic surgeon with the U.S. Army Institute of Surgical Research, Fort Sam Houston, San Antonio, Texas, and colleagues identified 5,313 children eight to seventeen years old in the CDC’s National Health and Nutrition Examination Survey. They discovered that children on ADHD medication had lower bone mineral density (BMD) in the femur, femoral neck, and lumbar spine, compared to the children who were not taking ADHD drugs.23 Perhaps most ominously, a survey of mortality data for children aged seven through nineteen years revealed a higher incidence of psychostimulant use preceding unexplained sudden death compared to individuals who had never taken psychostimulants and died in auto accidents.24

			Less serious than the risks just mentioned, but nevertheless significant to the
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