
OVERDIAGNOSES AND OVERMEDICATING OF ATTENTION-

DEFICIT/HYPERACTIVITY DISORDER AND BEHAVIORAL TERING DRUGS 

by 

Natalie Palmer 

A SENIOR THESIS 

m 

GENERAL STUDIES 

Submitted to the General Studies Council 
in the College of Arts and Sciences 

at Texas Tech University in 
Partial fulfillment of 
the Requirements for 

the Degree of 

BACHELOR OF GENERAL STUDIES 

Approved 

DR. MARK MCGINLW 
Department of Biology 

Co-Chairperson of Thesi~ommittee 

DR. SHEILA GAROS 
Department of Psychology 

Co-Chairperson of Thesis Committee 

Accepted 

DR.~CHAELSCHOENECKE 
Director of General Studies 

MAY2003 



Q. 1 

'̂  ACKNOWLEDGEMENTS 

I ^ ^ I would like to take this opportunity to thank the two professors on my thesis 

committee. Dr. Mark McGinley, from the Biology department, and Dr. Sheila Garos, 

fi:-om the Psychology department, for their invaluable assistance in my preparing and 

finalizing my thesis. My heartfelt gratitude also goes out to my advisor. Dr. Michael 

Schoenecke, who helped me extensively in the preparations of this thesis. Without these 

dedicated individuals this paper would never have been completed. 

11 



TABLE OF CONTENTS 

ACKNOWLEDGEMENTS ii 

CHAPTER 

I. INTRODUCTION 1 

Overview of Attention-Deficit/Hyperactivity Disorder 1 
Definitions 1 
Incidence and prevalence 2 
Development of a diagnostic category 2 

Significance of AD(H)D and behavior-altering drugs 4 
Diagnoses and assessment of AD(H)D 4 
Controversial nature of the issues 5 
Important issues surrounding behavior-altering drugs 6 

n. BACKGROUND INFORMATION 9 

Pharmacological treatment of AD(H)D 9 
Chemical composition 9 
Operation of behavior-altering drugs in the body and brain 10 
Dosage 10 
Effects 11 

Behavioral consequences 11 
Side effects 11 

Comparison to alternative parenting techniques 12 

Diagnostic issues 12 
Diagnostic and Statistical Manual of Mental Disorders (DSM-IV) 12 
Methods of testing for AD(H)D 13 
Differential diagnoses 14 

Bipolar disorder 15 

Prescribing trends 16 
Identity of prescribers 16 

Medical doctors versus psychiatrists 16 
Nurse practitioners 17 

ui 



m. SOCL^L ISSUES 19 

The "Quick Fix" Syndrome 19 
Social stigmas on parents and children 20 
The rush of American society 21 
Other issues concerning the use of behavior-altering drugs 22 

Abuse of Ritalin 22 
Schools 24 
Role of drug companies 25 

Profit motive 25 
HMOs and insurance companies 26 
Government 26 

IV. SUMMARY AND CONCLUSION 28 

Discussion 28 
Suggestions for future research 28 

Alternatives regarding behavior-altering drugs 28 
Legislation banning schools from pressuring parents to medicate 29 

IV 



CHAPTER 1 

OVERVIEW OF ATTENTION-DEFICrr/HYPERACTIVITY 

DISORDER AND BEHAVIOR-ALTERING DRUGS 

Overview of Attention-Deficit/Hvperactivitv Disorder 

Various people have encountered restlessness and difficulty concentrating. For 

individuals with attention-deficit/hyperactivity disorder, these issues can result in severe 

and persistent problems that interfere with family life, personal relationships, education, 

careers, and even emotional development. 

Definitions 

Attention-deficit/hyperactivity disorder is a syndrome of childhood onset 

characterized by symptoms of inattention, hyperactivity, and impulsiveness (Findling, 

2001). Although the onset of AD(H)D generally occurs before age seven, symptoms of 

increased motor activity and inconsistent sleeping or eating can appear as early as 10 to 

18 months of age (Pary, 1995). Experts have determined that AD(H)D symptoms can 

persist in patients throughout adolescence and sometimes well into their adulthood. 

Normal attention in a child develops from an exploratory, rapid, impulsive, and 

reinforcement-based manner of a 2-year-old to a slow, deliberate, goal-directed, logical, 

and productive style of a 12-year-old. However, attention skills of children with AD(H)D 

unfortunately do not mature according to this schedule. Their attention remains 

divergent, and instead of being driven internally by a goal, is driven by constant 

reinforcement from the environment (Gupta, 2002). 



Incidence and Prevalence 

AD(H)D constitutes the most common reason a child is referred to a psychologist 

or psychiatrist. While it is difficult to determine exactly how many children suffer firom 

AD(H)D, the American Academy of Pediatrics (AAP) estimates that the actual rate in six 

to twelve-year-olds is between four and twelve percent (Williams, 2000) with up to 

one-third of their immediate relatives suffering from the disorder as well (Aust, 1994). 

Moreover, as many as 10 to 50 percent of the children in some school districts have been 

on Ritalin (Russell, 1997). The ratio of males to females diagnosed with AD(H)D is 

approximately 6; 1 although females are often considered to be under identified. Some 

researchers suspect that this ratio is actually closer to 3:1 (McEwan, 1998). Females are 

more likely to be identified with AD(H)D that does not exhibit symptoms of 

hyperactivity and impulsivity and are alternatively labeled as "daydreamers" or "social 

butterflies." 

Development of a Diagnostic Category 

ADD was first described in the mid-1800s when children recovering fi-om 

nervous-system diseases or injuries exhibited ADD-like symptoms. In the early 20* 

century, a lecturer at the Royal College of Physicians described a group of children who 

were aggressive, defiant, and resistant to discipline while simultaneously having 

problems with attention tasks. After an outbreak of encephalitis in the 1940s left 

children with symptoms similar to those of hyperactive children, researchers 

hypothesized that hyperactive children were brain damaged. After further research 

determined that hyperactive children were not brain damaged, the label was changed to 



"minimal brain dysfunction" (DeGrandpre, 2000). Finally, in 1965, the American 

Psychiatric Association first established the diagnostic category "hyperkinetism" to 

describe these hyperactive children. 

For many years, hyperactivity was believed to result from one's family 

environment rather than from biological causes. This misinformation explains several 

years of "mommy bashing" in which ADHD-like behaviors were attributed to 

environmental conditions and poor parenting (McEwan, 1998). 

Prior to the 1960s hyperactivity and attention deficits were rarely noticed and 

therefore rarely treated as medical problems. In 1961, after the Food and Drug 

Administration approved Ritalin for use in children with behavioral problems, the 

incidence of drug use increased dramatically. In 1975,150,000 children in this country 

were prescribed drugs to reduce hyperactivity (DeGrandpre, 2000). 

Although AD(H)D is being diagnosed with increased frequency in children, 

adolescents, and adults, confusion concerning the symptoms and treatment of this 

disorder still remains. The value of understanding AD(H)D can be identified in the 

difficulties AD(H)D sufferers experience. AD(H)D may cause or exacerbate learning, 

social, and emotional problems and children suffering from AD(H)D may experience 

excessive bedwetting, sleeping disorders, temper tantrums, and stubbornness. These 

children tend to be much more accident prone than children who do not suffer from 

AD(H)D and are much more likely to be involved in tragic incidents such as accidental 

poisonings. Through no fault of their own, children with AD(H)D are unable to inhibit or 

direct their behavior. As these children mature, they may develop behavioral and 



emotional disorders that cause defiance, oppositional behaviors, verbal and physical 

aggression, depression, anxiety, and behavioral problems, such as lying, stealing, and 

truancy (Aust, 1994). 

Significance of AD(H)D and Behavior-Altering Drugs 

Diagnoses and Assessment of AD(H)D 

The American Psychiatric Association first established the diagnosis, "attention 

deficit disorder vsith or without hyperactivity" (DSM-IQ) in 1980 when it affirmed ADD 

as a legitimate neurological disorder. A category of "undifferentiated attention-deficit 

disorder" was also created for children who displayed marked inattention but who lacked 

signs of impulsiveness and hyperactivity (McEwan, 1998, p. 4). 

Assessment of attention deficit can be done indirectly by monitoring task 

completion. A child continually distracted from homework by irrelevant environmental 

stimuli often has an attention deficit. Manifestations include careless errors, omitting 

details, difficult social interactions, and low self-esteem. The Diagnostic and Statistical 

Manual of Mental Disorders IV (DSM-IV) requires evidence of symptom onset before 

age seven for diagnosis of adult AD(H)D (Pary, 1995). 

One report clarifies some of the rising problems in the diagnosis and treatment of 

AD(H)D. It maintains that surveys of pediatricians and family physicians across the 

United States have shown wide variations in diagnostic criteria and treatment methods 

for overcoming AD(H)D. One physician. Dr. Richard Vatz (2001), shares his viewpoint 

on this topic: 



Indeed, how could it be otherwise, given that the diagnostic criteria for ADD/ADHD in 
DSM-IV are utterly subjective and nonspecific. It includes 'symptoms' of 'inattention 
and 'hyperactivity-impulsivity,' such as the following: 'often does not seem to listen 
when spoken to directly'; 'often has difficulty organizing tasks and activities'; 'often has 
difficulty playing or engaging in leisure activities quietly'; and 'often talks excessively, 
(p. 5) 

When considering the symptoms of AD(H)D one can better understand the 

variability associated with the diagnosing of AD(H)D. 

Controversial Nature of the Issues 

There is a general consensus that Ritalin helps hyperactive children to sit quietly, 

focus, and concentrate; improves short-term retention of information; and decreases 

inappropriate, spontaneous behavior. Even though this drug has short-term benefits, its 

safety record remains highly debated. According to a spokesperson from Novartis 

Pharmaceuticals Corporation, the manufacturer of Ritalin, over 300 short-term studies 

prove its safety and effectiveness (Russell, 1997). Peter Jensen, M.D., chief of the 

developmental psychopathology research branch at the National Institute of Mental 

Health, calls Ritalin "one of the safest drugs we have for children" (Russell, 1997, 

p. 113). Despite the safety claims reports persist about children suffering from weight 

loss, headaches, nausea, and mood swings when discontinuing the drug. There are also 

rare reports that some children taking Ritalin have developed Tourette's syndrome, a 

disorder that causes involuntary tics and twitching as well as uncontrollable outbursts of 

profanity. Finally since August 1994, there have been more than seven unexplained 

deaths in children who were given Ritalin and clonidine, a drug used to tieat the chronic 

tic syndrome and insomnia that can accompany AD(H)D or its treatment (Russell, 1997). 



Long-term effects concerning behavior-altering drugs are still uncertain. Novartis 

admits, "sufficient data on the safety and efficacy of long-term use are not yet available" 

(Paiy, 2002, p. 745). Sweden recently completed the longest-term study done so far, but 

it followed children on a stimulant similar to Ritalin, for only 15 months. The study 

found that the longer a child stayed on the drug, the greater the improvement in 

intelligence testing. However, even the lead psychiatrist on the study has stated, "It is my 

firm belief that these drugs are overused in the United States... Much can be 

accomplished by changing the attitudes of teachers, peers, and parents... sometimes also 

by means of behavioral techniques" (Pary, 2002, p. 746). 

Important Issues Surroimding Behavior-Altering Drugs 

By the late 1980s Ritalin was used by approximately one million children. In a 

report in July of 2001, researchers estimated that four million children ingested Ritalin 

on a daily basis. (DeGrandpre, 2000). Today these numbers are even greater although 

exact figures are difficult to determine and often vary depending on the source from 

which they are derived. These statistics stiongly reflect the necessity of examining the 

issues surrounding the increasing use of behavior-altering drugs such as Ritalin. 

Despite potential side effects, stimulants can be highly effective. David A. 

Kessler, M.D., dean of the Yale University School of Medicine in New Haven, 

Connecticut, and former commissioner of the Food and Drug Adminisfration (FDA) 

states: "Ritalin is a very important drug. Well prescribed, it can make the difference 

between a fimctioning child and a child who has very significant problems. The hard 



thing is to determine for which child it is appropriate. It's widely overprescribed" 

(Russell, 1997, p. 111). 

Gene R. Haislip (2000), former deputy assistant administrator of the Drug 

Enforcement Administration describes the occurrence of overmedicating in the 

United States: 

When you examine the world figures about Ritalin use, you see that the United States is 
the Lone Ranger. That leads you to the conclusion that there must be something very 
peculiar in the water or the air in North America, that we have this strange disease no one 
else seems to see, except very occasionally. It doesn't mean there aren't legitimate cases 
of ADD. But it does mean that prescribing Ritalin has gone far beyond any medical 
need. What's going on is unconscionable, (p. 22) — 

According to a recent study, the number of Ritalin prescriptions for 

school-age children has more than tripled in the past five years. There has been 

an increase in use by children even as young as two or three being placed on this 

drug despite the fact that the United States Food and Drug Administration has 

approved Ritalin solely for those six and older. Perhaps the most shocking 

developments are the impending trials at six sites, including John Hopkins 

University, consisting of a study of preschool AD(H)D treatment of the effects of 

Ritalin on approximately 200 children from three to six years of age. It is hard to 

determine whether it is more shocking that, without testing, young children are 

given such serious medication in early years of neurological development or that 

such testing on children of this age is occurring. Limited research exists on the 

consequences of pharmacological treatment of behavioral disorders in very young 

children. Accordingly, it is necessary to perform more extensive studies to 



determine the long-term consequences of the use of psychofropic drugs at this 

early stage of childhood. 

Mostiy white, middle class children are being medicated with Ritalin. This fact 

once again underscores the discrepancies associated with the medicating of AD(H)D. A 

United Nations committee released a report in 1999 that claimed the use of Ritalin and 

psychostimulant drugs increased 50-fold in Britain in the 1990s, despite the fact that drug 

use there still averages as much as 20 to 30 times less than in the United States. The U.S. 

accounts for eighty to ninety percent of the total Ritalin consumption in the world 

(DeGrandpre, 2000). These drugs are rarely used in such countries as France and JapaiL 

The fact that AD(H)D is primarily diagnosed within the United States further illustrates 

the societal implications associated with the overdiagnosing of this disorder. 

Even though there are numerous factors that influence parental decisions 

regarding medicating their children, school administrators and teachers rank among the 

highest. In fact, one noted authority, Howard S. Adelman, Ph.D., a professor of 

psychology at the University of California, Los Angeles, and co-director of the federally 

funded Center for Mental Health in Schools has addressed this very issue occurring in 

schools across the nation. Adelman theorizes that teachers are quick to label students 

who are overly active as having AD(H)D. As a consequence of teachers' hasty labeling, 

parents are more prone to take children to pediatricians who then, in turn, place the 

children on Ritalin, an action that fulfills the desires of the drug industry (Russell, 1997). 



CHAPTER 2 

PSYCHOPHARMACOLOGICAL EFFECTS OF AD(H)D 

AND OTHER RELATED ISSUES AND TRENDS 

Pharmacological Treatment of AD(H)D 

Chemical Composition 

In both children and adults, some of the most common treatments for AD(H)D 

involve stimulant drugs, either methylphenidate (Ritalin) or dextroamphetamine 

(Dexedrine). Ritalin's active ingredient, methylphenidate (MPH), has been used to freat 

hyperactive children and adults for over forty years. Experts consider MPH to be a 

generally safe and effective treatment for youths with AD(H)D although its effects may 

include increases in systolic blood pressure, diastolic blood pressure, and pulse rate. 

Methylphenidate and dextroamphetamine are short-acting drugs with effects lasting three 

to six hours and must be taken several times per day in order to be as effective as other 

time-released drugs (Pelham, 1999). 

A mixture of dextroamphetamine and the inactive compound levoamphetamine 

Adderall (ADL) is slightly longer lasting with a once-daily dosing of ADL considered to 

be as effective as twice-daily adminisfration of MPH (Pelham, 1999). Adderall, a 

recentiy reinfroduced psychostimulant composed of amphetamine aspartate, 

amphetamine sulfate, dexfroamphetamine saccharte, and dexfroamphetamine sulfate, 

was originally marketed as Obetrol, a treatment for obesity (Manos, 1999). Alternative 

drugs are available although they are considered to be less effective and possess more 

harmful side effects. 



Operation of Behavior-Altering Drugs in the Body and Brain 

Since AD(H)D is thought to occur due to a deficiency or dysfunction of the 

neurofransmitter dopamine in those areas of the brain that regulate attention and activity 

the stimulants used to freat AD(H)D facilitate the release, and prevent the reabsorption of 

dopamine and the related neurotransmitter, norepinephrine. Moreover, some researchers 

believe that two other neurofransmitters, noradrenaline and serotonin are also involved in 

children witii AD(H)D (Gupta, 2000). 

Researchers believe Ritalin and similar acting drugs increase chemical activity in 

the region of the brain that confrols judgment and decision-making. For instance, rather 

than responding to every impulse, a child can more easily evaluate the consequences of 

his actions. 

Dosage 

Once a doctor determines the correct dosage of these drugs, they can be highly 

effective. The drugs used to treat AD(H)D vary as to the number of doses given each 

day, with doses ranging from only once per day up to a pill as often as every two to three 

hours. Pharmaceutical companies have also begun to market various sustained release 

products that are administered only once per day under such names as Concerta, 

Metadate, Ritalin LA, and Adderall XR. Side effects of such stimulants include appetite 

loss, insomnia, and stomach aches, but such side effects are usually mild and temporary, 

and can be managed by adjusting the dosage or using an alternative treatment (Gupta, 

2000). 
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Effects 

Behavioral consequences. A follow-up study on children with AD(H)D treated 

with stimulants found many of the children to have two significant side effects, namely 

lowered self-esteem and suppressed creativity. The report further found that these 

children view the drugs as an emotional crutch without which they cannot confrol their 

behavior (Pozzi, 2000). 

Side effects. Ritalin is classified as a Schedule II prescription drug along with 

opium, morphine, cocaine, and other amphetamines. Ritalin, which is prescribed in 

almost 90 percent of all cases, is a powerful psychostimulant that has pharmacological 

and psychological effects that are almost indistinguishable from those of cocaine 

(DeGrandpre, 2000). 

The comprehensive Drug Abuse Prevention and Control Act of 1970 better 

known as the Confrolled Substances Act was enacted to reduce the availability and use of 

psychoactive drugs that occurred in the 1960s in the United States. The act consolidated 

and brought up to date most drug laws that had been passed in the twentieth centiuy. The 

Drug Enforcement Administration (DEA) was made responsible for enforcing the 

provisions of the act. The key provisions were to classify all psychoactive drugs, to 

control their manufacture, sale and use, to limit imports and exports, and to define 

criminal penalties. Five levels or schedules of drugs were defined based on abuse 

liability, its value as a medication, its history of use and abuse, and the risk to public 

health (Inaba, 2000). 
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Schedule I substances include heroin, LSD, marijuana, psilocybin, mescaline, and 

MDMA. These drugs have a high abuse potential and no accepted medical use. 

Schedule V substances have very low abuse potential because they contain very limited 

quantities of certain narcotic and stimulant drugs. Examples of schedule V substances 

are Robitussin AC and Lomotil (Inaba, 2000). One reason for Ritalin's classification as a 

schedule II substance is that prescription writing is confrolled by an agency of the 

government because of its high abuse and addiction potential. Besides addiction there 

are short-term side effects such as high blood pressure, heart arrhythmia, irritability, 

mood changes, agitation, tics, lethargy and drowsiness, loss of appetite, loss of weight, 

and abdominal pains (Chaikin, 2002). 

Comparison to Alternative Parenting Techniques 

Although research demonsfrates that medication with a psycho-stimulant is one of 

the most effective methods for freatment of AD(H)D, non-drug freatments, such as 

parent's posting stars on a chart for completion of daily tasks or homework, or talk 

therapy, can reduce the negative side effects while accomplishing similar results (Block, 

2000). 

Diagnostic Issues 

Diagnostic and Statistical Manual of Mental Disorders (DSM-IV) 

Reacting to concerns about overdiagnoses and overmedication of allegedly 

hyperactive children, in May 2000, the American Academy of Pediafrics released its first 

recommendations for diagnosing AD(H)D in school-age childrea The Academy 

12 



demands strict adherence to the diagnostic criteria specified by the American Psychiatric 

Association in its Diagnostic and Statistical Manual of Mental Disorders IV (DSM-IV). 

(Vatz, 2001). The Diagnostic and Statistical Manual of Mental Disorders outlines the 

criteria for Attention-Deficit/Hyperactivity Disorder, which may be examined in the 

Appendix. 

Methods of Testing for AD(H)D 

Since diagnosis amounts to a judgment call, identifying sufferers, the first step in 

helping them, requires careful evaluation. An interview with the parent is the core of the 

assessment process. "Parents are the primary informants, the main chaimel of 

information used to make a diagnosis," says Jeffiey Halperin, Ph.D., an AD(H)D 

researcher affiliated with the Mount Sinai School of Medicine in New York City 

(Williams, 2000, p. 123). It can take an hour just to review with the parents the child's 

medical history, looking for possible cases or symptoms of AD(H)D in other family 

members. Studies show that AD(H)D often runs in families. Doctors also look for signs 

of physical problems, such as epilepsy, or of family crisis, such as a death, job loss, or 

recent move, that can trigger behavioral problems that may be mistaken for AD(H)D 

(Williams, 2000). Children today are experiencing a different type of sfress associated 

with the increase in the number of divorces, stepparent families, and children not raised 

to respect authority. 

Biological causes of AD(H)D have not been fully defined, and therefore no 

biological-based tests for AD(H)D exist as of yet. Psychiatrists, general practitioners, 

and pediatricians all rely strongly on observation and case histories in making their 
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medical diagnoses. This reliance means that if a child has some persistent problem with 

attention or hyperactivity, either at school or at home, he becomes a candidate for the 

diagnosis. It is highly crucial to evaluate a child in more than one situation because 

certain issues the child has might actually pertain to a particular environment therefore 

making a diagnosis of AD(H)D and medication urmecessary. Although, scientists are 

working to develop techniques that recognize certain biological aspects that may 

correlate with the development of AD(H)D such as the effects of various 

neurotransmitters in the brain and the ways in which different regions of the brain 

correlate to the development of AD(H)D. 

Many parents and doctors may be uncomfortable diagnosing a child whose 

symptoms are simply that he carmot sit still, follow directions, or color within the lines. 

Dr. Josephine Elia, M.D., an AD(H)D specialist at a children's hospital says, "ADHD is, 

after all, merely a collection of behaviors. There's no virus to look for, no blood test to 

administer. It'sjust what people observe" (WiUiams, 2000, p. 121). 

Differential Diagnoses 

Sleep disorders in children can also result in AD(H)D-like symptoms. This 

disruption of sleep can lead to exhaustion during the day, exhaustion that may be 

evidenced in various ways by a child. There may be over activity to compensate or wake 

themselves up, sleepiness, which may make them seem lazy, uninterested, or uninvolved, 

or aggressive tendencies. Impaired vision or hearing, neurological problems due to a 

playground head injury, and even poor nutrition can lead to incorrect diagnoses. The 

American Academy of Child and Adolescent Psychiatry warns that some children may 
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simply be at the high end of the normal range of energy and activity or have difficult 

temperament, not AD(H)D. 

Bipolar Disorder 

AD(H)D may be misdiagnosed due to other disorders with similar 

symptoms such as Bipolar Disorder. Bipolar Disorder involves mood cycling 

between a hyperenergized, grandiose, elevated mood, and deep depression. A 

child with early-onset Bipolar Disorder has problems with sudden wild rage and 

aggressive depression. They often speak incessantly and j)erform dangerous or 

life-threatening activities such as running into busy sfreets (McNicholas, 2000). 

Hyperactivity, impulsivity, and inattention are seen in children with AD(H)D and 

Bipolar Disorder, but these disorders are significantly different in terms of the 

impact that they have on a child's life. Determining the cause of a child's 

behavioral problems is of critical importance. 

A child with Bipolar Disorder who is misdiagnosed as allegedly having "severe 

AD(H)D" and given stimulants may experience detrimental effects. This misdiagnosis 

can result in the child's not receiving proper medical or other appropriate freatment. If a 

child has both AD(H)D and Bipolar Disorder, it may be possible to use stimulant 

medication or antidepressant medication, but his mood disorder must first be stabilized 

using a mood stabilizer such as lithium carbonate or a newer-generation anticonvulsant 

such as valproic acid. An alarming 15-20 percent of those people with Bipolar Disorder 

commit suicide (McNicholas, 2000). Misdiagnosis of a child with Bipolar Disorder can 

result in a significant amount of damage because it prevents proper treatment of the 
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illness. More in-depth assessments that result in an accurate diagnosis may prevent these 

occurrences more easily. 

Prescribing Trends 

Identity of Prescribers 

Medical doctors versus psychiatrists. Those children with AD(H)D may be 

treated for this disorder by their physician or psychiatrist. The family physician or 

pediatrician will often meet individually with the parents in order to undertake several 

crucial tasks, including, but not limited to, the following: discussing concerns and 

reviewing information, obtaining a thorough medical history, and reviewing the child's 

developmental and school history. The physician might also meet with the student alone 

to review concerns and solicit his views of problems that exist at home and at school. 

During this time the physician might also informally assess the student's social and 

emotional status. A thorough physical exam may then be administered, including a 

vision and hearing screening, and blood tests that usually include a chemical profile and 

thyroid functioning test to rule out any medical reasons for existing symptoms. By ruling 

out other symptoms one may better determine if a child has AD(H)D and the most 

effective manner in which to freat him. (McEwan, 1998, p. 40). 

The child psychiatrist will assist other professionals in differentiating the 

diagnosis of AD(H)D from other psychiatric disorders, such as oppositional defiant 

disorder, conduct disorder, depression, bipolar disorder, and thought disorder. Child 

psychiafrists may treat patients for severe emotional problems that coexist with the 
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attention disorders and may become involved if hospitalization is necessary because of 

severe depression or unmanageable behavior. 

Nurse practitioners. The misuse of behavior-altering drugs may be seen in 

the actions of some staff at various hospitals. In 2000, Tom Main, a psychiatrist, 

studied the use of sedatives in hospitals and discussed with the nurses the events, 

which led up to each act of sedation. He discovered that no matter what the 

rationale was, a nurse would administer a sedative only at the moment w^en she 

had reached the capacity of her own possible resources and was no longer able to 

endure the patient's problems without experiencing anxiety, impatience, guilt, or 

despair herself (Pozzi, 2000). 

Main discovered that sedatives were used to ease the feelings of 

frusfration, aggression, and despair, of therapists, doctors and nurses, rather than 

for the patient's benefit. After the nurses who had participated in Main's research 

project became aware of their feelings regarding their jobs and their patients, the 

use of sedatives dropped to almost zero (Pozzi, 2000). 

The action of these nurses is comparable to the ways in which schools and 

teachers often sfrongly support medicating children. Schools are often unable to 

handle these situations repeatedly and resort to alternative methods such as 

medication. Ritalin is also often prescribed to lessen parents' anxieties, conflicts, 

and exasperations at times when they can no longer handle their own children 

therefore making these drugs highly overused. 
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Significant increases in rates of prescription of psychostimulants to children 

during the 1990s have resulted in public health concerns about the frequency and 

appropriateness with which these medications are prescribed. Expert consensus and 

emerging research evidence highlight the need for a comprehensive initial diagnostic 

assessment when AD(H)D is suspected, tailoring of freatment to individual needs, 

multimodal and multidisciplinary approaches, careful tifration of stimulant medication, 

and close follow-up and monitoring of children receiving medication (Orford, 1998). 

However, deficiencies have been reported in the way that physicians in the United States 

assess and manage children with symptoms of AD(H)D. Moreover, freatment may vary 

significantly when considering more than one doctor's recommendatioiL 
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CHAPTER 3 

SOCIAL ISSUES INVOLVED IN OVERDIAGNOSES 

AND OVERMEDICATING 

Social Issues 

The "Quick Fix" Syndrome 

In April 2000 then-First Lady Hillary Clinton announced a multimillion-dollar 

govenmiental study to examine the consequences of the increase in the number of 

school-age children jn^scribed stimulants for AD(H)D. Now, as a senator from tiae state 

of New York, she ackno^edges that physicians may be "too quick to diagnose" tiiese 

disorders, noting, "Some of these young people have problems that are symptoms of 

nothing more than childhood or adolescence" (Vatz, 2001, p. 65). 

Americans also live in an age in which people are jxeoccupied with findiiig an 

underlying cause for everything, especially in the areas of medical science and human 

behavior. Year after year, the medical profession forges ahead, offering the public new 

hope, potential cures, and new diagnoses. Often even a negative diagnosis is preferred 

over no diagnosis at all. Parents of AD(H)D children now demand a pitysical or ^n^ i c 

explanatitm for their child having this disorder leading to urmecessary cfvamedicaiioa of 

childrea 

Ths increase in prescriptions concerns maity health care eiqiats tiiat medicatioa 

intended for children with serious brain disorders is being given because paieots are too 

busy or impatient to devote more of their time to children who voay be 1roubles(»ne but 

have no significant symptoms of AD(H)D. In this fast-paced soci^ , Americans enioy 

19 



quick solutions such as taking pills. Writer Jeannie Russell describes her views on the 

issue concerning overmedicating. "We're programming our children to think drugs are 

the fix for everything" (Russell, 1997, p. 111). 

With busy schedules and time consfraints, Americans prefer to have the fastest 

solutions possible, a preference that leads to overmedicating rather than long-term 

treatments. To give an example of the pace of American culture today, a 1971 study 

found that one in five adults surveyed said they "always" felt rushed. By 1992 this 

number had increased to over one in three (Jordan, 1998). With feelings of having to 

constantiy be active and entertained one can see why children in this modem society 

cannot seem to pay attention to one task at a time. 

Social Stigmas On Parents and Children 

Successful AD(H)D freatment for a child may include a long-term program with 

behavioral coaching in addition to medication and follow-up sessions with doctors. 

Unfortunately this idea is not always achieved as doctors and parents frequently avoid 

getting freatment for their children because of ignorance, embarrassment, or reliance on 

"quick fix"methods such as medication. Despite the advice of medical doctors and 

psychiatrists for patients to continue with counseling once placed on medication, patients 

often cease counseling after medication begins. Joseph Biederman, M.D., chief of 

pediatric psychopharmacology at Massachusetts General Hospital, in Boston, explains 

how the duration of freatment from onset of symptoms to intervention normally ranges 

from five to six years, because parents are often concerned with using confrolled 

substances to treat their children (Williams, 2000). 
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Some people view AD(H)D as a cultural disease rather than as a medical 

condition. Experts on this subject argue that boys are three times as likely to be 

diagnosed as having AD(H)D than girls because today's society is now intolerant of 

behavior that in the past was dismissed with the view that "boys v̂ dll be boys" (Williams, 

2000, p. 123). 

The Rush of American Society 

America's fast-paced culture has created a nation addicted to speed and the 

stimulant drugs comparable to speed's mind-altering effects. The majority of Americans 

today attempt to duplicate pharmacological versions of speed through stimulants such as 

caffeine. However, for others the pharmacological solution extends far beyond simply 

ingesting caffeine. Some of these alternative chemicals include stimulants such as 

cocaine, methamphetamine, and Ritalin, all of which have shockingly similar 

pharmacological properties. 

The modem American society has experienced a faster paced style of living over 

the last years. Americans are more in a hurry and more impatient than ever before. The 

current frantic pace of life is, unfortunately, often perceived as normal because these 

changes in daily life have been gradual enough over the years to not receive widespread 

attention. 

Often children who are diagnosed as having AD(H)D actually have become 

accustomed to constant stimulation to such a degree that they are not able to focus on one 

task at a time. These children may not suffer from AD(H)D but rather are simply restless 

because they are accustomed to and expect constant entertainment. Therefore, when it is 
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time to quiet down in the classroom, sit still, and listen, these tasks seem insurmountable 

because they have grown accustomed to numerous events occurring simultaneously. This 

behavior is misdiagnosed as AD(H)D rather than seen as normal behavior despite the fast 

pace of this modem American society. 

Most children diagnosed with AD(H)D have no problem paying attention to 

self-chosen television programs. They are surrounded by larger higher-resolution color 

screens, remote confrols, and cable programming. This increased technolo©^ means that 

more and more powerful stimuli are pointed at the senses of children, ultimately leading 

to greater sensory demands and a sfronger likelihood of withdrawal. Given Americans 

current fixation on constant entertainment and stimulation, it should come as no surprise 

AD(H)D and various behavior-altering dmgs are often overdiagnosed and overprescribed. 

Whatever biological influences exist, one must realize that the dramatic cultural changes 

in modem lifestyle sfrongly correlate with the rise of AD(H)D. To fully understand the 

rise in the prevalence rates of AD(H)D one must also examine changes occurring in daily 

American life. By comparing lives of Americans today with those of the previous 

generations one should be able to discern the self-destmctive nature of today's fast-paced 

culture. 

Other Issues Conceming the Use of Behavior-Altering Dmgs 

Abuse of Ritalin 

Increasing numbers of children, adolescents, and adults, as well as teachers and 

school nurses have been linked to the illicit use of Ritalin, with the dmg being 

swallowed, snorted, and injected on an alarming regularity. For example, the DEA 
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reported that Ritalin abuse in high school seniors increased from three to sixteen percent 

from 1992 to 1995 (DeGrandpre, 2000, p. 181). 

The abuse of behavior-altering dmgs can be seen in the misuse of these dmgs by 

students. In a piece in The New York Times, author Elizabeth Wurtzel examined 

concems over some of the relatively unreported problems with the prescribing of Ritalin 

by noting its illegal use had grown more rapidly than was the case with previous 

stimulants, such as Dexedrine. She cited a study conducted by psychiatrists at the 

Umversity of Wisconsin which found that more than one-fifth of college students 

interviewed had taken Ritalin without a prescription on at least one occasion, and that 

many others had taken it to allow them to study without sleep (Vatz, 2001). 

Ritalin is often abused by people who believe it helps them to focus and remain 

alert to prepare for exams, write papers, or attend parties. Nicknamed "Vitamin R" or 

"The R Ball," Ritalin has become the dmg of choice in middle schools, where children 

share their own prescriptions or sell pills to friends who crash them up and snort the 

powder for quick highs. In some cases teenagers have experienced cardiac arrest after 

ingesting Ritalin in this dangerous manner (Russell, 1997, p. 111). 

Ritalin is also fraded for other more potent drugs leading to significant increases 

in dmg dealing among 13-year-olds, in addition to several teen deaths. "Ritalin is 

becoming the 'gateway dmg' that leads kids into later dmg use," warns John Breeding, 

Ph.D., an Austin, Texas, psychologist who calls Ritalin "kiddie cocaine" (Russell, 1997, 

p. 110). 
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Ritalin is often stolen and sold illegally. The DEA reports that Ritalin ranks in 

the top 10 of reported controlled pharmaceuticals stolen from licensed handlers (Dreher, 

2001). When Ritalin is ground into powder form and snorted, it enters the body much 

more quickly and has a significantiy sfronger stimulating effect then when taken orally. 

When used as a "party drug," Ritalin can even by lethal. The tablets contain the 

hydrochloride salt methylphenidate, which convert to hydrochloric acid when in contact 

with moisture. This reaction does not cause a problem when swallowed tablets dissolve 

in the stomach, where hydrochloric acid already exists as an acid aiding in digestion. 

However, when Ritalin is snorted, this reaction takes place in the individual's moist nasal 

passages. The resulting acid can damage delicate nasal tissues, causing sores and noses 

bleeds, and can even eventually lead to deterioration of the nasal cartilage (Dreher, 2001, 

p. 111). 

Ritalin's appearance in schools has led to another disturbing frend, which is high 

school students who want to have it prescribed to achieve higher scores on standardized 

aptitude tests (SAT's) (Russell, 1997). Sometimes overachieving parents pressure 

doctors to diagnose their children with AD(H)D diagnosis, believing Ritalin will help 

them study better and achieve high marks on standardized tests, leading the way to 

acceptance letters from top colleges. 

Schools 

Parental pressures on children can be partiy explained by pressures imposed upon 

these parents by the schools their children are attending. For example, one school 

psychologist who had evaluated a student told the parents that their child did not meet all 
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tiie criteria for AD(H)D; however if he did, she could then prescribe Ritalin for him. A 

teacher involved in this occurrence eagerly explained how common Ritalin use was and 

that in one of her classes of 28 students, as many as six students were currently taking 

Ritalin. The parents gave the psychologist permission to change their son's evaluation to 

reflect a diagnoses of AD(H)D. The child's mother explained how she took the report of 

the school's psychologist to her pediatrician who, after glancing at the report, quickly 

prescribed Ritalin (Russell, 1997). 

Teachers have their own reasons for advocating Ritalin. "Teachers feel pressured 

to keep confrol in overcrowded classrooms," says Howard S. Adelman, Ph.D., a professor 

of psychology at the University of California, Los Angeles, and co-director of the 

federally funded Center for Mental Health in Schools. "Then when a kid is having 

trouble, the school tums to the medical profession instead of helping the teacher leam to 

do things differently in the classroom" (Russell, 1997, p. 112). 

Role of Dmg Companies 

Profit motive. Dmg companies are often blamed as contributors to the huge 

market for stimulants such as Ritalin. In 2000 class action suits were filed against 

Novartis, the maker of Ritalin, charging the firm with conspiring with the American 

Psychiatric Association and the national advocacy group CH.A.D.D. to increase dmg 

sales by broadening the guidelines doctors use to diagnose AD(H)D (Rogers, 2001, 

p. 50). Children and Adults with Attention Deficit Disorder (CH.A.D.D.)., a support and 

educational organization started in 1987 by parents of children with ADD, now has more 

than 30,000 members in 500 local chapters. CH.A.D.D. sponsors public lectures, 
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publishes or distributes information, maintains support groups, and refers patients to 

qualified professionals. 

HMOs and Insurance Companies 

HMOs and insurance companies often refuse to pay for the full amount of time 

required to diagnose AD(H)D accurately and rule out other possible conditions. HMOs 

lobby doctors for a quick diagnoses, thus limiting the amount of time doctors have with 

patients to make accurate assessments. Also, insurers fraditionally reimburse for 

medications but not for more costly behavioral freatments such as family counseling, 

freatments, which can last an indefinite amount of time. 

Government 

Parents with very low incomes generally qualify for increased Medicaid or 

Supplemental Social Security Income benefits if their children have been diagnosed with 

AD(H)D. This occurrence may offer an additional incentive to have a child diagnosed 

with one of these disorders. Thus some parents may encourage a diagnosis of one of 

these illnesses for their children so that they may receive more financial support from the 

government. 

Reports on Ritalin and other comparable pharmacological treatments have 

attracted national attention. The United Nations' International Narcotics Confrol Board 

has written letters to the United States State Department and tiie Dmg Enforcement 

Agency expressing concern regarding the overdiagnosing of AD(H)D and the sharp 

increase in the use of Ritalin. The DEA, which monitors tiie production of Ritalin, held a 
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special conference conceming Ritalin's growing use in the United States, where 90 

percent of the worldwide Ritalin supply is prescribed making this an obvious concern. 
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CHAPTER 4 

RECOMMENDATIONS REGARDING OVERDIAGNOSES 

AND OVERMEDICATING 

Discussion 

The overdiagnosing and overprescribing of A(D)HD, and behavior-altering dmgs 

has become a serious issue in American culture today. This country's high incidence of 

diagnoses and prescriptions is unparalleled in the rest of the worid thus showing that 

there must be a connection of this increase to social aspects of the American society. 

Although various pharmacological treatments have helped a large number of children and 

adults afflicted with AD(H)D, these treatments have negative side effects and their future 

success depends on further more in-depth research. 

Suggestions for Future Research 

Alternatives Regarding Behavior-Altering Drugs 

Continued research concerning AD(H)D and behavior-altering dmgs is necessary 

when considering the serious side effects of these dmgs. Further research particularly 

pertaining to adults and very young children diagnosed with AD(H)D or prescribed 

behavior-altering dmgs should be performed. The majority of research completed as of 

yet solely concerns teenagers and the fact that younger and younger age groups of 

children are reportedly diagnosed with AD(H)D makes more research in this area highly 

necessary. In addition, long-term studies regarding the effects of ingesting medication 
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for an extended period of time would be highly beneficial for tiiose needing 

pharmacological treatment for tiiis disorder. 

Several alternatives to behavior-altering dmgs may include family or individual 

counseling, talk therapy, or a rewards system for positive behavior. Training sessions for 

teachers and school adminisfrators, adding AD(H)D information in pre-natal classes, and 

parenting classes put on by schools to educate on the topic of AD(H)D are also other 

effective alternatives, which may help alleviate the occurrence of overdiagnoses and 

overmedicating. Finally, old-fashioned teaching techniques warrant a review of their 

effectiveness and appropriateness and an updated alternative teaching style implemented 

in schools across the nation. 

Legislation Barming Schools From 
Pressuring Parents to Medicate Children 

Confroversy surrounds the daily events occurring in schools across the nation 

where the increase in diagnoses of AD(H)D and use of behavior-altering drugs is 

adversely affected by pressures from the schools and misuse by students in schools. 

Unfair pressure placed on parents from school administrators, principals, teachers, and 

school psychologists to medicate their children constitutes a serious medical and social 

concern. Legislation banning schools from pressuring parents to medicate children 

should be sfrongly regulated. 

Education conceming AD(H)D is often the most effective method for preventing 

overdiagnoses and overprescribing of behavior-altering dmgs especially when 

considering the large amount of misinformation in schools throughout the nation. With 
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well-informed and educated parents the opportunity for schools to overtake in these 

matters become much more difficult. 
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APPENDIX 

DL\GNOSTIC CRITERL\ FOR 

ATTENTION-DEFICIT/HYPERACTIVITY DISORDER 

A Either (1) or (2) 

(1) six (or more) of the following symptoms of inattention have persisted for at 
least 6 months to a degree tiiat is maladaptive and inconsistent with 
developmental level: 

Inattention 
(a) often fails to give close attention to details or makes careless mistakes in 

schoolwork, woric, or other activities 
(b) often has difficulty sustaining attention in tasks or play activities 
(c) often does not seem to listen when spoken to directiy 
(d) often does not follow through on instmctions and fails to finish 

schoolwork, chores, or duties in the workplace (not due to oppositional 
behavior or failure to understand instmctions) 

(e) often has difficulty organizing tasks and activities (e.g., toys, schools 
assignments, pencils, books, or tools) 

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

(g) often loses things necessary for tasks or activities (e.g., toys, schools 
assignments, pencils, books, or tools) 

(h) is often easily distracted by extraneous stimuli 
(i) is often forgetful in daily activities 

(2) six (or more) of the following symptoms of hyperactivity-impulsivity have 
persisted for at least 6 months to a degree that is maladaptive and inconsistent 
with developmental level: 

Hyperactivity 
(a) often fidgets with hands or feet or squirms in seat 
(b) often leaves seat in classroom or in other situations in which remaining 

seated is expected 
(c) often mns about or climbs excessively in situations in which it is 

appropriate (in adolescents or adults, may be limited to subjective feelings 
ofrestiessness) 

(d) often has difficulty playing or engaging in leisure activities quietiy 
(e) is often "on the go" or often acts as if "driven by a motor" 
(f) often talks excessively 
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Impulsivity 
(g) often blurts out answers before questions have been completed 
(h) often has difficulty awaiting turn 
(i) often intermpts or intmdes on others (e.g., butts into conversations or 

games) 

B. Some hyperactive-impulsive or inattentive symptoms that caused impairment were 
present before age 7 years. 

C. Some impairment from the symptoms is present in two or more settings (e.g., at 
school [or work] and at home). 

D. There must be clear evidence of clinically significant impairanent in social, academic, 
or occupational fimctioning. 

E. The symptoms do not occur exclusively during the course of a Pervasive 
Developmental Disorder, Schizophrenia, or other Psychotic Disorder and are not 
better accounted for by another mental disorder (e.g.. Mood Disorder, Anxiety 
Disorder, Dissociative Disorder, or a Personality Disorder). 

Code based on type: 
314.01 Attention-Deficit/Hyperacti vity Disorder, Combined Type: if both Criteria A1 
and A2 are met for the past 6 months 

314.00 Attention-Deficit/Hyperactivity Disorder, Predominantiy Inattentive Type: 
if Criterion Al is met but Criterion A2 is not met for the past 6 months 

314.01 Attention-Deficit/Hyperactivity Disorder, Predominantly Hyperactive 
Impulsive Type: if Criterion A2 is met but Criterion Al is not met for the past 6 
months 

Coding note: For individuals (especially adolescents and adults) who currentiy have 
symptoms that no longer meet full criteria, "In Partial Remission" should be specified. 
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