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Introduction

Attention Deficit Disorder is often said to be over-diagnosed.   Children with certain personalities or certain problems in their lives act out.  It is said that because they don’t fit in to a classroom of 34 other students, they are slapped with that diagnosis and then medicated.  Medications are used for Mind-Control according to some. 

Others have said that we are missing Attention Deficit Disorder and it is under-diagnosed – particularly when it is not accompanied by hyperactivity.  And they say that even if when it is diagnosed properly in a child, it is then often under-treated  -- because parents are afraid a drug will transform their child, that they will become addicted to a drug as the “answer” to life’s problems. 

Well, which is it?  Under-diagnosed and under-medicated?  Or over-diagnosed and over-medicated? 

The answer is that BOTH are true.  There are children who do not really have attention deficit disorder, but  are sometimes treated for it because it is an easy an answer. 

It is also true that many children who do have this diagnosis and would greatly benefit from treatments –suffer because they never receive this help.  

There are at least two ways to deal with this problem:  One, is to stop making the diagnosis and stop treating these kids altogether.  This solves one problem:  No child who is acting out for large varieties of reasons  will be on a medication that he or she should not be on.  But it opens up problems many-fold more troubling.  Children with ADD/ADHD  are left struggling.  Children who simply cannot control  their hyperactivity or cannot hold themselves back from acting on every impulse – without a diagnosis and medications, they will still struggle against all odds – and be left each and every day a feeling a sense of failure.  

So there is another way to deal with the problem of over-diagnosis and under-diagnosis:  That is to sort it out.  Provide all physicians who diagnose and treat this disorder with additional education, guidelines, information, and details about how to distinguish between children with similar symptoms.  Which do have ADD --- and which do not!  The American Academy of Pediatrics has done just that. 

The American Academy of Pediatrics has developed and published two sets guidelines.  In May of 2000, it developed a set of guidelines to assist physicians to more accurately diagnose ADD and ADHD.  In October 2001, it developed a set of guidelines on treating school-age children with ADD or ADHD.  

These guidelines are not “opinion” pieces.  They are the direct product of a systematic review of evidence on ADHD.  For the word “evidence”, I mean there were studies, not just stories of one student – to display a point.  These were research studies. Research where the design of the experiment does not allow the researcher’s bias (conscious or unconscious)  to affect the outcome.  Studies where treatments and placebos were given to children and nobody (child, parent, teacher, or researcher) knew which was given until the experiment was over.  

These guidelines were developed not only by pediatricians in the Academy, but also family doctors, psychiatrists, developmental specialists, psychiatrists, educators, and others.  

Current Guidelines
Clear diagnostic criteria before any child is given this diagnosis, as shown on this “Algorithm” or “Decision-Making Tree”

Recommendations for Diagnosis are:

1. In a child 6-12 years old who presents with inattention, hyperactivity, impulsivity, academic underachievement, or behavior problems, primary care clinicians should initiate an evaluation for ADHD.  

2. The diagnosis of ADHD requires that a child meet Diagnostic and statistical Manual of Mental Disorders (DSM) Fourth Edition criteria
.  

3. The assessment of ADHD requires evidence directly obtained from parents or caregivers regarding the core symptoms of ADHD in various settings, the age of onset, duration of symptoms, and degree of functional impairment.

4. The assessment of ADHD requires evidence directly obtained from the classroom teacher or other school professional regarding core symptoms of ADHD, duration of symptoms, degree of functional impairment and associated conditions.

5. Evaluation of the child with ADHD should include assessment for associated (coexisting) conditions.

6. Other diagnostic tests are not routinely indicated to establish the diagnosis of ADHD but may be used for the assessment of other coexisting conditions (eg: learning disabilities, mental retardation).
Recommendations for Treatment are: 

1. Primary care clinicians should establish a treatment program that recognizes ADHD as a chronic condition. 

2. The treating clinician, parents, and child, in collaboration with school personnel, should specify appropriate target outcomes to guide management. 

3. The clinician should recommend stimulant medication and/or behavior therapy as appropriate to improve target outcomes in children with ADHD. 

4. When the selected management for a child with ADHD has not met target outcomes, clinicians should evaluate the original diagnosis, use of all appropriate treatments, adherence to the treatment plan, and presence of coexisting conditions. 

5. The clinician should periodically provide a systematic follow-up for the child with ADHD.  Monitoring should be directed to target outcomes and adverse effects, with information gathered from parents, teachers, and the child. 

I will address for a moment guidelines and procedures that pediatricians follow when schedule II medications (stimulants for ADHD) are prescribed:

1.  Special prescription protocols:     Stimulants (Ritalin being most famous) are a class of medications that pediatricians most commonly prescribe and that have the most years of research.  It is required that  prescribing physicians utilize special prescription forms called “Triplicates”.  On these forms, all handwriting must be the same and it must be in the doctor’s handwriting.  There can be nothing crossed out on the form or the entire prescription form is invalid.  The extra copies of this form are supposed to help assure that no patient is requesting repeat prescriptions beyond that number than is necessary.  

Schools do not allow students to carry stimulants on their person, even though other medications (like medications for asthma, for example) are permitted to be carried by a student.  

2.  Parents are informed:  All doctors should go over the effects and potential side-effects of prescribed stimulant medications whenever they are prescribed.  Do all doctors do this?  Probably not all.  But more explanation accompanies these medications than almost any other medication that pediatricians prescribe, in my opinion.  This is because parents are skeptical.  They worry that they are altering the minds of their child, that their child will be a “Zombi-like”.  Some parents worry that their child will turn to drugs for the “answers” to all difficulties as they grow older.  All of these concerns can be addressed very successfully.  Parents concerns are not substantiated.   When children do receive this help, children with pure ADHD often have remarkable “turn-arounds”. 

Who provides medications for ADHD?

It is pediatricians and family doctors who are the professionals who most commonly diagnose and treat ADHD – in particular those children who respond to one of the stimulants, to behavior therapy and to classroom modifications.  Nurse practitioners in these doctors’ offices may also play a role in the diagnosis.   In some primary care practices, behavioral specialists or psychologists may play a role early on in the initial diagnosis -- but this is a luxury that most primary care practices do not have.  

When there are co-existing conditions or when the initial few treatment trials have not helped alleviate the target goals of management, or when there are side effects to medications --  then primary care doctors typically refer their patients to psychiatrists, neurologists, or behavior specialists for further consultation.  

What about teachers who “diagnose” ADHD and insist on medications?

Teachers often are the first to identify ADHD symptoms.  They often explain about symptoms and medications that help ADHD and suggest that parents see a doctor.  Doctors must take teacher’s perspectives into account, as their version of a child’s symptoms is part of the medical screen.  But doctors should not and generally do not rely only on teacher’s suspected diagnosis as their criterion for the true diagnosis or for a decision on therapy.  The AAP Guidelines further promote doctors to take many other factors into consideration.  No child is on medication for ADHD unless there is a physician who has either diagnosed ADHD or has given a presumptive diagnosis of ADHD and is following the patient accordingly.  

To reduce the appearance that it is teacher’s who are diagnosing and making medication decisions, schools should encourage multi-disciplinary teams of school professionals (teacher, administrator, special education teacher or resource specialist and, when available at the site, a school nurse and school counselor and school psychologist) to meet.  In California teams composed of these multiple professionals already meet for various other reasons (Section 504 meetings, Student Study Team meetings, Site Consultation Team Meetings, etc…).  Each of the individuals on the team should observe the child and/or their work.  The referral to the doctor should come out of that team, rather than from any individual teacher.  The information would make it easier for doctors to get a full history of the child’s behavior – in various settings.  This, in addition to the parent’s history and the doctor’s own observations, would assure that a more complete understanding of the child’s needs is understood by the diagnosing and prescribing physician.  

� For example, for the attention deficit component of this disorder, there are 9 items describing inattention.  A child must have at least 6 of these, for at least 6 months, and it must be affecting his/her normal functioning, and it must be inappropriate for the child’s age. 





