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ODD, and other behavior problems. Parental knowl-
edge and expectation of the use of psychostimulant
medications should be explicitly addressed. If the

physician does not explore these issues, it is likely
that the treatment program will be compromised at
some stage. Parents often have hazy notions of the
relationship of cognitive deficits and behavior prob-
lems to ADHD. More often than not, the parent will
have unrealistic negative or positive expectations
about the use of psychostimulants. Few parents will
be both knowledgeable and balanced in their views
on these issues. Some parents are exceedingly con-
cerned about the use of &dquo;drugs,&dquo; particularly drugs
that affect brain function, and wonder about the
long-range side effects. There is a considerable lay
literature on this subject, and there have been nu-
merous television programs in which the dangers
associated with psychostimulant treatment have
been extensively discussed.

One approach is to ask if the parents are ac-
quainted with a child who is on psychostimulants.
Why was the child treated? Did the child improve or
were there undesirable side effects? Alternative

explanations can be provided in this context. Sup-
pression of appetite, slowing of growth, or un-

wanted changes in behavior (&dquo;he was like a

zombie&dquo;) should be discussed, and the physician
can provide alternative interpretations and addi-
tional information as needed. However, some par-
ents have deeply embedded fears regarding
psychostimulant medication. Parents may believe
that psychostimulants are sedating, and it is often

helpful to provide a simple explanation of their ef-
fect on attentional capacity.

In contrast to parents with unrealistic negative
notions about psychostimulants are those who have
equally unrealistic expectations in the opposite di-
rection. These parents assume that psychostimu-
lants will treat behavior problems, regardless of
cause. Requests of this sort, even in children who
are known to have ADHD, should be evaluated with
care, as other factors may be involved.

Case 2
A 9-year-old boy was referred for evaluation. His Full Scale
IQ was 77 (Verbal IQ, 75; Performance IQ, 82). There were
marked deficits in both receptive and expressive language.
He also met the criteria for ADHD, and both parents had

accepted the recommendation for psychostimulant ther-
apy. He was placed in a classroom for children with spe-
cific language impairment. During the summer, there were
multiple telephone calls demanding psychostimulant med-
ication for aggressive and resistant behaviors. It ultimately

became apparent that the parents were in the throes of a
separation, which was undoubtedly contributing to the
child’s behavior problems.

Although the distinction is clear to profession-
als, parents may have a hazy idea of what is meant
by &dquo;hyperactivity&dquo; as contrasted to &dquo;mental retarda-
tion.&dquo; Thus, some parents anticipate that drug treat-
ment will also alleviate the child’s cognitive deficits.
Although ADHD can certainly coexist with mental
retardation, and psychostimulant therapy may be
entirely reasonable, the time taken to clarify the
other issues is of tremendous importance in the

long-range management. If not addressed, the par-
ent may continue to have tacit, but erroneous, ex-

pectations about the value of drug therapy, fail to

implement other treatments, and be bitterly disap-
pointed.

Case 3
An 81/2-year-old adopted boy (WISC-R Full Scale IQ, 99)
was referred for evaluation for continued treatment with

methylphenidate. A review of the history indicated that he
had continuous episodes of angry, acting-out behaviors.
The parents tended to avoid him-they had purchased a
television set so that he would stay in his room and amuse
himself and maintained marginal supervision. The father
tended to avoid disciplinary confrontations altogether, and
the mother was left to manage the situation, which she re-
sented. The evaluation indicated that the boy was perform-
ing marginally in school, and had a moderately severe
reading and language disability. Methylphenidate seemed
to help his functioning, but it was not clear if he would
need to be continued on it if the family situation could be
stabilized. The parents refused to become involved in fam-
ily therapy.

Another example of inappropriate expectations
is described in case 5 below.

Discussion of Diagnosis and Treatment
Recommendations
It is helpful to review the diagnosis and treatment is-
sues separately. Some parents balk at treatment be-
cause they do not accept the diagnosis, while others
do not accede to the diagnosis because they resist
the therapy. An occasional parent feels that the child
will &dquo;grow out of it,&dquo; and states that the child is

&dquo;just like me when I was a kid.&dquo;
Moreover, it is rare that psychostimulant medi-

cation is the only therapeutic recommendation. Each
recommendation should be discussed and accepted
by the parents. Medication should be presented as
part of a total program, which might involve a be-
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havior management program, consultation with a
child psychiatrist, parental counseling, special class
placement, and/or tutoring by a learning disabilities
specialist. Although medication is the least costly as-
pect of the treatment program, it is important that
parents understand the value of the other compo-
nents and have started to follow these recommenda-
tions before prescriptions are written.

Defining Target Behaviors
It is particularly useful to specifically define target
behaviors. Target behaviors are those that can realis-
tically be expected to improve on medication. As
discussed above, parents may anticipate that a wide
variety of other behaviors will also improve. In

many cases, psychostimulant therapy will amelio-
rate aggressive and antisocial behavior,61 particularly
when based on teacher observation,62 but it is unre-
alistic to believe that behavior problems will improve
on drug therapy alone. Moreover, learning disabili-
ties will require specific therapy. This makes it pos-
sible to focus expectations on behaviors that are

likely to be helped by psychostimulants-improved
attention and concentration, decreased activity, and
more reflectivity.

Informing Parents About Pharmacokinetics
and Side Effects
Parents may not have a chance to observe the child
at the time of peak effect of the psychostimulant.
They need to be told about this and should be given
a clear idea of the duration of action of the medica-
tion (which, for methylphenidate, may not be more
than 4 hours). Parents should also be prepared for
possible end-of-dose effects, since they may observe
a child only in the late afternoon after a day of
school, when methylphenidate is on the wane. At
this point, some children become quite irritable, ac-
tive, and occasionally depressed. It is helpful to sup-
ply the parents with some guidelines for managing
this-a snack, vigorous outdoor exercise, or a nap if
the child is so inclined. Transient anorexia, sleep
disturbance, tics, and new behavioral problems (eg,
mania) should be discussed. Parents should be ad-
vised what to do if the child develops a rash. The
child should be seen immediately by the treating
physician. In some cases, a rash is not a drug al-
lergy, but is a contact dermatitis. Evaluating this
when it arises is much less troublesome than having
to deal with the problem historically.

Discussing Findings and Medication
Recommendations With the Child
An explanation to the child, couched in terms that
are appropriate to the child’s age and the situation,
should be carried out. Children, like their parents,
have heard about medication for hyperactivity
(&dquo;chill-down&dquo; pills as they are locally termed) and
have preconceived notions. There has been concern
expressed that treatment with psychostimulants,
particularly if successful, may result in the child at-
tributing success to the medication rather than to
her or his own efforts.63 This is, of course, a serious
issue and can be forestalled to some extent by re-
viewing the results of the psychometric assess-

ments, neurologic evaluation, and educational

testing with the child in a manner appropriate to his
or her level of understanding and generally in the
presence of the parents, so that they can reinforce it.
The discussion should be supportive and in compre-
hensible language, describing concretely and objec-
tively any associated learning or behavior problems.
Terms like &dquo;hyperactivity,&dquo; &dquo;attention deficit disor-
der,&dquo; and &dquo;dyslexia&dquo; communicate little if anything
to the child. Rather, a description of the problem
should be stated in understandable terms: &dquo;You
have difficulty sitting still.&dquo; &dquo;It takes a lot of effort to

pay attention, and your attention span is short.&dquo;
&dquo;You have trouble sounding out words, and for that
reason have trouble reading fast.&dquo; The child’s

strengths should be emphasized simultaneously:
&dquo;You are a good athlete.&dquo; &dquo;You are a good artist.&dquo;

&dquo;Reading may be an effort, but look how good you
are in math.&dquo; Psychostimulant therapy should be
presented as a way of increasing attention and de-
creasing the tendency to move around. The child’s
responsibility in the treatment program should be
stressed, and the role of medication as an adjunct
under the child’s control, rather than a means of

controlling the child, should be emphasized. Fur-
thermore, a recent study suggests that ADHD chil-
dren tend to attribute medication as the reason for
their success less often than either effort or ability.64

The child should be encouraged to give medica-
tion a try, with the understanding that her or his in-
put will be solicited at follow-up visits.

To Treat or Not To Treat
If there is evidence that the child meets the criteria
for ADHD and is sufficiently disabled to benefit
from treatment, then treatment should be recom-
mended.
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The issue of severity is also worthy of note.
Some children are relatively minimally involved,
and under certain circumstances, following the child
without using medication is warranted. This is par-
ticularly true when one has also identified a comor-
bid, untreated learning disability. If the child
receives appropriate educational remediation, struc-
ture, and support, and task demands are aligned
with the child’s ability, the attention deficit may be-
come less important in the whole picture.

The decision of whether or not to treat a child
should be separated from the child’s response to

psychostimulant medication. If response is the only
criterion used, one might run the risk of treating a
child who was minimally involved. Rapoport et a165
have shown that normal adults and children re-

spond in the same fashion as hyperactive children to
dextroamphetamine, namely with a decrease of
truncal activity and improved performance on cer-
tain aspects of continuous performance tasks. If nec-
essary, an individual crossover double-blind trial,
alternating drug and placebo, may resolve such is-
sues, as described by McBride.66

Even if parents have consented to drug treat-
ment, there are certain circumstances in which one
should proceed very cautiously. First, if there is evi-
dence of major conflict between the school and the
parent, with the battlegrounds being drawn around
the subject of psychostimulant therapy, I would rec-
ommend dealing with the conflict before starting the
child on therapy. School officials may have over-
looked other academic interventions, and the combi-
nation of an irate parent and a school system
advocating therapy is an inflammatory situation.

Second, when there is a strong suspicion that some
member of the family is a drug abuser and might
misuse the psychostimulant, a well-thought-out
plan for dealing with this problem should be devel-
oped. 67 Third, when the child adamantly refuses to
try drug therapy, he or she should be referred to a
child psychiatrist for further exploration of the mat-
ter. A fourth contraindication, which is relative, is

serious parental psychopathology. Finally, if there is
disagreement between parents as to the advisability
of drug therapy, this needs to be dealt with before
starting medication.

Drugs Used in the Treatment of ADHD
Three psychostimulants are widely used for the
treatment of ADHD-methylphenidate, dextroam-
phetamine, and pemoline. These drugs increase

available catecholamines by a variety of mecha-

nisms : inhibiting reuptake, increasing release, and
inhibiting the effects of monoamine oxidase, which
inactivates catecholamines. 68,69 Differences are noted
in both biochemical and behavioral effects depend-
ing on whether drugs are presented acutely or

chronically and whether the dose is small or large.
The reader is referred to an extensive review by So-
lant07° of the biochemistry and behavioral effects of
psychostimulants in ADHD. Lou et al’1 have dem-
onstrated that in children with ADHD, cerebral

blood flow, which is decreased in the region of the
striatum (particularly on the right), is normalized af-
ter methylphenidate ingestion. Dose-related effects
of methylphenidate on late event-related potentials
were reported in children and adolescents with

ADHD, 72 with some evidence of an age effect. 71
Methylphenidate is available in generic form,

and as Ritalin in 5-, 10-, and 20-mg tablets and in a
20-mg sustained-release tablet in a wax matrix. Al-
though the sustained-release product has a longer
half-life and good bioavailability, there is a highly
variable time period to peak action (mean, 4.7 hours;
range, 1.3 to 8.2 hours). 74 The variability can result
in unpredictable blood levels and behavioral control.
For instance, Pelham et al noted that the peak effect
could occur after most of the academic work was
done for the day, and the peak levels could be
lower, resulting in less effective behavioral control. 75
Thus, the standard and sustained-release forms of
methylphenidate are not equivalent. The sustained-
release form may be effective in a given child, but
needs to be evaluated on an individual basis. The
sustained-release form should not be chewed, as

this will disrupt the matrix. Contrary to earlier re-
ports, methylphenidate can be taken at any point
before or after meals. 76

Several studies on the pharmacokinetics of meth-
ylphenidate have appeared. Kupietz et al reported
on 47 children who were studied on a variety of be-
havioral assessment tools and tasks. They found a
good correlation between plasma levels and dose
(0.3, 0.5, and 0.7 mg/kg) and behavior and test per-
formance. 77 Winsberg et al,18 Shaywitz and col-

leagues 79 and Sebrechts and others8° have also
found significant correlations between peak plasma
concentration and behavior change and performance
on laboratory tasks. In contrast, Gualtieri and col-
leagues noted considerable variability from one indi-
vidual to the next and variability in the response of
any individual from day to day.81

Dextroamphetamine is available in generic form
and as Dexedrine in 5-mg (unscored) tablets and
elixir (5 mg/5 mL). Sustained-release Dexedrine
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spansules are made in 5-, 10-, and 15-mg dosages.
Peak levels of regular tablets occur about 2 hours af-
ter ingestion, with an average half-life of 10.25

hours. After ingestion of the spansule, peak levels
occur in 8 to 10 hours.

Pemoline is available as Cylert in 18.75-, 37.5-,
and 75-mg (scored) tablets and in chewable 37.5-mg
scored tablets. Pemoline, an oxazolidine compound,
is structurally different from methylphenidate and
dextroamphetamine. Peak blood levels occur 2 to 4
hours after ingestion, with a half-life of 12 hours.
About 50% of the drug is bound to plasma proteins
(not the case with methylphenidate or dextroam-
phetamine). Cylert has been reported to produce el-
evated liver enzymes.’4

For certain children, antidepressants such as

imipramine may be quite effective. 82,83 However, an-
tidepressants are not an across-the-board substitute
for psychostimulants. Overdose can result in signifi-
cant toxicity. Occasional adverse cardiovascular ef-
fects8~ and tolerance for therapeutic effects have
been described.82 Gualtieri and Evans85 reported
that imipramine improved hyperactive behavior and
attention, but decreased motor speed and motor
pursuit. Zametkin and Rapoport 86 have recently
summarized information regarding both clinical and
experimental drugs in the treatment of ADHD.

Starting Dose
In general, starting at a low dose of methylpheni-
date (0.2 to 0.3 mg/kg) is advisable. Parents should
be encouraged to call to discuss any problems. Occa-
sionally, one will encounter a child who becomes ex-
tremely drowsy on the psychostimulant, at least for
the first few days.

The dosing schedule depends somewhat on the
child’s daily schedule. If a child is in a situation that
demands little of her or his attentional capacities,
the dose can be adjusted to take the schedule into
account. For instance, some children have little diffi-

culty functioning in the course of nonacademic sub-
jects such as music, gym, or art and may not need to
be medicated.

With regard to the amount of methylphenidate,
the usual dose is in the range of 0.3 to 0.6 mg/kg.
However, recent studies have suggested that doses
higher than 0.6 mg/kg improve behavior and perfor-
mance on a variety of tasks. For instance, Kupietz et
al&dquo; used doses of 0.7 mg/kg with good response.
Thus, in some cases, doses in the range of 1.0 mg/kg
may not, in fact, be contraindicated. 87,88

It is likely that specific behavioral components of
ADHD are affected by different dose levels. It is our

impression that attentional behaviors respond to low
(0.2 to 0.3 mg/kg) doses of methylphenidate,
whereas impulsivity and hyperactivity require
higher dose ranges. For instance, in the study by
Tannock et al, 88 there was a response at both low
and high dose levels on a letter search task and on
task behavioral rating, whereas activity level contin-
ued to improve at the high dose level.

End-of-dose (&dquo;rebound&dquo;) effects have been re-

ported in children on psychostimulants .89 These be-
haviors take the form of increased talkativeness and
motoric activity in the evenings following a single
morning dose of medication, compared to placebo
days.9° However, Johnston et a191 conducted a study
that suggested that such effects tended to be rela-
tively minimal. In my experience, there is consider-
able variability, and a small number of children will
have prominent rebound effects.

Side Effects
Side effects of psychostimulant treatment, consist-

ing of transient appetite suppression, sleep distur-
bance, weight loss, and decrease in growth rate

have been reported.92 The issue of whether or not
psychostimulants decrease growth velocity is of con-
siderable importance. Since the initial report,93 some
studies have supported this observation,94-96 and
others have failed to replicate it. 97-100 Klein and col-
leagues101,102 recently published a pair of studies
that address some of the methodologic problems of
previous studies (ie, differing dosage, length of

treatment, and age). In the first study,lol children
were either on or off methylphenidate over the sum-
mer. Being off methylphenidate for one summer re-
sulted in a significant positive effect on weight.
After two summers, the group that had been off meth-

ylphenidate over the summer was 1.5 cm taller than
those who had remained on the drug (a significant
difference). In the second study,102 61 hyperactive
adolescent males who had been treated for 6 months
or longer (average, 2.24 years) at a mean daily dose
of 45 mg were compared to controls. There was no
difference between the heights of the two groups.
Since some of the subjects overlapped with those of
the first study, in which a growth-impairing effect of
methylphenidate was documented, it seems likely
that catch-up growth occurred after the child was
taken off the drug.

Hypersensitivity reactions (eg, angioneurotic
edema and urticaria) occur but are rare. 103 Increases
in systolic blood pressure at a 1.0-mg/kg dose, but
not at a 0.3-mg/kg dose, have been reported, but
this is of little clinical import.88 However, Brown and
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Sexson report that black adolescents may be at risk
for developing increased diastolic blood pressure.’04

Dyskinesias are rare but have been reported.
Children with frank neurologic impairment (eg, sei-
zures and motor deficits) may be at greater risk.105
Cognitive and behavioral disturbances, which can be
much subtler, can pose a problem because they may
initially look like behaviors that require increased
medication. Sprague and Sleatorlo6 reported that
children treated with methylphenidate at dose levels
of 1.0 mg/kg or above (the point at which teachers
noted behavioral improvement), manifested declin-
ing ability to learn. Winsberg et al107 noted a high in-
cidence of side effects at doses in this range. In a

study of psychiatric patients using a visual backward
masking paradigm, Braff and Huey108 demonstrated
that patients taking methylphenidate showed a det-
rimental effect on information processing compared
to controls and those on a pharmacologic control
(oxazepam). More florid behavioral effects, consist-
ing of mania,109 delusions paranoid behavior,
and social withdrawal,&dquo;’ if not psychosis,112,113
have been reported for the major psychostimulants.
However some children show improvement of cer-
tain aspects of behavior at doses above 0.6 mg/kg, so
astute dose adjustment coupled with close observa-
tion is indicated.

In children with ADHD who have coexisting
Tourette’s syndrome, methylphenidate is not neces-
sarily contraindicated, but the pros and cons must
be discussed with the parents. ADHD has been
reported to occur with high frequency in Tourette’s
syndrome. Sverd et a1114 reported that over 90% of
Tourette’s syndrome patients also have ADHD.
Some clinicians&dquo;’ have recommended that psycho-
stimulants not be used in Tourette’s syndrome be-
cause of the sensitivity to dopamine agonists.
However, there is a variable response to psychostim-
ulants, with decreased and increased tics each occur-
ring in some Tourette’s syndrome patients. 116,117
Shapiro and Shapiro118 have attributed this variabil-
ity to the characteristic waxing and waning of the
disorder. The reader is referred to a recent report on
four children with Tourette’s syndrome and ADHD
who were treated with methylphenidate for a

thoughtful discussion of this subject. 119
Children with ADHD and seizures can generally

be treated with methylphenidate safely, without al-
tering plasma levels of anticonvulsants or exacerbat-
ing seizures.l2o

About 25% of children treated with psychostim-
ulants will be nonresponders. A nonresponder is a
child who either does not improve or manifests an

undesirable response. Richardson et al 121 noted that
12 of 48 children had a good response and 12 had a
poor response. There was good stability over the 12
weeks that the study was conducted, and the overall
gain of responders was almost twice that of nonre-
sponders. There are several reasons for nonre-

sponse. One obvious reason is failure to take the

drug as prescribed. If this is suspected, a child can
be evaluated in the office setting. A second reason is
that either the initial diagnosis was in error or the
behaviors that have not shown a response are not
due to ADHD. For instance, Pliszka found that chil-
dren with comorbid anxiety failed to improve on
methylphenidate.53 Third, it is possible that the dos-
age should be increased or decreased. If the child
does not respond to methylphenidate dose adjust-
ment, a trial of dextroamphetamine, imipramine, or
pemoline would be the next step. Other drugs, such
as clonidine122 or even lithium (which appears to be
useful in children with ADHD and affective disor-

ders),123 could also be tried.

Follow-up Visits
Parents should be encouraged to call if they have
any questions or problems. The first follow-up visit
should be scheduled about a month after medication
was initiated. During this visit, reports from the
teacher, parents, and child should be elicited. The
major issues are: (1) Have any changes in behavior
occurred? if so, what? (2) Should the dose be in-
creased or decreased? (3) Are there any untoward
behavioral side effects that are attributable to the
medication (eg, tics, mania, depression)? (4) Are
there effects related to peak dose or end-of-dose ef-
fects ? (5) What about sleep and appetite? The child
should be interviewed separately and her or his in-
put obtained. In my experience, children who have
improved their level of performance on psychostim-
ulant medication are quite willing to tell you.

If there is some evidence of a salutory response,
but an incomplete one, the dose can be increased,
but it should be done cautiously, taking into consid-
eration that it is possible that some behaviors (eg,
hyperactivity) may improve, but cognitive function
or behavior may be impaired. It is possible that

some residual hyperactivity should be accepted if
other behaviors and focused academic effort are

good. There appears to be a U-shaped curve, with
hyperactivity responding to a given dose of meth-
ylphenidate, and then, in some cases, recurring with
stereotypy and disruptive behaviors in response to a
dose increase.
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Case 4
This 81/2-year-old boy was referred for assistance in manag-
ing dosing of methylphenidate. He was a student in a
small private academy and was experiencing considerable
difficulty because of a high activity level and inattention.
These symptoms responded well to 10 mg/day (0.25 mg/kg)
in the morning, but because of a marked rebound in activ-
ity level in the afternoon, his parents and pediatrician con-
tinued to increase the dosage. The dosage was increased so
that ultimately he was receiving 40 mg/day (1.0 mg/kg/day
in four divided 0.25-mg/kg doses) 7 days a week. He be-
came hostile, aggressive, and antisocial, playing with food
in the lunch room and pushing other children. He started
biting his fingers in a repetitive &dquo;compulsive&dquo; fashion, had
multiple tics and was in &dquo;constant motion.&dquo; He was ta-

pered off the medication and the tics, finger biting, and ag-
gressivity disappeared, but the hyperactivity and

inattention returned and seriously interfered with his
school work. In the course of assessing him, it became ap-
parent to me that he was exceedingly bright: he whipped
through the Ravens Progressive Matrices at breakneck

speed with only one error. On the WISC-R he achieved a
Full Scale IQ of 139. He was placed in a local public school
class for the gifted learning disabled. Methylphenidate was
reduced to 0.25 mg/kg/dose, two doses a day, school days
only. He has continued to do well on this regimen for the
last 4 years.

This case illustrates several points. First, the U-
shaped curve discussed above is apparent: there was
an optimal point of control. Increased dosing then
produced an apparent increase in hyperactivity and
misbehavior. It is interesting that the behaviors that
emerged resembled the aggressivity, increased

movement, and stereotypic gnawing that is seen in
experimental animals after treatment with amphet-
amine or apomorphine.l24,125 Although it is hard to
substantiate the existence of tachyphylaxis, it is pos-
sible that the intermittent dosage pattern made it

possible to control target behaviors at a relatively
low dose. Third, although tics became very promi-
nent at high dose levels, at a lower dose level they
disappeared and did not recur. Fourth, the case

points up the importance of careful assessment of all
aspects of the child’s functioning and the need to
identify target behaviors. Once these were in place
and he was receiving a high level of intellectual
stimulation coupled with structure, the child has
done very well.

The following case emphasizes the need for con-
tinuing to see the child at regular intervals and su-
pervising parental administration of the drug:

Case 5
This bright 81/2-year-old adopted girl was referred by an-
other pediatric neurologist who was aware of our interest
in ADHD. At age 5 years, she had been evaluated because

she was a &dquo;wild child,&dquo; as her mother called her, and
started on methylphenidate. The dosing had been in the
hands of the mother who had, over the next 3 years, in-
creased it to 80 mg per day, 20 mg qid, (0.9 mg/kg/dose, 3.5 5
mg/kg/day). The child was cared for much of the time by a
live-in baby-sitter. In the course of our dealings with the
mother and baby-sitter (the father never came to appoint-
ments), it became apparent that the mother had little in-
sight into child management. She did not know how to set
limits, provide structure, or avert impending behavior
problems. It appeared that she used methylphenidate to
control the behaviors she perceived as &dquo;wildness.&dquo; There

was considerable friction between the mother and baby-sit-
ter over the issue of behavior management and medication.
We noted an enormous difference between the child’s be-

havior when working with us on attentional tasks (she was
businesslike, controlled, and attentive) and when she was
in the presence of her mother (she was highly active, de-
manding, and noisy). After discussing the issue of the high
levels of medication, a very slow taper of methylphenidate
was initiated. The child was retested at monthly intervals,
and there was essentially no change. Methylphenidate was
reduced to a total of 2.3 mg/kg/day, at which time the
mother felt she was too active and unilaterally reinstated
the previous dosage, obtaining medication from her pedia-
trician. Several months later the child was admitted to a

child psychiatry ward of a local hospital and withdrawn
and started on a neuroleptic. At that point the mother re-
ported for the first time that she herself was under treat-
ment for depression. She was lost to follow-up.

Other Aspects of Follow-up
It would be desirable to have an array of tests that
would assess the array of behaviors that are targeted
in treatment with methylphenidate. At present this
is very hard to implement in a clinical practice situa-
tion. For one thing, retesting is extremely time-con-
suming. It is also difficult to control for learning
effects, which can occur even on continuous perfor-
mance tasks, although in general, the simpler the
task, the less the learning effect. In laboratory situa-
tions one can get some degree of control over these
factors and be relatively confident that one is tap-
ping drug effect, but the logistics are complicated. In
clinical practice situations, I would recommend re-

peat assessments only when there is a problem con-
cerning the child’s response to psychostimulant
treatment. Hopefully, the test-retest issues will be
clarified so that a workable test battery, relatively
free of learning effect, can be devised to resolve this
problem. Another way of approaching this problem
is the use of placebo.

Summary
Research studies have provided a great deal of clini-
cally useful information on ADHD. These studies
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throw light on how to select children with ADHD
who are likely candidates for psychostimulant ther-
apy and clarify which aspects of behavior and learn-
ing are likely to respond to drug therapy. The use of
questionnaires and certain types of standardized of-
fice assessments of children suspected of having
ADHD will be helpful in targeting specific behaviors
and assessing response to therapy.
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