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DEDICATION


This book is for our four children — Iyah, Yemima, Forest, and Naomi — and for all children, that their lives be blessed with love, understanding, freedom, and respect. And for all the parents, educators, and physicians struggling to create a better world for children, may your days be long and joyful, and your efforts fruitful.
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FOREWORD



I feel fortunate that Ritalin was not the “sit-still-and-concentrate” prescription of choice during my childhood, because I was a very hyper kid. My mom called me “hyperkinetic,” always on the move, running, not walking. Of course I drove her crazy, but we both made it and became friends after I worked some things out. As an adult I’m still on the hyper side, but I’ve learned how to channel the energy and quickness to my advantage, and I believe I have become a useful member of society despite, or perhaps because of, the challenges I’ve faced along the way.


My experience as a licensed acupuncturist and herbalist who’s worked with kids, as well as in observing my own development over the years, tells me that many kids labeled “ADD” or “ADHD” by medical science will outgrow the problems and liabilities associated with their fast nervous systems and go on to make good use of this natural quickness in their work and life. As an herbalist, my choice of treatment for these behavioral challenges is not Ritalin or other pharmaceutical drugs. I’m not against the use of drugs, but I don’t believe in “homogenizing” the psyches of our children so they can all sit still in a classroom for hours on end. Each child has a different way of relating to the world, of learning, of growing. Viva la difference!


In my view, the inconvenience to working parents, teachers, and school administrators who are compelled to spend extra time helping these special kids channel that much energy is probably a greater reason why many kids are medicated with stimulants and brain-chemistry-altering drugs than any danger to the children themselves. We have to ask ourselves as a society if our own convenience and self-absorption is worth permanently damaging our children’s psyche and physical health with overmedication. The World Health Organization repeatedly writes letters to our government asking why we are prescribing so much Ritalin, much more than numerous other countries combined. Isn’t this a sign that something is wrong?


This is not to say that some children aren’t truly challenged with ADHD. In every case, an informed and intelligent analysis of all the relevant factors that come to bear on a child is necessary. Aviva and Tracy Romm have written this well-researched book to entice you to take a deeper look into the feng shui of ADHD; in other words, to look beyond the brain chemistry of a child to the chemistry of the child’s entire life, including his or her relationships with parents, family, school, and community, and to figure out how to help the child feel self-confident.


The healing principles of herbal medicine make it especially appropriate for children. Herbal medicine promotes prevention of disease through the informed use of gentle plant-based remedies, healthful habits, wise food choices, and healing, strengthening, positive family and community relationships. Aviva and Tracy have done a great job of bringing together the best ideas and most practical steps you can take to facilitate the healing process for your child. While the recommended herbal formulas, dietary changes, and supplements can dramatically reduce symptoms, leading to a calmer, happier, more centered child, they focus on bringing about lasting health for the whole child, both body and mind.


I admire Aviva and Tracy’s approach to ADHD: they have looked at all sides of the issue, including prevention and treatment, without promoting undue polarization. Too often herbal or natural healing advocates distrust doctors. Other folks feel that modern medicine is all-powerful and that herbs and natural remedies are the tools of quacks simply out to take your money. Yet both worlds of healing have much to offer to the health of our children. As Aviva and Tracy propose, the real bottom line is that our children need our love and attention. I find it interesting that the disease is called “attention-deficit disorder.” What our children need most is our attention and love, in the form of both comfort (hugs) and guidance (discipline), both the feminine and masculine principles. We all have so much love inside us; if only we would allow it to flow out.


CHRISTOPHER HOBBS, L.AC., AHG





PREFACE



One of the first “eyebrow-raising” experiences we had together relating to attention-deficit hyperactivity disorder (ADHD) occurred about five years ago. We were at a friend’s house picking up their eight-year-old son for a sleepover with our son. As we were leaving, the father asked his son if he wanted to bring his medicine with him. Having four children ourselves, one still a baby, we gulped and thought to ourselves, “Great, a sick kid coming to spend the night at our house — just what we need!” So Aviva gently inquired, “Oh, is he sick?” To which the dad replied, “No, it’s just his Ritalin.” We’d known this boy since birth but had no idea he had been diagnosed with attention-deficit disorder and put on Ritalin.


We were both a little surprised. We knew that when the boy was in kindergarten his parents were told by the teacher that he was not “learning quickly enough” in his bilingual education program, but we’d taken that with a grain of salt. We didn’t really consider it essential that kids be fluent in two languages at such a young age, and we had previously wondered if unrealistic expectations placed on children were an underlying contributing factor in the escalating rates of ADHD.


Aviva asked the father whether he wanted her to hold on to the medication so it would be available at our house. The father said that it didn’t really matter because his son didn’t need it on weekends — it was optional. The kicker was when he said his son needed it only on school days, to help him stay in control in that environment.


Wow, we thought, a disease that comes on weekdays and disappears on weekends (and summers and vacations, too). After all, it must be a disease if kids are being medicated for it, right? When we were kids, the only diseases that came and disappeared so mysteriously were the ones you made up to avoid going to school, and your mom usually figured it out and made you go anyway. This encounter fueled our suspicion that ADHD wasn’t simply a matter of biology or genetics, but that there were cultural and social dynamics at play in both diagnosis and treatment. Recently, the mother of a five-year-old boy phoned Aviva for herbal recommendations for her son, who had just been referred for ADHD testing. Aviva asked this distraught mother who had recommended the testing. She responded that her son’s kindergarten teacher had made the referral because the boy seemed unfocused in school. He was not reading yet and showed no interest in doing so, preferring instead to spend his time drawing. In fact, she said, her son loved to spend most of his time drawing, creating extensive plans for skyscrapers and other buildings, complete with lobbies, elevators, and elaborate details — all of which he planned to build when he grew up.


Listening to this story, Aviva lamented that such a talented little person could so easily be pathologized and potentially medicated simply because he’d rather draw than read in kindergarten. Just a short while ago, kindergarten was a place where you were supposed to draw, paint, play, and have show and tell. Now, in some states, kindergarteners must pass a test to graduate into first grade. Stories such as these, and the many cases Tracy sees in his daily work as a school administrator, have prompted us to investigate the meaning of the widespread diagnosis of ADHD and use of stimulant and antidepressant drugs for children and adolescents in our society.


Each day millions of children in North America, who range from 3 to 18 years of age and have been diagnosed with attention-deficit hyperactivity disorder, take medications to control their behavior and help them concentrate in school, think faster, and perform better. This phenomenon has been snowballing for the past decade. The number of children being treated with medications for ADHD tripled in the United States from 1990 to 1995, and the production of Ritalin alone has increased by 700 percent since 1990. It is shocking to consider that the United States consumes 90 percent of all the Ritalin produced worldwide — and this is only one of several medications being used as treatment.


As parents and as professionals in the fields of education and alternative medicine, we have a keen interest in understanding and staying well informed about contemporary issues in children’s health and learning. The subject of ADHD drew our unique interests together as we began to question why this phenomenon has been occurring and gaining momentum with such rapidity and force. Neither of us can simply accept that millions of children need to be medicated for behaviors that can as easily be attributed to social, environmental, and dietary factors — or normal childhood behavior — as they can to neurobiological and genetic disorders.


We firmly believe that the diagnosis of attention-deficit hyperactivity disorder and the rampant use of medication for treatment is a facile way of dealing with problems that require broadscale changes in the way society embraces children and their unique qualities. While school systems are busily redesigning curricula to honor cultural diversity, more often than not they expect homogeneity in children’s behaviors. Teachers are overwhelmed by large class sizes, parents are busier than ever, and our rapid-fire culture has little patience for those children who can’t just jump in and swim as fast as everyone else — or maybe who swim faster.


We recognize that there are more than a few children who are truly challenging to teach and raise, and we deeply empathize with their parents and teachers. We empathize with the children, too, because the routine labelling of children misses the trees for the forest. This book introduces parents, educators, and health professionals to a way of thinking about kids and ADHD that encourages us to focus more on the needs of the children and less on the label. Drawing upon the model of natural medicine, which emphasizes “treating the person, not the disease,” we present a wellness model of caring for our children. At its core, this model draws upon the knowledge that we — and our children — are capable of adjusting, growing, learning, and healing, and that each of us has unique ways of experiencing and expressing our life force. It emphasizes understanding rather than diagnosing, and nurturing rather than drugging. It is a model beneficial to all children, not just the ones who inspired you to pick up this book!


This book offers concrete suggestions for intelligently applying the concepts and practices of natural medicine to children with perceived or actual behavioral difficulties that might typically be categorized as symptoms of attention-deficit hyperactivity disorder. We discuss practical suggestions for family life, educational options, and other lifestyle choices that may have a positive impact on you and your child. We offer no “tricks” or sure “cures” but merely the results of our effort to understand attention-deficit disorder so that we could better respond to the needs of the parents and children with whom we work.


Why another book on ADHD? It can take many voices to change a public opinion that has become heavily entrenched. In the past ten years, terms such as “neurotransmitters,” “chemical imbalances,” and “bipolar disorder” have become household words, reinforcing the notion that so many children have a biologically based condition that warrants medical treatment. In a sense, we are the child in the crowd who says, “The emperor is wearing no clothes.” When enough people eventually realize that in fact he is not, they begin to rethink popular opinion.


We bring to this book nearly 30 years of combined experience working with parents, children, schools, physicians, and alternative-health practitioners. We offer this book to anyone seeking alternatives to the current “ADHD epidemic,” whether they are merely having some trouble with a challenging child, are already fully immersed in the conventional ADHD treatment route, or simply want to have better relationships with their children.


We hope that this book will invite parents and professionals to consider a broad range of options and tools as we seek ways to help our children grow into healthy adults in a rapidly changing world. May it rekindle your confidence in both yourself and your child.


AVIVA JILL ROMM, CPM, AHG


TRACY ROMM, ED.D.





1

THE ADHD EPIDEMIC



Attention-deficit hyperactivity disorder (ADHD) is a phenomenon of the late twentieth century. At no point in history have such large numbers of children thought to be diseased on the basis of what some might call unruly behavior. Yet in the past two decades, ADHD has become one of the most commonly diagnosed disorders of childhood in the United States. Controversy surrounds the precise numbers of children currently diagnosed with ADHD. Since U.S. doctors are not required to report their diagnoses to a central database, figures are extrapolated from surveys of smaller populations and from records on the production of Ritalin, the treatment most often prescribed for ADHD. The National Institutes of Health reported in 1999 that ADHD affected 3 to 5 percent of all school-age children in the United States, while Joseph Biederman, an influential ADHD researcher from Harvard Medical School, has suggested that as many as 10 percent is a more realistic approximation. Despite the lack of agreement, one thing is certain: The numbers are continuing to grow.


Records kept by the U.S. Drug Enforcement Agency on the production of Ritalin show a steady annual output of 1,700 kilograms of Ritalin through the 1980s, fluctuating only slightly each year. Beginning in the early 1990s, however, Ritalin production rose sharply — with a record production of 13,824 kilograms in 1997, 90 percent of which was consumed in the United States. This dramatic 700 percent increase led pediatrician Barry Diller to conclude that, since 1990, the number of adults and children diagnosed with ADHD in the United States alone has risen from about 900,000 to almost 5 million. It is clear that ADHD has become a public health concern of epidemic proportions.




Who Is Most Affected?


Males are much more likely than females to be diagnosed with ADHD, although the most recent research suggests that this gap is narrowing. The incidence among children outpaces that among adults by at least 3 to 1.





THE HISTORY OF ADHD


The emergence of ADHD represents the medicalization of what have typically been considered normal childhood behaviors. What one ADHD expert calls the “holy trinity” of symptoms — poor self-control (impulsivity), poor attention (distractibility), and excessive activity (hyperactivity) — describes behaviors that seem to characterize all children at some point or another. So when did these behaviors become an illness?


Author and ADHD critic Thomas Armstrong has likened the evolution of ADHD to the “errant wanderings of a pinball through the mazes of an arcade machine.” Its history is not that of a mysterious disease unmasked by a researcher; instead, ADHD has gone through multiple categorizations and manifestations. In fact, over the decades the disorder has gone through at least twenty-five name changes. There has also been debate over how to diagnose ADHD, with much controversy over exactly how many symptoms a child must exhibit to warrant the diagnosis. Currently a child must have six symptoms in two categories of behavioral signs to be considered to have ADHD. Some researchers have suggested that just five symptoms would be a better counter, but other researchers protest that this would lead to too many kids being labelled. This is the hard science by which we medicate millions of kids annually?


Early medical research related to what might now be called ADHD primarily defined childhood behavioral disorders on the basis of excessive motor activity (hyperactivity) in clearly dysfunctional children. Beginning with British physician George Still’s report in 1902 on a group of children whom he described as “aggressive,” “defiant,” and lacking “inhibitory volition,” through the “recklessness syndrome” and “organic driveness” of the 1940s, and on to the “minimal brain dysfunction” of the 1950s, the belief was that some children suffered from a brain injury or genetic defect that left them more active than was healthy.


In the mid-1900s, however, significant changes began to occur in psychiatry. New psychoactive substances that could be used to treat a variety of mental illnesses were synthesized. These “wonder drugs” were touted as being capable of doing as much for the human psyche as penicillin had done for the treatment of infections. The search for causes of mental illness was de-emphasized in favor of treating symptoms. Drug treatment began to replace psychoanalysis as the primary therapy in psychiatric practice. Unfortunately, children were not immune from these changes.


Using Kids as “Guinea Pigs”


During the 1960s, even mild forms of hyperactivity came to be seen as a behavioral problem. New terms were invented to explain this phenomenon, such as “hyperactive child syndrome” and “hyperkinetic reaction of childhood.” Simultaneously, large pharmaceutical companies began what continue to be successful marketing campaigns to promote psychopharmacological drugs for treating childhood hyperactivity. While medical researchers generally thought that this condition would be outgrown by puberty, doctors were encouraged to treat children with stimulant drugs such as Ritalin as a temporary coping measure.


While acceptance of stimulant therapy for “hyperactive” children was growing in the medical community, the American public was becoming concerned. News stories warned of the hazards of these psychoactive medications for children, and critics attacked not only the use of stimulants but the very existence of the disease. In 1970, congressional hearings were held to examine the “use of behavior modification drugs on grammar school children,” though no formal action to stop the practice was taken. The committee report warned that the use of drugs such as Ritalin might undermine “our extensive national campaign against drug abuse” and condemned “a certain glibness about the experimentation on young children in this country, used as guinea pigs.”


From Hyperactivity to Attention-Deficit


A major shift in the evolution of ADHD came in 1980 with the appearance of the term “attention-deficit disorder (ADD)” in the third edition of the Diagnostic and Statistical Manual of Mental Disorders (DSM-III). Based on research by Virginia Douglas and her team at McGill University in Montreal, Canada, this term reflected a rethinking of the problems faced by children formerly diagnosed as hyperactive. Douglas claimed that children with this syndrome suffered severe deficits in sustaining attention and controlling their own impulses. Although their hyperactivity naturally subsided as the children moved into adolescence, problems with attention and impulse control remained, according to Douglas. In fact, she argued, many of these children showed no signs of hyperactivity, and when physical hyperactivity was present, it was usually the result of problems with impulse control. Growing professional acceptance of Douglas’s research culminated in the coining of the term ADD.


The significance of including a condition in the DSM, commonly referred to as the “bible” of the psychiatric profession, cannot be overstated. The DSM confers a legitimacy that profoundly affects the diagnosis, treatment, and research of mental disease. The adoption of the term “attention-deficit disorder” in DSM-III signified that the focus had broadened to children who had trouble paying attention and controlling impulses but were not hyperactive. DSM-IV (published in 1994) merely reconnected hyperactivity with this condition by introducing the term “attention-deficit hyperactivity disorder” (ADHD), although the two terms continue to be used interchangeably.


Eliminating hyperactivity as a symptom necessary for diagnosis creates a much larger pool of children eligible for this diagnosis, and as the numbers evidence, redefining the disorder has opened a veritable floodgate. Do these numbers reflect more advanced diagnostic techniques for this malady and greater support for those suffering from it, or less understanding of children’s needs in our fast-paced, high-pressure culture?


WHAT ADHD LOOKS LIKE


According to experts, children with ADHD typically exhibit its hallmark traits — inattention, impulsivity, and hyperactivity — in various combinations. Current thinking has identified three major groups: One group appears to be more hyperactive-impulsive, another seems more inattentive, and a third combines all three traits. According to DSM-IV, in order to qualify for the ADHD diagnosis, a child must display at least six out of nine “symptoms of inattention” or “symptoms of hyperactivity-impulsivity.” (There is no explanation, by the way, of how these two sets of symptoms can possibly stem from the same disorder.)


Listed within each of these two categories are “symptoms” that resemble common, everyday behaviors of children. By virtue of being placed in a diagnostic manual for mental disorders, however, they have been transformed into what are said to be objective symptoms of disease. Thus, “often fidgets with hands or feet or squirms in seat” and “often fails to give close attention to details or makes careless mistakes in schoolwork, homework, or other activities” have become signs that a child may be suffering from mental disease.


Admittedly, there are other criteria that must be satisfied. For example, the child must have exhibited some of these behaviors before the age of seven. In addition, the behaviors must persist for at least six months in more than one setting (school and home, for instance) to the extent that they cause significant dysfunction. Yet what usually strikes someone who sees the list of DSM criteria for the first time is how common these behaviors are among young children. As pediatrician Barry Diller notes, “That the diagnostic criteria [for ADHD] include so many common behaviors leaves the DSM open to easy ridicule by critics who accuse psychiatry of manufacturing mental illness out of normal coping behavior.”


How Many Fidgets and Squirms Are Too Many?


The diagnostic process is one of the most contentious issues surrounding ADHD today. To gather data about a child suspected of having ADHD, the child’s parents, teachers, counselors, and school administrators must all complete questionnaires. A typical questionnaire asks respondents to score a child on a checklist of items that relate to behavior at home and at school. The person must rate a child on a scale from 0 (Never, Seldom) to 3 (Very Often, Very Frequent) on a list of behaviors such as “daydreams,” “pouts and sulks,” “is sassy,” “has feelings easily hurt,” and “feels that everything must be just so.”


As a teacher, Tracy was asked many times to complete these questionnaires, and he found it increasingly difficult to do so. The directions provided no objective criteria to aid in determining what number he should assign. When he gave a “3” to one student on squirming and a “2” to another, did that mean that the first student was one point “squirmier” than the second? And how about variations based on what the class was doing at that moment, the time of day (first- and last-period classes are notoriously challenging to teach), or whether he had developed a successful relationship with the student? Eventually Tracy realized that these rating scales were based on opinion, not fact, and that to fill them out was to participate in a parody of science. As Thomas Armstrong, author of The Myth of the A.D.D. Child, asks, would you want your psychiatric status to be determined by your relatives and teachers?


Despite years of costly research, no one has discovered a physical or psychological marker that indicates the presence of the disorder in an individual. There are no proven, objective diagnostic criteria for ADHD: no brain scans, no neurological tests, no blood tests. The repetitive use of the word “often” in the DSM criteria for ADHD provides no guidelines for measuring the frequency or intensity of the behaviors, nor the degree of impairment caused by them. In the end the person who is making the diagnosis is left with the pressure of making a “best fit” decision based on subjective judgement.


Unlike in earlier decades, when a child had to exhibit clear signs of hyperactivity or impulsivity in the doctor’s office to merit the diagnosis, now a diagnosis can be made solely on the basis of questionnaires and school records, without the child ever being examined by a medical practitioner. This leads to a potentially dangerous situation in which true underlying physical causes for behavioral problems, such as lead poisoning or thyroid disorders, might be overlooked.


Even when a child is seen by a doctor, there is evidence to suggest that we should question the accuracy of an ADHD diagnosis. It is well known that children who have been diagnosed with ADHD exhibit the symptomatic behavior only in certain contexts. A variety of empirical studies have documented instances, both in classrooms and elsewhere, where the behavior seems to vanish of its own accord. A study reported in the journal Pediatrics found that 80 percent of children thought to be hyperactive on school and home reports showed “exemplary behavior and no sign of hyperactivity in the doctor’s office.” These findings are consistent with numerous other studies that document significant disagreements among parents, teachers, and clinicians over who has ADHD and who doesn’t. Furthermore, many doctors are making recommendations for ADHD treatment after only cursory exams. In fact, many of these recommendations are based on only seven minutes of doctor-patient interaction.


In 1999 the National Institutes of Health convened an independent, nongovernmental panel comprised of leading figures in ADHD research to weigh the scientific evidence regarding ADHD and to develop a consensus statement on its diagnosis and treatment. Their final position paper included this observation: “We do not have an independent, valid test for ADHD.”


A Disease of Creativity?


Our own experience is that many children who are labelled ADHD are among the most creative students. Creative students, as a group, tend to be highly energetic, excitable, easily distracted by ideas that are dismissed by others, and bored by ideas that others deem important. These traits are frequently misread by clinicians as a sign of mental disturbance. Yet ADHD children have been shown to perform at an average or better level when they are given novel or stimulating activities, when they are allowed to choose their own activities, and when they are given individual attention. In a startling suggestion, the NIH panel urged “the incorporation of classroom strategies to effectively serve a greater variety of students and thereby reduce the prevalence of ADHD referral and diagnosis.” Nonetheless, few ask whether ADHD-like behaviors may in fact be a normal coping response to boring, joyless institutions.


The bottom line is that it is exceedingly difficult for any clinician to distinguish between a child who is especially sensitive, precocious, daring, independent, or creative and one who suffers from a mental disorder. The words “bored” and “frustrated,” for example, don’t even appear in the DSM. In this respect, Armstrong is quite right in urging us to become less labellers of what might be wrong with these children and more “acknowledgers and gardeners of what’s positive and fertile within children’s rich inner lives.”
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