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TO DAD


    For my square roots




A trial of amphetamine therapy brought about striking behavioral changes, a decisive improvement in school performance, and a consequent uneasy peace among the warring factions. It was difficult to argue with success.


Leon Eisenberg


Minimal Brain Dysfunction in Children


June 1970





INTRODUCTION


Attention deficit hyperactivity disorder is real. Don’t let anyone tell you otherwise.


A boy who careens frenziedly around homes and busy streets can endanger himself and others. A girl who cannot, even for two minutes, sit and listen to her teachers will not learn. An adult who lacks the concentration to complete a health-insurance form accurately will fail the demands of modern life. When a person of any age has a combination of these struggles—severely enough to impair his daily functioning—with no other plausible explanation for them, then he could very well have a serious, if still somewhat mysterious, condition that medicine has decided to call ADHD.


No one quite knows what causes it. The most commonly cited theory is that the hyperactivity, lack of focus, and impulsivity of classic ADHD result from some sort of dysfunction among chemicals and synapses in the brain. A person’s environment clearly plays a role as well: a chaotic home, an inflexible classroom, or a distracting workplace all can induce or exacerbate symptoms. Unfortunately, as with many psychiatric illnesses, such as depression or anxiety, there is no definitive way to diagnose ADHD, no blood test or CAT scan that lets a doctor declare, “Okay, there it is”—all one can do is thoughtfully assess whether the severity of the behavior warrants a diagnosis. (After all, we all are distractible or impulsive to varying degrees.) One thing is certain, though: There is no cure for ADHD. Someone with the disorder might learn to adapt to it, perhaps with the help of medication, but patients young and old are generally told that they will deal with their abnormal brains for the rest of their lives.


As for medications—for a long time Ritalin and now primarily Adderall, Concerta, and Vyvanse—they quite remarkably improve concentration and impulse control. Not unlike the painkiller OxyContin and antianxiety agents like Valium, they are powerful drugs that can be dangerous and addictive, particularly when taken improperly. All told, however, they have done considerably more good than harm; they are not the Devil’s work. If a diagnosis of ADHD has been made by a qualified and responsible health professional then the decision to seek treatment through medication, either for yourself or your child, is not unreasonable.


The American Psychiatric Association’s official description of ADHD, codified by the field’s top experts and used to guide doctors nationwide, says that the condition affects about 5 percent of children, primarily boys. Most experts consider this a sensible benchmark.


But what’s happening in real-life America?


Fifteen percent of youngsters in the United States—three times the consensus estimate—are getting diagnosed with ADHD. That’s millions of extra kids being told they have something wrong with their brains, with most of them then placed on serious medications. The rate among boys nationwide is a stunning 20 percent. In southern states such as Mississippi, South Carolina, and Arkansas, it’s 30 percent of all boys, almost one in three. (Boys tend to be more hyperactive and impulsive than girls, whose ADHD can manifest itself more as an inability to concentrate.) Some Louisiana counties are approaching half—half—of boys in third through fifth grades taking ADHD medications.


ADHD has become, by far, the most misdiagnosed condition in American medicine.


Yet, distressingly, few people in the thriving ADHD industrial complex acknowledge this reality. Many are well-meaning—they see foundering children, either in their living rooms, classrooms, or waiting rooms, and believe the diagnosis and medication can improve their lives. Others have motives more mixed: Sometimes teachers prefer fewer troublesome students, parents want less clamorous homes, and doctors like the steady stream of easy business. In the most nefarious corner stand the high-profile doctors and researchers bought off by pharmaceutical companies that have reaped billions of dollars from the unchecked and heedless march of ADHD.


Some onlookers blame the new millennium’s quick-fix, just-take-a-pill ethos, or simple Internet overload. But the rancor surrounding ADHD stretches back at least half a century, back to when the disorder carried the less marketable name of minimal brain dysfunction. A congressional hearing in 1970, not long after Ritalin emerged as a way to calm critically hyperactive children, examined whether too many kids were being put on “behavior drugs.” As the percentage of children diagnosed increased persistently through 2000, media reports staged recurrent tugs-of-war between parents testifying that Adderall was their family’s lifeboat and those decrying the overmedication of children. Many claimed that this hostility only stigmatized kids with ADHD and discouraged parents from seeking help; then again, whatever stigma there was didn’t prove very dissuasive. Diagnoses have continued to be handed out so blithely, at the hint of any problem, that today one in seven kids leave high school having been told they have ADHD—no longer a niche minority but a sprawling swath of America’s future. Shockingly, it’s almost certain that kids misdiagnosed with ADHD outnumber those with the legitimate, clinical problem, leaving the disorder so muddied that no one quite knows what to make of it at all.


The ADHD explosion has become, to some, literally laughable. Stephen Colbert dubbed it “Meducation,” and profiled a doctor who prescribed Adderall to children without the disorder simply to improve their grades. “Shocking!” Colbert said. “There are children in America who haven’t been diagnosed with ADHD.” The Onion sardonically profiled a four-year-old girl stricken with “Youthful Tendency Disorder.” These ribbings are routinely decried by ADHD support groups as disrespectful. Perhaps, but some advocates also bring satire and skepticism upon themselves with preposterous sales messages, flitting back and forth from asserting the gravity of the condition (which one article says “impair[s] life functioning 24/7”) to celebrating its purported positives. Some “Famous People with ADHD” rosters claim that Thomas Edison, Abraham Lincoln, Galileo—even Socrates—quite possibly suffered from ADHD, too, implying that it contributed to their inner genius and encouraging the hesitant to join their “very good company.” (That list now lives on a website surrounded by ads for ADHD medications.) The disorder’s longtime support and lobbying group, Children and Adults with Attention Deficit Hyperactivity Disorder (CHADD), has published its rundown of “12 Amazing ADHD Superpowers,” among them “Multitasking,” “Laser-focus,” and “A strong moral compass.” It’s a curious list, given that inability to stay on task and deficient focus are among the disorder’s official core symptoms.


Occupying a uniquely bizarre place in American culture, let alone medicine, ADHD has become the brain disorder some choose to fake. Because Adderall, Concerta, and other drugs can instantly boost any person’s motivation and focus, whether for term papers or tax returns, the pills move from medicine to performance-enhancing drugs, steroids for the brain. Thus ADHD gets caught in a tenuous balancing act between treating the ill and tempting the healthy—fostering spurious diagnoses not just among adults, who can take themselves to accommodating doctors, but children, too, because some parents will exaggerate their child’s symptoms to get them a prescription. The doctor nods and says, “Let’s try Concerta and see if it helps”; when it invariably does, and the child’s schoolwork improves, the ADHD diagnosis appears confirmed. Yet the doctor might as well have said, “Try these platform shoes, see if they make him taller.”


And so the number of diagnoses only keeps rising, to the point where millions of kids today are labeled with a brain disorder they probably do not have, changing their self-image and personal narrative forever. Yet this doesn’t seem to bother a lot of powerful people. A pitch-perfect example came in 2013, when the New York Times broke the news that ADHD diagnoses had reached that staggering 15 percent of children nationwide, and 20 percent of boys. A prominent doctor responded in child psychiatry’s top scientific journal: “These numbers are actually all good news. . . . It appears that we are getting close—after more than 2 decades of advocacy—to identifying and treating a majority of children and adolescents with ADHD.” What he and so many others do not see, or want to see, is that their fervor for finding every kid with even a whiff of ADHD has left an awful lot of dolphins getting caught in their tuna nets.


  *  *  *  


THIS BOOK TELLS the story of the longtime forces that put us here, told primarily through the experiences of three people.


One is a nationally renowned child psychologist, all but the father of ADHD and its medications, who now has serious misgivings about his role in, as he puts it, “a national disaster of dangerous proportions.” Then there are two kids: A seven-year-old girl who was mistakenly diagnosed with ADHD, and a fourteen-year-old boy, under tremendous academic pressure, who faked symptoms to his clueless doctor to score steady supplies of Adderall. Both spent ten years suffering through the consequences. While such ordeals are not necessarily common, they also are not nearly as rare as most people realize, and represent the rising collateral damage from the ever-escalating war against ADHD.


Despite this tale’s dozens of other characters—kids and doctors and parents and teachers and drug companies and more—this is not a they book. It’s a we book. It’s the story of how we, as a society, have allowed what could be a legitimate medical condition to become diluted beyond recognition, and beneficial medication to become a serious drug problem. It is something we all must discuss.


Because whether it’s just one child or today’s six million, if we’re going to tell a kid that he has a permanent, potentially devastating brain disorder, we’d better damn well be right.





PROLOGUE


Rain pelted the white Ford’s windshield as it drove up Interstate 684 toward Connecticut. An old man was wedged in the passenger seat, cane crossed over his creaky legs. The wipers whooshed. The trees rushed past. The man didn’t know quite what he was in for. He was intrigued, even excited, but also nervous.


Dr. C. Keith Conners had spent more than fifty years as one of the world’s most eminent child psychologists, a man renowned for pioneering the recognition and treatment of a once unappreciated childhood malady: attention deficit hyperactivity disorder. As a young researcher in the early 1960s, Dr. Conners had pinpointed just how much a new drug—Ritalin—could calm severely hyperactive and impulsive children. He developed and later marketed a questionnaire to pinpoint a child’s symptoms of impulsivity and inattention, helping doctors diagnose millions of youngsters nationwide. He evaluated new and better drugs on behalf of pharmaceutical companies. He led the most important studies and headlined the biggest conferences. If one person put ADHD on the medical map, it was Keith Conners.


Yet now, at eighty-three and barely mobile, Dr. Conners had started to consider his job well done as done a little too well. When he started, and began encouraging doctors to locate and often medicate children with acute issues, he couldn’t conceive that in 2015, more than six million children would be labeled with ADHD, many of them misdiagnosed by lazy doctors just checking off boxes on his questionnaire, and then prescribing medication with little regard for side effects and risks for abuse. He didn’t foresee drug companies contorting his science into shameless advertisements that exploited parents’ fears for their children’s futures, while also promising better grades at school and more chores done at home. Now Big Pharma’s latest frontier was adults, a market ripe for indoctrination.


As the car turned toward Hartford, Conners sighed: “I struck a match, and I didn’t know how much tinder there was around.”


Didn’t know until recently. Enjoying a comfortable retirement in Durham, North Carolina, Conners had started reading New York Times articles about improperly diagnosed kids feeling inferior, damaged. College students pulling all-nighters to write term papers and cram for exams were popping so much Adderall that some became addicted, delusional, and occasionally suicidal. High school juniors, menaced by scholastic pressure, were taking and even snorting the drug before the SATs. Perhaps most horrifying of all, ten thousand toddlers as young as two—against all published medical guidelines—were being put on Ritalin to treat their supposed ADHD.


Reading about these children rousted not just Conners’s curiosity, but also his conscience. So in June of 2015, Conners got himself wheelchaired to the Raleigh-Durham airport for a flight to New York City. The next morning, he was driven up to Connecticut to sit down with two children—former children, actually—who had become casualties in medicine’s longtime crusade against ADHD.


One was Kristin Parber, who as a seven-year-old in the late 1990s got diagnosed with ADHD when she almost certainly did not have it. Distractible, yes. Rambunctious, certainly. But as her parents watched dozens of children in their Philadelphia suburb thrive on Ritalin, they joined the wave. The experiment went fine, until it didn’t. Turns out that, more than anything else, Kristin had one of those square-peg personalities that didn’t quite fit her world’s round—and shrinking—holes. The human brain has evolved over many thousands of years, yet only in the last hundred, a blip on that time line, have we demanded that each and every young one sit still and pay attention for seven hours a day. Kristin couldn’t. But was that really her underlying problem?


The other was Jamison Monroe. Down in Houston, around the same time that Kristin was being evaluated for ADHD, the only affliction Jamison had was a whopping case of high school pressure syndrome. When his grades began to slip, Jamison tried some of his friend’s Adderall and, literally overnight, began acing his exams again. So he went to his doctor, pretended to have ADHD, and after a careless pseudo-evaluation got himself prescribed steady supplies of Adderall. Jamison’s grades kept rising. He loved his Adderall. Until he loved it just a little too much.


Kristin and Jamison crossed paths in 2009—and now, all grown up, were working together in central Connecticut. They wanted to meet Keith Conners as much as he wanted to meet them. Heck, it was Conners’s questionnaire that had been used to diagnose them with their purported ADHD in the first place. If Conners’s motivation for the three to meet was conscience, theirs was more catharsis.


The car pulled into the driveway in, of all reconciliatory settings, a small town called Bethlehem. Conners took a deep breath and uneasily hoisted himself out of the car and onto his cane. He toddled up the gravel driveway, leaning on the cane so hard that his arm shook.


Kristin and Jamison warmly greeted their visitor at the door. The three made their way to a room, sank down into leather chairs, and told their stories.


Those tales all descended directly from one moment, eighty years and two hours away—when an unknown Rhode Island doctor had some kids who needed help.





PART ONE









Chapter 1






FIDGETY PHIL’S ARITHMETIC PILLS


The Emma Pendleton Bradley Home sprawled across thirty-five wooded and restful acres on the outskirts of Providence, Rhode Island, beckoning the children nobody else wanted. Opened in 1931, it teemed with dozens of toddlers to teenagers whose uncontrollable behavior drove their desperate parents to this hospital, one of the first to focus on disturbed and difficult kids. Only blame was unwelcome. The children were overseen and educated, to whatever extent possible, by a team of nurses led by a young physician named Charles Bradley.


Dr. Bradley could not bear to witness pain in a child, let alone inflict it. But sometimes he felt he had no choice. To help investigate just what might be wrong with these youngsters’ brains, he would perform a pneumoencephalogram—a spinal tap—in which a needle inserted into the child’s spine would inject bubbles of air or other gas that would then float up the spinal column into the brain, pushing out fluid and allowing abnormalities to appear more clearly on an X-ray. Beyond the torturous procedure itself, the kids’ subsequent searing headaches wrenched children and staff alike. If only something else, anything, could take that pain away.


On a hunch, Dr. Bradley decided to try a new over-the-counter sinus reliever called Benzedrine, which in its short lifetime had also been found to improve mood in adults. He gave the 10-milligram tablets to thirty children for a week to see if they would help. The experiment failed miserably—the headaches remained as bad as before. But something else happened instead, a change so spectacular he could hardly believe it.


The children became less raucous. They listened. They learned. For perhaps the first time, they enjoyed success, praise, and a drive to perform better in school. “I can’t seem to do things fast enough today,” one child remarked. Another said he had “joy in my stomach.” They tore through math problems like never before and practiced their handwriting with a focus previously unthinkable. One said, “I start to make my bed and before I know it, it is done!” Some even called their medicine “arithmetic pills.”


Dr. Bradley was shaken. He and the hospital’s staff gave these troubled kids the most nurturing environment possible, teaching them new social and behavioral skills so that they could acclimate, someday, to the outside world. Bradley was not looking for a magic pill and didn’t necessarily want one. But as a scientist at heart, he knew his finding deserved more study.


By pure happenstance, Bradley had discovered a way to make children slow down and pay attention—a pursuit as old as parenthood itself.


  *  *  *  


SOMEWHERE IN WHAT we now call France and Spain, on undiscovered Paleolithic walls and ceilings, cave drawings undoubtedly depict boys running wild, oblivious to their mothers’ cries, their antics scaring wild boar away from their fathers’ cocked and poisoned spears. Irrepressible Dark Ages children surely vexed nobles and serfs alike. And for all his renown, Gutenberg has subjected centuries of kids to books on which they would rather not focus.


As early Western medicine explored treatments for various ills, it also ruminated on short attention spans. In a 1775 medical textbook, the German physician Melchior Adam Weikard posited that an overly distractible person’s “fibres”—what we would now call nerves or temperament—“must not be bewildered or affected by any clamour or by any disturbance.” A person with such a constitution, Weikard wrote, “studies his matters only superficially; his judgments are erroneous and he misconceives the worth of things because he does not spend enough time and patience to search a matter individually or by the piece with the adequate accuracy. Such people hear only half of everything . . .” Weikard recommended that “the inattentive person is to be separated from the noise or any other objects; he is to be kept solitary, in the dark, when he is too active.”


The earliest careful consideration of inattention as disease appears to belong to Sir Alexander Crichton, a Scottish doctor at the turn of the nineteenth century so prominent that Russian tsars later wooed him away to be their personal physician. At Westminster Hospital in London, Crichton tended to patients afflicted with fevers, coughs, worms, itches, and hysteria, the last of which he found particularly compelling. He spent six years writing a two-volume textbook, An Inquiry into the Nature and Origin of Mental Derangement, in which he explored what he called “the cause of insanity and the various diseased affections of the human mind.” Considered one of the first English texts to systematically delineate what we now call psychiatry—he investigated such diverse topics as joy, judgment, and genius—Mental Derangement launched Crichton to such lasting prominence in Great Britain that King George IV knighted him.


“On Attention, and Its Diseases” receives an entire chapter in Crichton’s massive work. It ponders what leads a human mind to concentrate—free will, motivation, education—before describing how, among the overly distractible, “Every impression seems to agitate the person, and gives him or her an unnatural degree of mental restlessness”:


People walking up and down the room, a slight noise in the same, the moving a table, the shutting a door suddenly, a slight excess of heat or of cold, too much light, or too little light, all destroy constant attention in such patients, inasmuch as it is easily excited by every impression. The barking of dogs, an ill-tumed [sic] organ, or the scolding of women, are sufficient to distract patients of this description to such a degree, as almost approaches to the nature of delirium.


Notably, soon after Crichton offers this rather stark description of mental disease in adults, he cautions that distractibility in a child was normal—an inherently youthful trait that deserved not to be quelled, but cultivated. Each child, he wrote, has a different “mental diet” he can digest. (As Crichton put it, with a whiff of autobiography, “Every public teacher must have observed that there are many to whom the dryness and difficulties of the Latin and Greek grammars are so disgusting that neither the terrors of the rod, nor the indulgence of kind entreaty can cause them to give their attention to them.”) He lamented that young people unsuited to conventional educational methods certainly had other natural talents and should not be labeled “dunces during the early part of their lives.”


Inattention got a little levity in 1845, when the German physician and psychiatrist Heinrich Hoffmann made a Christmas gift for his three-year-old son, Carl Philipp. Dr. Hoffmann liked to doodle pictures to soothe crying children, so he wrote and illustrated a book of fanciful drawings of quirky boys and girls, accompanied by jaunty verse. He called it Struwwelpeter, or Shock-headed Peter. He later expanded it with “The Story of Little Suck-a-Thumb,” “The Story of Augustus, Who Would Not Have Any Soup,” and “The Story of Flying Robert.”


Among these was a story about Zappelphilipp—as alliterative luck would have it, “Fidgety Philipp”—who was annoying his parents at dinner:
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Fidgety Phil driving his parents crazy


Heinrich Hoffmann





Let me see if Philipp can


Be a little gentleman;


Let me see if he is able


To sit still for once at table:


Thus Papa bade Phil behave;


And Mamma looked very grave.


But fidgety Phil,


He won’t sit still;


He wriggles,


And giggles,


And then, I declare,


Swings backwards and forwards,


And tilts up his chair,


Just like any rocking horse—


“Philipp! I am getting cross!”


(Sadly, Hoffmann’s clearly simple amusement at children’s eccentricities—particularly those that drove Mom and Dad nuts—did not survive the ages. Some 150 years later, as debates began to rage over the existence and medical legitimacy of attention deficit hyperactivity disorder, ADHD advocates excavated and held up Fidgety Phil as unassailable proof that the condition had been recognized since way back in the mid-nineteenth century—and medically recognized at that, given Hoffmann’s being a psychiatrist. Today, Fidgety Phil no longer entertains children; he all but diagnoses them. The official definition of ADHD, published by the American Psychiatric Association, still honors Heinrich Hoffmann’s little boy with Hyperactive Symptom No. 1: “Often fidgets with or taps hands or feet . . .”)I


A more formal theory of impulsivity as organic disease arrived in 1902 during a lecture series before the Royal College of Physicians in London called “On Some Abnormal Psychical Conditions in Children.” Sir George Frederic Still was a pioneer in the nascent field of pediatrics—to that point, few doctors paid much attention to maladies specific to children, preferring instead to view their bodies as those of undersized adults. Dr. Still studied twenty children who exhibited what he called a “defect in moral control”—characterized by “spitefulness,” “shamelessness,” “cruelty,” and more, appearing almost oblivious “to the good of others or to the larger and more remote good of self.” His case illustrations included an eleven-year-old boy who could not resist the urge to grab two other children and slam their heads together; kids who showed “a reckless disregard for command and authority”; and one who tried to immolate a cat. These children, understandably, demonstrated what Still called “quite abnormal incapacity for sustained attention.”


But Still took one less banal, and genuinely groundbreaking, step forward. He contended that although such behavior could appear in children who were either “idiots” (of extraordinarily low intelligence) or who had incurred some sort of brain injury or illness (meningitis, for example), some offered no physical explanation for their behavior at all—and appeared of average or better intellect. These kids’ hyperactivity and impulsivity, Still suggested, resulted not from their conscious choices, or from bad upbringing, but through some unexplained misfiring within their brains. Now, did those children have what we now call ADHD? Almost certainly not. Although impulsive and inattentive, to be sure, most if not all would be characterized today as having oppositional defiant disorder, antisocial personality disorder, or some other condition defined more by pure aggression. And yet, even more spuriously than Fidgety Phil, Still’s twenty children have since been flown as flags of primordial ADHD. None of this, of course, is Still’s fault; his work legitimately advanced the study of impulsivity and hyperactivity in children, for claiming that otherwise intelligent youngsters were having problems due to something beyond injury or disease.


Yet ultimately, it was the disease of one little girl that, some thirty years after she died, would change the course of ADHD, and in many ways psychiatry itself. Her name was Emma Pendleton Bradley.


Emma was the only child of George Bradley, a Rhode Island businessman who, in the mid-1870s, had enjoyed the good fortune of meeting an entrepreneur named Alexander Graham Bell while the latter was fiddling with a precursor to his “telephone” so that a disabled girl in Providence might communicate. Bradley befriended Bell and eventually helped organize the National Bell Telephone Company. He became a millionaire—a billionaire in today’s dollars. His daughter, Emma, was born into an idyll of privilege and possibilities. But that all changed when Emma turned seven and contracted encephalitis, an insidious virus that inflamed her brain tissues and left her epileptic, palsied, and mentally retarded.


Institutions of the period focused almost exclusively on adults with the severest of mania, so George Bradley could find no treatment for Emma. Brokenhearted the rest of his life, Bradley left his entire fortune upon his death in 1906 to establishing a proper facility for mentally challenged children. (“Out of this misfortune of our only child,” his will wept, “has grown the purpose and the hope that from the affliction of this one life may come comfort and blessing to many suffering in like manner.”) The effort took twenty-five years, but in 1931, the Emma Pendleton Bradley Home opened for dozens of children with a wide range of maladies, some physical but mostly emotional. The facility was run by Dr. Charles Bradley, George’s grandnephew, a young Harvard Medical School graduate devoted to children’s mental health.


The hospital aimed not just to house the kids, but to offer special education, Boy Scout–type activities, and sports. Part of their medical care would include experimental treatments. One of them was an intriguing new drug for adults just coming to market.


  *  *  *  


AROUND THIS TIME, 250 miles south in Philadelphia, Smith, Kline & French Laboratories needed a hit product, and fast. The company’s top-selling prescription medicine in the 1930s was Eskay’s Neuro Phosphates—an elixir that, its label promised, would ease a person’s “defective nerve-cell nutrition” and “nerve fog,” while also “restoring nervous energy.” (It contained 17 percent alcohol, more than any Cabernet.) This was not pharmacy’s future. SKF needed a jolt, and fittingly found one in what we now call amphetamine, or speed.


It came to the company from Gordon Alles, a chemist in California, who a few years before had tinkered with various compounds he thought might relieve asthma or nasal congestion. Some appeared promising, but Alles was most intrigued by one chemical’s unexpected psychological effects when he injected it into himself. He immediately noticed a “feeling of well-being” within him—as well as, he added, conversational wit. Further refinements produced a substance that would leave people instantly energized—sometimes too much and for too long, leading to sleepless nights—and with a euphoria unknown even in the Roaring Twenties. Smith, Kline & French saw such potential in Alles’s drug that the company licensed it before knowing exactly what medical condition the stuff might actually treat. Finding out was a lot easier then than today: Lax federal regulations did not require any proof of safety, let alone efficacy, before a drug was released for public experimentation. So SKF sent boxes of what it called “benzedrine sulfate” to any doctor willing to try the drug on patients with various ills, from asthma to postpartum depression.


One of the very few physicians willing to experiment with children was Charles Bradley, the Emma Pendleton Bradley Home’s new medical director. Bradley was neither cruel nor reckless—he felt such empathy for his young patients’ inner misery, and such desperation for anything to help, that he would try anything scientifically promising. He already had designed a new chair in which children receiving spinal taps could feel less tortured. Now, he thought, perhaps this benzedrine sulfate might relieve those kids’ subsequent headaches—and if it boosted their spirits for a few hours like it did in adults, so much the better. Dr. Bradley selected thirty children aged five to fourteen, twenty-one boys and nine girls, to receive morning doses of benzedrine sulfate for one week.


The trial floored Dr. Bradley and his staff. The kids’ headaches remained awful, unfortunately, but something peculiar occurred instead: They immediately showed more interest in school. They not only focused on their lessons, but wanted more. Their comprehension, speed, and accuracy improved, too. These changes arrived on the first day of treatment and disappeared the moment it ended. Even those children who did not respond quite so well still usually showed some academic improvement.


Moreover, the pills calmed the otherwise uncalmable. Most of the children had either distinctly fewer mood swings or “a sense of well-being, even to the point of mild euphoria,” Bradley wrote, echoing Alles’s findings. Not all reactions were positive, he cautioned: There were several cases of nausea, insomnia, and heightened anxiety. As he wrote up these results for a paper in the November 1937 edition of the American Journal of Psychiatry, Bradley dutifully warned of these effects. He pondered why a drug known to stimulate activity and thought processes in adults would make these children less frenetic. This almost-too-simple result would have demoralized the entire hospital, he noted, “had not the improvement been so gratifying from a practical viewpoint.”


While awaiting reaction from the scientific community, Bradley began treating more children with Benzedrine, and for months at a time—if nothing else, the pills made life easier for both the kids and what became less harried nurses. The staff began more carefully measuring the children’s behavioral and academic improvement. One eleven-year-old boy, listed as having a 114 IQ, was once so daydreamy that he would complete only three pages of arithmetic problems a month; on the drug he blew through twenty-seven. (He also went through fourteen more pages of spelling work.) Not all children showed such a boost; some even regressed. But words that therapists used to describe them in the final report were striking: “attentive,” “serious,” “concentration better,” and “neater and more careful work.”


Bradley concluded that amphetamine lowered the children’s distractibility and, perhaps less directly, influenced mental performance “by altering the emotional attitude of the individual toward his task.” He later added: “In view of the practical importance of satisfactory school progress to all children, the therapeutic possibilities of amphetamine sulfate in this regard become attractive.” One should note Bradley’s second use of the word “practical”; he was saying that Benzedrine might not seem the most honorable method for altering children’s behavior, but growing educational demands on children might require it.


Bradley knew he had discovered something equal parts important and seductive. Repeating himself again, he cautioned that the medication should not be considered a cure-all, however tempting that may be—its benefits lasted only as long as the pills did. He warned that the children’s underlying physical and mental problems still needed careful psychosocial therapy from trained professionals.


Ambivalent about his discovery, Bradley didn’t complain when officials at Smith, Kline & French essentially ignored it. The pharmaceutical landscape had changed drastically in just those few years. A major scandal erupted in 1937 when more than a hundred Americans, many of them children, died after taking a new antibacterial syrup for strep throat; it turned out that the manufacturer had used an antifreeze-like toxin during the production process and had never conducted even basic safety tests. (To this point, the drug business had been overseen by the American Medical Association, essentially doctors themselves.) This stunning episode led directly to the passage of the 1938 Food, Drug, and Cosmetic Act, which gave the Federal Drug Administration—a precursor to today’s Food and Drug Administration (FDA)—the power to keep a product from the public until it was demonstrated to be safe.


And Benzedrine was not necessarily safe. It cleared sinuses, yes, but users grew quite fond of its boosts in mood and acuity. Smith, Kline & French’s first amphetamine product, a lipstick-shaped cylinder inserted into the nose and sniffed—it did not yet require a prescription—was so immediately pleasurable that news reports began describing people who would disassemble the container, remove the amphetamine-soaked gauze, and chew it for the high. The bad publicity continued in 1937 when Time magazine, through which America received news en masse to an extent inconceivable today, published an article headlined “Pep Pill Poisoning” that described students at several midwestern universities taking the “new, powerful but poisonous brain stimulant” to stay up nights on end to study. When a Purdue student died soon after taking the pills two years later,II the tragedy was reported widely enough that Benzedrine’s dangers became too conspicuous for SKF to sell it as a tool to control children’s mental states. Especially when those youngsters’ troubles, let alone medical condition, didn’t even have a name.


SKF executives ultimately decided to market Benzedrine in pill form to treat something on which it showed at least a defensible, if not drastic, improvement: depression in adults, particularly women. Bradley’s insight into amphetamine’s even greater influence on children’s behavior foundered in the literature for twenty years with little recognition from the scientific community. But anyone who came across the papers could sense something seminal, extending past child psychiatry to parenting and education itself—a quick-and-easy way for children to be turned from difficult to calm, from scattered to studious.


  *  *  *  


BY THE LATE 1950s, the United States had changed drastically since Bradley’s first experiments. World War II soldiers had returned to form a middle class with unprecedented promise and economic clout, raising children with growing expectations that they aim higher. The Soviet Union launched Sputnik, leading to President John F. Kennedy’s promise to win the space race through science and education.


Soon, in a professor’s office at Johns Hopkins Medical School, science and education collided much as they had on Charles Bradley’s hospital grounds a generation before. Dr. Leon Eisenberg was a nationally renowned psychiatrist with a particular interest in children. His young protégé, Keith Conners, came across the Bradley papers and wanted to explore further—but not through Bradley’s relatively crude experiments. Eisenberg and Conners decided essentially to reproduce Bradley’s work through far more scientific and reliable methods. To validate the drug’s before and after, and to remove bias, no one would know which children received the medication and which received only placebos. The project received permission from Johns Hopkins and funding from the National Institute of Mental Health (NIMH), marking one of the first times the federal government would subsidize a trial of psychotropic medication in children.


In 1962, a barrel the size of an oil drum arrived at the doctors’ offices in Baltimore. It brimmed with more than a hundred thousand small pink capsules. But not Benzedrine. This was a new and virtually unknown drug. Its scientific name was methylphenidate hydrochloride. Brand name: Ritalin.





I. In another revisionist twist, Hoffmann’s book was later translated into English by none other than Mark Twain—whose Tom Sawyer has also been cited by psychiatrists as a boy with ADHD.


II. Medical records now suggest that the young man also had a heart defect that probably played a significant role in his death.





Chapter 2






DR. CONNERS


Old Mrs. Howarth was well into her eighties, a sweet, gray-haired widow whose clapboard home smelled of dust and Old West leather. She had been one of the Utah Territory’s hearty early settlers, back during the Civil War, but now, in the mid-1930s and nearing a lonely death, she needed help living alone. The highlight of many days came when a four-year-old boy brought her a pot of fresh soup. Sometimes he fed the chickens out back. Rather than scamper away, though, the boy stayed and listened to her stories of cowboys and covered wagons. He enjoyed the tales, but even before kindergarten he could sense that merely letting the old lady share her memories warmed her as much as any soup. He learned that he liked listening. These were Keith Conners’s first therapy sessions.


In tiny Ophir, Utah, there wasn’t much to do during the depths of the Depression. Named after the Old Testament mine that supplied King Solomon with gold and silver to build the first temple of Israel, Ophir liked to dream that it, too, might house some hidden treasure. But the place was really just a copper mine with some houses dotted about the rim of the canyon. In one of those homes lived Michael and Annie Conners and their three children.


Michael, like most men there, worked in the mine. He ran the hoist that lifted debris from the recent blast up and out of the earth. It was pretty good work for a man with little formal education. Originally born Michael Zezza, the son of Italian immigrants who had worked on railroads from Wisconsin out to Idaho, Michael ran away at sixteen to find whatever work he could, including as an undersized boxer. He decided this required a persona more Irish, so he took the surname of the road on which he had grown up—Conners Street. Pugilism didn’t last long, though, and Michael fell in love with Annie Merle, a farmer’s daughter from southern Utah. Billie Beth was born in 1926. Then came twins, on March 20, 1933—a girl, Carol, and a boy, Carmen Keith. They weighed less than three pounds and barely survived.


It was just the first of several health scares that shaped Keith’s young life. He was a perfectly normal boy who liked to steal apples from a neighbor’s orchard and play with toy cars and soldiers, which he stored in an old wooden box that had once held dynamite at his father’s mine. He spent first grade in Ophir’s one-room schoolhouse. Then, at six, his appendix ruptured. The resulting peritonitis was potentially fatal; the same infection, before antibiotics, had recently killed Rudolph Valentino. By sheer luck Keith survived, only to find himself again near death three years later when he contracted rheumatic fever. The doctor insisted that any bodily movement could further damage his young heart, so Keith had to lie on his stomach and remain as still as possible for eleven months. With nothing else to do he began reading some of his older sister’s high school books, including The Dialogues of Plato. He devoured the entire Encyclopedia Americana, A to Z. He taught himself chess.


Most of all, Keith listened to the family’s wood-cabinet Philco radio. To the great envy of the healthy fourth-graders stuck in the schoolhouse, Keith stayed home and lost himself in hour upon hour of The Shadow, The Lone Ranger, The Green Hornet, and other radio serial programs, turning the spoken words into elaborate, imagined scenes. His favorite was The New Adventures of Sherlock Holmes. Not only was the title character smart and slightly weird, traits with which young Keith was beginning to identify, but he picked the locks of mysteries just by listening and thinking.


After recovering from his rheumatic fever, Keith became so good at chess that he won Utah’s junior championship (and began hustling old duffers down at the local club). He spent just one year in high school. The most austere teacher at West High, Mrs. Henderson, recommended that the clearly gifted young man take some early-entrance exams that were being given by the University of Chicago. He won a full scholarship. At sixteen, leaving home for the first time, Keith Conners boarded the eastbound California Zephyr train and rumbled across the Rockies and beyond, twenty hours to Chicago.
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Keith Conners, age fourteen


Courtesy of Keith Conners





Adoring the University of Chicago’s focus on Great Books and philosophy—Plato’s Dialogues still spoke to him—Conners graduated in 1953 at age twenty and was nominated for a Rhodes Scholarship. This presented two problems. First, he was no athlete, and the Rhodes emphasis on body as well as mind required all recipients to embrace some sort of physical endeavor. (He barely qualified through some makeshift intramural basketball.) But then, all candidates still had to be in perfect health to participate in Oxford’s sports activities, and Conners’s rheumatic fever had left him with a heart murmur. The examining physician wouldn’t clear him. Conners needled and cajoled and finally persuaded the doctor that the murmur was nothing to worry about. He got the sign-off on his health forms.I


Conners so enjoyed Oxford’s psychology courses during his two years overseas that he set his sights on getting a master’s in the subject when he returned Stateside in 1955. He was accepted at Harvard and arrived there a bit of an odd man out. Cambridge teemed with New England prep-schoolers; he was the Utah rube. This difference became clearer during one of psychiatry’s most infamous investigations: Harvard’s study of lysergic acid diethylamide, or LSD.


An experiment to assess this new substance’s effects—which at the time were still presumed to be medical, not recreational—required volunteers in two groups to drink a cup of orange juice. Half the cups had LSD dissolved into them, the other half some vodka. Neither group knew which it had gotten (the vodka was made tasteless) and researchers, who also didn’t know, sat behind a one-way mirror and watched exactly how loopy the subjects became. After drinking his cup, Conners became so deliriously wasted—friends had to carry him home—that the observers figured he had gotten the LSD. But the log said he had gotten vodka. This befuddled the research staff until they learned that Conners, although not religious, had grown up among so many Mormons that he had never consumed an ounce of alcohol in his life.


Conners sobered up in time to get his psychology doctorate from Harvard in 1960. While considering career paths, he received a letter from a prominent Johns Hopkins psychologist named John Money, a pioneering researcher in gender identity. (Only a few years later, doctors at Johns Hopkins performed the United States’ first gender-reassignment surgery.) Dr. Money invited Conners to Baltimore to work with him on the study of hermaphrodites. Conners wrote back: “I’m not sure what a hermaphrodite is, but I know I’m not going to want to spend my life working on them.”


Dr. Money, if a tad disappointed, appreciated the cheekiness and showed Conners’s letter to another Johns Hopkins iconoclast, Leon Eisenberg. Dr. Eisenberg wanted a smart, young partner to help him investigate overlooked emotional problems of young people.


His first target: an intriguing, yet vexingly nebulous, condition recently dubbed hyperkinetic impulse disorder.


  *  *  *  


IT’S HARD TO fathom today just how much psychiatry dismissed children up through the 1950s. The field considered them to be, essentially, little adults—with similar emotional labyrinths to explore, almost always through years of Freudian talk therapy. When the powerful American Psychiatric Association in 1952 published its first catalog of psychiatric conditions, the Diagnostic and Statistical Manual of Mental Disorders, almost all considerations of young people were lumped into one small category rather obliquely called “Adjustment Reaction of Childhood.” (This phrase raised several questions, including what stage of life these children were adjusting from.) Only a few sentences described children’s troublesome behaviors, ranging from nail-biting and thumb-sucking to violence and cruelty.


Leon Eisenberg cared about children as few in his field ever had. He was convinced that their psyches were not just adults’ writ small; their problems were distinct, and their treatments should be, too. Eisenberg’s outlook built on the work of his Johns Hopkins mentor, Dr. Leo Kanner, who had written the first English-language textbook of child psychiatry and was the psychiatrist who first described autism in the early 1940s. Eisenberg extended Kanner’s autism work by assessing how children’s language patterns over years could predict their autistic behaviors as adults. He developed theories not merely through talk therapy with individual patients, the strategy used by most of his field, but by conducting formal scientific studies to generate rock-solid evidence. With Eisenberg, one of the first psychiatrists to trade squishy observations for hard-and-fast data, other scientists at Hopkins joked, “Finally, a psychiatrist who can count.”


Still, if any area of science could defy categorization and cold calculation, it was the behavior of young children. This was clear among kids whose conditions fell short of schizophrenia or severe depression; when talk turned to hyperactivity and impulsivity, traits shared by all children to some extent, separating unusual from normal was almost impossible. There had to be a physical explanation, most likely an early, even prenatal, brain injury. This view took hold to the point that when a child in the 1950s was particularly uncontrollable, he—it was almost always a boy—was often said to have “minimal brain damage.”


The brain-damage theory began to crumble at, somewhat coincidentally, the Emma Pendleton Bradley Home in Rhode Island. Charles Bradley had left as medical director in 1948 and was succeeded by Dr. Maurice Laufer. Dr. Laufer eventually noted that too few of his hyperactive and impulsive patients had any past brain injury to explain their troubles. Something else had to be responsible, even if no one knew what that could be. So he coined a new term for their condition, something more dulcet: hyperkinetic impulse disorder. “In brief summary,” he wrote, “hyperactivity is the most striking item. This may be noted from early infancy on or not become prominent until 5 or 6 years of age. There are also a short attention span and poor powers of concentration, which are particularly noticeable under school conditions.” This observation foreshadowed the ultimate definition of attention deficit hyperactivity disorder a generation later. Similarly prescient was Laufer’s recognition that parents, after being told that their child actually had an identifiable medical condition, felt “a great sense of relief concerning their own and the child’s responsibility for the problem.”


As for treatment for hyperkinetic impulse disorder, despite Bradley’s experiments at the same hospital, amphetamine had developed too mixed a reputation to consider giving it to children. On the one hand, its vast use among soldiers in World War II to increase alertness and mood in combat was viewed as almost patriotic, a means to Allied victory. (Winston Churchill personally authorized the use of 72 million Benzedrine tablets by British troops, although some took so much they began to hallucinate and see tanks drive sideways.) But news articles about Stateside Benzedrine addiction were commonplace, to the point of satire: In 1947, the musician Harry “The Hipster” Gibson released the song “Who Put the Benzedrine in Mrs. Murphy’s Ovaltine?,” a giddy number about an even more giddily addicted housewife. Smith, Kline & French countered the bad publicity by releasing a slightly tweaked formulation of the drug and rebranding it Dexedrine, but that, too, kept minting addicts. In the rare cases a parent wanted to try medication on a child, nonamphetamine options were preferred. Some hyperactive or emotionally unstable children were given the tranquilizer Nostyn, which was marketed to doctors as “safe for your little patients too.” A similar product, Atarax, was advertised as “lengthening the child’s attention span for better schoolwork and easing his relations with teachers, classmates, and parents,” a strategy used in later ADHD ads. But these drugs typically caused worse side effects in children than adults, so the entire concept of giving them to any beyond the sickest young people remained frowned upon.


Back at Johns Hopkins, Eisenberg still saw too much promise in Dexedrine to renounce it altogether. He was anything but a drug maven—he viewed talk therapy to be vital to the treatment of children. (“It’s time to stop pulling drowning kids out of the river,” he insisted, “and start heading upstream to see who is pushing them in.”) He gave up on no kid and would pursue any aid that formal science could pinpoint. A responsible, well-structured Dexedrine study would have to meet three vital conditions: Some children would receive medicine, others only placebos, and others nothing at all (making the study “controlled”); pure chance would decide which patients fell into each group (“randomized”); and no one, from the kids to the teachers who observed and rated their behavior, could know who had received medicine and who did not (“double-blind”). Shortly before the trial began, Eisenberg recruited Keith Conners, who shared his enthusiasm for formal science and concern for kids.


Their Dexedrine experiment took place over two months in 1961 at the Boys’ Village of Maryland, a reformatory facility for delinquent teenaged African American boys,II most of whom would today be diagnosed with behavioral disorders other than ADHD but who were still quite uncontrollable. The Dexedrine did appear to improve the boys’ behavior; on the downside, they lost their appetites to the point that many lost five to ten pounds. This effect surprised no one, as amphetamine was already a popular diet pill for adults, and it worried Conners and Eisenberg. Yet they saw enough promise to urge further experiments, which they called “a compelling social necessity.”


Eisenberg and Conners knew the public wasn’t ready to give amphetamines to children. Perhaps doctors and parents could accept a relatively new drug that was almost identical to amphetamine, a pick-me-up for adults called Ritalin. That pill had much less baggage. In fact, from the start, Ritalin was a love story.


  *  *  *  


LEANDRO PANIZZON ADORED watching his young wife, Marguerite, play tennis. He was a chemist for the Swiss pharmaceutical company CIBA—short for Chemische Industrie Basel, or Chemical Industries of Basel—who had spent years fiddling with the molecular structure of amphetamine, for little reason other than to maybe stumble on something that would increase Marguerite’s energy and focus on the court, but be less addictive. (And, while he was at it, slim her waistline.) In the mid-1940s he wound up with a formulation that did all this and more—turning Marguerite, known as Rita, into a tennis-playing machine. She loved it as much as he did her. So he named it Ritaline.


To distance itself from amphetamine’s sketchy history, CIBA termed the chemical formulation of this drug “methylphenidate.” The company released it to the American market in 1956 as Ritalin, a treatment for narcolepsy, chronic fatigue, depression, and erratic behavior caused by senility. (Again, only in adults; the medication was untested in children.) Early advertisements for the stuff in medical journals presented galleries of middle-aged and elderly men looking lethargic and depressed, with the message, “All are candidates for Ritalin.” CIBA went so far as to develop a liquid version that psychiatrists could inject into their patients right there in the office, something illegal today; this method would “help psychiatric patients talk,” one ad said, “in as little as 5 minutes.”


Fresh off their promising Dexedrine results, and knowing that methylphenidate and amphetamine were close molecular cousins, Eisenberg and Conners suspected that Ritalin might similarly improve the behavior and schoolwork of particularly difficult children, but with fewer side effects. Conners visited two facilities near the Johns Hopkins campus in Baltimore: a group home for kids whose truculence made them unsuitable for placement with a foster family, and a psychiatric treatment center for what were then called “disturbed children.” None had a specific diagnosis; they just clashed with traditional and increasingly distraught family settings. But the kids had some hope. When Conners visited the homes for the first time, he was struck by how much the youngsters craved his attention. He felt like a visitor to Bangladesh who finds children pulling on his clothes plaintively. The sensation stuck with Conners for the rest of his life.


Conners arranged for seventy-eight children to take the little pink capsules for ten days—half getting Ritalin and half placebos—and were examined before and after in about a hundred different physical, behavioral, and emotional categories. The Ritalin kids jumped out immediately. They became less impulsive. Their alertness improved and, along with it, their ability to learn. Side effects were relatively tame: Many children lost their appetites, others struggled to sleep, and a few became more anxious than usual. But the trial was a resounding success. The paper Conners and Eisenberg wrote up for the American Journal of Psychiatry—the field’s most respected journal—was titled, “The Effects of Methylphenidate on Symptomatology and Learning in Disturbed Children.” The headline might as well have been: “Hey Everyone, Ritalin Works.”


However, just as with Charles Bradley a generation before, the psychiatric establishment roundly shrugged. Experienced doctors weren’t necessarily hostile to the findings; they just didn’t care. Psychiatry’s stock and trade was Freudian analysis, and any suggestion that some pill could do anything that their intensive (and profitable) talk therapy could not was blasphemous. Upton Sinclair had once put it best: “It is difficult to get a man to understand something, when his salary depends upon his not understanding it.”


The Conners/Eisenberg paper did impress some people, though. The National Institute of Mental Health was encouraged enough to consider funding further Ritalin research. Then, weeks later, came a more eye-opening offer.


Conners was sitting in Eisenberg’s second-floor Hopkins office discussing their young patients when someone knocked on the open door. He was a salesman-looking fellow, early thirties, in a dark suit, white shirt, and tie. He introduced himself as a representative of a very appreciative CIBA Pharmaceuticals. The man slid a piece of paper out of his pocket and placed it on Eisenberg’s desk.


“Here you go,” he said. “For further studies.”


It was a check for $5,000. As the man left, Eisenberg closed the door behind him and turned to Conners.


“Watch out for these guys,” Eisenberg said. He walked back to his desk, put the check in a drawer, and never mentioned it again.


  *  *  *  


AS CONNERS INVESTIGATED how Ritalin affected children’s behavior, others debated just what to call that behavior itself. “Minimal brain damage” was falling out of favor, for two reasons: First, such children were showing no signs of brain damage, minimal or otherwise; second, it was just plain unsavory. More than thirty other terms began making the rounds instead, including “organic drivenness,” “character impulse disorder,” and “cerebral dys-synchronization syndrome.”III One doctor even proposed “Hoffmann’s disease,” to honor century-old Fidgety Phil.


Two doctors at the Child Guidance Clinic in Little Rock, Arkansas, Samuel D. Clements and John E. Peters, were determined to come up with a better name. Hyperkinesis? Too restrictive, they felt, because some children were relatively calm; they just couldn’t concentrate. Attentional deviation syndrome? Didn’t capture hyperactivity. These kids . . . well, there was just something off with their functioning. And there it was, staring back at them: minimal brain dysfunction.


The term gave mothers more than just a tasteful phrase to use at the bridge table; it reified the syndrome within the medical community by being equally malleable and disprovable. (Any exasperating behavior from a child, almost by definition, could be ascribed to who-knows-what at least minimally askew within the brain.) Rather than explore this overinclusiveness, the most prestigious journals, including the New England Journal of Medicine, happily accepted it. One paper said that minimal brain dysfunction was “a mysterious something” that experts were “not able to clarify . . . to any great extent.” But its existence was “beyond doubt.” In 1966, Clements led a US Department of Health, Education and Welfare (HEW) project that would further define MBD for either the skeptical or understandably confused. His three-part report spanned more than one hundred pages and represented a playbook for clinicians to make the diagnosis. Suddenly, minimal brain dysfunction was not just recognized by the medical establishment; it had received the government’s seal of approval.


Eisenberg and Conners got the ultimate endorsement, too—being wooed away from Johns Hopkins by the even more prestigious Massachusetts General Hospital and Harvard Medical School. But their interests were beginning to diverge. Eisenberg focused on improving minorities’ access to psychiatric services and admitting more women into Harvard’s medical programs. Conners was left in charge of seeing young patients, counseling families, and running all research in child psychiatry, including continued tests of Dexedrine and Ritalin in children.


Conners was less concerned with MBD’s name than creating a tool to measure its symptoms. Some questionnaires used by doctors asked how often the child would “wrestle and horse around,” “play hooky,” or, question 13, “get into tricks at Halloween,” not exactly the stuff of which science is made. Conners spent years developing a list of thirty-nine more straightforward and objective items such as “inattentive,” “quarrelsome,” or “excessive demands for teacher’s attention,” using formal statistical methods to confirm that these really were the most telltale categories to pinpoint MBD. The youngsters were ranked from 0 (“not at all”) to 3 (“very much”)—but not by doctors, who, Conners explained, could not possibly evaluate youngsters’ behavior during short office visits. Teachers, who spent as much time (or more) with children as parents did, were best situated to make the “astute observations” required to judge the truly dysfunctional.


By late 1969, Conners presented what he called his Teacher Rating Scale in a paper in the American Journal of Psychiatry. The questionnaire could allow doctors everywhere to assess MBD and make diagnoses in a more accurate and standardized fashion. It would do even more than that, though. Conners’s tool would quite precisely measure a kid’s behavioral symptoms before and after a trial of Dexedrine or Ritalin—and, in some ways, became an invitation to try.IV




“The drug,” Conners had written shortly before, “has energized the children, apathetic and discouraged by previous school failure, into making use of abilities available to them.” This message was still a little too stuffy for CIBA, which appreciated Conners’s conclusions but still needed something punchier for a Ritalin-for-kids advertising campaign—a promise that would speak to doctors and parents alike. It succeeded. One medical-journal ad altered the picture of a young boy, maybe five or six years old, to make him appear to be shaking violently, as if electrocuted. But CIBA’s wonder drug would calm him down, and so much more. Ritalin, the ad declared, “helps the problem child become lovable again.”
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    CIBA Pharmaceuticals


    Leon Eisenberg was growing uncomfortable with this enthusiasm. However rooted in science, Conners’s symptom questionnaire measured not necessarily a child’s behavior, but outsiders’ impression of it—their tolerance for it. The evaluations remained dangerously subjective, allowing a parent or teacher to circle 2’s and 3’s depending on their own values, even whims. Eisenberg cautioned: “Whereas the adult comes for treatment largely because of his own distress and at his own initiative, the child comes to our attention because of his family’s or his community’s initiative. Who, then, are we to classify diagnostically: the child, the family, the community, or all three?” He feared now that the Conners Scale, unleashed upon the real and imperfect world, would begin green-lighting widespread overuse of Ritalin.


America would soon learn just what Eisenberg was talking about. Mere months after Conners’s scales were published, debates over Ritalin moved way beyond scientific journals. They entered newspapers, television, and—most remarkably—the halls of the US Congress.





I. So Keith Conners’s career was partly launched by coaxing a reluctant doctor to give him what he wanted—foreshadowing the future problem of patients seeking ADHD medications.


II. Any cynicism regarding Eisenberg’s experimenting on African Americans first would be wholly unfair. If anything, he wanted to help them more; Eisenberg took a special interest in providing care to underprivileged, minority children, and became an early proponent of affirmative action.


III. The 1968 edition of the DSM grudgingly settled on “hyperkinetic reaction of childhood,” which it only briefly described as “overactivity, restlessness, distractibility, and short attention span, especially in young children.” The term never gained any real currency.


IV. Conners needed no questionnaire to assess the effects of Ritalin on himself. Late one afternoon, following an exhausting day in the lab, he had to attend an eight p.m. lecture by Harry Harlow, a behavioral psychologist famous for locking young monkeys away from their mothers and studying their emotional demise. Knowing he’d never stay conscious for the whole thing, Conners found the tub of Ritalin capsules so generously donated by CIBA and took one. Within thirty minutes he snapped awake and thought to himself, “This is fantastic!” He kept working until eight. He skipped dinner. He zoned in on the lecture, chatted with folks afterward, and stayed up until three in the morning. Just one dose felt so great, so beguiling, that he never tried the stuff again for the rest of his life.





Chapter 3






FROM MBD TO ADD


As tips go, this was a doozy. In the spring of 1970, Robert Maynard, a national correspondent for the Washington Post, heard that the Omaha, Nebraska, school system was—wait, what?—prescribing “behavior modification drugs” to thousands of their difficult students, most of them black. This news resonated deeply with Maynard, himself a black man who had spent years covering the cauldron of civil rights and the nation’s inner-city riots. So when he learned that thousands of black kids were being hit with drugs, not just fire hoses, he flew to Nebraska to pursue the story. His exclusive sparked a summer in which Ritalin broke through and into the national debate.


“Omaha Pupils Given ‘Behavior’ Drugs,” the Post’s page-one headline blared. Maynard reported that 5 to 10 percent of children in the elementary school system—perhaps six thousand total—were taking Ritalin, Dexedrine, or other drugs to control their hyperactivity and other disruptive antics, all part of a “behavior modification program.” Many parents from Omaha’s mostly black north side said their schools were coercing them to go to the clinic of one Dr. Byron B. Oberst, a local pediatrician, who would put their children on medication to make them more manageable. Maynard accused school officials and local doctors of staging a campaign to, as he put it, “drug black children into quiet submission.” One ten-year-old boy named Mackie said, “I’d be acting crazy fooling around at the board and stuff and the teachers said, ‘Mack, do you have one of your pills?’ I say, ‘Yeah.’ So I took one and we went out and played and I came back and I felt more like doing my work.” Children as young as eight were carrying pills to school and trading them during recess like candy, telling each other, “Here, you try my yellow one and I’ll try your pink one.”
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