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Why did a group of eminent psychiatrists and psychologists produce a consensus statement that seeks to

forestall debate on the merits of the widespread diagnosis and drug treatment of attention deficit hyperactivity

disorder (ADHD) (Barkley et al., 2002)? If the evidence is already that good then no statement is needed.

However, the reality is that claims about ADHD being a genuine medical disorder and psychotropics being

genuine correctives have been shaken by criticism. Not only is it completely counter to the spirit and practice

of science to cease questioning the validity of ADHD as proposed by the consensus statement, there is an

ethical and moral responsibility to do so. History teaches us again and again that one generation’s most

cherished therapeutic ideas and practices, especially when applied on the powerless, are repudiated by the

next, but not without leaving countless victims in their wake. Lack of acknowledgement of the subjective

nature of our psychiatric practice leaves it wide open to abuse (Kopelman, 1990). For these reasons we,

another group of academics and practitioners, feel compelled to respond to this statement.

MERITS OF THE ADHD DIAGNOSIS

The evidence does not support the conclusion that ADHD identifies a group of children who suffer from a

common and specific neurobiological disorder. There are no cognitive, metabolic, or neurological markers for

ADHD and so there is no such thing as a medical test for this diagnosis. There is obvious uncertainty about

how to define this disorder, with definitions changing over the past 30 years depending on what the current

favourite theory about underlying aetiology is, and with each revision producing a higher number of potential

children deemed to have the disorder (Timimi, 2002). It is hardly surprising that epidemiological studies

produce hugely differing prevalence rates from 0.5% to 26% (Green, Wong, Atkins, Taylor, & Feinleib,

1999; Taylor & Hemsley, 1995) of all children.

Despite attempts at standardising criteria, crosscultural studies on the rating of symptoms of ADHD show

major and significant differences between raters from different countries (Mann et al., 1992), rating of

children from different cultures (Sonuga-Barke, Minocha, Taylor, & Sandberg, 1993), and even within

cultures (for example, rates of diagnosis of ADHD have been shown to vary by a factor of 10 from county to

county within the same state in the United States (Rappley, Gardiner, Jetton, & Howang, 1995)).

There are high rates of comorbidity between ADHD and conduct, anxiety, depression, and other disorders,

with about three quarters of children diagnosed with ADHD also fulfilling criteria for another psychiatric

disorder (Biederman, Newcorn,&Sprich, 1991). Such high rates of comorbidity suggest that the concept of

ADHD is inadequate to explain clinical reality (Van Praag, 1996).

Neuroimaging research is often cited as "proof" of a biological deficit in those with ADHD, however, after

almost 25 years and over 30 studies, researchers have yet to do a simple comparison of unmedicated

children diagnosed with ADHD with an age matched control group (Leo & Cohen, 2003). The studies have
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shown nonspecific and inconsistent changes in some children in some studies. However, sample sizes have

been small and in none of the studies were the brains considered clinically abnormal (Hynd & Hooper, 1995);

nor has any specific abnormality been convincingly demonstrated (Baumeister & Hawkins, 2001). Most

worryingly, animal studies suggest that any differences observed in these studies could well be due to the

effects of medication that most children in these studies had taken (Breggin, 1999, 2001; Moll, Hause,

Ruther, Rothenberger, & Huether, 2001; Sproson, Chantrey, Hollis, Marsden, & Fonel, 2001). Even a U.S.

federal government report on ADHD concluded that there was no compelling evidence to support the claim

that ADHD was a biochemical brain disorder (National Institutes of Health, 1998). Research on possible

environmental causes of ADHD type behaviors has largely been ignored, despite mounting evidence that

psychosocial factors such as exposure to trauma and abuse can cause them (Ford et al., 1999, 2000).

With regards the claim that ADHD is a genetic condition that is strongly heritable, the evidence is open to

interpretation (Joseph, 2000). ADHD shares common genetics with conduct disorder and other externalizing

behaviors, and so if there is a heritable component it is not specific to ADHD (Timimi, 2002).

EFFICACY OF DRUG TREATMENT

The relentless growth in the practice of diagnosis of childhood and adolescent psychiatric disorders has also

led to a relentless increase in the amount of psychotropic medication being prescribed to children and

adolescents. The amount of psychotropic medication prescribed to children in the United States increased

nearly threefold between 1987 and 1996, with over 6% of boys between the ages of 6 and 14 taking

psychostimulants in 1996 (Olfson, Marcus, Weismann, & Jensen, 2002), a figure that is likely to be much

higher now. There has also been a large increase in prescriptions of psychostimulants to preschoolers (aged

2–4 years; Zito et al., 2000). One study in Virginia found that in two school districts, 17% of White boys at

primary school were taking psychostimulants (LeFever, Dawson, & Morrow, 1999). Yet in the international

consensus statement (Barkley et al., 2002) the authors still believe that less than half of those with ADHD are

receiving treatment. Many of the authors of the consensus statement are well-known advocates of drug

treatment for children with AHDH and it is notable that in the statement they do not declare their financial

interests and/or their links with pharmaceutical companies.

Despite claims for the miraculous effects of stimulants they are not a specific treatment for ADHD, because

they are well known to have similar effects on otherwise normal children and other children regardless of

diagnosis (Breggin, 2002; Rapoport et al., 1978). A recent meta-analysis of randomized controlled trials of

methylphenidate found that the trials were of poor quality, there was strong evidence of publication bias,

short-term effects were inconsistent across different rating scales, side effects were frequent and problematic

and long-term effects beyond 4 weeks of treatment were not demonstrated (Schachter, Pham, King,

Langford, & Moher, 2001).

The authors of the consensus statement (Barkely et al., 2002) claim that untreated ADHD leads to significant

impairment and harm for the afflicted individual; not only do the authors conflate a statistical association with

cause but other evidence suggests that drug treatment has at best an inconsequential effect on long-term

outcome (Joughin & Zwi, 1999; Zwi, Ramchandani, & Joughin, 2000).

The potential long-term adverse effects of giving psychotropic drugs to children need to cause us more

concern than the authors of the consensus statement will allow. Stimulants are potentially addictive drugs with

cardiovascular, nervous, digestive, endocrine, and psychiatric side effects (Breggin, 2001, 2002). At a

psychological level the use of drug treatment scripts a potentially life-long story of disability and deficit that

physically healthy children may end up believing. Children may view drug treatment as a punishment for

naughty behaviour and may be absorbing the message that they are not able to control or learn to control their

own behavior. Drug treatment may also distance all concerned from finding more effective, long-lasting
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strategies (Cohen et al., 2002). The child and their carers may be unnecessarily cultured into the attitude of a

"pill for life’s problems."

A CULTURAL PERSPECTIVE ON ADHD

Why has ADHD become so popular now resulting in spiraling rates of diagnosis of ADHD and prescription

of psychostimulants in the Western world? This question requires us to examine the cultural nature of how we

construct what we deem to be normal and abnormal childhoods and child rearing methods. Although the

immaturity of children is a biological fact, the ways in which this immaturity is understood and made

meaningful is a fact of culture (Prout & James, 1997). Differences between cultures and within cultures over

time mean that what are considered as desirable practices in one culture are often seen as abusive in another.

In contemporary, Western society children are viewed as individuals who have rights and need to express

their opinions as well as being potentially vulnerable and needing protection by the state when parents are

deemed not to be adequate. At the same time there has been a growing debate and belief that childhood in

modern, Western society has suffered a strange death (Hendrick, 1997). Many contemporary observers are

concerned about the increase in violence, drug and alcohol abuse, depression, and suicide amongst a

generation perceived to have been given the best of everything. Some commentators believe we are

witnessing the end of the innocence of childhood, for example, through the greater sexualization and

commercialization of childhood interests. It is claimed that childhood is disappearing, through media, such as

television, as children have near complete access to the world of adult information leading to a collapse of the

moral authority of adults (Postman, 1983). Coupled with this fear that the boundary between childhood and

adulthood is disappearing is a growing sense that children themselves are a risk with some children coming to

be viewed as too dangerous for society and needing to be controlled, reshaped and changed (Stephens,

1995).

Thus, in the last few decades of the twentieth century in Western culture, the task of child rearing has become

loaded with anxiety. On the one hand, parents and teachers feeling the pressure from the breakdown of adult

authority discourse, feel they must act to control unruly children; on the other hand they feel inhibited from

doing so for fear of the consequences now that people are aware that families can be ruined and careers

destroyed should the state decide to intervene. This cultural anxiety has provided the ideal social context for

growth of popularity of the concept of ADHD (Timimi, 2002). The concept of ADHD has helped shift focus

away from these social dilemmas and onto the individual child. It has been in the best interests of the

pharmaceutical industry to facilitate this change in focus. Drug company strategy for expanding markets for

drug treatment of children is not confined to direct drug promotion but includes illness promotion (e.g. funding

for parent support groups such as CHADD)and influencing research activities (Breggin, 2001; Jureidini &

Mansfield, 2001). Thus the current "epidemic" of ADHD in the West can be understood as a symptom of a

profound change in our cultural expectations of children coupled with an unwitting alliance between drug

companies and some doctors, that serves to culturally legitimize the practice of dispensing performance

enhancing substances in a crude attempt to quell our current anxieties about children’s (particularly boys)

development (Carey, 2002; DeGrandpre, 1999; Diller, 1998).

In their consensus statement (Barkley et al., 2002), the authors are at pains to point out that it is not the

child’s, the parent’s or the teacher’s fault. However, trying to understand the origins and meaning of

behaviors labelled, as ADHD does not need to imply blame. What it does require is an attempt to positively

engage with the interpersonal realities of human life. This can be done through individualized family counseling

and educational approaches (Breggin, 2000), as well as using multiple perspectives to empower children,

parents, teachers, and others (Timimi, 2002).

CONCLUSION
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The authors of the consensus statement (Barkley et al., 2002) sell themselves short in stating that questioning

the current practice concerning diagnosis and treatment of ADHD is like declaring the earth is flat. It is

regrettable that they wish to close down debate prematurely and in a way not becoming of academics. The

evidence shows that the debate is far from over.
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