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- An exokssively impulsive life style characterizes organic hyperactivity.

-

. ) ) . v . o - N o
of this stylle, extreme motility is a variable and relatively insignificant component.

~

-

. A more importiant and usual component is e#ffeme impulsivity of thinking and
. . . . . . - o\ ‘ .
The child can be helped in his or her efforts to think before
acting by éﬁimulant“mediéatibns; but this.therapy~shou1d not’ be used unless the
] ! . . A

»

< decision-making.

: physisican is prepared to exert 'the same degree of care and continuous supervision

\ T !

\ as with other important, critical,. long-term medications, such as insulin.

The purpose of clinical inquiry is td guid the choice among available

managementvbptions for the patient. The only.ciinically justified questions
. Qag: those which help one make that choice. ".Questions which do not hélp one v

make pracfibéi choices should be avoided because they are confusing and clinjcally

unjustified. For this”reason? 1 shail discuss hyperactivity only at the behavioural

‘level; only behavioural considerationg have any practiéaL ifnportance in hyperactivity.

. - - ‘ . o . L .
Chemical analysas, electrical recordings, and other labgratory procedures are not

4: ‘clinically useful though they ' may have research interegt. -

. B - . .
The basic mechanism, at the behavioural level, off organic hyperactivity

‘is the impulsive sty;e: impulsive style in movement, aking for the excessive

:

motor activity which gives the condition its name; impulsive style in shifting
attention, making for the distractibility which is agtually much more important; )
an impulsive, style in social relating, making for sdcial ineptness, which is }ust

as important. Now these three main aspects - - mot lity,,aﬂtention and

» B e

v 'socializatign -~ are'difﬁérentiélly salient at different stages in child -development.

. . " . L] -
. -, In the infant\the excessive movement is the most stFiking. Infants do not yet
N N _ . -

A\ .
' socialize, so they cannot be criticized for how they are doing it. Although
. . \ ' A .
\\_ infants cextainly\ attend, we have rather vague ideas about how much attention is

\

L (¥ . N '
/ . . . ? B : .
typiqél of ; baby,\so we can onIy-judge in extreme cases. Byt it is hyperactive
X ‘/. \ ) - . . - g: )
: . ) PTIPIN . ® v
, K infants® movem@nts,that are particularly striking clinically. . e -
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. " Actually, tHe person qho ha

They may even be 1nterna11y Strlklng tp mothers before birth, or so we are:~h

, ?—“sometzmeg-tSIEN‘“Many\gﬁ not all thes

children are unusually mobile, éven v

. -,

very soon after birth. They are a1so‘sometimes seen as advanced in motor
. ‘ J . -’ .

their‘motor capability to the observable

4 -
\ <

Sﬁevelopment. In other wdrds, they usge

. rarely the dase.‘ However, two other aspects of 1ncreased motoric actlvity do come

to notice. Frequently there are

(4

when on the breast or the bo le. Al o, the baby may have sleep dlsturbance.

sleep disturbance is the parent. A .few hours after
P : P .

I

.going to sleep, the child /may feelyawake and ready to 805, whereas the pafen s
/
These/éomplalnts do’ not brlng the child to 7 ‘do
Q
for the @ollowxng reasons: In most households/
/- .'

other fe ds and comforﬂs the ch11d So, it 1s/on/y she

-~ have a different opinion
as often as they might,
‘two;parents, only the

who is substantially i

o
N L

conven}%nced by the feeding and sleep problem ." If she

~ is a conventlonal mother, she is probably so gu11t rldden that she ssumes that
v, .
"any problem is of her own 7?k1ng, and that she should live with it Lather ‘than N
present what is a real problem for c11n1ca1 attention and pos31b1e help. vSo, \

we do not see these children as often as ‘we should when they are Very sma11.

-T - The effect ‘of the e%cess1ve mob111ty escalates when thp ch11d is a toddler,
‘p .

because he damages both prpperty and pimself At th1s p01nt, fathers tend to
\ )

agree that thefb is le%ltlmate reasonmfor medlcal consultatlon, s1nce the child

o S

i " falls 1nto chasms, or/1ngqsts the tranqurllzers which are often understandably

present in the med1c¥ne cmests of pkrents of hyperactiwve ch11drenﬁ\ So one way or
' {

4

another, partlcularly when\derlved ‘from midYle- c1ass homes, the ch11dren come to

\ ~

¢

N
attention as pre-sohoolers.on acc0unt,of the manner-}n whhch they move. : 5




. e B ‘ . < v‘
It is mot éo'much_thé extenﬂ/to‘whi§h t\ez/méve but the times at which they move,

.

times at Which it mighﬁ/Be/wiser to bF still. Attempts to document an overall ;

. ; ) .t . [ 3 - N 1
- excessive amount of moVement on the part of hyperactives have usually been .inconclusive

.
\

- ZIhey mpve wher others ‘do not. They are the "fools who rush in" where introverted . ° !

S "angels fear to .tread." ‘Bﬁt thiy'excegsive mobility is not a primary manifestation; ]
\A‘ A i - _.~ . .‘.. . . " - . . . i
~ t is secondary to a rapid change of thoughts. The'impulsive child keeps changing
- what she/he-is observing.' Now, the younger the child the more will'thoughf be
. " . . .i . B
reflected in movement. In the infant, thought and movément are identical, so that one

can see ﬁhe.cbild‘tﬂink and observe whether he/shé is impulsive. As the child
) : : . :

.

.grows older, the byperactive's_impulsivé style of thinking may remain unchanged;

C but'in’the course of all chiLﬁren's development, ﬁhbught }ncreasingly dissociates

~ ap

from overt movement. Thefe.may, therefore, be a mistaken impression that the .
~ \ . - . .

03

condition is remifting. All that may be happening is that the motor accompaniment ®

*

' ofvimpulsive thinking becomes less conspicuous, d this by itséifris no indication

for suspending clinical concern about the patient. By adolescence, these children

hardly ever seem to move undul}. . . . : . o PR

: . . : . i

. The attentional component ‘-- distractibility -- becomes apparent when the f

" ~child is first in a situatioh in which maintained attention is fequired. This of
course, is séhool brgaincreasingly‘often,'pré-schoof. In Ehose settings teaching

personnel observe thigt the child does not seem to attend well in a‘g;oup situation;

the child does not seem incapable of éttending but rather seems to need continuous,

] .

attention from an hdult,\yho has to be with her/him individually in order for .

a

-+

e ", attention to remain focussed on a task. In other words, impulsive changing oF
. / . . .

. / . ‘ :

train of/thought occurs unless there is very definite structure about the child

some extent, except in the most extreme cases. So these children rather,

-

come to the atteation of teachers_who have more than one child in a «lass
’ A H '.R" ] . A -
| - ot 3 . |
. - e _ . '
W;;ﬁﬁ»
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and to whom this is a considerable imposition., This factor becomes increasingly.

-

\\ gerious in terms'of the Social interactfon‘between the~child and the teacher as
\\\. he chlld grows older and the classroom structure becomes more rigid. The attentional
\ v ,vf L - .

, -\\ problems may er may not be reflected in 1mpa1red performance. If the chlld is very

t

-

. 1 s

\brifh then even moments of attentlon “are probably suff1cient to acqua1nt her/hnqr

.with the essence of content on a typical day in class. This is mﬁch to the teacher's

L4

mortificatlon, because the child is patently inattentive knows ever?thing the

. teacher could want him/her to know.- If the child is mentally slugglsh, then

o

- intermittent attention w1ll not be sufflcient, and school fallurelwill result,

o But school failure is hot an essentlal or d1agnost1c 1ngredient of- the hyperactivity-

R ',

.

- - -

impulsivity syndrome; -
- .__—"—'——//’ A N

The third and\ln the }ong run perhaps the most important component is the '

& et

socialization problem. Th se chlldren are 1mpuls1ve 1n ‘the- way they'make their

social approaches to others ' They do not play the courtship game of" approach look,

hesitate, gather s1gnals and cues. They crash in and are often reJected frdm the

e ‘ group Just as fast. The hyperactives .are the excessxve extroverts, the travellng

. + - R

salesmen of childhood." Their'personal styles‘are such as to,allenate the1r peers,
~

.

and thig becomes incre S1ngly serious until in adolescence it is a major problem,

L making for an dlienated and 4 potentlally*delinquent individual. The. progn051s
. 4 ,

for hyperactivity i%5 even more dubious with regard to social adaptations than to
‘ . l

i intellectual achievement. o . i , .

4

The basis for the 1mpuIS1V1ty can only .be d1scussed in general terms at this

~Z
time. There are some-mechanisms din- the brain which program rapid impulsive action,
0 ) g : ' N , ;
and there are others which help' the individual s{op and think. .Th stop mechanism
is subject, to maturatibn. . :
- 4

~
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» a . ' . . "-41"‘"\- . o E A
e older children and adults\are better able than young-children tq stop and think,
. B . N - . - ~
: . R ’ . ; .
wﬁen*this is appropriate. But hyperactives ‘seem slow even for their age\in ~ T

. applying those 1ntellectualrbx\\ff\ffoheir actions. The etiology could be.genetic

C or earl% acquired damage or just polygenic v\riatiop ‘but the problem is the same, .
\and the management is' the same, regardless of etiology.
i

I have discussed hyperactivity as a personality trait that | characterizes a
child's behavieur right through her/his development. But there: have been sorie

|
recent clathﬂfor factors precipitating hyperactivity. These are of two kinds,”

////,—~’-/ emoqdonal and chemical. Emotional stress might precipitate’impulsive, chaotically

disorganiaed-behaviourr Maybe at any rate it,make; overt_a pre-existing sub-clinical

tendency to behave in:this.way. The® other ‘claims have been for factors of a chemical

nature. Supposed precipitating'factors range from hypoglycemia,through fluorescent
N‘ _lightingfto additives and colouring matters_in food. The pifblem With these claims
- is . that it takes. less time to generate them than‘to dlSprov; them. The,situatiom
"is peculiar’in this area of medicine.‘ It is customary in medicine that someone who
makes claims feekf‘oalled upon to validate them before pontificating. Here, however,
the pontifications come first, and the'challenge.is "Prove'that I'm wrong; otherwiseé
o dd(whaé I say" (which is, usually, to make a rahical'and seemingly aenseless change

| / . i . >

‘in £he patient's; life). I am in no position to dismiss as irrelevant/al

various hypothesized factors; they comé up_too fast. I do want to draw attention
T N § i .

to the fact that concern with food additives is not new to the North American

3 - - -

continent. \The paranoid style in cookery,has been prevalent here for hundreds

o
of years,'and before you further fetd that paranoia, may I urge you to insist on

»

proper data? If it can be shown ih a rare case that a particular chemical, when

-

ingested, caﬁses hyperactive behaviour, of course that child should avoid it. But
prioragi'a positive provocative test is is unjustified to impose the fantastic

;\ dietary restriction that is called for by this theorizing.

E Q . ' . )
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. . ) . ‘ / - ) ) r
Only those agénts should be eliminated from ihe diet that have been positively

igcriminated ‘
e

In contrast to those speculative approaches, the management of hyperactivity

~ .

with stimulant medication has been around for some 35 years.. lt has been very
T .

.thoroughly explored and well documented and @ number of definite things can be

said about\it. Stimulant therapy with family counselling ‘is the mainstay of

U N

Almost always these two are needed. The way to use stimulants becomes clear upoh

junderstanding how they work, There is a mistaken and misleading impression that
) L. : - Y ‘
a ' gtimulants have a paradoxical éffect on hyperactive children. ‘It is argued that,

_.1

‘whereas stimulants stimulate normals, they sedate hyperactives. This is: wrong.

. . SN )

Stimulants at _ the dose levels in question do not st1mulate "normal people; college
A

.8 tudents do not take them before examinations to be stimulatéd. They take them to

v . : i

q?anagement for this condition.. OccaSionally the need for other measures is apparent.

“be be\\er able to concentrate, which is eyactly why hyperactive children take them..

9

Hyperactive children are not sedated by stimulants either. The goal of stumulant

“therapy is to enable the hyperabtive child to think before acting. If they aéhieve

that goal, their effect is physiologically desirable. Iff any other effect is

L4

\ achieved, that is the wrong effect, amqd the treatment has not beeniimplemented

\ Lo -

_properly.’ Stimulant;&edication seems to activate»that pért'of/thé"brain'which 1. -
called the stop system. It perhaps does so indirectly by”activating‘the reticular
- \formation which itself projects to the stop system. But that is- hypothetncal and -

inessentialrfor our practical discuSSion. thefimportant point is that there are
‘'some children th“are unduly impulsive, and they can be helped ip this way.

-

One cannot tell whether a child ould be so helped until the medication’has

+ /
, been tried, because excessive motdr act1v1ty is not_ only caused by impulSive mental

N\

L
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Distractibility id also caused bybthings other than hyperactivity -- anxiety,

emotional d1sorder and so forth.. Social incompetence obviously has many causes. .

There is.no way of being sure that the child will respond beneficially to stimulant

~

ahead of trying that treatment. ° So the clinician expects to try the effect of

stimulants on far more children then she/he will cont1nue to ‘use them on. When “
"

"stimulant therapy.is begun, 1t'should.never be done on a long term/bas1s. The proper

~ »

- -

I

' \ .
way is first to try it and make it clear to the pareh{i that one of three things

will appen the child W1ll get better~aw1ll get worse; or will remain the same.
If the child gets better, you and they will discuss whether sh#/he should remain
i / Y
for longer periods of timg on that med1cation. If the child gets worse, you stop.

a

If the 'child does not change, you have obViously not ‘given enough to form an opinion,
: L]
80 you increase the dose. OQver a period which usually~d0es not-exceed two weeks,

E]

you w1ll be.aglh\to determine whether stimulant therapy holds promise for a given

child, and then you can discuss whether it should: be instituted
If it is instituted, it has to be used with the follOW1ngﬂconeerns. . The
: * 3
manner of use will depend upon which drug is chosen}_‘The'availahlenones are l
amphetamines; methylphenidate,-and pemoline,‘ The.most commonly‘used drug is

methylphenidate.\ Studies have.shown it to have perhaps fewer side.effects than

.
o ’

dextroamphetamine (and much tha samﬁ as pemoline) . On the other hdnd,

R

dextroamphetamine is far 1ess expensive and just as effectiye'behaviourally.
v "'«_ V S .
. Dextroamphetamine.has two advantages over methylphenidate. One advahtage is that

it exists in spansule form.3 This is important."Any one pill of dextroamphetamine
»

or methylphenidate Acts for no more thian four hours. If given once a day, it - .
covers_four hours: T¥ice a day, e1ght hours, still does not couer the child's dayi
The drawback of not.cozering the child's day is'a.rebound 1mpuls1v1ty when the
effect wears off. : R b , S
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. And sdmetlmes éven~between pills a child mdy have a rebound of -impulsivity. This )////_

can be confusing in ‘assessing the résults of the treatment. Akregime of the pills °

>

. . . - . ’ S . CoL
three times a day is the minimum that is reasonable to give.: Twice a day will not
¥ ,,.' > ¥ : '
do, because of the kneV1table rebound in the even1ng and the 1nsomn1a that will
. . 4 . I

probably 1low, When even three- t1mes a day glves a fluctuatlng effect, a spansule '

can be insfiituted. The other advantage,of dextroamphetamine fs that it is ‘more
. ,

’

robust in the face of gastric Jurses. Methylphenldate\ls destroyed by gastric

’
.
]

. a" problem. But in general theQ

when the medication began may not be so two or three months later. It is important

\

‘ oo

acidity. If given Wlth meals, it is Qot g1ven effectively, it sheuld be g1ven a

half hour beforE'meals. Not all parents‘remember this,'and'sometimes this can ;

e S . ¢ . : .
again confuse the apprai#sal of what the medication is achieving. Dextroamphetamine
. RN IS W . '
does. not have thig restriction 1n%1ts use, Pemoline seems to have the same effect .,
: Y N A

'as the other two agents, but.%t iss§lower'acting ‘and cumulative. This could be of

; -

. use when hyperactiv1ty on wak"vg and‘before the morn1ng pill has taken effect is

.

N

'anS1tory effect of stimulant 19 an advantage.

1f you stop the medlcation, you can tell very qulckly if the hyperacﬂxxlty is " :

o -

still present, for in a properlyﬂmanaged case, the changes are dramatlc, even

after leaving out a single dose. ’

, ’ 5 T e
,

‘ . . ’ 3 . =
The need for drug in terms of dose is variable, and a dose which is appropriate |

- - — B :
to maintain contact by telephone with ‘the patient's parents for the following reasons:
When the initial effect wears off bécause of a relative -telerance té the agent, all

the guilt feelings and the doubts'about having.the child on "drugs, " all the

"rubbish that comies fldodlng 1n from neighbours, the med1a, and other parties taket~

i

effecti» It is then qu1te poSS1ble that parents W1llcome not back to tell thc doctor

" v .

that the med1catlon is no longer work1ng but rather will feel gullty about having

r

. ¥ - B
ever given the medication and resort to some quackiry instead. . “
L . ( - ! ° 0
won 2 ¢ - i(} P . ° . . .
- . : Lo + h
v ‘ »

i .
- : - . ﬁ\
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these pills, and‘they and the parents may forget: Then the observation-may be

'made that the child was not really very diﬁferent off the medication, or, to the

six months, ‘it might, for all I know, be a 11fet1me. The important thing is .

. '/‘9- ,\; B : .Qf. . v
So it is important to 1nsp1re the p%rents with suff1c1ent confidence that they

will report any relapse. An adJuSqment of dose at that time usually has a. more

3 N ¢

w

long 1ast1ng effect. . \,, ‘/ P , -
N ‘ ' | L : 4
When to stop7‘ When it is noilonger needed. There is no way of predicting

v
.

the t1me. One can.only f1nd out by trying “the child off med1catlon, say once a_
u

year. Usually there are natural experiments: Ch11dren do not much‘llke to take 4

1 .

Fo

.

-contrary, that the ch11d reverted to’ 1mpuks1ve and maladapti‘e behaviour. No

' commltment should be made about how long treatment will continue. It m:ght be

? //,, ‘. RN

that you do not begin.to.giveﬁﬁhis:medication~un1ess it is really needed, and if °
it is really neededj you give it,for‘as.long as it'is'really needed. .
' .-‘ ) ' € , . ) ‘ . . 4 B
Stimulants are appetite depressants, gnd they will depress children's: . .-
] . . [ : S . s .

¢ .

L _ \ - . |
appetite, particularly‘initialLy.\\AS you know, obesity.is a killer, and so this
depression of appet?te has a positive Aspect. T have known many cases in which

diminished food intake bothered parents but none in which it harmed the child,

Actually, the children enjoy what they Yo eat more,"and.since they.gohbie less, *

mealtimes become more eabpyable for the whole famlly.‘

.

|
. |

The question of insomnia 1s,1nterest1ng.’ Much. of the 1nsomn1a is due not to

—

the stimulant but to rebound from its use.’ There:are two kinds of insomnia. One

£

is due to too'much impulsive responding which, being a release'phenomenon,;is best
.9 . L B .

“treated by giving more stimulant., The other is on the contrary due to excessive

persistence of some singlg thought, which is more what can happen with too much *

v : t ~4

-

rstimulant, ° o R -

3

ol

a
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Attention is too focused. For that kind of insomnia, it-is better to reduce the .

]

" (c)lose.‘ f

‘Now for thefquestion of growth. A recent report'suggested that hyperactive.

— , P

, . . . » [ . .

child en‘on'high doses of methylphenLdate-xor on dextroamphetamlne do not galn .

-

. 4 i
AR helght and we1ght as fast as hyperactlve children who are untreated Before

il k)
o

. d1scuSS1ng the merits- of this c¢laim 1etnus note ,in paSS1ng how 1nd1cat1ve of the -

- T
- .

airrent panic about '"drugs" it is that one pre11m1nary report has ha'

0

bsuch ‘wide

AN

.~ currency without benefit»of"replication. In any case, the ch11dren who' were in
. . N . . - o v ) .

" the control_group were "hyperactives" for whom st1mu1ant therapy had\been reJeqted
a curious group not“necessarily valia for . control purposes,~ Also, the nurses who_
0t

- N

L . measured helght and weight were not ‘blind to the treatment condltions,’and their
. 3 - 2w -
att1tudes could eas1ly have contami atcd the data. In any case, other centres

-

W1th exﬁéislve experlence Wlth ‘St

¢ ’

ants have not found such growth effects. ,

F1na11y, when it really comes to the crunch, why gﬁve st1mu1ants7 1If for’ tr1V1a1

« -

reasons,-don't give them at a11. If for vitally 1mportant reasons, these reasons

.o v

. . 4
override minor, conS1derat1ons: I would sooner be a well-adjust dwarf than

. . . * L ’ : ‘ . e P
) crazyﬂgiant. ’ ) NP ‘ 8

\s,

." It is 1mportant to’ be aware.of the overdosage effect of st1mu1dnts.,~1f

st1mu1ants are given to children who do not need them 1f too 1arge a. dose is

given to ch11dren who do need them, the . effects are as follows- anX1ety,

fearfulness, withdrawal, paranola, ultimately an aut1st1c locklhg 1n.of behaV1our.
’ ' ' @ %

5 -

When these phenonmena are observed, the answer is to cut down the dose. N .

What ‘of the behavioural aLternaqjves‘to medication? Behaviour modification

‘is'an interesting case in point. ©One fundamental characteristic of:ﬁﬁese .
s LI o ~ v ) , . o , e [ . 1
~children is that they are difficult to.condition. That is why they are so Rard

v to raise as ch11dren and why it is so hard to counsel parents.
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'physiologlcal reasons for ghis;

- or.Psychotherapy. - S o o T » % N
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Rewards and pun1shments do not seem .to move them very much and there are good

* v

To my mind, behav1our modlfication for the

"untreated child is the wrong - -decision.

.

However, it is often an excellent Optlon

.for the m361Cated ch11d. Medicatlon is "ot to be thought of as an. alternatlve

. ¢ N
tto any other measureS°*on the contrary it prov1des a favourable hase state for - \

. - - .
. N L] .

behavioural measures\» Having achieved whatever one is g01ng to with the medlcatipn,

'

Lone has a new base11ne to deteﬁmlne what mofe needs to ‘be-.done. 'Usually, quite

Ad o

a .bit- more needs to be done,»by behav1our modlflcation, family counselllng, .
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