30 Reasons Why: ADHD Suffers from Numerous Reliability and Validity Problems that Require its Removal from the DSM
Abstract	Comment by Author: לפי ה APA, האבסטרקט צריך לפתוח עמוד חדש	Comment by Author: The job order does not indicate that I am expected to put this in APA format.
There is widespread agreement within the scientific community that tens of millions of children around the world suffer from a neurodevelopmental disorder called Attention Deficit/ Hyperactivity Disorder (ADHD). The origin of the disorder is assumed to be a brain impairment that causes lifelong distress and dysfunction. However, despite the apparent scientific consensus, ADHD is in fact an important and long-standing point of contention in the psycho-medical discourse (see the Introductory section). The current article presents a detailed scientific critique that undermines the very existence of this diagnosis. It examines the diagnosis through the philosophical prism that underlies the scientific field of psychopathology (Section 1), including the conventional criteria for abnormal behavior known as the four D’s: deviance, dysfunction, distress, and danger (Sections 2-5). The discussion of each criterion is comprised of a presentation of the main theoretical argument in favor of the existence of ADHD, followed by a detailed and scientifically-based critical response. This scientific tête-à-tête reveals 30 distinct attributes of ADHD and scientific limitations in the research and discourse on this disorder. Collectively, these undermine the reliability and various types of research validity of the theoretical construct called ADHD. This article discusses extreme cases of acute distress and dysfunction (Section 6). It addresses the negative implications and risks of the medical treatment of choice (methylphenidate) for ADHD, such developing dependency and multiple widespread, potentially severe side effects. These risks are documented in the scientific literature, yet are nearly invisible to the public (Section 7). The absence of sufficient validity for the disorder undermines the moral justification for prescribing (healthy) children with psychiatric drugs, which cause distress and the long-term effects of which have not yet been properly investigated. The overall picture that emerges from the present article indicates that ADHD is not an organic neurodevelopmental impairment that harms children’s daily functioning. Rather, it is a social construction arising from the encounter between normative traits of children and the demands of conventional schools (see the Conclusion section). In light of the dozens of theoretical and methodological flaws outlined in this paper (see Table 1), consideration should be given to removing ADHD from the Diagnostic Manual of Mental Disorders.	Comment by ALE editor: Maybe a qualifying adjective would help here. The established scientific community? Because later you argue there is widespread disagreement, including among scientists in relevant fields. 	Comment by ALE editor: These are sections, not chapters.	Comment by ALE editor: This is the order for these terms that is commonly used in the literature. But this is not the order of the sections of the article. 
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	Comment by ALE editor: An alternate term that could be used throughout is: claim	Comment by Author: האם זה ביטוי מתאים לביטוי העברי: 'תמונת העל'? 	Comment by Author: I think so. Global image could be an option.




Introduction
The current article offers a detailed discussion of whether the clinical picture characterizing Attention Deficit/Hyperactivity Disorder (ADHD) justifies labeling children with a lifelong medical diagnosis and treating them with psychotropic drugs. Allegedly, the scientific consensus regarding ADHD is unequivocal (Kooij et al., 2019). ADHD is defined as a neurodevelopmental disorder that originates in the brain (Biederman & Spencer, 1999) and has multiple negative implications for the lives of tens of millions of children worldwide (American Psychiatric Association, 2013; Daley, 2006; Vos et al., 2017). However, despite the apparent consensus, many researchers and clinicians around the world criticize the very existence of ADHD. In fact, whether there is a reliable and valid scientific basis for ADHD as a neuropsychiatric disorder is a vital and long-standing controversy in medical, legal, and ethical discourse (Foreman, 2006; Parrillo, 2008). There is criticism of the poor discriminant validity of the symptoms and etiology of the disorder (Lange, Reichl, Lange, Tucha, & Tucha, 2010). Others warn against the over-diagnosis and over-medication of thousands of children (Mayes, Bagwell, & Erkulwater, 2008; Merten, Cwik, Margraf, & Schneider, 2017). 	Comment by Author: ב APA אין למיטב ידיעתי רווח אחרי פסקה. 	Comment by Author: It seems that currently APA style is one space after a period, although this has changes in various editions of their guidelines.
For example, neurologist Richard Saul titled his book ADHD Does Not Exist and asserted that the symptoms attributed to ADHD are indicative of other medical conditions (Saul, 2014). Psychologist Jerome Kagan stated that the disorder is “an invention” and that “In fact, 90 percent of these 5.4 million kids don’t have an abnormal dopamine metabolism,” (Spiegel, 2012). Child development researcher Jennifer Stolzer presents disturbing data on the economic and cultural factors underlying this diagnosis (Stolzer, 2009). Finally, Keith Connors, who is commonly refered to as the “father of ADHD”, called the rapid increase in diagnosis of the disorder in the United States and the widespread prescription of stimulant drugs to children a national disaster of dangerous proportions (Schwartz, 2016). According to Connors, “The numbers make it look like an epidemic. Well, it’s not. It’s preposterous. This is a concoction to justify the giving out of the medication at unprecedented and unjustified levels” (Schwartz, 2013).	Comment by Author: אין תרגום טוב יותר למונח העברי: 'מקצת מהמומחים' (המבקרים את הפרעת הקשב) ?	Comment by Author: It could say, For example, among the many critics of ADHD, neurologist Richard…	Comment by Author: זאת הכתבה המקורית:

https://www.nytimes.com/2013/12/15/health/the-selling-of-attention-deficit-disorder.html	Comment by Author: הערה לעצמי: לזכור להוסיף רפרנס לכתבה או למצוא את מספר העמוד של הציטוט בספר של שוורץ באנגלית (אני קראתי אותו בעברית).
The statements of these researchers raise the importance of presenting the public with the less well-known side of the scientific discourse on ADHD. In the present article, I examine in-depth the degree of reliability and validity of the theoretical construct that underlies the disorder. Each section first presents principle arguments supporting the existence of ADHD and the treatment of choice, which is prescribing psychotropic drugs (usually methylphenidate). In response to these claims, relevant and detailed critical responses are presented. These reveal dozens of methodological deficiencies and unique (perhaps even peculiar) attributes of ADHD that challenge the validity of the diagnosis. The conclusion section provides a comprehensive scientific overview of 30 specific attributes and scientific limitations. I argue that this offers sufficient justification for the editors of the Diagnostic and Statistical Manual of Mental Disorders (DSM) to re-think inclusion of ADHD as a legitimate psychiatric diagnosis.	Comment by ALE editor: I added this for clarity, because later you use the term Ritalin. 	Comment by ALE editor: Maybe also note the Table here.	Comment by ALE editor: I took out a redundant phrase – it was almost the same words as the previous sentence. 
1. The Philosophy Behind the Science of Psychopathology	Comment by ALE editor: APA style is not to number sections, but I left it because the numbered sections are referred to in the text.
The first argument for the existence of ADHD is that the statistically repeated aggregation of a number of traits such as problems with attention, impulsivity, and hyperactivity expressed as a uniform and distinct cluster is sufficient to prove the existence of the disorder.	Comment by ALE editor: These are the terms used in the DSM
Response: There is some truth to this claim. The decision regarding the existence of any mental disorder should be made on a statistical basis (along with other issues). It may be that, regarding the cluster of traits in question, some of the basic parameters necessary to indicate the existence of the phenomenon (test-retest reliability, internal traceability, and test validity) have been met. However, it should be clearly emphasized that statistics are just one tool in the scientific toolbox.
Underlying statistics is the philosophy and sociology of a branch of science. Throughout history, humans have sought to understand and classify abnormal behavior (Blashfield, Keeley, Flanagan, & Miles, 2014). The scientific premise known as the ‘null hypothesis’ (H0) states that humans are normal until proven otherwise, regardless of whether they are, for example, homosexual, energetic, or introverted. In order to reject the null hypothesis and argue that the cluster of traits consisting of problems with attention, impulsivity, and hyperactivity constitutes a psychiatric disorder (H1), researchers must prove this phenomenon is ‘exceptional’, meaning that it is at the extreme end of the spectrum among humans (see the next chapter). 	Comment by ALE editor: Is there an adjective for ‘watching screens’ that fits with this list?
Further, this is only the first condition, which must be met before considering the subsequent conditions. After all, if such a large number of children have ADHD, it raises the question raised in the novel The Little Prince: who is abnormal, the boy or the adults? Even if one is able to prove that a human trait is exceptional, this is not sufficient to reject the null hypothesis and claim that it represents a psychiatric disorder. Humans naturally differ from one another; some are active, some are social, some love sushi. In academia, this is called ‘neurodiversity’ (McGee, 2012). A neurological deviation may be the basis of a talent (Armstrong, 2011). For example, ‘genius’, by definition, meets the criterion of statistical exceptionality (or deviance), yet does not indicate the existence of a pathology.	Comment by ALE editor: I added this, because this is the term used later.
To define a human behavior as a mental disorder, a researcher must prove it is a behavioral pattern that significantly impairs a person’s ability to live a normative life. This is most often assessed by examining the existence and intensity of three additional criteria: danger (to oneself or others), subjective distress, and dysfunction (Davis, 2009). Of course, not all these criteria must be fully met in any given disorder. There is often a “trade-off” between the criteria. For example, a phenomenon that causes severe impairment in functioning, such as a cognitive disability, does not necessarily meet the danger criterion. A phenomenon that immediately endangers a person or others in the vicinity does not necessarily cause dysfunction or even indicate deviance. Essentially, in order to claim that a human behavior constitute a psychiatric disorder, it is necessary to verify that the statistically exceptional set of attributes produces a serious and significant impairment to the person’s ability to lead a normative life.
In addition to the philosophy behind the science, it is also important to know the history and sociology of ADHD, which is a relatively new psychiatric concept. There is a record of a lecture delivered at the beginning of the 20th century that addressed a “defect in children’s moral control” the symptoms of which included cruelty to animals (Still, 1902). However, the modern concept of ADHD, with its emphasis on cognitive impairment, was introduced in DSM-3 (American Psychiatric Association, 1980). This followed the discovery of the impact of using amphetamines (1937), especially methylphenidate (1963) (and the development of the prescription drug Ritalin) in the treatment of behavioral disorders (Ofir, 2019b). Since that time, diagnosis of the disorder has undergone several changes. Further, unlike the conventional diagnostic procedure for most medical conditions, diagnosis of ADHD has become entangled in a Gordian knot with the child’s behavior at school.	Comment by ALE editor: It seems this should be explicitly stated here, because the term methylphenidate is used above, then here was simply called Ritalin. 	Comment by ALE editor: I think this should be Connors, 1963, and that reference should be added to the bibliography.
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The school context creates a situation in which physicians are not required to observe the child’s symptoms in order to make a diagnosis (see section 5). They can rely on questionnaires and testimonials from parents and teachers who report behaviors such as mistakes in schoolwork, a messy backpack, or fidgeting in one’s seat. All of these are currently considered valid indicators of the existence of a neurological disorder. However, numerous cultures have viewed childhood as a time of physical activity, unruly behavior, distractibility, even disobedience and irritability towards adults. These behaviors characterize the young of many mammalian species, yet are prohibited for children in school. This situation benefits everyone (except the child and his or her parents). School staff, physicians, psychologists, diagnostic institutes, nutritionists, caregivers, and of course the pharmaceutical companies are mobilizing to wipe out normative behaviors that only became viewed as pathological in recent decades. This is a multi-billion-dollar-per-year industry (Stolzer, 2009). By bringing the philosophical and sociological background into the discussion, it is possible to examine whether and to what extent ADHD, as it is defined in the DSM, meets the criteria of deviance, danger, distress, and dysfunction.	Comment by ALE editor: I suggest putting this sentence at the end of the paragraph, it will make the point more strongly. 
2. The Criterion of Deviance
The second argument for the existence of ADHD is that it meets the criterion of deviance necessary for a psychiatric diagnosis. The high rate of diagnosis is not considered to undermine the validity of the diagnosis itself, because this is part of a well-known phenomenon called over-diagnosis.
Response: Before addressing the issue of over-diagnosis, it is necessary to come to agreement regarding the term ‘deviance’. A classic example of an agreed-upon criterion of deviance can be seen in another similar cluster of neurodevelopmental disorders: cognitive disability. Based on the assumption that Intelligence Quotient (IQ) has a normal distribution within any population, it is agreed that the five percent at the extreme ends of the distribution spectrum represents a population that significantly deviates from the norm. That is, approximately 2.5% of humans are characterized as having extremely high IQs and approximately 2.5% have extremely low IQs (see the figure below).	Comment by ALE editor: Should this be labelled as Figure 1?
Is a figure of a standard bell curve necessary?
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A prevalence of 2.5% can be used as a general standard for defining a deviant level of a human trait (whether positive or negative). However, even this 2.5% prevalence is not adequate to make a diagnosis of a cognitive disability. As mentioned in the previous section, the definition of a psychiatric disorder depends not only on the deviance or exceptionality of the phenomenon, but also to the extent that the deviance (e.g. low IQ) impairs the person’s functioning. According to the DSM, the prevalence of cognitive disability is approximately 1% and the prevalence of severe intellectual disability is 0.6% (about 6/1000). 	Comment by ALE editor: Is there a specific reference for this statement– which edition and page number?
Another example can be seen in the neurodevelopmental disorder called Autism Spectrum Disorder. The DSM reports an increase in the incidence of diagnosis of this disorder for “unknown reasons,” and it currently has a (quite high) prevalence of 1%. Surprisingly, the DSM recognizes the possibility that this increase in the rate of diagnosis to a prevalence of 1% of the total population may be related to changes introduced in the most recent version of the DSM (American Psychiatric Association, 2013).
We now consider the rate of ADHD in light of these examples. Even a conservative approach, based on the reported figure of 5% in the DSM as representing the true prevalence of this disorder means that tens of millions of children worldwide (Vos et al., 2017) suffer from a neurodevelopmental impairment that will last throughout their lives (Kooij et al., 2019). In other words, before trying to explain the figures recently reported in other sources, which have crossed the threshold of 10%, it can be said that ADHD, as it is currently being diagnosed, is not a deviant phenomenon. Further, there appears to be a “surge in the number of children diagnosed with ADHD,” (Eliezer, 2016). A recent large-scale study conducted in Israel, through the Maccabi healthcare services provider included about half a million children over the course of a decade, and revealed the remarkable finding that “14.4% of Israeli children have been diagnosed with ADHD”. This figure is particularly surprising in light of the fact that the rates of this disorder are expected to be similar in other populations, because the source of the disorder is considered to be neurological, not environmental.	Comment by ALE editor: Page number for quote?	Comment by ALE editor: I took out the footnote about green highlighting, it doesn’t seem to refer to anything in this version.
Moreover, although this is considered to be an organic neurological disorder (Biederman & Spencer, 1999), a study of a large database collected in the United States’ National Survey of Children’s Health found that the rates of ADHD are dependent on a wide range of demographic variables (Visser et al., 2014) including:
1. Gender: boys are diagnosed at a far higher rate (15.1%) than girls (6.7%). This finding corresponds to the rates reported in DSM, whereby boys are diagnosed at a rate 2 to 3 times higher than girls (American Psychiatric Association, 2013)
2. Age: diagnosis rates increase with age	Comment by ALE editor: What age range? Because later you say it disappears in adulthood.
I looked at Visser et al. and found this:
Increases in prevalence were greatest among groups with historically lower rates of ADHD: older teens…

Maybe specify: increases from early childhood through adolescence
3. [bookmark: _GoBack]Ethnicity
4. Geographic region (rates are lower in the western US than other parts of the country)
5. Language: rates are four times higher among English-speaking families
6. Parental education: rates are higher among the children of parents with higher education
7. Economics: rates are higher among economically affluent families 
These differences coincide with a peculiar phenomenon of ‘spontaneous recovery’, in which half of those diagnosed with the disorder in childhood no longer suffer from it in adulthood (American Psychiatric Association, 2013), although it is an organic disorder.
The surge in diagnosis and its dependence on socio-demographic factors has led to the hypothesis that there is over-diagnosis of ADHD and the true prevalence is still only few percent of the population. At the same time, the opposite argument has been made, namely that ADHD is under-diagnosed, and that many who suffer from the syndrome are not diagnosed or treated (Gal, 2019).
The epidemiological gaps that include both over-diagnosis and under-diagnosis raise a rather disturbing question. It calls to mind a Talmudic concept that can loosely be translated as: “Whichever way you see it”. If the DSM is wrong, and the phenomenon has risen from a few percent of the population (3% -5%) to 14.4% in less than 40 years, there must be some explanation for this remarkable increase in the rate of diagnosis. It is illogical from an evolutionary perspective. At the same time, if the DSM is right and “only” 5% of the population has ADHD, then almost 10% of the population of children has been incorrectly diagnosed! In simple terms, there are now twice as many false diagnoses (false positives) as correct diagnoses (true positives). This does not even include missed diagnoses (false negatives), in which “people who are undiagnosed are simply passed over” (Gal, 2019). That is, it does not take into account thousands of children (often quiet, dreamy children who do not bother others in class) who should be diagnosed are “missed” by the system. Thus, not only does ADHD fail to meet the criterion of deviance, the disturbing increase in the rate of false diagnoses indicates serious issues of reliability in the way the disorder is assessed (Table 1). It implies that neither the psychologists nor the diagnosing physicians are able to accurately determine which children suffer from this disorder.	Comment by ALE editor: This English translation of the Talmudic phrase is from:
https://louisjacobs.org/articles/the-talmudic-argument/
#8	Comment by ALE editor: In Israel? Or around the world?	Comment by ALE editor: I am not sure this quote is needed here.	Comment by ALE editor: This is redundant.
3. Criterion of Danger
One of the more farfetched claims about this disorder is that untreated ADHD can be life-threatening. This is used as a justification for treatment with psychotropic drugs. Difficulty with self-control, which is an attribute of ADHD, may be associated with a variety of high-risk behaviors. Such behaviors, in turn, can result in dangers such as contracting sexually transmitted diseases (STDs) (Spiegel & Pollak, 2019), being in car accidents, or other causes of illness, injury, or even premature death (Nigg, 2013). It has also been argued that ADHD can lead to delinquency based on data indicating that the percentage of people diagnosed with ADHD among prisoners is far greater than the prevalence of the disorder in the general population (Ginsberg, Hirvikoski, & Lindefors, 2010).	Comment by ALE editor: Or exaggerated, overstated
Response: Any discussion of the danger criterion must be approached with caution. First, the danger criterion is not reflected in any of 18 symptoms associated with this syndrome in the DSM. If the criterion of danger were indeed intrinsic to the disorder, a threshold requirement should be included in the list of symptoms that potentially endanger the child.	Comment by ALE editor: I am not sure this sentence is necessary. Or explain, why with more caution than the other criteria?	Comment by ALE editor: I left out
ובא לציון גואל.
It doesn’t translate into English for this context.
Second, despite such scare tactics, it should be noted that dying in a car accident or being incarcerated are not phenomena that generally characterize childhood (especially not early childhood). Linking ADHD among young children to potential risks encountered as the child matures, and moreover to attribute these risks to a lack of adequate treatment with psychotropic drugs, is a stretch, to say the least.	Comment by ALE editor: I am not sure this phrase is needed.
Third, in terms of logic, even if the majority of A is B, there is no way to conclude that the majority of B is A. In other words, even if the majority of prison inmates have been diagnosed with ADHD, this does not indicate that most people with ADHD are likely to go to prison. Given the extremely low base rate of incarceration, the vast majority of those diagnosed with the disorder will not go to prison. It is similarly unlikely that they will be killed in a car accident, whether or not they have been given treatment with psychotropic drugs. For example, according to data from Israel’s National Road Safety Authority, between January 1, 2018 and September 2, 2018 there were 31 children up to the age of 19 killed in accidents on the roadways. Clearly, every child’s death is a tragedy, but in light of the low base rate of car accident victims among the entire population of children, it is impossible to deduce anything from these statistics regarding the effects of untreated ADHD.	Comment by ALE editor: I am not sure this data is needed. If it is used, perhaps add the number of children in Israel, so the low percentage can be seen.	Comment by ALE editor: I deleted the part about the Arab sector; it isn't the point of the article and could be confusing for an international audience. If there is a connection, such as higher rate of accidents and lower diagnosis of ADHD, this should be stated clearly.
Fourth, as is well-known, a statistical association is not equivalent to a causal link, and the two must not be confused. The most likely explanation for the high prevalence of certain populations in prisons is sociological, not genetic. Further, even if there are studies indicating that the contribution of ADHD in predicting criminality is stronger than that of alternative explanatory factors (and this is doubtful), the disorder cannot be separated from the adolescent’s sociological framework, namely the school (Ofir, 2019a). If a school expels restless or disruptive children, they actually might end up ‘on the street’.	Comment by ALE editor: I took the liberty of revising these few sentences to sound more academic. Please verify it communications the intention accurately. 
 	Comment by ALE editor: I think this should be Ofir 2019b and above it should be a, correct?
Finally, a fundamental question needs to be asked: where does personal character end and a mental disorder begin? Like all human traits, a taste for adventure has advantages and disadvantages. A youth who engages freely in sexual behavior is more likely to be exposed to STDs. One who enjoys extreme sports is more likely to be in a motorcycle accident. The experts and physicians who attend pharmaceutical conferences are correct: it is possible to “cure” risk-taking with a single pill. A recent beer commercial promises: “It’s still you, only better.” In the case of ADHD, “better” means quieter, focused, safer. Some of the children and youth I have treated, however, say that although they do feel more focused, they also feel “like I am not myself; I feel like a faded, stifled version of myself”. This is heartbreaking, not because of the common side effects of the psychotropic drugs, as will be elaborated upon in section 7, but because of the heavy burden that crushes the spirit and boundless energy of the child. 	Comment by ALE editor: I am not familiar with this beer commercial and could not find it searching online. Consider deleting it or giving more information.
4. Criterion of Distress
Another prominent, yet disturbing, argument for the existence of the disorder is that ADHD is associated with widespread and profound distress. It is claimed that ADHD limits children and prevents them from realizing their cognitive-academic potential. As a result, these children suffer from constant frustration, and they are put at a disadvantage. This is used to explain the high rate of comorbidity of ADHD with major depressive disorder (Blackman, Ostrander, & Herman, 2005). In other words: “Without treatment ... the individual with ADHD suffers from feeling flawed, is socially isolated, and has low self-esteem. This poor mental state can cause distress and even isolation and depression” (Gal, 2019).	Comment by ALE editor: I put this in the plural because it avoids the awkward his/her format.
Response: This argument can certainly reflect the daily reality of school life for some children. I previously discussed the “onion hypothesis” regarding the existence of an organic disorder around which concentric layers of suffering and distress are built (Ofir, 2019a). If a child is severely suffering, this could be a reason to consider treatment with psychotropic drugs. However, before beginning such treatment, I suggest first pausing and returning to the basic question of internal validity based on the onion hypothesis: does ADHD cause distress on its own, or is the distress created by the interaction between a child who has this disorder and the educational setting in which the child is enrolled?	Comment by ALE editor: This may need to be changed before submission to preserve anonymity.
My analysis of the empirical research shows there is an inherent methodological problem regarding ADHD, which prevents differentiation between the disorder and the modern educational environment. In fact, according to my approach of viewing the “symptoms” of ADHD as traits of normative children, sending these children to school causes them mental distress. This is equally true according to the approach of those who perceive these symptoms as evidence of an organic neurological impairment. These children are being required to sit still and concentrate for hours on end, behaviors that run counter to their natural and healthy need to run around and play. This is equivalent to throwing fresh rolls at a child who is allergic to gluten. It is unethical and causes distress. In the words of the educator, Prof. Yoram Harpaz: “School is an enterprise that adults impose on children; its very foundation is oppressive” (Stuckerman & Dettel, 2018).	Comment by ALE editor: Or 'normative traits of children' – which order is better?
At this point, I can share my own experience. As a boy, I was short and I attended a high school where social status was largely determined by ability on the basketball court. I was always among the last chosen for a team. This resulted in significant damage to my self-image and sometimes negatively affected my mood; as is well-known, the distress felt by adolescents is real and painful. The DSM could call this phenomenon “Short Height Disorder” (SHD). Because there was no diagnosis of SHD and it was not considered acceptable to treat children with growth hormones, I was unable to realize my potential to become a successful basketball player.	Comment by ALE editor: I left out the name. Or a more familiar name like Michael Jordan could be used.
Although the moral of this basketball metaphor seems obvious, I will state it clearly: we all have strengths and weaknesses. As long as we force children who have trouble concentrating and sitting still to remain in a uniform educational model that requires them to sit still and concentrate on often boring content for long periods of time, we will continue to cause them distress. Despite the oppression they experience in this “enterprise of adults” (Stuckerman & Dettel, 2018), many children with ADHD demonstrate great personal strengths such as curiosity and creativity (White & Shah, 2006). Most of them mature into successful adults, thanks to traits such as courage, cognitive flexibility, fortitude, and resilience (Sedgwick, Merwood, & Asherson, 2019). Perhaps this is why the subjective distress criterion is not reflected in any of the symptoms in the DSM. It is true that the frustration threshold for some of these children is quite low, and they may occasionally erupt in tantrums. However, most quickly forget the frustrating situation and progress to the next game or stimulus quite easily; often due to the benefits of associative thinking, curiosity, and distraction. Treatment with psychotropic drugs, which could be justified if distress is inherent to the disorder, may itself cause distress, independent of the issue of the school environment, as detailed in section 7.
5. The Criterion of Dysfunction
ADHD is defined as an organic neurological disorder (Biederman & Spencer, 1999) that impairs daily functioning. The view of ADHD as a “neurodevelopmental disorder, in which there is a structural and functional defect in the brain” (Gal, 2019), implies that the impairment will be present in different places and times, regardless of the educational setting. To support this claim, evidence from neuroimaging studies is cited to show differences between the brains of children with ADHD and those without the disorder (e.g., Hoogman et al., 2017). Support for neurologists’ claims is based on a ‘paradoxical effect’ according to which methylphenidate (the active substance in Ritalin) improves cognitive performance only of people with ADHD. To the extent that this claim is true, it seemingly proves the existence of a neurological disorder, because it indicates there is a certain chemical imbalance only in the brains of children with ADHD.	Comment by ALE editor: I shortened this a bit, as it has already been said.	Comment by ALE editor: Is there a different reference for this part of the statement?	Comment by ALE editor: This is redundant. It would be possible to put Gal together with Biederman & Spencer, and combine the two sentences.	Comment by ALE editor: Is this limited to the school setting? Could it be “regardless of the social environment”?	Comment by ALE editor: If the connection between Methylphenidate and Ritalin is given earlier, it can be deleted here.
	Response: A critical review of two comprehensive and up-to-date surveys of neuroimaging studies reveals these findings are unreliable or even fabricated. A mega-analysis published in The Lancet Psychiatry (Hoogman et al., 2017) found the structural neurological differences reported were negligible and did not significantly contribute to the behavioral differences between children with and without ADHD (0.1 ≤ Cohen’s d ≤ 0.19). Surprisingly, the minor differences in the neuroimaging disappeared or were found to be non-significant in two cases: in predicting the continuous measure of symptom severity and also among adults (Ofir, 2019b). Such momentous findings could legitimately be headline news: “There is reason to be optimistic! Major neurological research finds ADHD diminishes as children mature” (Dehue et al., 2017). But such publicity is unlikely, given the conflicts of interest listed in the article (Hoogman et al., 2017). The lack of findings in this mega-analysis is reinforced by another major meta-analysis of 96 neuroimaging studies, which showed that the findings in the existing literature do not converge onto agreed-upon regions of the brain (Samea et al., 2019). In other words, the literature on neurological differences suffers from a severe reliability problem of instability over time (test-retest reliability).	Comment by ALE editor: I looked at the cited article and this seems to be the correct phrasing; please verify.	Comment by ALE editor: I am not sure this fits the tone of an academic paper. It is possible simply point out the conflicts of interest.
Similar supporting criticism exists regarding another paradoxical effect, which claims that computerized tests administered to children before and after taking Ritalin prove the existence of the disorder. First, the content and ecological validity of these tests is poor because they represent tasks that are neither realistic nor educational, such as doing a one-handed cartwheel or leading a group of children in a water fight. Second, these tests lack internal validity because they are based on the incorrect hypothesis of the paradoxical effect. The hypothesis of the paradoxical effect is both logically and empirically unfounded. “Ritalin does not recognize where humans draw the line within the continuous scale of ADHD” (Ofir, 2019b). Further, the improvement observed following treatment with Ritalin is not dependent on the severity of symptoms (Pievsky & McGrath, 2018) and is not unique to those diagnosed with this disorder (e.g., Bishop, Roehrs, Rosenthal, & Roth, 1997; Roehrs, Johanson, Meixner, Turner, & Roth, 2004; Volkow et al., 2004). Therefore, it is not possible to reach a conclusion based on the findings of these computerized tests regarding the presence or absence of ADHD. 	Comment by ALE editor: It seems this should be stated the first time the phrase is used. 
After dismissing the claim that science has proven the physiological basis of the disorder, it is possible to discuss the argument that ADHD causes dysfunction in daily life, independent of the school environment. This claim is critical, because the entire list of symptoms that appear in DSM refers to only one criterion of psychiatric diagnosis, that of dysfunction.
First, we will address the degree of dysfunction necessary to indicate the existence of a psychiatric diagnosis. It is not well-known that in the most recent version of the DSM (DSM-5), the description of the dysfunction criterion was softened. In contrast to DSM-4, which emphasized impairment of function, the semantics in DSM-5 emphasize interference or reduction of function (Ofir, 2019a). These apparently minor semantic differences represent a dramatic change, especially in light of the fact that the diagnosis is based solely on the dysfunction criterion. Partial reduction in functionality regarding specific daily tasks is part of being human. I have a (self-diagnosed) impairment of spatial perception that affects my ability to park in reverse, or to find my way when I am travelling. To make a psychiatric diagnosis, it is not sufficient to demonstrate a reduction in function. The level of dysfunction must be comprehensive and significant.	Comment by ALE editor: I am not sure this fits the academic tone of the article.
Next, we may consider a clinical picture of the predominantly hyperactive/impulsive presentation of ADHD. In order to diagnose this presentation of the disorder, the DSM requires six symptoms: (1) often leaves seat in situations when remaining seated is expected; (2) often runs about or climbs in situations where it is not appropriate; (3) often unable to play or take part in leisure activities quietly; (4) often talks excessively; (5) often blurts out an answer before a question has been completed; (6) often has trouble waiting his/her turn. 	Comment by ALE editor: I took the wording for the symptoms from:
https://www.addrc.org/dsm-5-criteria-for-adhd/
Here, believe it or not, I would like to give credit to the professionals making the diagnoses. ADHD is one of the most complicated disorders in the DSM, in part because it describes a spectrum, with no clear-cut points. Each of these symptoms is present, to some degree, in many children. The task of the diagnostician is to assess when the symptom reaches a level that requires intervention. The problem is that each of the 18 symptoms listed for ADHD opens with the word “often” (for example: often leaves seat…). This leaves the diagnostician attempt to evaluate just how often is “often”. To overcome this hurdle, questionnaires are used that attempt to quantify the word “often”. However, here too, there is a problem because the questionnaires suffer from a problem of reliability between the various assessors, especially between assessments by teachers and parents (Cho et al., 2011).	Comment by ALE editor: I suggest deleting this.	Comment by ALE editor: Consider clarifying the difference between this list of 18 symptoms and the list of 6 given above. 
Furthermore, in considering the total possible combinations of symptoms associated with ADHD, “Some of the various presentations of ADHD do not have a single medical symptom in common,” (Ofir, 2019b). This creates a situation in which it seems that a restless, talkative, and energetic boy and a quiet, dreamy girl suffer from different presentations of the same neurological disorder. Moreover, there is a great deal of overlap between the symptoms. For example: a child who “runs about in situations where it is not appropriate” would certainly be assessed as “unable to play or take part in leisure activities quietly” and as one who “leaves the seat in situations when remaining seated is expected” and who “blurts out an answer before a question has been completed” and “talks excessively” and “has trouble waiting his/her turn.” To some extent, these six symptoms can be seen as an artificial expansion of only two symptoms.	Comment by ALE editor: This is somewhat redundant. Is it necessary to repeat all the symptoms?	Comment by ALE editor: What are the two?
However, even if these are indeed six separate symptoms, this raises an enigma: where is a child asked to sit still for many hours, a situation that produces all six of these symptoms? The answer is obvious: at school. This is perhaps why the authors of the DSM rationalize their position by listing numerous situations in which “the signs of the disorder can be negligible and even disappear altogether”, such when “the child is engaged in a particularly interesting activity” (American Psychiatric Association, 2013). This is used to explain how young children with a neurological disorder that impairs their abilities to pay attention and concentrate can also read books like Diary of a Wimpy Kid and The Adventures of Captain Underpants! Because this rationalization is so successful, an absurd and disturbing situation is created that flirts with the accepted boundaries of medical ethics. That is, the DSM enables physicians to diagnose ADHD even if they do not directly observe the symptoms, which “disappear” when the child is in engaged in one-on-one interaction, for example, in the clinician’s office (American Psychiatric Association, 2013; note that the example of the clinician’s office exists in the cited text).	Comment by ALE editor: I cannot access the full DSM to verify the quote, and this does not appear in accessible online sites. If the author has the original, please supply the wording and the page number. 	Comment by ALE editor: I paraphrased this a bit as, again, I don’t have access to the exact wording, and therefore deleted the quotes. 

I also put “disappear” in quotes, because it seems to suit the tone better. 
In an attempt to have some degree of objectivity regarding this disorder, the DSM states that “several symptoms” must appear in at least two settings; that is, at least one setting outside the school. For the sake of the current discussion, we will assume that “several symptoms” means at least two. Thus, if a child talks a lot and likes to run around at home as well, according to the DSM, he meets the criteria for ADHD diagnosis. Given the perception of ADHD as a neurological disorder, the clinical picture presented here is one of a child with a neurological disorder! Others (myself included) simply see a normal child.  	Comment by ALE editor: I shortened this a bit to maintain the academic tone.
6. Cases of Extreme Distress and Severe Dysfunction in All Life Areas
An important argument that many opponents of the existence of ADHD have difficulty addressing is that among approximately 1% of children, this neurodevelopmental impairment is so severe that it extends beyond the sphere of school and affects all of the child’s life skills. In one view, an extreme inability to pay attention impair children’s social skills as well as their ability to understand complexity and nuance in interpersonal communication. As a result, “They may be perceived as ‘immature,’ lacking empathy, and loners and losers,” (Coleman, 2008: 278). Alternatively, it is possible to see this cognitive impairment in daily functioning as an impairment of the child’s ability to inhibit emotional responses to frustrating events. Following this, one of the core components of ADHD, is difficulty with emotional regulation (Barkley, 2015). Difficulty with emotional regulation may also underlie the observed association between ADHD and behavioral disorders, anger, and aggression (Kitchens, Rosén, & Braaten, 1999).	Comment by ALE editor: I added the page number and took the wording from the original article.
Whether the difficulty is with social understanding or with restraining one’s emotional response, there is a subset of children with ADHD who are frequently in conflict with others to the extent that their peers avoid them and they remain lonely and isolated, and may suffer from depression. Apparently, in such extreme cases, these children also meet the criteria for deviance, dysfunction, and distress (independent of the school setting), and can be diagnosed with ADHD.
Response: It is not clear how proponents of this argument differentiate between the 1% of extreme cases and other children who are given a false diagnosis. The DSM does not provide tools to differentiate between these children. Nevertheless, if the dysfunction and distress are severe, if the child is unable to maintain reasonable social and familial connections, and if the problem is constantly present including during weekends and holidays, then it is quite possible that the child is suffering from a psychiatric disorder. However, a problem remains: this 1% of children suffering from severe cases as described in the argument should not be diagnosed with ADHD. 
Quite simply, the symptoms described in these extreme cases do not appear anywhere in the DSM’s definition of the disorder. If these symptoms were an integral and significant part of ADHD, they should be included in the list of symptoms. Furthermore, given the severity of these symptoms, and the fact that dysfunction and distress are expressed outside the school setting, these symptoms should be defined as part of the criteria for diagnosis of the disorder. Despite my call for ADHD to be removed from the DSM, if the diagnosis were to be updated in the next version of the DSM to include, for example, a necessary symptom of significant social difficulties or serious behavior problems outside the school, this would prevent millions of children who fail to meet the updated criterion from receiving a false diagnosis. 	Comment by ALE editor: I took out  ובבניין ירושלים ננוחם  

Now it must be asked: if the children described in the above arguments do not have ADHD, what disorder do they have? In general, the DSM requires that the assessor ensure that one particular psychiatric disorder is not being mistaken for another. In psychiatry, this is called a “differential diagnosis”. For example, in the category “cognitive disability” within the cluster of neuropsychiatric disorders, three such warnings regarding differential diagnosis appear. For ADHD there are 16 such warnings! However, to the best of my knowledge, assessing physicians seldom, if ever, verify whether a child meets the criteria for one of the 16 disorders that may be mistaken for ADHD, including one called intermittent explosive disorder. Moreover, neurologist Richard Saul enumerates 22 potential differential diagnoses, which include some medical conditions that are not psychiatric, yet produce ADHD-like symptoms (Saul, 2014). Incidentally, one of the conditions that can result in symptoms attributed to ADHD is giftedness. 
It is important to know that, apart from this lengthy list, there are epidemiologic estimates that 70% of children with ADHD have at least one other disorder (Walitza, Drechsler, & Ball, 2012), which are termed (erroneously) comorbidities. It is possible that out of a sincere belief in the dangers posed by this disorder, researchers of ADHD have created an echo chamber of exaggerated convergent validity, in which ADHD has become an extremely large and dangerous “beast” - a disorder accompanied by dozens of mental disorders and causing numerous negative life situations, to the point of absolute loss of test validity. The DSM notes that 50% of people diagnosed with “ADHD with combined presentation” also have another psychiatric disorder called Oppositional Defiant Disorder (ODD), which is in turn related to Conduct Disorder (CD). The high correlation between ADHD and ODD produces a statistical situation so complicated that it is unclear whether these two disorders can be separated at all.
Interestingly, there are likely those who, in response to this information, will continue to argue in favor of the diagnosis of ADHD. Parents may ask “Why is ODD being brought into it? My child is wonderful, only his ADHD makes it difficult for him to sit still in school all day.”  Even though this child expresses the four symptoms used to make a diagnosis of ODD: (1) loses patience easily; (2) sometimes gets angry; (3) sometimes is argumentative; (4) refuses to obey authority figures (American Psychiatric Association, 2013), many parents will oppose a diagnosis of ODD, or any diagnosis other than ADHD. Why? Because ADHD is one of the only disorders in the DSM that has a positive image among the general public. The prejudice and negative stigma typically associated with mental disorders (Corrigan & Watson, 2002) are virtually nonexistent in relation to ADHD. There are people who boast or joke about having ADHD. It has become a sort of “side disorder”. ADHD is not like other psychiatric disorders. Rather than being perceived as a heavy burden, it is a small, colorful handbag that can be carried on the flight of life without paying a fine for excess baggage. Thus, while it may be true that a tiny proportion of the child population is characterized by an extreme cognitive abnormality that does not allow them to integrate into society without treatment with psychotropic drugs, in these exceptional cases the appropriate psychiatric diagnosis is not ADHD.
7. Treatment with Psychotropic Drugs
A medical claim that has been made since the introduction of the phenomenon known as ADHD is that, all things considered, the benefits of treatment with psychotropic drugs outweigh its drawbacks. In multiple places around the world, stimulant psychotropic drugs are considered to be the first choice in the treatment of ADHD, and they are currently prescribed to millions of children (Sultan et al., 2018). These are allegedly among “the safest drugs in the world” (Gal, 2019), and this treatment is considered necessary and appropriate for ADHD, in the same way that crutches are a proper solution for a child with a broken leg.	Comment by ALE editor: It switches from plural (psychotropic drugs) to singular (it…one of). Is the quote in the second sentence specific to Ritalin?
Response: Superficially, the metaphor of the leg fracture and crutches sounds reasonable. I admit that in the past I used this image to convince parents to accept a doctor’s recommendation to give their child medication. However, this metaphor is incorrect in three respects:
A. Even without the specific criticism regarding the validity of ADHD, no psychiatric disorder resembles a physiological bone fracture that can be shown by X-rays. The fact that psychologists and psychiatrists are required to diagnose disorders that have no clear physiological basis is a fundamental problem. If psychiatric disorders had symptoms that are as clear as that of a broken bone, a number of disorders could be removed from the DSM and transferred to one of the guides to physical illnesses. Given the specific critique that includes a long list of validity and reliability issues that undermine the existence of ADHD (Table 1), there is a troubling question regarding the scientific and ethical justification for treatment with psychotropic drugs.	Comment by ALE editor: Should this be test validity?
B. Second, a fractured leg restricts the child and affects his or her functioning, independent of the school setting. The crutches are used outside school hours, including during summer vacation. ADHD, in contrast, is a “seasonal disease,” the treatment of which is closely correlated with school requirements. During summer vacation, apparently, this neurological disorder doesn’t require immediate, life-saving treatment. In fact, the consumer medicine information leaflet that accompanies Ritalin reads: “During treatment for ADHD, your doctor may stop Ritalin 10 every so often (e.g. over weekends or school holidays) to see whether it is still needed.” Incidentally, these breaks, according to the leaflet: “also help to prevent a slow-down in growth that sometimes happens when children take this medicine for a long time.”	Comment by ALE editor: This is the phrase at the top of the leaflet: 
I took all the quotes from here)
http://guildlink.com.au/gc/ws/nv/cmi.cfm?product=nvcrtlor10414

I took all the quotes from the above link or this one:
https://www.old.health.gov.il/units/pharmacy/trufot/alonim/Rishum_7_25315918.pdf
C. This slow-down in growth raises the third error in metaphor of the fractured leg and crutches. Crutches are not regulated by the Dangerous Drugs Ordinance. They do not cause serious physical or emotional side effects. If Ritalin is “one of the safest drugs in the world” and “as simple as crutches,” then why must it be prescribed by a psychiatrist or neurologist? This question, which has philosophical and societal implications, is intensified by the unfounded paradoxical effect. As mentioned above, Ritalin can also improve performance of people who are not diagnosed with ADHD. Why, for example, in cases of children with low or even average intelligence, who have not been diagnosed with ADHD (e.g. if they only express five symptoms), are we not prepared to take a “shortcut” (Gal, 2019)? Why not put Ritalin on the shelves in pharmacies with the energy bars and moisturizer and non-prescription pain relievers, which anyone may purchase in whatever quantities they wish? In reality, the metaphor of crutches for a fractured leg is light years from the way treatment with psychotropic drugs works. For more on the nature of treatment with psychotropic drugs, including its limited efficacy in improving mid-term and long-term academic achievement, see the following sources, written by myself and others: (Currie, Stabile, & Jones, 2014; Jensen et al., 2007; Ofir 2019a; Richters et al., 1995; Rie, Rie, Stewart, & Ambuel, 1976; Swanson, Cantwell, Lerner, McBurnett, & Hanna, 1991). I have not previously written about the side effects of treatment with psychotropic drugs, because I was concerned that the pharmaceutical companies would accuse me of frightening the public. However, recently it has become clear to me that not many people read the consumer medicine information leaflet accompanying Ritalin, and even fewer investigate the scientific basis of the dozens of documented side effects of this drug.	Comment by ALE editor: I shortened this a bit.	Comment by ALE editor: This statement is unclear. This is the first time that children of low or intermediate intelligence are mentioned. What is the connection? What shortcut has been taken?
It seems that  אנו מוכנים
Is supposed to be אינו מוכנים
Correct? Otherwise the next sentence doesn’t make sense. 	Comment by ALE editor: I deleted this, as it doesn’t fit the academic tone
אפילו שאינני רופא, הייתם מאמינים
I put Ofir in with the other sources; separating it may be problematic in terms of author anonymity if this is submitted to a peer-reviewed journal. 
The Ritalin information leaflet lists 38 bullet points of possible side effects (not counting those listed more than once) and some of these bullet points include more than one side effect (e.g. “weakness or paralysis of limbs or face, difficulty speaking, or unexplained fainting”). Incidentally, the information leaflet was intentionally written in a such a way as to not arouse concern. The section describing the side effects of Ritalin opens with the statement: “Do not be alarmed by these lists of possible side effects. You may not experience any of them.” However, calculating the odds leaves little room for doubt.	Comment by ALE editor: I reversed the order of these sentences for clarify and flow.
For example, the leaflet lists five “very common side effects” that “occur in more than 1 in 10 users” (more than 10%). To ascertain what precisely is meant by “more than 1 in 10” see, for example, a study by researchers (who are not generally opposed to treatment with drugs), found that 56% of the children taking Ritalin suffered from appetite loss, with a 41% gap between the research and control group who were given a placebo (Barkley, McMurray, Edelbrock, & Robbins, 1990). The leaflet also lists 16 “common side effects” that “occur in 1-10 in 100 users” (between 1% and 10%) which include, for example, headache, abdominal pain, and sleep disorders. The incidence of these phenomena was found to be dramatically higher, with gaps of between 10% and 28% as compared to the placebo group (Barkley et al., 1990). Furthermore, these researchers reported that 28% of the children taking the drug suffered from a disturbing side effect of tics (a gap of 10% compared to the control group). The prevalence of this side effect is not included in the consumer information leaflet, but there is a warning to “Report to the doctor immediately or proceed to an emergency room” in cases that include the side effect “uncontrolled speech and body movements (Tourette Syndrome)”.
Additionally, the leaflet lists 15 “Side effects that occurred with other medicines that contain the same active ingredient as Ritalin”. The way this list is phrased, the reader may miss some particularly important and disturbing side effects. As in the previous list, some of these bullet points describe several side effects, and particularly notable is a single bullet point that covers no less than 16 side effects, including “thoughts or attempts of suicide (including completed suicide)”. 	Comment by ALE editor:  The point is strongly made without the bold face and disclaimer. 
Attempted suicide is probably a rare side effect of the “active substance” and I would not mention it here if there was not a sense that this phenomenon is being hidden among other side effects in such a way that potentially impairs consumer judgment (Sivanathan & Kakkar, 2017) and if it were not for the exaggerated argument that ADHD might lead to premature death. Anyone who argues that ADHD meets the danger criterion, despite the negligible baseline rate, must also recognize the danger associated with treatment using psychotropic drugs. Furthermore, although some people believe that the sole purpose of the list of side effects in the leaflet is to prevent future liability (popularly known as “covering one’s backside”),  the list is not fabricated. One or more of these side effects occur to varying degrees among some users. Pharmaceutical companies do not voluntarily publicize risks that could scare the consumer. They are required to present potential side effects noted in valid databases. For example, a review of scientific literature on growth and cardiovascular function warns that stimulants can cause an increase in heart rate and blood pressure, and can also slow growth in terms of both height and weight - a slow-down that may last at least 3-4 years, with continued use of the drug (Vitiello, 2008). The sense of concealment emerging from the style in which the leaflet is written is strengthened in terms of other worrying side effects that have a scientific basis, such as a decline in curiosity (Fiedler & Ullman, 1983), social withdrawal, passivity, and apathy (Granger, Whalen, & Henker, 1993). Another potential side effect that is well-known to clinicians is patients’ fears that they will become ‘zombies’ and exhibit apathetic and detached behaviors. Attempts to minimize and possibly conceal the magnitude of side effects raises the suspicion that there is a violation of the necessary objectivity regarding scientific research in general and drug studies in particular. This suspicion is reinforced by the publication bias revealed in a recent meta-analysis (Pievsky & McGrath, 2018), which shows there is a preference for publication of studies that indicate the benefits of treatment with psychotropic drugs and avoidance of publication of studies that undermine the benefits of this type of treatment. Publication bias can, of course, weaken any research that attempts to prove the efficacy of a therapeutic intervention. In many studies, there is allegiance bias, in which the research results support a treatment “associated” with the researchers or their university system (Luborsky et al., 1999). In the case of ADHD, it appears that many of the experts who represent the “scientific consensus” also have financial ties with the pharmaceutical companies (Kooij et al., 2019).	Comment by ALE editor: Should this be included? It doesn’t seem to fit an academic article.
In this case, it no longer an issue of loyalty to a research university, but a direct financial conflict of interest. For example, it was discovered that of the panelists who drafted DSM-4, more than half (95 out of 170 researchers) had ties with pharmaceutical companies (Cosgrove, Krimsky, Vijayaraghavan, & Schneider, 2006). This violation of scientific and medical ethics reaches a peak in the case of ADHD, given that these drugs are designed primarily to treat minors and that, unlike in the case of other disorders, stress exerted by the educational system has become a major factor in determining pathology.
Fortunately, conflicts of interest are usually brought to readers’ attention via the rules regarding disclosure required for conference presentations and scientific journals (e.g., Hoogman et al., 2017). Unfortunately, these rules are not applied where they are most needed - in publications targeted for members of the general public, who do not always understand the scientific validity of the claims being made about ADHD.
Not only is treating ADHD with psychotropic drugs vastly different from giving crutches to a person with a fractured leg, it is also unlike treatment with many other drugs, which are unable to cross the blood-brain barrier (Pardridge, 2005) and are generally not prescribed to be taken daily. Psychotropic drugs directly impact the brain. During childhood, the brain undergoes major developmental processes. There is scientific recognition that the central nervous system in the brain is characterized by neuroplasticity - a biological structural flexibility that allows for growth and adaptation to changing needs, especially at young ages (Doidge, 2007; Rubin, 2009). Given this, the “preferred” treatment (Israel Ministry of Health, 2019) of using substances that penetrate the blood-brain barrier is a gamble, because their long-term effects on the developing brain have yet to be scientifically documented (Vitiello, 2001).	Comment by ALE editor: In the two cited sources I saw the terms neuroplasticity and structural plasticity. 
In addition to potential damage to the tissue of the blood-brain barrier (Kousik, Napier, & Carvey, 2012), there tends to be a process of desensitization to psychoactive substances. Long-term use of a stimulant drug often leads to a gradual weakening of brain receptors’ reaction to the external substance, thus creating the basis for physiological addiction to the drug (Ofir, 2019a). The consumer information pamphlet for Ritalin acknowledges: “As with all stimulants, this medicine can be addictive and abused by certain people.” It continues with the reassurance: “If you take it properly, as instructed by the doctor, abuse or dependence should not be a problem, neither now nor in the future.” The basis for this statement is unclear, given that there have not been long-term randomized controlled trials (RCTs). If anything, the opposite is true. A recent large-scale longitudinal study was conducted among 6830 adolescents (ages 13-18) who had been prescribed methylphenidate as treatment for ADHD in early childhood (ages 6-8) (Madjar et al., 2019). The study found that ongoing treatment with drugs for ADHD during childhood predicted use of antidepressants in adolescence! The likelihood that a child who underwent ongoing treatment with methylphenidate in childhood would use antidepressants during adolescence was 50% higher than that a child who did not undergo ongoing treatment with this drug (Madjar et al., 2019). While I admit there are multiple possible explanations for this finding, one plausible hypothesis is that ongoing use of psychotropic drugs during childhood creates a sense of physiological and/or psychological dependence on psychiatric medication as a primary strategy for coping with life challenges.	Comment by ALE editor: I took out “As I have previously described” because it would cause problems for rules of anonymity.	Comment by ALE editor: https://www.old.health.gov.il/units/pharmacy/trufot/alonim/Rishum_7_25315918.pdf	Comment by ALE editor: These two sentences are somewhat redundant. Consider consolidating. 
Summary and Overview
The current article shows that:
A. ADHD does not meet the criterion of deviance, and the high rate of diagnosis (over-diagnosis) indicates a serious problem of reliability in diagnosis of this disorder.	Comment by ALE editor: Shouldn’t this be a separate point?
B. ADHD does not endanger the child. The danger criterion is not reflected in the list of symptoms.
C. The distress accompanying ADHD is inherently linked to the child’s encounter with the school environment. The distress criterion is not reflected in the list of symptoms.
D. Essentially, the entire list of symptoms is based on the criterion of dysfunction. However, even this criterion has been softened to “reduced function”, which can be said to characterize all people, given that every individual has various neurological weaknesses. Reduction in function is extremely difficult to assess, particularly in the school setting.
E. The diagnosis of ADHD is not appropriate for cases in which the child suffers from broad impairment that affects all life realms. In such extreme cases, one of many other mental disorders described in the DSM should be diagnosed.
F. The problematic status of this diagnosis raises the scientific and ethical question of the appropriateness of prescribing psychotropic drugs to (healthy) children, particularly given that this medication may cause distress and its long-term impacts are unknown.
The current article presents at least 30 attributes of ADHD and scientific limitations that impair the reliability and validity of this medical diagnosis. Table 1 summarizes these attributes and limitations, and maps them across the various types of reliability and validity needed to scientifically substantiate any psychological phenomenon. (A detailed explanation of how the table is constructed and the types of reliability and validity is provided below it.) In conclusion, after presenting this list of 30 scientific problems, I present the social and ethical picture that emerges from these problems, and directly address parents who find themselves in the same boat and struggling with the same waves as myself.	Comment by ALE editor: I am not sure this needs to be said.	Comment by ALE editor: I put table 1 and its accompanying text at the end, as is usually done when submitting an article.
It may be anticipated that the members of the established scientific community who unilaterally agree on the existence of ADHD will believe they have adequate justification for each of the attributes and limitations listed in the table. However, here it is appropriate to invoke the philosophical-scientific auxiliary known as the principle of parsimony (Epstein, 1984) or ‘Occam’s Razor’.  When there are several possible explanations for the same phenomenon, it is recommended to use a sharp intellectual razor to cut through the complex explanations and select the simplest explanation that involves the least number of concepts and laws. When the psychological-medical establishment insists, almost dogmatically, that ADHD is a valid neurodevelopmental disorder that results from a brain defect, this necessitates a large number of conceptualizations and rationalizations, wild swings if you will, aimed at rescuing the collapsing theoretical tower of ADHD. Some of these swings are so weak that even the representatives of the consensus, backed by the scientific establishment, abandon any pretense of orderly response to the limitations of the ADHD diagnosis, and instead directly attack the prestige and reliability of the messengers (who tend to come from less powerful populations).	Comment by ALE editor: I rephrased this to sound more academic. Verify it is accurate.
They may attack as much as they wish. The information in the table doesn’t lie. There are at least “30 reasons why” ADHD should not be included in the DSM. All that is necessary is to reconsider the list of 18 redundant and questionable symptoms of the disorder in the DSM and question in what setting these symptoms are expressed and when they are likely to cause distress. When this is done, it will be possible to come up with a parsimonious, scientifically efficient response to the deficiencies noted in this table. Certainly, there is neurological variance. There are children with a tendency towards a high level of activity and / or daydreaming. There are children prone to impulsiveness and distractions. These children do not have a psychiatric disorder. There is no need to add superfluous conceptions such as “brain defect” (which apparently cannot be seen in neuroimaging studies), a “chemical imbalance” (based on an exaggerated paradoxical effect), or extreme comorbidity (which does not allow ADHD to be separated from other disorders). This is because ADHD is not an organic neurodevelopmental disorder. ADHD is the result of a negative encounter between a healthy child and the education system. What is our response to this phenomenon? Some believe that prescribing psychotropic drugs is the proper way to regulate the encounter between the child and the education system. According to this view, taking stimulants that directly affect the brain is a legitimate means of improving academic performance. In fact, for proponents of drug treatment, this is an understatement; they believe that not giving children Ritalin prevents them from “reaching their potential.” ADHD is, in this view, “the only area where our hands are tied.... ‘too bad you won’t be in a gifted class; too bad you won’t become a doctor or a professor. The important thing is you won’t be medicated” (Gal, 2019).	Comment by ALE editor: If this is a direct quote, provide the source. 	Comment by ALE editor: The Hebrew isn’t exactly the same as in the original article.
Others disagree, certainly in regards to prescribing to young children, whose brains are developing rapidly, psychiatric drugs that cross the blood-brain barrier and may cause long-term addiction and side effects (see section 7). In my opinion, prescribing psychotropic drugs to energetic and / or dreamy children who do not get along in school is little different from prescribing medication to adult yeshiva students who cannot adapt to an ultra-Orthodox framework. If this drug were being given only in the extreme cases described in section 6, cases which necessitate a diagnosis of a serious psychiatric disorder other than that of ADHD, I would not have felt the need to write this article. The true extent to which psychiatric drugs are being prescribed to children is unimaginable (Sultan et al., 2018). They are given out as if they were candies at a party. Trying to frame this as a legitimate intervention intended to improve academic performance. It also assumes that once the child becomes a doctor or professor, he will be cured of the disorder and will no longer need medication in order to be able to read long articles (such as this one).	Comment by ALE editor: I am not sure if this will be understood by an international audience. 
To me, this notion is similar to the theme underlying Conference Futurological by science fiction writer Stanislaw Lem (1985).  I believe that in the near future, teachers will deliver lectures about the era in history during which adults gave children medication that directly stimulates the brain in order to improve their academic performance. How fortunate that there still remain a last few limitations “that tie our hands” and we don’t allow just any child to improve his or her performance through use of psychoactive substances. Currently, a prescription from a psychiatrist is still required for a child to take daily a substance included in the Dangerous Drugs Ordinance.	Comment by ALE editor: This references is somewhat obscure. 
Perhaps someday psychiatric diagnosis will be limited to the small number of children who have such extreme disorders that they are unable to integrate into society without medication. In such cases, the diagnosis will not be ADHD, an invented pathology that relies entirely on one precarious criterion of dysfunction, manifest especially in the school setting.
Conclusions
I too have something to disclose. No, it is not that I receive financial support from the pharmaceutical companies. I am a doctor and a psychologist, but first and foremost I am a father, who was surprised to be told that his healthy and happy child was “suffering” from a neurodevelopmental disorder that, if left untreated, could worsen and cause depression. My critics are welcome to claim that my position regarding ADHD is not objective (on the condition that they respond objectively to all 30 of the problems of reliability and validity, without violating the principle of parsimony). My position is indeed biased. It is biased in favor of my own child and in favor of the concerned children and parents who come to my clinic.
Like all these parents, I, too, am distressed by the state of the educational system. I also must decide what direction to take with my child. In my view, we parents are the heroes in this historical tragedy of ADHD. We must maneuver through hostile territory, between the demands of our workplaces and the demands of an outdated education system, where our healthy, energetic, restless, sometimes mischievous children, whose attention span may be no longer than an Instagram post, are expected to sit still for long hours. In the absence of an available and immediate solution to an almost impossible situation, it is understandable how treatment with psychotropic drugs became the default.
It is my sense, whether scientifically founded or not, that we now stand at a historical turning point. Until now, the increase in the rates of diagnosis and treatment psychotropic drugs has taken place behind closed curtains. However, the surge observed in recent years has crossed any reasonable barrier of ‘deviance’ and the curtain has been raised, revealing ADHD as an invented disorder. The scientific consensus that has been perpetuated by the pharmaceutical companies in a self-amplifying echo chamber has cracked. Ritalin has been too widely over-prescribed, and now that ship has sailed. Today, many researchers and clinicians around the world dispute the validity of the diagnosis and make the simple argument that individuals should be considered normal until proven otherwise. The medical code of ethics requires us to at least inform the public that there is controversy regarding the diagnosis of ADHD.	Comment by ALE editor: This phrase in English means: an opportunity has already passed and is no longer possible

https://www.oysterenglish.com/idiom-that-ship-has-sailed.html

If this is not accurate for the author’s meaning, the sentence should be written without the metaphor, because the reference to Noah’s ark would sound very odd in English.	Comment by ALE editor: Should this be capitalized? Medical Code of Ethics?
At this point, some may continue to make scientific claims supporting the unsteady theoretical pillar which enables tens of thousands of children in Israel and tens of millions of children around the world suffer from a lifelong neurological-psychiatric disorder, and urge them to adapt to the existing system. Alternatively, it is possible to simply remove ADHD from the DSM. There are at least “30 reasons why” this disorder does not meet the criteria for a psychiatric diagnosis. Instead of diagnosing children with a psychiatric disorder that lacks reliability and scientific validity, I call for a change: namely to embrace each child’s complete and wonderful personality as it is, which may include frenetic bursting energy and joy of life, fidgeting, and not always paying attention. We have the opportunity to establish, for these children and for future generations, an education system that truly puts the well-being of the child at the center.	Comment by ALE editor: Is there a mistake in the Hebrew?
שמיניות 	Comment by ALE editor: For an international audience, perhaps only cite the international population	Comment by ALE editor: I think this statement makes a strong ending, so I put the phrase about fidgeting a bit higher. (and took out the gum under the table – it can be put in if the author really wants it)
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