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THB: USE OF STIIviULANT DRUGS WITH HYPERACTIVE CHILDREN 

The hyperactive child (defined by Webster as the 

child who is excessively or pathologically active) has 

beco~e a popular topic of discussion in recent years. 

Professional and Dopular periodicals have published arti

cles on this subject, resulting in nearly as many theor

ies and sug~estions for parents as authors who have 

written'the articles. 

While estimates range from 2~ to nearly 25~ of the 

school-a~ed DODulation, Keiffer (1974) estimates that 5~ 

of all school-aged children can be classified as hyperac

tive. This number will vary, depending upon each indivi

dual's criteria for deter~tning hyperactivity. 

Comly (1971) stated that the term hyperactivity is 

a mIsnomer. He preferred the term dysactivity, to indi

cate bad or misdirected activity, as well as the over

act'ivity implied by the hyperactivity term. General 

symptorr.s of the condition may include overactivity. 

distractibility, aggressive behavior, and emotional 

immaturity (Walzer, 1073). Walker (1974) found these 

symptoms occurring more often in males than in females. 

The child has driven, uncontrolled behavior, short atten

tion span, temper tantrums, difficulty sleeping, sitting 
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st ill, ~_nd responding to discipline. Solomons (1971) 

listed 8~ptoms of distractibility to extraneous stimuli, 

very short attention span, irritability. and hyperactivity, 

which are manifested in emotional lability, low level of 

frustration, learning difficulties, visual-perceptual 

nroblems, poor performance in reading and math. and 

irregular handwriting. The major result of this condition 

is the confusion of the childr he may read or write back-

ward, draw pictures upside-down, have concrete thinking 

nrocesses, have poor short-term memory. and perseverate 

in his thoughts and speech (Comly, 1971). 

While these behaviors are often present from birth, 

in some milder cases they do not appear until the child 

enters school. The child may have impUlsive behavior, 

coordination problems (including fine-motor control, 

balance, and eye-hand coordination), may be easily dis-

tracted, show resistence to discipline, have domineering 

social behavior, have emotional difficulties, and show 

rigidity, along with a low tolerance for frustration 

(Wender, 1973). It must be kept in mind that some or all 

of these characteristics may be present in one child, no 

two children, hyneractive or other, are Quite alike. , . 

CAUSES OF HYPERACTIVITY 

Gross and Wilson (1974) conducted longitudinal 

studies of over 1000 children with diagnosed hyperactive 

behavior and learning d isabili ties. 'I'hey found 53.8% of 
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their subjects to have abnormal electroencephalogram (EEG) 

patterns. Some researchers have attempted to link abnor

mal EEG patterns with minimal brain dysfunction and hyper

activity, but have not yet found the necessary substantial 

research evidence. ~ore research in brain activity is 

necessary before any conclusive statements can be made. 

Several theories have been raised to explain the 

etiology of hyperactive behavior. We know that it is 

often p~esent in the child who is diagnosed as having 

minimal brain dysfunction. Discussion of brain damage 

was begun after World War I, when "postenoephalitic 

behavior disorders" were discovered (Wender, 1974, p. 72). 

Researchers at Johns Hopkins Hospital in Baltimore, in 

the 1940's and 1QSO's, attempted to find a relationship 

between prematurity and hyperactive behavior; their 

subjects suffered environmental disadvantages as well as 

prematurity, which would influence the results. Some 

have argued that a genetic trait is involved, because 

learning nroble~s and hyperactive behavior disorders have 

been found to run in families. Wender (1974) cited the 

theory of high level of lead in the blood, found in a 

number of inner city childr~n, from the lead-polluted 

air, and from the lead in house paint. 

ott, in Sarasota, Florida, conducted an experiment 

with the fluorescent lighting in schoolrooms (Arehart

Treichel, 1q 74). He used standard fluorescent lamps in 



two classrooms, and used lighting of long ultraviolet 

wavelen~ths in two experimental classrooms, for 90 days. 

Positive chan~es in behavior occurred in the experimental 

rooms within that period. With more research Ott pro

proses to discover more of the ill effect that fluores

cent lighting can have on children's behaviors. As a 

result of Ott's work, W-ichael Reese Hospital in Chicago 

is using long ultravielet lights in its Dysfunctioning 

Child Center. 

Feingold (1975) presented a unique theory for the 

cause of hyperactive behavior disorders. He stated that 

artificial flavorings and colors in our processed foods 

cause chemical reactions in some children, resulting in 

hyperactive behavior. He said their bodies have no 

defense against these chemicals. Instead of the use of 

stimula.nt medications, he prescribed his Kaiser-Permante 

(K-P) diet, which is free of all synthetic flavorings and 

colorings. He stated that he has found quick results in 

his sutljects, especially the younger children. Feingold's 

theory needs much more research and verification before 

it can be considered conclusive. 

TREATMENT METHODS 
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Remediation methods used with hyperactive children 

include environmental manipulation (structuring the 

classroom and home settings, decreasing extraneous stimuli, 

decreasing the alternatives, encouraging patterns of 



behavior), medication to aid in carrying out these pro-

cedures, and sometimes, psychotherapy for the child, and 

family counseling (Walzer, 1973). 

Diagnosis of hyperactivity must be detailed and 

carried out with care. The conference on the use of 

stimulant drugs in treatment of behaviorally disturbed 

children (Journal of Learning Disabilities, 1971) adviseda 

In diagnosing hyperkinetic behavioral distur-
bances, it is important to note that similar 
behavioral symptoms may be due te other ill-
nesses, or to relatively simple causes. 
Essentially healthy children may have difficul-
ty maintaining attention and motor control 
because of a period of stress in school or 
at home. It is important to recognize the 
child whose inattention and restlessness may 
be caused by hun€er, poor teaching, over-
crowded classrooms, or lack of understanding 
by teachers or parents (p. 526). 

The effect of stimulants upon hyperactive children 

was first discovered by Bradley in 1937 (Wender, 1974). 

1-!e identified the "paradoxical effect" of amphetamines 

when used with behaviorally disturbed children (p. 72). 

They have a calming effect, instead of the stimulating 

effect they have upon adults and average children. 

Recently Solomons (1971) revised the paradoxical effect 

theory, and called it ..• 

a direct stimulating effect of the amnheta
mines which causes ~n increase in gen~ral 
alertness and excitation, along with an 
increase in the ability to focus attention 
(D. 473). 

Since their effect was discovered amphetamines have 

been the most widely used drugs for management of hyper-

5 



active children. These include Dexedrine (Dextroamphet

am"i.ne sulfate) and Benzedrine (Amphetamine sulfate). 

Ritalin (Methylphenidate hydrochloride) has a similar 

stimulant eff~ct, although it is not in the amphetamine 

group. Tranquilizers may be prescribed for the child 
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who is severely excited or psychotic, although side effects 

often outweigh positive results. The two tranquilizers 

most often prescribed are Mellaril (Thioridazine) and 

Taractan (Chlorpromazine). F~r the child who is seizure 

prone, Dilantin (Diphenylhydantoin) is the anticonVUlsant 

most often prescribed. Often Dilantin will be used in 

conjunction with a stimulant, but is not indicated for 

use with a child who has no history of convulsions 

(Tarnopol, 1971). 

RITALIN 

Ritalin is one of the most widely prescribed and ef

fective medications for hyperactive children. It is not 

recommended for use with the child of psychotic emotional 

state, or with primary psychotic disorders; the safety 

of use with children under six years of age is not 

guaranteed. lon~d tudinal studies of its effect are 

still in progress, although some signs of growth sup

pression have been observed. The Physicians' Desk 

Reference (1974) recommended a carefully monitored 

prescription, ~specially if long-term use is expected. 

It is not to be used concommitantly with an anticonvul-



sant; some studies have found that it lowers the thresh

old of seizures. 

The dosage IDf Ritalin should be started at a small 

amount, and increased gradually. It is usually started 

at 5 mL_ligrams before breakfast and lunch, and increased 

by S or 10 milligram amounts until the desired effect is 

achieved. The daily dosage should not exceed 60 mill i

gra~s; if imnrovement is not observed after one month 

of treatment after dosage adjustment, the drug use should 

be disc:')ntinued. If serious side effects occur the drug 
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use should be di.scontinued (Fhysicians' Desk Reference, 1974). 

Side effects of Ritalin may be nervousness, insomnia, 

anorexia (loss of annetite), or possibly nausea. Usually 

a lowered dosage, or a period of adjustment to the medi

cation, will alleviate the ill effects. To avoid the 

nighttime insomnia, no dosage is administered in the 

afternron, and therefere all chemicals are out of the 

bloodstream by bedtime (Physicians' Desk Reference, 1Q74). 

AI\1PHET Al'IiINES 

Dexedrine and Benzedrine are the two amphetamines 

prescrjbed most often for hyperactive behavior disorders. 

Both are central nervous system stimulants, often used 

in adult we ight loss nrograms. \'ihen taken by certa in 

hyneract!ve children they have a calming effect, and are 

used as aids in general management of these children. 

Use is not advised with children under three years of 



a~e (Physicians' Desk Reference, 1974). 

The average d0sa~e of amphetamine ranges frem 2.5 

to 40 milligrams daily, or possibly more in older child

ren. It is started at 2.5 milligrams daily for children 

between three and five years of age; twe doses are ~iven, 

at breakfast and at lunch. The dosage may then be in

cr~ased at weekly intervals by 2.5 milligrams until the 

optimal reSDonse is obtained. For children aged six and 

o1der, the daily dosa~e is started at 5 milligrams; 
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this may be increased weekly by 5 milligram amounts until 

desired behavior is achieved. Use of both types of a~phet

amines should be discontinued if any serious side effects 

occur (PhYSicians' Desk Reference, 1 0 74). 

Amphetamine s\de effects may include restlessness, 

insomnia, dizziness, headache, anorexia, weight loss, and 

some elevation of blood pressure. These may occur in 

Dart, and in varyin~ degrees. The Physicians' Desk 

Reference (1974) advised that the positive results of the 

medication must be weighed against the side effects, if 

any, for the s~ecific child. If the ill effects are not 

significant, and ~hey may be lessened as the child builds 

a tolerance to the drug, the physician may advise that 

the dosage be continued. 

OTHER MEDICATIONS 

Deaner (Deano1 acetamidobenzoate) is used at times 

when the amphetamines are not effective or have too 



serious side effects. Its action is similar to that ~f 

amphetamines, but it has a lower toxicity, and fewer and 

milder side effects (slight headache, muscle aches, or 

constiuation). Given in 25 or 100 milligram tablets, the 

average daily dosage 'begins at 300 milligrams in the 

~orning. ~fter three weeks and some improvement is 

noted, the dosage is lowered to a daily 100 milligrams 

~aintainance level. The Physicians' Desk Reference (1974) 

advised that the daily maintainance dosaqe not exceed 

)00 milligrams. 

Atarax (Hydroxzaine) is used in treatment of some 

individ"Jals with usychoses, and in management of some 

children with hyperactive behavior disorders. Although 

not an amphetamine, it has a calming effect on behavior 

without dulling alertness. In lew dosages the sjde ef

fects are insignificant. The usual daily dosage for the 

child under six ye8rs of age is 50 milligra~s in divided 

doses, and SO-100 milligrams for the child over six 

years of age (Physicians' Desk Reference, 1974). 

ADMINISTRATION OF MEDICATIONS 

Whenever medication use is considered, a physician 

'Tlust b~· in attendance. \'lender (1973) advised that (lme of 

the following be chosen. child psychologist, who has 

studied both child and adult usychology; child neurolo

gist, specialized in child and adult neurology; 

uedriatrician, specialized in diseases of children. 

9 



A thoro'J£,h physical examination will b~ made before any 

medication is prescribed, and periodic follow-u~ examin

ations 8re made to keep check on the effectiveness and 

possible ill effects of the drug. 

The physician's job is to monitor the administration 

of the medication throu~hout its course. He will check 

for si£'ns of over control-if the child is toe quiet, 

too still, or nearly put to sleep, or if the child has 

the apnearance of being stimulated (overactivity, irri

tability, tension, or tearfulness); if this occurs the 

dosa~e should be decreased (Laufer, 1971). Mild side 
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effects occur in one out of eight cases in which the medi

cation is used; usually there is no need to discontinue 

the dosage. In one out of sixteen cases moderate to 

serious side effects may occur; if they do not subside 

within a ~ew days, the dosa~e will be discontinued, and 

another medication may be attempted (Gross and Wilson, 1974). 

There is concern by many individuals about the side 

eff~cts of stimulant use and their possible serious harm 

to the child. Wender (l Q 73) advised that insomnia can 

be avcided if medication is given in the morninf and at 

lunchtime only; by alleviating a dose in the afternoon, 

the cheITicals will be out of the child's bloodstream by 

bedtime. SolCDmons (1971) warned of the "panda syndrome" 

incluClin£' pale and sallow face, and dark circles under 

the eyes (n. 474). This may occur if the amphetamine is 

increased too quickly. Some children may expetience an 

---------_._--•. -. 



aller~ic reaction to 8ny or all of the drugs used; these 

may be manifested in a skin rash similar to hives, or 
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q lower~d white blood count, resulting in a susceptibility 

to fever and infections (Wender, 1973). Walzer (1973) 

stated that anorexia msy result in some weight loss when 

medication is begun, but its effect will lessen as the 

child builds tolerance to the drug. This can be avoided 

b\' givin~ the dos3.e-es with 11'lea1s and keeping close record 

of any weight chan~es. 

Often lon~-term use of the Medication May be necessary. 

In some cases it will be necessary to ad~inister dosages 

on weekends and all vacations, including summers. Walzer 

(1973) advised that a summer vacation from medication 

can be a good test of a change in the child's behavior; 

his behavior will be evaluated after he has entered school 

in the fall to determine whether he should return to 

medica~ion or can function effectively in school without 

it. This procedure will be carried out only in the milder 

cases, in which the children can function adequately out

side of school without medication. In all cases the 

nhysician must follew the child's urogress, often for a 

ueriod of three to five years, or len~er. 

Many are concerned about the use ~f stimUlants into 

the adolescent years. In many cases the drug can be dis

continued during these years, as the child seems to eut

grow his condition. If drug use is still necessary, close 



suuervision by parents and doctor is important, and pos

sibly a switch can be m8de to a non-stimulant drug 

(Gross and Wilson, 1974). The renort of the Health, 

Education and Welfare committee on drug use with hyper

active children (1971) stated that over thirty years of 

clinical exnerience and several research studies have 

shown no relationships between medical stimulant use with 

~dolescents and later drug abuse. They explained this 

by the followinz: the child experiences no pleasurable 

eTfect fro~ the stimulant, he thinks of it as medicine 

and is very w~lling to stop taking it, he is not left 

r~snonsible for taking his own medication, and the medi

cation is usually stonued at adolescence. The committee 

also advised that the use and nrogress of the medication 

should a]ways be carefully monitored by the physician. 

The child usually auickly builds a tol~rance and 

certain dependence upon the medication ad~inistered. If 

he misses just one dose of the drug, his behavior may 

return to baseline auickly, and will be i~mediately 
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noticed by parents and teachers. In SQme cases parents 

feel a drug is having no positive effect for their child

ren, while it is actually slow in taking an effect. 

Solomons (1971) advised that they should be natient for the 

dru~ to build up enough to have an effect on the child's 

behavior before they attemut to evaluate its value. He 

stated that one of the ~ost freauent causes of poor results 



of drug use is nremature discontinuation of the t"erapy. 

If results aren't observed the drug can be increased at 

weekly intervals unt"il the desired behavior is achieved. 

Tarnopol (1971) cautioned the physician prescribing 

a stimulant medication for his young patient as followsl 

The use of dru~s d$es not relieve the nhysi
cian of the responsibility for seekin~ te 
identify and eliminate the factors causing 
or aggravating the nsychiatric diserder •.. 
All of the currently available psycho-pharm
aco18gic agents treat sy~ptoms, not diseases .•• 
S~~ptom sunpression may also delay diagnosis 
and hence effective treatment. To prescribe 
drugs for a child whose svmntoms stem from 
intranersonal disturbance~ ~ithout attempting 
to alier the factors causing the symptom~ is' 
noor medicine (P. 356). 

EFFICACY STUDIES 

Several studies of the effectiveness of stimulants 

in chan~ing disruptive hyperactive behavior have been 

carried 0ut. Tarnopal (1971) found 83% of 337 children 

studied who had improved behavior after treatment with 

Ritalin. Of these children 14% were found to have side 

effects. Tn a similar study with Dexedrine, 69% of 610 
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children had behavior imnrovement, while only 12% exper

ienced side effects. Walzer (1973), in an experiment with 

childron who had abnormal EEG patterns and neurological 

examinations, found 55% of 46 children imDY'Dved after 

three weeks of Ritalin treatment. Several related 

experiments have found improvement in classroom behavior, 

group participa~ion, and attitudes toward authority 
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falllowing tre~tment with stimulants (Solomons, 1971). 

~enelascino (1970) cited several studies in which Ritalin 

lowered im-oulsivity in the child, while it had a stimulat

in~ effect Gn "cortical maturatien and integration", 

resultin~ in increased ability to concentrate (p. 327). 

Greenwald (1971) cited a study on three children in 

C j nc innat i -cubl ic schools. 'l'his was double-blind exper

iment, in which the children, teachers, and attending 

clinicians were not aware when Ritalin or the placebo 

was b~ing administered and having- an effect on the 

SUbjects. Each drug, Ritalin or placebo, was administered 

for a two week period, during which time teachers had a 

checklist for evaluatin~ changes in behavior. Results 

showed that behavior was significantly improved in all 

three children while taking Ritalin. A high correlatien 

W8S found between teachers' observati0ns and those of 

tra'ned observers in the classroom. 

Solomons (1071) found a -olacebo to bring about 

imurovement in 67% of the children observed, while 

Rltalin facilitated positive changes in 88% of the 

children studied. Parents and teachers rated children'S 

behavior less distractible and more attentive 'vhile taking 

Ritalin, which m8Y alter the significance of the statis

tics. In a well-c~ntrolled study with emotienally dis

turbed underachieving beys, Solomons (1971) found impreved 

behavior which included increased correct responses, 



decre~sed reaction time, decreased hyperactive behavier, 

increased attention, and more c00perative behavior in the 

classro:!>m. 
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Comly (lq71) conducted a double-blind study using 

Dexedrine and a placebo, each fer a three week period. 

!mnrovement was observed in 31 of the 40 children while 

being treated with Dexedrine. Conrad (lq71) cited results 

of an amnhetamine exnerirnent, which included beneficial 

effecte en Porteus Maze nerformance, Frosti~ percentual 

Quotient, auditory synthesis, and lowered number af errors 

on various learning tasks. 

In an extensive double-blind experiment of the effect 

of Dexedrine and nrescriptive teaching, Conrad (lq71) 

found most effective results when Dexedrine was adminis

tered Bnd nrescriptive teaching was conducted, while little 

change was observed in ~rouns receiving the placebo. 

The Dexedrine treatment all.wed the child to better at

tend to and ccmcentrate ()n the task at hand, and likewise 

benefit most fr0m the tutoring session. Conrad listed 

some imnlications from his study, including: the hyper

active child usua11y has aiditional snecific learning 

disabilities, and ~ust he taught accordingly; ampheta-

mine therany is advised for us~ above and beyond apprG

nriate nrescriptive teaching strategies; medicatien alene 

may be effective for the child with hyneractivity only; 

m~re senhisticated methods of remediation of the under-
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lying learning disability must be d~vel.ped. 

C3mpbell (lQ71) feund in vari~us studies that Ritalin 

treatment aided behavior in correcting task errors m0re 

auickly, improving ability te attend to auditory and visual 

stimuli, impr0ving impulse control, and improving ability 

te inhibit incorrect responses. Tarnepol (1971) wrote 

that improvement in the child's behavior as a result of 

medication tre3tment will often ease the tension in the 

family situation. The mother's possible guilt feelings 

will be relieved, and she may be mere tolerant of her 

child's behavior. She will be relieved to find that the 

child's nroblem exists within himself and is net a re-

sult .~ poor child-raising techniques. 

DEBATE OVER STIMULANT USE 

Since 1970, when shocking stories about the use cf 

stimulants in the Omaha Public Schoels were released, 

the ccntroversy over stimUlant use has raged throughout 

the United States. Comly (1071) stated that stories be

came sensationalized when some facts were misrepresented 

in the newspapers, a physician was misouoted and ether 

facts were twisted t. create an extreme situation. As a 

result people have been areused t. actien for and against 

stimulant use with hyperactive children. 

These objections to stimulant use are frequently 

voiced by narentsl they find it difficult to believe in 

a physical rather than psychological basis for their 

---------------- ----
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child's problem; medication treatment seems artificial te 

them; and they fear their child will dev~l.p a dependency 

on the dru,g; after a l@ng peried ef administration. 

Wender (1973) advised that the child's nhysician can 

nlay an imuertant rQle in explaining to the parents ~he 

nature -of the child's cGndition, and the role the stimu

lant treatment will nlay. 

Walker (1974) admonished the physician in cases in 

w~ich m~dicatiQn does net have a positive effect. He 

stated that the physician often does not examine the 

child thereu,g;hly enough te diagnese an actual c.nditi~n 

other than hyporactivity; likewise .ther treatment is in 

order, rather than the stimulant medication. Hyperactivity 

has bee.me, for some physicians, a convenient label far 

children who may be hard t. control for other reasons. 

Fer these reasens Walker advised physicians to look fer 

a caus~ for the behavior, rather than treat only the 

s;vmntc'l'Sl • 

A freouent ccmplaint by parents is that schmal 

officials stress use of medications and refer tao many 

childr~n t~ physicians. At times they will also blame 

the schoels for causing the behavior pr*blems by bering 

the children in class (Keiffer, 1974). On the ether hand 

the school sfficials feel at times that they are expected 

to salve nr0blems in a child that may be rooted in the 

home situati9n; this will be an undue burden on the sch •• ls. 

--------_._----_._----------
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Sch •• l ~fficials in several states receive literature and 

information from dru~ manufacturers, but it must be kent 

in mind that a physician must prescribe all medication 

for a child. 

Schnackenber~ (Newsweek, Oct.ber 8, 1973) prep.sed an 

alternative te stimulant use. After conductin~ studies 

on chll:lren in South America, who drink a great deal of 

coffee and shew few signs of hyperactivity, he conducted 

an experiment with eleven children usin~ coffee fer 

treat~ent. He observed nositive changes in behavior in 

the chi ldren, similar to ttose res1)l tin£" frem amphetamine 

treatment. Schnackenberg advocates consumption of two 

cups ef c$ffee daily (at breakfast and at lunch) ta 

sunply the necessary 200 to 300 milligra~s Qf caffiene. 

He found few Qf the side effects which ~ften accompany 

stjm.ulant treatment. f(ore research in this area may 

show more Dositive results s~milar to those of 

Schnackenberg. 

In March, 1971, the Department of Health, Education 

and Welfare sponsored a multidisciplinary panel to dis

cuss issues related to use ef stimulant drugs for children 

with behavi~r disorders. Headed by Freedman sf the 

t!niversitv of Chicago, the nanel made the following 

state~ents about stimulant use with these children: 

1. The dru£"s do not act as a cure to the be
havi0r disorders; they will improve learning 
abilities in one half t. two thirds of the 
cases in which they are used. 



2. A full medical examination and diagnosis 
are necessary bef~re medicati0n treatment will 
be started. Environmental and family relati0n
shius, uhysical and psychological fact~rs. must 
be c0nsidered; not all children are able t. 
take these dru~s. 

3. Stimulants do net act as sedatives. Their 
eff~ct is t. "mobilize and increase the child's 
abilities to focus an Meanin~ful stimuli and 
te organize his bodily movements purposefully" 
(Children. May, 1°71, p. 111). 

4. Over thirty years .f clinical use @f these 
stimulants has shown no evidence of abuse during 
later years. 

S. A uhysician's consent is necessary fer ad
ministering a stimulant drug; teachers and 
school officlals cannot prescribe medicatiGln. 

6. The child should not have the responsibility 
for taki~ his medication; this can be a means 
to avoid abuse. 

7. No stigma should be a-ctached to the child fer 
hiS use of medication; it is not different frem 
the child who wears glasses te aid his visi~n. 

8. Manufacturers of drugs are not to promGte 
their products threuEh school officials; they 
w~ll EO through medical channels enly. 

9. Any misuse or abuse ef any stimulant drug 
should be renorted i~mediately to the proper 
autheri ties.-

10. Tranauilizers and antidepressants sh@uld 
bp used sparingly, in special cases only. 

11. The nanel warned that "the normal 
ebullienc~ of childhood should not be con
fused with the very special problems of the 
crild with hynerkinetic behavior disorders" 
(Keiffer, 1974, p. 115). 

These excellent guidelines issued by the panel 

should be kent in mind by all physicians and teachers who 

work with children with hyperactive behavior dis~rders. 
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CONCLUSION 

As a final note, the teacher's role in dealin~ with 

"the chi.ld who is hyperactive is equally important as 

those of the nhysician and the parents. Small (lq74) 

listed some teachin2 strategies to keep in mind. 

nrenare short assignments for the child, provide 

opnortunities for the child to move around the classroom 

if necess~ry, use short and explicit verbal instruction~, 

teach the child to er~anize his belongin~s, provide a 

stimulus-free work and study area, use a reinforcement 

schedule to :increase attention span, keep close communi-

cations between the home and school, establish a routine 

~n the classroo~ (and encoura~e the narents to do so at 

home) with a schedule for the child. 

Novack (1971) expressed the hone that, in the future, 

behavior modification techniques can renlace stimulants 

in managing the behaviorally disordered child. Until 

that noint is reached, he had a suggestion for the 

classroom teacherl 

..• teachers have two tasks to perform until 
science and research present more viable al
ternatives. One, is to supply objective ob
servations on the effectiveness of medication 
In controlling behavior in the classroo~. The 
second task is to develon classroom strategies 
to bring about m~re posi~ive responses to -
learning from the children who are unable to 
benefit from the use of ~edication (p. 507). 
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