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This briefing paper is intended to improve

understanding of attention/deficit hyperactivity disorder
(Ad/HD)--what it is, what to look for, and what to do. Three subtypes

are identified:

(1) the predominantly combined type; (2) the

predominantly inattentive type; and (3) the predominantly
hyperactive/impulsive type. Causes and incidence of ADHD are briefly
addressed. Signs of ADHD are discussed, including inattention,
hyperactivity, and impulsivity. Essential diagnostic features of the
syndrome based on the Diagnostic and Statistical Manual of Mental
Disorders (4th edition) are listed, and components and sources of a
professional diagnostic evaluation for ADHD are explained. The
discussion of ADHD treatment addresses: effects of improved
understanding of ADHD, behavior management, medication, and
educational intervention. Provision of special educational services
is also considered and basic guidelines for educational intervention
are listed. Parents are given suggestions on what to do if their
child is found ineligible for services, how to help their child
improve his/her self-esteem, and how to find parent support groups.
(Contains 7 references, a listing of 21 readings and resources, a
listing of 2 policy clarifications of the Department of Education on
ADHD, and a list of 6 organizations.) (DB)
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BRIEFING PAPER

Attention-Deficit/
Hyperactivity

Disorder

by Mary Fowler

Fovers vear the National Information
Center for Children and Youth with
Disabilitics (NTICHCY) receives thou-
sands of requests for information about
the education and special needs of
chitdren and vouth wich Attention
Deficit Disorder (ADD). Over the past
several vears, ADD has received a
tremendous amount of attention from
parcnts, professionals, and policvmakers
across the country — so much so. in
fact. that nearly evervone has now heard
about ADD.

While helptul to those challenged by
this disability, such widespread recogni-
tion creates the possibility of improper
diagn-vitic practice and inappropriate
treaunent. Now, more than ever, parents
who suspect their child might have ADD
and parents of children diagnosed with
the disorder need to evahluate informa-
tion, products, and practitioners care-
fully.

This NICHCY Bricfing Paper is
intended to serve as a guide to help
parents and educators know what ADD
15, what to look for, and what to do.
While acknowledginge that adales, too,
can have ADD, this paper focuses on the
disorder as it relates to children and

votrth. ‘
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Is ADD Somcthing New?

References to ADD-tvpe symptoms
have been found in the medical licera-
ture for atmost 100 vears. In fact, this
svndrome is one of the most widely
rescarched of all childhood disorders.
Scientific experts have long understoad
ADD as a disability that can and does
causc sciious lifelong problems, particu-
larly when nothing is done o manage
the difficultics associated with the
disorder,

Throughout all these vears of re-
scarch, the children with ADD have not
changed. "T'he characteristies of ADD
evident 40 vears ago are still the same
scen todav. lvis our wnderstanding of
ADD that has evolved. "The knowledge
we have gained through rescarch has, in
fact. led to a change in the disorder’s
name and in the way itis viewed.

What is Attention Deficit
Disorder?

ADD is officiathy called Attention-
Deticit/vperactivits Disorder, or AD/
LD cAmcerican Psyehiatrie Association,
1994, alchough most lay people, and
cven some professionals, still callic ADD



“Maybe you know my kid. He's fﬁe one who says the
[first thing that comes to mind. He'sthe Youngster who
can’t remember a simple request. When he scrapes his
knee, he screams so loud and long that the neighbors
think [ am beatinghim. He's the kid in schoolwith ants
1n his pants @ho could do thework if ke really tried. Or
50 his parents have been told over and over again.

From Mary Fowler's (1993), Mavbe you know my kid: A parent’s guide to identifving,
understanding, and helping vour child scith ADHD (2nd ed) Used with permission.

(the name given in 19801, "T'he
disorder’s name has changed as a
result of scientific advances and the
tindings of carcful ficld trials;
rescarchers now have strong evi-
dence to support the position that
AD/HD (as we will refer to the
disorder throughout the remainder
of this Briefing Paper) is not onc
specific disorder with different
variations.  In keeping with this
evidence, AD/HD is now divided
into three subrypes, according to the
main features associated with the
disorder: inattentiveness, impulsiv-
ity, and hyperactivity.
subtypes are:
e AD/HD Predominanty Com-
bined Type,
e AD/HD Predominantily Inatten-
tive 'I'vpe, and
o AD/HD Predominantly Hyper-
active-Impulsive Type.

These subryvpes take into
account that some children with A/
HD h ve lictle or no trouble sitting
still or inhibiting behavior, but may
be predominantdy inattentive and. as
a result, have great difficulty getting
or staving focused on a task or
activiey, Others with AD/HID may
he able to pay attention to a task but
losc focus because they may be
predominantly hyperactive-impul-
sive and, thus, have trouble control-
ling impulse and activity. "The most
prevalent subtype is the Combined
T'vpe. These children will have

I'he three
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significant symptoms of all three
characteristics.

What Causes AD/HD?

AD/HD is a ncurobiologically-
bascd developmental disabilicy
estimated to aftect between 3-5% of
the school age population (Profes-
sional Group for Attention and
Refated Disorders, 1991). No one
knows cxacthy what causes AD/HD.
Scientific evidence suggests that the
disorder is genctically transmitted in
many cases and results from a
chemical imbalance or deficiency in
certain neurotransmiteers, which are
chemicals that help the brain regu-
latc behavior. In addition, a land-
mark study conducted by the
Natonal Institute of Mental Health
showed that the rate at which the
brain uses glucose, its main cnergy
source, is lower in subjects with AIY/
LD chaa in subjects without AL/
HD (Zametkin e al, 1990).

[Even though the exact cause of
AD/HD remains unknown, we do
know that AD/HD is a ncurologi-
cally-based medical problem. Par-
ents and teachers do #of cause AD/
[1D). Still, there are many things
that both can do te help a child
manage his or her AD/THD-related
difficultics. Before we look at what
nceds to be done, however, let .
look at what AD/ID is and how it is
diagnosed.
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What Are the Signs
of AD/HD?

Professionals who diagnose AD/
HID usce the diagnostic criteria set
forth by the American Psychiatric
Association (1994) in the Diagnostic
and Statistical Manual of Mental
Disorders: the fourth edition of this
manual, known as the DSM-IV, was
relecased in May 1994, "The criteria
in the DSM-IV (discussed below)
and the other cssential diagnostic
features listed in the box on the
next page are the signs of AD/HD.

As can be seen, the primary
features associated with the disabil-
ity arc inattention, hvperactivity,
and impulsivity. The discussion
below describes cach of these
teatures and lists their symptoms, as
given in the DSM-IV.

Inattention

A child with AD/HD is usually
described as having a short attention
span and as being distractible. In
actuality, distractibility and inatten-
tiveness are noi sYnonymous.
Distractibiliey refers to the short
attention span and the case with
which some children can be pulled
off-tusk. Attention, on the other
hand, is a process that has different
parts. We focus (pick something on
which to pay attention), we sefect
(pick something that needs attention
at that moment) and we swustain (pay
attention for as long as is needed).
We also sesist (avoid things that
remove our attention from where it
nceds to be), and we s4iff (move our
ateention to something else when
needed).

When we refer to someonce as
distractible. we are saving thar a part
of that person's attention process is
disrupted. Children with AD/HD
can have difficulty with onc or all
parts of the atrention process. Some
children may have difficulty concen-
trating on tasks (particularly on tasks
that arc routine or horing). Others
may have trouble knowing where to
start a task. Stll others mav gee lost
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in the directions along the way, A\
carcful observer can watch and see
where the attention process breaks
down for a particular child.

Svmptoms of inattention, as
listed in the DSN-IV, are:

(a) often fails to give
close attention to derails or
makes carcless mistakes in
schoolwork, work.or other
activities:

(b) often has difficuley
sustaining attention in tasks
or play activities;

(¢) often does not seem to sisten
when spoken to directly:

(d) often does not foliow
through on instructions and fails to
finish schoolwork, chores, or dutics
in the workplace (not duce to opposi-
tional behavior or failure to under-
stand instructions);

(¢) often has difticulty organiz-
ing tasks and acuvities;

() often avoids, distikes, or is
refuctant to engage in tasks that
require sustained mental effort (such
as schoolwork or homework):

(g) often loses things necessary
for tasks or activities (C.g.. tovs,
school assignments, pencils. books,
or tools);

(hY is often casily distracred by
extrancous stimuli;

(1) is often forgetful in daily
activites, (American Psvehiatric
Association, 1994, pp. 83-84)

Hyperactivity

Fxcessive activity is the most
visible sign ot AD/ITD. "The hyper-
active toddied/preschooler is gener-
ally desceribed as “alwavs on the go™
or “motor driven.” With age,
activity levels mav diminish, By
adolescence and adulthood., the
overactivity may appear as restless,
fidgery behavior (American Psvehi-
atric Association, 1994).

Symproms of hyperactiviey, as
listed in the DSNEIV are:

(1) often fidgers with hands or
feet or squirms in seat;

Q
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(b) often feaves seat in class-
room or in other situations in which
remaining scated is expected:

{¢) often runs #hout or climbs
excessively in situations in which it

The primary features associated
with ADIHD are inattention,
hyperactioiry, and impulsiciry.

is inappropriate {in adolescents or
adults, may be limited to subjective
feelings of restlessness):

(dY often has difficulty plaving or
engaging in leisure activines quictly:

(¢) is often “on the go™ or often
acts as if “driven by a motor;”

(Y often talks excessively.
(APA, 1994, p. 8

Impulsivity

When people think of impulsiv-
ity. they most often think about
cognitive impulsivity, which is
acting without thinking, "T'he
impulsivity of children
with AD/HD is stightdy
different. "These children
act sefore thinking, be-
cause they liave difficutey
waiting or delaving
gratification. "The impul-
sivity leads these children
to speak out of turn,
interrupt others, and engage in what
looks like risk-taking behavior, The
child mav run across the street
without looking or climb to the top
of very tall trees. Although such
behavior is risky, the child is not
really a risk-taker but, rather, a child
who has great ditficulty controlling
impulse. Often, the child is sur-

three subevpes of the disorder:

hyperactivity:

Defining Atteation Deficit/Hyperactivity Disorder®

Instead of a single list of 14 possible symptoms as listed in the prior edition of
the DSM(the DSM-111-R). the DSM-1V categoricalty sorts the symptoms into

o Combined Type — multiple symptoms of inattention. impulsivity, and

o Predominantly Inettentice Tvpe — multiple symptoms of inattention with
few, if anv, of hyperactiviey-impulsiviey:

o Predominantly 11vpei actice-lmpulsice Type — multiple symptoms of hyper-

activiev-impulsivity with few, ifany, of inattention.

Other essential diagnostic features of AD/HD include:

Svmptoms of inattention, hyperactivity, or impulsivits must persist for at
fcast six months and be maladaptive and inconsistent with developmental

Some of the symptoms causing impairment must be present betore age 7
Some impairment from the symptoms is present in two or more sertings

Eyvidence of clinicatly significant impairment is present in social, aca-

[ ]

levels:
L]

ears;
L]

(¢.g.. at schoolfwork, and at home):
L]

demic, or occupational functioning:
L]

Symptoms do not occur exclusively during the course of Pervasive Devel-
opmental Disorder, Schizophrenia, or other Psvehotie Disorder and are
nat berrer accounted for by another mental disorder (e.g.. Mood Disorder,
Anvieny Disorder, Dissociative Disorder, or Personality Disorder).

“Drawn from the American Psyehiatric Association (19940, Diagnastic and Statis-
tical Manual of Mental Disorders (dth ed), pp. 83-85, Reprinted with permission,
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Until a proper evaluation is
completed, you can only assuine
that a child might have AD/HD.

prised to discover that he or she has
gotten into a dangerous situation
and has no idea of how to get out of
it.

Svmproms of impulsiviey, as
listed in the DSNM-IV (p. 84, are:

{¢) often blurts out answers
before questions have been com-
pleted:

(h) often has ditticuley awaiting
turn;

(1) often interrupes or intrudes
on others (e.g.. butts Into conversa-
tions or games).

Tt is important to note that, in
the DSN-IV, hyperactiviey and
impulsivity are no longer considered
as separate features. According to
Barkleyv (1990, hvperactiviey-
impulsivity E.oa pactern scemming
from an overall difficuley in inhibie-
ing behavior.

In addition to probtems with
mattention or hyperactiviev-impul-
sivity, the disorder is often seen with
associated fearures. Depending on
the child™s age and developmental
stage, parents and teachers may sce
fow frustration tolerance. temper
outburts. bossiness, difficutey in
following rules, disorganization,
soctal rejection, poor self-esteem,
academic underachievement, and
inadequarte sclf-application (Ameri-
can ’svehiatric Association, 1994),

Don’t All Children Show
These Signs Oceasionally®

IFrom time to time. all children
will be inatrentive, impulsive, and
overly active. In che case ot ADY/
1), these behaviors are the rule,
not the exception. When a child
exhibits the behaviors isted above
as ssimptomatic of AD/HD even it
he or she does so consistenthy, do

ERIC
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not draw the
conclusion that
the chitd has
the disorder.
Until a proper
evaluation is
completed. vou
can only @ssume
that the child wight have ADJHD.
Conversely, people have been
known to read symprom lists and,
finding one or two exceptions, rule
out the possibiliey of the disorder’s
presence. AD/LD is a disabiliey
that, without proper identification
and management, can have long-
term complications. Parents and
teachers are cautioned against
making the diagnosis by themsetves.

How Do I Know For Sure
If My Child Has AD/HD?

Unfortunately, no simple test
such as a biood test or urinanalvsis
exists to determine if a child has this
disorder. Diagnosing AD/HD is
complicated and much like putting
together a puzzle. An accurate
diagnosis requires an assessment
conducted by a well-trained profes-
sional (usuatly a developmental
pediatrician, child psyehologist,
child psvehiatrist, or pediatric
ncurologist) who knows a Jot about
AD/HID and alt other disorders that
can have symptoms similar to those
found in AD/HID. Until the pract-
tioner has collecred and evaluated all
the necessary information, he or she
must follow the same rule of thumb
as the parent or teacher who sees the
behavior and suspects that the child
has the disorder: As<ume the child
might have ADJETD.

The AD/ED diagnosis is made
on the basis of observable behavioral
symptoms in multiple sertings. This
means that the person doing the
cvaluation must use multiple
sources to collect the information
needed. A proper AD/HD diagnos-
tic evahuation includes the following
clements:

t

1. A thorough medical and -
family history

2. A physical examination

3. Interviews with the parents,
the child, and the child’s teacher(s)

4. Behavior rating scales com-
pleted by parents and teacher(s)

5. Observation of the child

6. A variery of psvchological
tests to measure Q. and social and
emotional adjustment, as well as to
indicate the presence of specific
learning disabilities.

[t is important to realize thart,
almost characteristically, children
with AD/HD often behave well in
new situations, particularly in those
that are onc-on-one. "Therefore, a
well-tratne . diagnostician knows not
to make a determination based
solely on how the child behaves
during their time together.

Sophisticated medical tests such
as KEGs (to measure the brain's
clectrical acuviey) or MRIs (an NXe-rav
of the brain’s anatomv) are NO'T
part of the routine assessment. Such
tests are usually given only when the
diagnostcian suspects another
problem, and those cases are infre-
quent. Similarly, positron emission
tomography (PET Scan) has re-
cently been used for rescarch
purposes but is not pare of the
diagnostic evaluation.

After completing an evaluation,
the diagnostician makes one of three
determinations:

1. the chitd has AD/HD:

2. the child does not have ADY/
HD but his or her difficuleies are the
resute of another disorder or other
tactors; or

3. the child has AD/HD and
another disorder (called a co-existing
condition).

I'o make the first determination
— that the child has AD/HD — the
professional considers his or her
findings in relation to the criteria set
forth in the Diagnostic and Statistical
Manuwal of Mental Disorders (4th
edition), the DSM-IV, of the Ameri-
can Psyehiatric Association (199,

A very importane criterion tor




diagnosis is that the child’s symp-
toms be present prior to age 7.
They must also be inappropriate for
the child’s age and cause clinically
significant impairment in sociai and
academic funcuoning.

T'o make the seeond determina-
tion — chat the child’s difficulties
are the result of another disorder or
other factors — the professional
considers the exelusionary criteria
found in the DSM-IV and his or her
knowledge of disorders with similar
symptomatology. According to the
DSNI-TV, “Artention-Deficit/
Hyperactiviey Disorder is not diag-
nosed if the svmproms are better
accounted for by another
mental disorder (e.g., Mood
Disorder. Anxiery Disorder,
Dissociative Disorder,
Personality Disorder,
Personality Change Duce to
a General Medical Condi-
tion, or a Substance-Re-
lated Disorder). Inall
these disorders, the symp-
toms of inatcention tvpi-
callv have an onset after
age 7 vears, and the child-
hood history ot school adjustment
generally is not characterized by
disruprive behavior or teacher
complaints concerning inattentive,
hyperactive, or impulsive behavior”
(American Psvehiatric Association,
1994, p. 83),

Furthermore, psychosocial
stressors, such as parental divorcee,
cnild abuse, death of a loved one,
environmentai disruption (such as
change in residence or school), or
disasters can result in temporary
symptoms of inattention, impulsiv-
itv, and overactiviey. Under these
circumstances, symptoms generally
arise suddenly and, therefore, would
have no long=term history, Of
course, a child can have AD/HD and
also experience psychosocial stress,
so such events do not atomatically
rule out the existence of A/,

T'o make the third determina-
tion — that the child has AD/HD
and a co-cxisting condition — the
Q
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assessor must first be aware that ALY/
HID can and often does co-exist with
other difficulties., particularly learn-
ing disabilities, oppositional defiant
disorder, and conduct disorder. All
factors must be constdered to ensure
the child’s difficuldies are evaluated
and managed comprehensively.
Clearly, diagnosis is not as
simple as reading a symptorm list and
saving, “T'his child has AD/HD!™
‘T'his Briefing Paper cxplores the
issuc of diagnosis in some depth.
beeause no one wants children to be
misdiagnosed. As parents, the more
we know, the more we can help our
children to suceeed. We probably

Schools have an affirmative
obligation to evaluate a child if they
suspect that he or she might have

AD/HD or another disability
that is adversely affecting
educational performance.

do not need to know how to use the
DSM-IV. We probably ¢o need to
know that the person evaluating our
child is using the specified criteria
for AD/HD and all che components
of a comprehensive assessment.

How Do I lJave My Child
Evaluated for AD/HD?

When a child is experiencing
difficulties which suggest that he or
she may have AD/HD. parents can
take one of two basic paths to
evaluation. "They can seek the
services of an outside professional or
clinic, or they can request that their
local school district conduct an
evahuation,

In pursuing a privare evaluation
or in sclecting a professional to
perform an assessment for AD/HTD,
parents should consider the
clinician’s training and experience
with the disorder. as well as his or

her availabilicy to coordinate the
various treatment approaches. Most
AD/HD parent support groups have
knowledge of clinicians trained to
evaluate and trear children wich AD/
HD. Parents mav also consule cheir
child’s pediatrician. community
mental health center, university
mental health clinics, or hospital
child evaluation units.

fris imporwant for parents to
realize, however, that the schools
have an affirmative obligation to
evaluate a child (aged 3-21) if school
personnel suspeet that he or she
might have AD/HDY or any other
disabitity thatis adversely affecting
cducational performance.
"T'his evaluation is pro-

“led free of charge to
familics and must, by law,
involve more than one
standardized test or
procedure.

Thus, if you suspect
that vour child has an
atcentional or hyperaetiv-
ity problem, or know for
certain that vour child has
AD/HD. and his or her
cducational performance appears to
be adversely affected, vou should
first request that the school svstem
evaluate vour child, When making
this request, itis a good idea to be as
specifie as possible about the kinds
of educational difficulties your child
i experieneing,

If vour child is an infanc or
toddler. vou may want to investigate
whart carly intervention services are
available in vour state through the
Part H program ot the Individuals
with Disabilities Fducation Act
(DEA). You can find out about the
availability of these services in vour
state by contacting the State Depart-
ment of Education or local educa-
tion agencey (both of which are listed
on NTCHOY'S State Resonree Sheen),
by asking vour pediatrician, or by
contacting the nursery or child care
department in vour focal hospital.
While your state may not specifically
st AD/TID as a disabiliey to be




“I am one of the lucky mothers. [ now understand why my

son behaves the way he does.

[ Fnow now that the

disturbing behaviors which appeared at various stages of
his development were neither of his own doing or my fault.

If you are the parent of a cfild with AD/HD, I want you
to know that children with AD/HD aren’t really pain in the
neck kids with lousy parents. Understand that they are
children who have ADJHD and Fnow when and where ro

g'0f07‘ /ho/p (171{/5”pp07‘f, ’

From Mary Fowler's (1993), Mavhe you fnow my kid: A parent’s guide to identifying.
understanding, and helping your child with A\DHD. (2nd ed)). Used wich permission.

addresscd through the Pare H
program, most states have a category
such as “atvpical children™ or
“other™ under which an AD/HD
assessment might be made.

Preschoolers (children aged 3-3)
may be cligible for services under
Part B of the IDEA. If vour child is
a preschooler, vou may wish to
contact the State Department of
F.ducation or local school district,
ask vour pediatrician, or talk v ith
local dav care providers about how to
access special education serviees in
order to have vour child assessed.

Also, under the 1993 Tead Start
regulations, AD/LID is considered a
chronic or acute health impairment
entitling the child to special educa-
tion scervices when the child’s
inateention, hyperactvity, and
impulsivity are developmentally
inappropriate, chronic, and dis-
plaved in multiple settings, and
when the AD/HD severely affects
performance in normal developmen-
tu! tasks (for example, in planning
and completing activities or follow-
ing stmple directions),

If vour child 1s school-aged. and
vou suspect that AD/THD may be
adversely affecting his or her educa-
tional performance, yvou can ask your
local school district to conducet an

Q
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cvaluation. With the exeeption of
the physical examination, the
assessment can be conducted by the
child study team, provided a mem-
ber of the team is knowledgeable
about assessing Attendion-Deficit/
Hyperactiviey Disorder. If not, the
district may need to utilize an
outside professional consultant
trained in the assessment of A/
HID. "This person must know what
to took for during child observation,
be competent to conduct structured
interviews with the parent,
teacher(s), and child, and know how
to administer and interpret behavior
rating scales.

ldentifving where to go and
whom to contact in order to request
an evaluation is just the first step in
the process. Unfortunately, many
parents expericnce difficulty in the
next step — getting the school
svstem te agree to evaluate their
chitd. If the school district does not
helieve thae the child’s educational
performance is bemng adversely
affected, it mav refuse to eveluate
the child, Inthis s e may
wish to pursuc - on.
It is also important to persist with
the school, enlisting the assistance of
an advocate, if necessary. Parents
can generally find this type of

-0 - 7

- B

a2ssistance by contacting the Parent
T'raining and Information (PTT)
center for their state, the Protection
and Advocacy (P&A) agency, or the
local parent group. A school
district’s refusal to evaluate a child
suspected of having AD/HD in-
volves issues that must be addressed
on an individual basis; these organi-
zations will typically be able to
provide information on parents’ legal
rights, offer direct assistancee, in
many cascs. and give specific sug-
gestions on how to proceed.

For children who are evaluated
by the school system, cligibility for
special education and related ser-
vices will be based upon evaluation
results and the specific policies of
the state.  Many parents have found
this to be a problematice area as well,
and so eligibility for special educa-
tion services is discussed 1n greater
detail towards the end of this Brief-
ing Paper. For the moment,
however, let us look at what we
know about managing AD/HD and
the specific difficulties associated
with the disorder.

How is AD/HD Treated?

No cure or “quick fix™ exists to
treat AD/HD. The symptoms,
however, can be managed through a
combination of cfforts. Manage-
ment approaches need to be de-
signed to assist the child behavior-
allv educationally, psychologically,
and. In many instances, pharmaco-
logically.

Called multi-modal manage-
ment. this approach consists of four
basic parts: education about and
understanding of AD/HD, behavior
management, appropriate educa-
tional interventions, and, frequenty,
medication. In some instances,
individual or family counsching is
also advised.

Understanding ADAID

AD/TD has been called an
cnvironmentally dependent disabii-
ity. ‘Fhe significant people in the




life of those who have AD/HD need
to understand that difficulties will
risc and fall in reladon to the
environment’s demands and exoec-
tations. Problems often arise in
cnvironments where children are
expected to be seen and not heard,
to pay careful attention, and to usc
great sclf-control. Often, when
children with AD/HD fall short of
meeting these expectations, we try
to change the children, rather than
changing aspects of the environ-
ment, including our actions and
reactions.

Parents and teachers need to be
aware of the symptoms of AD/HD
and how thosc symptoms impact the
child’s ability to function at home, in
school. and in sceial situations.
When the adules in the child’s life
understand the nacure of the disor-
der, thev will be able to structure
situations to enable the child wo
behave appropriately and achieve
success. Remember, the child who
has difficulty with atenton, im-
pulse control, and in regulating
phvsical activity needs help and
encouragement to manage thesc
problems.

From a thorough understanding
of AD/MID comes a change in the
way the child's behavior is viewed.
This change scts the stage for the
cffective use of the other compo-
nents of the AD/HIT) management
svstem.

Behavior Management

I'he main goal of all behavior
Management strategics Is to inerease
the child's appropriate behavior and
decrease inappropriate behavior.
I'he best wav to influence any
behavior is to pay attention to it
The best way to increase a desirable
behavior is to casch the child being
good.

Behavior is defined as a specific
act or actions. \When thinking about
managing behavior, many people
focus on the act or actions. In
actuality, behavior management is
much broader. It takes into account

that, beforc a specific act or action
occurs, there 1s something that sets
the stage for the act to happen
(calied an antecedent), and some-
thing that follows which either
encourages or discourages a repeti-
tion of the act (called a conse-
quence). Behavior management
involves changing the antecedents
and consequences so that the child’s
behavior changes.

Whether at home or in school,
children with AD/HD respond best
in a structured, predictable environ-
ment. Here, rules and expectations
are clear and consistent, and conse-
quences are set '
forth ahcad of
time and deliv-
cred immedi-
atcly. Demands
are hmited.
Rewards are
plenty. Praise is
frequent.
Negative
fecdback is
minimal.

By estab-
lishing structure
and routines,

behavior modification charts. Charts

~are designed to provide the child

with a clear picture of what behav-
iors are expected. The child then
has the choice of whether to meet
those expectations. Parents or
teachers provide feedback to the
child about his or her choices by
delivering consequences. Charts
provide high motivation and cnable
the child to develop an internal
scnse of sclf-control — specifically,
that he or she can behave appropri-
ately.

There arc two basic types of
chare programs. (1) Token Econony

Whether at home or in school,
children with AD/HD respond best
in a structured, predictable
environment. Here, rules and
expectations are clear and
consistent, and consequences are set
forth akead of time and delivered
immediately.

preparing the
child for changes in the routine,
building opportunitics for the child
to be successful, setting conse-
quences ahead of time, and antici-
pating where difficultes may arise,
parcnts and teachers can change the
antecedents and cultivate an envi-
ronmens that encourages the child to
behave appropriately. When adutts
in the child’s life do what thev say
they arc going to do, and do so on a
consistent basis so that the child
knows their word has meaning, then
thev are providing the consequences
to encourage the child to continue
behaving appropriately, plus dis-
couraging any undesired behavior.

Behavior management is a skill.
It requires practice — and it requires
paticnce. Changing behavior takes
ume.

Behaviorally trained profession-
als often encourage the use of

— Here, the child carns tokens
(chips, stickers, stars) for appropriate
behavior. Tokens can be exchanged
for various rewards. (2) Respouse
Cost — 1In this chart program, the
child is given tokens for free. "T'o-
kens are withdrawn for inappropriate
behavior (e.g., out of scat, off-task,

ete).

"The most effective programs use
hoth types of chart svstems and
work on a give-and-take basis. In
this combination system, the child is
given a token for behaving appropri-
ately and loses a token when mishe-
having.

When creating and implement-
ing a bchavior modification chart,
vou mayv wish to follow these sug-
gestions:

V' Make a list of problematic behav-
iors or onces that need improving.

ERIC
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V' Sclecet the behaviors to be modi-
ticd. Parents tor teachers), with
mput from the child, review the
list of problematic behaviors and
scleet three, four, or five to work
on ata given time. ‘The behav-
iors charted should be ones that
oceur daily, such as going to bed
on time, doing homework, or
gerting ready for school on time.

V' Design a reward svstem (Teken
Economy, Response Cost, ora
combination). Parents
(or teachers) need to pay
attention to the child’s
behavior throughout the
course of the day and
provide frequent re-
wards when the child
behaves appropriately.
At the end ot the day,
tokens can be ex-
changed for rewards,
such as extended bed
time. plaving a game with Mom
or Dad, or a favorite snack.
Remember, a reward is only
cffeetive when it has value to the
child. Rewards might have to be
changed frequentdy.

Adwut Punishnent: Children with
AD/HD respond best to motivation
and positive reinforcement. 1tis
best to avoid punishment. When
punishment is necessary, use it
sparingly and with sensitiviey, Itis
important for parents and teachers to
respond to this child’s inappropriate
behavior without anger and in a
matter-of-fact wav. ‘These chiltdren
need to be taught to replace inap-
propriate behavior with appropriute
hehavior.

About Time-out: \When the child
is misbehaving or out of control,
time-out is an cffective way to
manage the problem. Time-out
means the child is sent to a prede-
termined location for a shore period
of time. A place out of the main-
stream of aciivity is best: for ex-
ample. one particnlar chair may be
specified as the “time-out chair”
The time-owt tocation should not he
a traumatic place. such as a closet or

ERIC
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dark basement. T'he purpose of
tme-out is to provide the child wich
a cooling-oft period wherein he or
she can regain control.

An important aspect to time-out
is that the child no longer has dic
privitege of choosing where he or
she would hike to be or how time is
spent. In general, the child stavs in
time-out and must be quicet for five
minutes. Preschool-aged children
arc usually given two or three

Medication has proven effective
for many children with AD/HD.
Most experts agree that
medication should never be
the only treatment used.

minutes in time-out. For toddlers,
30 sceonds to @ minute is appropri-
ate.

Medication

Medication has proven ceffective
for manv children wich AD/TED.
Most experts agree, however, that
medication should never be the only
treatment used. "Phe parents’
decision to place a child on medica-
tion is a personal one and should be
madc after a thorough evaluation of
the child has taken place and after
carctul consideration by both the
parents and the physician.

Stimulants are the medication
most widely preseribed tor AD/HD.
These drugs — for example, Ritalin
(the most widely used), Dexedrine,
Cylert — are believed to stimulate
the action of rhe brain's nenrotrans-
mitters, which enables the brain to
betrer regulate attencion, impulse,
and motor behavior, In general, the
short-acting stimulant medications
(c.g.. Ritatin, Dexedrine) have few
and mild side ettecrs. For children
who cannot take stimulant drugs.
anti-depressant medications or
Clonidine are uscd.

-8

T'he preseribing phyvsician
should explain the benefits and
drawbacks of medication to the
parents and, when appropriate, to
the child. Doses are gencerally
administered graduallv. so that the
child receives the lowest dose
needed to achieve the best thera-
peutic benefit. Parents should
dispense the medication as pre-
scribed and monitor closety how
their child responds to the medica-
tion. including side cfteets.
Such monitoring generally
includes feedback from
the child’s teacher(s),
which is usually based on
the use of behavior rating
scales. Parents should
communicate with the
physician as often as is
necessary to determine
when medication has
reached the proper level
tfor the child, and to discuss any
problems or questions.

A note of caution: NMany parents
and tcachers have heard that mega-
vitamins, chiropractic scalp massage,
visual/ocular motor training, biofecd-
back. allergy treatments, and dicts
are usctul rreatments for ADJHID.
However. these treatments have not
been recommended by AD/HD
experts for the simple reason chat
they have not stood up under careful
scientific serutiny. As their chitd’s
primary caregivers and advocates,
parcots need to become informed
consumers and exerceise caution

- when considering such treatments,

Educational Intervention

Many children wich AD/HD
experience the greatest difficuloy in
school, where demands for atcention
and impulse and motor control are
virtual requirements for success.
Although AD/HD does not interfere
with the abiliey to learn, it docs
wrcak havoe on performance. Thus,
in the school arena, AD/HD is an
cducational performance problem.
When little or nothing is done to
éclp these children improve their




performance, over time they will
evidence academic achievement
problems. "T'his underachicvement
is not the result of an inability to
learn. it is caused by the cumulative
ctfects of missing important blocks
of information and skill develop-
ment that build from fesson to
lesson and trom one school year to
the next.

Generally, AD/HD will affect
the student in one or more of the
following performance arcas:

® starting tasks.
staving on task,
completing tasks,
making transitions,
intcracting with others,
following through on
directions,

e producing work at consis-

tently normal levels, and

e organizing multi-step tasks.

Thosc teaching or designing
programs for these students need to
pinpoint where cach student’s
difficultics occur. Otherwise,
valuable intervention resources may
be spent in arcas where they are not
critical. For example, one child with
AD/HID may have difficuley starting
a task because the directions are not
clear, while another student may
fully undcrstand the directions but
have difficulty making transitions
and, as a resule, get stuck in the
space where one task ends and
another begins, With che firse child,
intervention needs to focus upon
making dircctions clear and in
helping the child to understand
those directions. The second child
would nced help in making transi-
tions from one activiey to another.

‘T'he sooner educational inter-
ventions begin, the berter. "They
should be started when educational
performance problems become
evident and not delaved because the
chilel is still holding his or her own
on achicyement tests.

Specific suggestions tor educa-
tional intervention are presented on
this page and on page 10,

Q

What About
Special Education?

The type of special education
services a child receives will depend
upon the naturc and severity of his
or her ditficulties. Not all of these
children will need special education
services. And not all of these
children can receive an appropriate
cducation @ithout special education
scrvices. Decisions about children’s
need for special education and their
subsequent placement must be
madc on a case-by-case basis.

A serics of steps is typically
nceessary in order for the child to
receive special education services.
First, the child must be experienc-
ing educational performance prob-
lems. Sccond, when such problems
become evident, the parent or
teacher can refer the child to the
local school district’s child evalua-
tion tcam and request an evaluation.
"T'hird, an cvaluation is performed to
determine if the child does indeed
have a disability according to eligi-
bility criteria set forth in state and
federal law and if chat disability is
adverscly affecting the child’s
cducational performance. f so, the
child mav then be found eligible for
special education services.

When a child is found eligible
for special education, his or her
parents collaborate with scheol
personnel to develop an Individual-
ized Fducation Program (IEDP)
designed to address the child’s
specific problems and unique
lcarning nceds. Here, strengths are
considered as well, Strategies to
improve social and behavioral
problems arc aiso addressed in the
[EP. After specifving the nature of
the child’s special needs, the TEP
tecam, including parents, determines
what tvpes of services are appropri-
ate for addressing rhose needs and
whether these services will be
defivered in the regutar education
classroom or elsewhere (such as the
resource room or through individual-
ized attention).

Rescarchers estimate chat half of
the children with AD/TID will be

able to perform to their ability levels
without special education services,
provided the disorder is recognized,
understood, and curriculumn adiustinents
to the regular program of instruction are
made.

"I’he majority of children with
AD/IID who require special educa-
tion scrvices (approximately 35%-
40%) will receive them through
combined placements which might

Guidelines for
Educational Intervention

Hereare several general guidelines
for improving the social and aca-
demicperformance of children with
AD/HD in both regularand special
education settings.

= Place the student with teachers
who are positive, upbeat, highly orga-
nized problem-solvers. 'Teachers who
use praiseand rewards liberally and
who arc willing to “go the extra
mile” to help students succeed can
be enormously bencficial to the
student with AD/HD.

= Provide the student with a
structured and predictable environ-
ment. As part of this environment:
v display rules

v post daily schedules and

assignments

v call attention to schedule
changes

v ser specific times for specific
tasks

v design a quict work space for
USC UPON request

V' seat the child with positive
peer models

vV plan academic subjects for
morning hours

v provide regularly scheduled
and frequent breaks

vV usc attention-gerting devices
(c.g.. sceret signals, color
codes)

(continued on next page...)
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Guidelines for Educational
Intervention (continued)

= Modify the curriculum.

In many

cases, ADJHD students can benefit
from the “less is more™ maxim. That
is to say, if the student can demon-
strate proficiency in 10 problems, 20
do not need to be assigned. Curricu-
tum modification can also include:

V’

mixing high and low interest
activigies:

providing computerized leamning
materials:

simplifving and increasing visual
presentations:

teaching organization and study
skills:

using learning strategies such as
mnemonic devices and links; and
using visual references for
auditory instruction.

Additional Principles of
Remediation

These guidelines were designed by
Svdney Zentall, Ph.D. (1991).

= Iar Excessice Activity:
V Channel activity into acceptable

avenucs. For example, rather
than attempting to reduce a
student’s activity, teachers can
cneourage direeted movement in
classrooms when it is not disrup-
uve, or allow stunding during
scatwork, especially at the end of
a task.

V Use activity as a rewara. For

Q
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example, to reward a child’s
appropriate behavior or improve-
ment, a teacher mighe allow him
or her to run an errand, clean the
board, organize the reacher’s desk,
or arrange the chairs in the room.
Use active responses in instrite-
tion. "T'eaching activities that
encourage active responses such
as talking, moving, organizing, or
working at the board are helpful to
many students with AD/HID, as
are activities such as writing in a
diary or painting,.

=kForInability 1o Wair:

!
N

~

Give the child substitute verbal
or motor responses to make while
waiting. “T'his might include
teaching the clild how to con-
tinue on casier pares of a task (or
a substitute task) white waiting
for the teacher’s help.

When possible, allow daydream-
ing or planning while the child
waits. I'or example, the child
might be allowed to doodie or
plav with clay while wating, or
might be guided to underline or
write directions or relevant
information.

When inability to wait becomes

impaticnce or bossiness, encour-
age leadership. Do not assume
that impulsive statements or
behavior are aggressive in intent.
Suggest alternative ways or
behaviors (e.g.., line reader, paper
passer). e may be important to
cuc a student when an upcoming
task will be difficult and extra
control will be needed.

=slor IFailure to Sustain Attention to

v

Routine Tasks and Acticities:
Decrease the length of the task.
T'here are many wavs to do this,
including breaking one task into
smaller parts to be completed at
different times or giving fewer
spelling words or math problems.
Make tasks interesting., "T'eachers
can heighten interest in tasks by
allowing students to work with
partners or in small groups, by
using an overhead projector, and
by alternating high and low
intercst activities. Make a game
out of checking work, and use
games to overlearn rote material.

=For Noncompliance and Failure to

Complete Tasks:

Generally increase the choice and
specific interest of tasks for the
chitd. Teachers may allow the
student with AD/HD a limited
choice of tasks, topics, and
activities,. Teachers may also
find it useful to determine which

-10-
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activities the student prefers and
to use these as incentives.

V\lake surc tasks fit within the
student’s learning abilitics and
preferred response sevle. Stu-
dents are more likely to com-
plete tasks when they are
altowed to respond in various
wavs (¢.g.. typewriter, computer,
on tape) and when the difficulty
of assignments varies (i.¢., not all
tasks are equally difficult). Leis
important to make sure that
disorganization is not the reason
the student is failing to complete
tasks.

= or Difficulty at the Beginning of

Tasks:

¥ Increase the structure of tasks

and highlight important parts.
T'his includes encouraging note-
taking: giving directions in
writing as well as orally: stating
the standards of acceptable work
as specificaily as pozsible: and
pointing out how tasks are
structured (c.g., topic sentences,
headers, table of contents).

= or Completing Assignments on

Time:

V Increase the student's use of lists

and assignment organizers
(notehooks, folders), write
assignments on the board, and
make sure that the student has
copied them.

v Establish routines to place and

retrieve commonly used objects
such as books, assignments, and
clothes. Pocket folders are
helpful here: new work can be
placed on one side and com-
pleted work on the other.
Parents can be encouraged to
establish places for certain things
{books, homewaork) at home.
Students can be encouraged to
organize their desk or locker with
labels/places for certain items.
T'euch the student that, upon
leavirg one place for another, he
or she will self-question, “Do 1
have everyvthing | need?™




include the regular education
classroom, with or without in-class
support, and the resource room.
Support personnel are likely to be
used as case managers and consult-
ants to regular education teachers.
Some children (approximartely
109%) rnay nced to be served ina
self-contained classroom with
minimal mainstreaming. Such
children arce likely to have severe
ADJHD and will probably have co-
cxisting conditions as well.

What Do I Do
If My Child Is Found
Ineligible for Services?

The cligibiliey of AD/HD
children for special education
services is an area of great coneern to
schools, parents, and advocates
alike. Every vear, NICHCY re-
ceives hundreds of telephone calls
from parents whosc children have
been found incligible for services,
despite the fact that they have A/
. Accordingly, this scction iooks
at what the laws have to say about
the i gal rights of chitdren with ALY/
HD to special education.

I'he primary law under which
schools evaluate chitdren for special
cducation, and then provide services
to those thev find eligible, is called
the Individuals with Disabilidies
Education Act, or IDEA. "This Jaw
entitles children wich disabilicies to
a free appropriate public education
by mandating special education and
related services for students who
meet cligibility requircments. In
order for a student to be chigible, he
or she must have a disability accord-
ing to the criteria established in state
or federal law, or be suspected of
having such a disability, and that
disability muse adverscly affect his
or her educational performance.
Thus, a medical diagnosis of A1/
111 alonc is not sufficient to render
a child cligible for services. Educa-
tional performance must be ad-
versely atfected.

Presentty, the TDEEA lists 13
clulcp‘(;rics of disability under which

a child might be found cligible for
special education services. Your
child must meet the criteria for enc
of these categories.

In accordance with federal law,
cach state has to have a state law
that entitles students with disabili-
ties to a free appropriate public
education. All state special educa-
tion laws must meet the standards of
federal taw. l.ocal school districts,
then, must follow the state law and
its accompanving rules and regula-
tions. Yet many
local school
districts may not
understand their
obligation to
provide special
cducation to
children with
AD/HD in cases

where the

the basis of disability by recipicnts
of federal funds. Under Scetion 504,
a person with a disability means any
person with an impairment that
“substantally limits onc or more
major lifc activitics.” Because
“lcarning” is included in Section
504's definition of “major lite
activities,” many students with A1)/
HD qualify as a person with a
disability. Schools are then required
under Section 504 to provide them
with a “frec appropriate public

A medical diagnosis of AD/HD
alone is not sufficient to render a
child eligible for services. Educa-
tional performance must be
adversely affected.

disability ad-
versely affects the student’s educa-
tional performance.

As a result of the considerable
confusion in the field, the LS.
Department of Education has issued
two memoranda intended to clarify
state and local responsibilicy under
federal law for addressing the needs
of children with AD/HD in the
schools. The first memorandum,
issued in 1991, states that “children
with ADD should be classified as
cligible for services under the “other
health impaired™ category in in-
stances where the ADD is a chronic
or acute health problem that results
i limited alertness, which adversely
affects educational performance™
(U.S. Deparement of Education,
1991, p. 3). Children with AD/HID
arc also cligible for services under
anv other category, if they meet the
criteria established for those disabili-
tics — for example, “specific learn-
ing disabilities.”

According to the memorandum,
students with AD/HTD might also be
cligible for services under Section
504 of the Rehabilitation Act of
1073, Scction 504 1s a civil rights
statute prohibiting di~crimination on

12

cducation,” which can include
regular ¢ special education and
related services, depending upon
each student’s specific needs.

Therefore, if a school district
finds a child ineligible for services
under the IDEA, there are a number
of actions parents can take ¢o have
this decision re-considered. Parents
may: :
®  Ask the school system for
information about parent rights and
the appropriate procedures for
appealing the decision, including
mediation and duc process. Duce
process is a right under the IDEA.
State and local faws will specify the
procedures to be followed, as re-
quired by the IDEA.

¢ Ask to have their child
evaluated under the criteria of
Scction 504, Many children who
have not met eligibility criteria
under IDEA do meet those under
Scction 504,

¢ Contact sources of assis-
tance. llach state has a Parent
T'raining and Information Cienter
(P’I'D that is an exeellent resource of
information about state policy, state
disability definitions, appeal proce-
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dures, and legal requirements of
both IDEA and Section 504, An-
other resource available to parents,
particularly those in disagreement
with the school svstem, is the
Protection and Advocacy (P&A)
Ageney within the state, which can
provide guidance and assistance.
Both of these organizations are listed
on the NICHQCY State Resource Sheet.
T'rained advocates with private
consulting busincsses also existin
many arcas.

e Beecome familiar with federal
and state laws regarding special
cducation and the rights of children
with disabilitics. Numerous re-
sources can provide this information,
incl:ding NTCHCY s Questions and
Amswers About the Indiciduals with
Disabilities Fducation Act (1993).

How Can I Help My Child
Improve Self-Estcem?

Most undiagnosed and vntreated
children with AD/HD suffer from

low self-csteem, Many will also
show signs of being mildly de-
pressed. "These feelings stem from
the child’s sense of personal failure.
IFor the child with AD/HD, the
world is often an unkind place.
Negative feedback in the form of
punishment or blame tends to be a
constant in this child’s lite, Early
diagnosis and treatment help to stem
the feelings of poor sclf-csteem.

T'o encourage a good sensce of
self. this child must be helped to
recognize personal strengehs and to
develop them. Using many of the
behavior management technigues
and intervention strategics described
in this document will help. The
child's sclf-cstcem will improve
when he or she feels competent.
‘These are not children who can’'t, or
won't. ‘They can, and do. It's just
that “can™ and “do" come harder for
them.

Where Can I Find
a Parent Support Group?

For those parents, teachers, and
children challenged by this disorder,
AD/HD can be a truly unique
experience. While some days the
struggles seem insurmountable, it's
important for parents to realize that,
when AD/HD is properly managed,
these children and vouth can and do
turn their Labilities into assets.

Uneil such time, help and hope
arc availtable. AD/HID parent
SUPPOTt groups exist in every state.
For information about a group in
vour area, contact CH.A.D.D.
(Children and Adults with Attention
Deficit Disorders) at 499 N'W 70ch
Avenue, Suite 109, Plantation, F1L,
33317, Telephone: (305) 587-3700.
If there is no parent support group in
vour area, the CH.A.D.D. staff can
give vou guidance in how to start a
group. In addition, CHL.A.D.D.
offers many publications, including
CH.AD.D.er Box and Atrention!

Ways to Improve Life in General and the Self-Esteem of Children with AD/HD

Beeome Proactive. Knowledge is power. Gain knowl-
edge about the disability so vou understand swhyand how

Develop The Child's Sense of Competencee and
Responsibility.

ADD affects the child ar home, in school, in social
sittations, and the entire family svstem.

e [dentify the child’s strengths and weaknesses.

e Develop realistic expectations of the child.

¢ Plavtothechild'sstrengths by buildingopportunities
for success in the environment. Remember, vou may
have to structure sitnations carefully to make success
achicvable.
- Assign special jobs (feeding the family pet, mow-

ing the lawn, decorating the house for holidays).

— Cultivate the child's special interests (help stare

a card or doll collcetion, take trips to museums).

Enroll the child in extracurricular activities

(sports, performing arts). Finding an activity best

suited to your child may require trial and error.

Incourage the child by attending practices and

performances.

- Play with vour child. lL.cr the child choose and
dircct the game or activiey and, if not too obvious,
leethe child win,

Change Your Belief System.  Before the child can
change his or her self-concept, the adults in the child’s
life have to change the way they view the child. Separate
the child from the behavior, and then separate the child
from the disability. These are not ADID children. They
are children with ADD.

Act, Don’t Reacet. Fmotional responscs such as blame
and anger will diminish when vou stop, look, listen, and -
then respond. In other words, count to ten.

Nurture Yourself. Take time alone with vour spousc,
develop an interest or hobby, establish a regular exercise
program — be good to vourself.

Cateh The Child Being Good. Give vour child lots of
praise, encottragement, recognition, and positive arten-
tion. Reward the child for meeting expectations. Use

. . e . “Ithink 1 can. Ithink [ean.” said the little red engine.
punishment sparingly, and ncver ridicule the child. think 1 * &

And he counld.
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Author’s Final Note

‘I'his Briefing Paper is intended
to serve as a guide and introduction
to AD/HD only. Duc to space
restrictions, much valuable and
explanatory information has reluc-
tantly been omitted. Yetsuch
information is essential for develop-
ing a full understanding of this
disorder. You can find in-depth
discussions and practical “how-to™
suggestions in cither of my books,
along with information that will help
vou understand and address the
many issues associated with having,
or working with, a child with AL/

HD. I encourage vou to read further

on the subject and to consule the
materials and resources listed in the
bibliography on the next pa;es.
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nationally and internationatly, Ms. Fowler brings parents and educa-
tors informed and practical approaches to AD/HD. Until recently,
Ms. Fowlerserved as National Vice-President of Government Affairs
tor CHLAD.D. (Children and Adules with Attention Deficit Disor-
ders), where she actively worked on legislative and policy issues
regarding the education of children with AD/HD. She now serves on
CHLAD.D.s Protessional Advisory Board.
teaches in Fair Haven, New Jersey.

Ms. Fowler lives and

NICHCY would like to express its deep appreciation to Ms. [Fowler
forthe time. energy.and expertise she devoted to the authoring of this
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