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About the Center’s Clearinghouse

The scope of the Center’s Clearinghouse reflects the School Mental Health Project’s
mission -- to enhace the ability of schools and thei i iti

what is available across the country, we are building systems
wide variety of resources. Whether your focus is on an individual, a family, a
classroom, a school, or a school system, we intend to be o i

evolving catalogue is available on request; and available for searching from our
website,

What kinds of resources, materials, and information are available?

We can provide or direct you to a variety of resources, materials, and information that we
have categorized under three areas of concern: -

Specific psychosocial problems
. Programs and processes
. System and policy concerns

Among the various ways we package resources are
Packets, special reports, guidebooks, and continuing
overview discussions of major topics, descriptions of

Accessing the Clearinghouse

* E-mail us at smhp@ucla.edu
* FAX usat (310) 206-8716
* Phone (310) 825-3634
* Write

School Mental Health Project/Center for Mental Health in Schools,
Dept. of Psychology, Los Angeles, CA 90095-1563

Check out recent additions to the Clearinghouse on our Web sjte: http://smhp.psych.ucla.edy

All materials from the Center's Clearin

the cost of copying, handling, and post
from our website.

ghouse are available for order for a minimal fee to cover
age. Most materials are available for free downloading

Ifyou know of something we should have in the clearinghouse, let us know.
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auspices of the School Mental Health Project at UCLA.* It is
one of two national centers concerned with mental health in
schools thatare funded in part by the U.S. Department of Health
and Human Services, Office of Adolescent Health, Maternal
and Child Health Bureau, Health Resources and Services
Administration -- with co-funding from the Center for Mental
Health Services, Substance Abuse and Mental Health Services
Administration (Project #U93 MC 00175).

The UCLA Center approaches mental health and psychosocial
concerns from the broad perspective of addressing barriers to
learning and promoting healthy development. In particular, it
focuses on comprehensive, multifaceted models and practices
to deal with the many external and internal barriers that interfere
with development, learning, and teaching. Specific attention is
given policies and strategies that can counter marginalization
and fragmentation of essential interventions and enhance
collaboration between school and community programs. In this
respect, a major emphasis is on enhancing the interface between
efforts to address barriers to learnin g and prevailing approaches
15 teorer d b i swiat O SCNOOI and community reforms.
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Check out our
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Use our Website for speedy access
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Just click SEARCH
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and you are on your way!!

You can:

%" QUICK FIND: To quickly find information on Center topics
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&5 SEARCH OUR DATABASES: For resource materials deve/oped by our Center,
clearinghouse document summaries, listings of cadre members,
organizations and internet sites.
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About this Packet

As the world around us is changing at an exponcntial rate,
so must the way we approach attention problems. Over the
coming decade, we all will be called upon to play a role in
doing something about the many individuals who have
trouble learning and performing effectively at school. In
responding to this call, it will be essential to have a broad
understanding of what causes attention problems and what
society in general and schools in particular need to do to
address such problems.

This packet serves as a starting point for increasing
awareness of assessment and treatment of attention
problems. Included are excerpts from a variety of sources,
including government fact sheets and the classification
scheme developed by the American Pediatric Association.

Symptoms are discussed in terms of degrec of severity.
Interventions described range from environmental
accommodations to behavior management to medication.
Because the intent is only to provide a brief overview, also
included is a set of references for further reading and a
list of agencies that provide information on attention
problems and interventions.
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L Classifying Attention Problems: Keeping the
Environment in Perspective as a Cause of
Commonly Identified Psychosocial Problems

A. Labeling Troubled and Troubling Youth -

B. Environmental Situations and Potentially
Stressful Events

C. Attention Problems and Motivation




L. Classifying Attention Problems:

A large number of students are unhappy and emotionally upset; only a small percent are clinically
depressed. A large number of youngsters have trouble behaving in classrooms; only a small
percent have attention deficit or a conduct disorder. In some schools, large numbers of students
have problems learning; only a few have learning disabilities. Individuals suffering from true
internal pathology represent a relatively small segment of the population. A caring society tries
to provide the best services for such individuals; doing so includes taking great care not to
misdiagnose others whose "symptoms" may be similar, but are caused by factors other than
internal pathology. Such misdiagnoses lead to policies and practices that exhaust available
resources in ineffective ways. A better understanding of how the environment might cause
problems and how focusing on changing the environment might prevent problems is essential.

A. Labeling Troubled and
Troubling Youth: The
Name Game

youngsters are not rooted in internal
She's depressed. pathology. Indeed, many of their troubling
symptoms would not have developed if their
environmental circumstances had been
appropriately different,

That kid's got an attention deficit
hyperactivity disorder.

He's learning disabled. . . .
Diagnosing Behavioral, Emotional, and
W - . Learning Problems
hat's in a name? Strong images are
associated with diagnostic labels, and people The thinking of those who study behavioral,
act upon these images. Sometimes the emotional, and learning problems has long

image§ are useful generaliz?tions; been dominated by models stressing person
sometimes they are harmful stereotypes. pathology. This is evident in discussions of

Sometimes they lg‘.lide practitioners toward cause, diagnosis, and intervention strategies.
good ways to help; sometimes they Because so much discussion focuses on

contribute to "blaming the victim" -- making person pathology, diagnostic systems have
young people the focus of intervention rather not been developed in ways that adequately

than pursuing system deficiencies that are ccount fo h ial probl
causing the problem in the first place. In all account for psychosocial problems.

cases, diagnostic labels can profoundly

Many practitioners who use prevailin
shape a person's future. > P P s

diagnostic labels understand that most
problems in human functioning result from
the interplay of person and environment. To
counter nature versus nurture biases in
thinking about problems, it helps to
approach all diagnosis guided by a broad
perspective of what determines human
behavior.

Youngsters manifesting emotional upset,
misbehavior, and learning problems
commonly are assigned psychiatric labels
that were created to categorize internal
disorders. Thus, there is increasing use of
terms such as ADHD, depression, and LD.
This happens despite the fact that the
problems of most

2 11



A Broad View of Human F, unctioning

Before the 1920's, dominant thinking
saw human behavior as determined
primarily by person variables, especially
inborn characteristics. As behaviorism
gained in influence, a strong competing
view arose. Behavior was seen as shaped
by environmental influences,
particularly the stimuli and reinforcers
one encounters.

Today, human functioning is viewed in
transactional terms -- as the product of a
reciprocal interplay between person and
environment (Bandura, 1978).

However. prevailing approaches to
labeling and addressing human problems
still create the impression that problems
are determined by either person or
environment variables. This is both
unfortunate and unnecessary --
unfortunate because such a view limits
progress with respect to research and
practice, unnecessary because a
transactional view encompasses the
position that problems may be caused by
person, environment, or both. This broad
paradigm encourages a comprehensive
perspective of cause and correction.

Toward a Broad Framework

A broad framework offers a useful starting
place for classifying behavioral, emotional,
and learning problems in ways that avoid
over-diagnosing internal pathology. Such
problems can be differentiated along a
continuum that separates those caused by
internal factors, environmental variables, or a
combination of both.

Problems caused by the environment are
placed at one end of the continuum (referred
to as Type I problems). At the other end are
problems caused primarily by pathology

within the person (Type I1I problems). In the
middle are problems stemming from a
relatively equal contribution of environ-
mental and person sources (Type II problems).

Diagnostic labels meant to identify extremely
dysfunctional problems caused by
pathological conditions within q person are
reserved for individuals who fit the Type III
category.

At the other end of the continuum are
individuals with problems arising from factors
outside the person (i.e., Type I problems).
Many people grow up in impoverished and
hostile environmental circumstances. Such
conditions should be considered first in
hypothesizing what initially caused the
individual's behavioral, emotional, and
learning problems. (After environmental
causes are ruled out, hypotheses about internal
pathology become more viable.)

To provide a reference point in the middle of
the continuum, a Type II category is used.
This group consists of persons who do not
function well in situations where their
individual differences and minor
vulnerabilities are poorly accommodated or
are responded to hostilely. The problems of
an individual in this group are a relatively
equal product of person characteristics and
failure of the environment to accommodate
that individual.

There are, of course, variations along the
continuum that do not precisely fit a category.
That is, at each point between the extreme
ends, environment-person transactions are the
cause, but the degree to which each
contributes to the problem varies. Toward the
environment end of the continuum,
environmental factors play a bigger role
(represented as E<--->p). Toward the other
end, person variables account for more of the
problem (thus e<--->p),



Problems Categorized on a Continuum Usin

Cause

g 2 Transactional View of the Primary Locus of

Problems caused tlaay factors in
the environment (E)

Problems caused equally by
environment and person

Problems caused by factors in
the the person (P)

| E (E<--->p) E<|--->P (e<--->P) P )

"""""" "l |
Type I Tyge II Type II1
problems problems problems

*caused primarily by
environments and systems that
are deficient and/or hostile

ecaused primarily b% a
significant mismatch between
individual differences and
vulnerabilities and the nature of
that person's environment (not

scaused Frimarily by person
factors of a pathological nature

by a person’s pathology)

sproblems are mild to
moderately severe and narrow to
moderately pervasive

sproblems are mild to .
moderately severe andpervasive

sproblems are moderate to
profoundly severe and moderate
to broadly pervasive

Clearly, a simple continuum cannot do justice
to the complexities associated with labeling
and differentiating psychopathology and
psychosocial problems. However, the above
conceptual scheme shows the value of starting
with a broad model of cause. In particular, it
helps counter the tendency to jump
prematurely to the conclusion that a problem
is caused by deficiencies or pathology within
the individual and thus can help combat the
trend toward blaming the victim (Ryan, 1971).
It also helps highlight the notion that
improving the way the environment
accommodates individual differences may be
a sufficient intervention strategy.

There is a substantial community-serving
component in policies and procedures for
classifying and labeling exceptional children
and in the various kinds of institutional
arrangements made to take care of them.
“To take care of them” can and should be
read with two meanings: to give children
help and to exclude them from the
community.

Nicholas Hobbs

After the general groupings are identified, it

becomes relevant to consider the value of
differentiating subgroups or subtypes within
each major type of problem. For example,
subtypes for the Type III category might first
differentiate behavioral, emotional, or learning
problems arising from serious internal
pathology (e.g., structural and functional
malfunctioning within the person that causes
disorders and disabilities .and disrupts
development). Then subtypes might be
differentiated within each of these categories.
For illustrative purposes: Figure 2 presents
some ideas for subgrouping Type I and III
problems.

References
Bandura, A. (1978). The self system in
reciprocal determination. American Psycho-

logist, 33, 344-358.

Ryan, W. (1971). Blaming the victim. New
York: Random House.
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Figure 2: Categorization of Type 1, I1, and III Problems

Primary and

secondary [nstigating e (E 4= P)

factors

Source: H. S. Adelman and L. Ta
Reprinted with permission.

ERIC

Aruitoxt provided by Eic:

Caused by factors in Type I problems
rlh
(E

Immature
e environment T~ (mild to profound™ ] ’ Bullying
severity) t— Socially different Shy/reclusive
Identity confusion

= Caused by factors in  em————— Type {11 problems memeem—.
the person (severe and pervasive

(P)

Skill deficits
~—— Learning problems —-E Passivity
Avoidance
Proactive
b Misbehavior _.E Passive
: Reactive

p—s  Anxious
-— Emotionally upset et Sad

Fearful

== Type Il problems =——————— Subtypes and

subgroups reflecting a
mixture of Type [ and
Type I problems
General (with/

without attention
deficits)
Learning disabilities
[_ Specific (reading)

Hyperactivity
[— Behavior disability Oppositional conduct

disorder

[ Emotional disability psychological distress

(anxiety disorders,

malfunctioning) Subgroups
experiencing serious

depression)

Retardation
L Developmental
disruption Autism
Gross CNS

dysfunctioning
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B. Environmental Situations and
Potentially Stressful Events

The American Academy of Pediatrics has prepared a guide on mental health for primary
care providers. The guide suEgests that commonlg occurring stressful events in a youngsters
life can lead to common behavioral responses. Below are portions of Tables that give an
overview of such events and responses.

Environmental Situations and Potentially Stressful Events Checklist

Challenges to Primary Support Group
Challenges to Attachment Relationship
Death of a Parent or Other Family Member
Marital Discord
Divorce
Domestic Violence
Other Family Relationship Problems
Parent-Child Separation

Changes in Caregiving
Foster Care/Adoption/Institutional Care
Substance-Abusing Parents
Physical Abuse
Sexual Abuse
Quality of Nurture Problem
Neglect
Mental Disorder of Parent
Physical lliness of Parent
Physical llness of Sibling
Mental or Behavioral disorder of Sibling

Other Functional Change in Family
Addition of Sibling
Change in Parental Caregiver

Community of Social Challenges
Acculturation
Social Discrimination and/or Family Isolation

Educational Challenges
Iliteracy of Parent
Inadequate School Facilities
Discord with Peers/Teachers
Parent or Adolescent Occupational Challenges
Unemployment
Loss of Job
Adverse Effect of Work Environment
Housing Challenges
Homelessness
Inadequate Housing
Unsafe Neighborhood
Dislocation
Economic Challenges
Poverty
Inadequate Financial Status
Legal System or Crime Problems
Other Environmental Situations
Natural Disaster
Witness of Violence
Health-Related Situations
Chronic Health Conditions
Acute Health Conditions

*Adapted from The Classification of Child and Adolescent
Mental Diagnoses in Primary Care (1996). American
Academy of Pediatrics.

6a
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Common Behavioral
Responses to
Environmental
Situations and
Potentially Stressful
Events

* Adapted from The Classification
of Child and Adolescent Mental

Diagnoses in Primary Care (1996).

American Academy of Pediatrics

Q
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BEHAVIORAL MANIFESTATIONS
lliness-Related Behaviors
NA

Emotions and Moods
Change in crying
Change in mood
Sulien, withdrawn

. Impulsive/Hyperactive or Inattentive

Behaviors
Increased activity
Negative/Antisocial Behaviors
Aversive behaviors, i.e., temper
tantrum, angry outburst
Feeding, Eating, Elimination Behaviors
Change in eating
Self-induced vomiting
Nonspecific diarrhea, vomiting
Somatic and Sleep Behaviors
Change in sleep
Developmental Competancy
Regression or delay in
developmental attainments
Inability to engage in or sustain play
Sexual Behaviors
Arousal behaviors
Relationship Behaviors
Extreme distress with separation
Absence of distress with separation
Indiscriminate social interactions
Excessive clinging
Gaze avoidance, hypervigilant
gaze...

MIDOLE CHILDHOOD (6-12Y)

BEHAVIORAL MANIFESTATIONS

lliness-Related Behaviors
Transient physical complaints
Emotions and Moods
Sadness
Anxiety
Changes in mood
Preoccupation with stressful
situations
Self -destructive
Fear of specific situations
Decreased self-esteem
Impuisive/Hyperactive or Inattentive
Behaviors
Inattention
High activity leve!
Impulsivity
Negative/Antisocial Behaviors
Aggression
Noncompiiant
Negativistic
Feeding, Eating, Elimination Behaviors
Change in eating
Transient enuresis, encopresis
Somatic and Sleep Behaviors
- Change in sleep
Developmental Competency
Decrease in academic performance
Sexual Behaviors
Preoccupation with sexual issues
Relationship Behaviors
Change in school activities
Change in social interaction such as
withdrawal
Separation fear
Fear of being alone
Substance Use/Abuse...
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BEHAVIORAL MANIFESTATIONS

llineas-Related Behaviors
NA

Emotions and Moods
Generally sad
Self-destructive behaviors
Impulsive/Hyperactive or Inattentive
Behaviors
Inattention
High activity level
Negative/Antisocial Behaviors
Tantrums
Negativism
Aggression
Uncontrolled, noncompliant
Feeding, Eating, Elimination Behaviors
Change in eating
Fecal soiling
Bedwetting
Somatic and Sleep Behaviors
Change in sleep
Deveiopmental Competency
Regression or delay in
developmental attainments
Sexual Behaviors
Preoccupation with sexual issues
Relationship Behaviors
Ambivalence toward independence
Socially withdrawn, isolated
Excessive clinging
Separation fears
Fear of being alone

ADOLESCENCE ({13-21Y)

BEHAVIORAL MANIFESTATIONS

lliness-Related Behaviors

Transient physical complaints
Emotions and Moods

Sadness

Self-destructive

Anxiety

Preoccupation with stress

Decreased self-esteem

Change in mood
Impulsive/Hyperactive or Inattentive
Behaviors

Inattention

Impulsivity

High activity levei
Negative/Antisocial Behaviors

Aggression

Antisocial behavior
Feeding, Eating, Elimination
Behaviors

Change in appetite

Inadequate eating habits
Somatic and Sleep Behaviors

Inadequate sleeping habits

Oversleeping
Developmental Competency

Decrease in academic achievement
Sexual Behaviors

Preoccupation with sexual issues
Relationship Behaviors

Change in school activities

School absences

Change in social interaction such

as withdrawal
Substance Use/Abuse...



C. Attention Problems and Motivation

Many individuals with learning problems are described not only as learning disabled, but also as
hyperactive, distractable, impulsive, behavior disordered, and so forth. Their behavior patterns are
seen as interfering with efforts to remedy their learning problems, and the conclusion often is that such !
interfering behaviors have to be eliminated or minimized in order to pursue instruction. The focus has |
been on any actions of an individual that compete with instruction.

Besides trying to reduce the frequency of disruptive actions directly, programs have been designed to
alter such behavior by improving

= impulse control © perseverence
© selective attention = frustration tolerance
© sustained attention and follow-through = social awareness and skills

Variations in focus derive from the ways in which interfering behaviors are viewed. Some
professionals see the problems as a skill deficiency and have tried to improve the situation through
instruction. Others see the problem as a matter of control and have addressed it through the use of |
control techniques. For those children diagnosed as hyperactive or as having attention deficit disorders !
with hyperactivity, a number of controversial nonpsychoeducational interventions also have been
advocated (such as the use of stimulant drugs or special diets to avoid chemical additives in food). |

Current work in psychology has brought renewed attention to motivation as a central concept in |
understanding learning and attention problems. This work is just beginning to find its way into applied |
fields and programs.

Although motivation has always been a concern to those who work with learning problems, the stress :
is ususally on how to use extrinisc to mobilize the learner and maintain participation. There is a recent
emphasis on the relationship of learning problems to deficiencies in intrinsic motivation. The general |
content focus has been on

© increasing feelings of self-determination

= increasing feelings of competence and expectations of success

© increasing feelings of interpersonal relatedness

© increasing the range of interests and satisfactions related to learning

In repsonse to concerns about deficiencies in intrinsic motivation, remedial activities have been
directed at improving

© awareness of personal motives and true capabilities

© learning to set valued and appropriate goals

= learning to value and to make appropriate and satisfying choices
© learning to value and accept responsibility for choice

17



II. The Broad Continuum of Attention Problems

A. Developmental Variations

B. Problems

C. Disorders

D. Thinking About Differential Diagnosis

The American Academy of Pediatrics has produced a
manual for primary care providers that gives guidelines
for psychological behaviors that are within the range
expected for the age of the child, problems that may
disrupt functioning but are not sufficiently severe to
warrant the diagnosis of @ mental disorder, and disorders
that do meet the criteria outlined in the Diagnostic and
Statistical Manual of Mental Disorders (4th ed.) of the
American Psychiatric Association.

Just as the continuum of Type I, I, and Il problems
presented in Section |A does, the pediatric manual
provides a way to describe problems and plan
interventions without prematurely deciding that internal
pathology is causing the problems. The manual’s
descriptions are a useful way to introduce the range of
concerns facing parents and school staff. Therefore,
these descriptions provide the bases for the following
presentation of attention problems commonly seen in
school settings.

In addition to using material from The Classification of Child and Adolescent Mental Diagnoses in
Primary Care published by the American Academy of Pediatric throughout this packet, we also have
incorporated fact sheets from major agencies and excerpted key information from journal articles to
provide users with a perspective of how the field currently presents itself.

ERIC - 18
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A. Developmental Variations: Behaviors within the Range of Expected Behaviors for That
Age Group*

DEVELOPMENTAL VARIATION

Hyperactive/Impulsive
Variation

Young children in infancy and in the pre-school vears are normally very active
and impulsive and may need constant supervision to avoid injury. Their
constant activity may be stressful to adults who do not have the energy or
patience to tolerate the behavior.

During school years and adolescence, activity may be high in play situations
and impulsive behaviors may normally occur, especially in peer pressure
situations.

High levels of hyperactive/impulsive behavior do not indicate a problem or
disorder if the behavior does not impair functioning.

*Adapted from The Classification of Child and Adolescent Mental Diagno ies
in Primary Care. (1996) American Academy of Pediatrics.

Note: Dots (...) indicate that the material has been abridged at that point or that
the original text refers to another section of the resource that is not included in
this guide. .
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COMMON DEVELOPMENTAL PRESENTATIONS

Infancy

Infants will vary in their responses to stimulation. Some infants may be
overactive to sensations such as touch and sound and may squirm away from
the caregiver, while others find it pleasurable to respond with increased activity.

Early Childhood
The child runs in circles, doesn't stop to rest, may bang into objects or people,
and asks questions constantly.

Middle Childhood
The child plays active games for long periods. The child may occasionally do
things impulsively, particularly when excited.

Adolescence
The adolescent engages in active social activities (e.g., dancing) for long
periods, may engage in risky behaviors with peers.

SPECIAL INFORMATION

Activity should be thought of not only in terms of actual movement, but also in
terms of variations in responding to touch, pressure, sound, light, and other
sensations. Also, for the infant and young child, activity and attention are
related to the interaction between the child and the caregiver, e.g., when sharing
attention and playing together.

Activity and impulsivity often normally increase when the child is tired or
hungry and decrease when sources of fatigue or hunger are addressed.

Activity normally may increase in new situations or when the child may be
anxious. Familiarity then reduces activity.

Both activity and impulsivity must be judged in the context of the caregiver's
expectations and the level of stress experienced by the caregiver. When
expectations are unreasonable, the stress level is high, and/or the parent has an
emotional disorder (especially depression ...), the adult may exaggerate the
child's level of activity/impulsivity.

Activity level is a variable of temperament (...).The activity level of some

children is on the high end of normal from birth and continues to be high
throughout their development.
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B. Problems--Behaviors Serious Enough to Diseupt Functioning with Peers, at School, at
Home, but Not Severe Enough to Meet Criteria of a Mental Disorder. *

PROBLEM

COMMON DEVELOPMENTAL PRESENTATIONS

Hyperactive/Impulsive

Behavior Problem

These behaviors become a problem when they are intense enough to begin
to disrupt relationships with others or begin to affect the acquisition of age-
appropriate skills. The child displays some of the symptoms listed in the
sectionon ADHD predominantly hyperactive/impulsive subtype. However,
the behaviors are not sufficiently intense to qualify forabehavioral disorder
such as ADHD, or of a mood disorder (see section on Sadness and Related
Symptoms), or anxiety disorder (see section on Anxious Symptoms).

A problem degree of this behavior is also likely 1o be accompanied by other
behaviors such as negative emotional behaviors or aggressive/oppositional
behaviors.

" Adapted from The Classification of Child an

Infancy

The infant squirms and has early motor development with increased
climbing. Sensory underreactivity and overreactivity as described in
developmental variations can be associated with high activity levels.

Early Childhood

The child frequently runs into people or knocks things down during play,
gets injured frequently, and does not want to sit for stories or games.

Middle Childhood

The child may butt into other children's games, interrupts frequently, and
has problems completing chores.

Adolescence

The adolescentengages in “fooling around” that begins to annoy others and
fidgets in class or while watching television.

SPECIAL INFORMATION

Ininfancy and early childhood, a problem level of these behaviors may be
casily confused with cognitive problems such as limited intelligence or
specific developmental problems (...). However, cognitive problems and
hyperactive/ impulsive symptoms can occur simultaneously.

A problem level of these behaviors may also be seen from early childhood
on, as a response to neglect (...), physical/sexual abuse (...), or other
chronic stress, and this possibility should be considered.

d Adolescent Mental Diagnoses in Primary Care (1996). American Academy of
Pediatrics.

Note: Dots (...) indicate that the material has been abridged ct that point or that the original text refers to another
section of the resource that is not included in this guide.
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C. Disorders that Meet the Criteria of 2 Mental Disorder 2 Defined by the Diagnostic
and Statistical Manual of the American Psychiatric Association (Edition 4, 1994)

DISORDER

Aﬁenﬁon-Dencit/Hyperccﬁvity Disorder
Predominantly Hyperactive-Impulsive Type

This subtype should be used if six (or more) of the following
Symptoms of hyperactivity-impulsivity (out fewer than six
symptoms of inaftention (...) have persisted for at least 6
months. They present before the age of 7 years. The symptoms
need to be present to a significantly greater degree than is
appropriate for the age, cognitive ability, and gender of the
child, and the symptoms should be present in more than one
setting (e.g., school and home). .

Hyperactive-impulsive symptoms:

These symptoms must be present to a degree that is
malcdaptive and inconsistent with developmental level,
resulting in significant impairment.

Hyperactivity

G often fidgets with hands/feet or squirms in seat

0 often leaves seat in classroom o in other situations in which
remaining seated is expected

O often runs about or climbs excessively in situation in which
it Is inappropriate (in adolescents or adults, may be
limited to subjective feelings of restlessness)

C often has difficulty playing or engaging in leisure activities
quietly

T is often ‘on the go’ or often acts as if *driven by a motor

O often talks excessively

Impuisivity

0 often blurts out answers before questions are completed
O often has difficulty awaiting tumn

3 often interrupts or intrudes on others

* Adapted from The Classification of Child and Adolescent
Mental Diagnoses in Primary Care (1996). American Academy
of Pediatrics.

Note: Dofts (...) indicate that the material has been abridged
at that point or that the original text refers to another section
of the resource that Is not Included in this guide.

RIC

Aruitoxt provided by Eic:

COMMON DEVELOPMENTAL PRESENTATIONS

Infancy

The infant squirms frequently and has early motor
development with excessive climbing. The infant has a hard
time focusing on people or objects and squirms constantly.
The infant does not organize purposeful gestures or behavior.
The infant may show interest in gross moto: activities such as
excessive climbing but may also have difficulties in motor
planning and sequencing (imitating complex movements).
However, these behaviors are nonspecific and a disorder
diagnosis is extremely difficult to make in this age group.

Early Childhood
The child runs through the house, jumps and climbs excessively

on furniture, will not sit still to eat or be read to, and is often
into things.

Middle Childhood
The child is often talking and interrupting, cannot sit still at

meal times, is often fidgeting when watching television, makes
noise that is disruptive, and grabs from others,

Adolescence

The adolescent Is restless and fidgety while doing any and all
quiet activities, interrupts and “bugs® other people, and gets
into trouble frequently. Hyperactive symptoms decrease or are
replaced with a sense of restlessness.

SPECIAL INFORMATION

Specific environmental situations and stressors often make @
significant contribution to the severity of these behaviors,
though they are seldom entirely responsible for a disorder-level
dlagnosis of these behaviors. Situations and stressors that
should be systematically assessed Inciude:

Marital discord/divorce (...)

Physical abuse/sexual gbuse )
Mental disorder of parent (...)

Other family relationship problems C..)

Difficulties with cognitive/adaptive skills, academic skills, and
speech ar d language skiils often lead to frustration and low
self-esteen: that contribute to the severity of these behaviors.
These conditions may also co-exist with ADHD and therefore
should be systematically assessed,
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DISORDER, CONTINUED

Predominantly Hyperactive-Impulsive Type, Confinued

Some hyperactive-impulsive or Inattentive symptoms that
caused Impairment were present before age 7 years. Some
impairment from the symptoms is present in two or more
settings (e.g.. at schoo! and at home). There must be clear
evidence of clinically significant impairment in social,
academic, or occupational functioning. The symptoms do not
occur exclusively during the course of an autistic disorder (see
following differential diagnostic information), and are not
better accounted for by another mental disorder (see
following differential diagnosis information).

Combined Type

This subfype should be used if criteriq, six (or more) symptoms
of hyperactivity-impulsivity and six (or more) of the symptoms
of the inattention (...). have persisted for at least & monthes.

Attention-Deficit/Hyperactivity Disorder, NOS

(see DSM-IV Criteria ...)

COMMON DEVELOPMENTAL PRESENTATIONS CONTINUED

SPECIAL INFORMATION

Specific environmental situations and stressors offen make a
significant contributions to the severity of these behaviors,
though they are seldom entirely responsible for a disorder-
level diagnosis of these behaviors. Situations and stressors that
should be systematically assessed include:

Marital discord/divorce, (...)

Physical abuse/sexual abuse, (...)
Mental disorder of parent, (...)

Other family relationship problems, (...)
Loss/bereavement, (...)

Difficulties with cognitive/adaptive skills, acadernic skills, and
speech and language skills often lead to frustration and low
self-esteem that both contribute to the severity of these
behaviors. These conditions may also co-exist with ADHD and
therefore should be systernatically assessed.

* Adapted from The Classification of Child and Adolescent Mental Diagnoses in Primary Care (1996). American Academy of

Pediatrics

Note: Dofs (..) indicate that the material has been abridged at that point or that the original text refers to
another section of the resource that is not included in this guide.
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D. Thinking About Differential Diagnosis
ADHD and Children Who Are Gifted

ERIC Clearinghouse on Disabilities and Gifted Education, Reston, VA.
Council for Exceptional Children, Reston, VA
ERIC/CUE Digest, Number 522, ED358673 Authors: J.T. Webb & D. Latimer
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Howard's teachers say he just isn't working up to his ability. He doesn't finish his
assignments, or just puts down answers without showing his work; his handwriting and
spelling are poor. He sits and fidgets in class, talks to others, and often disrupts class by
interrupting others. He used to shout out the answers to the teachers' questions (they were
usually right), but now he daydreams a lot and seems distracted. Does Howard have
Attention Deficit Hyperactivity Disorder (ADHD), is he gifted, or both?

Frequently, bright children have been referred to psychologists or pediatricians because
they exhibited certain behaviors (e.g., restlessness, inattention, impulsivity, high activity
level, day-dreaming) commonly associated with a diagnosis of ADHD. Formally, the
Diagnostic and Statistical Manual of Mental Disorders (DSM-III-R) (American Psychiatric
Association) lists 14 characteristics that may be found in children diagnosed as having
ADHD. At least 8 of these characteristics must be present, the onset must be before age 7,
and they must be present for at least six months.

DSM-III-R DIAGNOSTIC CRITERIA FOR ATTENTION-DEFICIT
HYPERACTIVITY DISORDER
Note: DSM-III-R Diagnostic Criteria For Attention-Deficit

Hyperactivity Disorder reprinted with permission from the "Diagnostic and

Statistical Manual of Mental Disorders," Third Edition, Revised, Washington, DC,
American Psychiatric Association, 1987.

1. Often fidgets with hands or feet or squirms in seat (in adolescents may be limited
to subjective feelings of restlessness).

2. Has difficulty remaining seated when required to.

3. Is easily distracted by extraneous stimuli.
4. Has difficulty awaiting turns in games or group situations.

5. Often blurts out answers to questions before they have been complzted.

6. Has difficulty following through on instructions from others (not due to
oppositional behavior or failure of comprehension).
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7. Has difficulty sustaining attention in tasks or play activities.

8. Often shifts from one uncompleted activity to another.

9. Has difficulty playing quietly.

10. Often talks excessively.

11. Often interrupts or intrudes on others, e.g., butts into other people's games.

12. Often does not seem to listen to what is being said to him or her.

13. Often loses things necessary for tasks or activities at school or at home (e.g., toys,
pencils, books). -

14. Often engages in physically dangerous activities without considering possible

consequences (not for the purpose of thrill-seeking), e.g., runs into street without
looking.

Almost all of these behaviors, however, might be found in bright, talented, creative, gifted
children. Until now, little attention has been given to the similarities and differences

between the two groups, thus raising the potential for misidentification in both areas --
giftedness and ADHD.

Sometimes, professionals have diagnosed ADHD by simply listening to parent or teacher
descriptions of the child's behaviors along with a brief observation of the child. Other
times, brief screening questionnaires are used, although these questionnaires only quantify
the parents’ or teachers' descriptions of the behaviors (Parker, 1992). Children who are
fortunate enough to have a thorough physical evaluation (which includes screening for
allergies and other metabolic disorders) and extensive psychological evaluations, which
include assessment of intelligence, achievement, and emotional status, have a better chance

of being accurately identified. A child may be gifted and have ADHD. Without a thorough
professional evaluation, it is difficult to tell.

HOW CAN PARENTS OR TEACHERS DISTINGUISH BETWEEN ADHD
AND GIFTEDNESS?

Seeing the difference between behaviors that are sometimes associated with giftedness but
also characteristic of ADHD is not easy, as the following parallel lists show.

BEHAVIORS ASSOCIATED WITH ADHD (BARKLEY, 1990)

1. Poorly sustained attention in almost all situations

2. Diminished persistence on tasks not having immediate consequences

3. Impulsivity, poor delay of gratification

4. Impaired adherence to commands to regulate or inhibit behavior in social contexts
S. More active, restless than normal children

6. Difficulty adhering to rules and regulations
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BEHAVIORS ASSOCIATED WITH GIFTEDNESS (WEBB, 1993)
1. Poor attention, boredom, daydreaming in specific situations

2. Low tolerance for persistence on tasks that seem irrelevant

3. Judgment lags behind development of intelléct

4. Intensity may lead to power struggles with authorities

5. High activity level; may need less sleep

6. Questions rules, customs and traditions

CONSIDER THE SITUATION AND SETTING

It is important to examine the situations in which a child's behaviors are problematic.
Gifted children typically do not exhibit problems in all situations. For example, they may
be seen as ADHD-like by one classroom teacher, but not by another; or they may be seen
as ADHD at school, but not by the scout leader or music teacher. Close examination of the
troublesome situation generally reveals other factors which are prompting the problem
behaviors. By contrast, children with ADHD typically exhibit the problem behaviors in
virtually all settings "including at home and at schoo]" though the extent of their problem
behaviors may fluctuate significantly from setting to setting (Barkley, 1990), depending
largely on the structure of that situation. That is, the behaviors exist in all settings, but are
more of a problem in some settings than in others.

In the classroom, a gifted child's perceived inability to stay on task is likely to be related
to boredom, curriculum, mismatched learning style, or other environmental factors. Gifted
children may spend from one-fourth to one-half of their regular classroom time waiting for
others to catch up -- even more if they are in a heterogeneously grouped class. Their
specific level of academic achievement is often two to four grade levels above their actual
grade placement. Such children often respond to non-challenging or slow-moving
classroom situations by "off-task" behavior, disruptions, or other attempts at
self-amusement. This use of extra time is often the cause of the referral for an ADHD
evaluation.

Hyperactive is a word often used to describe gifted children as well as children with
ADHD. As with attention span, children with ADHD have a high activity level, but this
activity level is often found across situations (Barkley, 1990). A large proportion of gifted
children are highly active too. As many as one-fourth may require less sleep; however,
their activity is generally focused and directed (Clark, 1992; Webb, Meckstroth, & Tolan,
1982), in contrast to the behavior of children with ADHD. The intensity of gifted children's
concentration often permits them to spend long periods of time and much energy focusing
on whatever truly interests them. Their specific interests may not coincide, however, with
the desires and expectations of teachers or parents.

While the child who is hyperactive has a very brief attention span in virtually svery
situation (usually except for television or computer games), children who are gifted can
concentrate comfortably for long periods on tasks that interest them, and do not require
immediate completion of those tasks or immediate consequences. The activities of children
with ADHD tend to be both continual and random,; the gifted child's activity usually is
episodic and directed to specific goals.
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While difficulties and adherence to rules and regulations has only begun to be accepted as a sign
of ADHD (Barkley, 1990), gifted children may actively question rules, customs and traditions,

sometimes creating complex rules which they expect others to respect or obey. Some engage in
power struggles. These behaviors can cause discomfort for parents, teachers, and peers.

One characteristic of ADHD that does not have a counterpart in children who are gifted is
variability of task performance. In almost every setting, children with ADHD tend to be highly
inconsistent in the quality of their performance (i.e., grades, chores) and the amount of time used
to accomplish tasks (Barkley, 1990). Children who are gifted routinely maintain consistent efforts
and high grades in classes when they like the teacher and are intellectuall
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D. Thinking About Different Diagnosis (cont.)

ADD Look-Alikes: Same Ssymptoms
but Different Droblems

Guidelines for Educators

Background

Due to the wide variety of psychomedical and
biomedical problems that can be mistaken for
Attention Deficit Disorder (ADD), or that may
coexist with ADD, it is always essential for a
child to be carefully evaluated. Medical
specialists are working to develop a more
precise idea of which hyperactive children and
adolescents really have ADD and which have
. look-alike problems that only resemble this

disorder. Look-alike ADD children may fulfill
: the diagnostic criteria for ADD but have a
completely different problem and, therefore,
should receive a different diagnosis. These
ADD look-alikes are important to distinguish
because their long-term course and treatment
may be quite different from children with
classical  ADD. There are several
psychomedical problems or medical disorders
that can mimic ADD, resulting in an ADD look-
alike child.

Depression

Depression is certainly common in adolescents
and children, just as it is in adults. While it may
i seem unlikely that a depressed person would be
’ “hyper” (since many depressed people seem to
talk and think slowly and move with great
effort), some inattentive children with
impulsive and hyperactive behavior are actually
depressed. These children may just have passing
symptoms of depressed mood (e.g., feeling blue
or demoralized) or more persistent or even
chroni- cally bad moods (dysthymic disorder),
or have the psychiatric diagnosis of depression
with its accompanying physical changes (major
depression). Even though these children may
have prominent ADD-like symptoms, treating
their depression is more successful than treating
the ADD symptoms.

From an article by Servio Carroll, National Association of School Psychologists
Communique Special Edition, March 1997 (volume 25, no. 6; insert)

Stress-induced

Anxiety states caused by environmental stress
may presentas ADD. Certain children living in
a stressful home situation or adolescents dealing
with social or academic pressures may look like
they have ADD. Obviously, helping them cope
with the stress in their lives is preferable to the
use of stimulant medications. Even mild stress
can produce symptoms that mimic ADD.

Biologically-based Anxiety Disorders

Certain medical disorders such as separation
anxiety disorder or obsessive compulsive
disorder are treated quite differently from ADD-
-even though many of the symptoms of these
disorders may look the same as ADD
symptoms. However, stimulants often worsen
the symptoms of these anxiety disorders, which
are better treated with different medications and
approaches.

Child Abuse or Neglect

In certain circumstances, the victims of sexual
abuse, physical abuse or neglect can present
with symptoms of ADD. Even after a limited
period of abuse or neglect, these children may
continue to show symptoms that are difficult to
distinguish from ADD.

Bipolar Disorders

Another biomedical condition that may mimic
ADD is the family of bipolar disorders. The
most severe version of bipolar disorder in adults
is manic-depressive illness, but most common
bipolar disorders are more mild. Bipolar

disorders in children and adolescents can
present with impulsivity, inattention and hyper-
activity, along with overly strong feelings or an
overbearing manner, irritability or unprovoked
hostility, and often difficulty in “getting going”

in the moming. It is only the more severe




forms of bipolar disorder in adolescents and
children that show amazingly energized and
engthy  temper tantrums with  gross
destructiveness during their brief or lengthy
rages. About haif of boys (and perhaps a quarter
of the girls) with bipolar disorders fulfill
diagnostic criteria for ADD, but bipolar
disorder tends to appear in families in which
depression or bipolar disorder has emerged
before. Although stimulants can sometimes help
these children with bipolar disorder, stimulants
often make the symptoms worse and can be
quite risky. Lithium and other medications can
be much more helpful.

Schizophrenia

Schizophrenia is a serious biomedical disorder
that can include ADD symptoms. Children with
schizophrenia are relatively uncommon,
typically come from families in which
schizophrenia has emerged before, and
represent an extremely small fraction of the
children with ADD symptoms. Again, stimulant
medications can be risky for these children, and
other medications and treatments are strongly
preferable.

Other Medical Disorders

Certain medical disorders of sleep (or arousal),
malfunctions of the thyroid gland and excessive
lead ingestion may also present with symptoms
that are typically seen in children with ADD.

Summary: Cautions in Diagnosis and
Treatment

Look-alike ADD children may fulfill the
diagnostic criteria for ADD but have a
completely different problem and, therefore,
should receive a different diagnosis. All of the
above conditions may cause a child to behave
impulsively and show difficulties in attention
and hyperactivity that are hard (and perhaps
impossible in some instances) to distinguish
from ADD. Particularly if a child’s situation js
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worsening with age, it is important to consider
the possibility that ADD may not be the sole or
‘even primary problem. Also, if the ADD is
- associated with bad dreams, _bad'» moods or
- disturbing thoughts, or if there is a family
medical history of psychiatric disorders, then it
is important to be sure that mimicking disorders
and additional problems are not present,

"1f a medical or other psychiatric disorder is
presenting as ADD, a treatment that merely
improves the ADD symptoms may leave a
residue of untreated behavioral problems, mood
abnormalities or disorders of physiology. In
these cases, even if stimulants are helpful or if
environmental changes improve the child’s self
control, it is critical to make sure that the other
(and perhaps more serious) problems are not
left to smolder. Given the variety of disorders
that can be mistaken for ADD, or that may co-
exist with ADD, a comprehensive evaluation of
the child is always important. Numerous
problems must be contemplated, assessed and
“ruled out” before a diagnosis of ADD can be
made. It is no longer sufficient to start treatment
for ADD based on observations of “tuning out”
or misbehavior. This disorder needs a
psychomedical evaluation that matches our
growing awareness of the complexity that goes
by the simple name of ADD.
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Gordon, M. (1991). Jumpin Johnny, Get Back to Work!
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Why Won't My Child Pay Attention? New York:
Wiley.

Goldstein, S., & Goldstein, M. (1992). Teacher s Guide:
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The Chesapeake Institute publishes documents based on fecerally funded
research syntheses. The following are examples:

Attention Deficit Disorder: Adding up the Facts (ED370334)

Attention Deficit Disorder: Beyond the Myth (ED370335)

Attention Deficit Disorder: What Teachers Should Know (ED370336)

Attention Deficit Disorder: What Parents Should Know (ED370337)

Where Do I Tum: A Resource Directory of Materials About Attention
Deficit Disorder (ED37033)

Teaching Strategies: Education of Children with Attention Deficit Disorder
(ED370332)

Executive Summaries of Research Syntheses: Promising Practices on the
Education of Children with ADD (ED363083)

Contact: 1000 Thomas Jefferson St., NW., Suite 400, Washington, DC 20007

Ph: 202/944-5300 or 1/888/457-1551 Web: www.air-dc.org/cecp/cece.html

Examples of Videos Available from the A.D.D. Warehouse:

1-2-3 MAGIC: Training Your Preschooler & Preteen to Do What You Want Then to Do!

ADHD/ADD Video Resource for Schools with Attention without Tension

Educating Inattentive Children: A Guide for the Classroom; How to Use Time-Out
Effectively

Understanding A.D.D.

Understanding Attention Disorders: Preschool Through Adulthood

The Video SOS! Help for Parents

Why Won’t My Child Pay Attention

Contact: A.D.D. Warehouse, 300 NW 70th Ave., Suite 102, Plantation, FL 33317

Ph: 800/233-9273

* Also see references in the various articles ]
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Agencies and Online Resources Relevant to i
Attention-Related Problems and Disorders

The American Academy of Child & Adolescent Psychiatry

The American Academy of Child & Adolescent Psychiatry represents over 5,600 child and
adolescent psychiatrists - physicians with at least five years of additional training beyond medical
school in general and child and adolescent psychiatry.” AACAP members actively research,
diagnose, and treat psychiatric disorders affecting children and adolescents and their families, and
the Academy is dedicated to supporting this work through a variety of programs including
government liaison, national public information and continuing medical education.

Contact: 3615 Wisconsin Avenue, N.W., Washington, DC 20016-3007

Ph.1-202-966-7300 / fax 1-202-966-2891 E-mail: communications@aacap.org

Web: http://www.aacap.org/

The Attention Deficit Information Network, Inc. (AD-IN)

The Attention Deficit Information Network, Inc. is a non profit volunteer organization that offers
support and information to families of children with ADD, adults with ADD and professionals
through a network of AD-IN chapters. AD-IN was founded in 1988 by several parent support group
leaders on the premise of parents helping parents deal with their children with ADD. This network
has parent and adult support group chapters throughout the country. AD-IN is a community resource
for information on training programs and speakers for those who work with individuals with ADD.
This organization also presents conferences and workshops for parents and professionals on current
issues, research and treatments for ADD and makes an annual, post-secondary scholarship award.
Funding for the activities is derived from conference proceeds, grants from foundations and
corporations, donations and contributions.

Contact: 475 Hillside Avenue, Needham, MA 02194 Ph: 781-455-9895 _

Fax. 781-444.5466 Web: www.addinfonetwork.com Email: adin@gis.net

Children and Adults with Attention Deficit Disorders (CHADD)

CH.A.D.D. has four primary objectives: (1) to maintain a support network for parents who have
children with ADD and adults with ADD; (2) to provide a forum for continuing education of parents,
professionals, and adults with ADD about the disability; (3) to be a community resource for
information about ADD; and (4) to make the best educational experiences available to children with
ADD so that their specific difficulties will be recognized and appropriately managed within
educational settings. Their website has fact sheets, documents, a newsletter covering topics related to
ADD, books to order, and local chapters around the nation.

Contact: 8181 Professional Place, Suite 201, Landover, MD 20785

Phone: 301-306-7070 http://www.chadd.org/

The National Attention Deficit Disorder Association
The National Attention Deficit Disorder Association is a growing non-profit organization that is
mostly staffed by volunteers. The organization is built around the needs of people with ADD &
ADHD and those who love, live, teach, and counsel them. Their foundation is based on their service
to members , public and professional community.
Contact: 1070 Rosewood, Suite A, Ann Arbor, MI 48104 Ph: 313/769-6690 or
800/487-2282 FAX: 440-350-0223 E-MAIL: NatlADDA@aol.com
Website: http://www.add.org/

National Information Center for Children and Youth with Disabilities (NICHCY)

NICHCY is the national information and referral center that provides information on
disabilities and disability-related issues for families, educators, and other professionals. Our special
focus is children and youth(birth to age 22). It has a Spanish translation to help facilitate one’s
understanding, and makes referrels to specific disabilities, early intervention, family issues to
education rights and much more.

Contact: P.O. Box 1492, Washington, DC 20013

Phone: 1-800-999-5599 Fax: (703) 893-1741

E-mail: nichcy@capcon.net.internet Website: http://www.nichcy.org/
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Attention Problems: Intervention and Resource
Consultation Cadre List

Professionals across the country volunteer to network with others to share what they know. Some cadre members run programs,
many work directly with youngsters in a variety of settings and focus on a wide range of psychosocial problems. Others are ready

to share their expertise on policy, funding, and major system concerns. The group encompasses professionals working in schools,
agencies, community organizations, resource centers, clinics and health centers, teaching hospitals, universities, and so forth.

People ask how we screen cadre members. We don’t! It’s not our role to endorse anyone. We think it’s wonderful that so many
professionals want to help their colleagues, and our role is to facilitate the networking. If you are willing to offer informal
consultation at no charge to colleagues trying to improve systems, programs, and services for addressing barriers to leaming, let
us know. Our list is growing each day; the following are those currently on file related to this topic. Note: the list is alphabetized

by Region and State as an aid in finding a nearby resource.

Updated 8/13/01
Central States
Iowa Ohio
Raymond Morley )
Consultant Joseph E. Zins
Education Services for Children, Family, & Professor
Community University of Cincinnati
Iowa Department of Education 339 Teachers Coll
Grimes State Office Buildin 7 Leachers Lollege
Des Moines, IA 50319-014 Cincinnati, OH 45221-0002
Phone: 515/281-3966 Phone: 513/556-3341
Email: rmorley@max.state.ia.us Fax: 513/556-1581
Minnesota Email: joseph.zins@uc.edu
Gordon Wrobel

Health Care Coordinator

National Association of School Psychologists
1500 Highway 36 West

Roseville, MN 55113-4266

Phone: 612/297-1641

Fax: 612/297-7368

Email: gordywrobel@covelodge.com

East

District of Columbia Delaware
Joan Dodge Deanna Mears Pandya
Senior Policy Associate Mental Health Counselor
Georgetown University - Child Development Center VNA Wellness Center
Nat'l Tech. Assistance Center for Children's Mental 1901 S. College Avenue
Health Newark, DE 19702
3307 M Street, NW, Suite 401 Phone: 302/369-1501
Washington, DC 20007-3935 Fax: 302/369-1503
Phone: 202/687-5054
Fax: 202/687-1954 Kathy Spencer
Email: dodgej@gunet.georgetown.edu Social Worker

Dover High School Wellness Center -VNA
1 Patrick Lynn Drive

Dover, DE 19901

Phone: 302/672-1586

Fax: 302/674-2065
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East (contd.)

Maryland
Lawrence Dolan
Principal Research Scientist
Center for Res. on the Education of Students Placed
at Risk
Johns Hopkins University
3505 N. Charles Street
Baltimore, MD 21218
Phone: 410/516-8809
Fax: 410/516-8890

Email: Jamyd@jhunix.hef. jhu.edu

William Strein

Associate Professor
University of Maryland

3212 Benjamin Building
1125 College Park

College Park, MD 20742
Phone: 301/405-2869

Fax: 301/405-9995

Email: strein@umail.umd.edu

Maine

Michel Lahti

Project Coordinator

School-Linked Mental Health Services Project
Institute for Public Sector Innovation - U of Southern
Maine

295 Water Street, 2nd floor

Augusta, ME 04330

Phone: 207/626-5274

Fax: 207/626-5210

Email: michel.lahti@state.me.us

Rhode Island

Robert Wooler

Executive Director

RI Youth Guidance Center, Inc.
82 Pond Street

Pawtucket, RI 02860

Phone: 401/725-0450

Fax: 401/725-0452

Northwest
Oregon Utah
Philip Bowser Margaret Rose
School Psychologist Health Education Specialist

Roseburg Public Schools

1419 Valley View Drive, NW
Roseburg, OR 97470

Phone: 503/440-4038

Fax: 503/440-4003

Email: pbowser@roseburg.k12.or.us

Arkansas
Barbara Baldwin
Social Worker
Arkansas Department of Health
Central High Wellness Clinic
1500 S. Park
Little Rock, AR 72202
Phone: 501/324-2330
Fax: 501/374-7920
Email: cassanb@aol.com

Maureen Bradshaw

State Coordinator, for Behavioral Interventions
Arch Ford Education Service Cooperative

101 Bulldog Drive

Plummerville, AR 72117

Phone: 501/354-2269

Fax: 501/354-0167

Email: mbradshaw@conwaycorp.net

Utah State Office of Education
250 East 500 Street

Salt Lake City, UT 84111
Phone: 801/538-7864

Fax: 801/538-7769

Email: mrose@usoe.k12.ut.us

Southeast

Florida

Howard M. Knoff

Professor

School Psychology Program/Institute for School
Reform

University of South Florida

4202 East Fowler Avenue, EDU 162

Tampa, FL 33620-7750

Phone: 813/974-9498

Fax: 813/974-5814

Email: knoff@tempest.coedu.usf.edu
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Georgia
Ronda Talley
Executive Director and Professor

Southeast (contd.)

Rosalynn Carter Institute for Human Development

Georgia Southwestern State University

800 Wheatley St.

Americus, GA 31709

Phone: 912/928-1234

Fax: 912/931-2663

Email: rtalley@canes.gsw.edu
Kentucky

Daniel Clemons

Coordinator

Fairdale Youth Service Center

1001 Fairdale Road

Fairdale, KY 40118

Phone: 502/485-8866

Fax: 502/485-8761

William Pfohl

Professor of Psychology
Western Kentucky University
Psychology Department

1 Big Red Way

Bowling Green, KY 42101
Phone: 270/745-4419

Fax: 270/745-6474

Email: william.pfohl@wku.edu

Louisiana
Dean Frost
Director, Bureau of Student Services
Louisiana State Department of Education
P.O. Box 94064
Baton Rouge, LA 70804
Phone: 504/342-3480
Fax: 504/342-688

California
Marcia London Albert
7900 Loyola Blvd.
Los Angeles, CA 90045-8208
Phone: 310/338-2847
Fax: 310/338-7657
Email: malbert@lmumail.lmu.edu

North Carolina

Bill Hussey

Section Chief

Dept. of Public Instruction
301 N. Wilmington St.
Raleigh, NC 27601-2825
Phone: 919/715-1576

Fax: 919/715-1569

Email: bhussy@dpi.state.nc.us

Steven Pfeiffer

Director and Research Professor

Duke University/ Talent Identification Program
1121 West Main Street Suite 100

Durham, NC 27701

Phone: 919/683-1400

Fax: 919/683-1742

Email: pfeiffer@tip.duke.edu

William Trant

Director Exceptional Programs
New Hanover County Schools
1802 South 15th Street
Wilmington, NC 28401

Phone: 910/254-4445

Fax: 910/254/4446

Email: wtrant@wilmington.net

Virginia

Dianne Dulicai

Ph.D., ADTR,Co-chair

National Alliance of Pupil Services Organization
7700 Willowbrook Rd.

Fairfax Station, VA 22039

Phone: 703/250-3414

Fax: 703/250-6324

Email: dianne.dulicai@gte.net

Southwest
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Jackie Allen

Professor

Allen Consulting Associates
705 Montana Vista Ct.
Fremont, CA 94539

Phone: 510/656-6857

Fax: 510/656-6880

Email: jallen20
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Southwest (contd.)

California (contd.)
Kelly Corey
Regional Director of Business Dev.
Provo Canyon School
P.O. Box 892292
Temecula, CA 92589-2292
Phone: 909/694-9462
Fax: 909/694-9472

Sylvia Dean

Coordinator of Psychological Service
Los Angeles School District

11380 W. Graham Place - Bldg. Y
Los Angeles, CA 90064

Phone: 310/444-9913

Fax: 310/497-5722

Randall Hansen

Licensed Educational Psychologist
Family Medical Care

110 North Spring Street

Blythe, CA 92225

Phone: 760/921-3167

Fax: 760/921-3167

Email: rhansen@telis.org

Janice Jetton

Pediatric/Adolescent Nurse Practitioner

Kaiser Permanente, Orange County
Coordinator/Huntington Beach Union High SD
1982 Port Locksleigh Place

Newport Beach, CA 92660

Phone: 949/640-1977

Fax: 949/640-0848

Email: JanJetton@aol.com

Danielle Kelley

Psychiatric Social Worker
Roosevelt Elementary School
700 North Bradfield Avenue
Compton, CA 90021

Phone: 310/898-6350

Fax: 310/632-0338

Emest Lotecka

Director

APAL Foundation

7510 Brava Street
Carlsbad, CA 92009-7503
Phone: 760/599-5366
Email: eli@worldnet.att.net
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Marian Schiff

School Psychologist

LAUSD Montague St. School
13000 Montague St.
Pacoima, CA 91331

Phone: 818/899-0215

Susan Sheldon

School Psychologist

Los Angeles Unified School District
5423 Monte Vista St.

Los Angeles, CA 90042

Phone: 213/254-7262

Fax: 213/259-9757

Howard Taras

District Physician

San Diego City Schools

2351 Cardinal Lane, Annex B
San Diego, CA 92123

Phone: 858/627-7595

Fax: 858/627-7444

Email: htaras@ucsd.edu

Hawaii

Don Leton
Psychologist
Honolulu Schools
Special Services
4967 Kilauea Av.
Honolulu, HI 96816
Phone: 808/733-4940
Fax: 808/733-4944

Email: leton@hula.net



IV. Interventions for Attention Problems

A. Accommodations to Reduce Attention Problems

. Best Practices in Planning Instruction for
Students with Attention Disorders

. Suggested Classroom Accommodations for
Specific Behaviors

B. Behavior Management and Self Instruction

. Article from LD Forum

. Teaching Children with Attention Deficit/
Hyperactivity Disorder

. Coaching Teenagers with Attention Disorders

C. Empirically Supported Treatment

D. Medication
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A. Intervention:
Accommoqﬂations to Reduce Attention Problems

As one of the identified disabilities covered by Section 504 of the Social Security Rehabilitation Act
referred to previously, accommodations for Attention Deficit Hyperactivity Disorder are mandated
by law. A good description of such accommodations is included in the excerpts from the following
reference article:

» Best Practices in Planning Interventions for Students with

Attention Disorders. by Margaret M. Dawson. In Best Practices in School Psychology
(1995) pp 987-998. A. Thomas & J. Grimes (Eds.) Washington, DC: The National Association of
School Psychologists.

——— a3 —

..Environmental modifications involve changing aspects of the student's
environment to address learning or behavior problems. Examples might include
seating the student near the teacher for whole-group instruction or allowing the
student to come directly in from recess without having to wait in line. Behavioral
modification consists primarily of developing incentive systems to increase the
likelihood that the student will engage in appropriate classroom behaviors. These
interventions.are most effectively developed using a problem-solving format. This
approach can be used in a one-to-one consultation between school psychologist
and teacher or applied in a small group setting. Many school psychologists serve
on teacher assistance teams that function in this way. Such an approach generally
follows the following steps: (a) define target behaviors specifically; (b) brainstorm
possible solutions; (c) select an appropriate intervention; (d) implement the
intervention; and (e) evaluate the results. The chapter on behavioral consultation
elsewhere in this volume provides further information about this problem-solving
model.

This approach can be used with students whose attention problems range from
mild to severe, whose needs can be met in the regular classroom with minimal
modifications, or who may require something more formal, such as a special
education plan or a Section 504 plan. Where something more formal ic desired,
the outcome of such problem solving may be a written plan that delineates the
problem behaviors, the appropriate interventions, or accommorlations, and the
person(s) responsible for implementing the inerventions. Figure 1 provides an
example of such a plan...
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FIGURE 1. Sample Section 504 plan.

Area of Concern Intervention/Accommodation

1. Written expression 1. Provide assistance with prewriting activities

(brainstorming/concept mapping)
2. Allow use of computer or dictation for longer assignments
3. Provide assistance with proofing, preparing final draft
2. Long assignments 1. Break down long assignments into shorter ones
2. Help student develop time lines for longer assignments
3. Reduce writing requirements by reducing length and allowing
alternative methods of demonstrating learning

3. Following directions 1. Provide written as well as oral directions

2. Repeat group directions individually
3. Have student repeat directions to show understanding
4. Break down longer directions into smaller steps

5. Build in incentives for following directions and for asking for help

4. Distractibility

I. Preferential seating during whole class work

2. Nonverbal signal from teacher to attend
3. Quiet place to work during seatwork

4. Cue for transitions

5. Incentives for timely work completion

* k%

Environmental Modifications

With appropriate modifications and accom-
modations, the educational needs of a
majority of students with attention disorders
can be met solely or primarily within a regular
classroom environment. And while behavior
modification strategies can be very effective
in improving classroom performance and
behavior, altering environmental variables and

making task modifications are an important
adjunct.

Research on task modifications for students
with attention disorders has been conducted

. primarily by Zentall and her colleagues at
Purdue University. Some of their findings that
may be relevant to classroom settings are:

1. Stories presented at a faster-than-
normal rate of speech resulted in
improved listening comprehension and

decreased activity level (Shroyer &
Zentall, 1986).
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2. Using color to highlight salient
information increased accuracy and
decreased activity level for students with
ADHD (Zentall, 1985, 1986).

3. Tasks with a high degree of structure
decreased activity level, compared to low-

structured, more open-ended tasks (Zentall
& Leib, 1985).

4. Active response (i.e., requiring a motor
response) resulted in improved
performance, compared to more passive

response conditions (Zentall & Meyer,
1987).

5. Providing brief, global instructions,
instead of lengthy, detailed instructions,
produced shorter task completion time and

fewer requests for cues (Zentall & Gohs,
1984).
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6. Math and reading tasks presented in a
low-noise environment created better
performance and decreased activity levels
than did a high-noise environment (Zentall
& Shaw, 1980).

Effective classroom modifications include
seating students preferentially, calling on the
student frequently during class discussions,
writing start and stop times for written work
completion, using a kitchen timer as a
motivator, and providing the student with a
daily checklist of assignments to help organize
work assignments. Children with attention
disorders, particularly if they have concomitant
executive skill deficits, may need help getting
started on assignments, This can be done by
walking them through the first few items or
talking to them about the assignment to help
them get oriented. They often do significantly
better when tasks are modified to respond to
their deficit areas, including presentation of
briefer tasks, building in breaks, allowing the
opportunity to stand up and move around, and,
as noted above, providing high within-task
stimulation.

Other modifications for youngsters with ADHD
address the fact that they tend to do best when
they have frequent opportunities to respond and
receive immediate feedback. Peer tutoring and
cooperative learning approaches both build in
greater opportunities for individual response
and immediate feedback than do more
traditional classroom structures, such as lectures
and individual seatwork activities. Computers
also offer great promise for youngsters with
ADHD, because levels of response and
feedback are increased and because computer
software can be novel, entertaining, and
interactive.

Modifications that address difficulty in written
production include reducing writing
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requirements, allowing students to dictate or
tape record assignments, and allowing for
alternative means of demonstrating knowledge
or learning, such as projects and oral reports.
Providing access to computers to learn word
processing and to complete written assignments
is an essential modification for many youngsters
with ADHD.

Still other modifications address the fact that
youngsters with ADHD do more poorly with
tasks they find tedious, difficult, or
uninteresting. These modifications include
reducing repetitive seatwork and making tasks
and assignments as appealing as possible.
Youngsters with ADHD respond very well to
activities with a game format or to lessons that
are presented as problems to be solved,
particularly if they have real-life applications.
Project-oriented learning is ideally suited to the
learning style of many youngsters. Others
respond to the opportunity to design their own
assignments. Independent learning projects can
be particularly effective at the secondary level.
Allowing students to negotiate their own
learning contract can increase motivation and
enhance performance -- another modification
that may be especially effective at the secondary
level.

Giving these students choices -- in terms of
what assignments they will do, how they will do
them, in what order, where, and with whom
they will complete the work -- can have a
dramatic impact on productivity and task
completion. And pairing youngsters with
ADHD with other students allows them to use
complementary strengths. A youngster with
ADHD may have very creative ideas but have
trouble putting them down on paper, while
another student may be skilled at organizing
work and writing but lack imagination; by
pairing the two, both can benefit -- and learn -
from the strengths of the other.
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Figure 4. School-based interventions for children with attentional problems.
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While we generally think about classroom and
task modifications in terms of the learning
weaknesses of youngsters with attention

This is a brief summary of the kinds of
instructional and task modifications that are
employed frequently with youngsters with

disorders, the strengths these students have
must not be neglected. It is critically important
for those who work with these students to
identify their skills, aptitudes, and talents, to
find ways to encourage their development, and
to ensure that these students are recognized for
their accomplishments. Youngsters with
attention disorders tend to receive negative
feedback in greater quantities than their
classmates. Special efforts must counteract
these threats to self-esteem by finding areas
where these students can shine.
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attention disorders.  Figure 4 contains

examples of other modifications that may be
appropriate. )

Support Services

While the interventions described above may
be sufficient for most youngsters with
attention disorders, others will require
additional support services to meet their
needs. Students with attention disorders may.
qualify for these services either through




Section 504 of the Rehabilitation Act (which
protects students who have a physical or
mental impairment "that substantially limits
one or more major life activities," such as
learning) or through the Individuals with
Disabilities Education Act, IDEA, through the
disability category Other Health Impaired.
Under Section 504, school districts develop an
accommodation plan that defines what
services are needed and how they will be
provided. Under IDEA, these services are
specified in the student's Individual Education
Plan (IEP).

While the need for special education or other
services is often determined on the basis of a
discrepancy between scores on measures of
ability and achievement, with children with
attention disorders, the central issue is more
often a problem with daily classroom
performance, and it is on this basis that the
need for services should be determined.

Support services, provided either through
Section 504 or IDEA, may include any of the
following:

1. A monitor with whom the student can
check in one or more times a day. This
approach often is employed at the secondary
level, where students change classes and have
many teachers, and may, as a result, have
difficulty keeping track of assignments,
materials, and possessions. A monitor helps
ensure that the student hands in homework
assignments, is prepared for class, and has the
necessary materials for class participation and
homework completion. Monitors can also help
manage home-school report cards when they
are used.

2. Supervised study halls, to ensure. that
students use this time wisely and can receive
assistance with assignments as needed.

33

3. Help with study and organizational skills,
either through tutoring, in a supervised study
hall, or through participation in study skills
courses. This may include assistance with
setting up and keeping an assignment
notebook, using memory aids, planning long-
term assignments, monitoring progress on
long-term assignments, and learning note-
taking skills, time-management skills, and
study and test-taking skills.

4. A classroom aide to help make task
modifications, increase student time on task,
intervene in response to disruptive behavior,
and administer reinforcement systems.

5. Remedial instruction in areas of academic
skill deficit.

6. Counseling services to address social
emotional needs, such as participation in
social skills groups.

While these are all direct services, students
with attention disorders are also entitled to
indirect services, such as consultation for the
classroom teacher from a special education
teacher, counselor, or school psychologist.

Other Roles for School Psychologists

The school psychologist can play a critical
role in designing appropriate interventions for
students with attention disorders. Other roles
that are well suited to the skills and training of
school psychologists include:

1. Acting as a liaison among the home, the
school, and other service providers, such as
mental health workers and physicians.

2. Case managing, including follow-up to

assess intervention effectiveness, data
collection to monitor medication effects, and
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help with transitions to the next grade level,
school, and the like.

3. Providing training and information to
parents concerning the . management of
attention disorders in the home.

4. Providing in-service training for teachers.

5. Becoming involved with advocacy groups
for parents of children with attention
disorders. Besides becoming a valuable
resource to such groups, this can have good
public relations benefits for the school
psychologist and the school district where he

or she is employed.

* k%
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ANNOTATED BIBLIOGRAPHY

Barkley,R. A.(1 990). Attention-deficit hyperactivity

disorder: A handbook Jor diagnosis and
Ireatment. New York: Guilford Press.
This comprehensive volume addresses both
diagnostic and treatment issues related to
ADHD. It is perhaps the most comprehensive
single volume addressing attention disorders and
is highly recommended for any professional who
work with students with ADHD. The book is
divided into three sections, with Part |
addressing the nature and diagnosis of ADHD,
Part 2 addressing assessment issues, and Part 3
devoted to treatment issues. Part 3 includes
chapters on counseling and training parents,
educational  placement  and classroom
Management, social skills and peer relationship
training, and medication therapy.

Fiore, T. A., Becker, E. A., & Nero, R. C. (1993).
Research synthesis on educational interventions
Jor students with ADD. Research Triangle Park,
NC: Research Triangle Institute. This volume,
prepared by one of the federally funded ADD
Intervention Centers, contains a comprehensive
summary of research on educational inter-
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ventions for students with ADHD. Research is
divided into seven topics: positive reinforcement,
behavior reduction, response cost, cognitive- ,
behavioral interventions, parent training,
task/environmental stimulation, and
biofeedback. For each topic area, the authors
present a brief synopsis of research findings with
suggestions for educators and areas for further
study and a chart summarizing each research
study reviewed. The rest of the volume consists
of an annotated bibliography of the research
studies.

Guevremont, D. C. (1992, Fal/Winter). The parents'
role in helping the ADHD child with peer
relationships. CH4DDER, p. 17
This article, written for parents by an associate of
Russell Barkley, outlines the social behaviors
common to children with ADHD and then gives
parents useful suggestions for improving social
skills and enhancing their children's ability to
make and keep friends. It describes a home
reward program that is relatively easy to
administer and goes on to suggest practical ways
that parents can arrange for positive experiences
with peers both at home and in the community.
It concludes with suggestions for how parents
may work with teaches to enhance social skills
and positive peer interactions. It makes a useful
handout that school psychologists can give to
parents,

‘Teeter, P. K. (Guest Ed.). (1991). Mini-series:
Attention-deficit hyperactivity disorders in
children: Clinical and treatment issues. School
Psychology Review, 20, 161-281.

This volume of School Psychology Review
contains nine articles on a variety of topics
associated with ADHD, written by the leading
researchers in the field. In addition to articles on
diagnosis and assessment, four articles address
treatment issues. These include therapeutic
effects of medication, classroom-based
behavioral interventions, remediating social
skills deficits, and training for parents of
children with ADHD. Each of these articles
provides a concise synopsis of current thinking
and research as well as practical information the
practicing school psychologist will find useful.
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Material from Attention Deficit Disorders, California Association of School Psychologists

PRE-REFERRAL INTERVENTION STRATEGIES

ATTENTION DEFICIT DISORDERS
¢ SUGGESTED CLASSROOM ACCOMMODATIONS FOR SPECIFIC BEHAVIORS

WHEN YOU SEE THIS
BEHAVIOR
Difficulty following a plan
(has high aspirations, but lacks
follow-through); sets out to get
straight A’s, ends up with F’s.
(sets unrealistic goals).

TRY THIS ACCOMMODATION

Assist student in setting long range goals; break the goal into
realistic parts.

Use a questioning strategy with the student. Ask “What do
you need to be able to do this?” Keep asking that question
until the student has reached an obtainable goal.

Have student set clear timelines for what he needs to do to
accomplish each step. (monitor student’s progress
frequently).

Difficulty sequencing and
completing steps to accomplish
specific tasks, e.g., writing a
book report, term paper,
organizing paragraphs,

division problem, etc.

Break up task into workable and obtainable steps.
Provide examples and specific steps to accomplish task.

Shifting from one uncompleted
activity to another without
closure.

Define the requirements of a completed activity. For
example, “Your math is finished when all six problems are
complete and correct; do not begin on the next task until it is
finished.”

Difficulty following through
on instructions from others.

Gain student’s attention before giving directions. Use
alerting cues.

Accompany oral directions with written directions.

Give one direction at a time. Quietly repeat direction to the
student after they have been given to the rest of the class.
Check for understanding by having the student repeat the
directions.

Place general methods of operation and expectations on
charts displayed around the room and/or on sheets to be
included in student’s notebook.

Difficulty prioritizing from
most to least important.

Prioritize assignments and activities
Provide a model to help students. Post the model and refer
to it often.

Difficulty sustaining effort and
accuracy over time.

Reduce assignment length and strive for quality rather than
quantity.

Increase the frequency of positive reinforcements. Catch the
student doing it right and let him or her know it.

Difficulty completing
assignments
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List and/or post (and say) all steps necessary to complete
each assignment.

Reduce the assignment into manageable sections with
specific due dates.

Make frequent checks for work/assignment completion.
Arrange for the student to have a “study buddy” with phone
number in each subject area.
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Difficulty with any task that
requires memory

Combine seeing, saying, writing, and doing; student may
need to subvocalize to remember.

Teach memory techniques as a study strategy (e.g.
mnemonics, visualization, oral rehearsal, numerous
repetitions).

Difficult:r with test taking

Allow extra time for testing; teach test-taking skills and
strategies; and allow student to be tested orally.

Use clear, readable and uncluttered test forms. Use test
format that the student is most comfortable with. Allow
sample spaces for student response. Consider having lined
answer spaces for essay or short answer tests.

Confusion from non-verbal
cues (misreads body language,
etc.)

Directly teach (tell the student) what non-verbal cues mean.
Model and have student practice reading cues in a safe
setting.

Confusion from written
material; difficulty finding the
main idea of a paragraph;
attributes greater importance to
minor details

Provide student with copy of reading material with main
ideas underlined or highlighted.

Provide an outline of important points from reading material.
Teach outlining, main-idea/details,concepts

Provide tape of text/chapter.

Confusion from spoken
material lectures and AV
material. Difficulty finding
main idea from presentation,
attributes greater importance to
minor details

Provide student with a copy of presentation notes.

Allow peers to share carbon-copy notes from presentation.
Have student compare own notes with copy of peer’s notes.
Provide framed outlines of presentations, introducing visual
and auditory cues to important information.

Encourage use of tape recorder.

Teach and emphasize key words. “The following:..”, “the
most important point...”, etc.

Difficulty sustaining attention
to tasks or other activities.
Easily distracted by extraneous
stimuli

Reward attention. Break up activities into small units.
Reward for timely accomplishments.

Use physical proximity and touch. Use earphones and/or
study carrels, quiet place, or preferential seating.

Frequent messiness or
sloppiness

Teach organization skills. Be sure student has daily, weekly,
and/or monthly assignment sheets; list of materials needed
daily; and consistent format for papers. Have a consistent
way for students to turn in and recejve back papers; reduce
distractions.

Give reward points for notebook checks and proper paper

format. L
Provide clear copies of worksheets and handouts and

consistent format for worksheets. Establish a daily routine,
provide models for what you want the student to do.
Arrange for a peer who will help him with organization.
Assist student to keep materials in a specific place, e.g.
pencils and pens in pouch.

Be willing to repeat expectations.

!

Poor handwriting, (often
mixing cursive with
manuscript and capitals with
lower-case letters).

Allow for a scribe and grade for content, not handwriting.
Allow for use of a computer or typewriter.

Consider alternative methods for student responses, e.g.
tape recorder, oral reports, etc.

Don’t penalize student for mixing cursive and manuscript.
Accept any method of production.
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Difficulty with fluency in
handwriting e.g. good
letter/word production but very
slow and laborious.

Allow for shorter assignments (quality vs. quantity).
Allow alternate method of production (computer, scribe,
oral presentation, etc.)

Poorly developed study skills

Teach study skills specific to the subject areas —
organization (e.g. assignment calendar), textbook reading,
notetaking (finding main ideas/detail, mapping, outlining,
skimming, summarizing).

Poor self-monitoring, e.g.
careless errors in arithmetic,
spelling, reading

Teach specific methods of self-monitoring, e.g. “stop-look-
listen”. :
Have student proofread finished work when it is cold.

Low fluency or production of
written material (takes hours

‘on a 10 minute assignment)

Allow for alternative method for completing assignment
(oral presentation, taped report, visual presentation graphs
maps, pictures, etc., with reduced written requirements).
Allow for alternative method of writing, e.g. typewriter,
computer, cursive or printing, or a scribe.

Apparent inattention
(underactive, daydreaming,
“not there”.

Get student’s attention before giving directions. Tell the
student how to pay attention; “look at me when I talk”.
Watch my eyes when I speak”. Ask student to repeat
directions.

Attempt to actively involve student in lesson, e.g.,
cooperative learning.

Difficulty participating in class
without being interruptive;
difficulty working quietly.

Seat student in close proximity to the teacher.
Reward appropriate behavior; catch student “being good”.
Use study carrel if appropriate.

Inappropriate seeking of
attention. Clowns around,
exhibits loud, excessive or
exaggerated movements as
attention seeking behavior,
interrupts, butts into other
children’s activities, needles
others.

Show student (model) how to gain other’s attention
appropriately.
Catch the student when appropriate and reinforce.

Frequent, excessive talking.

Teach student hand signals and use to tell student when and
when not to talk.

Make sure student is called when it is appropriate and
reinforce listening.

Difficulty making transitions
(from activity to activity or
class to class); takesan -
excessive amount of time to
find pencil; gives up; refuses to
leave previous task; appears
agitated during change.

Program child for transitions. Give advance warning when
a transition is going to take place. “Now we are completing
the worksheet; next we will...”, and the expectations for the
transition, “and you will need...”.

Specifically assay and display lists of materials needed until
aroutine is possible. List steps necessary to complete each
assignment.

Have specific locations for all materials, e.g., pencil
pouches, tabs in notebooks, etc.

Arrange for an organized helper (peer).

Q
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Difficulty remaining seated or
1 a particular position when
2quired to. '
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Give student frequent opportunities to get up and move
around. Allow space for movement.
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Frequent fidgeting with hands.
feet or objects, squirming in
seat.

Break tasks down to small increments and give frequent
positive reinforcement for accomplishments (this type of
behavior is often due to frustration).

Allow alternative movement when possible.

Inappropriate responses in
class often blurted out; answers
given to questions before they
have been completed.

Seat student in close proximity to teacher so that visual and
physical monitoring of student behavior can be done by the
teacher. .

State behavior that you do want. Tell the student how you
expect him to behave.

Agitation under pressure and
competition (academic or
athletic).

Stress effort and enjoyment for self, rather than competition
with others. _

Minimize timed activities; structure class for team effort
and cooperation.

Inappropriate behaviors in a
team or large group sport or
athletic activity. Difficulty
waiting for turn in games or
group situations.

Give the student a responsible job (e.g. team captain, care
and distribution of the balls, score keeping, etc.); consider
leadership role.

Have the student in close proximity to teacher.

Frequent involvement with
physically dangerous activities
without considering possible
consequences.

Anticipate dangerous situations and plan for in advance.
Stress stop-look-listen.

Pair with responsible peer. Rotate responsible students so
that they don’t wear out.

Poor adult interactions. Defies
authority, sucks up, hangs on.

Provide positive attention.

Talk with student individually about the inappropriate
behavior. “What you are doing is...”. “A better way of
getting what you want is...”.

Frequent self-putdowns, poor
personal care and posture,
negative comments about self
and others, poor self-esteem.

Structure for success.

Train student for self-monitoring, reinforce improvements,
teach self questioning strategies. (What am I doing? How is
that going to effect others?)

Allow opportunities for the student to show his strength.
Give a positive recognition.

Difficulty using unstructured
time, recess, hallways,
lunchroom, locker room,
library, assembly.

Provide student with a definite purpose during unstructured
activities. “The purpose of going to the library is to check
out...”. '

Encourage group games and participation, e.g. organized

school clubs and activities.

. Losing things necessary for

task or activities at school or
at home, e.g. pencils, books,
assignments before, during
and after completion of a
given task.

Help student organize. Frequently monitor notebook and
dividers, pencil pouch, locker, book bag, desks.

Provide positive reinforcement for good organization.
Provide student with a list of needed materials and their
locations.

Poor use of time, e.g., sitting,
staring off into space,
doodling, not working on task
at hand.

Teach reminder cues, e.g., a gentle touch on the shoulder,
hand signals, etc.

Tell the student your expectations of what paying attention
look like. “You look like you are paying attention when...”.
Give the student a time limit for a small unit of work with
positive reinforcement for accurate completion.

Use of contract, timer, etc., for self-monitoring.
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B. Intervention: |
Behavior Management &

Selt-Instruction

*Article from LD Forum, Yol 20 (4), Summer, 1995. This article by

J. Berger summarizes a popular approach for working with youngsters with attention
problems in classrooms. The following excerpt from her article captures the idea of this
approach.

Id

..Cognitive behavior modification (CBM) is a strategy that has proved effective for students who
need to develop self control. Meichenbaum pioneered the work on CBM in the late 1960s and
early 1970s and, in conjunction with Goodman (1971), developed a self-instruction training
program. CBM stresses the importance of language in cognitive and behavioral development,.
Quite simply, Meichenbaum believed that people who talk themselves through situations are better
able to control their behavior. Those who don't have this ability can learn it. The program that
Meichenbaum developed was based on the idea that inner speech is an important part of the
thinking process, and that children can use inner speech in a self-guiding fashion. In CBM
programs, children are taught to think before they act and to produce self-instruction. This strategy
can be used by teachers and children to focus on both behaviors and academic tasks. They STOP!
They THINK! Then they ACT...

...To self-instruct, the learner progresses through a series of steps that moves from external overt
(outloud) controls to internal covert (silent) controls. These steps are presented in Table 1. Self-
instruction training steps are organized into three primary stages: self-talk modeling by the teacher,
self-talk steps imitated by the student, and independent use of self-talk by the student...

USING SELF-INSTRUCTION
Self-instruction can be an effective technique to use in the classroom. A teacher should work with
children individually or in small groups and begin with simple concrete tasks....”

Table 1. Steps for Teaching Selfinstruction _

1. Cognitive Modeling The teacher models a task while talking outloud.

2. Overt External Guidance The teacher talks outloud while the students do what the
teacher says. LD

3. Overt Self-Guidance The students perform the task while talking out loud.

4. Modeled Faded Overt Self-Guidance The teacher models the behavior while wﬁisperihg the
instructions. : Co

5. Faded Overt Self-Guidance The students whisper instructions to themselves while

_ performing the task,
6. Modeled Faded Covert Self-Instruction  The teacher models covert instruction.

7. Covert Self-Instruction The students perform the task while using private speech.




SELF-INSTRUCTION PROCEDURES

Cognitive Modeling
Initially, the teacher's speech controls and directs the students' behavior. Therefore, the first stage in this step requires
that students observe the teacher as he or she models or performs a task while talking outloud. In this thinking-out-loud

stage, the teacher defines the problem, asks questions, chooses a plan, shows how the plan is carried out, and self-
reinforces. For example, a teacher can talk through staying on task using the following sequence:

. "I need to stop .and define the problem. I was told to do the math paper.”

2. "Ineed to think, plan, then act. Where's the paper? OK. I'm looking at the paper. Now what do I have to do? I have my
pencil. I should do the first problem. I shouldn't look at the other problems. I should just focus on the first one, |
+2=3"

"I need to reinforce myself. Good. I finished that one.”

"I need to stop again. Now what do I have to do? Now I should do the next problem.”

"I need to think, plan, then act until I am finished. OK, I finished the paper.”

"I need to reinforce myself. Good, I did a good job.”

(ARSI

Overt External Guidance

Next, the students perform the same task while listening to the teacher’s self-instructions. The students imitate the
teacher while the teacher is using overt self-instruction, that is, talking aloud. The students do the math paper while the
teacher self-instructs by saying "I was told to do the math paper. Where's the paper? O.K.I'm looking at the paper. Now
what do I have to do? I have my pencil. I should do the first problem. I'shouldn't look at the other problems. I should

focus on the first one, 1+2 =3. Good, I finished that one. Now next problem. I finished the paper. Good, I did a good
job."

Overt Self-Guidance

Next, the students perform the task while instructing themselves outloud. They can use dialogue similar to that
modeled by the teacher.

Fading Overt Self-Guidance: Modeled and Imitated

Next, the teacher models the same task, self-instructing in a whispered voice. The students then whisper the self-
instructions while performing the task.

Modeled Covert Self-Instruction

Finally, the teacher models the last stage, covert (silent) instruction. She performs the task using inner speech, talking
herself through the task silently. The students watch the teacher complete the page without hearing her say anything, but
she reminds the students that she is using silent self-instruction.

Covert Self-Instruction

The students then perform the task while using inner speech to guide their performance. They complete the math
paper while silently telling themselves what to do.

ENHANCING THE SUCCESS OF SELF-INSTRUCTION TRAINING

The self-instruction sequence contains several elements that are important to performance, including defining the
problem, focusing attention and, guiding oneself, reinforcement, and self-evaluation (Mahoney, 1974). A key element
to successful use of this strategy by children is rehearsal. During each step, students either listen to or recite the self-
instruction. They repeat the entire sequence several times so that CBM becomes automatic. For students to become
successful at controlling their behavior with CBM, training and practice for a variety of similar and dissimilar tasks are
necessary. Continuously training and practicing those steps will make self-instruction automatic for students, allowing
them to use these strategies in new academic and social situations. Students who are skilled in self-instruction can better
control their behavior and contribute to a positive learning atmosphere.

REFERENCES
Mahoney, M. (1974). Cognition and behavior modification. Cambridge, Massachusetts: Ballinger.
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Defining Attention Deficit Disorder/Attention Deficit Hyperactivity Disorder (ADD/ADHD)

Attention deficit disorder is a syndrome
characterized by serious and persistent
difficulties in the following three specific areas:

1. Attention span.
2. Impulse control.
3. Hyperactivity (sometimes).

ADD is a chronic disorder that can begin in
infancy and extend through adulthood, having
negative effects on a child's life at home, school,
and within the community. It is conservatively
estimated that 3 to 5% of our school-age
population is affected by ADD.

The condition previously fell under the headings,
"learning disabled," "brain damaged,"
"hyperkinetic," or "hyperactive." The term
attention deficit disorder was introduced to
describe the characteristics of these children more
clearly.

Diagnosis of Attention Deficit
Disorder/Hyperactivity Disorder (ADHD)

According to the criteria in the Diagnostic and
Statistical Manual of Mental Disorders (4th ed.,
rev.) (American Psychiatric Association, 1994), to
be diagnosed as having ADD/ ADHD, the
clinician must note the presence of at least 6 of the
9 following criteria for either Attention Span or
Hyperactivity/ Impulsivity.

Attention Span Criteria

Pays little attention to details; makes careless mistakes
Has short attention span

Does not listen when spoken to directly

Does not follow instructions; fails to finish tasks

Has difficulty organizing tasks

Avoids tasks that require sustained mental effort
Loses things

Is easily distracted

Is forgetful in daily activities

42

Hyperactivity Criteria

Fidgets; squirms in seat

Leaves seat in classroom when remaining seated is
expected

Often runs about or climbs excessively at
inappropriate times

Has difficulty playing quietly

Talks excessively

Impulsivity Criteria

Blurts out answers before questions are completed
Has difficulty awaiting turn
Often interrupts or intrudes on others

Establishing the Proper Learning Environment

* Seat students with ADD near the teacher's
desk, but include them as part of the regular
class seating.

* Place these students up front with their backs
to the rest of the class to keep other students
out of view.

* Surround students with ADD with good role
models.

* Encourage peer tutoring and cooperative/
collaborative learning.

* Avoid distracting stimuli. Try not to place
students with ADD near air conditioners,
high traffic areas, heaters, or doors or
windows. _

e Children with ADD do not handle change
well, so avoid transitions, physical relocation
(monitor them closely on field trips), changes
in schedule, and disruptions.

* Be creative! Produce a stimuli-reduced study
area. Let all students have access to this area
so the student with ADD will not feel
different.

* Encourage parents to set up appropriate study
space at home, with set times and routines
established for study, parental review of
completed homework,and periodic notebook
and/or book bag organization.
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Giving Instructions to Students with
ADD/ADHD

* Maintain eye contact during verbal instruction.

* Make directions clear and concise. Be consistent
with daily instructions.

* Simplify complex directions. Avoid multiple
commands.

* Make sure students comprehend the instructions
before beginning the task.

* Repeat instructions in a calm, positive manner, if
needed.

* Help the students feel comfortable with seeking
assistance (most children with ADD will not
ask for help). Gradually reduce the amount of
assistance, but keep in mind that these children
will need more help for a longer period of time
than the average child.

* Require a daily assignment notebook if
necessary:

* Make sure each student correctly writes down all
assignments each day.

* If a student is not capable of this, the teacher
should help him or her.

* Sign the notebook daily to signify completion of
homework assignments. (Parents should also
sign.)

* Use the notebook for daily communication with
parents,

Giving Assignments

* Give out only one task at a time.

* Monitor frequently. Maintain a supportive
attitude.

* Modify assignments as needed. Consult with
special education personnel to determine
specific strengths and weaknesses of each
student.

* Develop an individualized education program.

* Make sure you are testing knowledge and not
attention span.

* Give extra time for certain tasks. Students with
ADD may work slowly. Do not penalize them
for needing extra time.

* Keep in mind that children with ADD are easily
frustrated. Stress, pressure, and fatigue can
break down their self-control and lead to poor
behavior.

Modifying Behavior and Enhancing
Self-Esteem

Providing Supervision and Discipline:

* Remain calm, state the infraction of the rule,
and avoid debating or arguing with the
student.

* Have preestablished consequences for
misbehavior.

* Administer consequences immediately, and
monitor proper behavior frequently.
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* Enforce classroom rules consistently.

* Make sure the discipline fits the "crime,"

without harshness.

* Avoid ridicule and criticism. Remember,
children with ADD have difficulty
staying in control.

Avoid publicly reminding students on
medication to "take their medicine."

Providing Encouragement:

* Reward more than you punish, in order to
build self-esteem.

* Praise immediately any and all good

behavior and performance.

* Change rewards if they are not effective in

motivating behavioral change.

* Find ways to encourage the child.

* Teach the child to reward himself or herself.
Encourage positive self-talk (e.g., "You did
very well remaining in your seat today. How
do you feel about that?"). This encourages
the child to think positively about himself
or herself.

Other Educational Recommendations

* Educational, psychological, and/or neurological
testing to determine learning style and
cognitive ability and to rule out any learning
disabilities (common in about 30% of students
with ADD). ’

* A private tutor and/or peer tutoring at school.

* A class that has a low student-teacher ratio.

* Social skills training and organizational skills

training.

* Training in cognitive restructuring (positive

"self-talk," e.g., "I did that well").

* Use of a word processor or computer for

schoolwork.

Individualized activities that are mildly

competitive or noncompetitive such as

bowling, walking, swimming, jogging, biking,
karate. (Note: Children withADD/ADHD may
do less well than their peers in team sports.)

* Involvement in social activities such as
scouting, church groups, or other youth
organizations that help develop social skills
and self-esteem.

* Allowing children with ADD to play with
younger children if that is where they fit in.
Many children with ADD have more in
common with younger children than with their
age-peers. They can still develop valuable
social skills from interaction with younger
children.
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Innovative Practice

‘Coaching’ Teenagers with Attention Disorders

by Richard Guare and Peg Dawson

Introduction

Teenagers with attention disorders often struggle at the middle
and high school level because schools place increasing demands on
them to organize themselves and work independently. They rou-
tincly forget to write down assignments, complete homework or
hand it in on time. They have tremendous difficulty using their time
wiscly, both in school and at home. They often don't know how to
break down long-term assignments and develop reasonable time
lines ~ or follow the time lines they create!

These students are often bright and capable, with adequate aca-
demic skills. And many want desperately to succeed. What gets
them in trouble is poor organization and time management skills,
along with feelings of discouragement accrued over years of failing
to meet the expectations of parents, teachers and even themselves.

Coaching, originally described by Hallowell and Ratey (1994)
in their book, Driven to Distraction, is an intervention designed to ad-
dress these problems. We have adapted and expanded upon the
coaching model to help students with attention disorders, executive
skill deficits and production problems. As we have designed it, the
model involves a trained adult working with students on a regular
basis to help them plan their time, organize assignments, break down
tasks, develop cffective study skills and, above all, to act as supporter
and cheerleader.

Our model involves an initial session at which a written plan
including long-term goals and objectives is jointly developed by the
couch and the student, followed by regular brief “coaching” sessions
to evaluate progress and develop new objectives. This article will
bricfly review the theoretical rationale for this model as well as pro-
vide an overview of the model itself.

Coaching ADHD Students: Theoretical Rationale

Traditional views of attention disorders, as well as the current
DSM-1V definition of ADHD, have emphasized three primary char-
acteristics: inattention/distractibility, impulsivity and hyperactivicy.
Recently, Barkley (1995) has suggested that the disorder is better
viewed 1s one of deficient self-regulation. He maintains that indi-
viduals with attention disorders have no difficulty sustaining atten-
tion to tasks that are novel and intrinsically interesting, and for
which extrinsic consequences (rewards and penalties) are imposed.
Rather, individuals with attention disorders are impaired in what
Barkley calls “goal-directed persistence.”

According to Barkley, the problem arises when there is a con-
flict between immediate and longer-term delayed consequences for
a behavior. Individuals with attention disorders find it very difficult
to sacrifice an immediate reward either to gain some longer-term re-
ward or to avoid some later harm. Thus, students with attention
disorders find it difficult to create and hold a mental image of a goal,
devise a plan to follow, cope with the negative feelings associated
with self-deprivation, motivate themselves to carry out the plan and
experiment with diverse strategies for achieving their goal. In
Barkley's model, these steps represent the executive functions of
working memory, self-directed speech. self-regulation or affect and
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flexible problem solving. All these steps constitute behavioral self-
regulation, and it is this characteristic that appears to be deficient in
students with attention disorders. '

By manipulating novelty, intrinsic interest and extemnal rein-
forcement, teachers and others have been able to increase sustained
attention in students with attention disorders. It is a common expe-
rience, however, that such interventions work for relatively brief pe-
riods of time only — how many teachers have complained to school
psychologists, for instance, that the behavior intervention recom-
mended by the school psychologist “worked for two or three weeks
and then it fell apart!™?

We believe that interventions need to be keyed to behaviors
that will facilitate achievement of longer-term goals — goal-directed
persistence, in Barkley's terms. The model of coaching which we
have developed seeks to do just this, particularly in Phase 1 of our
process in which students are asked to identify long-term goals and
to design action plans to achieve those goals.

The daily coaching sessions which follow the long-range goal-
setting session draw on correspondence training research to support
the process. Correspondence training has a long history in the be-
havioral literature, dating to Risley and Hart (1968) and more re-
cently applied to an attention disordered population by Paniagua
(1992). As defined by Paniagua, correspondence training referstoa
chain of behaviors that “include a verbalization or report about ei-
ther past or future behavior and the corresponding nonverbal behav-
ior.” In other words, when individuals make a verbal commitment
to engage in a behavior at some later point, this increases the like-
lihood that they will actually carry out the behavior. In our model,
for instance, we ask students to report what tasks they intend to
accomplish before the next coaching session and to specify when
they intend to accomplish them.

We believe our two-stage coaching process fits the theoretical
model proposed by Barkley by focusing on building behavioral self-
regulation. Furthermore, it uses research on correspondence train-
ing to support its efficacy with attention-disordered students.

The Coaching Process

Before the coaching process can begin, an appropriate “coach”
needs to be identified and the student’s willingness to participate in
the process confirmed. In a school setting, a coach could be a caring
teaching, a resource room teacher, a gym teacher or sports coach, an
assistant principal or a teacher aide. We are currently experiment-
ing with a peer coach and an adult “assistant coach.” In choosing a
coach, the educational qualifications of the potential coach are far
less important than that individual's ability to establish rapport and
a good working relationship with the student.

We believe that coaching should be a voluntary process. Thus,
before coaching beings, the process should be described to the stu-
dent and s/he should decide whether s/he wants to participate.
Coaches may want to walk the student through the first phase of the
process (the long-range planning meeting) before having the student
make the commitment to coaching.

Developing an effective coaching relationship is a two-step
process:
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Phase 1 involves identifying the student’s long-term goals, deter-
mining what criteria must be met in order to meet those goal and
delineating the barriers that could interfere with success. This process
takes place before coaching begins and then as a periodic check to
determine if the long-term goals are still applicable and whether the
student is making adequate progress toward achieving those goals.

Long-term goals might include eaming a high school diploma,
attending college or a vocational training program, or obtaining a
specific kind of job. The barriers to reaching these goals might include
skipping classes, failure to complete homework or frequent absences
form school. The coach leads the student through a discussion of goals
and barriers, helping the student to be as specific as possible.

The next phase of the discussion involves establishing short-term
academic and behavioral objectives to support achieving the long-
rerm goal. This might include making a commitment to work for spe-
“ific grades in specific classes along with a discussion of what the stu-
lent will need to do in order to eam those grades. For instance, if a goal
s to eamn a B- in Spanish, the student may identify that s/he will need
o participate in class discussions regularly and concentrate on specific
spects of Spanish when studying for tests (e.g., making flash cards to
eam vocabulary or grammar rules).

The final part of this session includes a discussion of the kinds
f environmental supports or modifications the student may need
n order to meet these academic and behavioral goals. These might
nclude test modifications, a homework tracking system or an in-
entive system.

The Phase 2 procedure is followed at each coaching session —
naking short-term plans based on immediate behavioral and aca-
lemic objectives and assessing how well those plans are implemented
etween coaching sessions. Coaching sessions occur daily for a period
f 10-15 minutes. The steps of the daily coaching session follow the
cronym R.E.A.P. and are described below:

 Review — Review with the student the goals set at the last
coaching session. Go over each item to determine if the stu-
dent followed through on these goals.

Evaluate — Have the student assess how well the goals were
accomplished. How many goals were met? What interfered
with meeting goals? It may be helpful to develop a rating
scale to use in assessing how well the student met the goals.

Anticipate — Ask the student to anticipate what has to be
accomplished between now and the next coaching ses-
sion. This should include a review of homework assign-
ments, upcoming tests or quizzes and longer-term assign-
ments that should be started. If necessary, check the
student’s assignment book to be sure he/she has remem-
bered all assignments.

Plan — Ask the student what his/her plans are for complet-
ihg tasks. Do not let the student be evasive — ask for spe-
cifics. Have the student schedule exactly what is going to be
done when (e.g., “I will go to the school library during my
lunch period today to locate a book for my book report.”).
Write it all down so it can be reviewed at the next coach-
ing session. Conclude the session with words of encourage-
ment jnd assurance that you know the student can meet
IE MC s. o !
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Outcomes of Coaching: We see our coaching model as address-
ing well the various executive deficits suggested by Barkley and oth-
ers as fundamental to ADHD. Creating and holding a mental image
and devising a plan are addressed through the development and re-
hearsal of written long-term goals and short-term objectives in the
student’s own language. Regular review, correspondence training
and the help of the coach thus aid working memory and promote
self-directed speech. Continuous review and reinforcement of the
connection between short-term objectives and intrinsic long-term
goals aid self-regulation of affect associated with feelings of depriva-
tion. The daily planning process, including brainstorming with the
coach, promotes flexible, novel problem solving. Finally, the daily
encouragement provided by the coach both helps students sustain
attention to the immediate objectives and ultimately keeps them
moving along the road to their long-term goals.

We have used this coaching process over the last several years on
an informal basis with students ranging in age’form middle school to
college. As one example, we are currently using coaching with a stu-
dent who, despite a superior IQQ and an intention to attend a four-year
college, was maintaining a C/D average in his first three years in high
school Each year, he began the year resolved that this year would be
different from previous ones, but the outcome was always the same.

We began a coaching process in May of his junior year, focus-
ing on tasks that needed to be completed during the summer and at
the beginning of the school year. Because he would have to carry an
extra credit load to graduate with his class, the plan included begin-
ning his fall courses over the summer. He obtained the books for his
three most difficult courses during the summer and began reading
them. He also arranged to meet with his neighbor, a good math stu-
dent, several times before school started to conduct a math review.
This fall, his first progress report shows him carrying an A/B average
in all subjects. Furthermore, teachers have remarked that his behav-
ior and his level of commitment this year are markedly different from
what they saw in the past.

We are in the process of collecting behavioral data with a set of
high school students to put this model to a more formal test. We have
developed a training manual that describes the process in greater de-
tail and includes planning forms that will facilitate the coaching pro-
cess. The manual is available for $10 (including shipping and han-
dling) and can be obtained by writing to Peg Dawson, The Center for
Leaming and Attention Disorders, Jackson-Gray Building, Suite 206, -
330 Borthwich Ave., Porstmouth, NH 03801. ¢
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Intervention:

C. EMPIRICALLY SUPPORTED TREATMENTS

In an effort to improve the quality of treatment, the mental health field is promoting the use of
empirically supported interventions. The following pages contain excerpts from a 1998 report
entitled “Empirically Supported Psychosocial Treatments for Attention Deficit Hyperactivity
Disorder” by W.E. Pelham, Jr., T. Wheeler, & A. Chronis, which appears in the Journal of Clinical
Child Psychology, 27, 190-205.

Excerpted here are the abstract, an adapted table categorizing relevant research, the authors’
conclusions, and the authors’ reference list.

Abstract of article by W.E. Pelham, Jr., T. Wheeler, & A. Chronis, which
appears in the Journal of Clinical Child Psychology, 27, 190-205.

Reviews and evaluates psychosocial treatments for attention deficit
hyperactivity disorder (ADHD) in children and adolescents according to Task
Force Criteria (Lonigan, Elbert, & Johnson, this issue). It is concluded that
behavioral parent training and behavioral interventions in the classroom meet
criteria for well-established treatments. Cognitive interventions do not meet
criteria for well-established or probably efficacious treatments. Issues
regarding the evaluative process are discussed and future directions for
psychosocial treatment for ADHD are outlined.

The excerpts on the following pages highlight the gist of this work.

The authors note: “Behavioral interventions have been used for children specifically diagnosed as
having ADHD for more than 20 years (e.g., K.D. O’Leary, Pelham, Rosenbaum, & Price, 1976), and
a large number of studies, described in Table 1, have been conducted. . . . however, the number of
acute studies and treated children that have been involved in pharmacotherapy far exceeds the
number of studies and individuals who have been treated with behavioral interventions.” (p. 190)

"Phamacological treatments for ADHD are far more widely employed, are less expensive, and have
much more short-term empirical support than psychosocial treatments." (p. 191)

"All of the psychosical treatments that we found in our searches would be labeled as behavioral or
cognitive behavioral...(a) clinical behavior therapy; (b) direct contingency management; (c) cognitive
oh=havioral intervention; and (intensive, packaged behavioral treatments.” (p. 193)
: o
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Table 1. Categorization of Studies Reviewed

I. Behavioral Parent Training:
Studies That Contribute to Meeting Task Force Criteria for Well-Established Treatment

A. Studies Employing : N Control Conditions

Measures *
Between-Group Designs

1. Firestone et al. (1981), with Firestone et al. 1981: 43. 1986: 52 Mcthylphenidate 2.3.6.8.9
(1986) - . Ist. 30 2nd

2. Gettelman et al. (1980) (partial N in 1976: 89 (95% male) Mcthyiphenidate 2.5.6.8.12
expanded N in 1984 and 1985, in press) »

3. Horn et al. (1990) 42 (81% male) Self-control therapy 2.6.8.9, 11

4/5. Horn et al. (1991) with lalongo et al... 96 (77% male) Methylphenidate. 2.3.5.6.8.9, 11
1993 (follow-up)* Self-control therapy

6. Pelham ct al. (1988) 32 (88% male) Methyiphenidate, 2,5.6.8,10

B. Studies Employing Single-Subject Designs: None

IL. Behavioral Parent training:
Studies That Contribute to Meeting Task Force Criteria for Probably Efficacious Treatment

A. Studies Employing N Control Conditions Measures ®
Between-Group Designs

I. Anastopoulos et al. (1993) 34 (74% male) Wait-list control group 2,3,4

2. Pesterman et al. (1989) 46 (80% male) Wait-list control group 1

3. Pisterman et al. (1992b) 45 (93% male) Wait-list control group 1,2,3

4. Pisterman et al. (1992 a) additional 91 (86% male) Wait-list control group 1,2.3

measures and follow-up from #2 and #3)

3. Dubey, O’Leary, & Kaufman (1983)¢ 37 (87% male) Parent effectiveness training, 1,2,3,13

Note: » Efficacious depending on measure and must collapse over groups to have sufficient total sample size. ® Dependent meas-
ures: | = parent-child observations: 2 = parent ratings; 3 = parental functioning; 4 = family functioning; 5 = classroom observa-
tions: 6 = teachers ratings; 7 = academic productivity; 8 = academic achievement: 9 = cognitive tests; 10 = peer relationships; 11 =
child self-ratings: 12 = clinician ratings: 13 = consumer satisfaction ratings; 14 = behavior frequency counts; 15 = activity level

measures. < Treatments equal and superior to wait-list. ¢ All treatments showed equal improvement. Depends on subject and de-
pendent measure. Effects not clearly apparent. -
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IV. Behavioral Modification in Classroom Settings:
Studies That Contribute to Meeting Task Force Criteria for Well-established Treatment

A. Studies Employing N Control Conditions Measures *
Between-Group Designs

1. Gittleman ct al. (1980) (partial ' in 1976: ex- 89 (95% male) Methylphenidate 2.5.6.8.12
2. Pelham ct al. (1988) 32 (88% male) Mcthylphenidate. 2.5.6.8.10

social skills training

B. Studies Employing N Control Conditions Measures *

Single-Subject Designs

1. Abramowitz et al. (1992) 3 (100% male) Mcthylphenidate. 5
delayed vs. short reprimands ,

2. Abramowitz & O'Leary (1990) 4 (100% male) Delayed reprimands, 5
reversal

3. Abramowitz ct al. (1988) 7 (100% male) Short vs. long reprimands 5.7

4. Abramowitz ct al. (1987) - 16 (75% male) Encouragement vs. rcprimands.'no- 5.7

5. Atkins ct al. (1989) I (malc) No-treatment reversal. multiple 5.7.10

6. Ayllon. Layman. & Kandel (1975) " 3(67% male) Methylphenidate 5.7

7. Barkley. Copeland. & Sivage (1980) « T 7 (100%% male) No-trcatment reversal 515

8. Broden. Bruce. Mitchell. Carter. & H.all- 2 (100% male) No-treatment reversal 5

9. Carlson et al. (1992) 24 (100% male) Methylphenidate, 5.7, 11

10. Gordon. Thamason. Cooper. & Ivers (1991) 6 (50% male) No-treatment reversal 5

11. Hoza et al. (1992) 2 (100% male) Methylphenidate. increased 5.7

12. Kelley & McCain (1995) 5 (40% male) No-response cost reversal 5.7.13

13. Loney. Weissenberger. Woolson, & Lichty 12 (100% male) Methylphenidate. 5

14. McCain & Kelley (1993) 1 male No-treatment reversal 5

15. Pelham et al. (1993) 31 (100% male) Methylphenidate. 56,7

16. Rapport. Murphy, & Bailey (1980) 2 (50% male) No-treatment reversal, 5,7

17. Rapport et al. (1982) 2 (100% male) Methylphenidate, reversal 5,6,7

18. Rosen et al. (1984) 23 (over 3 studies) No-treatment reversal 5,7

19. Sullivan & O’Leary (1990) 10 (50% male) Reward versus response cost 5

20. Umbreit (1995) 1 (male) No-treatment baseline 5

21. Wolraich et al. (1978) 20 Methylphenidate, regular 5,6,7
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V. Behavioral Modification in Classroom Setting:
Studies That Contribute to Meeting Task Force Criteria for Probably Efficacious Treat-

A. Studies Employing : N Control Conditions Measures »
Between-Group Designs

I. O’Leary et al. (1976) 17 Wait-list control group 6

B. Studies Employing Single-Subject Designs: None

VI. Behavioral Modification in Classroom Settings: Studies That Do Not Coﬁtribute to Meeting Task
Force Criteria for Well-Established or Probably Efficacious Treatment

A. Studies Employing ‘ : N Control Conditions Measures *
Between-Group Designs

1. O’Leary & Petham (1978) 7 Pre-post 2,5.6

2. Petham et al. (1980). 8 (88% male) Methylphenidate 1,2,5,6

3. Rosenbaum, O’Leary, & Jacob (1975) 10 Pre-post 6,13

B. Studies Employing N Control Conditions Measures »
Single-Subject Designs

l. DuPaul et al. (1992) 1 2 (100% male) No-treatment reversal 56,7

2 DuPaul & Henningson (1993) 1 I (male) No-treatment reversal 57

3. Evansetal. (1995) I (male) No-treatment reversal 5

4. Pollard et al. (1983) 7 3 (100% maie) Methylphenidate, 2,4,5

C. Numerous studies support the effectiveness of behavior therapy in the classroom, but the participant groups are too heterogeneous

1. Acker & O’Leary (1987) » 11. Lovitt & Curtiss (1969)

2. Acker & O’Leary (1988) 12. O’leary et al. (1970)

3. Becker, Madsen, Amold, & Thomas (1967) 13. Pfiffner & O’Leary (1987)

4. Bowers et al. 14, Pfiffner, O’Leary et al. (1985)
5. Clark et al. (1973) - 15. Pfiffner, Rosen et al. (1985)
6. Hops et al (1978) 16. Robinson et al. (1981)

7. Hundert, Bucher, & Henderson (1976) 17. Stableford et al. (1976)

8. Iwata & Bailey (1974) 18. Thomas et al. (1968)

9. Kauffman & O’Leary (1972) 19. Van Houten et al. (1982)

10. Kent & O’Leary (1976) 20. Walker et al. (1975)
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“ We conclude this article with a brief
discussion of some key questions that remain to
be answered and problems that remain to be
solved with respect to psychosocial treatments
for ADHD. We also briefly discuss current
initiatives and trends in the field that impact on
psychosocial treatments for ADHD.

The first point is that despite the evidence for
the efficacy of behavioral treatments for
ADHD, these interventions have limitations,
and these limitations are in many ways similar
to those of psychostimulant medication that we
previously discussed (Pelham & Murphy,
1986). First, behavioral treatments, although
effective, do not typically normalize ADHD
children (Abikoff & Gittelman, 1984), with
posttreatment levels usually being standard
deviation above normative means (e.g., Pelham
et al., 1988). The short-term effects of
behavioral interventions are typically limited to
the periods when the programs are actually in
effect; when treatment is withdrawn, children
often lose the gains made during treatment.
Such findings highlight the importance of
extending treatments past an initial period to
maintain initial gains. Unfortunately, few
studies have implemented maintenance
strategies into their treatment protocols. Few
studies have yet shown maintenance of
treatment gains beyond a few months after
therapy is terminated (cf. Ialongo et al., 1993).

Furthermore, a substantial minority of
children(comparable to the proportion cited for
stimulant medication) fail to show improvement
(e.g., Pelham et al., 1988). In many cases such
failure may be attributable to the unwillingness
or inability of parents and teachers to
implement the behavioral programs as directed,
with noncompliance and dropout from
treatment common outcomes (Fuchs & Fuchs,
1989; Prinz & Miller, 1994; Wahler, 1980;
Witt, 1986). Even when parents and teachers
aﬁparently comply with treatment, manipulation
checks of whether they actually follow through
with treatment have rarely been conducted.

Just as some of the limitations of medication
can be removed by increasing the dosage, the
effects of behavior therapy can be maximized
by increasing the power and comprehensiveness
of the intervention. The standard clinical
behavior therapy approach involving weekly
contact with parents and teachers is less potent
than are highly structured, closely monitored,
contingency-management programs. Because it
is quite time-consuming and difficult to conduct
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such systems unassisted, however, parents and
regular classroom teachers are typically much
less willing to implement complex contingency-
management programs.The efficacy of behavior
therapy thus depends on the motivation and
capabilities of the significant adults in the
child's life, as well as setting barriers to
implementation, and on the skills of the
interveners in overcoming such obstacles. If key
adults are unwilling or unable to implement the
interventions, and if the objections or obstacles
to intervention cannot be overcome, then
behavior therapy will not be effective in real-
world settings, despite the empirical evidence
for its efficacy in empirical studies. ...

As we have written elsewhere, multimodal
treatment, in which a low dose of stimulant
medication is combined with behavioral
treatments, may be the most effective and most
cost-effective treatment for ADHD. A number
of short-term studies have shown that lower
medication doses with fewer side effects can be
integrated with less intensive, less complex, and
therefore  less expensive psychosocial
treatments to yield a combined package with
short-term efficacy equivalent to that produced
by high and therefore undesirable doses of
medication and to that yielded by complicated
and expensive behavioral treatments (Pelham &
Murphy, 1986; Pelham & Waschbusch, in
press). Unfortunately, no long-term outcome
data exist regarding efficacy or effectiveness of
pharmacological versus psychosocial versus
combined treatments. It is becoming
increasingly important to answer cost- benefit
questions in the current era of managed care and
health care reform, and studies of the cost-
effectiveness of behavioral and multimodal
treatments are badly needed.

An important but relatively.unstudied aspect of
behavioral treatments for ADHD is their
exfportability to clinic settings-the issue of
efficacy versus effectiveness (Hoagwood,
Hibbs, Brent, & Jensen, 1995; Weisz et al.,
1995). Although most of the studies we
reviewed were conducted in hospital or clinic
settings, they were usually university-based
hospitals and clinics. There are undoubtedly
differences between the staff and resources of
such clinics and those of community mental
health settings. As Weisz et al. (1995) noted,
such factors likely lead to an overestimation of
the effectiveness of behavioral treatments for
ADHD as they are likely to be conducted in the
mental health system. Research on the
exportability of behavioral treatment and their
effectiveness in real-world settings needs to be
conducted.
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Finally, and perhaps most important, the long-
term effects of diﬂle)rent types of behavioral and
combinations of behavioral and
pharmacological therapy need to be studied.
The short-term efficacy of most types of
behavior therapy is well documented. However,
virtually no studies have yet examined whether
these short-term improvements have any
substantial impact, either alone or in
combination with medication, on the long-term
outcome of children with ADHD. Given the
chronicity and poor outcome of ADHD, the
answer to this question is critical. As we have
discussed, the answer may very well differ
depending on the intensity of the behavioral
treatment, the consistency, duration, and scope
with which it was administered, and whether
appropriate pharmacological treatments were
adjunctively applied. It is somewhat
disconcerting to note that maintenance of short-
term behavioral treatment gains has been the
pressing question in treatment for disruptive
behavior for the past 30 years (e.g., Stokes &
Baer, 1977). Most of the between-group studies
cited in Table 1 were conducted during the mid-
to late 1970s, but no research on long-term
maintenance of behavioral treatments for
ADHD has been conducted during the
intervening 2 decades. ...
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Intervention:

D.  PSYCHOTROPIC MEDICATIONS
CATEGORIZED BY CHILD /ADOLESCENT DIAGNOSIS*

This chart provides some brief information on psychotropic medications frequently prescribed
for students. The medications are listed with respect to the diagnosis that leads to their
prescription. For more information, see the Physicians Desk Reference.

L. Diagnosis: Attention Deficit-Hyperactivity Disorder (ADHD)
Medication Types and Treatment Effects

A. Stimulants

Used as one part of a total treatment regimen that typically includes other remedial measures
(psychological, educational, social) to address a behavioral syndrome characterized in terms of
developmentally inappropriate symptoms including moderate- to-severe distractibility, short
attention span, hyperactivity, emotional lability, and impulsivity. Stimulants are used with
youngsters six years and older to improve attention span and decrease hyperactivity and
impulsivity.

B. Antidepressants

Anti-depressants such as imipramine are approved for use in treating symptoms of depression in
adolescents and adults. Use with children is restricted to treatment of enuresis of those at least 6
years old. Manufacturers state that a maximum dose of 2.5 mg/kg should not be exceeded in
children (PDR, 1997). Although imipramine does not have FDA approval for use in ADHD, some
clinicians consider it the next drug of choice for those not responding to stimulants; thus they
prescribe it to improve mood and decrease hyperactivity. The effects usually are sedating and do
not appear to improve concentration

C. Adenergic antagonists

These are centrally acting antihypertensive agents. The only therapeutic indication that has been
approved by the FDA for advertising is treatment of hypertension in older adolescents and adults;
its safety and efficacy in children have not been established. Some physicians regard adenergic
antagonists such as clonidine as a possible alternative treatment for ADHD for those who do not
respond well or who develop severe negative side effects when using stimulants

*Because many side effects are not predictable, all psychotropic medication requires careful, ongoing monitoring of psy-
chological and physical conditions. Pulse, blood pressure, and signs of allergic reactions need to be monitored frequently,
and when medication is taken for prolonged periods, periodic testing of hematological, renal, hepatic, and cardiac func-
tions are essential. Prior to any other physical treatment (surgery, dentistry, etc.), it is important to inform physicians/
dentists that psychotropic medication is being taken. Finally, common side effects of many medications are drowsiness/
insomnia and related factors that can interfere with effective school performance.
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(Commercial)

Some Side Effects and Related Considerations

A. Stimulants

methylphenidate hydrochloride
[Ritalin] .

May manifest nervousness, dizziness, insomnia or drowsiness, tics, palpita-
tions, loss of appetite, nausea, dermatitis, mood changes, growth suppression.

If loss of appetite is a problem, administration of medication is recommended
after meals. The last dose for a day is to be taken before 6 p.m. to preven, in-
somnia. Discontinuation is recommended if no improvement in one month.
Periodic drug-free periods are recommended to assess efficacy.

dextroamphetamine sulfate
[Dexedrine, Femdex, Dexampex]

May manifest restlessness, nervousness, hyperactivity, dizziness, insomnia,
unusual fatigue, headache, palpitations, loss of appetite, weight loss, nausea,
dry mouth, mood changes, hypersensitivity.

The last dose for a day is to be taken before 6 p.m. to prevent insomnia.
Periodic reductions in dosage or drug-free periods are recommended to assess
efficacy. Gradual discontinuation is recommended if the medication has been
used for a long-period.

magnesium pemoline [Cylert]

May manifest dizziness, irritability, insomnia, fatigue, tics, loss of appetite,
nausea, weight loss, mild depression, seizures headache, abdominal discom-
fort. Long-term use may affect the liver and can produce physical and psycho
logical dependence.

Administration of medication is recommended for the morning to avoid in-
somnia. Periodic reductions in dosage or drug-free periods are recommended
to assess efficacy. Liver function studies are recommended for long-term
users.

B. Anti-depressants

imipramine hydrochloride
[Tofranil]

May manifest sedation, drowsiness, dizziness, headache, nausea, fatigue, dty
mouth, constipation, heartburn, excessive weight gain, rash, excessive sweat-
ing, photosensitivity.

Youngster is to move slowly from sitting or lying down positions. Care must
be taken to minimize exposure to strong sun. Gradual discontinuation is rec-
ommended if the medication has been used for a long period.

C AdenergicAntagonist

clonidine hyperchloride

May manifest sedation, dizziness, headache, nausea, anxiety, restlessness,

[Catapres] nightmares, dry mouth, weight gain, constipation.

Sudden discontinuation may cause blood pressure to shoot up.
Guanfacine Use may lead to tiredness, headaches, stomach aches, and decreased appetite.
[Tenex] Not recommended under age 12 as safety and efficacy have not been proven,
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Medication and
ATTENTION DEFICIT-HYPERACTIVITY DISORDER

From the National Institute of Mental Health Website: Http://www.nimh.nih.gov/publicat/
The material has been abridged for use here to highlight information about psychotropic
medication frequently prescribed for children and adolescents.

Cylert is available in one form, which naturally lasts S to 10 hours. Ritalin and Dexedrine come in
short-term tablets that last about 4 hours, as well as longer-term preparations that last through the
school day. The short-term dose is often more practical for children who need medication only during
the school day or for special situations, like attending church or a prom, or studying for an important
exam. The sustained-release dosage frees the child from the inconvenience or embarrassment of going
to the office or school nurse every day for a pill. The doctor can help decide which preparation to use,
and whether a child needs to take the medicine during school hours only or in the evenings and on
weekends, too.

Other types of medication may be used if stimulants don't work or if the ADHD occurs with another
disorder. Antidepressants and other medications may be used to help control accompanying
depression or anxiety. Clonidine, a drug normally used to treat hypertension, may be helpful in
people with both ADHD and Tourette's syndrome. Although stimulants tend to be more effective for
some forms of the problem, clonidine may be used when stimulants don't work or can't be used.
Clonidine can be administered either by pill or by skin patch and has different side effects than
stimulants. The doctor works closely with each patient to find the most appropriate medication.

Some doctors recommend that children be taken off a medication now and then to see if the child still
needs it. They recommend temporarily stopping the drug during school breaks and summer vacations,
when focused attention and calm behavior are usually not as crucial. These "drug holidays" work well
if the child can still participate at camp or other activities without medication.

Children on medications should have regular checkups. Parents should also talk regularly with the
child's teachers and doctor about how the child is doing. This is especially important when a
medication is first started, re-started, or when the dosage is changed.

The Medication Debate

As useful as these drugs may be, Ritalin and the other stimulants have sparked a great deal of
controversy. Most doctors feel the potential side effects should be carefully weighed against the
benefits before prescribing the drugs. While on these medications, some children may lose weight,
have less appetite, and temporarily grow more slowly. Others may have problems falling asleep.
Some doctors believe that stimulants may also make the symptoms of Tourette's syndrome worse,
although recent research suggests this may not be true. Other doctors say if they carefully watch the
child's height, weight, and overall development, the benefits of medication far outweigh the potential
side effects. Side effects that do occur can often be handled by reducing the dosage.

[t's natural for parents to be concerned about whether taking a medicine is in their child's best
interests. Parents need to be clear about the benefits and potential risks of using these drugs. The
child's pediatrician or psychiatrist can provide advice and answer questions.

Another debate is whether Ritalin and other stimulant drugs are prescribed unnecessarily for too many
children. Remember that many things, including anxiety, depression, allergies, seizures, or problems
with the home or school environment can make children seem overactive, impulsive, or inattentive.
Critics argue that many children who do not have a true attention disorder are medicated as a way to
control their disruptive behaviors. Careful assessment and ongoing monitoring by a mental health
professional may help to counter these concemns.

(A variety of resources are listed on the next page)
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V. A Few Resource Aids

A. Excerpts from the National Institute of Health
Consensus Statement 1998: Diagnosis and Treatment
of Attention Deficit Hyperactivity Disorder

B. Attention-Deficit/Hyperactivity Disorder in Children
and Adolescents: Fact Sheet from U.S. Department of
Health and Human Services

C. Providing an Appropriate Education to Children with
ADD: An ERIC Digest

D. Attention Problems and Motivation
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A. Excerpts from the National Institute of Health
Consensus Statement 1998:
Diagnosis and Treatment of Attention Deficit
Hyperactivity Disorder*

*In November 1998, the National Institute of Mental Health sponsored the “NIH Consensus
Development Conference on Diagnosis and Treatment of ADHD.” The conference goal was to
objectively present scientific data about controversial treatments to an independent panel which, in
turn, composed a consensus statement. This statement has been widely circulated,; however, the
process for this conference has come under some attack (see Peter Breggin, Center for the Study of
Psychiatry and Psychology. Ph: 301/652-5580; Website-- http://www.breggin.com)

We have excerpted the statements below to highlight the state of the art as stated
in the report.

“...Attention deficit hyperactivity disorder or ADHD is a commonly diagnosed behavioral
disorder of childhood that represents a major public health problem. Children with
ADHD usually have pronounced difficulties and impairments resulting from the disorder
across multiple settings. They also can experience long-term adverse effects on later
academic, psychosocial, and psychiatric outcomes.

Despite progress in the assessment, diagnosis, and treatment of ADHD, this disorder and
its treatment have remained controversial in many public and private sectors. The major
controversy regarding ADHD continues to be the use of psychostimulants both for short-
term and long-term treatment.

Although a consistent diagnostic test for ADHD does not exist, evidence supporting the
validity of the disorder can be found. Further research will need to be conducted with
respect to the dimensional aspects of ADHD, as well as the comorbid (coexisting)
conditions present in both childhood and adult ADHD. Therefore, an important research
need is the investigation of standardized age- and gender-specific diagnostic criteria.

The impact of ADHD on individuals, families, schools, and society is profound and
necessitates immediate attention because a considerable share of resources from the
health care system and various social service agencies is currently devoted to ADHD,
often in a nonintegrated manner. Resource allocation based on better cost data leading to
integrated care models needs to be developed for individuals with ADHD.
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Effective treatments for ADHD have been evaluated primarily for the short term
(approximately 3 months). These studies have included randomized clinical trials that
have established the efficacy of stimulants and behavioral treatments for positive effects
on the defining symptoms of ADHD and associated aggressiveness. Lack of consistent
improvement beyond the core symptoms leads to the need for treatment strategies that
utilize combined approaches. At the present time, there is a paucity of data providing
information on long-term treatment beyond 14 months. Although trials combining drugs
and behavioral modalities are underway, conclusive recommendations concerning
treatment for the long term cannot be made easily.

The risks of treatment, particularly the use of stimulant medication, are of considerable
interest. Substantial evidence exists of wide variations in the use of psychostimulants
across communities and physicians, suggesting no consensus among practitioners
regarding which ADHD patients should be treated with psychostimulants. As measured
by attention/activity indices, patients with varying levels and types of problems (and even
possibly unaffected individuals) may benefit from stimulant therapy. However, there is no
evidence regarding the appropriate ADHD diagnostic threshold above which the benefits
of psychostimulant therapy outweigh the risks.

Existing diagnostic and treatment practices, in combination with the potential risks
associated with medication point to the need for improved awareness by the health
service sector concerning an appropriate assessment, treatment, and follow-up. A more
consistent set of diagnostic procedures and practice guidelines is of utmost importance.
Current barriers to evaluation and intervention exist across the health and education
sectors. The cost barriers and lack of coverage preventing the appropriate diagnosis and
treatment of ADHD and the lack of integration with special educational services represent
considerable long-term cost for society. The lack of information and education about
accessibility and affordability of services must be remedied.”

% % %

..The use of methylphenidate and amphetamine nationwide has increased significantly in
recent years. The increased production and use of psychostimulants have intensified the
concerns about use, overuse, and abuse....

We do not have an independent, valid test for ADHD, and there are no data to indicate

‘that ADHD is due to a brain malfunction. Further research to establish the validity of the

disorder continues to be a problem...

Further efforts to validate the disorder are needed: careful description of the cases, use of
specific diagnostic criteria, repeated followup studies, family studies (including twin and



adoption studies), epidemiologic studies, and treatment studies. To the maximum extent
possible, such studies should include various controls, including normal subjects and
those with other clinical disorders...

Such studies may provide suggestions about subgrouping of patients that will turn out to
be associated with different outcomes, responses to different treatment, and varying
patterns of familial characteristics and illnesses. As homogeneous subgroups become
identified, they can facilitate efforts to delineate alterations in structure and function...

Certain issues about the diagnosis of ADHD have been raised that indicate the need
for further research to validate diagnostic methods...

1. Clinicians who diagnose this disorder have been criticized for merely taking a
percentage of the normal population who have the most evidence of inattention and
continuous activity and labeling them as having a disease. In fact, it is unclear whether
the signs of ADHD represent a bimodal distribution in the population or one end of a
continuum of characteristics.... related problems of diagnosis include differentiating this
entity from other behavioral problems and determining the appropriate boundary between
the normal population and those with ADHD...

2. ADHD often does not present as an isolated disorder, and comorbidities (coexisting
conditions) may act as confounders in any research studies. This may account for some of
the inconsistencies n research findings...

3. Although the prevalence of ADHD in the United States has been estimated at about 3
to 5 percent, it is clear that wider ranges of prevalence have been reported. The reported
rate in some other countries is much lower. This indicates a need for better study of
ADHD in different populations and better definition of the disorder...

4. All formal diagnostic criteria for ADHD were designed for diagnosing young children and
have not been adjusted for older children and adults...

What Are the Effective Treatments for ADHD?

...A wide variety of treatments have been used for ADHD including, but not limited to, various
psychotropic medications, psychosocial treatment, dietary management, herbal and homeopathic
treatments, biofeedback, meditation, and perceptual stimulation/training. Of these treatment
strategies, medications and psychosocial interventions have been the major focus of research.
Studies on the efficacy of medication and psychosocial treatments for ADHD have focused
primarily on a condition equivalent to DSM-IV combined type, meeting criteria for Inattention
and Hyperactivity/Impulsivity...
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- there are no long-term studies testing stimulants or psychosocial treatments lasting several years.
There is no information on the long-term ‘outcomes of medication-treated ADHD individuals in
terms of educational and occupational achievements, involvement with the police, or other areas of
social functioning...

MPH is the most studied and the most often used of the stimulants. These short-term trials have
found beneficial effects on the defining symptoms of ADHD and associated aggressiveness as long
as medication is taken. However, stimulant treatments do not "normalize" the entire range of
behavior problems, and children under treatment still manifest a higher level of some behavior
problems than normal children. Of concern are the consistent findings that despite the improvement
in core symptoms, there is little improvement in academic achievement or social skills...

Although a number of other psychotropic medications have been used to treat ADHD, the extant
outcome data from these studies do not allow for conclusions regarding their efficacy...

There is a long history of a number of other interventions for ADHD. These include dietary
replacement, herbal exclusion or supplementation, various vitamin or mineral regimens,
biofeedback, perceptual stimulation, and a host of others. Although these interventions have
generated considerable interest and there are some controlled and uncontrolled studies using various
strategies, the state of the empirical evidence regarding these interventions is uneven....

What Are the Risks of the Use of Stimulant Medication and Other Treatments?
... little information exists concerning the long-term effects of psychostimulants ...

It is well known that psychostimulants have abuse potential. Very high doses of psychostimulants,
particularly of amphetamines, may cause central nervous system damage, cardiovascular damage,
and hypertension. In addition, higher doses have been associated with compulsive behaviors and,
in certain vulnerable individuals, movement disorders, There is a very small percentage of children
and adults treated at high doses who have hallucinogenic responses. Drugs used for ADHD other
than psychostimulants have their own adverse reactions: tricyclic antidepressants may induce
cardiac arrhythmias, bupropion at high doses can cause seizures, and pemoline is associated with
liver damage...

The degree of assessment and followup by primary care physicians varies significantly. This
variance may contribute to the marked differences in appropriate prescribing practices. Adequate
followup is required for any prescribed medications, especially for higher doses of psycho-
stimulants. Although an increased risk of drug abuse and cigarette smoking is associated with
childhood ADHD (see Question 2), existing studies come to conflicting conclusions as to whether

use of psychostimulants increases or decreases the risk of abuse....
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The increased availability of stimulant medications may pose risks for society. The threshold of drug
availability that can lead to oversupply and consequent illicit use is unknown....

What Are the Existing Diagnostic and Treatment Practices, and What Are the Barriers to
Appropriate Identification, Evaluation, and Intervention?

... Primary care and developmental pediatricians, family practitioners, (child) neurologists,
psychologists, and psychiatrists are the providers responsible for assessment, diagnosis, and
treatment for most children with ADHD. There exists wide variation among type of practitioner with
respect to frequency of diagnosis of ADHD. The type of practitioner also determines the frequency
of stimulant prescription management; data indicate that family practitioners prescribe medication
more frequently than psychiatrists or pediatricians. This may be due in part to the limited time spent
making the diagnosis. This propensity for prescribing medications may remove incentives for
‘establishing educationally relevant interventions. Some practitioners invalidly use response to
medication as a diagnostic criterion. Primary care practitioners are less likely to recognize comorbid
(coexisting) disorders...

Diagnoses are often made in an inconsistent manner with children ...
What Are the Directions for Future Research?
Basic research is needed to better define ADHD....

...after years of clinical research and experience with ADHD, our knowledge about the cause or
causes of ADHD remains speculative...

Diagnosis and Treatment of Attention Deficit Hyperactivity Disorder.
NIH Consensus Statement, 1998, Nov. 16-18; 16(2). The entire text is available on the web--

http://odp.od.nih.gov/consensus/cons/110/110_statement.htm
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NOE Meny B. Fact Sheet from the U.S. Department of
’% Health and Human Services
S »

Attention-Deficit /Hyperactivity Disorder
in Children and Adolescents

1
>mmunities together

This is one of a series of fact sheets on the mental, emotional, and behavior disorders that can appear in
childhood or adolescence. The Center for Mental Health Services extends appreciation to the National
Instinue of Mental Health for contributing 10 the preparation of this fact sheet. Any questions or
comments about its contents may be directed 1o the Center for Mental Health Services' Knowledge
Exchange Nemwork (see contact information below).

What Is Attention-Deficit/Hyperactivity Disorder?

Young people with attention-deficit/hyperactivity disorder typically are overactive,
unable to pay attention, and impulsive. They also tend to be accident prone. Children or
adolescents with attention-deficithyperactivity disorder may not do well in school or even
fail. despite normal or above-normal intelligence. Attention-deficit/hyperactivity disorder is
sometimes referred to as ADHD.

What Are the Signs of Attention-Deficit /Hyperactivity Disorder?

There are actually three different types of attention-deficithyperactivity disorder, each
with different symptoms. The types are referred to as inattentive, hyperactive-impulsive, and
combined attention-deficit/hyperactivity disorder.

Children with the inattentive type:

In this fact sheet, “Menial

FACT SHEET

*  have short qttention spans; Health Problems" for

*  areeasily dlstrac_ted; . children and adolescents

* do not pay attention to details; refers to the range of all

e make lots of mistakes; diagnosable emotional,

* fail to finish things; behavioral, and mental

» are forgetful; disorders. They include

e don't seem to listen: and depression. attention-deficit/

hyperactivity disorder, and
anxiety, conduct, and eating
disorders, among others.
Mental health problems
affect one in every five young

*  cannot stay organized.
Children with the hyperactive-impulsive type:
» fidget and squirm;
e are unable to stay seated or play quietly;

e run or climb too much or when they should people at any given time.
not; :

e talk too much or when they should not; “Serious Emotional

e blurt out answers before questions are Disturbances™ for children
completed; and adolescents refers to the

* have trouble taking tumns; and above disorders when they

severely disrupt daily

Combined attention-deficit/hyperactivity disorder, functlonlng.m homg. school.
or community. Serious

the most common type, is a combination of the inattentive . .

d the h L Isi emotional disturbances affect
and the hyperactive-impulsive types. _ 1 in every 20 young people at

A diagnosis of one of the attention-deficit/ any given time.

hyperactivity disorders is made when a child has a number
of the above symptoms, and thé symptoms began before .
the age of 7 and lasted at least 6 months. Generally, symptoms have to be seen in at least two
different settings (for example, at home and at school) before a diagnosis is made.

* interrupt others.

U.S. Department of Health and Human Services
Substance Abuse and Mental Health Services Administration = Center for Mental Health Services

5600 Fishers Lane,Room 13-103 « Rockville, Maryland 20857 «Telephone 3014432792 e,

CARING FOR EVERY CHILD’S MENTAL HEALTH: Communities Together Campaign

)
Y~ For information about childrens mental health, contact the CMHS Knowledge Exchange Network ~>

PO Box 42490 « Washington, DC 20015 e Toll-free 1800.789.2647 o FAX302-654-4012

FAX 3019848796 » TTY 3014439006 » CMHS Electronic Bulletin Ecarc 1800.790.2647  +2:.11484



How Common Is Attention-Deficit/Hyperactivity Disorder?

Auention-deficithyperactivity disorder is found in as many as | in every 20 children. Studies have shown that
boys with attention-deficit/hyperactivity disorder outnumber girls with the disorder about three to one.'

Children and adolescents with attention-deficit/hyperactivity disorder are at risk for many other disorders. About
half of all young people with attention-deficit/hyperactivity disorder also have oppositional or conduct disorder, and
about a fourth have an anxiety disorder. As many as one-third have depression, and about one-fifth have a learmning
disability. Sometimes a child or adolescent will have two or more of these disorders in addition to attention-deficit/
hyperactivity disorder. Also, children with attention-deficit/hyperactivity disorder are at risk for developing
personality disorders and substance abuse disorders when they are adolescents or adults.

Attention-deficitvhyperactivity disorder is a major reason why children are referred for mental health care. Boys
are more likely to be referred for treatment than girls, in part because many boys with attention-deficit/hyperactivity
disorder also have conduct disorder. The mental health services and special education required by children and
adolescents with attention-deficithyperactivity disorder cost millions of dollars each year. Underachievement and lost
productivity can cost these young people and their families even more.

What Causes Attention-Deficit/Hyperactivity Disorder?

Many causes of attention-deficit/hyperactivity disorder have been studied, but no one cause seems to apply to all
young people with the disorder. Factors such as viruses, harmful chemicals in the environment, genetics, problems
during pregnancy or delivery, or other things that impair brain development may play a role.

What Help Is Available for Families?

Many treatments—some with good scientific basis, some without—have been recommended for children and
adolescents with attention-deficit/hyperactivity disorder. The best proven treatments are medication and behavior
treatments.

Medication.’ The most widely used drugs for treating attention-deficit/hyperactivity disorder are stimulants, such
as amphetamine (Dexedrine, Dextrostat, Desoxyn), methylphenidate (Ritalin), and pemoline (Cylert). Stimulants
increase the activity in parts of the brain that are underactive in children and adolescents with attention-deficit/
hyperactivity disorder. Experts believe that this is why stimulants improve attention and reduce impulsive,
hyperactive, or aggressive behavior. Individuals may respond better to one medication than to another. For example,
clonidine (Catapres) is often used, although its effectiveness has not been clearly shown. A few antidepressants may
also work for some patients. Tranquilizers like thioridazine (Mellaril) have also been shown to work for some young
people. Care must be used in prescribing and monitoring all medication.

Like most medications, those used to treat attention-deficit/hyperactivity disorder have side effects. When taking
these medications, some children may lose weight, have a smaller appetite, and temporarily grow more slowly. Others
may have trouble falling asleep. However, many doctors believe the benefits of medication outweigh the possible side
effects. Side effects that do occur can often be handled by reducing the dosage. '

Behavior Treatment. Behavior treatments include:

» teaching parents and teachers how to manage and modify the child’s or adolescent’s behavior, such as
rewarding good behavior;

* adaily report card to link the home and school efforts (where the parent rewards the child or adolescent
for good school performance and behavior);

»  summer and Saturday programs;

»  special classrooms that use intensive behavior modification; and

*  specially trained classroom aides.

It is clear that both stimulants and behavior treatment can be helpful in the short run (a few weeks or months).
However, it is not clear how long the benefit lasts. The Federal Government’s National Institute of Mental Health is
supporting research on the long-term benefits of various treatments as well as research to find out whether medication

'This estimate provides only a rough gauge of the prevalence rates (munber of existing cases in a defined time period) for this
disorder. The National Institute of Mental Health is currently engaged in a nationwide siudy to detennine with greater accuracy
the prevalence of menial disorders amnong children and adolescents. This information is needed 10 increase understanding of
mental health probleins and to improve the ireaiments and services that help young people who are affected by these conditions.

b . . . . . . . . . . .
“The medications mentioned above in this article are not the only medications which may be prescribed for these disorders.
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and behavior treatment are more effective when combined. There
is also research on new medicines and other new treatments.
Other Federal agencies carrying out research on attention-deficit/
hyperactivity disorder include the Center for Mental Health
Services and the Department of Education.

A child or adolescent in need of treatment or services and
his or her family may need a plan of care based on the severity
and duration of symptoms. Optimally, this plan is developed with
the family, service providers, and a service coordinator, who is
referred to as a case manager. Whenever possible, the child or
adolescent is involved in decisions.

In a *System of Care,” local organizations work in
teams—with families as critical partners—to provide a
full range of services to'children and adolescents with
serious emotional disturbances. The team strives to
meet the unique needs of each young person and his or
her family in or near their home. These services
should also address and respect the culture and
ethnicity of the people they serve. (For more
information on systems of care, call 1.800.789.2647.)

Tying together all the various supports and services in a plan of care for a particular child and family is commonly
referred to as a “system of care.” A system of care is designed to improve the child's ability {o function in all areas of

life—at home, at school, and in the community.

Can Attention-Deficit/Hyperactivity Disorder Be Prevented?

Because there are so many suspected causes of attention-deficit/hyperactivity disorder, prevention may be
difficult. However, it always is wise to obtain good prenatal care and stay away from alcohol, tobacco, and other
harmful chemicals during pregnancy and to get good general health care for the child. These recommendations may be
particularly important if attention-deficit/hyperactivity disorder is suspected in other family members. Knowing that
attention-deficit/hyperactivity disorder is in the family can alert parents to take early action to prevent bigger

problems.

What Else Can Parents Do?

When it comes to attention-deficit/hyperactivity disorder, parents and other caregivers should be careful not to
jump to conclusions. A high energy level alone in a child or adolescent does not mean that he or she has attention-
deficihyperactivity disorder. The diagnosis depends on whether the child or adolescent can focus well enough to
complete tasks that suit his or her age and intelligence. This ability is most likely to be noticed by a teacher.

Therefore, input from teachers should be taken seriously.

If parents or other caregivers suspect attention-deficithyperactivity disorder, they should:
*  Make an appointment with a psychiatrist, psychologist, child neurologist, or behavioral pediatrician for
an evaluation. (Check with the child’s doctor for a referral.)
* Ifthe young person is diagnosed with attention-deficit/hyperactivity disorder, be patient. The disorder

may take a long time to improve.

* Instill 2 sense of competence in the child or adolescent. Promote his or her strengths, talents, and

feelings of self-worth.

*  Remember that failure, frustration, discouragement, low self-esteem, and depression, in many cases,

cause more problems than the disorder itself.

*  Get accurate information from libraries, hotlines, or other sources.

*  Ask questions about treatments and services.
*  Talk with other families in the community.
*  Find family network organizations.

It is important that people who are not satisfied with the mental health care they are receiving to discuss their
concems with the provider. to ask for information, and/or to seek help from other sources.

Every child’s mental health is important.
*  Many children have mental health problems.

Important Messages About Children’s and Adolescents’ Mental Health:

* These problems are real and painful and can be severe.

*  Mental health problems can be recognized and treated.

*  Caring families and communities working together can help.

* Information is available—for free publications, references, and referrals to local and national resources
and organizations—all 1.800.789.2647. TTY 301.443.9006: http://www.mentalhealth.org/
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CLARIFICATION OF TERMS

Throughout this digest, ADD will be used to refer to "attention deficit disorder," or
“attention deficit hyperactivity disorder" (ADHD). In the past, the term "minimal brain
dysfunction" was also used.

CHILDREN WITH ADD

It is estimated that children with ADD constitute 3% to 5% of the current school-age
population, which would represent 1.35 to 2.25 million children. Most experts agree that
ADD is a neurobiological disorder that can have multiple causes. Research indicates that
children with ADD are likely to have a biological relative with ADD. In addition,
evidence also suggests that neurologic, neurochemical or, in some cases, toxic factors
may be involved. Other factors such as medical conditions, medication side effects,
familial functioning, or environmental conditions may exacerbate an existing disorder
or contribute to the development of ADD-like problems in some children (Parker, 1992).

DIAGNOSIS

As with all other disabling conditions, evaluation of children suspected of having ADD
should be a multistep, multidisciplinary procedure. First the assessment should
determine whether a child meets criteria for diagnosis of ADD; then, further assessment
should determine the degree to which the child's educational performance is adversely
affected. This information will help determine what types of educational services are
necessary to assist the student.

The first step requires gathering information about the child from a number of sources
and in a variety of ways. Medical information; parent or guardian descriptions of the
child's physical, mental, social, and emotional development; school information;
descriptions of social behavior and classroom adjustment; and assessment of the child's
cognitive functioning are essential to making an accurate diagnosis. Because the
behavior of children thought to have ADD can vary widely in different situations and
environments, experts recommend obtaining information from many sources, and
observing the child in different settings and at different times. Evaluations of children
suspected of having ADD often include rating scales completed by parents and teachers.
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SCHOOL RESPONSIBILITIES

Schools must provide appropriate educational services to students who have been
identified as having ADD. In September 1991, the Department of Education issued a
policy clarification on the topic of children with attention deficit disorder (Davila,
Williams, & MacDonalt, 1991). The memorandum was intended to clarify state and

local responsibility under federal law for meeting the needs of children with ADD in the
educational system as a whole.

The responsibility for meeting the educational needs of children with ADD rests with
the entire educational system, not just with particular sectors. Thus, if the needs of these
children are to be fully met in the schools (whether through general or special education
programs), increased coordination, collaboration, and consultation will have to occur

among regular educators, special educators, administrators, and related services
personnel. The report recognizes that:

*Regular classroom teachers are important in identifying appropriate educational
adaptations and interventions for many children with ADD.

*State and local districts should take the necessary steps to promote coordination
between special education and regular education programs.

*Regular education teachers and other personnel need training to develop a greater
awareness of children with ADD and of adaptations that can be implemented in regular
education programs to address the instructional needs of these children.

Children who are experiencing educational difficulties, whether from ADD or some
other cause, often fail to receive any assistance until after difficulties, such as
distractibility, disorganization, or inability to complete assignments on time, have
caused them to fall significantly behind their classmates, By the time children have
experienced such failure, they generally have already lost a great deal of academic
ground. In addition, school failure may contribute to, or worsen, a student's feelings of
low self-esteem, depression, or anxiety.

FEDERAL LAWS AFFECTING CHILDREN WITH ADD

Both the Individuals with Disabilities Education Act (IDEA) and Section 504 of the
Rehabilitation Act of 1973 provide coverage for children with ADD. When the disability
adversely affects educational performance, eligibility for special education should be
approached through the processes of IDEA. When the disability does not affect
educational performance but does substantially limit one or more major life activities,
eligibility should be approached through Section 504. The following are highlights of
each law as it affects the education of children with ADD.

1. Individuals with Disabilities Education Act, Part B:

*Requires that state and local districts make a free appropriate public education (FAPE)
available to all eligible children with disabilities.

*Requires that the rights and protections of Part B of IDEA are extended to children
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with ADD and their parents.

*Requires that an evaluation be done, without undue delay, to determine if the child has
one or more of 13 specified disabling conditions and requires special education and
related services.

*Requires that children with ADD be classified as eligible for services under the "other
health impaired" category in instances where ADD is a chronic or acute health problem
that results in limited alertness that adversely affects a child's educational performance.
Children with ADD can also be served under the categories of "learning disabilities"
or "seriously emotionally disturbed," if the evaluation finds these conditions are also
present.

*Does not allow local districts to refuse to evaluate the possible need for special

education and related services of a child with a prior medical diagnosis of ADD solely
by reason of that medical diagnosis. On the other hand, a medical diagnosis of ADD
does not automatically make a child eligible for services under Part B (IDEA).

*Requires that a full and individual evaluation of the child's educational needs must be
conducted in accordance with requirements in Part B (IDEA). These requirements
include:

A multidisciplinary team must perform the evaluation. At least one teacher or other
specialist with knowledge in the area of ADD must be on the team.

*Requires that a due process hearing take place, at the request of the parents, if there is
disagreement between the local district and the parent over the request for evaluation,
the evaluation, or the determinations for services.

2. Section 504 of the Rehabilitation Act of 1973:
*Prohibits discrimination on the basis of disability by recipients of federal funds.

*Provides appropriate education for children who do not fall within the disability
categories specified in Part B (IDEA). Examples of potential conditions not typically
covered under Part B (IDEA) are:

communicable diseases (HIV, tuberculosis); medical conditions (asthma, allergies,
diabetes, heart disease); temporary medical conditions due to illness or accident,
drug/alcohol addiction

*Requires that a free appropriate public education be provided to each qualified child
who is disabled but does not require special education and related services under Part
B (IDEA). A free appropriate education (FAPE) under Section 504 includes:

Regular or special education and related aids and services that are designed to meet the
individual student's needs and are based on adherence to the regulatory requirements
on education setting, evaluation, placement, and procedural safeguards.
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*Guarantees parents the right to contest the outcome of an evaluation if a local district
determines that a child is not disabled under Section 504.

*Requires the local district to make an individualized determination of the child's

educational needs for regular or special education or related aids and services if the
child is found eligible under Section 504.

*Requires the implementation of an individualized education program (IEP). One means
of meeting the free appropriate public education requirements of Section 504 is to
follow the IEP guidelines as set forth in the regulations for Part B (IDEA).

*Requires that the child's education must be provided in the regular education classroom
unless it is demonstrated that education in the regular environment with the use of
supplementary aids and services cannot be achieved satisfactorily.

*Requires that necessary adjustments be made in the regular classroom for children who
qualify under Section 504.
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V1. Keeping Attention Problems
n
Broad Perspective

Some people believe that the reason they are good readers
is because they were taught by a phonetic approach. Others be-
lieve they are good readers because they were taught with a lan-
guage experience or a combination approach. Indeed, most good
readers seem to advocate for whatever method they think worked
for them.

Our reading of the research literature, however, indicates
that almost every method has nor worked for a significant number
of people. For a few, their reading problems stem from unaccom-
modated disabilities, vulnerabilities, and individual developmen-
tal differences. For many, the problems stem from socioeconomic inequities that affect readi-
ness to learn at school and the quality of schools and schooling.

If our society truly means to provide the opportunity for all students to succeed at
school, fundamental changes are needed so that teachers can personalize instruction and
schools can address barriers to learning. Policy makers can call for higher standards and
greater accountability, improved curricula and instruction, increased discipline, reduced school
violence, and on and on. None of it means much if the reforms enacted do not ultimately result
in substantive changes in the classroom and throughout a school site.

Current moves to devolve and decentralize control may or may not result in the neces-
sary transformation of schools and schooling. Such changes do provide opportunities to reori-
ent from "district-centric" planning and resource allocation. For too long there has been a terri-
ble disconnection between central office policy and operations and how programs and services
evolve in classrooms and schools. The time is opportune for schools and classrooms to truly
become the center and guiding force for all planning. That is, planning should begin with a
clear image of what the classroom and school must do to teach all students effectively. Then,
the focus can move to planning how a family of schools (e.g., a high school and its feeders)
and the surrounding community can complement each other's efforts and achieve economies
of scale. With all this clearly in perspective, central staff and state and national policy can be
reoriented to the role of developing the best ways to support local efforts as defined locally.

At the same time, it is essential not to create a new mythology suggesting that every
classroom and school site is unique. There are fundamentals that permeate all efforts to im-
prove schools and schooling and that should continue to guide policy, practice, and research.
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For example:

* The curriculum in every classroom must include a major emphasis
on acquisition of basic knowledge and skills. However, such basics
must be understood to involve more than the three Rs and cognitive
development. There are many important areas of human development
and functioning, and each contains "basics" that individuals may
need help in acquiring. Moreover, any individual may require special
accommodation in any of these areas.

* Every classroom must address student motivation as an antecedent, process, and out-
come concern.

* Remedial procedures must be added to instructional programs for certain individuals,
but only after appropriate nonremedial procedures for facilitating learning have been tried.
Moreover, such procedures must be designed to build on strengths and must not supplant
a continuing emphasis on promoting healthy development.

* Beyond the classroom, schools must have policy, leadership, and mechanisms for devel-
oping school-wide programs to address barriers to learning. Some of the work will need to
be in partnership with other schools, some will require weaving school and community
resources together. The aim is to evolve a comprehensive, multifaceted, and integrated
continuum of programs and services ranging from primary prevention through early inter-
vention to treatment of serious problems. Our work suggests that at a school this will re-
quire evolving programs to (1) enhance the ability of the classroom to enable learning, (2)
provide support for the many transitions experienced by students and their families, 3)
increase home involvement, (4) respond to and prevent crises, (5) offer special assistance
to students and their families, and (6) expand community involvement (including volun-
teers).

* Leaders for education reform at all levels are confronted with the need to foster effective
scale-up of promising reforms. This encompasses a major research thrust to develop effi-
cacious demonstrations and effective models for replicating new approaches to schooling.

* Relatedly, pdlicy makers at all levels must revisit existing policy using the lens of ad-
dressing barriers to learning with the intent of both realigning existing policy to foster co-
hesive practices and enacting new policies to fill critical gaps.

Clearly, there is ample direction for improving how schools address barriers to learning. The
time to do so is now. Unfortunately, too many school professionals and researchers are
caught up in the day-by-day pressures of their current roles and functions. Everyone is so
busy "doing" that there is no time to introduce better ways. One is reminded of Winnie-The-
Pooh who was always going down the stairs, bump, bump, bump, on his head behind Chris-
topher Robin. He thinks it is the only way to go down stairs. Still, he reasons, there might be
a better way if only he could stop bumping long enough to figure it out.
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General Resources and References

Relevant Center Materiale

UCLA Center for Mental Health in Schoolg

SOME SDECIAL RESOURCES FROM THE C-_EADINGHDUSE

The mission of the Center is to improve outcomes for young people by enhancing policies,
programs, and practices relevant to mental health in schools in schools.

Under the auspices of the School Mental Health Project in the Department of Psychology, our
Center approaches mental health and psychosocial concerns from the broad perspective of addressing
barriers to learning and promoting healthy development. Specific attention is given to policies and
strategies that can counter fragmentation and enhance collaboration between school and comimunity
programs,

A partial list...
l. Introductory Packets

Working Together: From School-Based Collaborative Teams to School-Community-Higher
Education Connections

This packet discusses the processes and problems related to working together at school sites and in
school-based centers. It also outlines models of collaborative school-based teams and
interprofessional education programs*.

Violence Prevention and Safe Schools

This packet outlines selected violence prevention curricula and school programs and school-
community partnerships for safe schools. It emphasizes both policy and practice.

Least Intervention Needed: Toward Appropriate Inclusion of Students with Special Needs

This packet highlights the principle of least intervention needed and its relationship to the concept
of least restrictive environment. From this perspective, approaches for including students with
disabilities in regular programs are described.

Parent and Home Involvement in Schools

This packet provides an overview of how home involvement is conceptualized and outlines current
models and basic resources. Issues of special interest to under-served families are addressed.
Assessing to Address Barriers to Learning

This packet discusses basic principles, concepts, issues, and concerns related to assessment of
various barriers to student learning. It also includes resource aids on procedures and instruments to
measure psychosocial, as well as environmental barriers to learning.*

*You may download the indicated documents through our website at: http://smhp.psych.ucla.edu
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Cultural Concerns in Addressing Barriers to Learning
This packet highlights concepts, issues and implications of multiculturalism/cultural competence
in the delivery of educational and mental health services, as well as for staff development and

system change. It also includes resource aids on how to better address cultural and racial diversity
in serving children and adolescents.*

Dropout Prevention

This packet highlights intervention recommendations and model programs, as well as discusses the
motivational underpinnings of the problem.*

Learning Problems and Learning Disabilities

This packet identifies learning disabilities as one highly circumscribed group of learning problems,
and outlines approaches to address the full range of problems.*

Teen Pregnancy Prevention and Support

This packet covers model programs and resources and offers an overview framework for devising
policy and practice.* .

Il. Resource Aid Packets
Screening/Assessing Students: Indicators and Tools

This packet is designed to provide some resources relevant to screening students experiencing
problems. In particular, this packet includes a perspective for understanding the screening process
and aids for initial problem identification and screening of several major psychosocial problems.*

Responding to Crisis at a School

This packet provides a set of guides and handouts for use in crisis planning and as aids for training
staff to respond effectively. It contains materials to guide the organization and initial training of a
school-based crisis team, as well as materials for use in ongoing training, and as information
handouts for staff, students, and parents.*

Addressing Barriers to Learning: A Set of Surveys to Map What a School Has and What It Needs

This packet provides surveys covering six program areas and related system needs that constitute a
comprehensive, integrated approach to addressing barriers and thus enabling learning. The six
program areas are (1) classroom-focused enabling, (2) crisis assistance and prevention, (3) support
for transitions, (4) home involvement in schooling, (S) student and family assistance programs and
services, and (6) community outreach for involvement and support (including volunteers).*

Students and Psychotropic Medication: The School's Role

This packet underscores the need to work with prescribers in ways that safeguard the student and the
school. It contains aids related to safeguards and for providing the student, family, and staff with
appropriate information on the effects and monitoring of various psychopharmacological drugs used
to treat child and adolescent psycho-behavioral problems.*

*You may download the indicated documents through our website at: http://smhp.psych.ucla.edu
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Substance Abuse

This packet offers some guides to provide schools with basic infcrmation on widely abused drugs
and indicators of substance abuse. It also includes some assessment tools and reference to prevention

resources.* :

Clearinghouse Catalogue

Our Clearinghouse contains a variety of resources relevant to the topic of mental health in schools.
This annotated catalogue classifies these materials, protocols, aids, program descriptions, reports,
abstracts of articles, information on other centers, etc. under three main categories: policy and system
concems, program and process concerns, and specific psychosocial problems. (Updated regularly)*

Catalogue of Internet Sites Relevant to Mental Health in Schools

Vd

This catalogue contains a compilation of Internet resources and links related to addressing barriers
to student learning and mental health in schools. (Updated regularly)*

Organizations with Resources Relevant to Addressing Barriers to Learning: A Catalogue of
Clearinghouses, Technical Assistance Centers, and Other Agencies

This catalogue categorizes and provides contact information on organizations focusing on children's
mental health, education and schools, school-based and school-linked centers, and general concerns
related to youth and other health related matters. (Updated regularly)*

Where to Get Resource Materials to Address Barriers to Learning

This resource offers school staff and parents a listing of centers, organizations, groups, and
publishers that provide resource materials such as publications, brochures, fact sheets, audiovisual
& multimedia tools on different mental health problems and issues in school settings.*

Ill. Technical Aid Packets

School-Based Client Consultation, Referral, and Management of Care

This aid discusses why it is important to approach student clients as consumers and to think in terms
of managing care, not cases. It outlines processes related to problem identification, triage,
assessment and client consultation, referral, and management of care. It also provides discussion of
prereferral intervention and referral as a multifaceted intervention. It clarifies the nature of ongoing
management of care and the necessity of establishing mechanisms to enhance systems of care. It also
provides examples of tools to aid in all these processes ware included.*

School-Based Mutual Support Groups (For Parents, Staff; and Older Students)

This aid focuses on steps and-tasks related to establishing mutual support groups in a school setting.
A sequential approach is described that involves (1) working within the school to get started, (2)
recruiting members, (3) training them on how to run their own meetings, and (4) offering off-site

consultation as requested. The specific focus here is on parents; however, the procedures are readily
adaptable for use with others, such as older students and staff.*

*You may download the indicated documents through our website at: http://smhp.psych.ucla.edu
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Volunteers to Help Teachers and School Address Barriers to Learning

This aid outlines (a) the diverse ways schools can think about using volunteers and discusses how
volunteers can be trained to assist desi%nated youngsters who need support, (b) steps for
implementing volunteer programs in schools, (c) recruitment and training procedures and (d) key
points to consider in evaluating volunteer programs. The packet also includes resource aids and

model programs.*
Welcoming and Involving New Students and Families

This aid offers guidelines, strategies, and resource aids for planning, implementing, and evolving
programs to enhance activities for welcoming and involving new students and families in schools.
Programs include home involvement, social supports, and maintaining involvement.*

Guiding Parents in Helping Children Learn

This aid is specially designed for use by professionals who work with parents and other
nonprofessionals, and consists of a "booklet" to help nonprofessionals understand what is involved
in helping children learn. It also contains information about basic resources professionals can draw
on to learn more about helping parents and other nonprofessionals enhance children's learning and
performance. Finally, it includes additional resources such as guides and basic information parents
can use to enhance children's learning outcomes. * :

IV. Technical Assistance Samplers

Behavioral Initiatives in Broad Perspective

This sampler covers information on a variety of resources focusing on behavioral initiatives to
address barriers to learning (e.g., state documents, behavior and school discipline, behavioral
assessments, model programs on behavioral initiatives across the country, school wide programs,
behavioral initiative assessment instruments, assessing resources for school-wide approaches).*

School-Based Health Centers (7/98)

This sampler includes information on a wide range of issues dealing with school-based health
centers (e.g., general references, facts & statistics, funding, state & national documents, guides,
reports, model programs across the country).*

V. Guides to Practice and Continuing Education Units --
Ideas into Practice

Mental Health and School-Based Health Centers

This revised guidebook is virtually a completely new aid. The introductory overview focuses
on where the mental health facets of school-based health centers (SBHC) fit into the work
of schools. This is followed by three modules. Module I addresses problems related to limited
center resources (e.g., limited finances) and how to maximize resource use and
effectiveness); Module II focuses on matters related to working with students (consent,
confidentiality, problem identification, prereferral interventions, screening/assessment,
" referral, counselinﬁ, prevention/mental health education, responding to crises, management

of care); Module III explores quality improvement, evaluating outcomes, and getting credit
for all you do. Each module is organized into a set of units with many resource aids Fsample
forms and special exhibits, questionnaires, interviews, screening indicators) for use as part
of the day-by-day SBHC operational focus on mental health and psychosocial concerns. A
coda highlights ways to and benefits of weaving together all resources for addressing barriers
to student learning into a comprehensive, integrated approach.

*You may download the indicated documents through our website at: http://smhp.psych.ucla.edu
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What Schools Can Do to Welcome and Meet the Needs of All Students and Families

This guidebook offers program ideas and resource aids that can help address some major barriers that
interfere with student learning and performance. Much of the focus is on early-age interventions;
some is on primary prevention; some is on addressing problems as soon after onset. The guidebook
includes the following: Schools as Caring, Learning Environments, Welcoming and Social Support:
Toward a Sense of Community Throughout the School; Using Volunteers to Assist in Addressing
School Adjustment Needs and Other Barriers to Learning; Home Involvement in Schooling;
Connecting a Student with the Right Help; Understanding and Responding to Learning Problems and
Learning Disabilities; Response to Students' Ongoing Psychosocial and Mental Health Needs;
Program Reporting: Getting Credit for All You Do and, Toward a Comprehensive, Integrated
Enabling Component.

CONTINUING EDUCATION MODULES
Addressing Barriers to Learning: New Directions for Mental Health in Schools

This module consists of three units to assist mental health practitioners in addressing psychosocial
and mental health problems seen as barriers to students' learning and performance. It includes
procedures and guidelines on issues such as initial problem identification, screening/assessment,
client consultation & referral, triage, initial and ongoing case monitoring, mental health education,
psychosocial guidance, support, counseling, consent, and confidentiality.*

Mental Health in Schools: New Roles for School Nurses
The above three units have been adapted specifically for school nurses. A subset of the nursing

material will appear in video/manual self-study format produced by National Association of School
Nurses with support of the Robert Wood Johnson Foundation and National Education Association.*

Continuing Education Related to the Enabling Component

Classroom Focused Enabling

This module consists of guidelines, procedures, strategies, and tools designed to enhance classroom
based efforts by increasing teacher effectiveness for preventing and managing problems in the
classroom and helping address barriers to learning.

V1. Feature Articles from Our Newsletter*

Mental Health in Schools: Emerging Trends (Winter '96)

Presents an overview of the need to include a focus on mental health in schools as part of efforts to
address barriers to student learning. Highlights emerging trends and implications for new roles for
mental health professionals. Includes tables outlining the nature and scope of students’ needs, the
range of professionals involved, and the types of functions provided.

School-Linked Services and Beyond (Spring '96)
Discusses contributions of school-linked services and suggests it is time to think about more

comprehensive models for promoting healthy development and addressing barriers to learning.

*'Q{m) may download the indicated documents through our website at: http://smhp.psych.ucla.edu
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. General Resources and References

Labeling Troubled and Troubling Youth: The Name Game (Summer '96)

Underscores bias inherent in current diagnostic classifications for children and adolescents and offers
a broad framework for labeling problems so that transactions between person and environment are
not downplayed. Implications for addressing the full range of problems are discussed.

Comprehensive Approaches & Mental Health in Schools (Winter ‘97)

Discusses the enabling component, a comprehensive, integrated approach that weaves six main areas
into the fabric of the school to address barriers to learning and promote healthy development for all
students.

Behavior Problems: What’s a School to Do? (Spring ‘97)

Sheds light on the prevailing disciplinary practices in schools and their consequences for classroom
management purposes. Beyond discipline and social skills training, the article underscores the need
to look into the underlying motivational bases for students’ misbehavior for intervention programs
to take effect.

Enabling Learning in the Classroom: A Primary Mental Health Concern (Spring '98)

Highlights the importance of institutionalizing the enabling component in schools. Discusses how
classroom-focused enabling (one of six clusters of programmatic activity) enhances the teacher’s
array of strategies for working with a wide range of individual differences (including learning and
behavior problems) and creating a caring context for learning in the classroom.

*You may download the indicated documents through our website at: http://smhp.psych.ucla.edu

g, first class mailing, and handling
s order form.

For further information, you can contact the center at:

Write: School Mental Health Project/Center for Mental Health in Schools, Box 951563,
Department of Psychology, UCLA, Los Angeles, CA 90095-1563
Ph: (310) 825-3634 Fax: (310) 206-8716 E-mail: smhp@ucla.edu

Also try out our website: http://smhp.psych.ucla.edu/

The Center is co-directed by Howard Adelman and Linda Taylor and operates under the
auspices of the School Mental Health Project, Dept. of Psychology, UCLA. U, Deswtment o Hech & Horman Sarices
Support comes in part from the Department of Health and Human Services, ey
Public Health Service, Health Resources and Services Administration,
Maternal and Child Health Bureau, Office of Adolescent Health. Houlth Resawrces & Services Adriairation

Moremal & (hid Heoith Buray
Office of Adelescent Heakh
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To maintain a broad perspective of the reforms needed
lo address barriers fo learning, we organize our thinking and materials
around the following three categories:

SYSTEMIC CONCERNS

® Policy issues related to mental health in schools ® |ssues related to working in rural, urban,
o Mechanisms and procedures for and suburban areas
program/service coordination ® Restructuring school support service
* Collaborative Teams * Systemic change strategies
« School-community service linkages * Involving stakehoiders in decisions
+ Cross disciplinary training and » Staffing patterns
interprofessional education * Financing
e Comprehensive, integrated programmatic * Evaluation, Quality Assurance
approaches (as contrasted with fragmented, * Legal Issues
categorical, specialist oriented services) o Professional standards

PROGRAMS AND PROCESS CONCERNS

® Clustering activities into a cohesive, e Staff capacity building & support
programmatic approach * Cultural competence

* Support for transitions * Minimizing burnout

* Mental health education to enhance o |nterventions for student and
healthy development & prevent problems family assistance

* Parent/home involvement + Screening/Assessment

« Enhancing classrooms to reduce referrals * Enhancing triage & ref. processes
(including prereferral interventions) * Least Intervention Needed

+ Use of volunteers/trainees + Short-term student counseling

+ Qutreach to community + Family counseling and support

» Crisis response + Case monitoring/management

* Crisis and violence prevention * Confidentiality
(including safe schools) * Record keeping and reporting

» School-based Clinics

PSYCHOSOCIAL PROBLEMS

® Drug/alcoh. abuse ® Pregnancy prevention/support o Self-esteem

o Depression/suicide e Eating problems (anorexia, bulim.) ® Relationship problems
® Grief ® Physical/Sexual Abuse ® Anxiety

e Dropout prevention o Neglect o Disabilities

o L eaming problems ® Gangs e Gender and sexuality
® School adjustment (including newcomer acculturation) ® Reactions to chronic illness
Center for Mental Health in Schools, UCLA 9 1
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