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Editor’s Comment

The NYU Child Study Center
Letter, published in print format for
the last four years, is now published
bi-monthly in web format. For your
convenience you may download the
Letter from the web sitc PDF file so
that it will be compatible with all
previous issucs

“This issuc of the Letter is written
by members of the NYU Child Study
Center staff. They focus on the im-
portance of communicating in an age-
appropriate manner and addressing
the concerns of children and adoles-
cents who receive psychiatric diag-
nosis. Although we refer to Anxicty
Disorders, Attention-Deficit/ Hyper-
activity Disorder and Learning
Disorders, common disorders in chil-
dren and adolescents, the principles
of communication apply to_other
disorders as well. As parcnts adjust to
the reality of a diagnosis, they may
have many emotions and questions,
as do their children. Knowledge and
sensitivity to the childs perccptions
and reactions will enhance discuss-
ions between adults and children and
contribute to the cfficacy of trcatment

We thank you for your past
interest and hope you will join as a
member of our site and continuc to
read the Letter in its new format. For
detailed information on the defini-
tion, ctiology and recommended
treatment of the psychiatric disorders
highlighted here as well as other
diagnoses, visit the Mental Health
section on this site.

HSK

TALKING WITH KIDS
ABOUT ADHD, ANXIETY
AND LEARNING
DISORDERS

Introduction

Despite the great amount of infor-
mation available to parents about the
diagnosis and treatment of child and
adolescent mental disorders, there are
few resources available to help parents
and other adults respond to the ques-
tions and concerns of the children
themselves. When children don't have
accurate and specific information, they
oftcn construct their own interpretation
and misconceptions may arisc.

‘The child with a Learning Disorder
may think: I'm stupid; ll never learn;
there's something wrong with my brain.

‘The child with an Attention-Deficit/
Hyperactivity Disorder may think: If's
like I can't stop myself; sometimes a
hwister bits me.

The child with an Anxiety Disorder
may think: I rwon't know what fo say at
the party and people will look at my
pimples, so I beter stay home.

‘When parents confront the possibilicy
that their child may have a mental dis-
order, they begin a_process of inquiry
which ultimately leads to a diagnosis and
plan for appropriate treatment. Along the
way parents grapple with questions such
as: who's responsible, what s the illncss,
why did it happen, where did it come
from, how can we fix it? Parents can be
flooded with thoughts and cmotions upon
hearing their child has a problem such as
an Anxicty Disorder, a Learning Disorder
or an Attention-Deficit/Hyperactivity
Disordes, the most common disorders of
childhood and. adolescence. One uscful
way for parents to cope with fecling
overwhelmed by the unknown is o scarch
for answers. Just as importantly, children

nced answers to the very same questions
as their parents. With knowledge comes
confidence, a sense of control and
optimism in being able to successfully
mect a challenge. Surprisingly, for both
parent and child, awareness of a diagnosis
can bring relic rather than guil or shame
as they learn together about the nature
and treatment of the disorder.

‘Although there is no one right time or
one right conversation o have with the
child who reccives a diagnosis, some ge-
neral principles can serve as a guide. In
the context of an age-appropriatedis-
cussion, the child can be helped to learn
uscful factual information about what her
diagnosis means and how it s treated.

Adapt your explanation to the
age of the child

Very young children are concrete in their
thinking; they handle information best
when it is given to them in short, simple
facts related to their immediate world.
They live in the moment and lack the
ability to deal with concepts rlating to
the distant future. Thercfore, it's helpful
to talk about things in terms of a specific
time, from event to cvent - for cxample,
saying "we'll try this until your next
birthday” has more meaning than "we
don't know the long-temm side cffects of
this medication.” Young children have a
selfcentered view of the world and may
think the problem is their fault or that
they are bad. By the age of 8 or 9, chil-
dren want and can understand specific
facts and information. They are intercsted
in more sophisticated andtechnical
explanations. By adolescence youngsters
can deal with abstract issucs such as
understanding the long-term aspects of
the illness and the part the illncss plays in
the cstablishment of their individual
identity, Parents should also address
issues of slf-image and how the disorder
and treatment affect peer relationships.
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Start from the child's
perspective

Get the child's point of view. Ask him
what he notices about the problem. It
can be helpful to refer to behaviors or
incidents as examples of the child's
difficultics, such as trouble finishing
homework, continual interrupting at
home or in school, avoidance of partics.
While it may be tempting to repeat the
doctor's words or terminology, it i vital
that you serve as interpreter. At some
point, however, usc the actual terms of
the diagnosis, since information should
come directly from parents. Although
the explanation of the condition is
certainly more important than  the
clinical term, using the actual term will
help to demystify it and prepare the child
for understanding the term when he
eventually hears others use it.

Have more than one
conversation

Talking about a diagnosis should be
an ongoing seties of discussions, not just
a single information-giving session.
Parents should be prepared with
information and have answers ready,
even if the honest answer is "we don't
know." Children need time to hear what
is said, information

they process

differently as they grow older, and they
must feel comfortable coming to their
parents with questions.

Role-playing questions and answers
can help clarify the child's under-
standing and also helps the child anti-
cipate questions and reactions from
friends, family members, and teachers.
By thinking ahead to situations your
child might encounter and by practicing
possible answers, the child will feel more
confident in dealing with questions.
Both parents and child must determine
their own level of comfort with dis-

closure. They must decide how much
they want ohers to know and even who
they want o tell about the problem. We
like to think we live in an era of
aceeptance and that children can be the
standard bearers for acknowledging
who they are and dispelling stercotypes
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about mental illness. This is a personal
decision and one that may change in the
course of the child's lifetime.

Parents need not be solely on their
own with the initial disclosure of a
diagnosis o their child. They can ask
for advice from the mental health
professional who participated in assess-
ment of the problem and knows their
child, and perhaps they can all meet to
g0 over the information together.

Plan for treatment

Parents should focus on the fact that
the child can be helped. They should be
aware of possible treatments and give
the child choices about treatment
options whenever possible. The more
the child feels included, the more likely
she is to cooperate.

Resources

Once parents are aware of a specific
diagnosis, they will find books, parent
and child groups and other sources of
information about the problem. Parents
can look for further opportunities to
discuss the disorder when the subject
arises, perhaps when warching a
television program in which a character
portrays someone with similar behaviors
and feelings.

Specific guidelines
The guidelines above are general. In
the following sections on Anxiery
Disorders, Learning Disorders and
Attention-Deficit/Hyperactivity
Disorders each author will discuss

o the professional view of the disorder

« how to explain assessment, diagnosis
and treatment to children

« issues relevant to the specific disorder

Robin E Goodman, Ph. D.,
A.T.R.-BC, is Clinical Assistant Professor
of Psychiatry at the NYU School of
Medicine, Managing Editor of www.
aboutourkids.org. co-editor of Childhood
Revealed: Art Expressing Pain, Discovery
and Hope, frequent contributor to national
television and print media on child and
adolescent mental health issues.
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TALKING WITH KIDS
ABOUT ATTENTION-
DEFICIT/
HYPERACTIVITY
DISORDER (ADHD)

What is an attention
defici /htxperachvlty
disorder?
The professional view
ADHD is a brain-based disorder des-
cribed by professionals as a group of
behaviors that occur when self-control
is not developed appropriately in
relation to the child's age. Typically, but
not always, the child with ADHD has a
history of difficulties well before he gets
to school. By the time the child enters
group or school-type settings, parents
begin to get consistent feedback about
difficulties with attention, impulse con-
trol, or high activity level which intrudes
on learning and social functioning.

The term ADHD encompasses three
subtypes:

a) Predominantly inattentive type -
characterized by symptoms of inatten-
tion, distractibility and disorganization.
Children with these symproms often
make careless mistakes, lose things
necessary for school or activities, and
often procrastinate or fail to complete
cheir work.

b) Predominantly hyperactive-impul-
sive type - characterized by fidgetiness,
moror restlessness, and inability o wait
onc's turn.  Children with these
symptoms often blurt out answers,
cannot wait in line or take turns and
have trouble remaining scated.

) Combined type - characterized by
symproms of both of the above
subeypes.

How to explain ADHD to
kids

Explaining the assessment

Unfortunately, children (and their
parents) learn very carly on that things
are not going well, and fear thar they

professional training

scientific research

may be at faule. Prior knowledge
about the assessment process can
alleviate anxicty and enhance active
participation for both parent and
child.  Informarion is obtained by
means of face-to-face inferview, stan-
dardized questionnaircs, and some-
times direct observation in school.

Explaining the diagnosis and
treatment

The job of both parents and pro-
fessionals is to present informarion
about ADHD in a way that helps chil-
dren fecl they can understand their
behavior and learn strategies to con-
trol it. Remember that the explanation
should be expanded over ime as the
child progresses through develop-
mental stages. As ADHD is a condi-
tion that usually exists throughout
life, it is important to help the child
understand that he will need fo learn
to live with it and adjust over time.

It s often useful to use metaphors
in talking about ADHD. For children
with hyperactivity and impulsivity,
many people use the comparison to a
car whose motor revs up too fast and
whose brakes don't scem to work as
well. For children with just inattention
issues, comparison to television sets
with five stations on all at once often
works well. Be mindful that overly
technical references about synapses,
neurotransmitters, PET scans, and
other discussions overly focused on
the brain, although truly reflective of
the state of the science, can be
interpreted by younger children as
meaning they have faulty brains or
brain damage. Be on the lookout for
these misinterpretations.

Work with the child at his own
pace. Remember that some children
receiving the diagnosis need fo go
through stages that can include shock,
anger and denial before they can move
into more productive stages of sclf-
care. Try and seize the proverbial
“teachable moment” - the time when
something happens that the child
wishes he could change - o continue
discussions  about diagnosis and
treament.

school outreach
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Dr. Russell Barkley, an eminent
researcher on ADHD, advises parents
to keep the "disabiliy perspective” in
mind — to remember that they are
dealing with a child with a problem,
that the child is nor the cause of
trouble, but s in trouble.

In discussions with the child, it is
helpful o focus on what the child has
said he is concerned or frustrated
about. For example:

You know those times you wish you
could have focused more on home-
work so you bad more TV time at
night?

You know those times you wished
you were included more on the
playground?

Notice the emphasis on striving for
the positive, desired behaviors rather
than on the negarive, undesired
behaviors. Children are apt to feel
defensive, deflated and pessimistic if
talking about their new diagnosis is
simply a rehashing of how frustrating
life can be.

Rescarch data and clinical expe-
tience support the combined use of
medication and  behavior therapy.
When discussing treatment,  realize
that the terms deficit, hyperactivity
and disorder are all emotionally
loaded words with charged meanings
that children don't usually find
comforting. In discussing the aims of
treatment, emphasize  positive goals
such as:

Working together to stay on task so
you have more free time.

Learning how to get in control
when you're angry so you can have the
privileges you enjoy so much.

Becoming more organized so you
can keep up with other kids.

Treatment should be described as a
method that can help the child be more
in control, rather than letting the
ADHD be in control. Teens are espe-
cially sensitive to the issue of someone
trying to control them. Resistance to
medicaion should be respected and
worked through, not enforced simply
based on parental authority:

Provide incentives that are mean-
ingful to the child and motivate him to
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increase the desired behavior.  Avoid
goals such as “get into trouble less”
which sound negative. Track positive
behaviors with your child, day by day,
to help you all sce if treatment is
working and how.

Since ADHD tends to run in families,
parents who also have ADHD have a
wonderful opportunity to show  their
child how to deal with ADHD. They
can model appropriate expression of
feelings about having ADHD and
perhaps view it as an opporunity and a
challenge rather than as a handicap.

Parents can model how to look at
and accept one’s own strengths and
weaknesses, showing their children how
they embrace their weaker, problematic
traits and celebrate their strengths.

Conclusion

The goals of talking about ADHD to
youngsters are to:
« Find a way to help them understand
their behavior but to also protect their
often fragile self.worth, restore their
hope and optimism and encourage them
to actively participate in their own care
over the long run.
o Enable them to incorporate the
disorder into their sense of self and, for
older children, to understand that it will
play a role over the life span.
* Help the child understand ADHD so
that the explanation leads to action,
rather than to an excuse that holds the
child back.

Author: Steven Kurtz, Ph.D., ABPP, is an
Assistant Professor of Clinical Psychiatry,
NYU School of Medicine, and Clinical
Coordinator of the Institute for Attention-
DeficitfHyperactivity and Related Disor-
ders of the NYU Child Study Center.

Recommended Books
Quinn, Patricia and Stern, Judich.
(1991) Putting on the Brakes. Magina-
tion Press (8-13 year-olds).

Galvin, Matthew. (1988) Otto Learns
About His Medicine. Magination Press.
(4-8 year-olds).

Dendy, Chris. (1995) Teenagers with
ADHD. Woodbine House.
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TALKING WITH KIDS
ABOUT
LEARNING DISORDERS

What is a learning
disorder? The
professional view

A learning disorder is a neurological
disorder that interferes with a person's
ability to store, process or produce
information and creates a "gap”
between one's ability and performance.
Individuals with learning disorders are
generally of average or above average
intelligence. Learning disorders can
become apparent in different ways.
Some children have difficulty with
handwriting o putting their ideas into
written form. Other children have
difficulty reading, following directions,
completing math problems or under-
standing or using language. For some
children their difficulties affect only a
small portion of their school life, but for
others all schoolwork is a struggle.
Individuals with learning disorders can
have marked difficulties on certain types
of tasks while excelling at others.
Learning disorders are not cured and do
not go away, but individuals can learn
to compensate for and even overcome
areas of weakness.

How to explain a learning
disorder to kids

Explaining the assessment

Parents are interviewed fo gather the
child’s  developmental, ~educaional,
social and family historics. The time
allotted and the types of tests to be
administered; e.g., tests of intelligence,
coordination, processing,
achievement should be made clear. Since
children with learning problems often
feel that they aren’t smart, they are apt
to be anxious about the assessment
process. Telling the child what to expect
and explaining that he can’t fail the fests
helps alleviate the worry for parents and
kids.

Some professionals begin assessment
by collaborating with the parents and
child in understanding the process. For
example, in a technique developed by
Marcia Stern, Ph.D., a psychologist and
collaboraror with the Unique Minds
Project of the Ackerman Institute for the
Family, the parents and child create "A

memory,
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Picce of the Pie." Parents and child list
the aspecrs of learning and together they
decide which aspects cause the largest
problems in school. They create a pie
picture by assigning a ratio number to
the different problematic aspects of
learning, and finally the different pic
picces are colored in. One example:

A acting before
understanding | think; making

what | read careless
mistakes.

The completed chart can be a_helpful
and conerete tool for many children and
serves several purposes. First, the family
can refer to the chart when explaining
o the child why she is about to be tested
and what they hope fo find out. The
chart is also a handy reference when the
testing is completed. It cnables the
family to explain further what caused
them o inifiate the cvaluation and to
reflect on whether the results confirm
the child's initial perceptions.

Explaining the diagnosis and
treatment

Telling a child about her learning
strengths and weaknesses often relicves
worry and pressure. A child can be
reassured to hear there is a reason for
her problems. An informing session is
generally held afer the asscssment with
a professional who may meet with the
family together or meet with the child
briefly beforchand so that the child fecls
he is in charge of the information that
will be discussed. Many adolescents
prefer time alone with the professional
to discuss information that may have
been told in confidence. In most
instances a child's sclf-esteem s
enhanced during the evaluation and
feedback process, as the cxaminer
delineates  strengths with specific
examples from the resting process.

The child should be assured that he
worked well and told directly if the
work he did highlighted a specific area
of difficulty that impacts on his work.
At this point referring back o the “pic
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aveothr behair problems.Some ids with ADHD
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tests, do I have ADHD?

A There could be many ressons why a studnt st
ol it scheshork and s

Temy o my notbe, but your peck-
aticn & the st pars t0 sy fo sure. K it
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395 e time, an e k. T could xp why
they may have vouble withschockwrk and st
Wit he rcblem, there are many people il
ing to help you. You ned o find he ppecach that
ks b o you.





II.  Psychoeducation for the Parents
II.  Psychoeducation for the Parents- This section contains information on ADHD and the best practices for collaborating with the school.
1) NASP – ADHD: A Primer for Parents and Educators
· Helping children at home and school II:  Handouts for families and educators.  Edited by Andrea S. Canter, Leslie Z. Paige, Mark D. Roth, Ivonne Romero, and Servio A. Carroll; Handout titled:  ADHD:  A Primer For Parents and Educators by George J. DuPaul, PhD, NCSP; S8-29 – S8-32; First Printing; Spring 2004; ISBN-10:  0932955827.   

2) MSMHA ADHD- Information for Parents and Caregivers
http://www.marylandpublicschools.org/NR/rdonlyres/E1037D11-827B-438D-9253-80B608E817CF/9220/ParentsADHD.pdf
3) MSMHA Daily Behavior Report Cards
http://www.marylandpublicschools.org/NR/rdonlyres/E1037D11-827B-438D-9253-80B608E817CF/9223/ParentsDailyReportCard.pdf
4) Center for Children and Families- What Parents and Teachers Should Know about ADHD
http://ccf.buffalo.edu/pdf/ADHD_Information.pdf
5) Disorder Named ADHD - CHADD Fact Sheet #1
http://www.help4adhd.org/documents/WWK1.pdf
6) When a Child has ADHD, What can a Parent do to Help? – CHADD Fact Sheet #2

http://www.help4adhd.org/documents/WWK2.pdf
7) Attention-Deficit/Hyperactivity Disorder - NICHCY Disability Fact Sheet No. 19
http://www.nichcy.org/pubs/factshe/fs19txt.htm
8) Working With Your Child’s School: P9
http://www.utmem.edu/pediatrics/general/clinical/behavior/aap_nichq_adhd_toolkit/workingwithchildsschool.pdf
9) ADHD Resources Available on the Internet:  R5

http://www.connectedkansaskids.com/PDF/25ADHDResourcesonInternet.pdf
10) Educational Rights for Children with ADHD:  P7
http://www.utmem.edu/pediatrics/general/clinical/behavior/aap_nichq_adhd_toolkit/educationalrightschildren.pdf
11) More on Educational Rights for Children with ADHD

http://www.help4adhd.org/documents/WWK4.pdf
Maryland School Mental Health Alliance*

Attention-Deficit/Hyperactivity Disorder (ADHD) in Children and Adolescents

Information for Parents and Caregivers

Definition
Attention-deficit/hyperactivity disorder (ADHD) is characterized by developmentally inappropriate levels of:

· Inattention (trouble focusing, getting distracted, trouble paying attention, making careless mistakes, losing things, trouble following through on things, poor organization, doesn’t seem to be listening)

· Impulsivity (acting without thinking, interrupting, intruding, talking excessively, difficulty waiting for turns)

· Hyperactivity (trouble sitting still, fidgeting, feeling restless, difficulty engaging in quiet activities)

ADHD is a neurobiological disorder that affects 3 to 7 percent of school-age children. Until relatively recently, it was believed that children outgrew ADHD in adolescence as hyperactivity often lessens during the teen years. However, it is now known that ADHD nearly always persists from childhood through adolescence and that many symptoms continue into adulthood. In fact, current research reflects rates of roughly 2 to 4 percent among adults.

There are three types of ADHD:

· ADHD Combined Type (trouble with inattention, hyperactivity and impulsivity)

· “Classic ADHD”

· ADHD Predominately Inattentive Type (trouble with attention, sluggish)

· Most common type, often picked up later than the other types

· ADHD Predominately Hyperactive Impulsive Type (trouble with impulsivity and hyperactivity)

· Occurs more often in younger children

Why do we care?
Although individuals with this disorder can be very successful in life, without proper identification and treatment, ADHD may have serious consequences, including school failure, family stress and disruption, depression, problems with relationships, substance abuse, delinquency, risk for accidental injuries and job failure. Additionally, at least 2/3 of individuals with ADHD have another co-existing condition, such as learning problems, anxiety or behavior problems.  Early identification and treatment are extremely important. 
What can we do about it?
· Take your child or adolescent for an evaluation if ADHD is suspected.

· There are several types of professionals who can diagnose ADHD, including school psychologists, clinical psychologists, clinical social workers, nurse practitioners, neurologists, psychiatrists and pediatricians.
· Once diagnosed, ADHD in children often requires a comprehensive approach to treatment called "multimodal" and includes:

· Parent and child education about diagnosis and treatment 

· Behavior management techniques 

· Medication 

· School programming and supports

· Specific strategies to use at home include:

· Set up a daily school-home note system with your child’s teacher(s)

· Be consistent

· Have set rules and consequences

· Use praise and rewards frequently

· Set up a reward system at home

· Identify a homework buddy or tutor to help with homework

· Learn as much as you can about ADHD so you can be a strong advocate

· Consider taking a course on ADHD taught by a parent with a child with ADHD.  To find one near you, go to http://www.chadd.org/parent2parent/index.htm

· Identify a mental health professional who can help you to set up a behavioral management program

· Ask your therapist to improve social relationships by:

· systematic teaching of social skills in a social skills group 

· teaching social problem solving 

· teaching other behavioral skills often considered important by children, such as sports skills and board game rules

· decreasing undesirable and antisocial behaviors 

· helping your child in developing a close friendship 

Key Resources/Links 
1. National Resource Center on AD/HD: A Program of CHADD, funded through a cooperative agreement with the Centers for Disease Control and Prevention. http://www.help4adhd.org/index.cfm
2. Identifying and Treating Attention-Deficit/Hyperactivity Disorder: A Resource for School and Home  http://www.ed.gov/teachers/needs/speced/adhd/adhd-resource-pt1.pdf
This U.S. Department of Education resource guide is designed for families and educators and provides information on the identification of AD/HD and educational services for children with AD/HD. 
3. Directory of PTIs and CPRCs  http://www.taalliance.org/centers/index.htm  Funded by the U.S. Department of Education, Office of Special Education Programs, the Technical Assistance Alliance for Parent Centers (the Alliance) establishes and coordinates parent training centers nationwide.  These training centers -- Parent Training and Information centers (PTIs) and Community Parent Resource Centers (CPRCs) -- serve families of children and young adults with all disabilities from birth to age 22. Each state has at least one parent center, and states with large populations may have more. There are approximately 100 parent centers in the United States.
4. Barkley, R.A. (1995). Taking charge of AD/HD: The complete, authoritative guide for parents. New York: Guilford.

http://www.guilford.com/cgi- bin/cartscript.cgi?page=pr/barkley.htm&dir=pp/adhdr&cart_id=356952.10144
5. Dendy, C. (1995). Teenagers with ADD: A parents' guide. Bethesda, MD: Woodbine House

http://www.woodbinehouse.com/main.asp_Q_product_id_E_0-933149-69-7_A_.asp
6. Forehand, R. & Long, N. (2002) Parenting and the strong-willed child. Chicago, IL: Contemporary Books.

http://books.mcgraw-hill.com/getbook.php?isbn=0071383018PDF&template=
7. Greene, R. (2001). The explosive child: A new approach for understanding and parenting easily frustrated, chronically inflexible children. New York: Harper Collins.

http://www.harpercollins.com/global_scripts/product_catalog/book_xml.asp?isbn=0694521906
*Developed by the Center for School Mental Health (http://csmh.umaryland.edu) in collaboration with the Maryland School Mental Health Alliance (http://www.msmha.org).

Maryland School Mental Health Alliance*

Daily Behavior Report Cards:  Useful Tools for Helping Your Child Behave in the Classroom

Information for Parents and Caregivers

Is your child acting out at school?  Does she or he have trouble following rules, getting along with other kids, or finishing work?  While it is important to try to understand what is causing your child to misbehave (see the “Managing Classroom Behavior” handout below), one of the best tools for improving children’s classroom behavior is known as the “Daily School Behavior Report Card.”  This report allows you and your child’s teacher to work together to monitor and change your child’s problematic behavior.

What is the Daily Behavior Report Card?
It is a quick, easy-to-use way of keeping track of your child’s school behavior and of communicating with your child’s teacher on a regular basis.  The card can help you create realistic behavior goals, stay on top of your child’s progress, establish consequences, and decide whether your approach is working to improve his or her school behavior.

How Does it Work?

· Discuss your child’s behavior problems with the teacher; try to understand what the specific problem behaviors are and when they usually happen;
· Ask your child’s teacher if she or he would be willing to work with you in using a “report card” that keeps track of your child’s specific problem behavior;
· Once you agree to using it, your child’s teacher will complete a new card each day, showing how your child performed on specific tasks in the one or two areas that his or her behavior is usually a problem (such as in the classroom, in the hallway, during recess, etc.);
· You and your child (and possibly the teacher) review his or her school behavior each day, and develop a point system (or some other way) of keeping track of the specific behaviors (up to four or five) that you want to change;
· Be very clear and direct about the behavior; staying in seat, keeping hands to self, following directions, completing homework, or remembering to bring completed homework to school are examples of behavior that might be targeted and tracked on a daily behavior report card;
· Decide on a realistic, easy-to-use, method for rewarding your child for positive behavior, such as praise, positive attention, or concrete rewards (television or computer time, staying up later, eating a treat, etc.);  
· For an older child, consider using some form of token system, so that he or she can earn or lose points depending on the ratings, and “save” for some special privilege or gift.
Helpful Resources/Links

· How to Establish a Daily Report Card: http://128.205.76.10/DRCPacket.pdf.

· Creating a Daily Report Card for the Home: http://128.205.76.10/HomeDRCpic.pdf
· Intervention Central:  www.interventioncentral.org
· The Behavior Reporter: Create Daily and Weekly Behavior Report Cards Online: http://www.jimwrightonline.com/php/tbrc/tbrc.php
· Barkley, R. S. (1997).  Improving School Behavior from Home:  The Daily School Behavior Report Card.  Defiant Children:  A Clinician’s Manual for Assessment and Parent Training.  The Guilford Press:  NY, NY. http://www.guilford.com/cgi-bin/cartscript.cgi?page=pr/barkley4.htm&dir=pp/adhdr&cart_id=1924.8576
· Chafouleas, S. M., Riley-Tillman, T. C., and McDougal, J. L. (2004).  Daily Behavior Report Cards (DBRCs):  Useful Tools for Monitoring and Changing Classroom Behavior.  Helping Children at Home and School II: Handouts for Families and Educators.   National Association of School Psychologists:  http://www.nasponline.org/bestsellers/HCHS%20front%20matter.pdf
*Developed by the Center for School Mental Health Analysis and Action (http://csmha.umaryland.edu) in collaboration with the Maryland School Mental Health Alliance (http://www.msmha.org).
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WHAT PARENTS AND TEACHERS SHOULD KNOW ABOUT ADHD

Attenton-gefict nypsractivty disorder (ADHD) is defined a5 a patter of behaviors in which a cil shows, usually before the age of 7,
developmental inapproprat level of inatenton, mpuisiviy, o yperactity. 11 the most common menal healtprotlem of chihoo, afecing
3% 10 5% of the popuiation, and i considerably More ComMon i boys than in girs. The behaviorofchidren with ADHD ofie fesuls n serous
disturbances in ther relatonships with parens, teachers, peers, and siings, a5 Well a5 academic problems. The symgloms and crera for a
diagrosis of ADHD from the Diagnostic and Statstcal Manual of The American Pychiatic Associatin are cescribed below. A il must show
Symptoms that cause prodlems and are present {0 agreater degree than other same age chicren.

Symptoms of Inattention Symptoms of Hyperactivity
il 0 gie cose aflenton o deals o makes careless misakes  Tget ilhhands o feet o squims inseat
- has dffculy sustaning aienionnfaks orpay acties + leates seat i Classoom o noier iatons inwich
- does ot seem o fsien when spoken (o decty emaning seated s expecied
 does ot follw trough on nstucions and s o i fasks - runs or cimbs excessivelyvhen s inapgropriate
(not e t opposiiona behavoro alure o undersand nsiucions) (nadolescents, may b felngsof estesness)
-+ bas difculs organizig asks and aclives - has difculy playig or engaging i lfsure acivies
 avoidsorcisiesfask that requie susaine merial efort qily
(such a5 schaohuork or omework) - i lvays"onthe go"or acs s  “rven by a mator”
- lses hingsnecessary fo tasks or acites (e, (oys, books) - often talks excessivly
-+ i easiy citacted
+ i forgetul n lly actvies Symptoms of Impulsivity:

- blrt out ansers beore questions have been complted
- has difculy awaiing um
+ intermups or infudes on lhes (e, buts o
conversatons or games)
To receive a diagnosis of ADHD, a person must:
" Havesixor more symplomsof gher inatention (sted above o e Ie) ot yperactivtyfmpulsiiy ised above on th righ)
+ Symploms must have persiied for at east sx months and must be prese [0 a degree tha creaes probiems and is nconsisten: win
developmental vel
-+ Atleastsome symploms tat caused impairment hat s, problems at home or schao)were resent befor the age of even
+ Some symploms b present nat east o difeent Setings (2.9, home, scho),and here must e cirically signcant impaimentin socialor
academc urcioning athome o school

There are three different subtypes of ADHD, these are:

‘Comtined Type: 6 symploms present fom each of the st (eft and right) above:

Predominantl Inatenive: 6 Symploms present that are Fsted above on the lft

Predominantly Hyperacive-Impulsive: 6 symploms present hat are stes a00ve on the right
Chicren 6o ot hae 10 have all of these symploms, ror 60 they have to show sympioms in al setings for a dlagnoss fo be made. For example,
most chilcren with ADHD can pay attenton in sitiations in which they are very interested (e g, a favorie elevision show), o i a one-to-one sefing
Such as a tesing session wih a psychoogist. Since all chidren Sometmes show Some of these behavirs Some of the tme, i 1 IMportant tht te
behaviors be present to an extreme degree compared to other cilren of th same age and that tney be Causing Sgniicant cisrution 1 the chid,
i or her famiy, peers, o ciassro0m before the chi s diagnosed as ADHD. Diagnosis s a Complex process that cannot be based on & single Vst
1o the doctor. Instead, nformation must be Gathered fom parents and teachers, and from observations of the chil in natural setings. When
information from parents and teachers corficts, more weight is usually given 1o teachers because they are usually more famifar with normal
behauor for an age group.

I asiton to the defning characterstics isted above, children with ADHD often extibit other problems including defant and noncomplant behavior
toward adults, verbal and physical aggression towards peers and silings, low sef esteem (partcuiary i adolescents), and leaming disabiities
Also, family protlems often accompany ADHD, incing martal problems, acobol problems (especaly n fathers) and stress and depression
(especially n motners). Therefore, these parentalproblems need 10 be assessed and reated 2ong with the chien's prodlems.




[image: image8.png]The following additional facts about ADHD are important for parents to know:
+There i no test for ADHD. To make a diagrosis, information regarcing the benavirs sted above Must be gathered from parents and teachers.
Stangarcizen raing scales and interviews should be used.

+Diagnoss s not as important a5 a good assessmentof the problems that & chi s having in dally Ife functoning and what can be dore to Improve
the problems.

+The cause of ADHD is unknow. Most pofessonals believe that the Cause is based i the bran, but the exact nature of the Cause is unclear. 115
Kaoun that et s not a cause of ADHD. Nether arficial subsiances in foods nor sugar cause ADHD, and puting a chld with ADHD on a special
et will nt solve s of her prodle

*Most chidren do not outgrow ADHD. More than two-irds of chiren with ADHD continte fo display serous problems in adolescence and
aclihood, and often ther protiems worsen. ADHD acolescents are at increased isk for school faiure and dropout, possible substance or aicohol
atuse, and deinguency. ADHD aduls often have Gificulties njob performance, coping Wit siess, reatonships wih other people, substance and
alconol abuse, and criminal behavior. Parents should be wary of advice o Walt and se f thei i OWGIONS the prodlem; waing rarely heps.

+Effectve evaluation and wreatment of ADHD involves the cooperaton of the chid's parents, physican, school personel, and mental health
professionals such as psychologists and psychiatrsts.

«Appropriate, early, ntensive, and longtem treatment is needed to deal effectively with ADHD.  ADHD is a chronic problem and it needs chroric
ireaiment that changes form over ime and n iferent setings but does ot stop.

+Many treatments, athough widely used, are not efective with ADHD. Tracitional, one-to-oe therapy, play terapy, or cogniive therapy done in a
therapits offce does ot work for chikdren with ADHD. Neiter chropractcs, biofeedback (neural therapy), aleray reaments, diets or cetary
supplements, prceptual or motor raining, sensory nfegraton raining, or restments for alance help chiliren wit ADHD.

I contrast o these approaches, Comprenensive treatment, implemented in the chi's home and School environments and n Setings n which the
i nteracts with peers, s most effecive. Behavir therapyModifcaton, n which parents and teachers are taugnt how o work with the chiren,
s the most widely recommended and effective, nonmedical, shor-erm treatment for ADHD. Behavior modification ncludes

 establishing specic dal goals for the chi,

~ establishing and consistenty erforcig Clear rues,

+giing ciear and approprate commands,

«prasing chiren for desited behaviors and ignoring negative behaviors that can b gnores,

+Using rewards (for exampl, poins) o encourage good behaviors,

+using approprite, nonphys cal punishmen's (or exampl, time ou) o discourage bad behaviors, and

+using a Daily Report Car 10 motivate the child and aciitate communication between school and home.
It usually takes 8 to 12 clrical of nservice Sessirs for parents and teachers (0 leam these techniques. Treatment for peer Gificutes volves
working cirecly with the chi, must be conduicted in a natural seting such a5 @ School o SUMMer CamplSuMMer realment program, and fequires
intensive and long-term involvement.

«For many chiliren with ADHD, the combination of beravior modfication and medication is the most efective treatment,  Behavor modiication
Snoul be used at home, at schoo, and with peers. Ifthese reaiments are not enough, medication shouis then be evaluated o ctermine whether t
a0k 0 the effectveness of the oiher treatments. One tig acvaniage of combining mecication with benavior mociicaton is that  chids medicaton
dose can usually be reduced.

“Medicaton wih a psychostmuant rug, such @ methyighenidate (Ritalin, Concerta, Metadate-CD), amphetanine (Adderal, Adderal-XR,
Dexedrine), or pemolne (Cyier) can be an effectve short{em reaiment for ADHD, especialy when combined wih behavior therapy. Other
medication for ADHD cary considerably greater risks than these three orugs and shoud be used only as reatments of st resort._Medicaton
alone is not an eflectve long-term reatment; hat i, t does ot decrease a chids isk for the b outcomes of adolescence and aduthood noted
above. Thersfore, medication should never be feec upon s the only reatment for a child with ADHD.

*If  child with ADHD is medicated, meicaton should be glven only ater oher appropriate reaiments have been establsned at home and at
school. Because not all chiren with ADHD respon o stmuant reatmens, t 5 mportant o evaluate careully wnether the medicaton s heping tre
chio. A comprehensive, coudle-blind, schook-oased medication evaluaton shouid be conducted prior o a long-erm meication regimen 0 insure
thata cni is Snowing a goo resporse to mecication. This requies a process invoking detaled questionrares completed daily by parents and
teachers. Ongoing moritorng shou be conducted to be sure that mesicaton contnues to work forthe chii. Teachers must play & major ol in
this evaluation and monioing

+Folowing 2 1991 aling ofthe U.S. Degartment of Educaton, chiren with ADHD are now efgibl fo recelve special educational Servces i school
setings under the IDEA (Incividuals wih Disabltes Educaton Act), and Secton 504 of the 1973 Renablfation Act. Ths legisltion mandates that
appropriate edcational services be provided for all i with special needs, including chilren with ADHD, ether i regular or special education
classes.
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TheDisorder Named AD/HD

ccasionally, we may all have difficulty sitting still,
O paying attention or controlling impulsive behavior.
For some people, the problems are so pervasive and
persistent that they interfere with their lives, including
home, academic, social and work settings.

Attention-deficit/hyperactivity disorder (AD/HD) is characterized by
developmentally inappropriate levels of inattention, impulsivity, and
hyperactivity: AD/HD is a neurobiological disorder that affects 3 to 7 percent of
school-age children.! 234 Uil relatively recently, it was believed that children
outgrew AD/HD in adolescence as hyperactivity often diminishes during

the teen years. However,itis now known that AD/HD nearly always persists
from childhood through adolescence and that many symptoms continue into
adulthood. I fact, current rescarch reflects raes of roughly 2 to 4 percent
among adults.*

‘Although individuals with this disorder can be very successful in life, without
identification and proper treatment, AD/HD may have serious consequences,
including school falure, family stress and disruption, depression, problems with
relationships, substance abuse, delinquency; risk for accidental injuries and job.
failure. Early identification and treatment are extremely important.

Medical science first documented children exhibiting inattentiveness, impulsivity
and hyperactivity in 1902. Since that time, the disorder has been given numerous
‘names, including minimal brain dysfunction, hyperkinetic reaction of childhood
and attention-deficit isorder with or without hyperactivity. With the Diagnaostic
and Statistical Manual, fourth edition (DSM-IV) classification system, the
disorder has been renamed attention-deficit/hyperactivity disorder, or AD/HD.
‘The current name reflects the importance of the inattention characteristics of

+hs

www.help4adhd.org 1-800-233-4050  CHADD*





[image: image10.png]the disorder as well s the other characteristics of the
disorder such as hyperactivity and impulsivity.

THE SYMPTOMS
‘Typically, AD/HD symptoms arise in early childhood,
unless associated with some type of brain injury later

in life. Some symptoms persist into adulthood and may
pose lfe-long challenges. Although the offcial diagnostic
criteria state that the onset of symptoms must occur

“ Although individuals with this
disorder can be very successful in
life, without proper identification
and proper treatment, AD/HD may

have serious consequences...”

before age seven, leading researchers in the field of
AD/HD argue that criterion should be broadened to
include onset anytime during childhood”. The symptom-
related criteria for the three primary subtypes are
adapted from DSM-IV and summarized as follows:

AD/HD predominantly inattentive type: (AD/HD-1)

« Fails to give close attention to details or makes carcless
mistakes.

« Has difficulty sustaining attention.

+ Does not appear to lsten.

« Struggles to follow through on instructions.

« Has difficulty with organization.

« Avoids or dislikes tasks requiring sustained mentl
effort,

« Loses things.

« Is casily distracted.

« Is forgetful in daily activities

AD/HD predominantly hyperactive-impulsive type:
(AD/HD-HI)

« Fidgets with hands or feet or squirms in chair

« Has difficulty remaining seated.

+ Runs about or climbs excessively:

« Difficulty engaging in activities quietly.

+ Actsas if driven by a motor.

« Talks excessively:

« Blurts out answers before questions have been
completed.

« Difficulty waiting o taking turns.

« Interrupts or intrudes upon others.

AD/HD combined type: (AD/HD-C)
« Individual meets both sets of inattention and
hyperactive/impulsive criteria

‘Youngsters with AD/HD often experience delays in
independent functioning and may therefore behave in
ways more like younger children.” In addition, AD/HD
frequently co-occurs with other conditions, such as
depression, ansiety o learning disabilites. For example,
in 1999, NIMH research indicated that two- thirds of
children with AD/HD have aleast one other co-existing
condition.* When co-existing conditions are present,
academic and behavioral problems, as well as emotional
issues, may be more complex.

Teens with AD/HD present a special challenge. During
these years, academic and organizational demands
increase. In addition, these impulsive youngsters are
facing typical adolescent issues: discovering their
identity, etablishing independence, dealing with peer
pressure, exposure to illegal drugs, emerging sexuality,
and the challenges of teen driving,

Recently, deficits in exccutive function have emerged
as key factors impacting academic and career succes.
Simply stated, executive function refers to the “ariety

of functions within the brain that activate, organize,
integrate and manage other functions® This permits
individulsto appreciate the longer-term consequences
of their actions and guide their behavior across time
‘more effectively: ! Critical concerns include deicits in
working memory and the ability to plan for the future, as
well as maintaining and shiffting strategies in the service
of long-term goals.

s

THE DIAGNOSIS

Determining fa child has AD/HD is a multifaceted
process. Many biological and psychological problems
can contribute to symptoms similar to those exhibited by
children with AD/HD. For example, anxiety, depression
and certain types of learning disabilities may cause:
similar symptoms. In some cases, these other conditions
‘may actually be the primary diagnosis; in others, these
conditions may co-exist with AD/HD.

WHATWE KNOW 1 THE DISORDER NAMED AD/HD.




[image: image11.png]‘There is no single test to diagnase AD/HD, Therefore,
a comprehensive evaluation s necessary to establish.

a diagnosis,rule out other causes and determine the
presence or absence of co-existing conditions. Such

an evaluation requires time and effort and should
include a careful history and a clnical assessment of the
individuals academic, social, and emotional functioning
and developmental level. A careful history should be
taken from the parents and teachers, as wellas the

child, when appropriate. Checklists for rating AD/HD
symptoms and ruling out other disabilities are ofien
wsed by clinicians; these age-normed instruments help
to ensure that the symptoms are extreme for the child’s
developmentallevel

‘There are severaltypes of professionals who can diagnose
AD/HD, including school psychologists, clinical
psychologists, clinical social workers, nurse practitioners,
neurologists, psychiatrists and pediatricians. Regardless
of who does the evaluation, the use of the Diagrostic and

“Research clearly indicates that
AD/HD tends to run in families and
that the patterns of transmission are

toa large extent genetic.”

Statistical Mantual 1V diagnostic criteria for AD/HD is
necessary. A medical exam by a physician is important
and should include a thorough physical examination,
including assessment of hearing and vision, to rule out
other medical problems that may be causing symptoms
similar to AD/HD. In rare cases, persons with AD/HD
also may have a thyroid dysfunction. Only medical
doctors can prescribe medication if it s needed.
Diagnosing AD/HD inan adult requires an evaluation
of the history of hildhood problems in behavior and
academic domains, as well as examination of current
symptoms and copying strategies. For more information,
read What We Know #9, “Diagnosis of AD/HD in
Adults”

THE CAUSES
Multiple studies have been conducted to discover the
cause of the disorder. Rescarch clearly indicates that
AD/HD tends to run in families and that the patterns

of transmmission are to a large extent genetic.*1* More
than 20 genetic studies,in fact, have shown evidence that
AD/HD is strongly inherited. Yet AD/HD is a complex
disorder, which is undoubtedly the result of multiple
interacting genes. Other causal factors (such as low
birthiweight, prenatal maternal smoking, and additional
prenatal problems) may contribute to other cases of
AD/HD.*Y" Problems in parenting or parenting styles
‘may make AD/HD better or worse, bt these do not
cause the disorder. AD/HD i clearly a brain-based
disorder. Currently research is underway to better define
the arcas and pathways that are involved.

PROGNOSIS AND LONG-TERM OUTCOMES
Children with AD/HD are at risk for potentially serious
problems in adolescence: academic underachievement
and schaol failure, problems in social relations, risk for
antisocial behavior patterns, teen pregnancy, and adverse
driving consequences.* As noted above, AD/HD persists
from childhood to adolescence in the vast majority of
cases, although the symptom area of motor activity tends
to diminish with ime. Furthermore, up to two-thirds of
children with AD/HD continue to experience significant
symptoms in adulthood. Yet many adults with AD/HD
learn coping strategies and compensate quite well
Keyto good outcone is arly identification and treatment.

MULTIMODAL TREATMENT

AD/HD in children often requires a comprehensive
approach to treatment called “muimodal” and
includes:

+ Parentand child education about diagnosis and
treatment

+ Behavior management techniques

+ Medication

+ School programming and supports

Treatment should be talored to the unique needs of
cach child and family: Research from the landmark
NIMH Multinmodal Treatment Study of AD/HD is
very encouraging*! Children who received carefully
‘monitored medication, alone or in combination with
behavioral treatment, showed significant improvement
in their behavior at home and school plus better
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children receiving lower quality care.

Psychostinmulants are the most widely used class of
‘medication for the management of AD/HD related.
symptoms. Approximately 70 to 80 percent of children
with AD/HD respond postively to psychostimulant
‘medications * Significant academic improvement
isshown by students who take these medications:
increases in attention and concentration, compliance

and effort on tasks, s well s amount and accuracy of
schoolwork, plus decreased activity levels, impulsivity,
negative behaviors in social interactions and physical
and verbal hostility™ A new, nonstimulant medication—
atomoretine--appears to have similar effects as the
stimulants.

Other medications that may decrease impulsivity;
hyperactivity and aggression include some
antidepressants and antihypertensives. However,
cach family must weigh the pros and cons of taking
‘medication (see What We Know #3, “Managing
Medication for Children and Adolesceats with AD)
HD").

Behavioral interventions are also a major component
of treatment for children who have AD/HD. Important
strategies include being consistent and wsing postive
reinforcement, and teaching problem-solving,
communication, and self-advocacy skils. Children,
especially teenagers, should be actively involved as
respected members of the school planning and treatment
teams (see What We Know #7, “Psychosocial Treatment
for Children and Adolescents with AD/HD").

School success may require a variety of classroom
accommodations and behavioral interventions. Most
children with AD/HD can be taught in the regular
classtoom with minor adjustments to the environment.
Some children may require special education services
ifan educational need s indicated. These services may
be provided within the regular education classroom or
‘may require a special placement outside of the regular
classtoom that meets the child unique learning needs
(see What We Know #4 “Educational Rights for Children
with AD/HD).

‘Adults with AD/HD may benefit from learning to
structure their environment. In addition, medications
effctive for childhood AD/HD are also helpful for adults
who have AD/HD, While litle rescarch has been done
oninterventions for adults, diagnosis and treatment are
stillimportant.

SUMMARY
‘Although the symptoms of AD/HD—inattention,
impulsivity and hyperactivity—are present to some
extent in most children, when these symptoms are
developmentally extreme, pervasive and persistent

a diagnosis of AD/HD is warranted. This diagnostic
category is associated with significant impairment in
Family relations, peer interactions, school achievement,
and risk for accidental injury, which are domains

of crucial importance for healthy and successful
development. Because AD/HD can become a lfelong
disorder careful diagnosis and treatment are essential.
CHADD is secking out solutions that willlead to
improved quality of life for children, adolescents and
adults.
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Parenting a Child
with AD/HD

ften, when a child is diagnosed with AD/HD, the
Oﬁm response from his or her concerned parent
is, “What can I do about it?” Although life with your
child may at times seem challenging, it is important to
remember that children with AD/HD can and do

succeed. As a parent, you can help create home and school environments that
improve your child’s chances for success. The carlier you address your childs
problems, the more likely you will be able to prevent school and social failure and.
associated problems such as underachievement and poor self-esteem that may
lead to delinguency or drug and alcohol abuse

Early intervention holds the key to positive outcomes for your child. Here are
some ways to getstarted:

+ Don'twaste limited emotional energy on self-blame. AD/HD is the
result of dysfunction i certain areas of the brain and in the majority of
cases s inherited. It is nof caused by poor parenting or a chaotic home
environment, although the home environment can make the symptoms of
AD/HD worse.

« Learnall you can about AD/HD. There is a great deal of information
available on the diagnosis and treatment of AD/HD. Itis up to you to act as
a good consumer and learn to distinguish the “accurate” information from
the “inaccurate’” But how can you sort out what will be useful and what will
not? In general, it s good to be wary about ads claiming to cure AD/HD.
Currently, there is no cure for AD/HD, but you can take positive steps to
decrease its impact.

+hs

www.help4adhd.org 1-800-233-4050  CHADD*





[image: image16.png]« Make sure your child has a comprehensive
assessment. To complete the diagnostic process,
‘make sure your child has a comprehensive assessment
that includes medical, educational, and psychological
evaluations and that other disorders that either
‘mimic or commonly occur with AD/HD have been
considered and ruled out.

Multimodal treatment for children and adolescents
with AD/HD consists of:

+ Parentand child education about diagnosis and
treatment;

« Behavior management techniques;

+ Medication; and

+ School programming and supports

“Treatment should be tailored to the unique needs
of each child and family.

HOW TO ENSURE YOUR CHILD'S SUCCESS.

AT SCHOOL

+ Becomean effective case manager. Keep a record
of all information about your child. This includes
copies of all evaluations and documents from any
‘mectings concerning your child. You might also
include information about AD/HD, a record of your
childs prior treatments and placements, and contact
information for the professionals who have worked
with your child.

« Bke an active role in forming a team that
understands AD/HD and wants to help your
child. Meetings at your child' school should be
attended by the principals designee, as well as a
special educator and a classroom teacher that knows
‘your child. You, however, have the right to request
input at these meetings from others that understand
AD/HD or your child special needs. These include
‘your childs physician, the school psychologist, and
the nurse or guidance counselor from your childs
school. If you have consulted other professionals, such
as.a psychiatrist, educational advocate or behavior
‘management specialist, the useful information they
have provided should also be made available a these
‘mectings. A thorough understanding of your child's
strengths and weaknesses and how AD/HD affects
him will help you and members of this team go on

to develop an appropriate and effective program that
takes into account his or her AD/HD.

« Learnall you can about AD/HD and your child's
educational rights. The more knowledge you have
about your childs rights under the two education
Iaws—the Individuals with Disabilties Education
Act (IDEA) and Section 504 of the Rehabilitation
Act—the better the chance that you will maximize
his or her success. Each state has a parent training
and information center that can help you learn more:
about your child rights (visit www taalliance.org/
centers to find the center in your state).

+ Become your child's best advocate. You may
have to represent or protect your child’ best interest
in school situations, both academic and behavioral.
Become anactive part of the team that determines
what services and placements your child receives in
an Individualized Education Plan (IEP) or Section
504 plan. See CHADD fact sheet #4, “Educational
Rights for Children with AD/HD; for more
information.

“The more knowledge you have
about your child's rights under two
education laws—IDEA and Section
504—the better the chance that you

will maximize his or her success!"

HOW TO MAKE LIFE AT HOME EASIER

+ Joln a support group. Parents will find additional
information, as well as support, by attending local
CHADD meetings where available. You can find the
nearest chapter to your home on_hitp/www chadd
org chapter locator

« seek professional help. Ask for help from
professionals, particularly i you are feeling depressed,
frustrated and exhausted. Helping yourselffee less
stressed will bencfit your child as well.

« Work together to support your child. It is
important that all ofthe adults that care for your child
(parents, grandparents,relatives, and babysitters)
agree on how to approach or handle your childs

WHATWEKNOW 2 PARENTING A CHILD WITHAD/HD




[image: image17.png]problem behaviors. Working with a professional, if
needed, can help you better understand how to work
together to support your child

+ Learnthe tools of successful behavior
management. Parent training will teach you
strategies to change behaviors and improve your
relationship with your child. Identify parent training
classes in your community through your local
parent information and resource center (hitp://ww:
federalresourcecenter org/fre/TAGuide/welcome htm)
or parent training and information center hitp//
wwwwitaalliance.org/centers)

« Find out if you have AD/HD. Since AD/HD is
‘generally inherited, many parents of children with
AD/HD often discover that they have AD/HD when
their child is diagnosed. Parents with AD/HD may
need the same types of evaluation and treatment that
they scek for their children in order to function at
their best. AD/HD in the parent may make the home
‘more chaotic and affect parenting skills

PARENT TRAINING WILL HELP YOU

LEARNTO:

« Focus on certain behaviors and provide dlear,
consistent expectations, directions and limits.
Children with AD/HD need to know exactly what
others expect from them. They do not perform wellin
ambiguous situations that donit specify exactly what is
expected and that require they read between the lines.

“Many children with AD/HD have
strengths in certain areas such as art,
athletics, computers or mechanical

ability. Build upon these strengths.’

‘Working with a professional can help you narrow
the focus o a few specific behaviors and help you set
lmits, and consistently follow through.

« Setupan effective discipline system. Parents
should learn proactive—not reactive—discipline:
‘methods that teach and resard appropriate behavior

and respond to misbehavior with alternatives such as
“time out” or loss of privileges

« Help your child learn from his or her mistakes.
Attimes, negative consequences will arise naturally
out ofa childs behavior. However,children with
AD/HD have difficulty making the connection
between their behaviors and these consequences.
Parents can help their child with AD/HD make these
connections and learn from his or her mistakes.

HOW TO BOOST YOUR
CHILD’S CONFIDENCE

« Tellyour child that youlove and support him or
herunconditionally. There will be days when you
‘may not believe this yourself. Those will be the days
when it is even more important that you acknowledge
the dificulties your child faces on a daily basis, and
express your love. Let your child know that you will
get through the smooth and rough times together

« Assistyour child with social skills. Children
with AD/HD may be reected by peers because of
hyperactive, impulsive or aggressive behaviors. Parent
training can help you learn how to assist your child
in making friends and learning to work cooperatively
with others.

« Identifyyour child's strengths. Many children
with AD/HD have strengths in certain areas such as
art, athletics, computers or mechanical ability. Build
upon these strengths, so that your child will have a
sense of pride and accomplishment. Make sure that
‘your child has the opportunity to be successful while
‘pursuing these activities and that his strengths are
not undermined by untreated AD/HD. Also, avoid,
as much as passible,targeting these activities as
contingencies for good behavior or withholding them,
as.2 form of punishment, when your child with
AD/HD mishehaves.

« Setaside a dally "special time" for your child.
Constant negative feedback can erode a childs self-
esteem. A “special time.” whether its an outing,
playing games, or just time spent in positive
interaction, can help fortify your child against assaults
toself-worth.
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Mario's Story

Mario is 10 years old. When he was 7, his family learned he had AD/HD. At the time, he was driving everyone crazy. At school, he couldn’t stay in his seat or keep quiet. At home, he didn’t finish his homework or his chores. He did scary things, too, like climb out of his window onto the roof and run across the street without looking.

Things are much better now. Mario was tested by a trained professional to find out what he does well and what gives him trouble. His parents and teachers came up with ways to help him at school. Mario has trouble sitting still, so now he does some of his work standing up. He’s also the student who tidies up the room and washes the chalkboard. His teachers break down his lessons into several parts. Then they have him do each part one at a time. This helps Mario keep his attention on his work.

At home, things have changed, too. Now his parents know why he’s so active. They are careful to praise him when he does something well. They even have a reward program to encourage good behavior. He earns “good job points” that they post on a wall chart. After earning 10 points he gets to choose something fun he’d like to do. Having a child with AD/HD is still a challenge, but things are looking better.
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What is AD/HD?

Attention-Deficit/Hyperactivity Disorder (AD/HD) is a condition that can make it hard for a person to sit still, control behavior, and pay attention. These difficulties usually begin before the person is 7 years old. However, these behaviors may not be noticed until the child is older. 

Doctors do not know just what causes AD/HD. However, researchers who study the brain are coming closer to understanding what may cause AD/HD. They believe that some people with AD/HD do not have enough of certain chemicals (called neurotransmitters) in their brain. These chemicals help the brain control behavior. 

Parents and teachers do not cause AD/HD. Still, there are many things that both parents and teachers can do to help a child with AD/HD.
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How Common is AD/HD?

As many as 5 out of every 100 children in school may have AD/HD. Boys are three times more likely than girls to have AD/HD. 
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What Are the Signs of AD/HD?

There are three main signs, or symptoms, of AD/HD. These are: 

· problems with paying attention, 

· being very active (called hyperactivity), and 

· acting before thinking (called impulsivity). 

More information about these symptoms is listed in a book called the Diagnostic and Statistical Manual of Mental Disorders (DSM), which is published by the American Psychiatric Association (2000). Based on these symptoms, three types of AD/HD have been found:

· inattentive type, where the person can’t seem to get focused or stay focused on a task or activity; 

· hyperactive-impulsive type, where the person is very active and often acts without thinking; and 

· combined type, where the person is inattentive, impulsive, and too active.

Inattentive type. Many children with AD/HD have problems paying attention. Children with the inattentive type of AD/HD often:

· do not pay close attention to details; 

· can’t stay focused on play or school work; 

· don’t follow through on instructions or finish school work or chores; 

· can’t seem to organize tasks and activities; 

· get distracted easily; and 

· lose things such as toys, school work, and books. (APA, 2000, pp. 85-86) 

Hyperactive-impulsive type. Being too active is probably the most visible sign of AD/HD. The hyperactive child is “always on the go.” (As he or she gets older, the level of activity may go down.) These children also act before thinking (called impulsivity). For example, they may run across the road without looking or climb to the top of very tall trees. They may be surprised to find themselves in a dangerous situation. They may have no idea of how to get out of the situation.

Hyperactivity and impulsivity tend to go together. Children with the hyperactive-impulsive type of AD/HD often may:

· fidget and squirm; 

· get out of their chairs when they’re not supposed to; 

· run around or climb constantly; 

· have trouble playing quietly; 

· talk too much; 

· blurt out answers before questions have been completed; 

· have trouble waiting their turn; 

· interrupt others when they’re talking; and 

· butt in on the games others are playing. (APA, 2000, p. 86) 

Combined type. Children with the combined type of AD/HD have symptoms of both of the types described above. They have problems with paying attention, with hyperactivity, and with controlling their impulses.

Of course, from time to time, all children are inattentive, impulsive, and too active. With children who have AD/HD, these behaviors are the rule, not the exception.

These behaviors can cause a child to have real problems at home, at school, and with friends. As a result, many children with AD/HD will feel anxious, unsure of themselves, and depressed. These feelings are not symptoms of AD/HD. They come from having problems again and again at home and in school. 
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How Do You Know if a Child Has AD/HD?

When a child shows signs of AD/HD, he or she needs to be evaluated by a trained professional. This person may work for the school system or may be a professional in private practice. A complete evaluation is the only way to know for sure if the child has AD/HD. It is also important to: 

· rule out other reasons for the child’s behavior, and 

· find out if the child has other disabilities along with AD/HD. 
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What About Treatment?

There is no quick treatment for AD/HD. However, the symptoms of AD/HD can be managed. It’s important that the child’s family and teachers:

· find out more about AD/HD; 

· learn how to help the child manage his or her behavior; 

· create an educational program that fits the child’s individual needs; and 

· provide medication, if parents and the doctor feel this would help the child. 
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What About School?

School can be hard for children with AD/HD. Success in school often means being able to pay attention and control behavior and impulse. These are the areas where children with AD/HD have trouble.

There are many ways the school can help students with AD/HD. Some students may be eligible to receive special education services under the Individuals with Disabilities Education Act (IDEA). Under the newest amendments to IDEA, passed in 1997, AD/HD is specifically mentioned under the category of “Other Health Impairment” (OHI). We’ve included the IDEA’s definition of OHI below. Other students will not be eligible for services under IDEA. However, they may be eligible for services under a different law, Section 504 of the Rehabilitation Act of 1973. In both cases, the school and the child’s parents need to meet and talk about what special help the student needs. 

Most students with AD/HD are helped by supports or changes in the classroom (called adaptations). Some common changes that help students with AD/HD are listed under “Tips for Teachers” below. More information about helpful strategies can be found in NICHCY’s briefing paper called Attention-Deficit/Hyperactivity Disorder. The resources listed at the end of this publication will also help families and teachers learn more about ways to help children with AD/HD.



IDEA’s Definition of “Other Health Impairment”

Many students with ADHD now may qualify for special education services under the “Other Health Impairment” category within the Individuals with Disabilities Education Act (IDEA). IDEA defines “other health impairment” as...
“...having limited strength, vitality or alertness, including a heightened alertness to environmental stimuli, that results in limited alertness with respect to the educational environment, that is due to chronic or acute health problems such as asthma, attention deficit disorder or attention deficit hyperactivity disorder, diabetes, epilepsy, a heart condition, hemophilia, lead poisoning, leukemia, nephritis, rheumatic fever, and sickle cell anemia; and adversely affects a child's educational performance.”

34 Code of Federal Regulations §300.7(c)(9)
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Tips for Parents 

· Learn about AD/HD. The more you know, the more you can help yourself and your child. See the list of resources and organizations at the end of this publication. 

· Praise your child when he or she does well. Build your child’s abilities. Talk about and encourage his or her strengths and talents. 

· Be clear, be consistent, be positive. Set clear rules for your child. Tell your child what he or she should do, not just what he shouldn’t do. Be clear about what will happen if your child does not follow the rules. Have a reward program for good behavior. Praise your child when he or she shows the behaviors you like. 

· Learn about strategies for managing your child’s behavior. These include valuable techniques such as: charting, having a reward program, ignoring behaviors, natural consequences, logical consequences, and time-out. Using these strategies will lead to more positive behaviors and cut down on problem behaviors. You can read about these techniques in many books. See “Resources” at the end of this publication. 

· Talk with your doctor about whether medication will help your child. 

· Pay attention to your child’s mental health (and your own!). Be open to counseling. It can help you deal with the challenges of raising a child with AD/HD. It can help your child deal with frustration, feel better about himself or herself, and learn more about social skills. 

· Talk to other parents whose children have AD/HD. Parents can share practical advice and emotional support. Call NICHCY to find out how to find parent groups near you. 

· Meet with the school and develop an educational plan to address your child’s needs. Both you and your child’s teachers should get a written copy of this plan. 

· Keep in touch with your child’s teacher. Tell the teacher how your child is doing at home. Ask how your child is doing in school. Offer support. 
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Tips for Teachers

· Learn more about AD/HD. The resources and organizations at the end of this publication will help you identify behavior support strategies and effective ways to support the student educationally. We’ve listed some strategies below. 

· Figure out what specific things are hard for the student. For example, one student with AD/HD may have trouble starting a task, while another may have trouble ending one task and starting the next. Each student needs different help. 

· Post rules, schedules, and assignments. Clear rules and routines will help a student with AD/HD. Have set times for specific tasks. Call attention to changes in the schedule. 

· Show the student how to use an assignment book and a daily schedule. Also teach study skills and learning strategies, and reinforce these regularly. 

· Help the student channel his or her physical activity (e.g., let the student do some work standing up or at the board). Provide regularly scheduled breaks. 

· Make sure directions are given step by step, and that the student is following the directions. Give directions both verbally and in writing. Many students with AD/HD also benefit from doing the steps as separate tasks. 

· Let the student do work on a computer. 

· Work together with the student’s parents to create and implement an educational plan tailored to meet the student’s needs. Regularly share information about how the student is doing at home and at school. 

· Have high expectations for the student, but be willing to try new ways of doing things. Be patient. Maximize the student’s chances for success. 


Back to top
 

Resources

American Academy of Pediatrics. (2001, October). Clinical practice guideline: Treatment of the school-aged child with attention-deficit/hyperactivity disorder. Pediatrics, 108(4), 1033-1044. (Available online at: www.aap.org/policy/s0120.html)

Barkley, R. (2000). A new look at ADHD: Inhibition, time, and self-control [video]. New York: Guilford. (Telephone: 800.365.7006. Web: www.guilford.com)

Barkley, R. (2000). Taking charge of AD/HD: The complete authoritative guide for parents (Rev. ed.) New York: Guilford. (See contact information above.)

Dendy, C.A.Z. (1999). Teaching teens with ADD and ADHD: A quick reference guide for teachers and parents. Bethesda, MD: Woodbine House. (Telephone: 800.843.7323. Web: www.woodbinehouse.com)

Fowler, M. (1999). Maybe you know my kid: A parent’s guide to helping your child with ADHD (3rd ed.). Kensington, NY: Citadel. (Telephone: 877.422.3665. Web: www.kensingtonbooks.com)

Fowler, M. (2002). Attention-deficit/hyperactivity disorder. NICHCY Briefing Paper, 1-24. (Telephone: 800.695.0285. Also available on NICHCY’s Web site.)

National Institutes of Health. (1998). Diagnosis and treatment of attention deficit hyperactivity disorder. NIH Consensus Statement, 16(2), 1-37 [On-line]. Available: http://odp.od.nih.gov/consensus/cons/110/110_statement.htm

Wodrich, D.L. (2000). Attention deficit hyperactivity disorder: What every parent wants to know (2nd ed.). Baltimore, MD: Paul H. Brookes. (Telephone: 800.638.3775. Web: www.brookespublishing.com)
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Organizations



Attention Deficit Disorder Association 
P.O. Box 543
Pottstown, PA 19464
484.945.2101
EMail: mail@add.org
Web: www.add.org

CH.A.D.D. (Children and Adults with Attention-Deficit/Hyperactivity Disorder)
8181 Professional Place, Suite 150
Landover, MD 20785
301.306.7070
800.233.4050 
Web: www.chadd.org
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Why Is My Child Having Trouble in School?
It very common for children vith ADHD to have difficulties in
school Thesz problems can occur for several reasons:

» Symptoms of ADHD like distractibility and hyperactivity
‘make it hard for children vith ADHD to pay attention or
stay focused on their viork.even though they may be capable
Iearners and bright enough to understand the material.

‘= Many children with ADHD also have trouble organizing
themselves, breaking an assignment down into smaler steps
and staying on a schedule.

 Some children vith ADHD hav difficulty with self-control
and getinto trouble with peers andlor teachers

= Many children viith ADHD also have a learning disability.
Schools usually define alearning disabilty asa discrepancy
between a childs 1Q score and his or her performance on
achievement tests. A child with alearning disability has diffi-
culty understanding information he or she sees or hears OR
trouble putting together information from different parts of
the brain

 Children vith ADHD often can learn material but it may
take longer and require more repeition.

 Children ith ADHD often show inconsistency in their work
because of their ADHD: one day they may know information
and the next day they cannot seem to remember i

Typical School Performance Difficulties Associated

With ADHD

» Poor organization and study skills

» Weaknesses in vritten language/writing skills

= Minimallinconsistent production and output (both in-class
assignments and homevork)

 Behavior that interferes vith learning and impacts on
interpersonal reltionships

» Immature social skills

What Can| Personally Do to Help?
“There are many different ways that a parent's participation can
‘make a difference in a childs school experience, including:

» Spending time in the classroom, if your work schedule allows,
and observing your childs behavior

 Talking with your childs teacher to dentify where your child
5 having the most problems

= Working with your child' teacher to make a plan for how you
will address these problems and vhat strategies at school and
home will help your child be successful at learning and
completing work

» Acknowledging the extra efforts your child'steacher may
have to make to help your child.

» Reading all you can about ADHD and sharing it with your
childs teacher and other school officials.

= Becoming an expert on ADHD and your child.

 Finding out about tutoring options through your childs
school or local community groups. Children with ADHD may
take longer to learn material compared with other children even
though they are just as smart. Tutoring may help your child
master new materials.

» Making sure your child actually has mastered new material
presented so that he or she does not get behind academicall.

» Acknowledging how much harder it s for your child to get
organized. stay on task, complte assignments, and learn material
compared with other children. Help your child to get organized
break tasks down into smaller pieces, and expend his or her ex-
cess physical energy in ways that re “okay” at hore and in the
dlassroom.

 Praising your child and rewarding him or her for a job well
done immediately after completing tasks or homework

 Joining a support group for parents of children vith ADHD
or learning disabilities, Other parents may help you with ideas
to help your child

Another good way to get help from your school is to determine
if your school has a regular education process that helps teachers
with students who are having learning or hehavioral problems
that the teacher has been unsuccessful in solving. The process
differs invarious school districts and even among diffrent schools
inthe same distict. Some of the names this process may go by in-
clude Student Study Tearm (SST), Instructional Support Team (IST)
Pupil Assstance Team (PAT), Student Intervention Tean (SIT), or
Teacher Assistance Team (TAT)

Parents are encouraged to request a meeting on their child to
discuss concerns and create a plan of action to address their child's
‘needs. I addition to the childs teacher, members of the team may
include the child, the parents,a mentor teacher or other teachers,
the principal, the school nurse,the resource specialist. a speech and
Ianguage specialist, or a counselor or psychologist The team mem-
bers meet to discuss the childs strengths and weaknesses the childs
progess in his or her current placement, and the kinds of problems
the child is having, The team members “brainstornt” o developa
plan of action that documents the Kinds of interventions that wil
help the child, the timeline for the changes to take place, and the
school staf responsible for the implementation of the teans
recommendations.

‘The team should also come up with a planto monitor the child's
progess. A follow-up meeting should be scheduled within  reason-
able time frame (usually 4 to 6 weeks) to determine whether the
teams interventions are actually helping the child in the areas of
difficulty

‘Adapted from materal deeloped by Ll K. Lese M, San Diego ADHD Profct,
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[image: image31.png]ADHD Resources Avai on the Internet

ADHD Information

About Our Kids

hitp://wwwaboutourkids org/artcles/about_adhd html

ADDitude Magazine for People With ADHD

http://wwwadditudemag com

ADDvance Online Resource for Women and Girls With ADHD

hitp://wwwaddvance com

American Academy of Family Physicians (AAFP)

http://wwwaafp.org

American Academy of Pediatrics (AAP)

http://wwwaap.org

American Medical Association (AMA)

http://wwwama-assn.org

Attention-Deficit Disorder Association (ADDA)

http://wwwadd org

Attention Research Update Newsletter

http://www helpforadd com

Bright Futures

http://www brightfutures.org

Center for Mental Health Services Knowledge Exchange Network

http://www mentalhealth.org.

Children and Adults With Attention-Deficit/Hy peractivity
Disorder (CHADD)

http:/fwww chadd.org

Comprehensive Treatment for Attention-Deficit Disorder
(CTADD)

hitp://www ctadd.com

Curry School of Education (University of Virginia)
ADD Resources

htp:/teis.virginia.ech/gocise/ose/categories/add htm

Intermountain Health Care

http://www . com/xp/ihe/physicianvelinicalprogeams/

primarycare/adhd xml

National Center for Complementary and Alternative Medicine
(NCCAM)

http://nccam.nih gov

National Institute of Mental Health (NIMH)

http://www nimb.nih.gov/publicat/adhdmen. cfm

Northern County Psychiatric Associates

http://www ncpamd com/adhd. htm

One ADD Place

http://www oneaddplace.com

Pediatric Development and Behavior

http://www dbpeds org

SanDiego ADHD Web Page

http://wwwsandiegoadhd.com

Vanderbilt Child Development Center

http:/peds.me vanderbiltec/cdc/rating~1 html

Educational Resources

American Association of People With Disabilities (AAPD)
http://wwwaapd com

Consortiu for Citizens With Disabilities
http:/fwww c-c-d.org

Council for Learning Disabilities
http://www cdinternational. org

Education Resources Information Center (ERIC)
http:/ericirsyredu

Federal Resource Center for Special Education
http:/fwww dssc orgfre

Internet Resource for Special Children
httpy//wwwirsc.org

Learning Disabilities Association of America
http://www danatl org
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National Information Center for Children and Youth With
Disabilities (NICHCY)

http://www nichey.org

Parent Advocacy Coalition for Educational Rights (PACER) Center

http://www pacerorg

SAMSHSA

http://wwow disabilitydirect gov

SandraRief.com

http://sandrarief. com

TeachinglD

hetp//www didcec.org

US Department of Education
hitp://wwwed gov
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[image: image32.png]‘There are 2 main lavis protecting students vith disabilities—including those with
ADHD: 1) the Individuals with Disabiltes Education Act of 1997 (IDEA) and

2) Section 504 of the Rehabiliation Act o 1973, IDEA is special education law
Section 504 isa civilrights statute. Both laws guarantee to qualified students a
free and appropriate public ecucation (FAPE) and instruction in th least restric-
tive enwvironment (LRE). which means with their peers who are not disabled and
t0 the maximum extent appropriate to their needs.

Because there are diferent crieria or eligibility. ervices/supports available, and
procedutes and safeguards for implementing the laws. i is important for parerts,
educators, clinicians, and advocates o be well aware of the variations between
IDEA and Section 504 and fully informed about the respective advantages and
disadvantages.

Additional Resources

1. Advocacy Manual:A Parerts' How-to Guide for Special Education Services
Learning Disabilites Association of America, 1992. Contact the publisher at
4156 Library Rd. Pittsburgh, PA 15243 or 888/300-6710.

2. Better IEPs: How to Develop Legally Correct and Educationaly Useful Programs
Barbara Batenan and Mary Anne Linden, 3rd edition, 1998, Contact the
publisher, Sopris West, at 303/651-2820 o http://snn.sopriswest.com

3. The Complete IEP Guide: How to Advocate for Your Special Ed Child
Lavrence Siegel, 2nd edition, 2000, Contact the publisher, Nolo,at 510/549- 1976
or hitp://wvivenolo com

4. Negotiating the Special Education Maze: A Guide for Parents and Teachers
‘Winifred Anderson, Stephen Chitwood, and Deidre Hayden: 3rd edition; 1997
Contact the publisher, Woodbine House, at 6510 Bells Mill Rd, Bethesca, MD
20817 or 800/843-7323,

5. Children and Adults With Attention-Deficit/Hy peractivity Disorder
http://wow chadd.org

6. Education Resources Information Certer
http:/ericirsyr edu

7. Internet Resource for Special Children
http:/fwnwirsc.org

8. San Diego ADHD Web Page
http://wwwsandiegoadhd.org

9. National Information Center for Children and Youth with Disabilities
http://wnw nichey.org

10. Parent Advocacy Coalition for Educational Rights Center
http://wnw pacerorg
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Glossary of Acronyms

ADHD
Artention-deficit/hyperactivity disorder
BIP

Behavioral Intervention Plan

ED

Emotional disturbance

FAPE

Free and appropriate public education
FBA

Functional Behavioral Assessmment
IDEA

Individuals ith Disabilites Education Act
il

Individualized Education Program

IsT

Instructional Support Team

LRE

Least restrictive environment

MDR

Mantfestation Determination Reviewr
MDT

Multdisciplinary Team

oHl

Other health impaired

SLD

Specific learning disability

ST

Student Study Team
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IDEA strongly emphasizes the provision of special education and
related services that enable students to access and progress in the
‘general education program. Sometimes students with ADHD
qualify for spectal education and related services under the dis-
ability categories of “specific earning disability” (SLD) or emo-
tional disturbance” (ED). For example.a child who has ADHD
who also has coexisting learning disabilties may be eligible
under the SLD category. Students with ADHD most commonly
are elgible o special education and related services under the
IDEA category of “other health impaired” (OHI). Elgibility
criteria under this category require that the child has a chronic

or acute health problem (eg, ADHD) causing limited alertness

to the educational environment (due to heightened alertness to
environmentalstimul) that results in an adverse effect on the
childs educational performance to the degree that special
education s needed.

Note: The adverse effect on educational performance is not limited
to academics,but can include impairments in tler aspects of school
functioning, suchas behavior as well,

How Does a Parent Access Services Under IDEA?

 Parents or school personnel may refer a child by requesting
an evaluation to determine eligibility for special ecucation and
related services It s best to put this request in writing.

= Withina limited time frame. the school's multidisciplinary
evaluation team, addressing all areas of the child's diffi-
culties, develops an assessment plan.

 Alter parents or guardians consent o the assessment plan,
the child receives a comprehensive evaluation by the
‘multidisciplinary team of school professionals

u Alter the evaluation, an Individualized Education Program
(TEP) meeting is scheduled with the team, including parerts,
teacher(s), special education providers, the school psychologist
and/or educational evaluator, a school system represertative,
and the student (as appropriate)

» Based on the results of the evaluation, as well as other input
provided by parents and/or other team members, the team
decides whether the child meets eligibility criteria or special
education under one of the categories defined by IDEA.
= AnIEP is developed and written for qualifying students
through a collaborative team effort. It is tailored and designed
toaddress the educational needs of the student
» The TEP goes into effect once the parents sign it and agree to
the plan.
 The IEP must address the following:
~Present levels of educatioral performance, including how
the childs disability affects his or her involvement and progress
in the general curriculum

~Delineation of all special education and related services
‘modifications (f any). and supports to be provided to the
child or on behalf of the child

~Annual goals and measurable, short-term objectives/
benchmarks

~The extent (f any) to which the child will not participate
with children in the regular class and other school activities

~“Modifications (f any) in the administration of tatewide and
district-wide tests the child will need to participate
in those assessments

~Dates and places specifying when, where, and how often
services will be provided, and by whom

What Happens After the IEP Is Written?

1. Services are provided. These includeall prograrms, supplemental
aids, program modifications, and accommodations that are
spelled out in the TEP.

2. Progress Is measured and reported to parents. Parerts are
informed of progress toward IEP goals during the year, and
an antual TEP feview meeting Is required.

3. Students are reevaluated every 3 years (trennial evaluatior)
or sooner if deemed necessary by the team or on parent/
teacher request.

Adapte from Rt 5. The ADIVADHD Book ofLss.Son Francisc, CA: Jossey Bas Publishers; 2002 from il devloped by Loure K. Lishe, D, San Diega
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Who s Eligible?
Students with ADHD also may be protected under Section 504 of
the Rehabilitation Act of 1973 (ever if they do not meet eligbility
criteria under IDEA for special education). To determine eligibility
under Section 504 (ie,the impact of the disability on learning), the
school is fequired to do an assessment. This typicallyis a much less
extensive evaluation than that conducted for the IEP process.
Section 504 is a federal civil rights statute that

 Protects the rights of people vith disabilites from discrimina-
tion by any agencies receiving federal funding (including all
publicschools)

» Applies to students vith a record of (or who are regarded as
having) a physical or mental impairment that substantially
limits one or more major lfe function (which includes learning)

 Is intended to provide students with disabilties equal access to
education and commensuate opportunities to learn as their
peers who are not disabledt

How Does a Parent Access Services Under Section 5047

 Parents or school personnel may refer a child by requesting
an evaluation to determine eligibilty for special education and
related services. It s best to put this request n wriing,

I the school determines that the child's ADHD does signifi-
cantly limit his or her learning, the child viould be eligible
for a 504 plan designating:

~Reasonable accommodations in the educational progeam

~Related aids and services If deemed necessary (eg, counseling,
assistive technology)

What Happens After the 504 Plan Is Written?
“The implementation of a 504 plan typically fals under the responsi-
bility of general echucation, not special education. A few sample
classroom accommodations may include

Talloring homework assignments
Extended time for testing

Preferential seating

Supplementing verbal instructions with visual nstructions
Organizational asistance

Using behavioral management techniques

Modifying test delivery

What Do Section 504 and IDEA Have in Cornmon?

Both:
 Requireschool districts to provide free and appropriate public
education (FAPE) in the least restrictive environment (LRE)
 Provide avariety of supports (adaptations/accommodations’
‘modifications) to enable the student to participate and learn

inthe general education program

 Provide an opportunity for the student to participate in
extracurricular and nonacademic actvities

» Require nondiscriminatory evaluation by the school district

 Include due process procedures i a family s dissatisfied witha
schools decision

Which One s Right for My Child—a 504 Plan or an IEP?
“This 5. decision that the team (parents and school personnel)
‘must make considering eligibility criteria and the specific needs
of the individual student. For studerts with ADHD who have
‘more significant school diffcultes

IDEA usually is preferable because:

It provides for a more extensive evaluation,

 Specific goals and shor t-term objectives are a key comporient
of the plan and regularly monitored for progress.

 There isa much vider range of program options, services, and
supports avalable

Tt provides funding for programs/services (Section 504 is
‘non-funded)

It provides more protections (procecural safeguards, montor-
ing, egulations) with regard to evaluation. frequency of review:
parent participation, disciplinary actions, and other factors.

A 504 plan would be preferable for:

 Students who have milder impairments and dorit need special
education. A 504 plan i a faster,easter procedure for obtaining
accommodations and supports

 Students whose educational needs can be addressed through
adjustments, modifications, and accommodations in the general
curriculum/classroom

Adapte from Rt 5. The ADIVADHD Book of LssSon Fancisc, CA: Jossey- Bas Publishers; 2002 from mateil devloped by Loure K. Lishe, D, San Diega
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[image: image35.png]Sample Letter #1:
Request for Assessment for Educational Services Under Section 504

(Date)

School Site Principal’s Name
School Name
Address

RE: (Students Name and Grade)

Dear (Principal's Name) *:

Tam the parent of (Student’s Name), who is in Mr/Ms (Teacher's Name)s class. (Student’s Name) has been
experiencing school problems for some time now, We have been vorking with the teacher 5) to modify (his/her)
regular ecucation program but (we have not seen any improvement o the problems have been getting worse).
Therefore, T wish to request an assessment of my child for appropriate educational services and interventions
according to the provisions of Section 504 of the Rehabilitation Act

Took forward to working with you as s00n as possible to develop an assessment plan to begin the evaluation
process. I request coples of the assessrment results 1 vieek prior to the meeting.

Thank you for your assistance. T can be reached by phone at (Area Code and Phone Number).

The best time to reach me s (times/days).
Sincerely,

(Sign Your Name)
(Print Your Name)
(Address)
(Telephone Number)

Adapte from San Dig Lising Disbiltes Assocaion.
g/ Adasandiegocrg)

Note: Remember to keep a copy for your fles.
“Ifthe principal does not respond, contact the district 504 coordinator It is recommended that you elther write a letter or document
your phone conversation. If you do not geta resporise, you have the right to filea compliance complaint
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Sample Letter #2:
Request for Assessment for Special Education

(Date)

School Site Principal’s Name:
School Name

Address

RE: (Students Name and Grade)

Dear (Principal's Name) *:

Tam the parent of (Student’s name) who is in Mr/Ms (Teacher's Name)'s class. (Student's Name) hs been experiencing

school problemms for some time now. These problems include:

‘We have been viorking with the teacher (5) to modify (his/her) regular education program but (we have not seen any
improvement or the problems have been getting worse). Therefore.  wish to request an assessment of my child for

possible spectal ecucation services according to the provisions of IDEA,

Took forward to working with you within the next 15 days to develop an assessment to begin the evaluation process.
Please ensute that I receive copies of the assessment results | week prior to the IEP meeting, Thank you for your
assistance. T can be reached by phone at (Area Code and Phone Number). The best time to reach me is times/days).

Sincerely,

Sign your name
Print your name

Doctor's Signature
License Number

Street Address Practice Address
City, State, ZIP. City, State, ZIP.
Adapte from San Dig Lising Disbiltes Assocaion.
g/ Adasandiegocrg)
The ke conaned n h5publcionsoab ot e 5 st or e Copyright 2002 Ak Acadan of P snd Nt v o ik
v o] i oy peatsican Ther may b vartrs i atment Heatear sty

Jourpdrctan may e e o il s s

American Academy

of Pediatrics NICHQ:
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Educational Rights for
Children with AD/HD in
Public Schools

There are two federal laws that guarantee a free
appropriate public education (FAPE) and provide
services or accommodations to eligible students with

disabilities in the U.S. They are:

L Section 504 of the Rehabiliation Act of 1973 (called Section 504)
2 Individuals with Disabilities Educational Act! (called IDEA)

Section 504 and IDEA are the laws that provide special education, services and
appropriate accommodations for cligible children with disabilites in the US.
‘When state laws and federal laws are different, schools must follow the federal
Taws, unless the state law provides the child with more protection.

Both laws also say that children with disabilities must be educated—as much as
possible—swith children who do not have disabilites. But there are differences
between Section 504 and IDEA. Parents, health professionals and teachers should
Know what each law offers so that they make the best choice for the child.

WHICH ONE IS RIGHT FOR MY CHILD?
‘There is no one “best” choice. Choosing between Section 504 and IDEA will
depend on what the child needs and the degree of impairment.

For those students who will be able to learn with simple accommodations or
‘only minor changes to her or his day, Section 504is a good choice. Section 504

www.help4adhd.org 1-800-233-4050  CHADD





[image: image38.png]s faster and more flexible and is  good way for dligible
students to get accommodations.

For students who may need a wider range of services

or protections, IDEA may work better. IDEA also gives

parents more rights and responsibiliies to participate in
their child' education. Children who do not qualify for
IDEA may qualify for Section 504.

SECTION 504

Section 5045 a civil rights statute (a federal aw) that
states that schools cannot discriminate against children
with disabiltis. It says that schooks must give eligible
children with disabilities equal opportunity to participate
in all academic and nonacademic services the school has
to offer and give them accommodations based on their
individual needs.

‘These accommodations are often simple changes that
can help the child with her or his disability. Sometimes
these accommodations include special services such as
using a tape recorder for note taking, giving the student a
quiet place to work, or access to a computer in school for
written work.

“Astudent is eligible for Section 504
if the child has a physical or mental
condition that substantially limits a

“major life activity.”

WHO'S ELIGIBLE?
A student s elgible for Section 504 ifthe child has a
physical or mental condition that substantially limits
a“major life activity” Major lfe activities for a child in
school include learning and/or behavior in addition

to walking, talking, breathing, caring for onesel,etc.
Children covered under Section 504 are usually children
with less serious disabilities, o children who do not
otherwise qualify for services under IDEA.

To qualify for Section 504, a child’ disability must be
serious enough, or “substantially limiting” that they need
specialized services or accommodations.

WHAT DOES SECTION 504 PROVIDE?

Ifa child is eligible under Section 504, the school must
develop a Section 504 plan that includes related services

andlor appropriate accommodations. Many believe that
aSection 504 plan is a standard checklist or form used
for all dligible children; however, a Section 504 plan
should be developed to meet the childs specific needs
and not merely what the school district has available.

Accommodations should be documented in the
Section 504 plan. Several examples of appropriate
accommodations to help children with AD/HD cope
with their disability include:

1. Reducing the number of homework problems
without reducing the level or content of what i being

taught.

2. Giving the student a quiet place to work ora place
without many distractions.

3. Providing clear and simple directions for homerwork
and in-class assignments.

4. Givingtests in a quiet place and/or providing extra
time.

5. Using tape recorders or giving the student a copy of
notes.

6. Using behavior management techniques, including
positive reinforcement.

7. Havinga nurse or administrator oversee a student’s
‘medication.

8. Mecting with the school counselor

9. Creating a notebook so that parents and teachers
‘may keep each other informed of the child’ progress
or diffcultis.

EVALUATION
Section 504 requires a child to have an evaluation before
receiving a 504 plan. An evaluation does not have to

be formalized testing, but it must consider information
from a variety of sources (parent notes, doctors notes,
testscores, observations, etc). Decisions about who
qualifies for Section 504 cannot be based solely on a
single source of data (.. a doctor’s diagnosis or grades).
‘Once 504 plan has been set, the child should be
evaluated again before any significant changes are made.
Depending on the procedures used by your individual
school district parents may or may not have a right to
active participation or decision-making.

WHATWEKNOW 4 EDUCATIONAL RIGHTS FOR CHILDREN WITH AD/HD
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‘The Individuals with Disabilities Education Act (IDEA)
i the law that provides special education and related
services needed for the child to benefit from her o

his education. An individualized education program,
sometimes called an individualized education plan or
IER is designed specifically for each eligible child with
disabilities to provide a free appropriate public education
(FAPE).

WHO'S ELIGIBLE?
A childis eligible for services under IDEA f he or she
i diagnosed with a qualified disability and, by reason
thereof? needs special education and/or related services.
A child may qualify if AD/HD seriously affects her or
his learning and/or behavior at school. Some children
with AD/HD will qualify for services under IDEA

while others may not:this depends o the degree of
impairment.

To qualify for IDEA, a child must meet the criteria of at
least one of 13 disability categories. Often children with
AD/HD will qualify under the Other Health Impairment
(OHI) category. They may also qualify under Specific
Learning Disabilities (SLD) or another relevant
category”

Eligibiity for IDEA should be decided by a qualified
team that is made up of many different professionals
includingthe child teacher(s), school psychologists,
principals, parents and other appropriate school
personnel This team should use information from
several different sources including input and ideas from
parents, notes from doctors, notes and progress reports
from teachers,the childs past academic and behavior
records and test resuls (such a5 1Q and/or other
formalized testing assessments) as wel as anything else
that might be important.

IDEA says that, as much as possible, services should be
provided in a leat resrictive environment therefore not
all children who receive services under IDEA are placed
in special education classrooms. Many stay in their
regular classroom with appropriate modifications and/or
related services.

WHAT DOES IDEA PROVIDE?
‘When a child with AD/HD qualifies under the
Individuals with Disabilities Education Act,the child
receives an individualized education program or IEP.
‘The IEP is a written document that includes specific
‘goals for the child based on her or his current level
of performance. The IEP should state the educational

placement, specifically which services will be granted,
wehen they will be provided, how long they will last, how
frequently they will occur, and the way in which the
childs progress will be measured.

For a child whose behavior prevents her or his learning
or the learning of other students in the class, the IEP
team must consider the use of positive behavioral
interventions and supports or other strategies to address
the behavior.

Parents should participate in developing the [EP by
‘making suggestions about what could help their child
at school with classwork, homework and behavior

problems. Parents or the school can ask for changes to

“IDEA says that children with
disabilities must be taught in the
regular classroom as much as
possible with appropriate, related

aids and services.”

the IER, Changes may only be made i a meeting is held
and the parents are at the meeting or if both the school
and the parents agree to the changes and agree to skip
the meeting.

IDEA says that children with disabilities must be taught
in the regular lassroom as much as possible with
approprite, related aids and services. Removal from the
regular education environment should only occur when
the severity of the disability i such that even with aids
and services, the child or other students cannot learn.
“This s called the leastrestrictive environment (LRE)
clause.

Students who have an IEP are also entitled to special
procedures that must be followed if they are suspended.
or expelled. Even when suspended or expelled, children
covered under IDEA are guaranteed a free appropriate
public education (FAPE). Schools are allowed to
suspend or expel any student,includinga student with a
disabiliy, for up to 10 school days.

Afier 10 days,a hearing (called a manifestation
determination) must be held for students with an TEP
t0 see if their behavior was caused by or had a direct

WHATWEKNOW 4 EDUCATIONAL RIGHTS FOR CHILDREN WITH AD/HD
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behavior was a direct result of the school’ failure to
implement the IEP.

Itis important to note that any student who brings a
weapon to school, who attempts to buy,sel, or carry
illegal drugs on schoal property; or who causes serious
injury to themselves or another student may be moved
to analternate placement. Ifitis determined that the
behavior does have a link to the student’ disability, then
the student may be moved for up to 45 school days. If no
link is found, then the student may be remove for the
same number of days as a non-disabled student.

EVALUATION
A complete evaluation is required to see if a child i
ligible for special education under IDEA. The school
‘must have your written authorization (signature) before
they can evaluate your child. Parents may refuse to

have their child evaluated, but if they want their child
evaluated parents must sign the form. IDEA also requires
an eligible child to be evaluated again at least every

thee years unless parents and the school agree that it

is not necessary. Parents do not have to pay for these:
evaluations. If parents do not agree with the evaluation
performed by the school district, they may be entitled to
have an independent evaluation conducted at no cost to
them.

TIPS FOR WORKING WITH THE SCHOOL

Parents, schools and teachers must work together
to make sure that children learn all they can.
Communication between home and school is very
important when a child needs extra help at school.
CHADD suggests that parents who think their child
‘might require services or accommaodations do the
following:

1. Meet with your child teacher to share your

2. Ask teachers to write down the learning and/or
behavior concerns your child has and to give you a
photocopy of thatlist.

3. Request an evaluation of your child. You may ask
atany time, but be sure to do it in writing. Make a
written request even if you have already talked to
ateacher or principal. Date the request and keep a
photocopy for your records.

4. Take an active role in preparing the IEP or provide
input for a Section 504 plan. Before you meet with
the school, make a st of your childs problem areas
and what you think might help your child.

5. Follow up cach meeting with a letter documenting
what took place. List the items you agree with and.
the items you disagree with and say why. Keep copies
of these letters with your childs educational file.

6. Remember that the evaluation results are not final.
You have the right to appeal the results. The school
‘must tell you how to appeal.

7. Remember that parents and children are guaranteed
certain rights under federal and state laws. Check
with the school or your local CHADD support group
to find someone in your commanity who can help
answer your questions and help you to advocate for
‘your child.

8. Ifyou and the school disagree about what s best for
‘your child and you cannot find common ground,
then you may make a written request for mediation
or a Due Process Hearing to help you get what you
believe your child needs.

SAMPLE LETTER REQUESTING AN
EVALUATION OF YOUR CHILD

(INSERT: date]
Dear [INSERT: Principals name]

Tam writing to request that my child, [INSERT: your
childs fll name and date of birthl, be evaluated for
special education services and/or accommodations
granted under Section 504 and the Individuals with
Disabilites Education Act (IDEA). I am concerned that
[INSERT: child’s name] is having difficulty and may need
special help in order to learn.

For the last [INSERT: number of years] years [his/her]
classroom teachers have noted that [he/she] has diffculty
completing assignments, is experiencing problems with
excessive impulsivity andor is unable to sit sill and stay
focused. Please note that [INSERT: name of health care
professional] has recently diagnosed my [son/daughter]
as having Attention-Deficit/Hyperactivity Disorder

WHATWEKNOW 4 EDUCATIONAL RIGHTS FOR CHILDREN WITH AD/HD
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is concerned that [INSERT: childs namel's AD/HD
i resulting in decreased alertness in the classroom
and may be significantly impacting [herfhis] school
performance, learning, and behavior. [NOTE: if your
child does not have  diagnosis from a health care
professional, you may sill equest an evaluation from
the school. Simply skip this section or tate that you,
the parent, have concerns that your child is having
attentional diffcultis that you believe are impacting
school performance, learning and/or behavior]

Twould ke to meet with the people who will be doing
the evaluation before my child is tested so that | may
share information about [INSERT: child’s name] with
them. T understand that the evaluation is provided at no
cost to me. T also understand that [ must provide written
permission for these tests o be administered and T will
be happy to do so once T have received all the appropriate
forms and an explanation of the process. I will also
expect a copy of the written report generated by each
evaluator so that [ may review them before the IEP or
504 planning meeting.

Took forward to hearing from you at your carliest
convenience so that we may begin preparations for the
evaluation.

Sincerely;

[INSERT: your name, address and phone number]

MORE INFORMATION
IDEA Partnership wwwideapartnership.org

Parent Training and Information Centers wirw.

taalliance org/centersfindexhtm

‘The Office of Special Education Programs sww.ed. gov/
about/officeslis/osers/osep/index tml

REFERENCES
1 Public Law 105-446,the Individuals vith Disabiltes
Education Improvement Act 2004, was signed into v on
Decermber 32004 2 an amendment o the exsting Indiiduals
with Disabilites Act previously amended n 1997.

2 Students with AD/HD may aso qualify under the
Emotional Disturbance (ED) category of IDEA.

Ths What We Know shee, designed o summarize various
legal se afectin the education of hidren with AD/HD,
shoudd not b consimied as lgal advie o a leal opinion on
specific cts. Readers with particuar questons should seck the
assstace oftheir own legalcounsel. Setion 504 procedizes may.
e different rom stat to stateor disrict to distict. o inc oud
b disirit orstte procedures, parents should conact heir
stat department of education. For isses relating fo Section 504,
contac he Offic of Civil Rights (OCR) by visting www.ed sov/
abouttoficestistiocrindexhtml

The information provided i thissheet was supported by
Cooperative Agreement Number R04/CCR321831-03 from the
Centersfor Disease Control and Prevention (CDO). The contents
ave solely the responsibility of the authors and do not necessarily
represnt the offcial views of CDC.

©2007 CHADD. All Rights Reserved.

For further information about AD/HD or CHADD,
please contact:

National Resource Center on AD/HD
Children and Adults with
Attention-Deficit/Hyperactivity Disorder
8181 Professional Place, Suite 150
Landover, MD 20785

800-233-4050

www.helpdadhd.org

Please als0 visit the CHADD Web site at
www.chadd.org.
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III.  ADHD Teachers/Schools 

III.  ADHD Teachers/Schools- This section is for educations and related staff and has information on teaching strategies to use with ADHD students.
1)   Teaching Children with ADHD: Instructional Strategies and Practices (2006)

http://www.ed.gov/rschstat/research/pubs/adhd/adhd-teaching-2006.doc
1) MSMHA ADHD-Information for Teachers and School Staff
http://www.marylandpublicschools.org/NR/rdonlyres/E1037D11-827B-438D-9253-80B608E817CF/9243/TeachersADHD.pdf
2) MSMHA Daily Report Cards Information for Teachers
http://www.marylandpublicschools.org/NR/rdonlyres/E1037D11-827B-438D-9253-80B608E817CF/9242/TeachersDailyReportCard.pdf
3) Center for Children and Families - What Parents and Teachers Should Know About ADHD

http://ccf.buffalo.edu/pdf/ADHD_Information.pdf
4) The Disorder Named ADHD – CHADD Fact Sheet #1

http://www.help4adhd.org/documents/WWK1.pdf
5) Attention-Deficit/Hyperactivity Disorder - NICHCY Disability Fact Sheet No.19

http://www.nichcy.org/pubs/factshe/fs19txt.htm
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Teaching Children With Attention Deficit Hyperactivity Disord

Inattention, hyperactivity. and impulsivity are the core
symptoms of Attention Deficit Hyperactivity Disorder (ADHD).
A child's academic success is often dependent on his or her
ability o attend to tasks and teacher and classroom expectations
with minimal distraction. Such skill enables a student to acquire
necessary information, complete assignments, and participate in
classroom activities and discussions (Forness & Kavale, 2001).
When a child exhibits behaviors associated with ADHD.
consequences may include difficulties with academics and with
forming relationships with his or her peers if appropriate
instructional methodologies and interventions are not
implemented

There are an estimated 1.46 to 2.46 million children with ADHD
in the United States; together these children constitute 3-5
percent of the student population (Stevens, 1997; American
Psychiatric Association, 1994). More boys than girls are
diagnosed with ADHD: most rescarch suggests that the condition
is diagnosed four to nine fimes more often in boys than in girls
(Bender, 1997. Hallowell, 1994; Ricf, 1997). Although for years
it was assumed to be a childhood disorder that became visible as
carly as age 3 and then disappeared with the advent of
adolescence, the condition is not limited to children. It is now
known that while the symptoms of the disorders may change as a
child ages, many children with ADHD do not grow out of it
(Mannuzza, Klein, Bessler, Malloy. & LaPadula, 1998).

The behaviors associated with ADHD change as children grow
older. For example. a preschool child may show gross motor
overactivity—always running or climbing and frequently
shifting from one activity to another. Older children may be
restless and fidget in their seats or play with their chairs and
desks. They frequently fail to finish their schoolwork, of they
work carelessly. Adolescents with ADHD tend to be more
withdrawn and less communicative. They are often impulsive.
reacting spontancously without regard fo previous plans or
necessary tasks and homework.

According to the fourth edition of the Diagnosric Statistical
Manual of Mental Disorders (DSM-IV) of the American
Peychiatric Association (APA) (1994). ADHD can be defined
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combinations of the following behaviors:

+ Fidgeting with hands or feet or squirming in their seat
(adolescents with ADHD may appear restless).

+  Difficulty remaining seated when required to do so:

+  Difficulty sustaining attention and waiting for a turn in
tasks, games, or group sifuations;

+  Blusting out answers fo questions before the questions have
been completed;

+  Difficulty following through o instructions and in
organizing tasks;

« Shifting from one unfinished activity to another;

+ Failing to give close attention to details and avoiding carcless
mistakes,

+ Losing things necessary for tasks or activities:

+  Difficulty in listening to others without being distracted or
interrupring.

+ Wide ranges in mood swings: and

+ Great difficulty in delaying gratification.

Children with ADHD show different combinations of these
behaviors and typically exhibit behavior that is classified info
fwo main categories: poor sustained attention and hyperactivity-
impulsiveness. Three subtypes of the disorder have been
described in the DSM-IV" predominantly inattentive,
predominantly hyperactive-impulsive, and combined types
(American Psychiatric Association [APA] as cited in Barkley,
1997). For instance, children with ADHD, without hyperactivity
and impulsivity, do not show excessive activity or fidgeting but
instead may daydream, act lethargic or restless, and frequently
do not finish their academic work. Not all of these behaviors
appear in all situations. A child with ADHD may be able to
focus when he or she is receiving frequent reinforcement or is
under very strict control. The ability to focus is also common in
new settings or while interacting one-on-one. While other
children may occasionally show some signs of these behaviors,
in children with ADHD the symptoms are more frequent and
‘more severe than in other children of the same age.

Although many children have only ADHD, others have
additional academic or behavioral diagnoses. For instance, it

2 Teaching Children With Attention Deficit Hyperactivity Disorde
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of all children with ADHD also have learning disabilities
(Forness & Kavale, 2001; Robelia, 1997: Schiller, 1996), with
studies finding populations where the comorbidity ranges
from 7 to 92 percent (DuPaul & Stoner, 1994; Osman, 2000)
Likewise, children with ADHD have coexisting psychiatric
disorders at a much higher rate. Across studies, the rate of
conduct or oppositional defiant disorders varied from 43 to 93
percent and anxiety or mood diserders from 13 to 51 percent
(Burt, Krueger, McGue, & Iacono, 2001; Forness, Kavale, &
San Miguel, 1998; Jensen, Martin, & Cantwell, 1997: Jensen,
Shertvette, Zenakis, & Ritchers, 1993). National data on
children who receive special education confirm this co-
‘morbidity with other identified disabilities. Among parents of
children age 6-13 years who have an emotional disturbance.

65 percent report their children also have ADHD. Parents of
28 percent of children with learning disabilities report their

children also have ADHD (Wagner & Blackorby, 2002).
When selecting and implementing successful instructional
strategies and practices, it is imperative o understand the
characteristics of the child, including those pertaining fo
disabilities or diagnoses. This knowledge will be useful in the
evaluation and implementation of successful practices, which
are ofien the same practices that benefit students without
ADHD.

Teachers who are successful in educating children with ADHD
An Overall Strategy for use a three-pronged strategy. They begin by identifying the
the Successful unique needs of the child. For example. the teacher determines
Instruction of Children how, when, and why the child is inattentive, impulsive, and
With ADHD hyperactive. The teacher then selects different educational
practices associated with academic instruction, behavioral
interventions. and classroom accommodations that are
appropriate to meet that child’s needs. Finally, the teacher
combines these practices into an individualized educational
program (IEP) or other individualized plan and integrates this
program with educational activities provided to other children
in the class. The three-pronged strategy, in summary, is as
follows.

+ Evaluate the child’s individual needs and strengths.
Assess the unique educational needs and strengths of a child
with ADHD in the class. Working with a multidisciplinary
team and the child's parents, consider both academic and
behavioral needs, using formal diagnostic assessments and
informal classroom observations. Assessments, such as
learning style inventories, can be used to determine

Teaching Children With Attention Deficit Hyperactivity Disorder: Instructional Strategies and Practices 3
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existing abilities. The settings and contexts in which
challenging behaviors oceur should be considered in the
evaluation.

+ Select appropriate instructional practices. Determine
which instructional practices will meet the academic and
behavioral needs identified for the child. Select practices
that fit the content, are age appropriate, and gain the
attention of the child

+ For children receiving special education services,
integrate appropriate practices within an IEP. In
consultation with other educators and parents, an IEP should
be ereated to reflect annual goals and the special education-
related services, along with supplementary aids and services
necessary for attaining those goals. Plan how to integrate the
educational activities provided to other children in your class
with those selected for the child with ADHD.

Because no two children with ADHD are alike, it is important to
keep in mind that no single educational program, practice, or
setting will be best for all children.

Successful programs for children with ADHD integrate the
How to Implement the followis

Strategy: Three

three components

Components of *  Academic Instruction:
Successful Programs
for Children With ADHD + Behavioral Interventions; and

*  Classroom Accommodations.

The remainder of this document describes how fo integrate a
program using these three components and provides suggestions
for practices that can help children with ADHD in a classroom
setting. It should be emphasized that many of the techniques
suggested have the additional benefit of enhancing the learning
of other children in the classroom who do nof have ADHD. In
addition, while they have been used most widely with children
at the elementary level, the following practices are uscful for
older students as well

i N The first major component of the most effective instruction for
Academic Instruction children with ADHD is effective academic instruction.
Teachers can help prepare their students with ADHD to
achieve by applying the principles of effective teaching when
they introduce, conduct, and conclude each lesson. The
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instructional process in general (across subject areas):
strategies for specific subject areas appear in the subsequent
subsection “Individualizing Instructional Practices

Students with ADHD learn best with a carefully structured
Introducing Lessons academic lesson—one where the teacher explains what he or she
wants children to learn in the current lesson and places these
skills and knowledge in the context of previous lessons.
Effective teachers preview their expectations about what
students will learn and how they should behave during the
lesson. A number of teaching-related practices have been found
especially useful in facilitating this process

+ Provide an advance organizer. Prepare students for the
day’s lesson by quickly summarizing the order of various
activiies planned. Explain, for example, that a review of the
previous lesson will be followed by new information and
that both group and independent work will be expected.

+ Review previous lessons. Review information about
previous lessons on this topic. For example, remind children
that yesterday's lesson focused on learning how to regroup
in subtraction. Review several problems before describing
the current lesson.

+ Set learning expectations. State what students are expected fo
learn during the lesson. For example, explain fo students that a
language arts lesson will involve reading a story about Paul
Bunyan and identifying new vocabulary words in the story.

« Set behavioral expectations. Describe how students are
expected fo behave during the lesson. For example, tell
children that they may talk quietly fo their neighbors as they do
their seatwork o they may raise their hands fo get your
attention.

+ State needed materials. Identify all materials that the
children will need dusing the lesson, rather than leaving
them to figure out on their own the materials required. For
example, specify that children need their journals and
pencils for journal writing or their erayons, scissors, and
colored paper for an art project.

+ Esplain additional resources. Tell students how to obtain
help in mastering the lesson. For example, refer children to a
particular page in the textbook for guidance on completing a
worksheet.
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[image: image51.png]« Simplify instructions, choices, and scheduling. The
simpler the expectations communicated to an ADHD
student, the more likely it is that he or she will comprehend
and complete them in a timely and productive manner

) In order to conduct the most productive lessons for children
Conducting Lessons with ADHD, effective teachers periodically question children’s
understanding of the material, probe for correct answers before
calling on other students, and identify which students need
additional assistance. Teachers should keep in mind that
transitions from one lesson or class to another are particularly
difficult for students with ADHD. When they are prepared for
transitions, these children are more likely to respond and to stay
on task. The following set of strategies may assist teachers in
conducting effective lessons.

+ Be predictable. Structure and consistency are very important for
children with ADHD; many do not deal well with change.
Minimal rules and minimal choices are best for these children.
They need to understand clearly what is expected of them, as well
as the consequences for not adhering to expectations.

+ Support the student’s participation in the classroom.
Provide students with ADHD with private, disereet cues fo
stay on task and advance warning that they will be called
upon shortly. Avoid bringing attention fo differences
between ADHD students and their classmates. At all times
avoid the use of sarcasm and criticism.

+ Use audiovisual materials. Use a variety of audiovisual materials
to present academic lessons. For example, use an overhead
projector to demonstrate how to solve an addition problem
reqiring regrouping. The students can work on the problem at
their desks while you manipulate counters on the projector sereen.

+ Check student performance. Question individual students
to assess their mastery of the lesson. For example, you can
ask students doing seatwork (i.c.. lessons completed by
students at their desks in the classroom) to demenstrate how
they arrived at the answer fo a problem, or you can ask
individual students fo state, in their own words, how the
‘main character felt at the end of the story.

+ Ask probing questions. Probe for the correct answer after

allowing a child sufficient fime fo work out the answer to a
question. Count at least 15 seconds before giving the answer

& Teaching Children With Attention Deficit Hyperactivity Disorde





[image: image52.png]or calling on another student. Ask followup questions that
give children an opportunity to demonstrate what they know

+ Perform ongoing student evaluation. Identify students who
need additional assistance. Watch for signs of lack of
comprehension, such as daydreaming or visual or verbal
indications of frustration. Provide these children with extra
explanations, or ask another student fo serve as a peer futor
for the lesson.

+ Help students correct their own mistakes. Describe how
students can identify and correct their own mistakes. For
example, remind students that they should check their
calculations in math problems and reiterate how they can
check their calculations; remind students of particularly
difficult spelling rules and how students can watch out for
casy-to-make errors

+ Help students focus. Remind students to keep working and
to focus on their assigned task. For example, you can
provide follow-up directions or assign learning partners
These practices can be directed at individual children or at
the entire class

+ Follow-up directions. Effective teachers of children with
ADHD also guide them with follow-up directions

— Oral directions. After giving directions to the class as a
whole, provide additional oral directions for a child with
ADHD. For example, ask the child if he or she under-
stood the directions and repeat the directions together.

— Tvitien directions. Provide follow-up directions in writing
For example, write the page umber for an assignment on
the chalkboard and remind the child to look at the
chalkboard if he or she forgets the assignment

+ Lower noise level. Monitor the noise level in the classroom,
and provide corrective feedback, as needed. If the noise level
exceeds the level appropriate for the type of lesson, remind
all students—or individual students—about the behavioral
rules stated at the beginning of the lesson.

+ Divide work into smaller units. Break down assignments
into smaller, less complex tasks. For ecxample, allow students
to complete five math problems before presenting them with
the remaining five problems.
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[image: image53.png]- Highlight key points. Highlight key words in the instructions
on workshees o help the child with ADHD focus on the
directions. Prepare the worksheet before the lesson begins, or
underline key words as you and the child read the directions
together. When reading. show children how fo identify and
highlight a key sentence, or have them write it on a separate
picce of paper, before asking for a summary of the entire
book. In math, show children how to underline the important
facts and operations; in “Mary has two apples, and John has
three.” underline “two,” “and,” and “three

+ Eliminate or reduce frequency of imed tests. Tests that are
timed may not allow children with ADHD to demonstrate what
they truly know due to their potential preoccupation with
elapsed time. Allow students with ADHD more time to
complete quizzes and tests in order to climinate “test anxicty,
and provide them with other opportunities, methods, or test
formats to demonstrate their knowledge

+ Use cooperative learning strategies. Have students work
together in small groups fo maximize their own and cach
other’s learning. Use strategies such as Think-Pair-Share
where teachers ask students to think about a topic, pair with
a partner to discuss it, and share ideas with the group.
(Slavin, 2002)

+ Use assistive technology. All students, and those with ADHD
in particular, can benefit from the use of technology (such as
computers and projector sereens), which makes instruction
‘more visual and allows students to participate actively.

N Effective teachers conclude their lessons by providing advance
Concluding Lessons warning that the lesson is about to end, checking the completed
assignments of at least some of the students with ADHD, and

instructing students how to begin preparing for the next activity

+ Provide advance warnings. Provide advance warning that a
lesson is about to end. Announce 5 or 10 minutes before the
end of the lesson (particularly for seatwork and group
projects) how much time remains. You may also want o tell
students at the beginning of the lesson how much time they
will have to complete it

+  Check assignments. Check completed assignments for at
least some students. Review what they have learned during
the lesson to get a sense of how ready the class was for the
lesson and how to plan the next lesson.
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Practices

+ Preview the next lesson. Instruct sudents on how to begin
preparing for the next lesson. For example, inform children
that they need fo put away their textbooks and come to the
front of the room for a large-group spelling lesson.

In addition to the general strategics listed above for introducing,
conducing, and concluding their lessons, effective teachers of
students with ADHD also individualize their instructional practices in
accordance with different academic subjects and the needs of their
students within each area. This is because children with ADHD have
different ways of learning and retaining information, not all of which
involve traditional reading and listening. Effective teachers first
identify arcas in which each child requires exira assistance and then
use special strategies fo provide structured opportunities for the child
to review and master an academic lesson that was previously
presented fo the entire class. Strategies that may help facilitate this
goal include the following (grouped by subject area)

Language Arts and Reading Comprehension

To help children with ADHD who are poor readers improve
their reading comprehension skills, try the following
instructional practices:

« Silent reading time. Establish a fixed time each day for
silent reading (c.g.. D.E.A R .: Drop Everything and Read
and Sustained Silent Reading [Manzo & Zehr, 1998 and
Holt & O"Tuel, 1989])

+ Follow-along reading. Ask the child to read a story silently
while listening to other students or the teacher read the story
aloud to the entire class

+ Parter reading activities. Pair the child with ADHD with
another student partner who is a strong reader. The partners
take turns reading orally and listening to each other

+ Storyhoards. Ask the child to make storyboards that
illustrate the sequence of main events in a story

+ Storytelling. Schedule storytelling sessions where the child
can retell a story that he or she has read recently

+ Playacting. Schedule playacting sessions where the child
can role-play different characters in a favorite story.

+ Word bank. Keep a word bank or dictionary of new or
hard-to-read” sight-vocabulary words.





[image: image55.png]+ Board games for reading comprehension. Play board
games that provide practice with target reading:
comprehension skills or sight-vocabulary words.

+ Computer games for reading comprehension. Schedule
computer time for the child to have drill-and-practice with
sight vocabulary words.

+ Recorded books. These materials, available from many
libraries, can stimulate interest in traditional reading and can
be used to reinforce and complement reading lessons.

+  “Backup” materials for home use. Make available to students a
second set of books and materials that they can use at home.

+ Summary materials. Allow and encourage students fo use
published book summaries, synopses, and digests of major
reading assignments to review (ot replace) reading assignments.

Phonics

To help children with ADHD master rules of phonics, the
following are effective:

+ Mnemonics for phonics. Teach the child mnemonics that
provide reminders about hard-to-learn phonics rules (c.g.
“when two vowels go walking, the first does the talking”)
(Scruggs & Mastropieri, 2000).

+ Word families. Teach the child to recognize and read word
families that illustrate particular phonetic concepts (e.g
“ph” sounds, “at-bat-cat”).

+ Board games for phonics. Have students play board games.
such as bingo, that allow them to practice phonetically
irregular words

+ Computer games for phonics. Use a computer o provide
opportunities for students fo drill and practice with phonics
or grammar lessons

* Picture-letter charts. Use these for children who know
sounds but do not know the letters that go with them.

Writing

In composing stories or other writing assignments, children
with ADHD benefit from the following practices

+ Standards for writing assignments. Identify and teach the
child classroom standards for acceptable written work, such
as format and style.
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[image: image56.png]+ Recognizing parts of a story. Teach the student how to
describe the major parts of a story (e.g.. plot, main
characters, seting, conflict, and resolution). Use a
storyboard with parts listed for this purpose.

« Post office. Establish a post office in the classroom, and
provide students with opportunities fo write, mail, and
receive letters to and from their classmates and teacher.

+ Visualize compositions. Ask the child to close his or her
eyes and visualize a paragraph that the teacher reads aloud
Another variation of this technique is fo ask a student to
describe a recent event while the other students close their
eyes and visualize what is being said as a written paragraph.

+ Proofread compositions. Require that the child proofread
his or her work before furning in written assignments.
Provide the child with a list of items fo check when
proofreading his or her own work

+ Tape recorders. Ask the student to dictate writing
assignments into a tape recorder, as an alternative to writing
them.

+ Dictate writing assignments. Have the teacher or another
student write down a story told by a child with ADHD.

Spelling

To help children with ADHD who are poor spellers, the
following techniques have been found ta be helpful

+ Everyday examples of hard-to-spell words. Take
advantage of everyday events to teach difficult spelling

words in context. For example, ask a child eating a cheese
sandwich to spell “sandwich.”

+ Frequently used words. Assign spelling words that the
child routinely uses in his or her speech each day.

+ Dictionary of misspelled words. Ask the child fo keep a
personal dictionary of frequently misspelled words

+ Parter spelling activiies. Pair the child with another
student. Ask the partners to quiz each other on the spelling
of new words. Encourage both students to guess the correct
spelling
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[image: image57.png]+ Manipulatives. Use cutout letters or other manipulatives to
spell out hard-to-learn words,

+ Color-coded letters. Color code different letters in hard-to-spell
words (e.g.. “receipt”).

+ Movement activities. Combine movement activities with spelling
lessons (c.g.. jump rope while spelling words out loud).

+ Word banks. Use 3" x 5" index cards of frequently
‘misspelled words sorted alphabetically.

Handwriting

Students with ADHD who have difficulty with manuscript or
cursive writing may well benefit from their teacher's use of the
following instructional practices:

+ Individual chalkboards. Ask the child to practice copying
and erasing the target words on a small, individual
chalkboard. Two children can be paired to practice their
target words together

+ Quiet places for handwriting. Provide the child with a
special “quict place” (¢.g., a table outside the classroom) to
complete his or her handwriting assignments

+ Spacing words on a page. Teach the child to use his or her
finger to measure how much space to leave between each
word in a written assignment

+ Special writing paper. Ask the child to use special paper with
vertical lines to leam to space letters and words on a page.

+ Structured programs for handvwriting. Teach handwriting
skills through a structured program, such as Jan Olsen’s
Handwriting Without Tears program (Olsen, 2003)

Math Computation

Numerous individualized instructional practices can help
children with ADHD improve their basic computation skills.
The following are just a few

+ Patterns in math. Teach the student to recognize patterns
when adding, subtracting, multiplying, o dividing whole
numbers. (e.g.. the digits of numbers which are multiples of
9[18.27.36...]add up to 9).
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[image: image58.png]+ Partering for math activities. Pair a child with ADHD
with another student and provide opportunities for the
partners to quiz each other about basic computation skills

+ Mastery of math symbols. If children do not understand the
symbols used in math, they will not be able to do the work. For
instance, do they understand that the “plus™ in 1 + 3 means fo
add and that the “minus” in 5 ~ 3 means to take away?

+ Mnemonics for basic computation. Teach the child
mnemonics that describe basic steps in computing whole
numbers. For example, “Don't Miss Susic’s Boat” can be
used to help the student recall the basic steps in long
division (i.c., divide, multiply, subtract, and bring down)

+ Real-life examples of money skills. Provide the child with
real-life oppertunities to practice target money skills. For
example, ask the child to calculate his or her change when
paying for lunch in the school cafeteria, or set up a class
store where children can practice calculating change.

+ Color coding arithmetic symbols. Color code basic
arithmetic symbols, such as +, —, and =, to provide visual
cues for children when they are computing whole numbers.

+ Calculators to check basic computation. Ask the child to
use a caleulator to check addition, subtraction,
multiplication, or division

+ Board games for hasic computation. Ask the child to play
board games to practice adding, subtracting, multiplying.
and dividing whole numbers.

+ Computer games for basic computation. Schedule
computer time for the child to drill and practice basic
computations, using appropriate games.

+ “Magic minute” drills. Have students perform a quick (60-
second) drill every day to practice basic computation of
‘math facts, and have children track their own performance.

Solving Math Word Problems

To help children with ADHD improve their skill in solving
word problems in mathematics, try the following.

+ Reread the problem. Teach the child to read a word
problem nwo fimes before beginning to compute the answer

+ Clue words. Teach the child clue words that identify which
operation to use when solving word problems. For example,

Teaching Children With Attention Deficit Hyparactivity Disorder:
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[image: image59.png]words such as “sum,” “fotal,” or “all together” may indicate
an addition operation.

+ Guiding questions for word problems. Teach students to
ask guiding questions in solving word problems. For
example: What is the question asked in the problem? What
information do you need to figure out the answer? What
operation should you use to compute the answer?

+ Reallife examples of word problems. Ask the student to
create and solve word problems that provide practice with
specific target operations, such as addition, subtraction,
multiplication, or division. These problems can be based on
recent, real-life events in the child's life

+ Calculators to check word problems. Ask the student to
use a caleulator to check computations made in answering
assigned word problems

Use of Special Materials in Math

Some children with ADHD benefit from using special materials
to help them complete their math assignments, including.

+ Number lines. Provide number lines for the child to use
when computing whole mumbers.

+ Manipulatives. Use manipulatives to help students g
basic computation skills, such as counting poker chips when
adding single-digit mumbers.

+ Graph paper. Ask the child to use graph paper to help
organize columns when adding, subtracting, multiplying, or
dividing whole numbers

Many students with ADHD are easily distracted and have
difficulty focusing their attention on assigned tasks. However,
the following practices can help children with ADHD improve
their organization of homework and other daily assignments

Organizational and Study
skills Useful for Academic

Instruction of Children
‘With ADHD

+ Designate one teacher as the student’s advisor or
coordinator. This teacher will regularly review the student’s
progress through progress reports submitted by other
teachers and will act as the liaison between home and
school. Permit the student to meet with this advisor on a
regular basis (c.g., Monday morning) to plan and organize
for the week and to review progress and problems from the
past week
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[image: image60.png]+ Assignment notebooks. Provide the child with an assignment
notebook to help organize homework and other seatwork.

+ Color-coded folders. Provide the child with color-coded folders
to help organize assignments for different academic subjects (c.g.
reading, mathematics, social science, and science)

+ Work with a homework partner. Assign the child a partner
to help record homework and other seatwork in the
assignment notebook and file work sheets and other papers
in the proper folders.

+ Clean out desks and book bags. Ask the child to periodically
sort through and elean out his or her desk, book bag, and other
special places where written assignments afe stored.

+ Visual aids as reminders of subject material. Use banners,
charts, lists, pie graphs, and diagrams situated throughout
the classroom fo remind students of the subject material
being learned,

Assisting Students with ADHD with Time Management

Children with ADHD often have difficulty finishing their
assignments on time and can thus benefit from special materials
and practices that help them to improve their fime management
skills, including

+ Usea clock or wristwatch. Teach the child how to read and
use a clock or wristwatch to manage time when completing
assigned work.

+ Use a calendar. Teach the child how to read and use a
calendar to schedule assignments.

+ Practice sequencing activities. Provide the child with
supervised opportunities to break down a long assignment
into a sequence of short, interrelated activities.

+ Create a daily activity schedule. Tape a schedule of
planned daily activities to the child’s desk.

Helpful Study Skills for Students with ADHD

Children with ADHD often have difficulty in learning how to
study effectively on their own. The following strategies may
assist ADHD students in developing the study skills necessary
for academic success
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[image: image61.png]+ Adapt worksheets. Teach a child how to adapt instructional
worksheets. For example, help a child fold his or her reading
worksheet fo reveal only one question at a time. The child
can also use a blank picce of paper to cover the other
questions on the pag:

+ Venn diagrams. Teach a child how to use Venn diagrams to
help illustrate and organize key concepts in reading.
‘mathematics, or other academic subjects

+ Note-taking skills. Teach a child with ADHD how to take
notes when organizing key academic concepts that he or she
has leamed. perhaps with the use of a program such as Anifa
Archer's Skills for School Success (Archer & Gleason, 2002).

+ Checklist of frequent mistakes. Provide the child with a
checklist of mistakes that he or she frequently makes in
written assignments (c.g.. punctuation or capitalization
errors), mathematics (.g., addition or subtraction errors), or
other academic subjects. Teach the child how to use this list
when proofreading his or her work at home and school

+ Checklist of homework supplies. Provide the child with a
checklist that identifies categories of items needed for
homework assignments (e.g.. books, pencils, and homework
assignment sheets)

+ Uncluttered workspace. Teach a child with ADHD how to
prepare an uncluttered workspace to complete assignments. For
example, instruct the child to clear away unnecessary books or
other materials before beginning his o her seatwork

+ Monitor homevwork assignments. Keep track of how well your
students with ADHD complete their assigned homework.
Discuss and resolve with them and their parents any problems in
completing these assignments. For example, evaluate the
difficulty of the assignments and how long the children spend on
their homework each night. Keep in mind that the guality. ather
than the quantity, of homework assigned is the most important
issue. While doing homework is an important part of developing
study skills, it should be sed to reinforce skills and to teview
‘material leamed in class, rather than to present, in advance, large
amounts of material that is new to the sfudent.

) ] The second major component of effective instruction for
Behavioral Interventions children with ADHD involves the use of belavioral

interventions. Exhibiting behavior that resembles that of
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[image: image62.png]ounger children, children with ADHD often act immaturely
and have difficulty learning how to control their impulsiveness
and hyperactivity. They may have problems forming friendships
with other children in the class and may have difficulty thinking
through the social consequences of their actions.

The purpose of behavioral interventions is fo assist students in
displaying the behaviors that are most conducive fo their own
learning and that of classmates. Well-managed classrooms
prevent many disciplinary problems and provide an environment
that is most favorable for learning. When a teacher’s time must
be spent inferacting with students whose behaviors are not
focused on the lesson being presented, less fime is available for
assisting other students. Behavioral interventions should be
viewed as an opportunity for teaching in the most effective and
efficient manner, rather than as an opportunity for punishment

Effective teachers use a number of behavioral intervention
techniques to help students learn how to control thei behavior.
Perhaps the most important and effective of these is verbal
reinforcement of appropriate behavior. The most common form
of verbal reinforcement is praise given fo a student when he or
she begins and completes an activity or exhibits a particular
desired behavior. Simple phrases such as “good job” encourage
a child to act appropriately. Effective teachers praise children
with ADHD frequently and look for a behavior fo praise before
and not afier, a child gets off task. The following strat
provide some guidance regarding the use of praise:

Effective Behavioral

Intervention Techniques

+ Define the appropriate behavior while giving pr:
Praise should be specific for the positive behavior displayed
by the student: The comments should focus on what the
student did right and should include exactly what part(s) of
the student’s behavior was desirable. Rather than praising a
student for not disturbing the class, for example, a teacher
should praise him or her for quictly completing a math
lesson on time.

* Give praise immediately. The sooner that approval is given
regarding appropriate behavior, the more likely the student
will repeat it

+ Vary the statements given as praise. The comments used
by teachers to praise appropriate behavior should vary; when
students hear the same praise statement repeated over and
over, it may lose its value,
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[image: image63.png]+ Be consistent and sincere with praise. Appropriate behavior
should receive consistent praise. Consistency among feachers
with respect to desired behavior is important in order to avoid
confusion on the part of students with ADHD. Similarly,
students will notice when teachers give insincere praise, and
this insincerity will make praise less effective.

Itis important to keep in mind that the most effective teachers
focus their behavioral intervention strategies on praise rather than
on punishment. Negative consequences may temporarily change
behavior, but they rarely change attitudes and may actually
increase the frequency and intensity of inappropriate behavior by
rewarding misbehaving students with attention. Moreover,
‘punishment may only teach children what no to do; it does not
provide children with the skills that they need to do what is
expected. Positive reinforcement produces the changes in aftitudes
that will shape a student’s behavior over the long ferm

In addition to verbal reinforcement, the following set of
generalized behavioral intervention techniques has proven
helpful with students with ADHD as well

+ Selectively ignore inappropriate behavior. It is sometimes
helpful for teachers to selectively ignore inappropriate behavior.
This technique is particularly useful when the behavior is
unintentional or unlikely to recur or is intended solely to gain the
attention of teachers or classmates without disrupting the
classroom or interfering with the learning of others.

+ Remove nuisance items. Teachers often find that certain
objects (such as rubber bands and toys) distract the attention
of students with ADHD in the classroom. The removal of
nuisance items is generally most effective after the student
has been given the choice of puiting it away immediately
and then fails to o so.

+ Provide calming manipulatives. While some toys and ofher
objects can be distracting for both the students with ADHD and
peers in the classroom, some children with ADHD can benefit
from having access to abjects that can be manipulated quietly.
Manipulatives may help children gain some needed sensory
input while still attending to the lesson.

+ Allow for “escape valve” outlets. Permitting students with
ADHD to leave class for a moment, perhaps on an crrand
(such as returning a book to the library). can be an effective
means of settling them down and allowing them to refurn fo
the room ready to concentrate.

48 Teaching Children With Attention Deficit Hyperactivity Disorder: Instructional Strategies and Practices




[image: image64.png]+ Activity reinforcement. Students receive activity
reinforcement when they are encouraged to perform a less
desirable behavior before a preferred one.

+ Hurdle helping. Teachers can offer encouragement, support,
and assistance to prevent students from becoming frustrated with
an assignment. This help can take many forms, from enlisting a
peer for support fo supplying additional materials or
information.

+ Parent conferences. Parents have a critical role in the
education of students, and this axiom may be particularly
true for those with ADHD. As such, parents must be
included as partners in planning for the student’s suceess.
Partnering with parents entails including parental input in
behavioral intervention sirategies, maintaining frequent
communication between parents and teachers, and
collaborating in monitoring the student’s progress.

+ Peer mediation. Members of a student’s peer group can
positively impact the behavior of students with ADHD
Many schools now have formalized peer mediation
programs, in which students receive training in order fo
‘manage disputes involving their classmates.

Effective teachers also use behavioral prompts with their
students. These prompts help remind students about
expectations for their learning and behavior in the classroom
Three, which may be particularly helpful, are the following

+ Visual cues. Establish simple, nonintrusive visual cues to
remind the child to remain on task. For cxample, you can
point at the child while looking him or her in the eye, or you
can hold out your hand, palm down, near the child

+ Proximity control. When talking to a child, move to where
the child is standing or sifting. Your physical proximity to
the child will help the child to focus and pay attention fo
what you are saying

+ Hand gestures. Use hand signals to communicate privately
with a child with ADHD. For example, ask the child to raise
his or her hand every time you ask a question. A closed fist
can signal that the child knows the answer: an open palm can
signal that he or she does not know the answer. You would
call on the child to answer only when he or she makes a fist.
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designed to help students learn how to manage their own
behavior

+ Social skills classes. Teach children with ADHD appropriate
social skills using a structured class. For example, you can
ask the children to role-play and model different solutions to
common social problems. It s critical to provide for the
generalization of these skills, including structured
opportunities for the children to use the social skills that they
learn. Offering such classes, o experiences, to the general
school population can positively affect the school climate.

+ Problem solving sessions. Discuss how fo resolve social
conflicts. Conduct impromptu discussions with one student
or with a small group of students where the conflict arises
In this sefting, ask two children who are arguing about a
game fo discuss how to settle their differences. Encourage
the children to resolve their problem by talking to each other
in a supervised sefting

For many children with ADHD, funcrional behavioral
assessments and positive behavioral interventions and supports,
including behavioral contracts and management plans, tangible
rewards, of token economy systems, are helpful in teaching
them how to manage their own behavior. Because students’
individual needs are different, it is important for teachers, along
with the family and other involved professionals, to evaluate
whether these practices are appropriate for their classrooms.
Examples of these techniques, along with steps to follow when
using them, include the following

+ Functional Behavioral Assessment (FBA). FBA isa
systematic process for describing problem behavior and
identifying the environmental factors and surrounding events
associated with problem behavior. The team that works
closely with the child exhibiting problem behavior (1)
observes the behavior and identifies and defines its
problematic characteristics, (2) identifies which actions or
events precede and follow the behavior, and (3) determines
how often the behavior occurs. The results of the FBA
should be used to develop an effective and efficient
intervention and support plan. (Gable, et al., 1997)

+  Positive Behavioral Interventions and Supports (PBIS).
This method is an application of a behaviorally based
systems approach that is grounded in rescarch regarding
behavior in the context of the setfings in which if occurs.
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[image: image66.png]Using this method, schools, families, and communities work
to design effective environments to improve behavior. The
goal of PBIS is to eliminate problem behavior. to replace it
with more appropriate behavior, and to increase a person’s
skills and opportunities for an enhanced quality of life
(Todd, Horner, Sugai, & Sprague, 1999)

+ Behavioral contracts and management plans. Identify
specific academic or behavioral goals for the child with
ADHD, along with behavior that needs to change and
strategies for responding to inappropriate behavior. Work
with the child to cooperatively identify appropriate goals
such as completing homework assignments on time and
obeying safety rules on the school playground. Take the
time to ensure that the child agrees that his or her goals are
important to master. Behavioral contracts and management
plans are typically used with individual children, as
opposed fo entire classes, and should be prepared with
input from parents.

+ Tangible rewards. Use tangible rewards to reinforce
appropriate behavior. These rewards can include stickers,
such as “happy faces” or sports feam emblems, or privileges
such as extra time on the computer or lunch with the teacher.
Children should be involved in the selection of the reward. If
children are invested in the reward, they are more likely to
work for it

+ Token economy systems. Use token cconomy systems to
‘motivate a child to achieve a goal identified in a behavioral
contract (Barkley, 1990). For example, a child can carn
points for cach homework assignment completed on time.
In some cases, students also lose points for each homework
assignment not completed on time. After carning a
specified number of points, the student receives a tangible
reward, such as extra time on a computer or a “free” period
on Friday afternoon. Token economy systems are often
used for entire classrooms, as opposed o solely for
individual students.

+ Self-management systems. Train students to monitor and
evaluate their own behavior without constant feedback from
the teacher. In a typical self-management system, the teacher
identifies behaviors that will be managed by a student and
provides a written rating scale that includes the performance
criteria for each rating. The teacher and student separately
rate student behavior during an activity and compare ratings.
The student carns points if the ratings match or are within
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point apart; points are exchanged for privileges. With time
the teacher involvement is removed, and the student
becomes respensible for self-monitoring (DuPaul & Stoner
as cited in Shinn, Walker, & Stoner, 2002)

The third component of a strategy for effectively educating

Classroom children with ADHD involves physical classroom
Accommodations accommodations. Children with ADHD often have difficulty
adjusting to the structured environment of a classroom.
determining what is important, and focusing on their assigned
work. They are casily distracted by other children or by nearby
activities in the classroom. As a result, many children with
ADHD benefit from accommodations that reduce distractions
in the classroom environment and help them o stay on task
and learn. Certain accommodations within the physical and
learning environments of the classroom can benefit children
with ADHD.

N ) One of the most common accommodations that can be made to
Special Classroom Seating the physical environment of the classroom involves
Arrangements for determining where a child with ADHD will sit. Three special
/ADHD Students seating assignments may be especially useful

+ Seat the child near the teacher. Assign the child a seat near
your desk or the front of the room. This seating assignment
provides opportunitics for you to monitor and reinforce the
child's on-task behavior

+ Seat the child near a student role model. Assign the child
a seat near a student role model. This seat arrangement
provides opportunity for children to werk cooperatively and
to learn from their peers in the class.

+ Provide low-distraction work areas. As space permits.
teachers should make available a quiet, distraction-free room
or area for quiet study time and test taking. Students should
be direeted to this room or area privately and discreetly in
order to avoid the appearance of punishment.

Skilled teachers use special instructional tools to modify the
2 classroom learning environment and accommodate the special
Physical Learning needs of their students with ADHD. They also monitor the
Environment physical environment, keeping in mind the needs of these
children. The following tools and techniques may be helpful

Instructional Tools and the

« Pointers. Teach the child to use a pointer to help visually
track written words on a page. For example, provide the
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students are taking turns reading aloud

+ Egg timers. Note for the children the time at which the
lesson is starting and the time at which it will conelude. Set
a timer to indicate to children how much fime remains in the
lesson and place the timer at the front of the classroom; the
children can check the timer to see how much time remains.
Interim prompts can be used as well. For instance, children
can monitor their own progress during a 30-minute lesson if
the timer is set for 10 minutes three times.

+ Classroom lights. Turning the classroom lights on and off
prompts children that the noise level in the room is oo high
and they should be quiet. This practice can also be used fo
signal that it is time to begin preparing for the next lesson.

+ Music. Play music on a tape recorder or chords on a piano fo
prompt children that they are too noisy. In addition, playing
different types of music on a tape recorder communicates fo
children what level of activity is appropriate for a particular
lesson. For example, play quiet classical music for quiet
activities done independently and jazz for active group
activities

+ Proper use of furniture. The desk and chair used by
children with ADHD need to be the right size: if they are
not, the child will be more inclined to squirm and fidget. A
general rule of thumb is that a child should be able to put his
or her elbows on the surface of the desk and have his or her
chin fit comfortably in the palm of the hand.

This guide has outlined a series of instructional strategies that
have proven to be successful in educating children with
ADHD. However, it should be emphasized again that these
techniques are also highly useful for al/ children. The three
‘main components of a successful strategy for educating
children with ADHD are academic instruction, behavioral
interventions, and classroom accommodations. By
incorporating techniques from these three areas info their
everyday instructional and classroom management practices.
teachers will be empowered to improve both the academic
performance and the behavior of their students with ADHD. In
doing so, teachers will create an enhanced learnis
environment for all students.

This guide is the second in a series of three publications that
address issues related o the instruction of children with
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listed on the Office of Special Education and Rehabilifative
Services/Office of Special Education Programs Web site
(hitp://www.ed.gov/about/ offices list/osers/osep/index hml)
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Maryland School Mental Health Alliance*

Attention-Deficit/Hyperactivity Disorder (ADHD) in Children and Adolescents

Information for Teachers and School Staff

Definition
Attention-deficit/hyperactivity disorder (ADHD) is characterized by developmentally inappropriate levels of:

· Inattention (trouble focusing, getting distracted, trouble sustaining attention, making careless mistakes, losing things, trouble following through on things, poor organization, doesn’t seem to be listening)

· Impulsivity (acting without thinking, interrupting, intruding, talking excessively, difficulty waiting for turns)

· Hyperactivity (trouble sitting still, fidgeting, feeling restless, difficulty engaging in quiet activities)

ADHD is a neurobiological disorder that affects 3 to 7 percent of school-age children. Until relatively recently, it was believed that children outgrew ADHD in adolescence as hyperactivity often diminishes during the teen years. However, it is now known that ADHD nearly always persists from childhood through adolescence and that many symptoms continue into adulthood. In fact, current research reflects rates of roughly 2 to 4 percent among adults.
There are three types of ADHD:

· ADHD Combined Type (trouble with inattention, hyperactivity and impulsivity)

· “Classic ADHD”

· ADHD Predominately Inattentive Type (trouble with attention, sluggish)

· Most common type, often picked up later than the other types

· ADHD Predominately Hyperactive Impulsive Type (trouble with impulsivity and hyperactivity)

· Occurs more often in younger children
Why do we care?
Given the high prevalence of ADHD, most classrooms will have at least one child or adolescent with ADHD.  Although individuals with this disorder can be very successful in life, without proper identification and treatment, ADHD may have serious consequences, including school failure, family stress and disruption, depression, problems with relationships, substance abuse, delinquency, risk for accidental injuries and job failure. Additionally, at least 2/3 of individuals with ADHD have another co-existing condition, such as learning problems, anxiety or behavior problems.  Early identification and treatment are extremely important. Teachers are often the first to notice the symptoms of ADHD.
What can we do about it?
· Refer the child or adolescent for an evaluation if ADHD is suspected.

· There are several types of professionals who can diagnose ADHD, including school psychologists, clinical psychologists, clinical social workers, nurse practitioners, neurologists, psychiatrists and pediatricians.
· Once diagnosed, ADHD in children often requires a comprehensive approach to treatment called "multimodal" and includes:
· Parent and child education about diagnosis and treatment 
· Behavior management techniques 
· Medication 
· School programming and supports
· Specific classroom strategies include:
· Set up a school-home note system

· Be consistent

· Use praise and rewards frequently

· Use at least five times as many praises as negative comments
· Ignore mild inappropriate behaviors that are not reinforced by peer attention
· Use commands/reprimands to cue positive comments for children who are behaving appropriately — that is, find children who can be praised each time a reprimand or command is given to a child who is misbehaving
· Allow frequent movement breaks

· Use multimodal teaching tools

· Use active tasks for learning

· Appropriate commands and reprimands

· Use clear, specific commands

· Give private reprimands at the child’s desk as much as possible
· Reprimands should be brief, clear, neutral in tone, and as immediate as possible 
· Identify a peer buddy to help with organizational tasks

· Give the student a separate, quiet place to take tests

· Allow inattentive students extra time on tests

· Break large tasks down into smaller tasks

· Mix high-interest and low-interest tasks/topics

Key Resources/Links 

8. National Resource Center on AD/HD: A Program of CHADD, funded through a cooperative agreement with the Centers for Disease Control and Prevention. http://www.help4adhd.org/index.cfm
9. Identifying and Treating Attention-Deficit/Hyperactivity Disorder: A Resource for School and Home  http://www.ed.gov/teachers/needs/speced/adhd/adhd-resource-pt1.pdf
This U.S. Department of Education resource guide is designed for families and educators and provides information on the identification of AD/HD and educational services for children with AD/HD. 

10. Center for Children and Families, University of Buffalo Free downloadable forms and resources for parents, teachers, and clinicians working with students with ADHD. http://128.205.76.10/download.html
11. How to Reach and Teach ADD/ADHD Children: Practical Techniques, Strategies, and Interventions for Helping Children with Attention Problems and Hyperactivity
by Sandra F. Rief, Center for Applied Research in Education (West Nyack, NY, 1993), 240 pages http://www.wiley.com/WileyCDA/WileyTitle/productCd-0787972959.html
Summary: This book presents strategies for teaching students with AD/HD particular skills, such as organization and study skills, language arts, math, and written language. It also offers guidelines for classroom management, communicating with parents, and dealing with behavioral problems. The author devotes several chapters to kindergarten, middle school, and junior high students. 

12. Teaching Teens with ADD and ADHD by Chris Zeigler Dendy, Woodbine House (Bethesda, MD, 2000), 352 pages
Summary: This book, written for teachers and parents, provides summaries of over 70 topics related to teens with ADHD in a school setting. It covers medication, academics, communication skills, behavioral problems, and social interactions.

13. All about ADHD: The Complete Practical Guide for Classroom Teachers by Linda J. Pfiffner, Scholastic (New York, NY, 1996), 173 pages

http://www.woodbinehouse.com/main.asp_Q_product_id_E_1-890627-20-8_A_.asp
Summary: This book is intended to help teachers prepare for students with AD/HD. It discusses the parallel teaching model, which is a method for teaching students with AD/HD that interweaves techniques for increasing learning readiness and behavior management into the teaching process. The book also discusses individualized behavior problems, how to create good parent/teacher partnerships, and how to evaluate whether the program is working. 

14. Attention without Tension: A Teacher's Handbook on Attention Disorders (ADHD and ADD) by Edna D. Copeland and Valerie L. Love, Specialty Press (Plantation, FL, 1995), 175 pages http://addwarehouse.com/shopsite_sc/store/html/product84.html
Summary: This teacher's handbook provides an overview of attention disorders along with classroom strategies. One of the most significant features of this handbook is its comprehensive appendix of forms. The forms are organized by topics such as identification and goal setting, medication, and classroom management and organization. 

15. Study Strategies Made Easy: A Practical Plan for School Success by Leslie Davis and Sandi Sirotowitz, Specialty Press (Plantation, FL, 1996), 159 pages

http://addwarehouse.com/shopsite_sc/store/html/product285.html
Summary: This manual is designed to assist students in developing successful study techniques. The book covers numerous strategies such as organization, learning styles, communication, reading comprehension, note-taking, test-taking, and more. It is filled with examples, techniques, checklists, and other resources students will find useful. 

16. ADHD in the Schools: Assessment and Intervention Strategies by George J. DuPaul and Gary Stoner, Guilford Press (New York, NY, 2003), 330 pages

http://www.guilford.com/cgi-bin/cartscript.cgi?page=pr/dupaul.htm&dir=pp/adhdr&cart_id=356952.10144
Summary: This updated version of the book focuses on how to identify and assess students who may have ADHD, to develop classroom-based programs and interventions, and to communicate with physicians and other healthcare professionals about stimulant medication. The new edition reflects updated findings in the study of ADHD while concentrating on school-based support systems and assistance. 

*Developed by the Center for School Mental Health Analysis and Action (http://csmha.umaryland.edu) in collaboration with the Maryland School Mental Health Alliance (http://www.msmha.org).

Maryland School Mental Health Alliance*

Daily Behavior Report Cards:  Useful Tools for Monitoring

and Changing Classroom Behavior

Information for Teachers

Teachers are routinely asked to work with students exhibiting a wide range of behavior problems, which often interfere with academic success and create stressful classroom environments.  While there are general classroom techniques that can help mitigate problem behaviors (see the “Managing Classroom Behavior” handout below), one of the most effective tools for improving behavior is known as the “Daily School Behavior Report Card.”  This report allows you and the child’s parents to work together to monitor and change problematic behavior.

What is the Daily Behavior Report Card?
It is a quick, easy-to-use, cost-effective way of managing children’s behavior and of communicating with parents about their children’s conduct at school on a daily basis.  The card can be adapted to serve a variety of purposes, from helping you to develop behavioral goals, to monitoring student progress, to determining whether interventions (at school and home) are working to improve a student’s behavior.

How Does it Work?
· Decide what specific behavior(s) you want to target.  You can chose to focus on either positive behaviors that you want to increase (which is recommended), or negative behaviors that you want to eliminate;

· The report card is most helpful for students who struggle with common behavior challenges, such as following classroom rules, interacting appropriately with peers, staying focused, and being respectful.  It is less helpful if a student only occasionally acts out in the classroom, or if the student’s behavior is dangerous (in which case more immediate interventions may be called for). 

· Decide who will rate the behaviors (yourself, the student, other school staff), and how often they will be rated;

· Design the rating scale and card;

· Decide if you will use consequences (positive and/or negative), who will be responsible for administering the consequences (you, the parent, other school staff), and what the criteria will be;  

· Depending on the motivation and reliability of the parents, consequences (such as classroom or home privileges, material rewards, special time, etc.) can be administered by the parent or guardian, or by you or another school staff member;

· Decide how you will use the information obtained, and how you will evaluate whether or not your interventions are working;

· Take into account the age and developmental level of the child.  Older children can often be engaged to monitor themselves (rate their own behavior), and might respond to longer-term consequences (accumulate points toward a desired goal), whereas younger children may need more teacher monitoring and more immediate, concrete rewards.

What Does it Look Like?

See the examples below:

 For other ideas regarding multiple uses and designs, see the following resources:

· How to Establish a Daily Report Card: http://128.205.76.10/DRCPacket.pdf.

· Creating a Daily Report Card for the Home: http://128.205.76.10/HomeDRCpic.pdf
· Intervention Central:  www.interventioncentral.org
· The Behavior Reporter: Create Daily and Weekly Behavior Report Cards Online: http://www.jimwrightonline.com/php/tbrc/tbrc.php
· Barkley, R. S. (1997).  Improving School Behavior from Home:  The Daily School Behavior Report Card.  Defiant Children:  A Clinician’s Manual for Assessment and Parent Training.  The Guilford Press:  NY, NY:  http://www.guilford.com/cgi-bin/cartscript.cgi?page=pr/barkley4.htm&dir=pp/adhdr&cart_id=612626.1138
· Chafouleas, S. M., Riley-Tillman, T. C., and McDougal, J. L. (2004).  Daily Behavior Report Cards (DBRCs):  Useful Tools for Monitoring and Changing Classroom Behavior.  Helping Children at Home and School II: Handouts for Families and Educators.   National Association of School Psychologists:  http://www.nasponline.org/bestsellers/HCHS%20front%20matter.pdf
· Hawken, L. S. and Horner, R. H. (2003).  Evaluation of a Targeted Intervention Within a Schoolwide System of Behavior Support.  Journal of Behavior Education, 12(3), 225-240.
*Developed by the Center for School Mental Health Analysis and Action (http://csmha.umaryland.edu) in collaboration with the Maryland School Mental Health Alliance (http://www.msmha.org).
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WHAT PARENTS AND TEACHERS SHOULD KNOW ABOUT ADHD

Attenton-gefict nypsractivty disorder (ADHD) is defined a5 a patter of behaviors in which a cil shows, usually before the age of 7,
developmental inapproprat level of inatenton, mpuisiviy, o yperactity. 11 the most common menal healtprotlem of chihoo, afecing
3% 10 5% of the popuiation, and i considerably More ComMon i boys than in girs. The behaviorofchidren with ADHD ofie fesuls n serous
disturbances in ther relatonships with parens, teachers, peers, and siings, a5 Well a5 academic problems. The symgloms and crera for a
diagrosis of ADHD from the Diagnostic and Statstcal Manual of The American Pychiatic Associatin are cescribed below. A il must show
Symptoms that cause prodlems and are present {0 agreater degree than other same age chicren.

Symptoms of Inattention Symptoms of Hyperactivity
il 0 gie cose aflenton o deals o makes careless misakes  Tget ilhhands o feet o squims inseat
- has dffculy sustaning aienionnfaks orpay acties + leates seat i Classoom o noier iatons inwich
- does ot seem o fsien when spoken (o decty emaning seated s expecied
 does ot follw trough on nstucions and s o i fasks - runs or cimbs excessivelyvhen s inapgropriate
(not e t opposiiona behavoro alure o undersand nsiucions) (nadolescents, may b felngsof estesness)
-+ bas difculs organizig asks and aclives - has difculy playig or engaging i lfsure acivies
 avoidsorcisiesfask that requie susaine merial efort qily
(such a5 schaohuork or omework) - i lvays"onthe go"or acs s  “rven by a mator”
- lses hingsnecessary fo tasks or acites (e, (oys, books) - often talks excessivly
-+ i easiy citacted
+ i forgetul n lly actvies Symptoms of Impulsivity:

- blrt out ansers beore questions have been complted
- has difculy awaiing um
+ intermups or infudes on lhes (e, buts o
conversatons or games)
To receive a diagnosis of ADHD, a person must:
" Havesixor more symplomsof gher inatention (sted above o e Ie) ot yperactivtyfmpulsiiy ised above on th righ)
+ Symploms must have persiied for at east sx months and must be prese [0 a degree tha creaes probiems and is nconsisten: win
developmental vel
-+ Atleastsome symploms tat caused impairment hat s, problems at home or schao)were resent befor the age of even
+ Some symploms b present nat east o difeent Setings (2.9, home, scho),and here must e cirically signcant impaimentin socialor
academc urcioning athome o school

There are three different subtypes of ADHD, these are:

‘Comtined Type: 6 symploms present fom each of the st (eft and right) above:

Predominantl Inatenive: 6 Symploms present that are Fsted above on the lft

Predominantly Hyperacive-Impulsive: 6 symploms present hat are stes a00ve on the right
Chicren 6o ot hae 10 have all of these symploms, ror 60 they have to show sympioms in al setings for a dlagnoss fo be made. For example,
most chilcren with ADHD can pay attenton in sitiations in which they are very interested (e g, a favorie elevision show), o i a one-to-one sefing
Such as a tesing session wih a psychoogist. Since all chidren Sometmes show Some of these behavirs Some of the tme, i 1 IMportant tht te
behaviors be present to an extreme degree compared to other cilren of th same age and that tney be Causing Sgniicant cisrution 1 the chid,
i or her famiy, peers, o ciassro0m before the chi s diagnosed as ADHD. Diagnosis s a Complex process that cannot be based on & single Vst
1o the doctor. Instead, nformation must be Gathered fom parents and teachers, and from observations of the chil in natural setings. When
information from parents and teachers corficts, more weight is usually given 1o teachers because they are usually more famifar with normal
behauor for an age group.

I asiton to the defning characterstics isted above, children with ADHD often extibit other problems including defant and noncomplant behavior
toward adults, verbal and physical aggression towards peers and silings, low sef esteem (partcuiary i adolescents), and leaming disabiities
Also, family protlems often accompany ADHD, incing martal problems, acobol problems (especaly n fathers) and stress and depression
(especially n motners). Therefore, these parentalproblems need 10 be assessed and reated 2ong with the chien's prodlems.




[image: image74.png]The following additional facts about ADHD are important for parents to knor
+There i no test for ADHD. To make a diagrosis, information regarcing the benavirs sted above Must be gathered from parents and teachers.
Stangarcizen raing scales and interviews should be used.

+Diagnoss s not as important a5 a good assessmentof the problems that & chi s having in dally Ife functoning and what can be dore to Improve
the problems.

+The cause of ADHD is unknow. Most pofessonals believe that the Cause is based i the bran, but the exact nature of the Cause is unclear. 115
Kaoun that et s not a cause of ADHD. Nether arficial subsiances in foods nor sugar cause ADHD, and puting a chld with ADHD on a special
et will nt solve s of her prodle

*Most chidren do not outgrow ADHD. More than two-irds of chiren with ADHD continte fo display serous problems in adolescence and
aclihood, and often ther protiems worsen. ADHD acolescents are at increased isk for school faiure and dropout, possible substance or aicohol
atuse, and deinguency. ADHD aduls often have Gificulties njob performance, coping Wit siess, reatonships wih other people, substance and
alconol abuse, and criminal behavior. Parents should be wary of advice o Walt and se f thei i OWGIONS the prodlem; waing rarely heps.

+Effectve evaluation and wreatment of ADHD involves the cooperaton of the chid's parents, physican, school personel, and mental health
professionals such as psychologists and psychiatrsts.

«Appropriate, early, ntensive, and longtem treatment is needed to deal effectively with ADHD.  ADHD is a chronic problem and it needs chroric
ireaiment that changes form over ime and n iferent setings but does ot stop.

+Many treatments, athough widely used, are not efective with ADHD. Tracitional, one-to-oe therapy, play terapy, or cogniive therapy done in a
therapits offce does ot work for chikdren with ADHD. Neiter chropractcs, biofeedback (neural therapy), aleray reaments, diets or cetary
supplements, prceptual or motor raining, sensory nfegraton raining, or restments for alance help chiliren wit ADHD.

I contrast o these approaches, Comprenensive treatment, implemented in the chi's home and School environments and n Setings n which the
i nteracts with peers, s most effecive. Behavir therapyModifcaton, n which parents and teachers are taugnt how o work with the chiren,
s the most widely recommended and effective, nonmedical, shor-erm treatment for ADHD. Behavior modification ncludes

 establishing specic dal goals for the chi,

~ establishing and consistenty erforcig Clear rues,

+giing ciear and approprate commands,

«prasing chiren for desited behaviors and ignoring negative behaviors that can b gnores,

+Using rewards (for exampl, poins) o encourage good behaviors,

+using approprite, nonphys cal punishmen's (or exampl, time ou) o discourage bad behaviors, and

+using a Daily Report Car 10 motivate the child and aciitate communication between school and home.
It usually takes 8 to 12 clrical of nservice Sessirs for parents and teachers (0 leam these techniques. Treatment for peer Gificutes volves
working cirecly with the chi, must be conduicted in a natural seting such a5 @ School o SUMMer CamplSuMMer realment program, and fequires
intensive and long-term involvement.

«For many chiliren with ADHD, the combination of beravior modfication and medication is the most efective treatment,  Behavor modiication
Snoul be used at home, at schoo, and with peers. Ifthese reaiments are not enough, medication shouis then be evaluated o ctermine whether t
a0k 0 the effectveness of the oiher treatments. One tig acvaniage of combining mecication with benavior mociicaton is that  chids medicaton
dose can usually be reduced.

“Medicaton wih a psychostmuant rug, such @ methyighenidate (Ritalin, Concerta, Metadate-CD), amphetanine (Adderal, Adderal-XR,
Dexedrine), or pemolne (Cyier) can be an effectve short{em reaiment for ADHD, especialy when combined wih behavior therapy. Other
medication for ADHD cary considerably greater risks than these three orugs and shoud be used only as reatments of st resort._Medicaton
alone is not an eflectve long-term reatment; hat i, t does ot decrease a chids isk for the b outcomes of adolescence and aduthood noted
above. Thersfore, medication should never be feec upon s the only reatment for a child with ADHD.

*If  child with ADHD is medicated, meicaton should be glven only ater oher appropriate reaiments have been establsned at home and at
school. Because not all chiren with ADHD respon o stmuant reatmens, t 5 mportant o evaluate careully wnether the medicaton s heping tre
chio. A comprehensive, coudle-blind, schook-oased medication evaluaton shouid be conducted prior o a long-erm meication regimen 0 insure
thata cni is Snowing a goo resporse to mecication. This requies a process invoking detaled questionrares completed daily by parents and
teachers. Ongoing moritorng shou be conducted to be sure that mesicaton contnues to work forthe chii. Teachers must play & major ol in
this evaluation and monioing

+Folowing 2 1991 aling ofthe U.S. Degartment of Educaton, chiren with ADHD are now efgibl fo recelve special educational Servces i school
setings under the IDEA (Incividuals wih Disabltes Educaton Act), and Secton 504 of the 1973 Renablfation Act. Ths legisltion mandates that
appropriate edcational services be provided for all i with special needs, including chilren with ADHD, ether i regular or special education
classes.
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TheDisorder Named AD/HD

ccasionally, we may all have difficulty sitting still,
O paying attention or controlling impulsive behavior.
For some people, the problems are so pervasive and
persistent that they interfere with their lives, including
home, academic, social and work settings.

Attention-deficit/hyperactivity disorder (AD/HD) is characterized by
developmentally inappropriate levels of inattention, impulsivity, and
hyperactivity: AD/HD is a neurobiological disorder that affects 3 to 7 percent of
school-age children.! 234 Uil relatively recently, it was believed that children
outgrew AD/HD in adolescence as hyperactivity often diminishes during

the teen years. However,itis now known that AD/HD nearly always persists
from childhood through adolescence and that many symptoms continue into
adulthood. I fact, current rescarch reflects raes of roughly 2 to 4 percent
among adults.*

‘Although individuals with this disorder can be very successful in life, without
identification and proper treatment, AD/HD may have serious consequences,
including school falure, family stress and disruption, depression, problems with
relationships, substance abuse, delinquency; risk for accidental injuries and job.
failure. Early identification and treatment are extremely important.

Medical science first documented children exhibiting inattentiveness, impulsivity
and hyperactivity in 1902. Since that time, the disorder has been given numerous
‘names, including minimal brain dysfunction, hyperkinetic reaction of childhood
and attention-deficit isorder with or without hyperactivity. With the Diagnaostic
and Statistical Manual, fourth edition (DSM-IV) classification system, the
disorder has been renamed attention-deficit/hyperactivity disorder, or AD/HD.
‘The current name reflects the importance of the inattention characteristics of

+hs
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[image: image76.png]the disorder as well s the other characteristics of the
disorder such as hyperactivity and impulsivity.

THE SYMPTOMS
‘Typically, AD/HD symptoms arise in early childhood,
unless associated with some type of brain injury later

in life. Some symptoms persist into adulthood and may
pose lfe-long challenges. Although the offcial diagnostic
criteria state that the onset of symptoms must occur

“ Although individuals with this
disorder can be very successful in
life, without proper identification
and proper treatment, AD/HD may

have serious consequences...”

before age seven, leading researchers in the field of
AD/HD argue that criterion should be broadened to
include onset anytime during childhood”. The symptom-
related criteria for the three primary subtypes are
adapted from DSM-IV and summarized as follows:

AD/HD predominantly inattentive type: (AD/HD-1)

« Fails to give close attention to details or makes carcless
mistakes.

« Has difficulty sustaining attention.

+ Does not appear to lsten.

« Struggles to follow through on instructions.

« Has difficulty with organization.

« Avoids or dislikes tasks requiring sustained mentl
effort,

« Loses things.

« Is casily distracted.

« Is forgetful in daily activities

AD/HD predominantly hyperactive-impulsive type:
(AD/HD-HI)

« Fidgets with hands or feet or squirms in chair

« Has difficulty remaining seated.

+ Runs about or climbs excessively:

« Difficulty engaging in activities quietly.

+ Actsas if driven by a motor.

« Talks excessively:

« Blurts out answers before questions have been
completed.

« Difficulty waiting o taking turns.

« Interrupts or intrudes upon others.

AD/HD combined type: (AD/HD-C)
« Individual meets both sets of inattention and
hyperactive/impulsive criteria

‘Youngsters with AD/HD often experience delays in
independent functioning and may therefore behave in
ways more like younger children.” In addition, AD/HD
frequently co-occurs with other conditions, such as
depression, ansiety o learning disabilites. For example,
in 1999, NIMH research indicated that two- thirds of
children with AD/HD have aleast one other co-existing
condition.* When co-existing conditions are present,
academic and behavioral problems, as well as emotional
issues, may be more complex.

Teens with AD/HD present a special challenge. During
these years, academic and organizational demands
increase. In addition, these impulsive youngsters are
facing typical adolescent issues: discovering their
identity, etablishing independence, dealing with peer
pressure, exposure to illegal drugs, emerging sexuality,
and the challenges of teen driving,

Recently, deficits in exccutive function have emerged
as key factors impacting academic and career succes.
Simply stated, executive function refers to the “ariety
of functions within the brain that activate, organize,

s

integrate and manage other functions® This permits
individulsto appreciate the longer-term consequences
of their actions and guide their behavior across time
‘more effectively: ! Critical concerns include deicits in
working memory and the ability to plan for the future, as
well as maintaining and shiffting strategies in the service
of long-term goals.

THE DIAGNOSIS
Determining fa child has AD/HD is a multifaceted
process. Many biological and psychological problems
can contribute to symptoms similar to those exhibited by
children with AD/HD. For example, anxiety, depression
and certain types of learning disabilities may cause:
similar symptoms. In some cases, these other conditions
‘may actually be the primary diagnosis; in others, these
conditions may co-exist with AD/HD.

WHATWE KNOW 1 THE DISORDER NAMED AD/HD.
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a comprehensive evaluation s necessary to establish.

a diagnosis,rule out other causes and determine the
presence or absence of co-existing conditions. Such

an evaluation requires time and effort and should
include a careful history and a clnical assessment of the
individuals academic, social, and emotional functioning
and developmental level. A careful history should be
taken from the parents and teachers, as wellas the

child, when appropriate. Checklists for rating AD/HD
symptoms and ruling out other disabilities are ofien
wsed by clinicians; these age-normed instruments help
to ensure that the symptoms are extreme for the child’s
developmentallevel

‘There are severaltypes of professionals who can diagnose
AD/HD, including school psychologists, clinical
psychologists, clinical social workers, nurse practitioners,
neurologists, psychiatrists and pediatricians. Regardless
of who does the evaluation, the use of the Diagrostic and

“Research clearly indicates that
AD/HD tends to run in families and
that the patterns of transmission are

toa large extent genetic.”

Statistical Mantual 1V diagnostic criteria for AD/HD is
necessary. A medical exam by a physician is important
and should include a thorough physical examination,
including assessment of hearing and vision, to rule out
other medical problems that may be causing symptoms
similar to AD/HD. In rare cases, persons with AD/HD
also may have a thyroid dysfunction. Only medical
doctors can prescribe medication if it s needed.
Diagnosing AD/HD inan adult requires an evaluation
of the history of hildhood problems in behavior and
academic domains, as well as examination of current
symptoms and copying strategies. For more information,
read What We Know #9, “Diagnosis of AD/HD in
Adults”

THE CAUSES
Multiple studies have been conducted to discover the
cause of the disorder. Rescarch clearly indicates that
AD/HD tends to run in families and that the patterns

of transmmission are to a large extent genetic.*1* More
than 20 genetic studies,in fact, have shown evidence that
AD/HD is strongly inherited. Yet AD/HD is a complex
disorder, which is undoubtedly the result of multiple
interacting genes. Other causal factors (such as low
birthiweight, prenatal maternal smoking, and additional
prenatal problems) may contribute to other cases of
AD/HD.*Y" Problems in parenting or parenting styles
‘may make AD/HD better or worse, bt these do not
cause the disorder. AD/HD i clearly a brain-based
disorder. Currently research is underway to better define
the arcas and pathways that are involved.

PROGNOSIS AND LONG-TERM OUTCOMES
Children with AD/HD are at risk for potentially serious
problems in adolescence: academic underachievement
and schaol failure, problems in social relations, risk for
antisocial behavior patterns, teen pregnancy, and adverse
driving consequences.* As noted above, AD/HD persists
from childhood to adolescence in the vast majority of
cases, although the symptom area of motor activity tends
to diminish with ime. Furthermore, up to two-thirds of
children with AD/HD continue to experience significant
symptoms in adulthood. Yet many adults with AD/HD
learn coping strategies and compensate quite well
Keyto good outcone is arly identification and treatment.

MULTIMODAL TREATMENT

AD/HD in children often requires a comprehensive
approach to treatment called “muimodal” and
includes:

+ Parentand child education about diagnosis and
treatment

+ Behavior management techniques

+ Medication

+ School programming and supports

Treatment should be talored to the unique needs of
cach child and family: Research from the landmark
NIMH Multinmodal Treatment Study of AD/HD is
very encouraging*! Children who received carefully
‘monitored medication, alone or in combination with
behavioral treatment, showed significant improvement
in their behavior at home and school plus better

WHATWE KNOW 1 THE DISORDER NAMED AD/HD.
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Psychostinmulants are the most widely used class of
‘medication for the management of AD/HD related.
symptoms. Approximately 70 to 80 percent of children
with AD/HD respond postively to psychostimulant
‘medications * Significant academic improvement
isshown by students who take these medications:
increases in attention and concentration, compliance

and effort on tasks, s well s amount and accuracy of
schoolwork, plus decreased activity levels, impulsivity,
negative behaviors in social interactions and physical
and verbal hostility™ A new, nonstimulant medication—
atomoretine--appears to have similar effects as the
stimulants.

Other medications that may decrease impulsivity;
hyperactivity and aggression include some
antidepressants and antihypertensives. However,
cach family must weigh the pros and cons of taking
‘medication (see What We Know #3, “Managing
Medication for Children and Adolesceats with AD)
HD").

Behavioral interventions are also a major component
of treatment for children who have AD/HD. Important
strategies include being consistent and wsing postive
reinforcement, and teaching problem-solving,
communication, and self-advocacy skils. Children,
especially teenagers, should be actively involved as
respected members of the school planning and treatment
teams (see What We Know #7, “Psychosocial Treatment
for Children and Adolescents with AD/HD").

School success may require a variety of classroom
accommodations and behavioral interventions. Most
children with AD/HD can be taught in the regular
classtoom with minor adjustments to the environment.
Some children may require special education services
ifan educational need s indicated. These services may
be provided within the regular education classroom or
‘may require a special placement outside of the regular
classtoom that meets the child unique learning needs
(see What We Know #4 “Educational Rights for Children
with AD/HD).

‘Adults with AD/HD may benefit from learning to
structure their environment. In addition, medications
effctive for childhood AD/HD are also helpful for adults
who have AD/HD, While litle rescarch has been done
oninterventions for adults, diagnosis and treatment are
stillimportant.

SUMMARY

‘Although the symptoms of AD/HD—inattention,
impulsivity and hyperactivity—are present to some
extent in most children, when these symptoms are
developmentally extreme, pervasive and persistent

a diagnosis of AD/HD is warranted. This diagnostic
category is associated with significant impairment in
Family relations, peer interactions, school achievement,
and risk for accidental injury, which are domains

of crucial importance for healthy and successful
development. Because AD/HD can become a lfelong
disorder careful diagnosis and treatment are essential.
CHADD is secking out solutions that willlead to
improved quality of life for children, adolescents and
adults.
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please contact:

National Resource Center on AD/HD
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Mario's Story

Mario is 10 years old. When he was 7, his family learned he had AD/HD. At the time, he was driving everyone crazy. At school, he couldn’t stay in his seat or keep quiet. At home, he didn’t finish his homework or his chores. He did scary things, too, like climb out of his window onto the roof and run across the street without looking.

Things are much better now. Mario was tested by a trained professional to find out what he does well and what gives him trouble. His parents and teachers came up with ways to help him at school. Mario has trouble sitting still, so now he does some of his work standing up. He’s also the student who tidies up the room and washes the chalkboard. His teachers break down his lessons into several parts. Then they have him do each part one at a time. This helps Mario keep his attention on his work.

At home, things have changed, too. Now his parents know why he’s so active. They are careful to praise him when he does something well. They even have a reward program to encourage good behavior. He earns “good job points” that they post on a wall chart. After earning 10 points he gets to choose something fun he’d like to do. Having a child with AD/HD is still a challenge, but things are looking better.
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What is AD/HD?

Attention-Deficit/Hyperactivity Disorder (AD/HD) is a condition that can make it hard for a person to sit still, control behavior, and pay attention. These difficulties usually begin before the person is 7 years old. However, these behaviors may not be noticed until the child is older. 

Doctors do not know just what causes AD/HD. However, researchers who study the brain are coming closer to understanding what may cause AD/HD. They believe that some people with AD/HD do not have enough of certain chemicals (called neurotransmitters) in their brain. These chemicals help the brain control behavior. 

Parents and teachers do not cause AD/HD. Still, there are many things that both parents and teachers can do to help a child with AD/HD.
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How Common is AD/HD?

As many as 5 out of every 100 children in school may have AD/HD. Boys are three times more likely than girls to have AD/HD. 


Back to top
 

What Are the Signs of AD/HD?

There are three main signs, or symptoms, of AD/HD. These are: 

· problems with paying attention, 

· being very active (called hyperactivity), and 

· acting before thinking (called impulsivity). 

More information about these symptoms is listed in a book called the Diagnostic and Statistical Manual of Mental Disorders (DSM), which is published by the American Psychiatric Association (2000). Based on these symptoms, three types of AD/HD have been found:

· inattentive type, where the person can’t seem to get focused or stay focused on a task or activity; 

· hyperactive-impulsive type, where the person is very active and often acts without thinking; and 

· combined type, where the person is inattentive, impulsive, and too active.

Inattentive type. Many children with AD/HD have problems paying attention. Children with the inattentive type of AD/HD often:

· do not pay close attention to details; 

· can’t stay focused on play or school work; 

· don’t follow through on instructions or finish school work or chores; 

· can’t seem to organize tasks and activities; 

· get distracted easily; and 

· lose things such as toys, school work, and books. (APA, 2000, pp. 85-86) 

Hyperactive-impulsive type. Being too active is probably the most visible sign of AD/HD. The hyperactive child is “always on the go.” (As he or she gets older, the level of activity may go down.) These children also act before thinking (called impulsivity). For example, they may run across the road without looking or climb to the top of very tall trees. They may be surprised to find themselves in a dangerous situation. They may have no idea of how to get out of the situation.

Hyperactivity and impulsivity tend to go together. Children with the hyperactive-impulsive type of AD/HD often may:

· fidget and squirm; 

· get out of their chairs when they’re not supposed to; 

· run around or climb constantly; 

· have trouble playing quietly; 

· talk too much; 

· blurt out answers before questions have been completed; 

· have trouble waiting their turn; 

· interrupt others when they’re talking; and 

· butt in on the games others are playing. (APA, 2000, p. 86) 

Combined type. Children with the combined type of AD/HD have symptoms of both of the types described above. They have problems with paying attention, with hyperactivity, and with controlling their impulses.

Of course, from time to time, all children are inattentive, impulsive, and too active. With children who have AD/HD, these behaviors are the rule, not the exception.

These behaviors can cause a child to have real problems at home, at school, and with friends. As a result, many children with AD/HD will feel anxious, unsure of themselves, and depressed. These feelings are not symptoms of AD/HD. They come from having problems again and again at home and in school. 
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How Do You Know if a Child Has AD/HD?

When a child shows signs of AD/HD, he or she needs to be evaluated by a trained professional. This person may work for the school system or may be a professional in private practice. A complete evaluation is the only way to know for sure if the child has AD/HD. It is also important to: 

· rule out other reasons for the child’s behavior, and 

· find out if the child has other disabilities along with AD/HD. 
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What About Treatment?

There is no quick treatment for AD/HD. However, the symptoms of AD/HD can be managed. It’s important that the child’s family and teachers:

· find out more about AD/HD; 

· learn how to help the child manage his or her behavior; 

· create an educational program that fits the child’s individual needs; and 

· provide medication, if parents and the doctor feel this would help the child. 
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What About School?

School can be hard for children with AD/HD. Success in school often means being able to pay attention and control behavior and impulse. These are the areas where children with AD/HD have trouble.

There are many ways the school can help students with AD/HD. Some students may be eligible to receive special education services under the Individuals with Disabilities Education Act (IDEA). Under the newest amendments to IDEA, passed in 1997, AD/HD is specifically mentioned under the category of “Other Health Impairment” (OHI). We’ve included the IDEA’s definition of OHI below. Other students will not be eligible for services under IDEA. However, they may be eligible for services under a different law, Section 504 of the Rehabilitation Act of 1973. In both cases, the school and the child’s parents need to meet and talk about what special help the student needs. 

Most students with AD/HD are helped by supports or changes in the classroom (called adaptations). Some common changes that help students with AD/HD are listed under “Tips for Teachers” below. More information about helpful strategies can be found in NICHCY’s briefing paper called Attention-Deficit/Hyperactivity Disorder. The resources listed at the end of this publication will also help families and teachers learn more about ways to help children with AD/HD.



IDEA’s Definition of “Other Health Impairment”

Many students with ADHD now may qualify for special education services under the “Other Health Impairment” category within the Individuals with Disabilities Education Act (IDEA). IDEA defines “other health impairment” as...
“...having limited strength, vitality or alertness, including a heightened alertness to environmental stimuli, that results in limited alertness with respect to the educational environment, that is due to chronic or acute health problems such as asthma, attention deficit disorder or attention deficit hyperactivity disorder, diabetes, epilepsy, a heart condition, hemophilia, lead poisoning, leukemia, nephritis, rheumatic fever, and sickle cell anemia; and adversely affects a child's educational performance.”

34 Code of Federal Regulations §300.7(c)(9)
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Tips for Parents 

· Learn about AD/HD. The more you know, the more you can help yourself and your child. See the list of resources and organizations at the end of this publication. 

· Praise your child when he or she does well. Build your child’s abilities. Talk about and encourage his or her strengths and talents. 

· Be clear, be consistent, be positive. Set clear rules for your child. Tell your child what he or she should do, not just what he shouldn’t do. Be clear about what will happen if your child does not follow the rules. Have a reward program for good behavior. Praise your child when he or she shows the behaviors you like. 

· Learn about strategies for managing your child’s behavior. These include valuable techniques such as: charting, having a reward program, ignoring behaviors, natural consequences, logical consequences, and time-out. Using these strategies will lead to more positive behaviors and cut down on problem behaviors. You can read about these techniques in many books. See “Resources” at the end of this publication. 

· Talk with your doctor about whether medication will help your child. 

· Pay attention to your child’s mental health (and your own!). Be open to counseling. It can help you deal with the challenges of raising a child with AD/HD. It can help your child deal with frustration, feel better about himself or herself, and learn more about social skills. 

· Talk to other parents whose children have AD/HD. Parents can share practical advice and emotional support. Call NICHCY to find out how to find parent groups near you. 

· Meet with the school and develop an educational plan to address your child’s needs. Both you and your child’s teachers should get a written copy of this plan. 

· Keep in touch with your child’s teacher. Tell the teacher how your child is doing at home. Ask how your child is doing in school. Offer support. 
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Tips for Teachers

· Learn more about AD/HD. The resources and organizations at the end of this publication will help you identify behavior support strategies and effective ways to support the student educationally. We’ve listed some strategies below. 

· Figure out what specific things are hard for the student. For example, one student with AD/HD may have trouble starting a task, while another may have trouble ending one task and starting the next. Each student needs different help. 

· Post rules, schedules, and assignments. Clear rules and routines will help a student with AD/HD. Have set times for specific tasks. Call attention to changes in the schedule. 

· Show the student how to use an assignment book and a daily schedule. Also teach study skills and learning strategies, and reinforce these regularly. 

· Help the student channel his or her physical activity (e.g., let the student do some work standing up or at the board). Provide regularly scheduled breaks. 

· Make sure directions are given step by step, and that the student is following the directions. Give directions both verbally and in writing. Many students with AD/HD also benefit from doing the steps as separate tasks. 

· Let the student do work on a computer. 

· Work together with the student’s parents to create and implement an educational plan tailored to meet the student’s needs. Regularly share information about how the student is doing at home and at school. 

· Have high expectations for the student, but be willing to try new ways of doing things. Be patient. Maximize the student’s chances for success. 
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Resources

American Academy of Pediatrics. (2001, October). Clinical practice guideline: Treatment of the school-aged child with attention-deficit/hyperactivity disorder. Pediatrics, 108(4), 1033-1044. (Available online at: www.aap.org/policy/s0120.html)

Barkley, R. (2000). A new look at ADHD: Inhibition, time, and self-control [video]. New York: Guilford. (Telephone: 800.365.7006. Web: www.guilford.com)

Barkley, R. (2000). Taking charge of AD/HD: The complete authoritative guide for parents (Rev. ed.) New York: Guilford. (See contact information above.)

Dendy, C.A.Z. (1999). Teaching teens with ADD and ADHD: A quick reference guide for teachers and parents. Bethesda, MD: Woodbine House. (Telephone: 800.843.7323. Web: www.woodbinehouse.com)

Fowler, M. (1999). Maybe you know my kid: A parent’s guide to helping your child with ADHD (3rd ed.). Kensington, NY: Citadel. (Telephone: 877.422.3665. Web: www.kensingtonbooks.com)

Fowler, M. (2002). Attention-deficit/hyperactivity disorder. NICHCY Briefing Paper, 1-24. (Telephone: 800.695.0285. Also available on NICHCY’s Web site.)

National Institutes of Health. (1998). Diagnosis and treatment of attention deficit hyperactivity disorder. NIH Consensus Statement, 16(2), 1-37 [On-line]. Available: http://odp.od.nih.gov/consensus/cons/110/110_statement.htm

Wodrich, D.L. (2000). Attention deficit hyperactivity disorder: What every parent wants to know (2nd ed.). Baltimore, MD: Paul H. Brookes. (Telephone: 800.638.3775. Web: www.brookespublishing.com)
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Organizations



Attention Deficit Disorder Association 
P.O. Box 543
Pottstown, PA 19464
484.945.2101
EMail: mail@add.org
Web: www.add.org

CH.A.D.D. (Children and Adults with Attention-Deficit/Hyperactivity Disorder)
8181 Professional Place, Suite 150
Landover, MD 20785
301.306.7070
800.233.4050 
Web: www.chadd.org
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IV.  ADHD Interventions
IV.  Interventions- This section provides information on interventions and resources to use when helping students presenting with ADHD symptoms. 

1) Helping Children at Home and School II: Handouts for Families and Educators    
· Helping children at home and school II:  Handouts for families and educators.  Edited by Andrea S. Canter, Leslie Z. Paige, Mark D. Roth, Ivonne Romero, and Servio A. Carroll; Handout titled:  ADHD:  Classroom Interventions by Stephen E. Brock, PhD, NCSP; S8-25 – S8-28; First Printing; Spring 2004; ISBN-10:  0932955827.   

2) Powerpoint slides on effective practice elements to use with ADHD

3) Powerpoint slides with reference to Russell Barkley books
a. Powerpoint slides

· Parent Praise

· 101 Ways to Praise Your Child  http://www.kinderteacher.com/101WaysToPraise.htm
· Commands/Limit Setting

· Tangible Rewards

· Response Cost

· Parent Monitoring

· Time-Out

· Psychoeducation for Parent

· Ignoring and Differential Reinforcement

b. References

· Defiant Teens:  A Clinician’s Manual for Assessment and Family Intervention by Russell A. Barkley, Gwenyth H. Edwards, & Arthur L. Robin; Guilford Press; ISBN-10: 1572304405

· Defiant Children, Second Edition:  A Clinician’s Manual for Assessment and Parent Training by Russell A. Barkley; Guildford Press; ISBN-10: 1572301236

4) MSMHA ADHD- Information for Clinicians
http://www.marylandpublicschools.org/NR/rdonlyres/E1037D11-827B-438D-9253-80B608E817CF/9230/CliniciansADHD.pdf
5) MSMHA daily Report Cards Information for School Clinicians
http://www.marylandpublicschools.org/NR/rdonlyres/E1037D11-827B-438D-9253-80B608E817CF/9233/CliniciansDailyReportCard.pdf
6) How to Establish a School-Home Daily Report Card

http://www.utmem.edu/pediatrics/general/clinical/behavior/aap_nichq_adhd_toolkit/12HowToEstabSchlHomeDailyRepCa.pdf
What Works for ADHD
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Parent Praise
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101 Ways to Praise your Child
 

	 

	WOW WAY TO GO SUPER YOU'RE SPECIAL OUTSTANDING EXCELLENT GREAT GOOD NEAT WELL DONE  REMARKABLE I KNEW YOU COULD DO IT I'M PROUD OF YOU FANTASTIC SUPER STAR NICE WORK LOOKING GOOD YOU'RE ON TOP OF IT BEAUTIFUL  NOW YOU'RE FLYING YOU'RE CATCHING ON   NOW YOU'VE GOT IT  YOU'RE INCREDIBLE  BRAVO  YOU'RE FANTASTIC HURRAY FOR YOU YOU'RE ON TARGET  YOU'RE ON YOUR WAY HOW NICE HOW SMART GOOD JOB THAT'S INCREDIBLE  HOT DOG  DYNAMITE YOU'RE BEAUTIFUL  YOU'RE UNIQUE   NOTHING CAN STOP YOU NOW GOOD FOR YOU I LIKE YOU  YOU'RE A WINNER REMARKABLE JOB BEAUTIFUL WORK  SPECTACULAR  YOU'RE SPECTACULAR  YOU'RE DARLING  YOU'RE PRECIOUS  GREAT DISCOVERY   YOU'VE DISCOVERED THE SECRET YOU FIGURED IT OUT FANTASTIC JOB HIP, HIP, HURRAY  BINGO MAGNIFICENT MARVELOUS  TERRIFIC  YOU'RE IMPORTANT PHENOMENAL YOU'RE SENSATIONAL  SUPER WORK CREATIVE JOB  SUPER JOB FANTASTIC JOB EXCEPTIONAL PERFORMANCE YOU'RE A REAL TROOPER  YOU ARE RESPONSIBLE  YOU ARE EXCITING  YOU LEARNED IT RIGHT  WHAT AN IMAGINATION WHAT A GOOD LISTENER  YOU ARE FUN YOU'RE GROWING UP YOU TRIED HARD YOU CARE BEAUTIFUL SHARING  OUTSTANDING PERFORMANCE  YOU'RE A GOOD FRIEND I TRUST YOU YOU'RE IMPORTANT  YOU MEAN A LOT TO ME  YOU MAKE ME HAPPY   YOU BELONG YOU'VE GOT A FRIEND   YOU MAKE ME LAUGH  YOU BRIGHTEN MY DAY I RESPECT YOU  YOU MEAN THE WORLD TO ME  THAT'S CORRECT YOU'RE A JOY  YOU'RE A TREASURE  YOU'RE WONDERFUL  YOU'RE PERFECT  AWESOME  A+ JOB  YOU'RE A-OK-MY BUDDY   YOU MADE MY DAY  THAT'S THE BEST A BIG HUG  A BIG KISS SAY I LOVE YOU!


Commands/Limit Setting
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Tangible Rewards
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Tangible Rewards…continued
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Response Cost
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Psycho-Education with Parent
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Ignoring/Differential Reinforcement
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Ignoring/Differential Reinforcement…Continued
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Maryland School Mental Health Alliance*

Attention-Deficit/Hyperactivity Disorder (ADHD) in Children and Adolescents

Information for School Clinicians

Definition

Attention-deficit/hyperactivity disorder (ADHD) is characterized by developmentally inappropriate levels of:

· Inattention (trouble focusing, getting distracted, trouble sustaining attention, making careless mistakes, losing things, trouble following through on things, poor organization, doesn’t seem to be listening)

· Impulsivity (acting without thinking, interrupting, intruding, talking excessively, difficulty waiting for turns)

· Hyperactivity (trouble sitting still, fidgeting, feeling restless, difficulty engaging in quiet activities)

ADHD is a neurobiological disorder that affects 3 to 7 percent of school-age children. Until relatively recently, it was believed that children outgrew ADHD in adolescence as hyperactivity often diminishes during the teen years. However, it is now known that ADHD nearly always persists from childhood through adolescence and that many symptoms continue into adulthood. In fact, current research reflects rates of roughly 2 to 4 percent among adults.
There are three types of ADHD:

· ADHD Combined Type (trouble with inattention, hyperactivity and impulsivity)

· “Classic ADHD”

· ADHD Predominately Inattentive Type (trouble with attention, sluggish)

· May seem bored or unmotivated

· ADHD Predominately Hyperactive Impulsive Type (trouble with impulsivity and hyperactivity)

· Occurs more often in younger children
Why do we care?

Although individuals with this disorder can be very successful in life, without proper identification and treatment, ADHD may have serious consequences, including school failure, family stress and disruption, depression, problems with relationships, substance abuse, delinquency, risk for accidental injuries and job failure. Additionally, at least 2/3 of individuals with ADHD have another co-existing condition, such as learning problems, anxiety or behavior problems.  Early identification and treatment are extremely important. The symptoms of ADHD are often first noticed at school.
What can we do about it?

· Confirm diagnosis with a thorough evaluation

· Obtain behavioral checklists from caregiver and teacher (see resources below)
· Rule out other causes (e.g., vision or hearing problems, learning or language disorder, medical problem or medication side effect, depression, anxiety, trauma)
· Evaluate for co-existing conditions
· Once diagnosed, ADHD in children or adolescents often requires a comprehensive approach to treatment called "multimodal" and includes:
· Parent and child/adolescent education about diagnosis and treatment 
· Behavior management techniques 
· Medication 
· School programming and supports

· Specific clinical strategies include:

· Educate parents, teachers and the child or adolescent about ADHD

· Set up a school-home note system

· Teach parents and teachers to be consistent

· Teach appropriate use of praise and rewards

· Use at least five times as many praises as negative comments
· Praise should be immediate, specific and true

· Instruct parents and teachers in giving appropriate commands and reprimands

· Use of clear, specific commands

· Giving private reprimands as much as possible (i.e., not in front of other students or siblings)
· Reprimands should be brief, clear, neutral in tone, and as immediate as possible 

· Work on improving social relationships by:

· systematic teaching of social skills in a social skills group 

· teaching social problem solving 

· teaching other behavioral skills often considered important by children, such as sports skills and board game rules

· decreasing undesirable and antisocial behaviors 

· helping your child in developing a close friendship 

· Make a referral for a medication evaluation, if appropriate

· If the student with ADHD is on medication, help the prescriber evaluate the effectiveness of the medication with behavioral checklists at home and at school

Key Resources/Links 

17. National Resource Center on AD/HD: A Program of CHADD, funded through a cooperative agreement with the Centers for Disease Control and Prevention. http://www.help4adhd.org/index.cfm
18. Identifying and Treating Attention-Deficit/Hyperactivity Disorder: A Resource for School and Home  http://www.ed.gov/teachers/needs/speced/adhd/adhd-resource-pt1.pdf
This U.S. Department of Education resource guide is designed for families and educators and provides information on the identification of AD/HD and educational services for children with AD/HD. 
19. ADHD in the Schools: Assessment and Intervention Strategies by George J. DuPaul and Gary Stoner, Guilford Press (New York, NY, 2003), 330 pages
http://www.guilford.com/cgi-bin/cartscript.cgi?page=pr/dupaul.htm&dir=pp/adhdr&cart_id=356952.10144
Summary: This updated version of the book focuses on how to identify and assess students who may have ADHD, to develop classroom-based programs and interventions, and to communicate with physicians and other healthcare professionals about stimulant medication. The new edition reflects updated findings in the study of ADHD while concentrating on school-based support systems and assistance. 
20. Center for Children and Families, University of Buffalo Free downloadable forms and resources for clinicians treating ADHD http://128.205.76.10/download.html
21. National Initiative for Children’s Healthcare Quality offers free toolkits for professionals, including Vanderbilt Rating Scales www.nichq.org/nichq
22. National Association of School Psychologists. Diagnosis and Treatment of Attention Disorders: Roles for School Personnel. http://www.naspcenter.org/factsheets/add_fs.html
*Developed by the Center for School Mental Health Analysis and Action (http://csmha.umaryland.edu) in collaboration with the Maryland School Mental Health Alliance (http://www.msmha.org).
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Daily Behavior Report Cards:  Useful Tools for Monitoring and 

Changing Classroom Behavior

Information for School Clinicians

Teachers are routinely asked to work with students exhibiting a wide range of behavior problems, which often interfere with academic success and create stressful classroom environments.  While there are general classroom techniques that can help manage problem behaviors (see the “Managing Classroom Behavior” handout below), one of the most effective tools for improving behavior is known as the “Daily School Behavior Report Card.”  

What is the Daily Behavior Report Card?

It is a quick, easy-to-use, cost-effective way of managing children’s behavior and of communicating with parents about their children’s conduct at school on a daily basis.  The card can be adapted to serve a variety of purposes, from helping you to develop behavioral goals, to monitoring student progress, to determining whether interventions (at school and home) are working to improve a student’s behavior.

How Does it Work?

· Decide what specific behavior(s) you want to target.  You can chose to focus on either positive behaviors that you want to increase (which is recommended), or negative behaviors that you want to eliminate;

· The report card is most helpful for students who struggle with common behavior challenges, such as following classroom rules, interacting appropriately with peers, staying focused, and being respectful.  It is less helpful if a student only occasionally acts out in the classroom, or if the student’s behavior is dangerous (in which case more immediate interventions may be called for). 

· Decide who will rate the behaviors (yourself, the student, other school staff), and how often they will be rated;

· Design the rating scale and card;

· Decide if you will use consequences (positive and/or negative), who will be responsible for administering the consequences (you, the parent, other school staff), and what the criteria will be;  

· Depending on the motivation and reliability of the parents, consequences (such as classroom or home privileges, material rewards, special time, etc.) can be administered by the parent or guardian, or by you or another school staff member;

· Decide how you will use the information obtained, and how you will evaluate whether or not your interventions are working;

· Take into account the age and developmental level of the child.  Older children can often be engaged to monitor themselves (rate their own behavior), and might respond to longer-term consequences (accumulate points toward a desired goal), whereas younger children may need more teacher monitoring and more immediate, concrete rewards.

What Does it Look Like?

See the examples below:

Helpful Resources/Links:

· Barkley, R. S. (1997).  Improving School Behavior from Home:  The Daily School Behavior Report Card.  Defiant Children:  A Clinician’s Manual for Assessment and Parent Training.  The Guilford Press:  NY, NY. http://www.guilford.com/cgi-bin/cartscript.cgi?page=pr/barkley4.htm&dir=pp/adhdr&cart_id=1924.8576
· How to Establish a Daily Report Card: http://128.205.76.10/DRCPacket.pdf.

· Creating a Daily Report Card for the Home: http://128.205.76.10/HomeDRCpic.pdf
· Intervention Central:  www.interventioncentral.org
· The Behavior Reporter: Create Daily and Weekly Behavior Report Cards Online: http://www.jimwrightonline.com/php/tbrc/tbrc.php
· Chafouleas, S. M., Riley-Tillman, T. C., and McDougal, J. L. (2004).  Daily Behavior Report Cards (DBRCs):  Useful Tools for Monitoring and Changing Classroom Behavior.  Helping Children at Home and School II: Handouts for Families and Educators.   National Association of School Psychologists:  http://www.nasponline.org/bestsellers/HCHS%20front%20matter.pdf
· Hawken, L. S. and Horner, R. H. (2003).  Evaluation of a Targeted Intervention Within a Schoolwide System of Behavior Support.  Journal of Behavior Education, 12(3), 225-240.

*Developed by the Center for School Mental Health Analysis and Action (http://csmha.umaryland.edu) in collaboration with the Maryland School Mental Health Alliance (http://www.msmha.org).

[image: image148.png]1. Select the Areas for Improvement.

 Discuss the child's behavior with al school staff who work
with the child.

» Determine the childs greatest areas of impairment

» Define geals toward which the child should be working
regarding the areas of impairment

 Key domains
~Improving peer relations
~Improving academic vork
~Improving classroom rule-following and relationships

with achlts

2. Determine How the Goals Will Be Defined.
 Identify specific behaviors (‘target behaviors’) that can be
changed to make progress toward the goals easter.
» Target behaviors must be meaningful and clearly defined/
observed/counted by teacher and child.
» Examples o target behaviors inthe key domains
~Improving peer relations: does not interrupt other children
during their work time, does not tease other children, plays
without fighting at recess
~Improving academic work: has materials and assignments
necessary 1o do tasks, completes assigned acadermic tasks,
s accurate on assigned tasks, completes and returns
homework
~Improving classtoom rule-following and relationships
with aculs: obeys the teacher when commands are given,
does not talk back to the teacher, follows classroom rules
= Additional target behaviors are lsted o the attached sheet
Sample Report Card Targets

3. Decide on Behaviors and Criteria for the Daily
Report Card.
 Estimate how often the child is doing the target behaviors
by reviewing school records and/or observation.
» Determine which behaviors need to be included on the report.
» Evaluate target behaviors several times throughout the day.
 Seta reasonable criterion for each target behavior (a criterion
52 target level the child will have to meet to receive a positive
‘mark for that behavior). et criteria to be met for each part of
the day. not e overall day (eg,“Interrupts fever than 2 times
ineach class period” rather than “interrupts fever than 12
times per day”).
4. Explain the Daily Report Card to the Child.
» Meetvith teacher. parents, and child
» Explain all aspects of the Daily Report Card (DRC) to the
child ina positive manner.

5. Establish a Home-based Reward System.
» Rewards must be selected by the child.
 Arrange awards so that
~Fenwer or less preferred rewards can be earied for ever
yeses
~More desired rewards can be earned for better performance.
 Give the child a meu of rewards (see Sample Home and
School Rewards)
~Select rewards for each levl,
~Label the diffeert levels with child-appropriate names
(e2, One-Star Day, Two-Star Day)
~Use the Weekly Daily Report Card Chart to track weekly
performance.
~Some children need more immediate rewards than the
end-of-day home rewards—in such cases, in-school feviards
can be used

6. Monitor and Modify the Programs.
 Record daly the number of yeses the child received on each
target

‘» Once the child has regularly begun to meet the criterion,
‘make the criteria harder (i the child is regularly failing to
meet the criterion, make the criteria easie).

» Once the criterion for a target s at an acceptable evel and
the child is consistently reaching it drop that target behavior
from the DRC. (Let e child know why it vias dropped and
replace with another target if necessary)

= Move toa weekly teport/revard systen Ifthe child is doing
sowellthat daily reports are no longer necessary.

» The report card can be stopped when the child s functioning
within an appropriate range within the classroom, and reln-
stated if problems begin to occur again.

7. Troubleshooting a Daily Report Card.

 Ifthe system i not viorking to change the childs behavior,

examine the program and change where appropriate (see
Troubleshooting a Daly Report Card).

8. Consider Other Treatments.
 If after troubleshooting and modfication. the DRC is
ot resulting in maximal improvement, consider additional
behavioral comporents (eg, more frequent praise, time-out)
and/or more poverful o intensive behavioral procedures
(eg,a point systern).
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[image: image149.png]Troubleshooting a Daily Report Card

Problem

Solution

T the child taking the Daily Report Card (DRC) home?

Ensure that the child has a backpack or special folder in which to
carry DRC.

Have the teacher for last class of the day prompt the child to take
DRC hore.

Assume the child received a negative report i he or she does not
have DRC

Implement positve consequences for bringing horme DRC.

‘Are the target behaviors appropriate?

Are the target behaviors clearly defined for the child?

Are the target behaviors socially valid?

Can the target behaviors be reasonably attained in the
classroom context?

Redefine the target behaviors for the child

Modiy the target behaviors.

Modify the target behaviors or class context (eg, "gets along with
‘peers” should not bea target ifthe class structure does not
provide the opportunity for peer interactions)

Does the child remember the target behaviors throughout
the day?

Tmplement a system o visual prompts (eg, put task sheet on desk)

‘Are the criteria for success realisti (eg, not oo high or too
low relative to baseline)?

Modify the criteia to shape the behavior

s something Interfering with the childs reaching the criteria
(e, child does not complete assignments due to messy
disorganized desk)?

Work on removing the impediment (eg, work on Improving
organizational skills modify class schedule or structure)

Does the child understand the systen?
Can the child accurately describe the target behaviors and
crteria for posttive evaluations?

Can the child accurately describe the relationship between
the criteria and the rewards?

Trmplement a system of visual prompts, f necessary,

Review system with child until child can accurately describe
system. Increase frequency of reviewing If child continues
to have difficulty

Explain the DRC system o the child again. Simplify the DRC
system if necessary.

T the monitoring system working properly?

Have the target behaviors been suffciently clearly defined that
the teacher can monitor and evaluate them?

s the monitoring and recording process effcient enough so
that the teacher s doing it accurately and consistently?

Modify the definitions of the target behaviors
Provide visual or auditory prompts for recording.

Simplify the monitoring or recording process.

Can the child accurately montior his or her progress
throughout the day?

Design and implement a monitoring system that includes
recording form for the child (may include visual or
auditory prompts)

T the child receiving sufficient feedback so that he or she knows
where he or she stands regarding the criteria?

‘Modify the teacher's procedures for providing feedback to the
child (eg, provide visual prompts; increase immediacy.
frequency, or contingent nature of feedback).

T the home-based reward system working properly?
Are the home-based rewards motivating for the child?

Has it been ensured the child does not receive the reward
‘noncontingently?

Are the parents delivering the rewards reliably?

Can the child delay gratification long enough for home-
based rewards to be ffective?

Change the home-based rewards (eg, increase the rumber of
choices on menu, change the hierarchy of rewards)

Review reward procedures ith parents again and ensure that
reward is provided only when the chid has earned it

Modify the procedures for delivering the home-based revards
(eg. visual prompts) or the nature of the home-based rewards.

Design and implement procedures for providing school-based
rewards.
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Daily Home Report Card
Circle Y (Yes) or N (No)
Child’s Name Medication. ‘Week/Month_
Mon | Tues | Wed | Thurs Fri Sat Sun
Y Y Y Y Y Y Y
1 N N N N N N N
Y Y Y Y Y Y Y
2 N N N N N N N
Y Y Y Y Y Y Y
3 N N N N N N N
Y Y Y Y Y Y Y
N N N N N N N N
Y Y Y Y Y Y Y
- N N N N N N N
Y Y Y Y Y Y Y
5 N N N N N N N
Y Y Y Y Y Y Y
. N N N N N N N
Total number of Yeses
Total number of Nos
Comments:
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[image: image151.png]Daily School Report Card
Circle Y (Yes) or N (No)

Childs Name. Medication Today's Date.

Subjects/Times

Y Y Y| Y Y Y|y

Y Y Y| Y Y Y|y
) N | N|N/|N N | N| N
Y Y Y| Y Y Y|y
5 N | N|N/|N N | N| N
Y Y Y| Y Y Y|y
B N | N|N/|N N | N| N
Y Y Y| Y Y Y|y
B N[N |[N|N N | N| N
Y Y Y| Y Y Y|y
s N | N|N/|N N | N| N

Teacher' Initials

Total number of Yeses

Total number of Nos.
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[image: image152.png]Sample Report Card Targets

Academic Productivity
Completes X assignments within the specifed time
Completes X assignments with X% accuracy

Starts work with X o fewer reminders

Leaves appropriate spaces betvieen words X% of the time or
assignment

‘Writes legibly/uses 1-line cross outs instead of scribbles/writes
on the lines of the paper

Corrects assignments appropriately*

Turns in assignments appropriately*

Following Classroom Rules

Follows class/school rules with X or fewer violations

Tnterrupts classless than X times per period/Works quiely with
Xor fewer reminders/Makes X or fever inappropriate nolses

Follows directions with X or fewer repetitions

Stays on task vith X or fever reminders

Sits appropriately* in assigned area with X or fewer reminders

Raises hand to speak with X or fewer reminders
Uses materials or possessions appropriately*

Has XX or fewer instances of stealing

Has XX or fewer instances of cursing

Has XX or fewer instances of complaining/crying/whining
Has XX or fewer instances of lying

Has XX or fewer instances of destroying property

Peer Relationships

Shares/helps peers when appropriate with X or fevier reminders

Tgnores negative behavior of others/Child shows no observable
response to negative behavior of others

Teases peers X or fewer times per period

Fever than X fights vith peers

Speaks clearly (fewer than X prompts for mumbling)

Contributes to discussion (ansiwers X questions orally)

Contributes to discussion (at least X unprompted. elevan,
‘nonredundant contributions)

Fevier than X negative self comments

Minds own business with XX or fewer reminders

Needs XX o fever reminders to stop bossing peers

Does not bother other children during seat work (fewer than
X complaints from others)

Teacher Relationships
Accepts feedback appropriately* (no more than X arguments/
X% of arguments) following feedback

Appropriately* asks an adult or help when needed

Maintains appropriate* eye contact when talking to an adult
with X/fevier than X prompts to maintain eye contact

Respects achilts (talks back fewer than X times per period)

Complis with X% of teacher commands/requests/Ferer than
X noncompliances per period

Behavior Outside the Classroom

Follows rules a lunch/recessfree time/gym/specals/assemblies/
bathroomyin hallway with X or fewer rule violations

‘Walks n line appropriately*/Follows transition rules with X or
fever violations

Follows rules of the bus with X or ever viclations

Needs XX orfevier warnings for exhibiting bad table manners
(eg, playing with food, chewing with mouth open, throwing
trash on the floor)

Changes nto gym clothes/school clothes within X:XX minutes

Time-out Behavior

Serves time-outs appropriately”

Child serves a time-out without engaging in inappropriate
behaviors

‘While serving a time-out,the child exhibits no more than X
instances of negative behavior

Responsibility for Belongings

Brings DRC to teacher for feedback before leaving for the
next dlass/activity

Responsiblefor ovin belongings (has belongings at approprate*
times according to the checklist/chart**)

Has materials necessary for class/subject area

Organizes materials and possessions according to checklist/chart**

Morring routine completed according to checklist/chart**

End of day routine completed appropriately according to
checklst/chart™*

Brings supples to class with XX or fewer reminders/brings
supplies to class according to checklist/chart**

Hangs up jacket/backpack vith XX or fever reminders

Takes lunchtime pill with X or fewer reminders

Has only materials needed for the assignment on desk

Homework

Brings completed homeviork to class

‘Writes homework in assignment book with X or fevier reminders

DRC s returned signed the next day by parent

Has all needed matertals for homework in backpack at the end
of the day

*Appropriately” must ahvays be defined by teacher for child

**Checklis/chart must accompany target behavior and be displayed for child
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Daily Rewards
Snacks

Dessert after dinner

Staying up X minutes beyond bedtime

Havinga bedtime story/Readling with a parent for X mintes
Choosinga radio station in car

Extra bathtub time for X mintes

Educational games on computer for X minutes

Choosing family TV show

Talking on phone to friend (local call

Video game time for X minutes

Playing outside for X minutes

Television time for X minutes

Listening to radio/stereo for X minutes

Other as suggested by child

Daily or Weekly Rewards

Going over to a friend' house to play

Havinga friend come over to play

Allowance

Bike riding/skating/scootering/skateboarding (in
‘neighborhood for daily reward: longer trip with
family or at bike trailskate park for weekly fevard)

Special actvity with mom or dad

Special time with morm or dad for X minutes

Earn day off from chores

Game of cholce with parent/family

Other as suggested by child

Weekly Rewards
Makinga long-distance call to relatives or friends
Going o the video arcade atthe mall
Going fishing
Going shopping/going to the mall
Goingto the movies
Goingto the park
Getting ice cream
Bowling, miniature golf/Selecting something special at
the store
Making popeorn
Having friend over to spend night
Goingto friends to spend night
Choosing family movie
Renting movie video
Going o a fast-food restaurant with parent and/or family
Watching taped TV shows
Free time for X minutes
Other as suggested by child
Notes: Older chikiren could save over wecks o geta morthiy or longer)
reward as long as visuals eg,pies of piture of actiity) are se:
camping rip with aren. rip to baselall game. purchase ofa vido game
Rewards for an individual child e o beestabished as  mem. Children
may make muliple choice rom the menu or higher levels of v, or
may choosea longer perio of time for a given reward.

American Academy
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Sample School Rewards*

Talk to best friend
Listen to tape player (with headphones)
Read abook

Help clean up dlassroom
Clean the erasers

‘Wash the chalkboard

Be teacher’s helper

Eat lunch outside on a nice day
Extra time at recess

Write on chalkboard

Use magic markers

Draw a picture

Choose book to read to the class
Read toa friend

Read vith a friend

Care for class animals

Play “teacher”

See a movieffilmstrip
Decorate bulletin board

Be messenger for office
Grade papers

Have treats

Barn class party

Class field trip

Student of the Day/Month
Pop popeorn

Bealine leader

Visitthe anitor

Use the computer

Make ice cream sundaes
Teach a cassmate

Choose stickers

Take a good note home
Receve a positive phone call
Give lots of praise

Hide aspecial note in desk
Choose seat for specific time
Play card games

Receive award certificate
Take Polaroid pictures

Draw from grab bag”

Eat ata special table
Visitthe principal

*Sample School Rewards can be added to the home-based reward system
especially f achild i not esponding appropriaily o the Home Rewards.
Teachers e to make sure tha a child wanis and will work for e of
these School Reviards
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V.  ADHD Scales/Measures
V.  Scales/Measures- Included in this section is an ADHD assessment scale.

1)   Caring for Children with ADHD:  A Resource Toolkit for Clinicians using the Vanderbilt 

http://www.utmem.edu/pediatrics/general/clinical/behavior/aap_nichq_adhd_toolkit/01ADHDIntroduction.pdf
2)   Scoring Instructions for the NICHQ Vanderbilt Assessment

http://www.copapeds.com/Documents/Vanderbilt_scoring.pdf
6) NICHQ Vanderbilt Assessment Scale- Teacher Informant
http://www.utmem.edu/pediatrics/general/clinical/behavior/aap_nichq_adhd_toolkit/04VanAssesScaleTeachInfor.pdf
7) NICHQ Vanderbilt Assessment Scale – Teacher Informant Follow-up

http://www.utmem.edu/pediatrics/general/clinical/behavior/aap_nichq_adhd_toolkit/06VanAssessFollowUpTeachInfor.pdf
8) NICHQ Vanderbilt Assessment Scale- Parent Informant
http://www.utmem.edu/pediatrics/general/clinical/behavior/aap_nichq_adhd_toolkit/03VanAssesScaleParentInfor.pdf
9) NICHQ Vanderbilt Assessment Scale – Parent Informant Follow-up

http://www.utmem.edu/pediatrics/general/clinical/behavior/aap_nichq_adhd_toolkit/05VanFollowUpParentInfor.pdf
10) Parent/Teacher DBD Rating Scale and Scoring Instructions

http://ccf.buffalo.edu/pdf/DBD_rating_scale.pdf
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‘Artention-deficithyperactivity disorder (ADHD) is one of the most common chronic childhood disorders. Current estimates indicate
that 4% to 12% of allschool-aged children may be affected. ADHD is a neurobehavioral disorder that usually appears in children before
theageof 7.

Children vith ADHD may have difficlty controlling their behavior in school and social settings and often fal to achieve their full
academic potential. Clinically,the child may present with varying symptoms of hy peractivity impulsivity, and/or inattention. The

child may be easily distracted, be urable to pay attention and follow directions,be overactive, and/or have poor self-control.

‘The Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition (DSM-IV), characterizes the following 3 subty pes of ADHD

« Inattentive only (ADHD-IA) (formerly known as attention-deficit disorder [ADD])—Children with this form of ADHD are not
overly active. Because they do not disrupt the classroom or other actvities,thelr symptons may not be noticed. Among girls with
ADHD, this form i most common. Approximately 30% to 40% of children with ADHI have this subty pe.

« Hyperactive/lmpulsive (ADHD-H/T)—Children with thistype of ADHD show hyperactive and impulsive behavior but can
pay attention. This subty pe accounts for a small percentage, approximately 10%, of children with ADHD.

« Combined Inattentive/Hyperactive/Tmpulsive —Children vith this type of ADHD show all 3 symptoms. This is the mest common
type of ADHD. The majority of chidren with ADHD have this subtype, appreximately 50% to 60%

The diagnsis of ADHD reles o the documentation ofsymptoms that are associated with functional impairment from multple envimonments,
Because of this, school personnel. families,and primary care dinicians need to work collaboratively to document specific symptoms and
their effect on a child' functioning. School personnel and familes lso need to be aviare that there currently ate no biological markers or
computerized tests that allow for diagnestic specficty.

‘Oncea diagnosis of ADHD has been made with confidnce, the primary care clinician can approach the isueof treatment ofthe chid with
ADHD. This nvolves developing a managerment plan that incorporates the appropriate medication and/or behavior therapy to meet target
outcomes. The care of most children with ADHD can be managed ina primary care seting.

“The role of the primary care clinician s to
« Synthesize and interpret information about a childs behavior

« Identify other medical or psychosocial problems that might be causing and/or exacerbating the childs symptoms.
« Refer for further evaluation where needed.

« Arrange other treatment (eg, educational, psychologtcal) as needed.

« Provide appropriate medical treatment

« Monitor progress

« Support parents in their role as advocates for the child
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Scoring Instructions for the NICHQ Vanderbilt Assessment Scales
SAMPLE NICHQ Vanderbilt Assessment Scale—PARENT Informant
Cover Letter to Teachers

Treatment
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Parent Information and Support

Understanding ADHD: Information for Parents About Attention-Deficit/Hy peractivity Disorder
Does My Child Have ADHD?

Bvaluating Your Child for ADHD and ADHD Ealuation Timeline

For Paents of Children With ADHD

‘What Can Do When My Child Has Problems With Sleep?

Educational Rights for Children With ADHD

Homework Tips for Parents

‘Working With Your Child' School

Resources
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Diagnosis and Evaluation of the Child With Attention-Deficit/Hyperactivity Disorder
Aneffective treatment begins with an accurate, well-established diagnosis

“This AAP clinical practice guideline contains the following recommendations for diagnosis of ADHD:

1. na child 6 to 12 years old who presents with inattention, hy peractivity impulsvity, acadenic underachievement. or behavior
problems,primary care clinicians should initate an evaluation for ADHD.

2. The diagnosis of ADHD requiresthat a child meet Diagnostic and Statistical Marual of Mental Disorders, Fourth Edition
(DSM-IV), criteria.

3. The assessment of ADHD requires evidence directly obtained from parents or caregivers regarding the core symptoms of ADHD
invarious settings, the age of onset, duration of symptoms, and degree of functional impair mert.

4. The assessment of ADHD requires evidence directly obtained from the classroom teacher (or other school professional) regarding
the core symptoms of ADHD, duration of symptoms, degree of functional impairment, and coexisting conditions.

5. Evaluation of the child with ADHD should include assessment for associated (coexisting) conditons.

6. Other diagnostic tests re not routinely indicated to establish the diagnosis of ADHD but may be used for the assessment of other
coexisting conditons (eg, learning disabilties. mental retardation)

“This clnical practice guideline is not intended as  sole source inthe evaluation of childrer vith ADHD, Rather it i deslgned to assist
primary care clinicians by providing a frameviork for diagnostic decision making. It i not intended to replace clinical judgment or to
establish a protocol for allchildren with the condition.

Tools

VICHQ ADHD Primary Care Initial Evaluation Form
Tntended for use by the clnician, this tool helps organize the various pieces of information needled to make a diagnosis of ADHD:
patient history: pertinent physical examination including vision. hearing, and neurologic screening; and data from the assessment scales
(described below). This formalso can serve to ensure the child has recetved a treatment plan, appropriat referrals and a follow-up
appointment. This sample is provided as  template: a dinician can adapt this tool t fit his or her own practice and approach.
The NICHQ Vanderbilt Parent and Teacher Assessment Scales

NICHQ Vanderbilt Assessment Scale—PARENT Informant

NICHQ Vanderbilt Assessment Scale—TEACHER Informant

NICHQ Vanderbilt Assessment Follow-up—PARENT Informant

NICHQ Vanderbilt Assessment Follow-up—TEACHER Informant

Scoring Instructions for the NICHQ Vanderbilt Assessment Scales

SAMPLE NICHQ Vanderbilt Assessment Scale—PARENT Informant
Achild must meet DSM-IV eriteriafor a diagnesis of ADHD to be appropriate. To confirm a diagnosis of ADHD, these behaviors must
+ Occur in more than one stting, sch as home, school, and social situations
+ Occur to a greater degree than in other children the same age
« Begin onset before the child reaches 7 years of age and continue on a regular bass for more than 6 months
« Significantly impair the child academic and social functioning
« Not be better accounted for by another disorder
The e s bl oo it an s ol vk Copyrgh 2002 Amsrcan cadyof Peacs and Nator e o Chiders
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[image: image157.png]DIAGNOSIS, CONTINUED

Many school-aged children have some of these symptoms, either transiertly or ina mild form, and it i important to establish the high
frequency of symptoms to make the diagnosis of ADHD, The NICHQ Vanderbilt Parent and Teacher Assessment Scales are one way to do
this. The NICHQ Vanderbilt Assessment Scales alo screen for the following coexisting conditions: oppositional-defiant disorder, conduct
disorder, and aniety and depression. If a screen is positive,a more detalled evaluation is warrarted. Tralso should be noted that the scales
will ot pick up learning disabiltes,suicidal behaviors, bipolar disorder, alcohol and drug use,or tics—al of which may be present

ina child vith ADHD.

‘The NICHQ Vanderbilt Assessrment Follow-up tools help assess the treatment’ effectiveness. There are forms for use by the parent and
teacher. Intended for use by the dlinician and saff, the scoring Instructions provide a set of directions for scoring the NICHQ Vanderbilt
Assessment and Follow-up Scales

Cover Letter to Teachers

“This serves as a means of communication and an introductoryletter that may accompany the assessment scales that you request from the
school. It s sugaested tht a “release of information” form, signed by the parent, accompany the leter, This sample is provided asa tem-
plate; clinician can adapt this ool tofit his or her own practice and approach.

The NICHQ Vandebilt Parent Assessent Scale

How to sore the parent checklist

“The NICHQ Vanderbiltscale is divided nto 2 sections: Symptoms and Performance. When handing the assessment scale to the parent
point out how to il out e form correctly

+ The Symptomssection identifiesthe frequency of occurrence. Direct the parent to circle only 1 of the 4 numbers on the scale.
« The Performance section indicates the level of impairment. Direct the parent tocircle only 1 of the 5 numbers on the scale.

Once the formis completed. the ADHD subtype can be determined.
a.For questions 1-9,add up the number of questions where the parent circled a 2 or 3.

For questions 10-18,add up the number of questions where the parent circled a2 or 3

For questions 48-55,add up the number of questions where the parent circled a4 or 5
« For Predominantly Inattentive subty e, at least § of questions 1-9 must score a 2 or 3. In addition, at least 1 of questions 48-55 must
scoread or 5

« For Predominantly Hyperactive/Tmpulsive subtype, atleast 6 of questions 10-18 must score a 2 or 3 In addition, at least 1 of questions
48-55 must scorea dor 5.

+ For Combined Inattention/Hyperactvity subtype.atleast 6 of questions 1-9.and 6 of questions 10-18 must score a 2 or 3, Additionally
atleast | of questions 48-55 must scorea d or 5

What to el the pasent whi you are scoring

‘You can walk a parent through vhat you e doing, This is helpful in educating them about their chid's condition.

Note: Alterrtely, taff can score the rating scale. The parent can turn the scale in o the front desk. and a nurse or administrative assistant

can score itand attach It o the patients file. Some clinicians also use questionnaires to collect the history as well s DSM-IV criteriaand
score this packet prior to seeing the child and family. This may allow for a more efficlent use of time in the offce.
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The NICHQ Vanderbilt Teacher Assessment Scale

Teachers often are the first to notice behavior signs of possible ADHD, Children 6 to 12 years of age spend many of their waking hours
atschool,and the teacher is a povierful source of information about the childs behaviors, interactions, and academic performarce.

"To make an accurate diagnoss,information about the child will be needed directly from the child's classroom teacher or another
school professional. The child's academic and classroom behavior is necessary to corroborate the diagnosis and identify potential
Iearning disabiltes.

‘The guideline specifies that this information can be obtained using narratives from the teacher or specifi rating scales. Some clinicians
find it helpful to do both.

In addition to using an ADHD rating scale many clinicians fin it helpful o talk directly vith the teacher to obtain richness beyond the
rating scales. For example, ask the teacher to describe

« The childs behavior in the classroom
+ The childs learning patterns

« How long the symptoms have been present

« How the symptoms affect the child's progress at school

« Ways the teacher has adapted the classroom program to help the child

« Whether other conditions contribute to or affect the symptoms

Tn addition, ask to e report cards and samples of the child'sschoolwork  as well as ny formal testing performed by school personnel

“This interview: can take place over the phone or in the form of a written narrative or a paper or computer-based questionaire.

How to score the teacher checkllst

‘The ADHD-specific questionnaires and rating scales also are available fo teachers These scales accurately distinguish between children
with and without the diagnosis of ADHD, Whether these scales provide additional benefit beyond narratives or descriptive interviews
informed by DSM-IV criteria is not known, Using scales can give an objective rating for monitoring improvements,

A corresponding teacher scale to complement the parent questionnaire has been developed. Once the form s completed, the ADHD
subtype can be determined.

a. For questions 1-9,add up the number of questions where the teacher circled a2 or 3
b, For questions 10-18, add up the number of questions where the teacher circled a2 or 3
. For questions 36-43,add up the number of questions where the teacher circled a 4 or 5.

For Predominantly Inattentive subty e, at least 6 of questions 1-0 must score a 2 or 3.In addition,atleast 1 of questions 36-43 must
scoread or 5

For Predominantly Hy peractive/Impulsive subty pe, atleast 6 of questions 10-18 must scorea 2 or 3. Inaddition, atleast 1 of
questions 3643 must scorea  or 5

For Combined Inattention/Hyperactivity subtype. at least  of questions 1-9.and 6 of questions 10-18 must score a 2 or 3 Inaddition,
atleast | of questions 36-43 must scorea d or 5
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Atreatment planistailored to the individual needs of the child and family It may require medical educational, behavioral, and psycho-
logical interventions This multimodal approach can improve the childs behavior in the home, classroom, and social settings.In most
cases, successful treatment will include a combination of stimulant medication and behavior therapy.

‘The AAP dlinical practice guideline, Treatment of the School-Aged Child With Attention-Deficit/Hy peractivity Disorder contains the
following recommendations for treatment of ADHD in children aged 6to 12 years:
1. Primary care clinicians should establish a treatment program that recognizes ADHD s a chronic condition.

2. The treating clinician, parents,and the child,in callaboration with school personnel should specify appropriate target outcomes to
guide management

3. The clinician should recommend stimulant medication and/or behavioral therapy as appropriate to improve target outcomes in
children with ADHD.

4. When the selected management for a child with ADHD has not met target outcomes, clnicians should evaluate the original
diagnosis, use of all appropriate treatments, adherence to the treatment plan, and presence of coexisting conditions

5. The clinician should periodically provide a systematic follow-up for the child with ADHD. Monitoring should be directed to
target outcomes and adverse effects by obtaining speciic information from parents, teachers, and the child

‘The AAP guideline recognizes the variation in severity and complexity of children preserting vith ADHID and specifically limits the
target population to children aged 6 to 12 years vith ADHD but without major coexisting conditions,

Tools

ADHD Management Plan (2 Samples)

‘The ADHD Management Plan s a written handout for the child and family describing planned goals, indicating when and how to take
any prescribed medications, and outlining the next steps Its purpose i to help the child and family manage his or her ADHD.

“The monitoring plan should consider normal developmental changes in behavior over tme, educational expectations that ncrease with
each grade,and the dynamic nature of a childs home and school environment. Changes In any of these areas may altr target behaviors.
“This form also can be used to moritor the date of rfills, medication ty e, dosage, frequency. quantity, and responses to treatment
(both medication and behavior therapy)

These samples are provided as a templat:  cinican can adapt ether vesion to it his or her own practice and approach.

How to Establish a School-Home Daily Report Card

“The Daily Report Card (DRC) is aform of behavior modification that can be used to fevard the child for meeting specifc target
outcomes in home and classroom settings

“This tool ollows the same concept as an academic report card, but focuses on the childs behaviors. The DRC provides immediate
feedback on the childs behaviors. Each day, the parert fills out a DRC on the child's behavior at home. Similarly, the teacher fills out
the DRC on the child's behavior at school and sends it home. The parent rewards the chid for a good report, or withholds a privilege
inthe case of a bad report

“The physician will need to be familiar with these tools to assist with the implementation of the DRC by revieswing it with parents; this
provides parents with the direction needed to use this tool at home and assst the teacher with its use at school. This tool provides for
communication among the school, parents, and clnician so all parties involve in the child's care know how vell the child is meeting
his or her target outcomes.

Stimulant Medication Management Information

Intended for use by the clinician, this tool reviews the types of stimulants available, dosing, and potential sid effects. This chart will need
updating at intervals as new medications are introduced.
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‘The AAP ADHD clinical practice guidelines underscore the important role of children and faniles in the exaluation process s well as
the design of an appropriate management plan. The following tools can faciliate the inclusion of the child and family

Tools

Understanding ADHD: Information for Parents About Attention-Deficit/Hyperactivity Disorder
“This excellent AAP booklet provides answers to many of parents' most common questions about ADHD.

Does My Child Have ADHD?
“This tool suggests parents monitor some of their childs behaviors to faciltate the evaluation for ADHD,

Evaluating Your Child for ADHD and ADHD Evaluation Timeline
“This tool includes a timeline that can help parents or caregivers understand the steps required for making a diagnesis and
facilitate obtaining the necessary information.

For Parents of Children With ADHD
“This list contains helpful suggestions on parenting achild with ADHD,

‘What Can T Do When My Child Has Problems With Sleep?
“This s 2 handout for parents with suggestions for how to handle children with ADHD who have problerns with sleep.

Educational Rights for Children With ADHD
Intended primarily for use by the clinician, this tool can be used o gulde parents'decisions about educational intervertions to help
children vith ADHD.

Homework Tips for Parents

“This it contains helpful suggestions on completing educational assignments

‘Working With Your Childs School
“This s a parent eclucation plece that provides suggestionsfor initating an educational partnership, collaborating on the child evaluation.
and cooperating throughout the childs school career on the targeted outcomes
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RESOURCES

Tools
ADHD Coding Fact Sheet for Primary Care Clinicians

“This tool summarizes helpful facts to ensure appropriate coding for ADHD services.

ADHD Encounter Form

“This is a sample billing form that a linician can adapt for his or her practice and approach.

Documentation for Reimbursement

“This s a sample ltter that a clnician can use to document the provision of ADHD care for insurance purposes. A clinician can
adaptthis for his or her practice and appreach.

ADHD Resources Available on the Internet

“This is alist of Web sites of organizations and resources helpful to the family, clinician, and school.
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inderbilt Assessment Sc:

These scales should NOT be used alone to make any diag-
nosis. You must take into consideration information from
muttiple sources. Scores of 2 or 3 on a single Symptom
question reflect often-occurring behaviors. Scores of 4

or 5 on Performance questions reflect problems in
performance.

‘The initial assessment scales, parent and teacher, have 2 compo-
nents: symptom assessment and impairment in performance.

On both the parent and teacher initil scals, the symptom assess-
‘ment screens for symptoms that meet criteria for both inattentive
(items 1-9) and hyperactive ADHD (items 10-18).

To meet DSM-IV criteria for the diagnosis, one must have atleast 6
positive responses to cither the inattentive 9 or hyperactive 9 core
symptoms,or both. A positive response s a 2 or 3 (often, very
often) (you could draw a line straight down the page and count
the positive answers in each subsegment). There i a place to

record the number of positives in each subsegment, and a place
for total score for the frst 18 symptoms (just add them up).

“The initial scalesalso have symptom screens for 3 other co-
‘morbidities—oppositional-defiant, conduct, and anxicty/
depression. These are screened by the mumber of positive respon-
ses in each of the segments separated by the “squares” The specific
item sets and numbers of positves required for each co-morbid
symptom screen set are detailed below.

“The second section of the scale has a st of performance measures,
scored 1to 5, with 4 and 5 being somewhat of a problem/problem-
atic. To meet criteria for ADHD there st be at least one item of
the Performance st in which the child scores a 4 or 5; ic, there
must be impairment, not just symptoms to meet diagnostc criteria.
“The sheet has a place to record the number of positives (4s,55) and
an Average Performance Score—add them up and divide by mum-
ber of Performance critria answered.

Parent Assessment Scale

Teacher Assessment Scale

Predominantly Inattentive subtype

= Must score a 2 or 3 on 6 out of 9 items on questions 1-9 AND

& Score a4 or 5 on any of the Performance questions 48-55

Predominantly Hyperactive/Impulsive subtype:

' Must score a 2 o 3 o 6 ot of 9 items on questions 10-18
AND

& Score a4 or 5 on any of the Performance questions 48-55

ADHD Combined Inattention/Hyperactivi

' Requires the above criteria on both inattention and
hyperactivity/impulsivity

Oppositional-Defiant Disorder Screen

 Must score a 2 or 3 on 4 ot of § behaviors on questions 19-26
AND

& Score a4 or 5 on any of the Performance questions 48-

Conduct Disorder Screen

' Must score a 2 or 3 on 3 out of 14 behaviors on questions
2740 AND

& Score a4 or 5 on any of the Performance questions 48-55

Anxiety/Depression Screen

= Must score a 2or 3 on 3 out of 7 behaviors on questions 4147
AND

& Score a4 or 5 on any of the Performance questions 45-

Predominantly Inattentive subtype

 Must score a 2 or 3 on 6 ot of 9 items on questions 1-9 AND

& Score a 4or 5 on any of the Performance questions 36-43

Predominantly Hyperactive/Impulsive subtype

= Must score a 2 or 3 on 6 ot of 9 items on questions 10-18 AND.

& Score a 4 or 5 on any of the Performance questions 36-43

ADHD Combined Inattention/Hyperactivity

' Requires the above criteria on both inattention and
hyperactivity/impulsivity

Oppositional-Defiant/Conduct Disorder Screen

= Must score a 2 or 3 on 3 ot of 10 items on questions 19-28
AND

& Score a 4 or 5 on any of the Performance questions 36-43

Anxiety/Depression Screen

B Must score a 2 o 3 on 3 ot of 7 items on questions 29-35
AND

& Score a 4 or 5 on any of the Performance questions 36-43

‘The parent and teacher follow-up scales hav the first 18 core
ADHD symptoms, not the co-morbid symptoms. The section seg-
‘ment has the same Performance items and impairment assessment
as the initia scales, and then has a side-effect reporting scale that
can be used to both assess and monitor the presence of adverse:
reactions to medications prescribed, if any.

Scoring the follow-up scles involves only calculating a total
symptom score for items 118 that can be tracked over time, and
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the average of the Performance items answered as measures of

improvement over time with treatment.

Parent Assessment Follow-up

& Calculate Total Symptom Score for questions 1-15.

& Calculate Average Performance Score for questions 19-26.

Teacher Assessment Follow-up

& Calculate Total Symptom Score for questions 1-15.

& Calculate Average Performance Score for questions 19-26.
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[image: image163.png]73 HQ Vanderbilt Assessment St EACHER Informant
Teacher's Name: Class Time: Class Name/Period:
Today's Date: Child's Name: Grade Level:

Directions: Each rating should be considered in the context of what is appropriate for the age of the child you are rating
and should reflect that child's behavior since the beginning of the school year. Please indicate the number of

weeks or months you have been able to evaluate the behaviors:

Is this evaluation based on a time when the child  [] was on medication []was not on medication [Jnot sure?

Symptoms Never _Occasionally _Often _ Very Often
1. Fails to give attention to details or makes careless mistakes in schoolwork 0 1 2 3
o T setaing oo s o e ; i —
3. Doss not seem to listen when spoken to directly 0 T 2 3
4. Does not follow through on instructions and fails to finish schoolwork 0 1 2 3

(not due to oppositional behavior or failure to understand)
i i g s e ; ; FR
. Avoids, dislikes,or i reluctant to engage in tasks that require sustained 0 T 2 3
‘mental effort
e ey o ks s o g, ; : .
pencil, or books)
5._Ls casily distracted by extrancous stimuli 0 1 2 3
T i e ; i —
10, Fidgets with hands or feet or squirms in seat 0 1 2 3
e g e T — T —
seated is expected
12. Runs about or climbs excessively in situations in which remaining. 0 1 2 3
seated is expected
13, Has diffculty playing or engaging in leiure activities quietly 0 T 2 3
o e st e by o 0 : R
N 0 : R
- Blurts out answers before questions have been completed 0 1 2 3
~ Has diffculty waitingin line 0 T 2 3
15, Interrupts or intrudes on others (cg, butts it conversations/games) 0 T 2 3
15 Dot 0 i —
20, Actively defies or sefuses to comply with adulfs requssts or rules 0 T 2 3
21, T angry or resenthal 0 T 2 3
Tk ndcie 0 i —
e tresene or i o ; i —
24 Initates physical ights 0 1 2 3
e oo ey o o s o g e o i : :
26 s physically cruel to people 0 T 2 3
T o e o o ; i —
25. Deliberately destroys others property 0 T 2 3
29. Is fearful, anxious, or worried 0 1 2 3
30, s self-conscions or casily embarrassed 0 1 2 3
31, s afraid to try new things for fear of making mistakes 0 1 2 3
o Y S T TSNP
e
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Teacher's Name: Class Time: Class Name/Period:
Today's Date: Child’s Name: Grade Level:

Symptoms (continued) Never _Occasionally _Often _Very Often
32, Fecls worthless or inferior 0 T 2 3

33, Blames self for problems; feels guilty 0 T 2 3

34._Feels lonely, unwanted, or unloved; complains that “no one loves him or her” 0 1 2 3

35. 1 sad, unhappy, or depressed 0 1 2 3

Somewhat

Performance Above ofa

Academic Performance Excellent Average  Average  Problem Problematic
3. Reading T 2 3 1 5

37. Mathematics T 2 3 1 5

3. Written expression T 2 3 1 5

Somewhat
Above ofa

Classroom Behavioral Performance Excellent Average  Average  Problem Problematic
39, Relationship with peers T 2 3 1 5

40. Following directions T 2 3 1 5

41 Disrupting chass T 2 3 1 5

42, Asignment completion T 2 3 1 5

43 Organizational skills T 2 3 1 5

Comments:

Please return this form to:

Mailing address:

Fax number:

ForOffice Use Only

Total number of questions scored 2 or 3 in questions 1-

Total number of questions scored 2 or 3 in questions 10-1

Total Symptom Score for questions 1-18:

Total number of questions scored 2 or 3 in questions 19-2
Total number of questions scored 2 or 3 in questions 20-3
Total number of questions scored 4 or 5 in questions 36-43:

Average Performance Score:
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[image: image165.png]D6 ICHQ Vanderbilt Assessment Follow-up-
Teacher’s Name: Class Time: Class Name/Period:
Today's Date: Child’s Name: Grade Level:

Directions: Each rating should be considered in the context of what is appropriate for the age of the chi
and should reflect that child's behavior since the last assessment scale was filled out. Please indicate the
number of weeks or months you have been able to evaluate the behavio

Is this evaluation based on a time when the child  [] was on medication []was not on medication [Jnot sure?

Symptoms Never _Occasionally _Often _Very Often
1. Does not pay attention to details or makes carcless mistakes with, 0 T 2 3
for example, homework
2_Hias difficulty keeping attention to what needs to be done 0 1 2
3. Does not seem to listen when spoken to directly 0 1 2
4. Does not follow through when given directions and faiks to fnish, 0 T 2
activites (ot due to refusal or failure to understand)
5._Hias difficulty organizing tasks and activities 0 1 2 3
6. Avoids, dislikes, or does not want to start tasks that require ongoing 0 T 2 3
mental effort
7. Loses things necessary for tasks or activties (toys, assignments, 0 T 2 3
pencils, or books)
Is casily distracted by noises or other stimuli 0 T 2 3
T forgetful in daily activities 0 T 2 3
10. Fidgets with hands or feet or squirms in seat 0 T 2 3
11, Leaves seat when remaining seated is expected 0 1 2 3
2. Runs about o climbs too much when remaining seated is expected 0 1 2 3
. Has difficulty playing or beginning quict play activities 0 1 2 3
Ts “on the go or often acts as if “driven by a motor” 0 T 2 3
Talks to0 much 0 T 2 3
. Blurts out answers before questions have been completed 0 T 2 3
17. Has difficulty waiting his or her turn 0 T 2 3
18, Interrupts or intrudes in on others' conversations and/or activities 0 T 2 3
somewhat
Above ofa
Performance Excellent _Average _ Average _ Problem Problematic
19, Reading T 2 3 1 5
20. Mathematics T 2 3 1 5
. Written expression T 2 3 1 5
Relationship with peers T 2 3 1 5
Following direction T 2 3 1 5
| Disrupting class 1 2 3 1 5
Asignment completion 1 2 3 1 5
. Organizational skills 1 2 3 1 5
B Coppigh 0202 American Acsdmyof P nd Nt e fr Chdres
orsere 12 andard of i o, Vration king o coun i chcun et Quilty
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Class Name/Period:

Today’s Date: Childs Name: Grade Level:
Side Effects: Has the child experlenced any of the ollowing side Are these side effects currently a problem?
effects o problems n the past week? None Mild__|Moderate | Severs
Headache
Stomachache
Change of appetite—explain below
Trouble sleeping
Trriability in the late morning, late afternoon, or evening—explain below
Socally withdrawn—decreased interaction with others
Extreme sadness or unusual crying
Dull tred,lsles behavior
Tremorsfecling shaky
Repetitive movements,tcs,jerking, bvitching,eye blinking—explain below
Picking at skin or ingers, nai biting, lp or cheek chewing—explain below
Secs or hears things that ren'tthere

Explain/Comments:

For Office Use Only.

Total Symptom Score for questions 1-18:
Average Performance Score:

Please return this form tor

Mailing address:

Fax number:

Nt e Pt e s devloped by Wik o, D,
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Today

Parent's Name:

Directions: Each r:

Is this evaluation based on a time when the child

NICHQVanderbilt Assessment Scale—PARENT Inf

’s Date: Childs Name:

Date of Birth:

g should be considered in the context of what
When completing this form, please think about your ch

Parents Phone Number:

s appropriate for the age of your
ild’s behaviors in the past 6 months.

0 was on medication ] was not on medication [] not sure?

Symptoms Never _Occasionally _Often _Very Often

1. Does not pay attention to details or makes carcless mistakes 0 1 2 3
with, for example, homework

2 Hias difficulty keeping attention to what needs to be done 0 T 2

3. Does not seem to listen when spoken to directly 0 T 2

4. Does not follow through when given directions and fails to fnish activities 0 T 2
(not due to refusal o failure to understand)

5. Hias difficulty organizing tasks and activities 0 1 2 3

6. Avoids, dislikes, or does not want to start tasks that require ongoing 0 T 2 3
mental effort

7. Loses things necessary for tasks or activities (toys, assignments, pencils, 0 T 2 3
or books)

8_Is casily ditracted by noises or other stimuli

9T forgetful in daily activities

10. Fidgets with hands or feet or squirms in seat

T1. Leaves seat when remaining seated is expected

2. Runs about or climbs too much when remaining seated is expected

13. Has difficulty playing or beginning quict play activities

14, 15 “on the go” or often acts as if “driven by a motor”

15. Talks too much

16. Blurts out answers before questions have been completed

17. Has difficulty waiting his or her turn

18, Interrupts or intrudes in on others’ conversations andor activities

19, Argues with adults

20, Loses temper

21, Actively defies or refuses to go along with adults requests or rules

. Deliberately annoys people

. Blames others for his or her mistakes or misbehaviors

15 touchy or easily annoyed by others

Is angry or resentful

- Is spiteful and wans to get even

"~ Bullies threatens, or intimidates others

. Starts physical fights

- Lics to get out of trouble or to avoid obligations (is, “cons” others)

1s truant from school (skips school) without permission

s physically cruel to people

. Has stolen things that have value,

0 3

“The nformoticn contined 1 s ublcaion should n o ed 52 sttt or e

el

o and adviceof yourpedccan, Thers b vrations sttt

yous pedatician oy ecomnend e o ndidl Bt d e
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Today's Date: Child’s Name: Date of Birth:
Parent’s Name: Parent’s Phone Number:
Symptoms (continued) Never _Occasionally _Often _Very Often
33, Deliberately destroys others property 0 1 2 3
34 Has sed a weapon that can cause serious harm (bat, knife, brick, gun) 0 1 2 3
35 1s physically cruel to animals 0 1 2 3
Fias deliberately set firs to cause damage 0 1 2 3
. Has broken into someone else’s home, business, or car 0 1 2 3
- Has stayed out at night without permission 0 T 2 3
. Has run away from home overnight 0 T 2 3
- Has forced someone into sexual activity 0 T 2 3
41,15 Fearful, anxious, or worried 0 T 2 3
2. Ts afaid to try new things for fear of making mistakes 0 1 2 3
43 Fecls worthless or inferior 0 1 2 3
44, Blames self for problems, feels guilty 0 1 2 3
45 Fecls lonely, umvanted, or unloved; complains that “no one loves him or her” 0 T 2 3
46. s sad, unhappy, or depressed 0 T 2 3
47, Ts self-conscious or easily embarrassed 0 T 2 3
Somewhat
Above ofa
Performance Excellent _Average _ Average _ Problem Problematic
48, Overall school performance 1 2 3 1
45, Reading 1 2 3 ) 5
50 Writing 1 2 3 1 5
51, Mathematics T 2 3 1 5
52, Relationship with parents T 2 3 1 5
53, Relationship with siblings T 2 3 1 5
54. Relationship with peers 1 2 3 1 5
55. Participation in organized activites (cg, teams) 1 2 3 1 5
Comments:

ForOffice Use Only

Total number of questions scored 2 or 3 in questions 1-
Total number of questions scored 2 or 3 in questions 10-18:
Total Symptom Score for questions -1

Total number of questions scored 2 or 3 in questions 19-26:
Total number of questions scored 2 or 3 in questions 274
Total number of questions scored 2 or 3 in questions 414
Total mumber of questions scored 4 or 5 in questions 48—
Average Performance Score:
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Childs Name:

Today's Date:

Assessment Follow-up—PARENT Informant

Date of Birth:

Parent's Name:

Parents Phone Number:

Di

ctions: Each rating should be considered in the context of wha

appropriate for the age of your child. Please t

about your child's behaviors since the last assessment scale was filled out when rating his/her behaviors.

15 this evaluation based on a time when the child (] was on medication []was not on medication [ not sure?
Symptoms Never _Occasionally _Often _Very Often
1. Does not pay attention to details or makes carcless mistakes with, 0 1 2 3

for example, homework
2_Has difficulty keeping attention to what needs to be done 1 2
3. Does not seem to listen when spoken to directly 1 2
4. Does not follow through when given directions and faiks to T 2
finish activities (not due to refusal or failure to understand)
5. Has difficulty organizing tasks and activities T 2
6. Avoids, dislikes, o does not want o start tasks that require T 2
ongoing mental effort
7. Loses things necessary for tasks or activties (toys, assignments, pencils, 0 T 2 3
or books)
Ts casily distracted by noises or other stimuli 0 T 2 3
T forgetful in daily activities 0 T 2 3
10. Fidgets with hands or feet or squirms in seat 0 1 2 3
11, Leaves seat when remaining seated is expected 0 1 2 3
2. Runs about o climbs too much when remaining seated is expected 0 1 2 3
13. Has difficulty playing or beginning quict play activities 0 T 2 3
13, 15 “on the go” or often acts a if “driven by a motor” 0 T 2 3
5. Talks too much 0 T 2 3
Blurts out answers before questions have been completed 0 T 2 3
Fias difficulty waiting his or her turn 0 T 2 3
. Interrupts or intrudes in on others’ conversations and/or actvities 0 T 2 3
somewhat
Above ofa
Performance Excellent Average  Average  Problem Problematic
19, Overall school performance T 2 3 1 5
20, Reading T 2 3 1 5
21 Writing T 2 3 1 5
22, Mathematics 1 2 3 1 5
2. Relationship with parents 1 2 3 1 5
24, Relationship with siblings 1 2 3 1 5
Relationship with peers 1 2 3 ) 5
2. Participation in organized activities (cg, teams) 1 2 3 1 5
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[image: image170.png]Today's Date: Child’s Name: Date of Birth:
Parent’s Name: Parent’s Phone Number:
Side Effects: Has your child experienced any of the following side Are these side effects currently a problem?
effects or problems in the past week? None Moderate | severe

Headache

Stomachache

‘Change of appetite—explain below.

Trouble skeeping

Trritability in the late morning, late aRernoon, or evening—explain below

Socially withdrawn—decreased interaction with others

Extreme sadness or unusual crying

Dull tired, lstless behavior

Tremors/fecling shaky

Repetitive movements,tics, jerking, twitching, eye blinking—explain below

Picking at skin or fingers, nail biting, lip or cheek chewing—explain below

Sees or hears things that aren't there

Explain/Comments:

ForOffice Use Only
Total Symptom Score for questions -1
Average Performance Score for questions 19-2
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[image: image171.png]Parent | Teacher DBD Rating Scale

Chids Name: Form Completed by:

Grade Date o B Sec Date Conpleta
Check the Golumn 2t best descrioes yourtfis . Please wiits DK next 1 any items for which you don' Know the answer.

Notar] Justa | Predy | Very
A | Title | Much | Much
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'SCORING INSTRUCTIONS FOR THE DISRUPTIVE BEHAVIOR DISORDER RATING SCALE

Tnere are two ways to defermine ifa cild meets th critera for DSM IV diagnoses of Atienion-DeficiHyperactivity Disorder, Opposidonal Defant
Disorder, or Conduct Disorcer. T st method Involves courting Symptoms for each disorcer using the Disruptive Behavior Disorders (DBD) rating
scale. The second mehod involves comparing the target chid's facior scores on the DBD Rating Scale 0 estatifshed noms. The facor scores
metnod i preferable for diagnos's offemales (2.9, Using a 2 SD cutof), &5 the symgtom counting method often resuls in underdiagnosis of female
chicren. Please note that lems 10, 14, and 21 are from DSWHI-R and are notncladec n the scoring for a DSMH-V ciagnoss.

Method 1. Counting Symptoms
"o determineifa chid meefs the symptom creria for DSM IV diagnoses of Attentio-DeficitHyperactiviy Disorder, Opposiional Defiant Disorger, or
‘Conduct Disorder as measured by the DED Parent | Teacher Rating Scale, count the number of symptoms that are encorsed “pretty much” or “very
Much by eithr parent or teacher n each o the followng categores.  Note that mpaiment and other crieria must be evaluated n addiion o
symptom couns.

[Atention-DefciUHyperactviy Disorder

tention-Defici-yperactuiy Disorder - Inatenion Symptoms
(tems 9, 18, 23,27, 8, 34, 37, 42, 44)

6 or more tems must be encorsed a5 ‘pretty much” o “very much to et ciera for Attention-DefcitHyperactivity Disorder, Predominantly

Inatentive Type. The six fems may be endorsed on the teacher DED, the parent DBD, or can be & combinaton of tems fom ooth raing scales

(€. 4 symptoms endorseg on th teacher DBD and 2 seperate symptoms enorsed on the parent DBD).  The same symptom shoud not be

lcounte wice it appears on both versions (parent and teacher) ofte rating scle

Attention-Deficityperactity Disorcer - Hyperacivityimaulsity Symptoms
(tems 1,7, 12, 19,22, 25,30, 33,35)

6 or more items must be endorsed as “pretty muCT or “very much" an e parent andor the teacher DBD to meet crieia for Attention
[DefcitHyperactivity Disorder, Predominantiy Hyperactive-impuisive Type

I 6 or more items are endorsed for Atention-Defiotyperactity Dsorder - inaterton and 6 or mare ftems are endorsed for Atenton-
[Defcityperactuiy Disocer - hyperactuiyimpulsivty. then crtera 5 me for Attention-DeficitHyperactvity Disorder, Combined Type

|Some impaiment from the symptoms must be present in two or more seftings (e.q.. school. home)

loppositional efiant Disorder
Oppositonal Defent Dsorder (fems 3, 13,15, 17, 2, 26, 28,39)

A 01l of 4 or more ftems must be endorsed as “prety much” or

lOpposional Defian Disorder

(Conduct Disorder

ery much on either the parent or te teacher DBD to meet crieria for

‘Conduct Disoroer - aggression to people and animais (tems 6, 20, 31, 32, 36, 40, 45)
‘Conduct Disorder - desiructon of property (iems 16, 41)

‘Conduct Disoroer - decaiuness or et (tems &, 8, 43)

‘Conduct Disorder - erious violaton o rules (tems 2, 11, 38)

1 total of 3 or more s in any category or any combinaion of categories must be endorsed as "prety mich” or ey much on gither the parent
th teacher DBD to meet crieria or Conduct Disorder

Method 2. Using Factor Scores
Eactor scores for he wo ADHD and DD dimensiors for tacher raings on the DBD are fegorted in Peham, et al (1992), Teacher ratings of DSM-
1ILR symptoms for the isuptive behavior sorders: Jourmal of the American Academy of Chil ang Adolescent Psychiaty 31, 210-218. The factor
Scores for DSM IV factors are the same as for the DSM 1R actors reported in that paper. To delermin how a Childs SCores Compare o normative
all, Compute the average rating or the tems from each factor(isted below using the fllowing scorng: Notat ll =0, Just a fite = 1, ety Much

Very much = 3. Then, using the informalion from the attaches table of norms, determine where the chid fals in relaton to ather chilren. A
varity of cutofscores can be used (2. 2 standard deviations above the mean)

[Factors
Oppositonal | Defiant (fems 3, 13,15, 17,24, 26,28, 39)
Inattenton (fems 3, 18,23, 27,28, 34,37, 42,44
Impuisivty / Overactivity (fems 1.7, 12,1,22,25 30, 33,35)





VI.  Medication Management
VI.  Medication Management- This section has information on ADHD medication and recommended dosage for each medication.

1)   Stimulant Medication Management Information – T5
http://www.cincinnatichildrens.org/NR/rdonlyres/A37DFB9B-D10A-4828-AA43-82BE7EE00CEB/0/adhdstimulantmgmt.pdf
2)   Center for Children & Families - ADHD Medication Information Sheet for Parents & Teachers 

http://ccf.buffalo.edu/pdf/ADHD_Medication.pdf
3)  ADHD and the FDA
http://www.fda.gov/cder/drug/infopage/ADHD/default.htm
[image: image173.png]Stimulant medication and dosage: Based on the patient’s daily schedule and response to medication. Measure at baseline and

periodically moni

Height, weight, blood pressure, pulse, slecp, appetite, mood,tic, family goals, and side effects.

Immediate Release

and 30 mg (natural/orange)

Duration of
Behavioral
Active Ingredient Drug Name Dosing Effects*
Mixed sals of amphetamine | - Adderall Start with 5 mg 1-2 times per day and About 46
(Dextroamphetamine/ Tablets (sored): 5 mg (blue), 10 mg | increase by 5 mg each week until good hours
Levoamphetamine) (blue), 20 mg (pink), and 30 mg | control achieved. depending
(pink) Maximum Recommended Daily Dose: 40 mg | on dose.
Dextroamphetamine « Dexedrine “Tablet: Start with 5 mg 12 times per day Tablet: 4-5
Tablet: 5 mg (orange) and increase by 5 mg each week until hours
* Dextrostat good control achieved.
Tablet (scored): 5 mg (yellow) and | Maximum Recommended Daily Dose: 40 mg
10 me (yellow)
Methylphenidate « Ritalin Start with 5 mg (25 mg for Focalin) 1-2 times | 34 hours
Tablets (scored): 5, 10,and 20 mg | per day and increase by 5 mg each week until
« Methylin good control is achieved. May need third
Tablets (scored): 5, 10,and 20 mg | reduced dose in the afternoon.
« Focalin Maximum Recommended Daily Dose: 60 mg
Tablets: 25, 5,and 10 mg.
Sustained Release, continued on side 2
Duration of
Behavioral
Active Ingredient Drug Name Dosing Effects*
Mixed salts of amphetamine | - Adderall XR Start at 10 mg in the morning and increase | 812 hours
(Dextroamphetamine/ Capsule (can be sprinkled): 10mg | by 10 mg each week until good control is
Levoamphetamine) (bluefbluc), 20 mg (orange/orange), [ achieved.

Maximum Recommended Daily Dose: 40 mg

Dextroamphetamine « Dexedrine Spansule

Start at 5 mg in the morning and increase by

810 hours

Spansule (can be sprinkled): 5,10, |5 mg each week until good control is achieved.
and 15 mg (orange/blad Maximum Recommended Daily Dose: 45 mg
Methylphenidate « Concerta Start at 18 mg each morning and increase by | 812 hours

Capsule (noncrushabie): 18,27, 36, | 18 mg each week until good control is achieved.
and 54 mg Maximum Recommended Daily Dose: 72 mg

* Ritalin SR Start at 20 mg in the morning and increase | 48 hours
Tablet: 20 mg SR (white) by 20 mg each week until good controlis

 Ritalin LA achieved. May need second dose or regular
Capsule (can be sprinkled): 20,30, | methylphenidate dose in the afiernoon.
and 40 mg Maximum Recommended Daily Dose: 60 mg

“Thes areetimtes, o duration may vary wih ndividul hid.
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[image: image174.png]Sustained Release, continued

Active Ingredient Drug Name Dosing Effects”
« Metadate ER Start at 10 mg each morning and increase 4.8 hours
‘Tablet: 10 and 20 mg extended release | by 10 mg each week until good control is
« Methylin ER achieved. May need second dose or regular
Tablet: 10 and 20 mg extended ‘methylphenidate dose in the afternoon.
release Maximum Recommended Daily Dose: 60 mg
* Metadate CD Start at 20 mg each morning and increase 48 hours
Capsule: 20 mg extended release by 20 mg each week until good control is
achieved.
Maximum Recommended Daily Dose: 60 mg

Contraindications and Side Effects

Active Ingredient

Contraindications (Stimulants can be used in chidren with epilepsy.)

MAO Inhibitors within 14 days
Glaucoma

Symptomatic cardiovascular disease
Hyperthyroidism

Moderate to severe hypertension

Mixed salts of amphetamine

Dextroamphetamine MAO Inhibitors within 14 days
Glaucoma

Methylphenidate MAO Inhibitors within 14 days
Glaucoma

Preexisting severe gastrointestinal narrowing

Caution should be used when prescribing concomitantly with anticoagulants,
anticonvulsants, phenylbutazone, and tricyclic antidepressants

Common Sic

Effects: + Decreased appetite - Sleep problems « Transient headache - Transient stomachache - Behavioral rebound

« Exacerbation of tics and Tourette syndrome (rare)

le Effects: + Weight loss + Increased heart rate, blood pressure + Dizziness + Growth suppression + Hallucinations/mania

stimulant before using a different class of medications)

Behavioral Rebound

+ Try sustained-release stimulant
‘medication

« Add reduced dose in lte afternoon

Decreased Appetite
+ Dose after meals

« Frequent snacks

« Drug holidays

Exacerbation of Tics (rare)

+ Observe

* Reduce dose:

+ Try another stimulant or class of
‘medications

Sleep Problems
* Bedtime routine

* Reduce or eliminate afiernoon dose
« Move dosing regimen to carlir time
* Restrict or eliminate caffeine

Possible Strategies for Common Side Effects: (If one stimulant is not working or produces too many adverse side efects try another

Irritability/Dysphoria

+ Decrease dose

+ Try another stimulant medication

« Consider coexisting conditions, especially
depression

Psychosis/Euphoria/ManialSevere
Depression

*Stop treatment with stimulants

* Referral to mental health speciaist

“Thes ae estimes, o durstion may vary wic ndividu hid.
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ADHD MEDICATION INFORMATION SHEET FOR PARENTS AND TEACHERS

Mecication was first used to reat children with behavior disorders in 1937. Today, it is the most conmon freament for
e yperacivey disorder (ADEDD). About 2 1 2.3% of all elementar.aged childen in North Anerica e
‘medication for the estment of ADHD. As many 2 96% of chldren with ADI
waich bas led many people to describe smlant medicaton as the teatient of choice for ADHD. Hler oo o e s s o 50 ey
children with ADHD is that many scientific stadies have shown tat medication.-particlarly e
‘methylphenidate, pemoline)—i effecive i hlping clildren with ADFD i the short e However, current ecommendations ae that medication be
used only as part of @ comprebensive freamment plan that includes behavioral iferventioss at home and appropriate bekavioral and psychoeducational
‘programs atschool. Oher bomse and school reatments chovld begin before medication i used.
Semulan: Medicasons
Aediyiphendate (Ritalin), amphetamine compounds (Dexedsine, Adderal), and pemoline (Cyler) are prescribed much more often than other

drugs for ADHD, with methylphenidate being used most often among these samalant medicatioss. The bebavioral effects of these drugs can be seen 30
minutes (Ritalin, Dexediine, Adderal) to 60 raimutes (Cylert) afer ingestion, and the drugs ar typicaly i effect for 3-5 hours (methylphenidate), 48
ows (smphetanine compoinds) er 8-10 hours (Cyler). A slow.relesse fomn of Ritalin s alo avallable, and ifs effects can last a3 long as those of
Cyler, but the slow release version of Ritalin does ot work as cousistenty well as the shortacting form of Ritalin. Newly-relessed long-actng forms.
of methylphenidate, Concerta and Metadate-CD, Jast 12 and 8 hours, respectvely. A timed selease form of Dexedinne 55 also available, (Dexednze
Spansule), aud it effecs last for §to 10 hours. A 12-hour version of Adderall, Adderall XR. is now available. Due o the duration of the bebavioral
effects, Ritalin, generic methylphenidate and Dexedsine are usually given two o three iues 2 day, whereas Cylet, slow-release Ritalin, Concerta, and
Dexedrine Spansules are iven only once. Adderalis given once in the moming fo cover an enfire school day, with a lovrer dose in he Lte aftamoon if
‘mecessary o help evening behavior. Some of these medications are available in generic forms, which are less expensive than the name brands (Rialin is
‘methylphenidate, fo excaple). The generic forms work as effecively 2s the namme brands.
Benefcisl Effects

For about two-thirds to three-quarters of medicated ADHD children, stimulants improve their classroom behavior and performance, including
reduced class disruption, increased on-task behuvior, increased conpliance with teacher requests, improved. peer nteractions (eg. decreased
g, improve dly sadons pocy. For cnpl elcaton o e shows o prote e s of g ik ld

{hese mprovements are generally qute arge and manedite. These beefical efecs exend o domain of il es owade of e lasroom,
including the home seftng (for exauple, improving compliance with parent requests) and recreational setings ehavicr and
attention i recreational activites such as baseball) However,there are very large individual ifferences in the degree of responsivensss that ADHD
chldren show to stimulant drugs. Some children show very large improvements, while thers improve ltle or not atall. Thus, medication effects need
1o be careflly measured to make certain hat each child eceives the sppropriate eclcation and the appropriate dose.

Most of e benefical effects of stimulants for most children are obtained with low to moderate doses of medication-less an 10 mg of
‘methylphenidate taken tice per day, for exemple. Many doctors will use the clld's weight f0 deteruine dose and vill use amouns arowsd 3 mg of
‘methylphenidate per kilogram o the child's weigt per dose. Dexedsine and Adderall are ice 25 potent as wethy
‘much medication needs to be usedCylert s Iess potent, and the moming dose of Cylert i typicaly 4 to 6 times higher than the moming dose of
‘methylphenidate (fr exanpl, a child who takes 10 mg of Ritain n the morning woald need 40 to 60 mg of Cylert but oaly 5 mg of Dexedrune or
Adderall i the moming to achieve the same effect). 1f desired, Adderall can be given in the same moming dose a5 methyiphenidate and the noou dose

school-day coverage from  single moring dose. TWhen doses are ncreased beyond these ow to moderate amouts,relatvely

xample,  huld who hes 15 non-conplances per day to teacher commands might drop to 5

11 osce n the morning. However, doubling the dose of the crug will ikely prodice a rher reduction of

euly fwo mon-compliasces. Liren espond the same t0 the diffrent stimulent drugs. A child who does not respond particularly well

o methy phenidate may improve with Adderal,and vice versa. Thus, both najor stimulauts should be tried with a chld before selecting oue for long:

femn treatment. The physiciax's goal with these medication is usually 10 use the lowest possible dose that prodices improved behavior without side
effcts.

Most of the snudies that bave documented these benefiial effects have been condcted with clementary-aged ADHD boys with the
mattension/impulsiaty byperacivty type of ADHD. The benefical effcts of stmulans that are seen with these boys are also seen i boys with
predomizately natemtiv type ADFID, 2 well as with girls. The positve effets are also evident in prescholrs, adolescents, nd adults with ADFID,
liough the effcts on average are somerwhat swallr than vith elementary-aged chidren. T fat that benefits from stiulant wedications continue in
nce and adulthood suggests that simulants can be used as long as they appeat to be needed for an individual (tat i, 5 long as the individualis
aving difficulis st the drugs improve).

Vfedicaion should be prescibed for the times of day and the days of the week when a child s problems. 1fa child has diffcultes oy in school,
for example, en b or she needs medication enly during school hours. 1fa cild has difficultes afe schol o on weskends, (for example wih peers
axound tie beighborbood) medication can be wsed during these Smes i adéiion (0 school hours. 1f a child has no problems curing vacations
‘medication is ot needed.

‘non-complances when taking 10 mg of Add

i





[image: image176.png]Importantly, howerver, behavioral and scadensic improvements last for oply as long as the medication is given. There are 1o proven long-term
benefit of paychostimulact drugs 2 the sole freatmaent for ADHD, For exampl. studies have shown that if medicaton i the culy Teatmsent 3 chl
receives, he or she will not show sy more nprovement s & teenager o young adult than 2 hild who never eceived freamuent. The current prevaling
rofessionsl belie i that peychosocial (e g. parent raing) and paychoeducatioal (o2 classroom behavioral geament) redzments o be given
slong with medication to cause long-term ivprovement for clldren with ADHD. Thi i one of the main ressons that medicaton is nof recommended
a5 the only form of reatment for ADEID. Instead. it 13 recorupended only as an additional treatment for children who are already receiving behavior
‘modification and'or educationsl nterventions.
Adverse Effecs:

“The benefis of medication must always outweigh any adverse effecs tha the medication causes. Loss-of-appetite and insonmia are the most
common adverse reactons to smulant drugs. Other reactons that can occur include itabilty. nausea, dizzines, stomachaches, headaches, rapid
eattbest, elevated blood pressue, skin rashes, anxiety, drowsiness, lip smacking cheek biting. vail bitng, muscle twitches or tics, and social
withdrawal (e, iteracting less it ofber people). Rarely, hallucuations and psychotic episodes have been reported. but these sde effects wsual]
appear only at very high doses. The stimulants can also cause zombie-Hke problemss wih thinking in some children tiat may scrually decrease thei
acadenic performance.

Mazy of these symptoms either disappear within a few days or can be co e
stopping medication cases the symptoms to disappear. A redcion i nomsal beight and/or weight galn bas ofien been reported wita
stnulant eatment. There s csagreemsent about the overal long-term effects, howvever, 2 some report shorw that children have a period.
grovh aftr the medication i discontinued. The curent medical practice of using reltively low dosages, giving medication only fo school hows, and
‘minimizing medication on weekends o vacations, i ntended to redice s problem.

There is some evidence that Ritlinat high doses lowers the seizuwr threshold i children with a history of seizures o children with abnoml EEGs
without seizure activy. However,scientfic studies show 1o increased seizure actvity on the dosages of saalants that are usually used 1 treatment
The manfacturer repors that he safety of using anticonvulsants and Rital togedher ias not been established. bu: scientifc sudies show that it 1 safe

y of these problemss. Hovever, crefulstudies bave shown that mo Dot
‘many children. Therefore, stimant medicaion may be used with a child wth ic, but it should be watched vy carefully. Concern bas recently been
expressed about possible live toxicity with Clert (pemoline).  Abott Laboratores (e mamufachurer of Cylert) recently recommended that seious
complicatons,inchuing death, bad.a very low rateof occurrence, but that because of them. perpolve should ustally mot b used a5 the stimalant of first
orsecond choice i reatment for ADHD.

Some media claims about negative effects o these medications are e, For example, stizmlants do not cause children to become suicidl ar
bomicidal Similary, children with ADHD do not become psychologically rliant upon their medicaion or physically addicted to it and it does not
appear o cause long-term probems vith g use. However, stamlaus are potntilly abusable drugs. Most paysicians have concer about prescibing
stimlans to adolescens who may also have developing drg problems. Tn such case, Cyler (pemoline). wich is not an abussble drug. may be the
il of choice

edications

sdes toe stimulant medicatons, fhere are no medications that are curenty approved by the FDA o trat ADHD. Alfsough many ofher
‘medicaions are used (for example, clonidice, various anfdepressants), e benefical effects on ADED symptoms and impairent ae consiercbly
less than what is obtaned wit the stimulant drugs, and taei risks from both riner and serious sde effects are often much higher. In addition,
combinaions of these medications with toe stmulants are not pproved. and the safe use of combization drug approaches bas ot been demonstated
Becaus thes other mecicatious do ot have proven safey aud because of ther myited benefical effcts, it 1 widely recommende fhat an ADHD clld
e trid on al formas ofstiulant medication befoe being reated with any ofber lass of drugs. I cluld fals t tespond toal forms of stzlant drug
or has prohibitive side effcts fo all stimlants, be or she may derive some beneit from another medication, but the isks associated with the ather
‘medication should be careflly evauted agaias the benefits cblaed.
D fost Approprie Me .

“As noted above, (here are large cfferences in the way individuals respond to medicaions, incldin stimulant medicatoss. Approsimately ane-
i to one quarter of ADHD chldren do not show posiive responses fo stmnlants These children eifer bave no response or have adverse respomses
to medication. Some chikdren respond posiivly i all the areasthat we highlighted sbove aud sbow no side effects, while ofters may improve oaly in
some areas and may have adverse effects that mean they can not tolrate medicaion. Some children respond bes o ane of he stimlants, while oihers
respond bt o auotber, a eason why a cald should b tried on al typesof stzmlants before it is assumed tra e she i @ ponresponder f stimlas.

Tt would dbvicusly be helpfulifthere were a way fo test childien fo tell bow they would respond to medication before trywng . Unfortmatey
there is curently mo way to predic in advance which cailden will respond positively to these medicaions and which children vl have adverse
responses. To fnd out if  clld should fake stumiant medicaion as artof reament, be or she should partciate i a bnief sl perod (e.2, 3 0§
‘weeks) in which be orshe receives medicaion, and it efects are careflly measured at school and at borce, using objective measures and parent and
teacher Tatings of improverment and side effects. 1f pacebo pils are also wsed in toe frial perod. toe doctor can b confdent hat the actual medication
effcts, aud ot clldren's and paren's' belefs bout medication, ae being measured. It s mportant i such il fo be measurng precisly the area i
which the chid i having iffcultes. For esample, by using @ child's Daily Repert Card target bebaviors at school (e, fnishes assigmments witbin
defined ime with 80% sccacy) as & measre of Grug Improvemmen', parents can be ceran that the medication is improving the very bebaviors that
their childs teacher considers most impertant. At the end of the twial period. the eating professionals can examine foe infornetion gatbered and
Getermane (3) whether the chld improved in areas tha were important fo the child, (b) whether negative side effcts were shown, aud (c) toe lowest
dose fot maximized improvement thout side effecs I such an assessment is conduced while the chid is recerving concurtent belvioral treatment,
then the resuls of the evaluation tll whether medicaion causes improvement above and beyond the ofher Teatmens that the clld i receiving and
‘whether medication should be a part of the chll's ongoing freatment. Typicaly, lower dosages of medication are needed if concurrent behavioral
ireatmentsare being conducted it 2 cild. compared to when a child s teated uly by medication lope.





FDA Asks Attention-Deficit Hyperactivity Disorder (ADHD) 
Drug Manufacturers to Develop Patient Medication Guides

FDA has directed the manufacturers of all drug products approved for the treatment of Attention-Deficit Hyperactivity Disorder (ADHD) to develop patient Medication Guides to alert patients to possible cardiovascular risks and risks of adverse psychiatric symptoms associated with the medicines, and to advise them of precautions that can be taken. 

· FDA Press Release 
· Advisory Committee Transcripts 

· Drug Safety and Risk Management Advisory Committee, February 9, 2006 

· Pediatric Advisory Committee, March 22, 2006 

Drugs
Note: This page links to PDF files which require the free Adobe Acrobat Reader.

	Adderall (mixed salts of a single entity amphetamine product) Tablets 
	Draft Medication Guide 
	Label

	Adderall XR (mixed salts of a single entity amphetamine product) Extended-Release Capsules 
	Medication Guide
	Label

	Concerta (methylphenidate hydrochloride) Extended-Release Tablets
	Medication Guide
	Label

	Daytrana (methylphenidate) Transdermal System
	Medication Guide
	Label

	Desoxyn (methamphetamine hydrochloride) Tablets
	Draft Medication Guide
	Label (will be updated soon) 

	Dexedrine (dextroamphetamine sulfate) Spansule Capsules and Tablets 
	Medication Guide
	Label

	Focalin (dexmethylphenidate hydrochloride) Tablets
	Medication Guide
	Label

	Focalin XR (dexmethylphenidate hydrochloride) Extended-Release Capsules
	Medication Guide
	Label

	Metadate CD (methylphenidate hydrochloride) Extended-Release Capsules
	Medication Guide
	Label

	Methylin (methylphenidate hydrochloride) Oral Solution
	Draft Medication Guide
	Label

	Methylin (methylphenidate hydrochloride) Chewable Tablets
	Draft Medication Guide
	Label

	Ritalin (methylphenidate hydrochloride) Tablets
	Medication Guide
	Label

	Ritalin SR (methylphenidate hydrochloride) Sustained-Release Tablets
	Medication Guide
	Label

	Ritalin LA (methylphenidate hydrochloride) Extended-Release Capsules 
	Medication Guide
	Label

	Strattera (atomoxetine hydrochloride) Capsules
	Medication Guide
	Label
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