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CHAPTER ONE

Normal Adolescent
 Development—Whatever That Is.

Parenting is a story of change, and adolescence is a dynamic developmental stage. When the teen years arrive, many parents are not so sure they recognize their kids anymore. This chapter charts the course of typical adolescence. It provides an overview of the physical, social, emotional, and cognitive changes all teens undergo, along with the shift all parents and teens experience in their relationship. This chapter is meant to give you a sense of “normal” adolescence so you understand the nature of the changes you and your teen are navigating, ADHD aside.

On the day that I plan to write the first chapter of this book, a phone call interrupts me. My neighbor is in labor. Both she and I are about to begin an intense journey. While I drive to the hospital, my neighbor rubs her belly. She imagines a son at Stanford University on a full golf scholarship. I’m struck by the irony of the day. My job is to write about adolescents—and not just typical teens. I am writing about teens with ADHD and related disorders. I have personal experience with this disorder. Both my son and I know that ADHD can bring a sizeable helping of struggle to life.

The task of this book is to talk about some pretty difficult issues in depth, exposing all. Escorting an expectant mother to labor and delivery means talking about healthy babies, good futures, and great expectations. When we become parents, we sign up for a minimum twenty-year commitment to assist in the development of a life. In between the dreams for our children and the reality of their plans for themselves lies a wonderful opportunity. Whether a child has special needs or not, parenting offers a great chance to learn and to grow in love and through struggle. We find hope to help us meet each challenge. Dreams do come true. And some expectations become reality.

Adolescence is usually seen as a stage that kids go through on their way to adulthood. I believe parents and teens pass through this stage together. As our teens grow into their lives, we parents grow out of our expectations. We put aside some of the dreams that never belonged to our sons and daughters. As our teens struggle to cut the cord and achieve their identities and independence, we parents tug at the other end of that rope. When do we let go? When do we pull harder? Ultimately, we have to move to the sidelines of our sons’ and daughters’ lives. There we sit, watch, and advise when appropriate.

Raising our children seems to have as much to do with our own childhood, adolescence, biology, and outcome as it does with the experiences our kids have and their biology. My neighbor with her visions of her son sailing off to university on scholarship money makes me smile. I had similar ideas for both my sons.

Then came the grocery store days. Life turned into a Cracker Jack box with a surprise that my children fought for on every grocery store line. I can still hear the warnings of the mothers ahead of me at the checkout: “Enjoy them now. Wait until they are teens.” I’d smile with gritted teeth, not quite sure what to make of such comments. They seemed so jaded.

When my children got older, the problems did become more serious and the answers less clear. I learned that the warnings given me by the women in the grocery store had a basis in truth. This stage of life can be absolutely hellacious. But a grain of truth is not the whole story. Yes, there are struggles. Especially when ADHD is present. It can cause more twists and turmoil. Teenagers with ADHD may be harder to manage. They may get in trouble, be their own worst enemies, be grossly misunderstood, or be mishandled. Family peace may be hard to come by. Still, imagine the message we send to teens with or without ADHD when we view this very important stage of life as one of major trouble and upheaval. Parents of teens need a positive attitude and to keep things in perspective.

This notion of the teen years as terrible times has deep roots. An early-twentieth-century psychologist tagged the period as one of “storm and stress,” characterized by emotionality. That was during the Victorian era, when emotion and improper behavior were perhaps synonymous and propriety meant a lot.

Since conflict makes for a good story, I think it has been easy to continue to fuel the myth that adolescence is a thoroughly tumultuous period where all parents can expect the worst. As 16-year-old Eric Stoner observes, “I honestly think that adults don’t give teenagers enough credit for being good people. My parents have a lot of respect for what I do, but a lot of my friends’ parents expect their kids to freeze them out, to go get drunk, get laid, you know, to be the cliché teen.”

Some teens are the cliché teen. They and their parents experience these years as tougher years than others. Some of this book is about the cliché teen. Most of it has to do with raising teenagers who have problems that begin in childhood as attention deficit hyperactivity disorder. It’s about what we parents can do when faced with minor skirmishes and major life-threatening issues. It’s also about attitude, acceptance, love, and how to navigate through the wide variety of challenges ADHD brings to a family.

For this book, I spoke with a range of parents and teenagers, some with mild problems to troubles so severe that these teens would be considered juvenile delinquents. The kids on the severe side of the spectrum get off track for many reasons, some of which will become clear as you read. In addition to offering specific guidelines for what to do under the toughest of circumstances, this book also provides ideas and tips for all situations in between the extremes. Before diving in, it’s important to have some knowledge about this phase called adolescence, which derives its name from the Latin adolescere, “to grow up.”

At the Crossroads

In between writing Maybe You Know My Kid and writing this book, I raised two teenage sons and added another six years of teaching experience to my life. I taught middle school. The developmental issues of early adolescents both challenged and stimulated me. They continue to be a source of inspiration as well. Actually, these 11-, 12-, and 13-year-olds taught me that before I could help them deal with the challenges brought by this life stage, I needed to know what’s normal for the stage and what’s not. I realized (and it’s almost with great embarrassment that I admit this fact to you) I had entered my own parenting with a particularly bad assumption: that because I had been a teenager once, I knew what was going on.

It takes only a month or two with seventh graders to understand why they scoff and roll their eyes when they hear those famous words, “When I was your age.” Teens seem to know something adults forget: The early and middle parts of the teen years are like a game of toss.

During these years of great change, their fates seem very much up in the air. They are not sure what ball they are trying to catch. They only know they have to reach. They are pretty sure that I don’t get “it,” whatever “it” is, because they are teens and self-absorbed and certain that no one quite understands what they are going through. And I think I do get “it” because I have gone through this passage. But I forget that a key element of adolescence is that it is a period of time when each of us lives straddled between a clearly definable world and another world full of uncertainty.

As a middle school teacher, I have observed that many teens shake with nervous anticipation at the thought of becoming teenagers. With good cause, I might add. These years bring a rush of changes in the way teens look, act, think, and feel. These changes in turn create differences in the ways they see themselves. Their relationships with family, friends, teachers, the outside world, and even themselves transform. With so many changes, figuring out what’s normal or not can be tricky for a parent.

The remaining pages of this chapter provide a brief overview of what normal adolescence appears to be. That way when something happens and you’re not quite sure if it is normal or not, you can look to this chapter as a baseline. That’s important because a lot of adolescent ADHD issues are normal—only multiplied perhaps even ten times or more. I suggest you read some books totally devoted to general adolescent development, especially since what we hear about teens today tends to focus on extremes. Demystification will help you not take personally some of the teen’s angst, which frequently gets directed at the parent, often the mother. Knowledge may also reduce your fear and worry. Nonetheless, if you have questions or if you or your teen is having trouble, seek outside counsel. Don’t second-guess.

The Newness of It All

In the Handbook of Child Psychology, author Harold Grotevant notes that the primary changes during these years fall into three categories:

 

1. Physical development and sexual maturation

2. Change of social status from child to adult

3. Potential development of more sophisticated reasoning abilities

 

Physical development and sexual maturation happen automatically, but not necessarily on a given time schedule. I used to laugh privately when my seventh graders walked into class each new school year. It is not unusual to have girls tower offer boys. Some boys have face fuzz, while others still sport baby fat. Many wear braces. One memorable student coordinated her metal mouth with a nose ring. A girl wearing a T-shirt in the fall might find the same garment exposing her navel months later.

Then there’s the teenage nightmare. I still vividly recall one sophisticated-looking young lady who seemed more like 17 than 12. She bounded up to my desk and in a loud voice asked, “Is this a zit?” Mirrors and combs come out without thought about the appropriate time and place. Muscle flexing is a favorite activity. In addition to rapid growth in both height and weight, early adolescents contend with body parts that don’t all grow at the same rate. Thus, a teen who may have been athletically capable in fifth grade might find him- or herself uncoordinated just a few years later.

In a curious twist of nature, with so much changing and “Am I normal?” a major preoccupation, early teens have a “pack” mentality. They want to fit in and be the same as everyone else. As 17-year-old Emily Russell recalls, “When I was in grammar school I didn’t get my period until late. I can remember being sooooo embarrassed.” Puberty—marked by nipple swelling, the onset of menses, and the development of pubic and underarm hair in females—begins earlier for girls (usually between the ages of 10 and 13), as does the growth spurt. Generally boys add hair and inches and muscle tone beginning a year or so later than the girls. Females, who also add inches to their hips, thighs, and buttocks, finish growing before males. Boys, whose voices deepen, may experience the cracking voice as both a welcome sound and a source of embarrassment. I’ve had more than one young man turn beet red when in the middle of answering a question his voice rose from a low drone to a squeak. It occurs to me that the reason so many boys seem to mumble in seventh grade might actually have to do with fear of voice failure.

By the middle to late adolescence, teens have more control offer their physical bodies. They grow into them, so to speak. Physical changes continue to occur, but they don’t seem as dramatic until you look at old home videos or photo albums. Child-development researchers have found that an easier adjustment in puberty occurs when girls develop on schedule and boys begin early. Similarily, when girls develop early and boys late, they seem to have more trouble adjusting.

Hopelessly Hormonal

A subterranean sea of hormones, among other biological processes, triggers physical and sexual maturation. When puberty begins, different chemical systems impact on behavior and thinking. Teens may appear to get a bit squirrely. In light of the massive physical, social, emotional, and cognitive changes of adolescence, we can understand why the early teen years have much conflict and reservation. Like summer storms, chemical imbalances occur temporarily and destabilize the adolescent. What’s the result? Well, you see emotionality and mood swings, teary faces and downright hysterics. Girls might be “bitchy,” and if you have sons, you might see anger flashes or need to replace doorknobs and hinges that loosen or fall off from being yanked open by young men who don’t know their own strength.

Sleep

According to adolescent sleep researchers, the average teen requires nine hours of sleep a day. Most get two hours less. Lack of sleep isn’t their only problem. During the teen years, biological clocks change. Teens not only need more sleep; their circadian rhythms tell their bodies that they need to go to sleep later and get up later. Of course, most high schools require them to get up earlier than ever before.

Consider a day in the life of Emily Russell. “I’m exhausted,” she says. “I wake up at 6:15, go to school from 7:30 to 2:30. I have sports after school until 5:30 or 6:00. Then I normally come home. I used to shower and stuff, but now I just forget it. I eat dinner and try to do my homework, which is tough to focus on when you’re so tired. I try to get to bed like 10 but usually it’s 11. This week I have a research paper due, so I’ll be up to the wee hours tomorrow night.” Emily’s average sleep time is seven hours. And she’s doing a lot better than most of her friends, some of whom have jobs, too. “A lot of kids don’t get to bed until 12:30 and they are up at 6:30 the next morning,” she reports.

Adolescent sleep researchers find that lack of sleep affects the adolescent’s ability to concentrate, think clearly, and control emotions. It also makes them more vulnerable to accidents and depression. The National Highway Traffic Safety Administration estimates that almost half of the 100,000 car crashes a year linked to sleepy drivers involves late adolescent and young adult drivers. Given the potentially devastating effects of lack of sleep, the obvious solution seems to be that teens should go to bed earlier. But, as explained before, that’s not what their biological rhythms require.

What do many adolescents do? They try to make up for lost sleep on weekends. However, irregular sleep patterns actually may make matters worse. Sleep researchers Amy Wolfson and Mary Carskadon note that teens with irregular bedtimes report academic difficulties, daytime sleepiness, down feelings, and sleep/wake problems. Girls also seem to miss school more due to sickness. Boys have a greater number of injuries requiring treatment.

A USA Today article offers this advice from Dr. Carskadon:

 

• Have a sleep plan that allows at least eight and a quarter hours per night.

• Limit extra sleep on weekends to one or two hours.

• Don’t perk yourself up just before bedtime.

• Limit light exposure in the late evening and increase it in the morning.

 

Getting to Me

Another primary change involves the changing social status of the adolescent. One main job of the adolescent is to move from dependence to independence. Transitions like this one come with upheaval, power plays, and negotiation.

Achieving independence is a long process of trial and error. It begins with the discovery that parents are people, and thus imperfect beings. I would have loved it if my teenage sons had come to me and said, “Mom, I’m a teenager now. I need to get on my own path. As wonderful as you are, I now see that you sometimes make mistakes. I’m also not so sure I agree with your beliefs or the way you vote in elections. I honor your opinions on abortion and gun control, but lately—and darn, I just can’t seem to help myself—I’ve been having a few opinions of my own, which don’t entirely match yours. I hope you don’t mind. And while I respect your rules, based on the extensive reading I’ve done in growth and development, I really need to test them a bit. Please don’t be upset. I’m sure we will be able to negotiate and work out a compromise that we both can live with.” Ah.

But early adolescents themselves don’t know what’s going on. Many fall into a period of confrontation, which may include angry exchanges, arguing, hiding their lives, giving parents the silent treatment, or flashing a look that says, “You are dorkier than the dorkiest dork.” Most of this behavior is normal, unless it’s to a significant degree or rebellious beyond most if not all rules. And this initial behavior does tend to diminish around ages 14 or 15, when the teen is better able to use newly developed thinking abilities. (More about that later in this chapter.)

Peace in the family in part requires that parents understand what’s going on in their teen’s developmental world. In the book You and Your Adolescent, Laurence Steinberg and Ann Levin advise parents to expect teens to do the following:

 

• Reject your efforts to help, reassure, or give affection

• Be hypercritical of your personal weaknesses

• Choose friends before family

• Turn everyday decisions into tests of your trust and their competence

• Appear “parentless” in order to look older and more independent

 

Enter the Peer Group

Meanwhile, as our sons and daughters busily reject us, they also live in identity nowhere land. So they become tribal and put on the identity of the clique they hang with. Young teens especially gravitate to groups. They tend to think of every member as an intimate friend.

For younger teens, life can pretty much be an in-or-out experience. Usually, they don’t choose to be on the outs with their group. In fact, the very idea of social rejection creates incredible fear and anxiety. It is one reason why teens may cave in to pressure to do things they really don’t want to do.

I’ve watched these group dynamics up close in the classroom. Many a 12-year-old girl has come to me in tears because her “best” friend has a new best friend, which threatens the girl’s group status. Instead of tears, boys tend to get into angry interchanges when one group member threatens another’s social standing. With both genders, potential and actual fights erupt, especially when the “he said/she said” rumor mill begins to spin. Social rejection devastates young teens, and they do lose control. The trick is to intervene early on.

Older teens also group together, but by the mid-teens, their clusters become smaller, as does the circle of friends. Tenth grader Eric Stoner loves the social part of school, but he also notes that for some people, school is a fearful place. “Judgment is horrible. You are sorted into cliques depending on how you look, or dress, or if you play sports.” Eric doesn’t really want to be part of the “popular” crowd. “I don’t think I could trust them because they are so obsessed with physical things,” he explains.

Here we can see where cognitive changes enter into the picture and help the teen make judgments that are more appropriate. Peer pressure doesn’t really bug Eric too much. At 16, he has more self-confidence. Also, he may be helped by the differences between the way males and females experience socialization. Females are encouraged to be a part of a group. Males are pushed toward independence.

For instance, Eric views peer pressure as “the pressure you perceive and put on yourself—like I’m not going to be accepted unless I drink.” He explains, “I’ve been to parties where people are kicking down shots. They look at you and offer a shot. You say, ‘Nah.’ They’re cool with that. It’s really not like, ‘Oh, then go leave the party.’”

Senior Emily Russell finds her friends are growing apart. She believes that’s partly due to the natural transition high school graduation brings. But perhaps a more immediate reason for separation is the change in her group’s behavior. “A lot of my friends are into new types of things,” she explains. “I think almost everybody likes to drink and drug once in a while. But now it’s not just smoking pot. It’s taking it to the next level—doing Ecstasy.”

She’s also disillusioned with the sexual behavior. “Sex isn’t an issue until you hit a certain point. Then, even people you didn’t expect are doing it because like ‘Oh, you are 17, 18. You should be at the next step.’” Of course, sex and drugs may be issues even for middle schoolers, but Emily’s point is well taken. Her way of dealing with this pressure is to separate from the pack. Middle schoolers may not have the confidence to go it alone.

The term “peer pressure” is mainly associated with negative behavior, but peers can be positive influences on your son’s or daughter’s behavior. They also serve an important role in developing intimacy and friendship skills. For instance, when Emily has a problem, “I go to my mom with certain things, or I’ll talk to my friends about it and give my mom the restricted version.” Emily leaves out just enough stuff so that she can still get the point across. But for problem solving, she finds that “somebody your own age is really important because they understand more.” We adults might have a knee-jerk disagreement with Emily’s perception and think that we should be the main confidants for our sons and daughters. Perhaps we need to remember that growing up does require us to practice problem solving and to learn from mistakes.

In addition to peer pressure, teens also face parental pressure. Some parents expect their teens to be older and wiser than their years. They may also look for excellence in academics or extracurricular activities. Thus, some teens perceive their parents to be demanding.

What Are They Thinking?!!

Each fall on back-to-school night, I’d stand in front of a sea of parents. They all paid more than perfect attention to what I had to say. While interested in the curriculum, grading policies, and homework policies, most of these parents of seventh graders had one overriding concern: “How will my child do?” So after a couple of back-to-school nights and a few barrages of frenzied phone calls following first-marking-period progress reports, I began to talk to parents about an observation I had made after some years of experience with kids. In many cases, marks go down in seventh grade, or the student finds he or she needs to spend a lot more effort to make the grade. I would tell the parents before the first progress report, “Don’t be surprised if you see a decline, and don’t be too hard on your child, especially if he or she is trying.”

I also told my students not to be surprised if they found the academic world tougher in seventh grade. School and curriculum demands require a lot more sophistication in thinking, planning, organizing, and following through. Middle school happens to be the gateway to demands for very complex thinking and processing abilities. As happened in their childhood days when they learned to read, most early adolescents are bound to wobble until they fall into sync. Just as all teens don’t physically mature at the same time, changes in their cognitive abilities occur at different rates as well. That’s a point often overlooked.

At home, we parents often observe a certain “spaciness” in our early adolescents. They seem to be able to keep track of the most insignificant minutiae about what someone wore, or who spoke to whom in the hall, or what band had what hit single on the top-500 countdown. Doing chores, remembering what to get when sent on an errand, and putting the bike where it belongs rather than on the ground in the driveway behind the car just seem to flow right past them. Fortunately, these thinking patterns are neither terminal nor unusual.

Different areas of our brains develop at various periods in life. Neuroscientists recently discovered that the rapid brain development once thought to be characteristic only of a child’s earliest years continues into the teen years. Neurons, or brain cells, are the brain’s basic building blocks. Our brains always look to make patterns and sense out of information. To do so, networks of neurons form. In early childhood, our brains take in a lot of information, but the neural networks are fairly simple, like the single stalks of new raspberry bushes. During late childhood, these networks experience rapid growth and become dense, like raspberry bushes left unattended for a few years. A lot of these neurons will have no purpose, and so gradually these dense networks go through a self-pruning. By mid-adolescence, the neural networks are less dense but far more intricate and capable of quite sophisticated “thinking and doing” operations.

What adults observe in the preteen and early adolescent years is the characteristic change in thinking capability. Children’s basic intellectual ability doesn’t change. Rather, it’s the way they think and do that changes. Margaret Feerick, Ph.D, an adolescent specialist with the National Institute of Child Health and Development, explains: “Teens are able to muse about and think through all the possibilities of a problem. They can reason about abstract things. This ability affects their moral development. When approached with a moral problem, they have the ability to think about more possibilities, more solutions, and more abstract resolutions.”

This enhanced ability to reason doesn’t necessarily mean, however, that teens act accordingly. Think about your own son or daughter for a minute. Can you remember a time when he or she ardently condemned someone’s “amoral” behavior, perhaps even yours, and then went ahead and did something similar?

During these years, teens also develop an increased memory capacity, better problem-solving strategies, and improved verbal ability. Overall learning improves. The down side of this change in logic and reasoning ability, especially in the early teen years, is that many parents find little they say accepted at face value. A simple no may no longer exist. As they begin to flex their brains, these teens can be quite argumentative and get stuck in a position, especially when their newly found idealism kicks in. Conflict can frequently erupt, but disagreement and argument should not be confused with defiance, which is quite another problem and not typical teen behavior. (More about defiance in Chapters 8 and 9.)

We parents can be fooled into thinking that better reasoning means better judgment. These are not the same. Consider a recent adolescent/adult study conducted by Harvard researcher Deborah Yurgelun-Todd. She used imaging technologies to see what areas of the brain are activated when a person is shown a series of pictures of faces with various expressions. Overall, adolescents had exaggerated responses, poor ability to accurately identify the feeling expressed in the picture face, and poor insight and judgment. When shown a face with a fearful expression, the adolescent brains reacted from a brain area associated with emotion, while adults relied on judgment and reasoning areas in their identification process. Clearly, reasoning and judgment are under construction in teens.

“Failure to understand changes in the way young adolescents think is a leading cause of conflict between parents and teenagers,” write Steinberg and Levin in You and Your Adolescent. Adolescent specialists generally offer the following advice:

 

• Don’t confuse debate with argument.

• Don’t take it personally.

• Find issues on which you can safely defer to adolescent judgment.

• Encourage curiosity, inquiry, and independence.

• Expect mistakes.

 

One of the scariest aspects of parenting any adolescent is the “it won’t happen to me” mentality of teens. They know enough to be dangerous to themselves. It’s the gap between what they have done and what they think they can do that makes for dangerous decisions and parental shortness of breath.

What are they thinking? Well, they’re thinking great thoughts; that they know it all; that you are not all-powerful, all-knowing, all-anything; that if given a chance they could make the world a better place; that if they are seen in public with you, someone may find out that they have parents; that if you only understood them . . .

When they approach early adulthood, they are thinking maybe you’re not quite as out of it as they once thought; that you might be more than a meal ticket; that family matters as much as friends. Occasionally they drop their egocentricity and consider your needs, too. Having said this, I have to make a qualification Writing about humans means using generalizations. What I’ve just described may not be entirely accurate in your experience. In some parent–young adult situations, it may not even be partially the case. A lot of factors enter into the primary changes associated with adolescent development.

The Parent-Teen Relationship Shift

Adolescents tend to see themselves as existing in present time only. Still, much of what they do and how they do it has many influences. The parent/child relationship is among the most powerful influences. It also undergoes significant changes as adolescents work on their major developmental tasks of autonomy and “de-cloning,” or what is typically called identity achievement. Suffice it to say, families undergo significant changes in the ways they interact. Still, as Dr. Feerick points out, “People tend to think of these years as this period where kids are rejecting their parents. Typically, it’s really not that extreme.”

The relationship between parents and teens undergoes a bit of a cycle that may repeat many times throughout these years. When new issues offer autonomy and identity arise, whether large or small, there’s a point of disagreement that creates tension. This misalignment may continue until all parties work it out, make adjustments, and fall back into sync.

In addition to the changes in the parent-child relationship, around the time our sons and daughters become teenagers many of us are busy reexamining our lives. Mothers may be beginning or actually going through menopause. Careers may change, as may marital status. Illnesses, some of them grave, become more common in midlife. Many of us are sandwiched between taking care of our children and taking care of our aging parents. Not only does the teen’s developmental process affect home life, but home life will impact on the teen, and it may be particularly hard during these very vulnerable years.

The Good Parent

When I asked 16-year-old Eric Stoner to tell me what makes a good parent, the wisdom of his answer surprised me. “You set a guideline. That is what you should do, because if you make set-in-stone rules, these will be broken. But if the set-in-stone rules aren’t there to begin with, then that doesn’t lead to rebellious behavior.”

With his voice growing higher and his speech pattern becoming more rapid-fire, Eric finishes his description. “Parents have to listen. They have to respect what we do, and that we are emotional people. We are not going to do whatever you say. We’re not robots. But we are not going to ignore everything you say, either. There’s that boundary, and you just have to find that and respect it. It’s that simple.” If only . . .

If you read between the lines, what Eric describes is a parenting style that most psychologists agree is well suited to the development of well-adjusted young adults. For most types of teens, this style works really well. Below are descriptions of common parenting styles. See if you can pick out which one Eric advocates.

Permissive: These parents are nice, but they don’t set limits, make rules, or give consequences. They think teens will learn through trial and error. They don’t have much regard for the concept of authority.

Authoritative: These parents are loving. They make rules but also offer explanations and encourage their teen’s involvement in the decision-making process. They can be flexible but they make non-negotiable rules for issues of safety. They foster independence but still provide guidance. They impose consequences when necessary.

Authoritarian: These parents are in total charge and intend to raise perfect and obedient teens. They expect the teen to do as they say. All hell breaks loose when that doesn’t happen.

Disengaged: These parents may be bodily present, but they are not there for their kids. They may be extremely emotionally needy or self-focused to the extent that their needs come before those of their children. Some may even be negligent.

Authoritative is the style Eric advocates. He is not asking to live in a rule-free environment. He’s really suggesting that rules be considered guides to behavior, and that teens be involved with the creation of those guidelines. Eric doesn’t want to be rebellious, but he’s also aware that at times teens will do things that go against their parents’ wishes. When that happens, he realizes that there will be consequences. Some of those are natural, like getting ill from getting drunk, and some of those are logical, like being grounded for crossing the line. Obviously, no parent is 100 percent in any category. It is the good and good-enough parents whose teens tend to have better outcomes.

Also, the degree to which parents are more authoritative and less authoritarian regarding limits and consequences has to do with the age and maturity of their kids. Early adolescents need (and seem to want) clear limits. In fact, these can actually be a comfort, as it allows them to get off the hook of negative peer pressure. I’ve overheard lots of seventh graders say something like, “I can’t do that. I’ll get so busted if they catch me.”

Older teens want to have more of a voice. Having a say and being listened to are really important to them. Adolescents involved in the negotiation of rules and limits tend to honor them more. When they do choose to break a rule, they often seem to accept the responsibility for their actions. In fact, when asked by an adult to come up with a consequence for misbehavior, many teens actually give tougher penalties than those in authority would ever think to give.

I Gotta Be Me

Teens become increasingly more concerned with who they are separate and apart from a peer group and parents during middle adolescence. By late adolescence and early adulthood, our sons and daughters are supposed to be leaving home, either for education or for work. They should be assuming responsibility for their lives, entering the career loop, and maybe even meeting a future partner. In short, they develop an identity.

According to author Harold Grotevant, “Development of identity is an on-going process with antecedents in childhood, dramatic changes in adolescence, and the potential for on-going change and adaptation through adulthood.” The challenge is to blend social, emotional, cognitive, and intellectual aspects into a unique and distinct self. As explained by Dr. Feerick, adolescents go through various stages in search of an identity, beginning with being clueless about who they are. Then they move to an experimental stage where they try on different identities until they fashion one that is a unique and customized fit.

Not all adolescents, or adults for that matter, achieve an identity separate from the world around them. Researcher Erik Erikson called that an “identity crisis.” Some teens and adults never quite figure out who they are. Others don’t fully explore their identity. Rather, they sort of adopt identities—often, but not always, based on what their parents expect, which is known as identity foreclosure. Such individuals become who they are expected to be rather than who they are meant to be.

An identity crisis can also be temporary, as in the case of people who delay finding their identity. Late bloomers may fall into this group. These people don’t adopt someone else’s plan for them. Instead, they coast until they figure out who they are. “Identity achievement for men is a predictor of long-term stability, good emotional outcomes, and good psychological outcome,” Dr. Feerick explains. With women, for whom there is more emphasis on adopting roles, she notes that both foreclosure and identity achievement predict positive outcomes.

Harold Grotevant reports that certain family characteristics are associated with adolescents who achieve identity—meaning they become responsible, independent, productive members of society. These families encourage and provide opportunities for self-expression. They support individuality rather than seeing autonomy as a form of separation. They hang in, even during the most difficult of circumstances, and tolerate unwanted and unexpected emotions. They can also handle novelty, ambiguity, and uncertainty.

Carl Dodson, a college sophomore with whom I spoke on his twentieth birthday, is well on his way to identity achievement. He’s found the greatest challenge of college to be “more of a rite of passage than of academic achievement.” At the end of his freshman year, he realized the school he thought would be a perfect fit barely fit at all. So he packed up and moved to a new school. He’s learning what really interests him. And he says, “I try not to freak out about making decisions that might not be popular.”

A Disability Consideration

Now that we have an idea of what’s normal for these dynamic years, we move to how ADHD adds challenge. So many parents struggle with the question of what’s normal and what’s ADHD. I’m not so sure we need to focus our attention on this query. Really, the issue has more to do with changing our expectations of our adolescents and understanding their struggles. We don’t want to limit our kids or make excuses for what they do or do not do. If you find yourself wondering if a behavior is normal, ask yourself, “Does it matter?” Then quickly ask a second question: “What can be done to help my son or daughter?” We want to maximize their potential, not make them “disability excused.”

I came to think this way because of a teaching experience I had at the high school level in a building that had many classrooms without four walls and a door. I couldn’t help but notice an eleventh grade student with bright red hair who always seemed to walk around and disrupt his class and others. No one ever said a word to him. One day I happened to be covering for his teacher. He came late to class, so I told him to get a pass. He was outraged at what he perceived to be my unreasonable request. He really thought I had some nerve to hold him to the same standard as everyone else. A colleague came up to me afterward and reminded me that this young man had “learning problems” and was in the school’s disability program, commonly known as special ed. “Oh,” I said, and asked benignly, “Does that mean he’s not capable of getting to class on time?” Well, I’m sure you know the answer.

Having a disability does not entitle the person to a different set of rules when he or she is quite capable of following the rules in place and meeting appropriate expectations. To allow otherwise is to do a great disservice. I stuck my neck out with the administration to advocate for this boy. I reminded my colleagues that he would be held accountable in the outside world. Certainly he deserved whatever we could do to help him become a productive member of society and to feel good about himself. After I made my case, the administration tried a slightly different approach. Lo and behold, he stopped being late to his classes because we held him to a standard he could reach. It is important to emphasize “a standard he could reach.” I do believe he actually felt better being treated like everyone else.

As parents, we have to know our teens’ limitations. We have to understand that ADHD is a neurological disorder. Thus, we have to expect the types of problems described in the remaining pages of this book. We want to help our teens normalize to the best of their abilities. In so doing, we take the dis- out of disable and create able. Within the pages that follow, I hope you find the help you need, but not just practical “where to go and what to do when” help. May you find comfort and support.

[image: image]     INFORMATION LINK

For a wonderful report on the teen years and parenting principles (free of charge and easy to read): A. Rae Simpson, Ph.D., Raising Teens: A Synthesis of Research and a Foundation for Action, Project on the Parenting of Adolescents, Center for Health Communications, Harvard School of Public Health, www.hsph.harvard.edu/chc/parenting.


 

CHAPTER TWO

ADHD—The Potentially Powerful Problem.

ADHD has the potential to create serious lifelong problems, especially when it goes undetected and untreated. Consider this chapter a basic guide to the diagnosis of ADHD. It describes what ADHD looks like, what it consists of, and the recommended methods professionals should use as part of a good diagnostic practice. The chapter also contains an explanation of the current thinking about the nature of the neurological processes affected by the disorder.

“She ran away three times, and I wish I didn’t have to wake up until she was 25,” says Sylvie Lovitch earnestly. Until her teen years, Sylvie’s daughter Lucy had been fairly easy to raise, especially when compared to her hyperactive younger brother, who had been diagnosed with ADHD at age 6. She did great in elementary school and had been in the gifted and talented program. Then came the middle school years. Problems surfaced. Life for this family became conflict laden.

Despite knowing a lot about the disorder, her parents were thrown a curve by Lucy’s behavior. Her once excellent grades began to slide and eventually tanked. Lucy changed friends. She refused to bring any of them home to meet the family. There was the hostility at home, especially toward her mother. “She was so nasty and called me the most godawful names,” Sylvie vividly recalls.

Based on their daughter’s horrendous behavior and what they had heard about her newfound friends, the Lovitchs figured Lucy must be into drugs and alcohol. In fact, they were so certain about this idea that they began to attend Parents Anonymous meetings.

Lucy has a different take about this period. She felt unsupported and judged by her parents. She shut them out because, she explains, “All I would hear is how I’m not doing what I’m supposed to be doing, that my friends are crazy, and what’s wrong with me.” Lucy knew her parents thought she was on drugs. She was not.

Lucy’s defiance successfully masked her core problem. Undetected attention deficit hyperactivity disorder (which led to poor school performance) plus well-meaning but ineffective parenting practices had set the stage for the years of uproar. By the time of her diagnosis at age 22, Lucy felt depressed, anxious, and defeated.

“It’s surprising that it took so long to find out I had ADHD,” says Lucy, who guesses about the reason why it wasn’t picked up sooner: “I didn’t have the hyperactivity, and I didn’t have the acting out in classes.” Instead, Lucy says she daydreamed. “I would be taking notes and then just zone out. I had number one and number ten, and I’d be like, ‘What happened to two through nine?’ I either got A’s in my classes or just barely made it. It’s not like I had a problem learning in high school,” she observes. “It’s just that something went wrong and I couldn’t figure it out.”

Lucy went to an open-enrollment community college after graduation. Too much pressure and too much partying led to trouble there. It took this very bright student with an IQ offer 140 twice as long as it should have to make it through. “They’d hand out the syllabus and I could feel the anxiety build inside me,” Lucy remembers. The work piled up beyond her ability to stay on top of the situation. In a sad tone she says, “I would just get sucked into this hole. I felt like I was never going to get out. offer time I stopped going to classes—even math, which I was doing well in.” Logically, you would expect her to salvage what she could, but at this point Lucy felt her chances for success were almost zero.

“Eventually I started wondering if I had ADHD because I had a problem paying attention and organizing for classes. When I got bored, I left because I couldn’t concentrate.” She sighs. Lucy sought help from the college’s counseling center. She recalls that they always gave the same advice: “You need to do better.” As she looks back, this nonresponse makes her angry. She feels someone at the college should have recognized her problem and said, “Well, it seems to me there’s a pattern in the classes you passed and the classes you failed. There must be a reason for this.” Lucy stumbled along and got more depressed. She decided to go for counseling. That’s when an evaluation led to her diagnosis.

Lucy’s life has made a turn. She is just about to get her associate’s degree. She’s also coming to terms with the aftermath of poor judgment and trouble resisting temptation. These impulsive behaviors led Lucy to run up a $2,500 credit card debt and to buy a car without a title. It can’t be registered, so it sits rusting in her parents’ driveway. In between classes, Lucy works two jobs to pay her bills.

I can’t help but wonder what Lucy’s life might have been like had someone only recognized her ADHD earlier. Fortunately, her life is improving. Remarkably, this family has recovered from the battle they once knew. They laugh now. They freely talk about their most intimate ghosts without bitterness or shame. Their story reveals a family that has struggled and come to terms with its problems, many of which stemmed from ADHD but became more complicated due to adolescence.

The Legacy of Myth and Misconception

Attention deficit hyperactivity disorder. Often when I hear these words, especially from people who haven’t lived with it in one way or another, I hear the haunting sounds of a Greek chorus. “Yes, but . . .” “Is it real?” “Okay, so she has ADHD. But she should still pay attention like everyone else.” “What’s wrong with those parents?” “I mean, why give this kid just another excuse?” “They should discipline him more!” “I know someone who has this and he doesn’t act that way!” “ADHD, no big deal!” “Well, lots of people have this problem and they do just fine.” And when I hear “If that was my kid . . .” I say to myself, “If only it was.”

Some people call ADHD a fad, the diagnosis du jour, a big excuse. I disagree. Still, I have seen kids labeled without the benefit of a thorough diagnostic procedure. I have heard adults call themselves ADHD because they have been a little scattered from time to time, or because they prefer interesting things to monotonous activities. No wonder skepticism surfaces.

Sadly, the term ADHD (or ADD, as it was known before 1994) has been bandied about with little regard to the knowledge and understanding gained from rigorous scientific scrutiny of this disorder. Scientists don’t yet know all there is to know about this neurobiological condition, as well as many others. Critics argue ADHD’s validity. The effects of this ADHD-bashing can be devastating. As one father remarked, “I find it very hard to tell people that my son has ADHD because I think there is a stigma.” This dad believes people think that ADHD is the excuse for an ill-behaved teenager and bad parenting.

ADHD has even been called a cultural phenomenon. Of course it is not. ADHD exists worldwide. A panel of international experts notes that the differences in prevalence rates between countries are quite small. The United States estimates that between 3 and 5 percent of the population has the disorder.

Another source of controversy about this disorder stems from the use of medication as a treatment. Mention Ritalin, a medication widely and effectively used in the management of ADHD, and opinions fly. Those critical of medication therapy often do so with the belief that drugs are being given to youth whose behavior falls within the spectrum of “normal.” They are not. The medication topic is discussed extensively in Chapter 4.

Maybe I’m preaching to the choir here in discussing the myths and misconceptions about ADHD. But even I sometimes get lured by the “ADHD is overdiagnosed” headlines. It is not. An April 1998 Special Council Report of the Journal of the American Medical Association (JAMA) looked into these claims of overdiagnosis and overprescription. The Council concluded:

Although some children are being diagnosed as having ADHD with insufficient evaluation and in some cases stimulant medication is prescribed when treatment alternatives exist, there is little evidence of widespread over-diagnosis or misdiagnosis of ADHD or of widespread over-prescription of methylphenidate (Ritalin) by physicians.

What do adolescents make of ADHD? Well, it varies. Hallie Banks, 15, tells me, “It’s actually my fault. If I tried to pay attention, I probably could.” She doesn’t truly believe these words. Rather, Hallie uses them as a defense. She finds calling herself lazy and such actually lessens the likelihood that others will criticize her. She beats them to the punch.

Other teens echo the sentiments of 12-year-old Marty Prior, who finds that ADHD “is just another way to say that people are bad.” In fact, he thinks the letters ADD stand for “adult deficit disorder.” I chuckled when he said so, and almost thought he might be playing with me. He wasn’t. In fact, Marty voiced another myth that skeptics and critics use as a way to make their points: that the kids are fine and that ADHD is nothing more than a child’s failure to meet adult expectations.

At times I can fall into the illusion that ADHD is no big deal. Sometimes I even forget what I am dealing with. Maybe that’s because we parents of teenagers are more removed from our kids than when they were little. They are developing identities separate and apart from our visions of who they are or should be. We don’t intervene in their every waking action. We have less control. Our adolescents do have more say and more independence. It can become easier to see them as masters of their universe, creators of their own hard times. If you are struggling with a tough teen or a teen with difficulties, you might easily lose sight of the current moving underneath the troubled waters. You might find yourself thinking, “I know my teen has ADHD, but he or she should _____.”

Separating normal adolescent behavior from ADHD behavior is not easy. Frankly, I’m not sure it’s even advisable. We have to deal with whole people regardless of what causes the issues and problems. Whether symptomatic of ADHD or simply adolescent shenanigans, problem behavior must be dealt with.

Signs and Symptoms

When it comes to making sense of human behavior, the signs we see—what somebody does or does not do—are not so easy to figure out, especially as children age. For instance, not turning in an assignment can be seen as a sign that the teen chooses not to do the work. Or interrupting another person can be seen as rudeness. As interpreters, we have to ask why before we can make a good determination of what we think we see. We color our answers with our own prior knowledge or lack of it, and with our experience. We make educated guesses, like Lucy’s parents. Based on the behavior their daughter showed, they guessed drugs to be the culprit. A good guess, but incorrect. A well-trained diagnostician was able to look at the whole range of Lucy’s behaviors and determine that she had undiagnosed and untreated ADHD. Her picture became further complicated due to family problems, poor communication, Lucy’s own anxiety stemming from her difficulties, and the onset of adolescence. All in all, hers was not necessarily an easy puzzle to solve.

How Can We Tell If Somebody Has ADHD?

When clinicians diagnose any mental health disorder, they follow the guidelines suggested in the Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition (DSM-IV-TR). Clinicians understand that the behaviors associated with ADHD are often associated with other problems. In ADHD, these symptoms cluster into two main domains:

Inattention

often failing to pay careful or close attention to details

often making careless errors

often having problems paying attention for sustained periods

often appearing not to listen

often failing to finish tasks or follow directions

often losing needed things

often distracted easily

often forgetful

Hyperactivity-Impulsivity

often fidgety or squirmy

often out of seat when sitting is expected

often restless, running excessively, climbing

often noisy

often in perpetual motion or acting motor driven

often talks too much

often responds to questions before they’re completely asked

often has a hard time waiting

often butts in or interrupts others

 

In order for these behaviors to be considered symptoms of ADHD, they have to meet other conditions. They have to

 

1. be present for at least six months

2. cause problems in two or more areas, such as social, school, or work

3. be inappropriate for the person’s age

4. cause some difficulty prior to age seven (although troubles that occurred may not be recognized until a later time)

 

For a diagnosis of ADHD-Inattentive type, the person must have at least six inattentive symptoms. For a diagnosis of Hyperactive-Impulsive type, six or more of these symptoms must be present. For the Combined type, the individual must have six or more symptoms from each category, for a minimum of twelve symptoms. Some older adolescents and adults may show improvement in some areas and thus have fewer than twelve symptoms. They would be considered to be in partial remission.

These inattentive and hyperactive-impulsive behaviors are generally not considered symptoms of ADHD if they are part of pervasive developmental disorder, schizophrenia, or other forms of psychosis. As children with ADHD get older and their lives become complex, sometimes the symptoms get buried under behaviors that clearly look as though they are something else, or as if they have a different source as happened with Lucy.

Peter Jensen, M.D., former associate director for child and adolescent development at the National Institute of Mental Health, says, “Parents should understand that ADHD is a pattern of behavior that we know can have a bad outcome. If their child meets all the criteria for ADHD, what they have identified now is a pattern of behavior.” The clinician’s job is to make a differential diagnosis, that is, to rule out the presence of other disorders. Self-diagnosis is not a good idea. Nor should the DSM list be treated as a grocery list—taken this way, the list would suggest that most of us have ADHD. We do not. Notice the word often before each symptom—and the other criteria.

You Can’t Be a Little Bit Pregnant

You can’t be a little bit pregnant, but you can be a little bit ADHD. Unlike certain medical conditions, which you either have or do not have, such as pregnancy, ADHD is considered a dimensional disorder. It consists of a range of human behaviors that all people exhibit from time to time. In the case of ADHD, those behaviors tend toward the extreme end of the spectrum.

 

• They are maladaptive (causing significant difficulties,).

• They are age-inappropriate, meaning they are not typical for the developmental level.

 

Adolescence requires complex thinking and doing. As Lisa Freund, Ph.D., a researcher at the National Institute of Child Health and Development, explains, “We have some indication from research that the areas of the brain that are developing more during adolescence have to do with the frontal lobes. These are what we call the executive function skills and are associated with planning and organization. If you lay ADHD on top of what is already occurring at this stage—in other words, when there are deficits in the very areas of the brain that appear to be attempting to mature—then we have kind of a double whammy.” The developmental nature of behavior may partially explain why we see a shift in the types of problems people with ADHD experience as they mature. For instance, the ability to sustain attention differs markedly between preschoolers and middle school students, including those with ADHD.

What makes ADHD a disorder? Well, like all medical conditions that are dimensional in nature, its measure has to do with the number of symptoms present and, perhaps more important, the extent of the difficulty these cause. For example, we all have blood pressure. Clinically significant high blood pressure means we have crossed the realm of normal, acceptable, and functional into the dimension of problematic, potentially dangerous, or life-threatening. In order for a person to be diagnosed with ADHD, the symptoms present have to cause problems.

It’s important to note that the number of symptoms a person has and the severity of the problems they cause may change across the life span. Some people see a significant decline in symptoms. For some, that decline makes life much easier. Others continue to struggle and have high levels of dysfunction. The main concern is not so much the quantity of symptoms, but rather the degree of difficulty they cause.

What You Might See

Dr. Peter Jensen explains, “ADHD is not any single thing. We haven’t gotten to the state of knowledge yet where we can say that it is principally driven by genetics under one set of circumstances, or anxiety under another.” Dr. Jensen makes the point that ADHD is a very complex disorder with multiple pathways and causes. Therein lies one main reason why symptoms of ADHD vary among individuals.

Consider the various descriptions of problems given by parents and teens.

Having ADHD is like popping the clutch and staying a tenth of a second after you do it. Your body is always ahead of your mind. You can make some pretty stupid decisions.

Not turning in assignments, being late for things, being rushed, being disorganized, not meeting commitments with friends on time—having people upset with her about that.

My son doesn’t go through anything to the end. He’s very bright, and so I think he gets bored easily.

I have trouble staying focused. It’s frustrating because I don’t understand things that everyone else does.

It’s ready, fire, aim. He does something, then he realizes it is wrong.

She wants what she wants and she wants it easy, and everything else is ignored.

He is physically aggressive, but not in a fighting way.

He has problems with organization, planning, grades, keeping all of his materials in order, not taking on more responsibility for what he needs to do.

By adolescence, the typical ADHD pattern of behavior mixes with enough life experience and challenging developmental tasks to muddy the diagnostic waters. Symptoms considered DSM criteria may get lost in the range of behaviors and characterizations that you see. Adolescents with ADHD are often described as lacking self-control and being “managed by the moment,” a phrase coined by expert Russell Barkley, Ph.D. They may have trouble with planning and organization. They may reach frustration overload easily. They have been known to be insensitive to the needs of others. Yet they can be overly sensitive when it comes to criticism in their direction.

ADHD symptoms seem to fall into two patterns: problems stemming from attention difficulties and problems with behavioral disinhibition, that is, impulse and motor control. Between 50 and 70 percent of teens with ADHD have a combination of both patterns. If you review those descriptions given in the parent quotes above, I’m sure you can readily identify which problems fall into which pattern. These behavioral groupings are considered subtypes. ADHD has most recently been viewed as a disorder with three subtypes:

 

• Predominantly inattentive type

• Predominantly hyperactive/impulsive type

• Combined type (inattentive, hyperactive, impulsive)

 

ADHD in the Twenty-First Century

Inconsistent behavior is a hallmark of ADHD. It perplexes parents, teachers, clinicians, and even those who suffer with the disorder. People with ADHD are not always inattentive, unable to complete tasks, or poor self-regulators of behavior. Sometimes they do quite well taking care of business, so to speak. Think about the 15-year-old who spends two hours in line for concert tickets but can’t stay focused long enough to complete a simple homework task because “this is taking too long,” as many a teen with ADHD has been heard to say. Or consider the kid in the classroom who stares blankly into space and then suddenly perks up when a fellow student comes late to class. It’s hard to understand that the same underlying neurological issues may be driving what appear to be conflicting behaviors. New ways of looking at ADHD and new research may help to make better sense of this seemingly contradictory behavior.
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For an in-depth, scholarly review and discussion about these three mental control processes (attention, memory, and executive function), read the book coedited by G. Reid Lyon, Ph.D., and Norman A. Krasnegor, Ph.D.: Attention, Memory and Executive Function, Paul H. Brooks Publishing Co., Baltimore, 1996.

 

Dr. Thomas Brown of Yale University notes, “The DSM is the framework we are working in now,” but he points out that the study and treatment of ADHD is in the beginning of a paradigm shift. Science is in the midst of seeing this disorder with new, improved glasses. Researchers are now looking into three mental control processes that seem to have a lot to do with ADHD difficulties: attention, memory, and executive function. Dr. G. Reid Lyon, chief of the Child Development and Behavior Branch of the National Institute of Mental Health, writes, “Without these abilities we could not plan, solve problems, or use language.”

You don’t have to have ADHD to have a problem with these processes, but such problems are highly associated with ADHD. They allow us to pay attention, remember, and organize and structure information. According to Dr. Lyon, without that ability we would not be able to alter our behavior in new situations. People with ADHD seem to have this problem. They don’t generalize information and use what they know across situations.

When thinking about these mental processes, it’s important to realize that the brain operates as a series of systems and subsystems. Attention, memory, and executive function are separate systems that operate alone as well as with other systems. If somebody is having difficulty figuring out what the main idea in a story is, for example, no one can point to any one area of the brain and say, “Well, there’s the root of that problem.” Broadly, the person could have a problem with attention, memory, executive function, two of these, or all three.

Furthermore, each of these systems mentioned (there are many others) has no central location and, as far as scientists know, no “ground control” center, either. Major brain systems also interact with each other. When it comes to determining what is actually going on in the constellation of symptoms that make up ADHD, given the depth of the brain systems involved, you can see why the answers are not so readily available.

As researcher Joseph Sergeant, from Vrije University in the Netherlands, explains, “You see, it is not just one part but various parts of the brain involved in the disorder. When we do certain types of study on children, we find not only the frontal lobes but the basal ganglia, the corpus callosum, and the cerebellum show deviations.” Other brain regions implicated are the nucleus accumbens, the dorsolateral prefrontal area, and the locus coeruleus.

The brain research tells us that people with ADHD do not have brain damage or brains different from anyone else’s. Nor are they less or more intelligent than the general population. Research using brain-study technologies show that certain brain areas have less activity and blood flow. Some brain structures are also slightly smaller. Many of these areas are rich in the neurotransmitter dopamine. Neurotransmitters are brain chemicals that help brain cells and systems communicate with each other. The neurotransmitter that seems to be most involved with ADHD is dopamine. It is widely used throughout the
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MARY FOWLER has more than twenty years of experience as the parent of a son who has ADHD. She is considered a leading lay authority on the disorder. As the former vice president of government affairs of CHADD, the national ADHD support group, Ms. Fowler was instrumental in leading the national advocacy movement, which led to the inclusion of ADHD in the Individuals with Disabilities Education Act (IDEA). She has testified before Congress, worked with numerous advocacy groups, and served as an ADHD consultant to many professional organizations, scientific committees, and universities. She has been on numerous television and radio talk shows, including Today and NPR. She lectures internationally on topics related to ADHD and is the author of the very successful Maybe You Know My Kid: A Parent’s Guide to Helping Your Child with Attention deficit Hyperactivity Disorder. Ms. Fowler is also an ADHD coach. Visit her Web site at www.maryfowler.com.
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