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Foreword

NO MATTER what I read, whether it is some longhair academic paper from ivory-tower land or a book directed to the general public, I always have a few standards by which I judge the content: Does this material make sense? Does it have real-world application?

In The AD/HD Parenting Handbook: Practical Advice for Parents from Parents by my friend Colleen Alexander-Roberts, the answer to both questions is a resounding Yes!

The first thing that leaps out at me, as a trained physician and psychiatrist, is that this book is accurate in its descriptions of AD/HD and related psychological and psychiatric conditions. (I am particularly pleased to have been invited to write the chapter on medications, so I am certain that the material on medications is as accurate and up-to-date as possible!) The second, and probably the most important, thing is that for all its technical accuracy, this book has practical, everyday techniques for application and changing both child and parent behavior. It clues the reader in to what the life journey with a child with AD/HD might be like, what it could be like, and how to advocate for your child, and yes, even how to enjoy some of the journey together. In that sense, it is a very positive, proactive, and hopeful book.

I have a somewhat unusual and privileged position to write this foreword and endorse this book. I have known your author for more than a decade. We first met on the CompuServe ADD forum at the dawn of the Internet age, even before web browsers were available. All communication was handled by text windows on CompuServe. Talk about the old days!

As Colleen and I got better acquainted, I invited her to speak at three community-wide seminars on AD/HD, which I hosted, several years apart. She graciously accepted each time, and my patients’ families talked about her “straight from the heart” style of presentation long after she departed from the scene. Just like everyone else, I heard her stories about how she was in the process of raising two children with AD/HD, one of whom was so wild and out of control that he ran from bathroom to bathroom in the house, stuffing the toilets with toilet paper and then flushing them to make them run over because it seemed like such a wonderfully creative idea! And as Colleen was cleaning up one bathroom, he was on to the next to continue his creative scientific experimentation. She has subsequently raised both of these children successfully. Her book includes over a decade of experiences and insights that were learned in the University of Hard Knocks.

Having Colleen review her real-life experiences, as well as those of so many other parents, brings some common sense and a balanced perspective to what otherwise would have been the all-too-typical book recounting psychiatric symptoms and cookbook-style approaches. With the real-life examples and anecdotes, this book sparkles with warmth, personal investment, and an immense caring for this challenging and frequently brilliant and gifted population.

My patients’ families and I have all benefited from the wisdom contained in this book. I know that you will too.

Colleen and I both wish you the best of success on your life journey with your child with AD/HD. Although challenging, it can be a grand adventure with a happy and thrilling outcome.

Louis B. Cady, MD
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Introduction

ATTENTION-DEFICIT hyperactivity disorder (AD/HD) is a disorder characterized by age-inappropriate levels of inattention, impulsivity, and hyperactivity. AD/HD currently is a popular diagnosis, constituting the largest single reason children are referred to child mental health clinics. Because of its popularity, it has come to be viewed as the Yuppie diagnosis, and many people are not taking the diagnosis seriously. Consequently, the child with AD/HD and his family are often misunderstood by friends, extended family, teachers, scout leaders, and Little League coaches. The child becomes labeled as a behavior problem, lazy, irresponsible, and disorganized. Parents are often accused of failing to control and discipline their children. The developmental tasks of childhood and parenting, which are difficult under normal circumstances, are compounded by AD/HD and by society’s misunderstanding of the disorder. Parents are left with the task of educating those around them, coping with the associated behavior, advocating for their child with AD/HD, and protecting themselves and their immediate family from the disapproval of others.

In spite of the view of many, AD/HD does exist, as any parent who has a child with the disorder will attest. It has been shown to have a biological cause, or etiology, which appears to be inherited, although other etiologies (such as lead poisoning, perinatal difficulties, and maternal drug use during pregnancy) may account for a percentage of cases of AD/HD. Estimates of AD/HD’s prevalence vary from 3 to 5 percent; some sources suggest it may be higher.

AD/HD symptoms may be mild, moderate, or severe. Symptoms are considered mild when there are few, if any, in excess of those required for diagnosis and when there is little impairment in school and social functioning. Severe symptoms are present when they markedly exceed the number required for diagnosis and when there is a significant and pervasive impairment in home, school, and social functioning. Symptoms falling between mild and severe are considered moderate.

Each of the three primary symptoms of AD/HD—inattention, impulsivity, and hyperactivity—is multidimensional. Thus problems with attention can manifest themselves in difficulties with alertness, arousal, selectivity, sustained attention, or distractibility. Impulsivity, also referred to as behavioral disinhibition, is manifested in children with AD/HD in their inability to delay gratification, their failure to consider the negative, even dangerous, consequences of risk-taking behavior, and the careless and destructive handling of their own and others’ property. Similarly, children with AD/HD often experience difficulty waiting for instructions to be completed, resulting in careless errors. Hyperactivity may be manifested either through excessive motor movements or verbalization.

Manifestations of AD/HD occur in varying degrees in most situations the child participates in, including home, school, and social situations. Nonetheless, ability to focus in highly stimulating or novel situations is not uncommon. Because of the impulsive nature of children with AD/HD, aggressive acting out is common. Difficulty with peer relationships also is common. Noncompliance with parental requests and directives is often observed in home situations. Children with AD/HD often have low self-esteem, are emotionally labile and prone to temper outbursts, and have low frustration tolerance. Many children with AD/HD have academic difficulties or are academic underachievers due to difficulty concentrating and staying on task to complete assignments.

The behavioral characteristics associated with AD/HD are often sources of conflict between children with AD/HD and their parents and siblings. Researchers have found interactions with and reactions from parents and siblings of children with AD/HD to be different than those in normal families in that they are more negative and stressful to all family members. Moreover, there is considerable evidence that parents and siblings of children with AD/HD are more likely than those of non-AD/HD children to suffer psychological distress and psychiatric disorders.

The effects of AD/HD on family members have been demonstrated in a number of research studies. These studies have found that mothers of children with AD/HD often report significantly lower levels of parenting self-esteem and higher levels of depression, self-blame, and social isolation than their counterparts who have non-AD/HD children. Marital disturbances are more common among families with a child who has AD/HD; some studies show separation and divorce rates are three times that of couples without a child with AD/HD. Similarly, strained relationships with extended family appear to be more common among families with a child who has AD/HD. Consequently, young parents often are deprived of needed emotional support from family and friends, resulting in a sense of social isolation that is detrimental to emotional well-being.

It is no surprise that the entire family system and the way the family functions together can be affected by AD/HD. The family systems theory is based on a general systems theory, which maintains that a change in one part of the system results in a change in the entire system. Thus a family can be thought of as similar to a mobile. When one portion of the mobile moves, all other parts move as well. When a family experiences stress in one subsystem, whether it is the marital, sibling, or individual subsystem, the entire family reacts with attempts to adapt or cope with that stress. Some of these adaptations may be functional; others may be dysfunctional. Healthy families are those that are able to make appropriate or functional adaptations in reaction to stress.

To cope with the behavioral manifestations of AD/HD and the accompanying parenting stress, most families with a child who has AD/HD make a variety of attempts to adapt or change the way they react to and handle the child. Some of these attempts are functional and successful, and others are not. Oftentimes parents are at a loss for how to successfully adapt or cope with the behavior of their child with AD/HD. This difficulty is compounded by children with AD/HD often being impervious to rewards and consequences. Moreover, rapid habituation to reinforcers, a common characteristic of children with AD/HD, means that just when you thought you had the key to coping with a behavior, the technique you are using becomes old hat to your child with AD/HD and is no longer effective. Consequently, parents must constantly be creative and remain one step ahead of the child to successfully cope with the behavior.

Resources for learning to cope with the behavioral manifestations of AD/HD can be hard to come by. Pediatricians are often helpful in prescribing and monitoring medication but may fall short when it comes to additional suggestions for behavioral interventions. Medication, unfortunately, is only one piece of the puzzle required for dealing with AD/HD. Psychologists and family therapists who specialize in the treatment of families and children with AD/HD may be helpful. However, many are not specifically trained in this area and may even fail to recognize the symptoms of AD/HD, particularly when symptoms are mild. Others may confuse severe symptoms with family dysfunction and view the child with AD/HD as the family scapegoat, a position he can fall into very easily. Unless one is fortunate enough to be referred to a psychotherapist or pediatrician who specializes in the treatment of AD/HD, few resources for coping with AD/HD behavior may be available.

Colleen Alexander-Roberts offers parents a rich source of parenting techniques and sound advice on adapting successfully. She addresses a wide variety of problems at all age levels, from preschool to adolescence. She has enlisted the help of many parents of children with AD/HD and adds her own sensitivity and parenting successes to their advice. As the parent of two children with AD/HD, she is uniquely qualified to understand and communicate the pain, frustration, and—yes!—joys of parenting challenging children.

The AD/HD Parenting Handbook is solution focused and offers hope to parents of children with AD/HD. Through Ms. Alexander-Roberts’s suggestions, parents will discover how to anticipate problem situations, how to become advocates for their children, and how to make appropriate adaptations to cope with AD/HD. Parents undoubtedly will find this book an invaluable tool in their quest for a healthy family.

Mary D. Squire, PhD
The Martin & Johnson Group, Inc.


CHAPTER
1

Getting Started: What You Need to Know

OVER 2 MILLION children in the United States have a medical condition called attention-deficit hyperactivity disorder (AD/HD). AD/HD is a disorder characterized by developmentally inappropriate chronic levels of inattention, impulsive hyperactivity, or both. Onset usually begins in late infancy or early childhood, often by the age of three, but many times it is not recognized until the child begins school. Not all children will manifest the same symptoms. Some, not all, children with AD/HD will have one or more learning disabilities along with their attention difficulties. Extreme motor activity is seen more often in males than females, which means girls may be diagnosed at a later age than boys, or not at all. Many will have social, emotional, or family problems also, often resulting from the numerous stresses the child experiences daily because of AD/HD.

For about 30 to 70 percent of the children, AD/HD symptoms will continue into adulthood. Symptoms like hyperactivity may decrease (sometimes replaced by restlessness), but the impulsivity and attention problems will persist. Although AD/HD is not related to IQ, it impairs to some degree a child’s ability to learn, behave, and socialize, no matter how bright the child is. (Children with AD/HD fall into the same IQ ranges as the general population, including giftedness.)

Some professionals use the term ADD (attention deficit disorder). In this book, however, the term attention-deficit hyperactivity disorder (AD/HD) will be used to refer to this group of children. In the past decade, the terms ADD and AD/HD have been used synonymously in the media, publications, and in public policy even though AD/HD is technically the correct term.

Characteristics of AD/HD

The most recent edition of Diagnostic and Statistical Manual of Mental Disorder (DSM-IV-TR), 2000, provides criteria for diagnosing AD/HD. It specifically defines three types of AD/HD:

[image: image] AD/HD, predominantly inattentive type

[image: image] AD/HD, predominantly hyperactive-impulsive type

[image: image] AD/HD, combined type

Children who have AD/HD, predominantly inattentive type, find it difficult to pay attention to details, follow instructions, or follow conversations. The child has difficulty with organizing and finishing tasks and is forgetful in everyday activities, is easily distracted by extraneous stimuli, and often does not seem to listen when spoken to directly. Often these children will answer a question with an “I don’t know” because they may not really know—their inability to pay attention gets in their way.

Children who have AD/HD, predominantly hyperactive-impulsive type, often fidget or squirm when seated, have difficulty waiting their turn, and are often on the go or act as if they are driven by a motor. They often run about or climb excessively in situations where it is not appropriate, often talk excessively, and have difficulty engaging in quiet leisurely activities. They often act without thinking, which can lead them to engage in risky behaviors.

Children who are diagnosed with AD/HD, combined type, present symptoms of the two types listed above. Children have symptoms of both inattention and hyperactivity-impulsivity. (It is important to note that many “useless movements” that appear somewhat constant—playing with earrings, tossing things in the air and then catching them, or leg shaking while seated—are subtle, less pronounced forms of hyperactivity.)

Prevalence

Approximately 10 million people, including adults, have AD/HD in the United States. Studies indicate that between 3 and 9 percent of school-age children are affected. Other studies have shown that the incidence of AD/HD may be as high as 20 percent. One study estimates that the incidence of AD/HD among children who were adopted may be as high as 25 or even 40 percent.

AD/HD is a disorder that affects children of all races and ethnic groups. Although media reports and publications have often stated that AD/HD appears to be limited to the United States, studies have shown that in Japan 7.7 percent of school-age children have AD/HD; Germany 8.7 percent; and China, where incidence is even higher, 8.9 percent. Other countries that have studied this population are showing similar results. The diagnosis in boys far outnumbers the diagnosis in girls, most likely because boys are more apt to exhibit a higher level of motor activity or aggressive behavior, or both, than girls and thus are more likely to be seen by a professional when parents become concerned.

Causes of AD/HD

AD/HD is thought to be generated by a chemical imbalance in the brain that is either inherited or due to head injury caused by trauma, prenatal or perinatal insult, or exposure to toxic agents. Technology advances enabling study of brain structure and functioning show that some adults with AD/HD have reduced metabolic activity in those areas of the brain that control movement, emotion, and attention. Many questions remain regarding the cause of AD/HD, but one thing we do know is that AD/HD runs in families.

Diagnosis and Treatment

If you suspect that your child has AD/HD, the evaluation should start with a consultation with your child’s physician, who then sets up a plan for an assessment. Some pediatricians may do the assessment themselves, but often they refer the family to an appropriate mental health specialist (table 1.1) they know and trust.

Table 1.1. Specialists’ Qualifications and Services

[image: image]

Knowing the differences in qualifications and services can help you choose someone who can best meet your child’s needs. Several types of specialists are qualified to diagnose and treat AD/HD:

[image: image] Child psychiatrists are doctors who specialize in diagnosing and treating childhood mental and behavioral disorders. A psychiatrist can provide therapy and prescribe any needed medications.

[image: image] Child psychologists are also qualified to diagnose and treat AD/HD. They can provide therapy for the child and help the family develop ways to deal with the disorder. But psychologists are not medical doctors and must rely on the child’s physician to do medical exams and prescribe medication.

[image: image] Neurologists, doctors who work with disorders of the brain and nervous system, can also diagnose AD/HD and prescribe medication. But unlike psychiatrists and psychologists, neurologists usually do not provide therapy for the emotional aspects of the disorder.

To assess whether a child has AD/HD, specialists consider several critical questions: Are these behaviors excessive, long term, and pervasive? That is, do they occur more often than in other children the same age? Are they a continual problem, not just a response to a temporary situation? Do the behaviors occur in several settings or only in one specific place, like the playground or in the schoolroom? The child’s pattern of behavior is compared with a set of criteria and characteristics of the disorder as listed in the DSM-IV-TR. (Some children may display eight or more symptoms, others may exhibit less.)

The evaluation process for making the diagnosis usually includes obtaining a thorough medical and social history through interviews with the parents, the child, and the child’s teacher; a complete pediatric medical examination; observation of the child by the evaluators; behavioral assessments, which are questionnaires completed by the parents, teachers, and often the child (if over age thirteen); and educational and psychological testing (the latter when academic performance suggests the possibility of a learning or developmental disability).

Rarely is just one professional involved in the management of a child’s AD/HD. Successful treatment of the disorder depends on continual input from parents, teachers, physicians, other professionals, and sometimes the child if old enough and may include a relevant educational plan, the use of medication, behavioral management techniques, self-skills training, and counseling and support for the parents and child.

Co-morbid Conditions

(Source: National Institute of Mental Health.)

It has been said that rarely does AD/HD travel alone, meaning that most children (and adults) with AD/HD will have a co-existing, or co-morbid condition—and sometimes more than one condition. The following are some conditions that have been specifically associated with AD/HD in children, but others do exist:

Anxiety and depression. Some children with AD/HD often have co-occurring anxiety or depression. If the anxiety or depression is recognized and treated, the child will be better able to handle the problems that accompany AD/HD. Conversely, effective treatment of AD/HD can have a positive impact on anxiety as the child is better able to master academic tasks.

Oppositional defiant disorder. As many as one-third to one-half of all children with AD/HD—mostly boys—have another condition, known as oppositional defiant disorder (ODD). These children are often defiant, stubborn, non-compliant, have outbursts of temper, or become belligerent. They argue with adults and refuse to obey.

Conduct disorder. About 20 to 40 percent of AD/HD children may eventually develop conduct disorder (CD), a more serious pattern of antisocial behavior. These children frequently lie or steal, fight with or bully others, and are at a real risk of getting into trouble at school or with the police. They violate the basic rights of other people, are aggressive toward people and/or animals, destroy property, break into people’s homes, commit thefts, carry or use weapons, or engage in vandalism. These children or teens are at greater risk for substance use experimentation, and later dependence and abuse. They need immediate help.

Learning disabilities. Many children with AD/HD also have a specific learning disability (LD). In preschool years, these disabilities include difficulty in understanding certain sounds or words and/or difficulty in expressing oneself in words. In school-age children, reading or spelling disabilities, writing disorders, and math disorders may appear.

“National Co-morbidity Survey”

In May 2004, at the ADDA conference held in St. Louis, Thomas E. Brown, PhD, presented information from the “National Co-morbidity Survey.” The results of this study were obtained by face-to-face interviews with 9,282 families. Dr. Brown’s comments and statistics are extremely informative as they relate to AD/HD:

[image: image] A mood disorder afflicted 45.4 percent.

[image: image] An anxiety disorder afflicted 59 percent.

[image: image] An impulse disorder afflicted 69.8 percent.

[image: image] One or more psychiatric disorders afflicted 88.6 percent.

This information is offered not to frighten you but to make you aware of possible co-existing conditions that your child may be experiencing, or may experience as he or she matures. To treat just the symptoms of AD/HD and not treat the symptoms of depression, for example, or any other co-existing disorder, would be a great disservice to your child. I believe, based on personal experience, it is far better to be forewarned of possible co-existing conditions than to struggle for years wondering why the medication your child is taking for AD/HD is not working. For this reason, your child must be accurately diagnosed.

Medication

Many parents find the thought of medicating their child for attention or hyperactivity problems frightening. “When the pediatrician, pediatric neurologist, and the psychologist all agreed that Andrea should be placed on medication, my first reaction was to fight the decision,” explains Chuck, the father of a five-year-old. “I was willing to try almost anything, but medicating my daughter was not something I wanted to do.” The pediatrician gave Chuck and his wife, Sharon, information on the most commonly used stimulant medications and suggested that Andrea be placed on Ritalin. (Ritalin is often the first choice of many physicians.) Chuck and Sharon decided they wanted to learn more about the medication first, so after reading some books and discussing the medication with their local pharmacist, Andrea’s parents decided to try Ritalin.

Within a few days they noticed a remarkable improvement in Andrea’s behavior. Chuck says, “Her temper tantrums were shorter and fewer than before the medication. She was following directions for the first time, not arguing with us over every little thing, and able to sit through meals. We were astonished.”

Cathy, of Los Gatos, California, had a similar experience. “I tried to hold off using [medications] for AD/HD,” she recalls. “I really thought that if I just had more patience and I accepted my daughter as she was—a bundle of impulsive energy—that everything would be all right. I watched her day after day in preschool (she was four) pushing kids off swings, throwing sand, knocking over children’s block structures, spitting water, etc.

“I realized that a large group setting, with lots of children and choices of activities and little structure was not the best setting for her,” Cathy adds. “I hired a babysitter to stay at home with her and there was an immediate change. Even though she was still impulsive and very active, she was not as anxious at home and we could monitor the stimulation. When she was about to start kindergarten I was scared to death that she would repeat the behaviors, as it was also a large group setting with lots of choices. It was a week before kindergarten that I told the pediatrician that I wanted to start her on medication. What a miracle! She got the praise and encouragement she needed; she was able to cultivate friendships and concentrate on lessons.”

As one parent explained it, “Once my son began taking medication, his quality of life improved greatly. Before medication, all he ever heard was, ‘No, no, how many times do I have to tell you no? Why can’t you ever listen to me? Why can’t you learn not to touch things that don’t belong to you? Why can’t you sit still in school? Why can’t you keep your hands to yourself?’ Everything we said to him was negative. With medication all of that changed. Suddenly, we found we were giving him a lot of positive feedback. His schoolwork improved and he actually made some friends. Most important, as a family we were all much happier.”

Many parents hesitate when drug intervention is recommended. Fathers are often more reluctant than mothers, possibly because they may spend less time with their child on a day-to-day basis. By the time parents approach professionals about their child’s behavior, mothers are often at the end of their rope and willing to try anything legitimate that sounds promising. Many parents I interviewed, who were initially hesitant to try medication, said their child’s physician suggested a trial period. “Our doctor told us to try Ritalin (a psychostimulant medication) for two weeks,” explained Julie from Billings, Montana, “and if we didn’t like what we saw, then we could stop the medication. Our daughter responded favorably to the medication and all of our lives are so much better now.” (“However, a successful trial period does not mean that the child has AD/HD—‘normal’ children respond favorably also,” cautions Bruce A. Pasch, MD, FAAP, director of the Children’s Center for Learning and Development.)

Stimulant medication is not, however, a miracle drug; medication does not cure AD/HD. Instead, it helps control the symptoms of AD/HD. An important aspect of using medication, one that parents must remember, is that many of the symptoms are still evident even when a child uses medication. Stimulant medication helps improve alertness, concentration, and attention span; reduce impulsive and disruptive behavior; and decrease noncompliant behavior, but the symptoms continue. All children with AD/HD benefit from medication, but some children cannot tolerate these types of medications because the side effects outweigh the benefits at the doses needed. Don’t despair, as other medications or combinations of medications can be used.

Not all children need to take medication. But for those children who do, not all will benefit from the same medication or the same dosage. All who are involved in the care of the child must carefully monitor the child until the proper dosage is attained and the desired effects achieved. The continual, successful use of medication relies on parents’, teachers’, and physicians’ constant observation of the child because dosages sometimes need to be increased or medications changed as the child grows and develops. Please remember that medication alone is not the only answer for the child with AD/HD. When recommended, it should be used, but only as a part of a complete treatment program aimed at supporting the child psychologically, medically, educationally, and behaviorally.

For an excellent discussion on medication therapy, please read chapter 9, written by Louis B. Cady, MD, a psychiatrist in Evansville, Indiana, who is extremely knowledgeable on the medications used to treat AD/HD symptoms as well as the medications that a child may need to treat a coexisting, or co-morbid condition accompanying a diagnosis of AD/HD.

Acceptance Can Be Tough

Whether you gave birth to or adopted your child, learning that something is wrong with him or her is tough. Most parents rarely consider the possibility that the healthy infant they brought into their lives may someday have special needs. When your child becomes a child with extra needs, you feel a loss. You have lost your dream child. For those who adopted an infant because of infertility, the loss may be even greater because you have already suffered the loss of a child dreamed of but who could never be.

Most parents of children with AD/HD (or any other medical condition) eventually reach acceptance and learn to cope and live with their child. Some parents will attain acceptance much faster and easier than others. This is normal because we all react differently to loss.

However, the sooner parents reach acceptance and gain an understanding of AD/HD, the sooner they can begin working for their child. Seek to learn more about AD/HD from books, videos, newsletters, trustworthy Internet sites devoted to AD/HD, parent support groups, and professionals. You can appropriately advocate for your child only when armed with a strong knowledge of the subject.

“AD/HD is frustrating and it can drive you crazy at times,” acknowledges Mary Squire, PhD, the mother of two children with AD/HD, “but in the grand scope of things there are disabilities that are much worse [and more devastating].” However, if you find you are having difficulty coping, please speak with your physician.

Where to Find More Information on AD/HD

Several national organizations offer free information for parents on an array of disorders, including AD/HD, anxiety, bipolar disorder, conduct disorders, depression, and ODD. A few are listed here, but many others are listed in the appendix. Visit their websites or contact organizations directly.

Center for the Advancement of Children’s Mental Health

Division of Child and Adolescent Psychiatry

Columbia University

1051 Riverside Drive

New York, NY 10032.

212-543-5334

www.kidsmentalhealth.org

Children and Adults with Attention-Deficit/Hyperactivity Disorder (CHADD)

8181 Professional Place

Suite 201

Landover, MD 20785

800-233-4050

301-306-7070

www.chadd.org

National Alliance on Mental Illness (NAMI)

Colonial Place Three

2107 Wilson Blvd.

Suite 300

Arlington, VA 22201

800-950-6264

703-524-7600

www.nami.org

National Dissemination Center for Children with Disabilities (NICHCY)

P.O. Box 1492

Washington, DC 20013

800-695-0285

www.nichcy.org

National Institute of Mental Health (NIMH)

Office of Communications

6001 Executive Boulevard, Room 8184

MSC 9663

Bethesda, MD 20892

866-615-6464

301-443-4513

www.nimh.nih.gov

National Mental Health Information Center

P.O. Box 42557

Washington, DC 20015

800-789-2647

866-889-2647

www.mentalhealth.org

How This Book Will Help You

Even with the help of the many professionals (pediatricians, psychologists, child psychiatrists, social workers, teachers, therapists, etc.) involved in the management of children with AD/HD, many parents are still unable to find answers to the many questions they have about parenting the child with AD/HD. What you are holding in your hands is a compendium of successful tips and suggestions from over two hundred parents of children with AD/HD; parents willing to share what worked for them. This book is for parents whose children have already been diagnosed with AD/HD, which is why you will not find entire chapters devoted to evaluations and diagnosis of AD/HD. These topics are covered extensively in other excellent books, most of which you will find in the bibliography.


CHAPTER
2

The Symptoms That Characterize Your Child

PARENTS MUST become familiar with the characteristics of AD/HD, specifically the particular symptoms their child exhibits, to help their child along the challenging path that lies ahead.

Although there have been many theories on the causes of AD/HD over the years, and controversies over special diets and the use of medication, professionals do agree on one thing: no two children with this disorder display the same combination of symptoms. One child may display eight or nine symptoms of AD/HD, whereas another may exhibit many more symptoms than those required to diagnose AD/HD. Each child with AD/HD displays a different pattern—symptoms that may change in different situations or even change from one moment to the next. Some children, for example, may do quite well in school while others may display behavior or learning problems in the classroom. If you have ever attended a support group meeting for parents of children with AD/HD you know exactly what I mean. Every parent present describes a child with a different combination of symptoms.

As a parent of a child with AD/HD, it is your responsibility to identify (with the help of other professionals such as teachers, physicians, psychologists, etc.) the symptoms that characterize your child and determine the best way to approach those problems. Only with the knowledge of the problem areas can you help your child effectively; knowing and understanding these characteristics provides a framework for expectations, management, and foresight.

Primary Symptoms of AD/HD: Inattention and Hyperactivity-Impulsivity

Typically, the child who displays hyperactivity-impulsivity is the child who experiences behavioral problems at home and in school. Some parents of hyperactive children say, with all seriousness, that their children never crawled. One mom recalls, “He just stood up and walked one day and by the next was running through the house, going through drawers, and taking apart the stereo system. As a toddler and a preschooler he was like a tornado releasing his fury in his small world. Actually, he’s not much better now at age seven, even when medicated. He has learned to control a few symptoms in some circumstances, but we face new challenges at each age.”

Children who display the symptom of hyperactivity are often risk takers. Nothing seems to frighten them. No cupboard or bookcase is too high to climb. No situation is too dangerous. You can’t tell them that something is hot; they must experience it for themselves. Even after a serious burn, they’ll often return to the burner on the stove because of their impulsivity. They commonly have difficulty controlling their behavior and examining the consequences of that behavior. Therefore they end up in the emergency room for stitches, burns, or broken bones more frequently than the average child.

“No,” “Stop,” and “Don’t touch” appear to mean nothing to some children with AD/HD (due to their poor self-monitoring skills). Their intense curiosity compels them to explore everything, even though that curiosity (which is a wonderful trait when channeled properly) sometimes invites trouble. One father reported telling his son not to touch the computer many times a day. “Every time I turned around he was playing on the computer, opening and closing files, moving from one program to another haphazardly. One day he erased everything. He immediately denied that he was responsible for the lost files.” It is common for children with AD/HD to not accept responsibility for their own actions.

Children with AD/HD are sometimes overbearing with peers. They can’t keep their hands to themselves and tend to poke, grab, and touch other children. This aggressive behavior may result in physical fights on the playground with classmates, neighborhood children, and siblings. When asked who caused the fight, the child may place the blame squarely on the shoulders of the other person. He seldom sees any relationship between cause and effect, whether he’s burnt himself on the stove, deleted a computer file, or caused a fight on the playground.

Some children with AD/HD create other problems within the home setting. Some have no respect for closed doors and are forever walking in on a parent or sibling who’s using the bathroom. Oftentimes this is not done intentionally. The child simply does not stop to think before he pushes open that door, so locking doors is usually a necessity. But don’t be surprised if your child knocks on the door repeatedly demanding entrance, especially if he has a low frustration tolerance. (My son once became so frustrated that he couldn’t get into the bathroom because I was in the shower that he took a metal toy and began hitting the wooden door. The damage was so extensive that the door had to be removed, sanded, and refinished.) Other children will listen in on telephone conversations, ask inappropriate questions at embarrassing times, take items from siblings and forget to return them, and badger you for explanations when you’ve said no and then won’t accept the explanation you’ve given.

In the classroom, children who have AD/HD with hyperactivity may be noisy and disruptive. Or they may make numerous trips to the pencil sharpener or restroom. They may fidget, squirm, tap their feet or fingers, or swing their legs. (Hyperactivity can also be displayed as just excessive fidgeting. “This is the hyperactivity most underdiagnosed: hyperactivity manifested as activity without purpose,” says Bruce A. Pasch, MD, FAAP, director of the Children’s Center for Learning and Development.)

Interestingly, children with hyperactivity react to negative feedback in the opposite way most children do (negative feedback becomes a positive reinforcement). A child without AD/HD may quiver when you raise your voice or stop the offending behavior immediately at the threat of physical punishment. But threats of physical punishment may mean nothing to the hyperactive child. And resorting to punishments such as putting soap or hot sauce in a child’s mouth will not teach compliance. Raise your voice at your hyperactive child, and he may scream back at you. Spank a hyperactive child for misbehavior, and his misbehavior may escalate rapidly, sometimes reaching violent levels (aggressiveness kicks in). Or he may just turn around and continue the activity you have just forbidden. (If you had his attention when you told him to stop, this is not AD/HD but plain old-fashioned defiance.)

Parents and teachers are usually frustrated by an overactive child on a day-to-day basis, but consider how wonderful it is to have an overabundance of energy. Think of what a child could do with all of that energy if the child is taught to channel it properly while maturing.

Many children with AD/HD have great difficulty paying attention. This means that they have difficulty filtering out unimportant stimuli. In the classroom they may hear not only the teacher talking but also the truck driving by, the child in the seat behind flipping pages in a textbook, and the church bell ringing halfway down the block. They may also notice the flock of birds flying past the window and the squirrel running up the tree. Children with AD/HD who are easily distracted have many stimuli competing for their attention and they are unable to filter out and pay attention to what they should be attending to in school, at home, or anywhere else they may be. Although hyperactivity is annoying and frustrating, the inability to pay attention can be far worse. In fact, children who are severely distracted and do not display hyperactivity often go undetected for years. Distractible children frequently experience school failures and may be labeled lazy or space heads. They suffer in silence and are not identified easily because, unlike overly active children, their behavior does not disturb others. Children with AD/HD may be predominantly hyperactive-impulsive, predominantly inattentive, or they may be diagnosed with AD/HD, combined type—the symptoms of the other two types equally prevail in the child. Most children are diagnosed with the combined type of AD/HD.

Inattentive children are usually unable to stay focused on one activity for any length of time, unless it is something she chooses to do. One may observe this in a preschooler or a lower school–age child, for instance, who becomes bored in a room full of toys. A complaint commonly heard by parents is, “I’m bored. There’s nothing to do.” The parent looks around at all the toys and wonders how the child could possibly be bored. But bored she is! Not one of those toys is able to hold her attention for more than a few minutes and she therefore becomes bored.

Do you find that you have to tell your child two or three times or more to complete a chore? Does he need to have directions repeated several times? Does he start projects but fail to complete them before moving on to another activity? Does he have difficulty keeping track of his possessions? Does he have difficulty paying attention in school? Does he have problems taking messages, keeping the facts in order? Is he frequently late for appointments or never shows up? Does he have difficulty concentrating or paying attention except when he’s doing something he particularly enjoys? When you are speaking with him, does he often have a blank look on his face as if he hasn’t heard a word you’ve said? You’re witnessing the inability to pay attention.

Social Difficulties

Many children with AD/HD tend to act younger than their chronological age. They usually are immature and, as a result, tend to play better with younger children, often because they cannot successfully do what their peers do. An eight- or nine-year-old child who has AD/HD and co-morbid (co-existing) fine-motor-skill challenges may not be able to play certain sports but can run, jump, and climb (gross motor skills) successfully—typical play activities for younger children. Therefore, the eight-year-old may feel more comfortable with a five- or six-year-old than a child his own age. Sometimes the child with AD/HD will even prefer toys made for younger children. Rarely does he understand why he fits in better with younger children, but his perceived immature behavior often separates him from others his own age. As one mother stated, “He’s like a square peg trying to fit into a circle [of peers]. He can’t fit in no matter how hard he tries.” Yet the immature child often successfully maintains friendships with younger children.

Some children with AD/HD are bossy (telling others how to play the game, and insisting it be done their way), pesty, and annoying (teasing and harassing). They may throw temper tantrums when they don’t get their way and be prone to fighting, arguing, lying, and cheating. They may attract and make friends but are usually unable to keep them. Unlike other children in their age group, children with AD/HD often have difficulty picking up on social cues, such as facial and verbal expressions or body language. The child is often unaware of the negative messages being sent from peers and seems surprised to learn that others are upset with them. (Children with social skill deficits, without AD/HD, may also do these same things.)

A child with AD/HD may grab toys away from others, not wait his turn in games, or not follow the rules—all irritating behaviors to playmates. Yet this same child may also have wonderful creative-play ideas and find that he has many friends who are willing to tolerate his bossiness because he is able to organize fun activities (the ability to organize and take the lead are valued skills). Another child with AD/HD may consistently interrupt conversations (because he’s afraid he might forget what he wants to say) or not pay attention to what others are saying. While friends sit around talking and laughing, he may be staring out into space, inattentive to those around him. So while one child with AD/HD might attempt to play with other children and fail miserably, another may be totally oblivious to those around him, thus also failing to make and sustain friendships. Still others, because of their gregarious nature, may have no social difficulties. In fact, they might be seen as some of the more popular students in school.

Some children are great negotiators. If you offer them fifteen extra minutes of play time, they’ll negotiate for more. Before you know it, your offer of fifteen minutes has been upped to thirty minutes. Other children with AD/HD are also extremely persistent. If they enjoy a particular activity, or want to learn a specific challenging concept, or want to tackle a difficult game, they’ll stick to it until they’ve conquered it. They don’t give up easily. In the same light, if they desire something, they are not hesitant to go after it. Many children with AD/HD have sharp observation skills and notice things that others frequently fail to notice. This is a wonderful trait, until you witness your child darting across the street to take a closer look at a bird’s nest in the peak of a neighbor’s roof. Although these are all marvelous attributes for adults, parents often think these characteristics are overbearing when displayed by their children.

Many children have little appreciation of how their negative behavior leads to adverse consequences. They have no idea what they have done wrong or why friends have ostracized them. They do not feel personally attached to an incident or consider themselves responsible for causing the problem, so they blame others for being angry with them and feel that they are being treated unfairly. However, children with attention deficits often are able to feel genuine remorse for their actions in retrospect. This is a key point because it distinguishes AD/HD from conduct disorder. This creates confusion in the minds of those closest to them. “If he understands now what he did wrong, why didn’t he recognize it at the time?” is a question that often stumps parents and teachers. The answer: although the child now recognizes the consequences of earlier behavior, it does not necessarily mean he can prevent it from happening again in the future. Remember that children with AD/HD are frequently impulsive, insatiable, and often lack the ability to control themselves in many situations.

Emotional Difficulties

AD/HD is a physiological, not a psychological, condition. If emotional difficulties (depression, anger, anxiety) are evident, they are the result of AD/HD or co-morbid, not the cause. This is extremely important for parents, teachers, and other caregivers to understand. Children who exhibit signs of emotional difficulties often have low frustration levels, explosive tempers, and difficulty accepting no for an answer. They experience frequent and rapid mood swings, are especially self-centered and have little or no regard for the feelings of others, and sometimes have an I-don’t-care attitude.

One mother sums it up quite well: “Whenever my son is punished by losing a privilege or being sent to time-out, he screams out, ‘I don’t care what I lose. I hate you and I think you are stupid.’ Usually he apologizes later, so I know he has given thought to what he said to me. When he loses control like this because he doesn’t get his own way, he’s very angry and I feel very frightened for him. I wonder if he’ll ever be able to control himself. I wonder if he really doesn’t care. I wonder if I am the cause of the behavior and if he really hates me.” Children with AD/HD usually forgive and forget quickly, but they are sometimes moody and unpredictable. Employ a trained professional to help your child with anger control if it becomes a problem.

Children with AD/HD are unusually hard to please. For instance, one mother bought her son a video game for which he had been begging for months and remembers, “He played the game for about twenty-five minutes and then came to me looking for something to do.” They can also be extremely negative and oppositional. “My daughter complains about everything. Nothing is ever good enough,” says Kelly from Austin, Texas. Children with AD/HD may also be irresponsible, negligent, and argumentative as is evident in the lighthearted approach they take to completing homework, for instance. Point out an error to them and you’re apt to hear, “Who cares?” or “My teacher won’t care if one problem is wrong.”

Clearly, poor self-esteem is a common emotional difficulty many children with AD/HD suffer from and one area that parents need to help their children with. Poor self-esteem is the result of many things these children experience, such as frustration with getting school assignments completed and handed in on time, distress in not being able to follow directions, difficulties in organizing themselves, stress from trying to control impulsive behavior, and the constant struggle to stay on task. Often they feel they are being treated unfairly compared with non-AD/HD siblings or friends. As a result, their self-esteem plunges even lower. They hear the frustration in their parents’ voices. They regard themselves as bad, or troublemakers, and often see themselves as stupid (sometimes because a parent implies or tells them they are) and different from other children. These feelings usually begin to develop about the time they enter lower school and often continue to get worse as they age, resulting in troublesome behaviors, such as getting in trouble with the police as teens. Some children are bombarded with “no” and “can’t you behave?” from parents and caretakers. As a result of the constant criticism, some children may develop a cavalier attitude. Once a child reaches the point of not caring, he has lost a relevant incentive for adhering to society’s rules.

Poor self-esteem can exhibit itself in the form of depression, but the depression is secondary to chronic failure. The child may be gloomy, saddened, and detached. He may cry easily or appear angry at himself or the world in general. Some children may act out their depression in destructive ways, such as trying to hurt themselves or someone they love.

The common symptoms of depression are the following:

[image: image] I-don’t-care attitude (about things that used to matter)

[image: image] Irritability, anxiety

[image: image] Loss of interest

[image: image] Loss of zest (fatigue and diminished energy for normal activities)

[image: image] Diminished appetite or increase in food intake

[image: image] Feelings of sadness, hopelessness, and despair

[image: image] Preoccupation with death, suicide, or running away

[image: image] Disturbed sleep

[image: image] Hopelessness and despair

[image: image] Inability to concentrate or make decisions

If your child (or you) experiences these symptoms, please seek professional help.

One excellent defense mechanism against depression, and a way to release anger, is exercise. Studies prove the benefits of exercise in both children and adults. Hyperactive children and children with AD/HD who do not display hyperactivity can profit from regularly scheduled exercise programs. Exercise promotes relaxation and helps build stamina and confidence. It is pleasurable, fun, and distracting. It can be a wonderful family activity, or your child can exercise alone with proper guidance. Specifically, karate has been shown to help improve self-discipline. If your child has coordination problems, you may want to avoid team sports in which his peers will judge his performance.

Physical Difficulties

Children with hyperactivity are in constant motion, whether they’re bouncing off the walls, talking nonstop, wandering aimlessly, or moving from one activity to another. You may observe them picking their nails, cuticles, noses







Academic Difficulties
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