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Preface



EACH YEAR, as the mountain forests come alive again with spring, my wife and I take a walk in the woods. (Those of you who have read Bill Bryson’s humorous and insightful book by that title, A Walk in the Woods, will recognize the reference. If you haven’t read the book, I would heartily recommend it as a metaphor for the decision to become a parent.) We take our two dogs, load up our backpacks, and spend a week or so hiking a small section of the Appalachian Trail, choosing a different section each year.

To some extent, this popular trail, which stretches continuously over two thousand miles from Georgia to Maine, is easy to follow. All you have to do is keep your eye out for the white marks on the trees, about the size of an index card, that the trailblazers have painted regularly along the way. It’s just like parenting: Your child wakes up every morning and tries to communicate to you what he or she needs, day after day, for thousands of miles. You just keep on walking with them.

But there’s a problem. If your child’s development, behavior, emotions, or learning skills aren’t going well, you need a lot more information in addition to the fact that he or she wakes up every day. In the same way, Donna and I find that we like to have more than the white marks on the trees as we hike. So what do we do?

We get a map.

This helps us with all sorts of issues, such as how steep the trail will be over the next few miles, where to find water along the way, and where we cross roads (so we can put the leashes on the dogs to keep them from running into traffic).

One year on our hike, we decided to save a few dollars and skip the map. Bad idea! It’s not that we got lost. After all, the white marks on the trees kept going on and on, just as your children wake up every day and try to tell you what they need. But without the map, we didn’t know what to expect. We got quite a shock when suddenly facing a steep hill... wondering how long the swamp would continue... wondering where the next watering hole might be, because we only knew what we could see a few hundred feet around us in the woods. We couldn’t really plan when to rest or where we might set up our tent for the night. Now, we do enjoy surprises, but my wife will tell you that I got crabby at times, and all four of us got unnecessarily thirsty and exhausted.

If you’re reading this book, you’re probably concerned about your child’s bumps, valleys, and swamps. Do you feel as if you’re hiking in the rugged mountains without a map? Is the fact that you chose to be a parent—just as Donna and I choose to hike each year—not completely enough when it comes to figuring out where you’re headed?

Get a map.

Here’s how.






Chapter 1
 Helping You Better Understand Your Child



YOU SENSE that your child has a problem. Maybe Jack’s a whiz in math, but by second grade he’s still not reading. Mary has a phenomenal vocabulary for a fourth grader, but she’s still having trouble tying her shoes. Jody is a helpful eighth grader around the house, with lots of friends—but he’s constantly sitting in the principal’s office. At seventeen, Sally still can’t pay attention long enough to finish her homework, so she’s getting frustrated and discouraged. Or maybe you have a teenager who seemed to do fine in elementary school, but now that he’s facing more challenging work in high school, he’s starting to have problems and you’re wondering if he has an undiagnosed learning disability.

You know something seems to be wrong—but what? So many times parents have told me, I just had a feeling that something wasn’t right. All too often, parents with these vague concerns don’t know what to do with their intuitive feelings. In some mild cases, a teacher may not mention your child’s problems at all. At other times, a teacher may notice something going on at school that doesn’t happen at home, and suddenly you get a surprise call from a teacher because your child’s progress isn’t what it should be. Here you were thinking everything was going well, and suddenly you’ve got a teacher with another point of view entirely.

If this sounds like your situation, take heart! Your feelings of confusion or uncertainty are really quite common, but so often unaddressed. The problem is that many behavioral or learning issues aren’t obvious or straightforward. It’s hard for parents to figure out if their child’s skills or behavior are simply at the far end of “normal,” or if the child really has a problem. And if your child does need help—where do you start?

That was the dilemma for Sandra, a single mom who was worried about her only child, seven-year-old Celeste. “When Celeste was in kindergarten and first grade, she seemed fine,” her mom reported. She made friends, enjoyed school, and was reading above grade level. But by the end of first grade, something had changed. Her teacher noticed that Celeste had started to withdraw and stare blankly out the window. She wouldn’t eat lunch with her friends. By the third grade the problems had only gotten worse.

“After a month of school that fall,” her mother reported, “her teacher called and said something had to be done.” Celeste was acting spacey and was barely speaking in class. When the teacher asked her what was wrong, she’d just shrug. “I noticed these changes at home, too,” Sandra said, “but I didn’t know what to do or where to turn.”

Was Celeste just bored? Unchallenged? Slow? Could she have a brain disease?

The Guilt Game

Sandra’s story isn’t unique. In fact, lots of parents sense something isn’t quite right with their child about the same time that the child starts to have problems at school. Often, this begins in late preschool or in the early elementary grades. When you see your child struggle, it’s easy to feel guilty or worried. Parents ask themselves, “Did we do something wrong? Are my child’s problems my fault?”

It can be even more upsetting if you think there’s a problem, but the school either doesn’t recognize a problem or shrugs off your valid concerns. At that point, you’re left with a haunting dilemma: Is it me? Is my child actually okay? Am I just overreacting? Maybe the school knows best...

Between the confusion about what might be wrong and not knowing where to go for help or whom to ask, it’s not surprising that you feel lost, anxious, and frustrated. At this very moment, millions of children across the United States are falling behind in school or acting out impulsively at home. Some of these kids don’t have any friends. They don’t get along with their brothers and sisters. They may be troubled by dramatic mood swings; perhaps they’re hostile, hyperactive, listless, apathetic, easily distracted, withdrawn, antisocial, or destructive. And their parents are frustrated and afraid because they feel they’ve lost control and they don’t know how to find out what’s wrong. They don’t know where to turn for help, how to get a diagnosis, what treatments are available, or how to cope with their child’s challenging behaviors and moods. They don’t know whether their child’s struggles are normal or abnormal.

Why I Wrote This Book

If this sounds like what’s going on with your family, don’t worry—there’s hope! That’s why I’ve written this book—to help you find the answers to all the heartrending questions that many other parents just like you have asked me over the years:


What’s wrong with my child?

Will my child make it through school?

Will my child ever be normal?



All these questions were on Sandra’s mind after she had spoken to Celeste’s teacher. Something was definitely going on with this student, the teacher insisted. So Sandra took Celeste to her pediatrician, and then to another pediatrician, and then to a child psychologist—but none of them seemed to understand her daughter’s problems. One recommended that Celeste start taking antidepressant medication after a mere five-minute interview. “She might be depressed,” the doctor suggested, but Sandra resisted the idea of medicating her child before she really knew what the problem was.

Sandra had a growing intuition that this problem wouldn’t go away on its own, but she needed more information. Eventually, Celeste was referred to our clinic for an evaluation.

A Typical Day at the Neuropsychology Clinic

After Sandra made the first appointment to meet with me, the clinic sent her two sets of behavior-rating questionnaires—one for her and the other for Celeste’s teacher. On the morning of her appointment, I sat down with Sandra and assured her we’d try to figure out what was going on with Celeste. I explained that we’d look for certain specific problems, but that we weren’t simply going to put Sandra’s parenting style under a microscope. Right away, she felt less confused and guilty.

I explained to her that no matter what sorts of issues a child is facing, you can help your child—today, right now. The first thing you need to do is figure out if there really is a problem—and if so, what that problem might be. After our initial discussion, I called Celeste into the room and explained in “kid language” what to expect. I told her that at this clinic, we’re just “talking doctors,” so there wouldn’t be any shots. I explained that we’d ask her some questions, play word games, check out her memory, maybe do some work on a computer, and work on some school things. We’d also talk about school, family, and friends.

Then one of our testing assistants (they’re called psychometrists) took Celeste down the hall while I interviewed Sandra in more detail. During this interview, I collected more background information, looked at the behavior questionnaires, and checked the records she’d brought. I’d use all of these things to help me pinpoint Celeste’s problems.

Meanwhile, Celeste was busy with various tests. During one break, I “interviewed” her by playing and talking together about her ideas, feelings, reactions to school, and so on. (If there’s more testing planned for the afternoon, we give the child a good lunch break with their parents. If the child tires out before we’ve completed the testing, we just stop for that day and continue another time.) In Celeste’s case, we were able to complete and score all the tests that same morning. After lunch, I sat down with Sandra to discuss the results.

I explained to Sandra that it seemed Celeste had some learning gaps that meant she’d need some extra help, but the gaps weren’t serious enough to have been caused by learning disabilities. We also discovered that Celeste’s problems were indeed complicated by mild depression. We gave Sandra a written report to share with Celeste’s pediatrician, teachers, tutor, and the counselor we arranged for Celeste. I explained to Sandra that if the other professionals had more questions, we’d be available to talk on the phone or go to the school and chat with the school staff.

Will My Child Need a Neuropsychological Exam?

At this point, you may be wondering whether a neuropsychological exam makes sense for your child. The answer depends on your child’s particular problems. There are many kinds of highly qualified professionals who can do excellent evaluations, depending on what your child needs. Neuropsychologists are trained to study how the brain affects human behavior, and how to evaluate children with learning, brain function, and behavior problems. Other professionals also can evaluate the types of problems I discuss in this book, with some important differences. For instance, psychiatrists don’t directly administer IQ and standardized tests. In Celeste’s case, an evaluation by a psychiatrist would have shed light on her mood problems, but might have overlooked her learning gaps. On the other hand, special education teachers and school psychologists could have assessed her academic skills, but they wouldn’t have been trained to fully evaluate her depression.

Whatever kind of professional you start with, you may need to get a referral to other specialists if more detail is needed in a particular area. We’ll be comparing the different types of experts you may want to consider in chapter 4, and we’ll discuss testing in much more detail in chapter 5. At that point, you should have a pretty clear idea of what type of professional would best be able to help identify your child’s problems.

The First Step: Overview of Problem Areas

Many parents are so confused by their child’s conflicting symptoms that they don’t know where to begin. That’s why I’d like to start with a brief overview of the characteristics of the broad categories of problems I’ll be talking about in this book. I’m giving you this information now to help you start thinking about which particular problems your child may have. The categories I’ll discuss include:


• learning difficulties

• attention-deficit/hyperactivity disorder and other disruptive behaviors

• autistic spectrum patterns

• anxiety and traumatic reactions

• mood problems (including depression)



By carefully reading about the main symptoms in each category, you can get a general idea of what may be going on with your child. Or you might begin to suspect there isn’t anything going wrong at all—perhaps your child is just going through a phase!

That’s where this book is unique. I’ll start at your point of uncertainty and confusion and doubt, then lead you, step by step, on a journey to discover the what, why, how, where, and when that’s associated with your child’s struggles. When you finish this book, you’ll have a much clearer idea about how to find out what’s going on with your child, and how to work with professionals to get the best diagnosis and treatment for your child.

The most important thing to do first is to understand the main problems that your child has. I call these key problems “core deficits”—they’re the most obvious symptoms. Once you identify these main symptoms, a confusing picture can become much clearer.

Labels Are Tools, Not Chains

Now, one thing I’ve learned over the years is that parents (and often professionals) are afraid that putting a label on a child can be harmful. Not so!

First, a label or a diagnosis isn’t important by itself. It simply provides a kind of shorthand to help summarize what’s triggering your child’s everyday problems. The more accurate the diagnosis, the easier it will be to find a treatment that works. Once you have a reliable diagnosis, you can start learning the best way to help your child. Labels can give everybody a place to start the healing—a road map to help you find your way through a confusing maze of symptoms.

A diagnosis or a label also tells us about a child’s recurring patterns— but it isn’t designed to tell you everything you need to know about your child. That’s why experts these days try to avoid terms such as the difficult child or the learning disabled child—because such a label can’t capture all the important aspects of a person.

First and foremost, a child is his own person. But he’s also somebody’s son, someone else’s grandchild, sibling, or nephew. He’s also a student in somebody’s classroom, a kid on the playground, in a group of friends, doing a particular job, participating in an organization such as a club or sports team. Last, but not least, he’s a kid with a learning disability...or depression...or an attention problem.

You also need to keep in mind that your child’s problems may seem to be quite different in various settings. Has your child ever had a teacher who complained about some problem when last year’s teacher handled the same situation with aplomb? There can be real differences in how a child functions in different situations.

So why use labels or diagnoses at all? Because they help condense a vast amount of scientific knowledge and professional wisdom into a manageable shorthand. The problems one child has are very much like the problems other children have. If we can identify these patterns, we won’t have to start from scratch each time when we’re trying to solve problems. Many of the diagnoses don’t just label a pattern, but also reveal something important about the possible causes of the problems. The diagnosis often implies how a child’s problems are likely to develop, including what treatments might work best. To best help your child, you need a map, not just an endless detailed list of your child’s struggles, conflicts, inadequacies, and sufferings. You deserve as concise a map as we can draw.

Individual Problem Areas

Now I’d like to briefly discuss the five main types of learning, behavioral, and emotional problems that I’m going to discuss in this book. (You can read more details about each of these specific disorders in chapters 6 through 10.) As I’m sure you already know, living with a child who has problems with learning, behavior, or mood control can be really stressful. By learning about some of the main features of these different problems, you’re taking a step toward feeling less frustrated and out of control.

Learning Difficulties: Thinking, Academics, Language, Speech, and Motor Skills

There are all sorts of different learning problems, because the capacity to learn involves most of the skills or abilities that we want children to develop. It’s important to understand, however, that not all learning problems are learning disabilities. Many children are simply slow to develop certain skills. Because children show natural differences in their rate of development, sometimes what seems to be a learning disability may simply be a mild delay in acquiring certain skills.

For example, Sam was a fifteen-year-old freshman who had started to struggle in some of his classes. His parents weren’t sure if this was just a minor developmental glitch that would work itself out, or something more lasting and serious. They knew he was trying hard to get good grades, but they didn’t have a clear sense of how much they should expect him to catch up, or how soon. He was having trouble with reading, spelling, memorization, and attention. His parents wondered if his problems might be related to the transition from a supportive middle school to his first year at a challenging high school.

Ever since elementary school, Sam had struggled with reading, spelling, and written language. He’d been getting extra help and phonics practice at a tutoring center several times a week for the past year, and he seemed to gain confidence from the one-to-one instruction. Yet he still needed hours to finish his homework and often needed coaching from his parents.

Sam’s parents wisely decided to try to find out if Sam had some type of specific problem that hadn’t been identified. First, they asked their local public school district to test his intelligence, academic skills, and a few important mental-processing skills. While his academic delays weren’t serious enough to qualify for special education, the evaluation team did identify a few key problem areas. Sam’s parents then brought him to us at the clinic to assess his attention, memory skills, and “executive mental functions,” such as planning and organization.

The combined results: Sam had above-average intelligence, but scored in the “low-average” range for word-recognition accuracy, reading comprehension, math calculation, math reasoning, spelling, and sentence composition. He showed mildly below-average speed in reading and math tasks, along with a particular pattern of strengths and weaknesses in mental-processing skills that suggested a borderline learning disability in reading speed or fluency. The evaluation results really helped his parents focus on what they could do to help Sam reach his potential, because we clarified his pattern of strengths and weaknesses.

As a result of our evaluation, Sam transferred to a smaller private high school where his parents thought he’d get more attention for his learning problems. His parents also worked with an independent tutor outside of school to focus on the best ways to enhance his reading efficiency.

As Sam’s parents discovered, a child with learning difficulties may have problems receiving, organizing, understanding, remembering, or offering information. Although we don’t know exactly what causes learning disorders, they are often linked to heredity, problems in brain development during pregnancy, brain damage, or a mismatch between the kind of instruction he gets and what his learning strengths and weaknesses are.

The different types of learning problems I’ll discuss include troubles with reading, math, and written language; speech and language difficulties; fine-motor coordination problems, and below-average intelligence. Here’s a brief list of the different categories:


• Developmental dyslexia (also called reading disability): This involves inaccurate or slow word recognition. Most children with dyslexia also have poor spelling and phonics skills. This is the most common type of learning difficulty and often leads to problems in closely related areas such as reading comprehension or written expression.

• Nonverbal learning disability: This problem is a less common syndrome including problems in visual-spatial processing, eye-hand coordination, attention, abstract reasoning, problem solving, perception of emotions, and social communication. Academic problems in math, reading comprehension, and the fine-motor part of written language are common. Basic oral language skills, rote verbal memory, reading word recognition, and spelling are usually relatively strong.

• Phonological disorder and speech dysfluency: These are fancy words for speech problems. Kids with this problem substitute sounds, stutter, or don’t use speech sounds that you’d expect for the child’s age and dialect.

• Receptive and/or expressive language disorders: These problems affect the way a child understands or produces language in one or more common patterns. Some kids don’t completely understand what others say to them, even though they may seem to understand. Others have trouble organizing their speech into conventional grammar. Some don’t understand word meanings. A few can’t communicate clearly with other people because they don’t receive or produce language well enough.

• Developmental coordination disorder: This is a broad term that is sometimes applied either to movements using large muscles, such as walking (called gross motor skills), or to movements using smaller muscles, such as writing (fine motor skills). The fine motor area is more often linked to learning disorders. There are many different patterns of coordination disorders, so that some children with some reasonably developed fine motor skills can build skillfully with blocks, even though their drawing and writing are poor.

• Mental retardation or cognitive disabilities: These problems are diagnosed when a child shows significant delays in most key areas of development, including intelligence, self-care or social relationships, and academic skills. There’s also a gray area I call below average intelligence. Intelligence is really a continuum of abilities: low average, an IQ score of 80 to 89; borderline mentally retarded, 70 to 79; mild retardation, 55 to 69; moderate mental retardation, 40 to 54; and severe to profound mental retardation, below that. A child is considered to have mental retardation if IQ is below 70 to 75 and there are significant problems in at least two “adaptive skill areas,” such as schoolwork or self-care.



Different experts often use different labels for the problems I’ve outlined above. For example, some professionals speak of “dyscalculia” for some types of math problems, “dysgraphia” for some types of writing problems, or “developmental aphasia” for some types of language problems. One particularly important alternative way of grouping and labeling learning problems comes from the federal government, which requires all states to use certain terms in determining if a child qualifies for special education assistance. Unfortunately, these terms don’t necessarily match the latest scientific research, but we have to follow these categories by law to get kids the services they need.

Extra Help for Learning Difficulties

In the United States, seven legally defined types of learning disabilities qualify for special education services. To receive these services, a child must show significant discrepancies between learning potential (as indicated by IQ tests) and academic performance (as indicated by achievement tests) in at least one of the following areas:


• oral expression

• listening comprehension

• written expression

• basic reading skill

• reading comprehension

• mathematics calculation

• mathematics reasoning



(There are other special education categories for impairments of speech and language skills, motor coordination, mental retardation, and other problems.) What’s important for you to know at this point is that each of these official categories requires a severe enough problem with a particular, well-defined pattern so that the public school district experts would decide your child needs special education services.

Fortunately, most schools also have other programs for extra help when children have learning problems that aren’t severe enough for special education. In addition, parents often get other help for their kids outside school.

Attention-Deficit/Hyperactivity Disorder and Other Disruptive Behavior Patterns

Sergi was referred for an evaluation by his brother’s psychologist, who suspected that Sergi might have attention-deficit/hyperactivity disorder (ADHD). He’d been adopted from an understaffed orphanage in Romania at eighteen months of age, and his parents assumed his bursts of uncontrolled behavior were due to a lack of social stimulation during his infancy. Life in the orphanage hadn’t been easy, and he’d lain untouched in a crib for long months. Although he’d been a healthy baby and toddler, by the time he started kindergarten Sergi was shouting in the lunchroom, running wildly up and down stairs at school, and knocking into his classmates.

If you have a child like Sergi, you might sympathize with his parents’ reluctance to get him a formal ADHD evaluation during preschool. They hoped that in time, and with the positive atmosphere in his kindergarten classroom, he’d outgrow his behavior problems. He didn’t seem to be anxious, depressed, or aggressive, and he was described by all his teachers as “happy-go-lucky.” Because Sergi was sociable and good at making friends, his teachers didn’t think he was autistic, but he did spend a lot of time alone—and he could be selfish sometimes. If another child had a toy he wanted, he’d just grab it without thinking to ask first. His parents wondered if he had some other kind of problem going on, such as sensory processing issues—a concept they’d heard about from an occupational therapist.

In our evaluation, we carefully reviewed questionnaires completed by his parents and teachers, as well as report cards from school. During testing in the clinic, we saw that Sergi was indeed friendly and talkative. As testing began, he was curious about his performance. He’d ask, “How many did I get right?” But he gave up easily if he thought a test was boring, and he needed lots of encouragement to keep going once he got bogged down. He’d often jump up and walk around the room, impulsively grabbing objects from the table, and he was easily distracted by objects around the room.

Our tests clearly reflected his underlying problems with sustained attention and impulsivity. We confirmed a diagnosis of mild ADHD. Once his parents knew what they were dealing with, they began learning how best to help Sergi. They joined a parent-training group in our clinic, and they discussed possible medications with their pediatrician. They were sad to learn that his behavior control problems wouldn’t probably go away as he approached adolescence, but they were relieved to understand what they were dealing with and were encouraged with the results of the medication and the behavior techniques they learned in the training group.

Like Sergi, many children who have attention disorders are easily distracted and seem to daydream a lot. Children with ADHD typically have problems with sustained attention (working or playing for a period of time) and controlling their impulses, planning, stopping and thinking before acting, and considering the consequences of their actions—what experts call behavioral inhibition. Some kids with ADHD have problems with only one of these two areas, but many others struggle with both. Most also have a number of other related problems: They may have a tough time meeting the demands of school, or they may seem accident prone. These kids also have a hard time sitting still, waiting to be called on before giving answers, and waiting to take turns. They may interrupt too much, run into traffic, or do other things they’ve been taught not to do. In short—these kids just act without thinking.

Because they usually have problems with following rules, excessive motion, and explosive energy, younger children with ADHD often get into trouble with parents, teachers, and peers. By adolescence, this physical hyperactivity often subsides into fidgeting and restlessness, but the problems with inattention and impulsivity usually continue into adulthood. Here’s something to keep in mind: While ADHD and learning disabilities often occur together, they aren’t the same.


• ADHD: Kids with ADHD have trouble paying attention, they act or blurt out answers without thinking, and they can’t seem to control their behavior.

• Learning disabilities: Kids with learning difficulties have trouble receiving, organizing, understanding, remembering, and producing information.



Researchers estimate that between 5 and 20 percent of all school-aged children in the United States have learning disabilities, depending on exactly how the diagnosis is made. Of those, up to a third also have ADHD. Although ADHD is fairly common, it can be difficult to diagnose and even harder to understand. Once viewed as just a childhood disorder primarily involving hyperactivity and the inability to pay attention, ADHD is now recognized as a lifelong condition.

Other disruptive behavior disorders—called oppositional-defiant disorder and conduct disorder—involve more serious problems with defiance and aggression for at least six months (and usually many years).


• Oppositional-defiant disorder: Kids with this problem experience repeated severe problems with negative behavior such as temper outbursts, arguing, or deliberately annoying others.

• Conduct disorder: Kids with this problem are aggressive with people or animals, violate the rights of others, destroy property, lie, steal, and break all kinds of rules.



Autistic Spectrum Disorders

Jeanne was a fourth grader who had appeared completely normal for the first two years of her life. In preschool, she began to have trouble understanding what others were saying and struggled to organize her own speech. By kindergarten she needed speech/language therapy. At this point, her parents had a heart-to-heart talk with Jeanne’s pediatrician, who thought she might have ADHD because of her lifelong history of short attention, impulsivity, and restlessness. Her parents weren’t so sure, because her behavior seemed so different from that of her cousin Jimmy, who took medication to control his ADHD. When Jeanne’s teachers suggested that she repeat kindergarten because she was immature, her parents accepted the recommendation. It didn’t help.

When she entered elementary school, Jeanne really began to have trouble with her schoolwork. She spent most of first and second grade getting extra instruction in the school’s resource room. As years passed, she made improvements in many of her academic skills, and by fourth grade, she was switched back to a regular reading group. About a year ago, her parents reluctantly accepted the pediatrician’s recommendation for medication, which has improved her attention problems tremendously.

Even though Jeanne seemed to be making real progress, her parents were still worried. Jeanne had never had a close friend. They were even more worried about some of her unusual behaviors. Jeanne would constantly mimic movie scripts, talk to herself, and dream away the day in a ritual fantasy world. Her parents took her for a psychiatric evaluation, which suggested a possible anxiety disorder—but a two-week trial of the antidepressant Zoloft made her more aggressive, so they stopped the medication.

When Jeanne’s parents brought her to us, we carefully reviewed her complex background and gave her a brief, carefully selected set of neuropsychological tests. Some of her previous diagnoses were correct, but the particular combination of all her problems indicated she was on the mild end of the autistic spectrum: a condition called pervasive developmental disorder—not otherwise specified (PDD-NOS). Now that we understood more clearly what her problem was, her school program could be modified to emphasize communication and social skills training. Her parents returned to the clinic for several follow-up consultations on how to help her make friends and get along with others, as well as continuing their ongoing work with her other problems.

The autistic spectrum disorders (also known as pervasive developmental disorders) are characterized by:


• delayed development of social skills

• limited communication

• unusual or stereotyped behavior



The primary problem for a child on the autistic spectrum is relating to others. They often have difficulty communicating, and they may play in an unusual way with toys—flicking, shaking, spinning, or lining them up. Children with this category of problems also may lack curiosity about their environment or have trouble with changes in routines.

Of course, all children can sometimes behave oddly or may seem shy much of the time without having an autistic disorder. The difference is the consistency of the unusual behavior. This condition affects just about every part of a child’s life, including a lack of social interaction and problems with nonverbal behavior.

At the moment, we recognize three separate types of autistic spectrum disorders, although many professionals believe these types overlap so much that they really represent one disorder with different degrees of severity. The three main types include:


• Autism: This condition seriously affects verbal and nonverbal communication as well as social, thinking, and behavioral skills.

• Asperger’s syndrome: This milder condition refers to children with social deficits and certain types of unusual behavior patterns, without significant impairment in overall intelligence or basic language skills. Sometimes, Asperger’s syndrome is compared to or even equated with other conditions, including high-functioning autism or nonverbal learning disabilities, but not all professionals agree that these are the same disorder.

• Pervasive developmental disorder—not otherwise specified: This category includes children with a few autistic symptoms but who don’t fit completely into either of the two categories above.



A quite rare diagnosis in this area—Rett syndrome—will be discussed in chapter 11.

Anxiety and Traumatic Disorders

Anxiety is a feeling of apprehension, fear, or worry that isn’t always connected to a specific threat. All children experience anxiety sometimes. For example, from about eight months of age through the preschool years, healthy youngsters may get anxious when separated from mom and dad. Young children may have short-lived fears of the dark, storms, animals, or strangers. Anxiety becomes a problem when it interrupts a child’s normal activities. A seventeen-year-old girl who sometimes worries whether her biology grades are good enough for vet school is experiencing normal anxiety. The anxiety goes beyond normal if she persistently avoids going to school because she is panicking about her grades.

Anxiety disorders are among the most common type of mental health problem for children and adolescents, affecting as many as 10 percent of young people. Studies suggest that kids are more likely to have an anxiety disorder if their parents have anxiety or mood problems.


Learning Disorders or ADHD vs. Anxiety

Children with learning disorders often have problems with anxiety, especially in connection with schoolwork. Reading aloud, taking timed tests, or trying to start a writing assignment may all trigger anxiety and cause even more problems. An anxious child may freeze up in one of these situations. Others may get restless or agitated.

Sometimes it can be hard to tell the difference between anxiety and ADHD. An inability to focus may often lead to anxiety, and anxiety itself can make it hard for a child to pay attention to a task. In some cases, a child has both ADHD and significant anxiety symptoms. It’s also possible for a child with anxiety to be misdiagnosed as having ADHD.



Generalized Anxiety Disorder

Children with generalized anxiety disorder (previously called over-anxious disorder of childhood) have recurring fears and worries they can’t control. They worry unnecessarily about almost anything—school, sports, being late, even natural disasters. They may be restless, irritable, tense, or easily tired and may have trouble concentrating or sleeping. Children with this pattern are sometimes overly eager to please others or may be perfectionists, dissatisfied with their less-than-perfect performance.

Separation Anxiety Disorder

Children with separation anxiety disorder are so anxious about being away from home that their social or school function is affected. These kids feel a great need to stay close to their parents. When they’re apart, children with this pattern may worry excessively about their parents’ whereabouts or safety. When they’re together, they may cling to parents, resist going to school, or be afraid to go to sleep. Repeated nightmares about separation, or physical symptoms such as stomachaches and headaches, also are common.

Social Phobia

Anxiety about certain social situations often appears in the midteens; it less frequently affects younger children. Kids with this pattern have a consistent fear of particular social or performance situations, such as speaking in class or eating in public. They’re always afraid of being embarrassed in these situations. This fear is often accompanied by physical symptoms such as sweating, blushing, a pounding heart, shortness of breath, or muscle tenseness. Young people with this disorder typically respond to these feelings by avoiding the frightening situation, such as staying home from school or not going to parties.

Specific Phobias

Children with specific phobias suffer from an intense, unrealistic fear of a specific object or situation, such as spiders, dogs, or heights. The fear is usually inappropriate to the situation, and the child usually knows that the fear is irrational. Kids with phobias often avoid whatever common, everyday situation is linked to their fear. The most common specific phobia in the general population is fear of animals, particularly dogs, snakes, insects, and mice.

Obsessive-Compulsive Disorder

Children with this problem have frequent and uncontrollable thoughts (obsessions) and feel they must perform rituals (compulsions) to cope with the thoughts. In this condition a child often repeats behaviors as a way of avoiding an imagined consequence. For example, a child who’s afraid of germs might constantly wash his hands. Other common compulsions include counting, repeating words silently, and rechecking completed tasks. The obsessions and compulsions may take up a lot of time and make a child feel anxious. This pattern appears more often in adolescence.

Post-traumatic Stress Disorder (PTSD)

Children who experience a physical or emotional trauma such as witnessing a shooting, surviving abuse, or being in a bad car accident may develop PTSD. Young people are often more easily traumatized than adults, so that an event that may not be traumatic to an adult (such as a turbulent plane ride) might be really upsetting to a child. As a result of the trauma, a child may reexperience the event through nightmares, constant thoughts about what happened, or by reenacting the event while playing. Children with this pattern can experience symptoms of general anxiety, including trouble sleeping and eating or being irritable. Many children may exhibit other physical symptoms as well, such as being easily startled.

Depression and Other Mood Problems

Karen was a normal, well-adjusted teenager until her mother unexpectedly died when Karen was in tenth grade. As Karen’s sadness deepened, her father became concerned and took all his children for grief counseling with a group of other families. Karen’s younger brother and sister coped well with their loss, but Karen had a rougher time. Her father was particularly alarmed when she stopped talking to him the way she used to do. He wasn’t sure if she was just going through a teenage stage, or if she was withdrawing in some maladaptive way.

When Karen’s boyfriend pressured her into having sex for the first time during this emotionally vulnerable period, adding to her turmoil, she started cutting her arms in a desperate attempt to find emotional relief. Her father wisely took her for individual counseling, but she didn’t get much better. Antidepressants only helped a little, and she was briefly hospitalized twice. By the time Karen was referred for a neuropsychological evaluation, she was clearly having a major depressive episode.

Fortunately, the thorough neuropsychological assessment helped us rule out some other problems that were suspected, including both ADHD and learning disabilities. Karen’s mild memory problems during testing seemed to be related to her serious depression and lack of confidence. Her father decided to take Karen for more frequent therapy sessions and get a second opinion on medication treatment from a different psychiatrist.

Many people don’t realize that it’s possible for young children—even preschoolers—to be clinically depressed. A depressed child may feel sad, hopeless, tired, agitated, or have low self-esteem, which can have a devastating impact on school performance, friendships, and family relationships. Of course, a simple case of “the blues” can be completely normal, especially if there’s good reason (such as the loss of a pet or a loved one). But unexplained low mood or depression that continues for weeks or months is not normal. Because it’s not unusual for children with learning problems to feel a loss of self-confidence or even despair, and because kids with other problems such as ADHD are also often depressed, it’s essential that persistent symptoms of depression be evaluated.


International Rates

How often do we see these different problems in Western countries such as the United States, Canada, the United Kingdom, Australia, and New Zealand? You can find general figures related to the United States in chapters 6 through 11 on the specific disorders. But be aware that different methodologies are used in different countries, so it isn’t possible to compare rates with complete accuracy.

Both parents and professionals in the different countries and cultures interpret and report symptoms with different levels of sensitivity or concern, making comparisons suspect. When reasonably similar comparison methods have been used with some of these disorders (especially ADHD), roughly similar prevalence rates have been found, even if rates of diagnosis differ. The prevalence rate means how often a condition appears within a group of people. However, the same condition may not be diagnosed as often as it could be for a variety of reasons.



Overlapping Conditions

If you’ve made it this far, you can see that there’s a significant overlap of symptoms not only within one category of problems, but among categories as well. In fact, many children with learning, behavioral, or emotional problems typically have more than one condition. The good news is that many available treatments can be used for several different areas.

Charles and Maria knew their seven-year-old son, Jason, had behavioral problems, but they hadn’t realized that he was also struggling with dyslexia, an associated learning disability in math calculations, and depression as well. “He’d been labeled as having ADHD, and we were told he had to take medication, but he hasn’t been evaluated for learning disorders,” Maria said. “We never knew he could have more than one problem at the same time. Why didn’t anyone tell us about these tests before now?”

Once Jason’s parents arranged for an evaluation of his learning difficulties at school, they discovered his significant trouble with reading and math, and they were able to get him into the right programs to help him. His academic progress has made a difference in his behavior, and his depression has lifted. Between the specialized help Jason receives at school and the family therapy sessions they all attend, the whole family is now feeling much happier and more connected.

As Jason’s parents learned, the journey toward a happier, more fulfilled child can be long and often frustrating, involving both wise clinical judgment by his therapists and careful measurement of his learning skills by special education staff at school. But the rewards for Jason and his parents were enormously satisfying: they were able to identify his problems with a helpful “map,” work out a solution, and move on with their lives. Jason today is not only a successful student but a happy child, self-confident and secure. They’ve all learned the valuable lesson that identifying and facing problems is worth all the time, trouble, and effort involved.

In the Next Chapter . . .

Now that you have a good general idea of the types of problems that I’ll be discussing in this book, it’s time to start the journey toward figuring out exactly what’s going on with your child. In the next chapter, you’ll learn how to take notes and keep records of your child’s behavior or problems. I’ll give you some hints about how to watch your child’s behavior, and how to group any learning, behavioral, emotional, and social symptoms into meaningful clusters. This will help you focus on the particular problems your child may have.






Chapter 2
 Charting the Problem: Notes, Checklists, and Behavior Diaries



IN THE FIRST CHAPTER you learned a bit about all the categories of possible problems a child could have. Now it’s time to start thinking about what’s going on with your own child.

Of course, before you figure out how to solve a problem, you have to be quite clear about what that problem is. One of the best ways is to record all of your child’s symptoms using checklists and diaries. It’s a great way to map out what’s really happening with your child. Completing at least a few of these checklists and diaries will help bring into focus exactly what your child is doing—or not doing—that worries you. You don’t have to complete all of these exercises, and you’ll probably find some of these methods more useful than others. But most parents I work with find that doing this bit of sleuthing really pays off.

It sure did for Carla. As with many parents, her realization that her child might be having problems came as an unpleasant shock. Carla was a smart, caring mother who thought her daughter, Emma, was getting along just fine in third grade except for some continuing mild problems with reading. So she was startled when Emma’s teacher began to send home notes every week complaining about her restlessness and behavior problems. None of Emma’s other teachers had ever complained about her behavior before! And what was this about tantrums and aggression? Carla never noticed anything like this at home.

Emma’s problems were especially pronounced during reading. Her teacher complained that during read-aloud time, Emma would stare out the window, fidget with her desk, or draw pictures. Sometimes she’d pester the children nearby, kicking and poking the boy who sat in front of her. Even silent reading sometimes triggered bouts of anxiety, tears, or frustration, since Emma knew she was going to be the last one to finish.

Worried about what was going on with Emma, Carla called and made an appointment at our clinic. We sent her some detailed questionnaires for her and the teacher to complete that asked lots of specific questions about Emma’s behavior, when it occurred, and what seemed to trigger the problems of anxiety, inattention, and misbehavior.

You can see a brief example of the questionnaires we sent Carla in the boxes below. Getting questionnaires from both parents and teachers can be really helpful, because different adults tend to see things a bit differently. In addition, kids can behave very differently at home than at school. In the examples below, I’m only offering a few sample questions to give you a brief example.


Parent Form




	Item
	Emma’s Mom’s Response



	Acts too young for his/her age
	Not true



	Fails to finish things he/she starts
	Somewhat or sometimes true



	Daydreams or gets lost in his/her thoughts
	Not true



	Has difficulty learning
	Somewhat or sometimes true
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Teacher Form




	Item
	Emma’s Teacher’s Response



	Acts too young for his/her age
	Somewhat or sometimes true



	Fails to finish things he/she starts
	Very true or often true



	Daydreams or gets lost in his/her thoughts
	Very true or often true



	Has difficulty learning
	Somewhat or sometimes true
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As Carla sat in my office
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