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FOREWORD

Individuals with attention deficit hyperactivity disorder often live lives filled with contradictions and struggles. For some, simple survival requires a supreme effort on a daily basis.

This book, the natural and essential sequel to Ms. Colleen Alexander-Roberts’s The ADHD Parenting Handbook, is replete with insights, tools, and techniques for properly rearing and training teens as they develop, producing far more functional and productive adults who will greatly benefit themselves, their families, and our entire society.

ADHD may first become apparent in the teenage years, particularly in those who are less hyperactive. There are several reasons for this, but certainly the onset of puberty has an amplifying effect on the underlying brain function. For this reason, parents often believe that it has simply begun out of nowhere. Careful questioning and reviewing the past behavior and performance of the patient, however, usually produces evidence of its pre-existence. This is especially true in girls, since they have a tendency to exhibit less hyperactivity when they are affected by ADHD.

Ms. Alexander-Roberts also emphasizes that ADHD is a life-long condition. The previously held opinion that most patients outgrew ADHD has recently been proven incorrect. In fact, this would be like saying that a patient outgrows her brain. ADHD does, however, change in different stages of life—often dramatically. Ms. Alexander-Roberts has correctly identified ADHD as a biological disorder, as is generally supported by current research. She has also correctly affirmed the position that we should remove ADHD and its accompanying stigma from the realm of “psychiatric” or “mental” disorders, viewing it instead as a neurological condition with psychological manifestations.

In the case of younger children, ADHD can be frustrating to parents and others who live around the affected child. However, living with and raising an ADHD person who is undergoing the “teenage experience” is a monumental task at best. This is an extremely trying time for everyone involved and usually involves not only to immediate family members but also the extended family, as well as friends and the school, with ramifications in extracurricular activities and every other aspect of the ADHD individual’s life.

Living with and parenting such a child requires well-educated, highly experienced, infinitely patient, and doggedly determined parents. Obviously, this is a rare combination for any parent. Furthermore, by the time parents finally feel well qualified, they have all the family’s teenagers launched into adulthood. These highly qualified people are then left with no one to assist. Therefore the majority of society’s best qualified and most highly experienced people are underemployed as the next generation of teens arrive on the scene to be greeted by the next generation of parental naiveté, inexperience, and inadequacy.

A child development specialist once said, “Each year society is invaded by another generation of barbarians who must be civilized.” It seems that some ADHD teens are often inaccurately described as barbarians. Many parents, grandparents, teachers, and family friends will testify that the language often completely fails an adequate description of the behavior of the ADHD teen.

Momentarily setting aside humor, it is an increasing theory that many conditions, previously otherwise defined, may actually be a part of ADHD. Whether or not this is the case, they certainly occur more frequently with ADHD. As Ms. Alexander-Roberts points out, these are most often referred to as comorbidities. Comorbidities may include, among other things, sleep disturbance, learning disabilities, oppositional behavior, or oppositional defiant disorder, speech pathology, depression, obsessive-compulsive disorder (OCD), panic attacks, anxiety, bipolar disorder (manic-depressive disorder), and many other behavior disorders. Whether these may often exist as a part of ADHD as well as existing as separate conditions present with ADHD, as is now thought, remains to be determined through more extensive research. As Ms. Alexander-Roberts appropriately points out, these are frequently more manageable, or perhaps become nonexistent, with proper medication.

A concept inadequately considered is that many suicides by teens and young adults may, in fact, be partially contributed to by the impulsive nature of the teen with ADHD, including the patient’s tendency to have a poor recollection of past experiences and a short-term, dim, and narrow view of the future. This concept has not been adequately addressed before this book. This deserves far greater attention and much more study than it has received in the past. As our social structure deteriorates, providing a less supportive, less structured environment for the teen with ADHD, we must seriously consider that inadequate medical management and supportive techniques may contribute to an increasing teen-suicide rate.

Unfortunately, many in our society will continue to label ADHD as simply an excuse for poor self-discipline and a desire on the patient’s part to avoid taking responsibility for his own actions. This distressingly superficial disposal of the patient with ADHD does not improve any situation. It frequently serves only to increase the sense of anger, frustration, and despair that the teen and parents experience. However, it should be clearly understood that ADHD is not an “excuse” for anything.

Ms. Alexander-Roberts effectively points out that the successful learning of these behaviors is much less likely if the teen is not adequately medicated first. She emphasizes that it is rather futile to attempt cognitive therapy and other training methods without adequate initial medication control.

While the majority of inmates in the criminal justice system have ADHD, it does not cause criminal behavior. However, criminal behavior, like suicide, may be a consequence of the ADHD patient’s tendency to live for the moment. In the teenage years, fraught with a genuine dearth of experience, these impulsive tendencies may not be restrained by family or community social mores. It has been said that poor judgment is untreatable. However, poor judgment can be replaced by better judgment derived from proper training and education of the teen in the development process, but this is very difficult without proper medication at the outset.

It should be also understood that ADHD patients do not always want to do the things that they find themselves engaging in. Their own struggling efforts are frequently met with inadequate results without proper treatment.

As Thom Hartmann pointed out in his book, Attention Deficit Disorder: A Different Perception, ADHD may be a completely normal condition. While this must be emphasized, it must also be acknowledged that it can produce very abnormal behavior and situations that are difficult to resolve. While it may appear that the majority of the ADHD patients’ difficulties are those imposed by a social structure with certain expectations of behavior, the ADHD patients must continue to live and function in the society in which they find themselves, learning to manage those social constraints and restrictions.

In this book, Ms. Alexander-Roberts addresses the truly superior abilities the person with the ADHD brain possesses, pointing out such things as their ability to handle change, deal with intense situations, think creatively, as well as their increased sensory awareness and their sensitive feelings for others. This is a great benefit to all concerned, since the emphasis in years past has been almost completely on the negative aspects of the ADHD brain and its performance. Of course, these abilities need to be properly educated and trained.

It may not be amazing to learn that, with appropriate medical therapy, management in other spheres, such as education and parenting, are far more easily and effectively accomplished. However, as she also points out, the ADHD teen may have numerous complications that require intensive psychological assistance. She rightly emphasizes that this assistance is far more effective with a foundation of appropriate medical therapy from the beginning. If appropriate medical therapy is not first instituted, the consequence is poor results, with a great deal of time, money, and anguish unnecessarily spent.

For the first time since ADHD has reached the bookshelves of the lay reader, specific techniques of rearing teens has been comprehensively provided and illustrated with real-life examples. It is beneficial for parents, grandparents, aunts, uncles, and other family members, as well as teachers, and other professionals to employ not only as an interesting work but also as a tool for daily use. It should be read thoroughly and employed by all who have any interest in ADHD.

This, the second of Ms. Alexander-Roberts excellent guide books on ADHD parenting, is a logical and valuable addition to her first. We can only hope that she will continue the process of adding other works to this list. Merely reading the book is a great comfort and value to anyone dealing with ADHD teens, but it also serves the teen and adult as a reference work for continued use as the teen matures.

I heartily and enthusiastically recommend it to everyone’s reading list.

Paul T. Elliott, MD
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INTRODUCTION

Imagine you and your teenager standing on top of two leaking gasoline drums, fumes rising and each of you holding a cigarette lighter in your hands. Who is going to “flick their Bic” first?

This gigantic game of “chicken”—played out on emotional, physical, and sometimes legal grounds—is the natural consequence of untreated or poorly treated attention deficit hyperactivity disorder (ADHD) extending into adolescence. This incendiary situation does not have to exist.

ADHD is the best understood psychiatric diagnosis of childhood, having been studied for the better part of this century. It has had many names: “minimal brain damage,” “minimal brain dysfunction,” and “hyperkinetic syndrome of childhood” are a few. Unwary parents and teachers tend to label this condition more colloquially. They call children suffering from ADHD lazy, unmotivated, stupid, uncontrollable, wild, mean, and vicious—and that’s just on a good day! A bestselling book on the subject of ADHD going undiagnosed until adulthood reveals the terrific emotional pain and acceptance of labels from which ADHD children suffer. The book’s title, appropriately and tragically, is You Mean I’m Not Lazy, Crazy or Stupid?

However, there are two sides to this issue. This duality of reality reminds me of the story of the incompetent pilot who had gotten hopelessly lost in the air. He got on the intercom to tell his hapless passengers, “Ladies and gentlemen, I’ve got some good news and some bad news. The bad news is that we’re hopelessly lost, I don’t know where I’m going to land, and we’ll all probably die in the plane crash. The good news is we’re making darn good time!”

In ADHD, like life, we can sometimes get distracted by all the bad news. In 1995, however, there is abundant cause for celebration if you, your child, or a loved one has ADHD. Here are some of the reasons:

• At no time before in history have we known or understood so much about this condition; we didn’t have PET scanners up until the last few years to understand the biological basis of this condition.

• At no time in history have we had such a wealth of scientific studies that show clearly, indisputably, and undeniably the beneficial effects of medication for this condition. We have also never before had the studies to clearly and consistently show what happens to ADHD children who are not treated with medications—and most of it is not good.

• At no time before in history have we had the success with psychotherapy, talk therapy, or counseling for children, teens, and their parents as we do now (given that a child is well controlled on medications). Studies have shown beyond a shadow of a doubt that counseling and talk therapy work far better when children can think and reason.

• At no time before in history have we been able to really understand why a child may appear “lazy, crazy, or stupid.” We now know that ADHD is not a “moral defect” and is not caused because the child is trying to misbehave or deliberately enrage us.

• Finally, at no time previously have we had an explanation or theory about the adaptive quality of ADHD and how children with ADHD can think exceptionally creatively and come up with novel solutions to problems that will make them superstars in business and entrepreneurial pursuits. We have Thom Hartman and his hunter theory of ADHD to thank for that new insight. And that theory has just been published in the last few years.

This leads the well-informed and logical among us to the conclusion that ADHD is a biological problem. Biological problems (diabetes, hypertension, gallstones, heart disease, and so forth) have biological solutions. Therefore, ADHD has a biological solution. In other words, it’s a medical condition, just like diabetes. You treat medical conditions with a medicine. You wouldn’t deny a child with juvenile onset diabetes his dose of insulin because “you ought to be able to get control of yourself, kid,” would you? Therefore, the mistaken notion that the child’s misbehavior is the result of his not trying hard enough—which, in turn, leads to blaming the child for a problem not of his own making—must be cast aside. That augurs well for the child because children will get enraged if they are blamed unjustifiably for things that they did not do or are beyond their control. No matter whose fault it is, if children are not controlled and cannot learn productively they will have disastrous lives—especially considering the increasing technological demands of today’s society.

The book that you are holding is not a book about “medicating children”; rather, it is a book that takes you, step by step, through virtually every conceivable twist and turn of the roller-coaster ride of parenting a teenager with ADHD. It is assumed, and from my reading of her work Ms. Alexander-Roberts assumes, that as a given the child is on medication and well controlled on medication if he or she has a moderate to severe case of ADHD. Certainly not all children need to be on medication! For those children who have a mild case of ADHD, cognitive restructuring and other techniques can be quite helpful, and often medications do not need to be used. In fact, they should not be used. For those children who have moderate to severe ADHD, however, virtually every technique you will read about in this book (or any other book) will most likely fail if the child is not on an appropriate course of medication because the child will not be able to internalize and grasp the concepts.

Russell Barkley, PhD, one of the most published psychologists on ADHD, has ruefully commented on these medication issues. In a lecture at the Mayo Clinic that I attended during my residency there, he noted that “we as psychologists, trained to do all different types of therapy, have always been hoping that some form of therapy would work better than medication for ADHD. The plain truth is that nothing works better than medication. Nothing.” It should also be noted just as plainly that medication is frequently not the whole answer.

This book is the rest of the answer. Ms. Alexander-Roberts has already struck pay dirt once before with her excellent book, The ADHD Parenting Handbook. But parenting teenagers is a whole new ball game. To the baseline wigglesomeness and lack of attention, you now add a case of raging hormones. Boys discover girls, girls discover boys, and the ever-present, loud, and frequently anarchistic music suggests that they have sex with everybody, overthrow the government, and disobey their parents on top of it. They “wanna be me, wanna be free.” They have hit the phase of personality development called “separation-individuation,” or, more colloquially, they are finding their own identity. They are going to test limits. Sometimes, they will break limits. That’s a normal part of adolescence. Stir in some untreated ADHD, however, and you have a recipe for disaster.

Ms. Alexander-Roberts has reviewed a number of vexing issues confronting parents of ADHD teens that simply must be taken into account. Because of the significant hereditary transmission of ADHD, she rightly calls into question whether or not the parents may have undiagnosed ADHD, which sets them up for more hostile, impulsive, and emotional acting out with their children. Inattentiveness certainly does not bode well for point systems or contracts. In my experience working with teenagers, they are all budding little F. Lee Baileys who will argue their way out of any tiny logical inconsistency with you. You must, above all, be attentive. And you must be consistent. Ms. Alexander-Roberts also discusses the emotional consequences of dealing with an ADHD child day in and day out.

Ultimately, this book is appropriate for many different people:

• for bamboozled and exhausted parents—it’ll let you know what your teen has been doing to you for so long and how to cope with it.

• for physicians and psychiatrists who may be expert at prescribing medication but either aren’t up on or don’t have time to review the latest limit-setting techniques with parents and their hyperactive charges—this book is a gold-mine resource that should be “prescribed” right along with any medication.

• for astute, competent therapists, there is something in here that you haven’t thought of—I guarantee it! Ms. Alexander-Roberts has craftily collected a wealth of parenting strategies from examining what has worked not only in her life but also in all the lives of the parents and experts she reviewed for this book.

• and, in the final analysis, this book is really for the teenager with ADD or ADHD. It is about helping them, guiding them, and channeling their hyperactive or inattentive minds into a lifetime of achievement and success. Despite all of the medication talk and therapy talk, that is what all of us who work in the ADHD field want to see happen. We want to see the need for pills and counseling fade away as these children mature, and we want to see our hyperactive charges graduate into a lifetime of accomplishment and happiness.

Read this book attentively, study it, and apply it. A superb level of accomplishment and happiness is possible in your child’s life . . . and that truly is the good news about ADHD. Good luck and good parenting!

Louis B. Cady, MD


ONE

PAY ATTENTION:
HYPERACTIVITY IS NOT JUST
FOR YOUNGSTERS

Over a decade ago few people had heard of attention deficit hyperactivity disorder (ADHD). Today it is the single largest reason that children and adolescents are referred to mental health clinics, making ADHD the most frequently diagnosed behavioral disorder identified in the United States. ADHD is not, however, limited to children. For years it was assumed to be a disorder of childhood that faded with the onset of adolescence. It is now known that most children with ADHD become adults with ADHD.

Although the current media blitz on ADHD is finally catching the attention of many parents, teachers, and other professionals, ADHD has been referred to as the “yuppie” disease of the 1990s much like chronic fatigue syndrome was in the 1980s. This is unfortunate for all individuals who face the daily challenges of living with ADHD. A “yuppie” disease it is not, as any parent raising a child or adolescent with ADHD can attest. Adults can testify as well to the many challenges they face every day as a result of having ADHD. Although there are many positive aspects to having ADHD—as you will discover in chapter 3—it is considered a disability and, as such, falls under several federal laws regarding the schooling of children with ADHD (Individuals with Disabilities Education Act [IDEA] and Section 504 of the Rehabilitation Act of 1973). Adults and children with ADHD are also covered under the Americans with Disabilities Act (ADA). Under ADA, discrimination against those with disabilities is prohibited in the workplace.

Attention deficit hyperactivity disorder is a complex, bewildering neurological syndrome characterized by severe and pertinacious difficulties that result in symptoms of inattention, impulsivity, distractibility, hyperactivity, or any combination of these, which are excessive or inappropriate for the age level of the child. It is a broad sequence of challenges in tempering motion, mood swings, and paying attention. ADHD often surfaces at an early age (usually around three) and lasts through adulthood, although it may not be diagnosed until the child enters elementary school. Sometimes it is not diagnosed until the preteen, teen, or even adult years. This is especially true for those individuals with attention deficit disorder who do not exhibit overactivity or behavior problems. Such individuals are typically referred to as having attention deficit disorder (ADD), a term used by many professionals that means without hyperactivity. Throughout this book, however, the term ADHD will be used for consistency for all individuals whether they display hyperactivity or not. Additionally, terms such as “ADHD teenager” or “ADHD child” will be replaced with “the child or adolescent with ADHD.” Although more cumbersome to use, the latter emphasizes that these individuals are people first, and their ADHD is secondary.

Children or teenagers who have serious debilitating distractibility or attention inconsistencies but exhibit no behavior problems are often not identified. They suffer in silence. They are the daydreamers who may appear lethargic, unable to activate themselves, and are often labeled “stupid” or “lazy.” As a result of their challenges, they are unable to complete school work, tasks, or follow directions; they pay attention to everything except what they should (the teacher, for instance). Children and teens who have high IQs and do not demonstrate hyperactivity are at an even greater risk of not being identified simply because their brightness permits them to perform adequately. However, it should be noted that bright children are the ones that most often hear, “I know you could do better than this if you would just apply yourself,” which makes the child more vulnerable to failure. When ADHD is coupled with a high IQ and creativity, individuals develop methods of compensating for its disruptive effects, finding mental and physical strategies to attain the state of high stimulation they require.

The primary symptoms of ADHD (inattention, impulsivity, distractibility, and hyperactivity) do not always appear together. Some preteens and teenagers may only experience attention inconsistencies, while others may exhibit difficulties in all areas. For most children and teens with ADHD, symptoms will persist into adulthood at varying degrees of severity. In other words, ADHD is now known to be a lifelong condition, and some clinicians and psychotherapists are now concentrating their efforts on identifying ADHD in adults who have struggled through years without understanding why they have failed in many areas of their lives. As one forty-year-old patient who had just started on medication said to his doctor, “Why in the world didn’t I know that something was wrong?” His doctor replied, “Because you grew up inside your own head and didn’t have any other frame of reference.”

“ADD was previously believed to be a condition rarely persisting into adulthood, but it is now recognized that it very frequently persists throughout life, though in a modified form with perhaps changing symptoms,” says Paul Elliott, MD, a Dallas physician who has been treating patients with ADHD for over twenty years. “Persons with ADD should in no respect be thought of as diseased, mentally defective, brain damaged, or psychologically unbalanced.”

HOW NEW IS ADHD?

ADHD was first described in medical literature in 1905. However, over 150 years ago a German physician, Heinrich Hoffman, wrote a tale (“Struwel Peter”) that described a child with ADHD. And back in 1762 John Locke wrote the following: “A proper and effectual remedy for this wandering of thought, I would be glad to find.”

ADHD is not a new syndrome. It has been affecting generations of families for hundreds of years. If your teenager has ADHD, there is a good chance that either you or your spouse, or possibly both of you, have it also. After reading this book you may find yourself saying, “That’s me” or “That’s my spouse.” Many parents of children with ADHD are now being diagnosed because the genetic basis for ADHD is becoming more widely recognized and received in the mental health field.

DIAGNOSING ADHD

An accurate diagnosis of ADHD is obtained through evaluations, parent-child interviews (including the child’s history), classroom observations, and a thorough medical examination to rule out vision and hearing problems and neurological disorders. There are no laboratory measures such as blood or urine screens that will diagnose ADHD. It is essential to accurately diagnose ADHD because other medical conditions, such as bipolar disorder, anxiety, or depression, can mimic some of the symptoms of ADHD. In fact, gifted children display many of the same symptoms or characteristics. Many individuals with ADHD display one or more comorbidities, furthering the need for a thorough, accurate diagnosis and treatment approach by specialized professionals that often cannot be provided by pediatricians or internists. “It is estimated that less than fifteen percent of children and adolescents with ADHD experience just ADHD,” says Sam Goldstein, PhD, a clinical instructor in the Department of Psychiatry at the University of Utah School of Medicine. “The majority experience at least one comorbid problem . . . a significant minority [experience] two to three additional problems.”

It is important to realize that not all attention deficit disorders are the same. “There are many types,” according to Thomas E. Brown, PhD, clinical supervisor in the psychology department at Yale University, “depending upon which of the many cognitive functions are impaired and what additional disorders are comorbid.”

Ideally, there are several professionals involved in the management of a teen’s ADHD. Successful treatment depends on continuous feedback from parents, teachers, physicians, and other professionals who work together to provide comprehensive services for the teenager. Treatment often includes an individual educational plan (IEP), behavioral management techniques, pharmacological therapies, self-skills training, parent training classes specifically for raising children with attention deficit hyperactivity disorder, counseling and support for the parents and the adolescent, and parent-adolescent problem-solving and communication training.

Medications (such as the stimulant Ritalin) improve alertness, attention span, and concentration, reduce impulsive and disruptive behavior, and decrease non-compliant behavior, so medications should almost always be used as a treatment method. However, the medications used for the treatment of ADHD do not offer a cure; they simply improve some symptoms and reduce or decrease other symptoms. Although medication helps seventy to seventy-five percent of those diagnosed with ADHD, most studies show that few benefits are long term especially in the areas of social adjustments, academics, and thinking skills. “However, it should be noted that these studies were based on how children did later—once off medications,” says Dr. Louis B. Cady. “Had these children stayed on medications, there would certainly have been notable benefits.”

Dr. Steven R. Plizka said in an article in American Family Physician, “Generally, a primary care physician should refer a child who does not respond to a stimulant agent for psychiatric evaluation because nonresponders . . . often need further psychological assessment or psychotherapeutic intervention.” The use of medications in individuals with ADHD is still the most effective and widely used treatment currently available for those with moderate to severe symptoms. Also significant is the fact that not all individuals with ADHD need medication. Individuals with ADHD whose symptoms are in the mild range can often function without medication, especially when the environment is responsive to their needs. Children and teenagers with mild symptoms in structured environments often do well with just behavior modification and some classroom accommodations. In other words, a diagnosis of ADHD does not automatically indicate a need for medication.

WHAT CAUSES ADHD

A single cause of ADHD has not yet been identified. But, in a landmark study directed by Dr. Alan Zametkin at the National Institutes of Mental Health and published in 1990 in the respected New England Journal of Medicine, a biological basis for ADHD was traced to a specific metabolic abnormality in and around the frontal lobes of the brain (reduced metabolic activity in those parts of the brain that control movement, emotion, and attention). Bruce A. Pasch, MD, FAAP, Director of the Children’s Center for Learning and Development in Toledo, Ohio, says, “Dr. Zametkin and colleagues documented in the adults they studied with hyperactivity that (1) there seems to be a significant inheritance basis, and (2) relevant biological variances in brain metabolism can persist even into adulthood.”

Despite much controversy, there is no scientific proof that ADHD is caused by allergies, food-related problems, sugar, or additives. ADHD is a chronic developmental disorder that, in almost all cases, is a matter of genetics—a biological predisposition that often has hereditary origins.

In a recent study conducted at the University of Chicago, researchers believe they may have isolated the gene responsible for ADHD. The significant results need to be replicated with an independent sample, according to Mark A. Stein, PhD, and associates. This study used a novel statistical approach to test for an association between the dopamine transporter locus and ADHD. In general, genetic studies of complex psychiatric disorders are limited by the imprecision of psychiatric disorders (relative to diagnoses based upon laboratory tests such as those used in previous research on diabetes or cancer). A second pitfall of previous research has been the various comorbid conditions that are often identified with ADHD, making a hereditary comparison more difficult.

WHAT ADHD IS AND IS NOT

ADHD is not a learning disability, despite what some people believe, but learning disabilities often coexist in at least one-fourth to one-third of the children diagnosed with ADHD. Educational assessments indicate that children with ADHD, who do not exhibit hyperactivity, may have comorbid learning disabilities more often than children who are hyperactive. ADHD is not an emotional disorder, although it can cause emotional problems in both children and adults. Psychiatrists Edward Hallowell and John Ratey, authors of Driven to Distraction and Answers to Distraction, explain that it exists in the brain and central nervous system and its characteristic problems stem from neurobiological malfunctioning. They also stress that ADD is not willful misbehavior, moral failing, or lack of trying.

The inability to regulate behavior coupled with poor self-monitoring skills places teens at a high risk for academic failure and poor peer relationships, and, to a lower but relevant degree, antisocial behavior. Some young people with ADHD are more likely than non-ADHD children to demonstrate social conduct problems, such as oppositional behavior. Children and teens with ADHD who are significantly hostile, aggressive, or defiant at an early age are at the greatest risk for developing oppositional defiant disorder (ODD), conduct disorder (CD, a more serious degree of ODD), or both. ODD and CD are often associated with poor parent-child interactions such as ineffective parenting methods, parental problems (psychiatric disorders or psychiatric distress are found more often in the immediate and the extended families of children with ADHD), and marital disharmony. These parental issues—situations that present difficulty, uncertainty, or perplexity for the adolescent—can prognosticate the outcome in adolescents, especially for juvenile delinquency. However, according to some research, the tendencies of the child such as a difficult temperament and defiant, aggressive behavior are more powerful contributors to CD than are parental influences. In contemplating marital conflict, you must consider whether the marital distress is a result of the effects of the child on the parents or a separate issue unrelated to the behavior problems of the child.

Research has shown that girls with ADHD are more inclined to have poor peer relationships, low self-esteem, high rates of cognitive (memory and learning) impairment, depression, emotional problems particularly as they approach adolescence, and a lesser degree of oppositional behaviors than boys with ADHD. Mothers suffer less often from depression in families of girls with ADHD than mothers with boys with ADHD, and marital discord is seen less frequently in families with girls with ADHD than in families with boys with the same disorder. Therefore, it is reasonable to expect that girls with ADHD are less apt to be diagnosed with it because there is often little, if any, family disruption or behavioral disturbances. Genetic studies have shown that boys with ADHD have relatives that are at greater risk for ADHD. Relatives of girls with ADHD, research shows, are at higher risk for anxiety disorders, antisocial disorders, and major depression.

Although the primary symptoms of ADHD are not caused by poor parenting skills, parenting skills have a direct impact on a child or teenager. In other words, the type of parental strategies and techniques used influence the child’s behavior. Poor parenting skills, such as trying to control the teenager, inflicting harsh punishments, or taking a negligent approach, can make a situation much worse than it has to be. On the other hand, parents who establish clear rules and boundaries with their teenagers and consistently follow through with appropriate consequences and rewards for behavior will set the stage for positive development. Although most scientists presume that the cause of ADHD is genetic or biological, they also recognize that the environment a child grows up in can determine (or predict) particular behaviors in individual children.

ADHD is considered a serious and persistent developmental disability. It affects all aspects of the life of an individual with ADHD, especially in today’s society that is uncompromising and rigidly delineated. “American society continues to value and enforce conformity . . . punish[ing] its children for being unusual,” says Carol Landau, PhD, a clinical professor of psychiatry at Brown University. “The ADD child often experiences rejection and confusion in a traditional school setting.”

A LOOK INSIDE

Living with ADHD is a daily challenge for all individuals who are affected. Newly diagnosed adults with ADHD relay stories of lifelong frustrations of not knowing why they couldn’t pay attention, why they failed academically despite a high IQ, and why they had difficulty making friends, sticking to projects, and completing tasks. Many have changed jobs frequently and have moved from one relationship to another. They talk of the inner pain and turmoil they have experienced, the humiliation they suffered as a result of constant failures, and the misunderstandings of parents and teachers. They talk about the low self-esteem they carried for twenty, thirty, or forty years before being diagnosed with ADHD. For most individuals the realization that they have ADHD comes as a relief. The diagnosis puts a label on their lifetime struggles and gives them answers to questions they have searched for for years. Adults who choose to take medications for ADHD marvel at the clearness of thought they now experience. They become more organized at work and in the home, complete tasks, and find they can successfully manage their daily life. Relationships with spouses or significant others improve. Bills get paid on time, the checkbook gets balanced, and the grass gets cut.


For people who do not have ADHD, it’s hard to describe what it is like for those that do. George T. Lynn, MA, a certified mental health worker in Bellevue, Washington, offers readers a remarkable look inside the child with ADHD (Lynn describes these children as attention “different” children): “Raising an Attention Different child is a crucible experience for parents. These children can be extremely oppositional, hot tempered, impulsive, totally disorganized, and hard to manage. Like chemicals in the alchemist’s crucible [which is heated by fire], parents will be pushed to their limits and will be changed by the ordeal. To master this challenge, we must first understand the radically different way our kids see the world and how their unique perceptual style limits and empowers them.

“When people pay attention to something, they select it out of the thousands of bits of competing stimuli around them and mute all other stimuli. Perceptual psychologists say that this object becomes our ‘figure’ while, at the moment of perception, all else is ‘ground.’ Children with attention differences have an abnormality in the way they perceive stimuli. They tend to selectively focus on discrete things (figure without ground) or are flooded by all stimuli in their environment (ground without figure). Children with ADHD often have an unguarded openness to all external stimuli (ground). These kids may also show a capability for white hot focus on figural things that capture their interest and they do this better than normal. It’s as if they are simply more comfortable on the ‘extreme’ ends of the bell curve.

“I call the children who possess these figure/ground characteristics ‘attention different’ to denote that their way of perceiving things and learning is different from the norm. These persons are not ‘deficit’ but simply show a variance of perceptual style that make their lives difficult in our highly routinized culture. I do not suggest a change in terms to minimize the suffering we and they experience as a result of their differences, but a change in how we see these kids is needed if we are to create a positive vision for healing. That being said, it’s clear that attention differences are a powerful challenge to personal well being that must be dealt with medically and with psychotherapy if an individual is to have a happy life.

“To succeed in their day-to-day management of their attention different children, parents must also understand their kids’ internal emotional experience of the world and how this experience is a ‘double-edged sword,’ that carries the challenges and gifts that are these kids’ genetic legacy. Living perceptionally open to internal and/or external stimuli, attention different kids face several challenges. First, they may feel ‘stimulus starved.’ They have so much stimulation that life becomes excruciating monotonous. Numbed to the pleasures of ordinary stimulation, they may seek extremes and are susceptible to addictions and will take unsafe risks.

“Living this open, they may also experience a chaotic inner environment. It’s as if the limbic or animal brain has greater say in their lives than the cortical or civilized brain. Their cortical brain functions are inhibited in certain areas essential to living in crowded modern society: short memory, personal organization, and impulse control. Like tigers in the zoo, attention different children may feel an enormous amount of pent-up energy but may be distressingly unable to focus it or control it. To reduce the pressure of this energy and focus themselves they may aggressively provoke people around them. This provocation does not come from malice but from the need to bring attention to a point and relieve a sense of internal chaos.

“These children also possess gifts that are mirror qualities of their neurological challenges. Because they have so much information to work with, they have the ability to solve problems very creatively. Because they live open to experience, they may feel a deep ecological and spiritual connectedness with nature and a sense of awe around natural phenomena. They are also able to experience and express a variety of emotional states and contain a joie de vivre that makes them remarkable and interesting people to be around. Their great energy, enthusiasm, and creativity can also fire a strong sense of purpose. Most successful entrepreneurs show some qualities of attention difference. To survive until adulthood, all attention different people must develop a strong will, strong enough to rein in their innate wildness and impulsivity.

“Thom Hartmann, in his book Attention Deficit Disorder: A Different Perception, says that ADD is a throwback in human history to the age of hunters. He argues that the ADD constellation of traits is that of the hunter; alert, intuitive, resourceful, living in the moment
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