CONCEPT ATTAINMENT

Introductory Comments

The teaching strategy of Concept Attainment is based upon the work of Jerome
Bruner and his colleagues Jacqueline Goodnow and George Austin. Their
research, published in the book A _Study of Thinking, focused on two of the
most basic human cognitive acts--categorizing and conceptualizing. Concept
Attainment helps students learn a concept by asking them to compare and
contrast examples that do not contain those attributes. F

Concept Attainment is an effective method for teaching concepts ina number
of different areas.

| The mstructor explams 1o stuaems:the proggs of ‘Concgp_t {_\_ttammmt. 2

The mstructor presents'la'beled examples ( offhe concept (po

S

) Students comparea&‘butes-mpqsrhve

Proma i g ena

44




DO_YOU_REMEMBER??

Decide to remember.

| 2’) Organize the information so it has
meaning to you. |

3) Rehearse it, using modalities that
you prefer.

“ 4) Practice in different contexts and

tam ol e e e d Ll

Teach the new information to
someone else.

- Short-Term Long-Term
Memory | Memory
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- In order for remembering to occur,
information must be retrieved from the
long-term memory ... However, :
sometimes there are obstacles to the -
retrieval process:

* Clogging at the synapse

* Deterioration of the neural
pathways involved

* Stress!
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Averége Retention Rates

E | ectuke -- 5% |

I - Reading\- 10%

Audio- Vlsuax\?O%
/ Demonstration -- &/f

| -/

.

Teach Others

Immediate Use of Learning -- 90%

National Training Laboratories [ §
Bethel, Maine
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What are some of the problems we’r
facing in schools today? |

R IR L L T

From Howard Gardner
“‘Even students who
exhibit all the overt signs
of success typically do
not display an adequate
understanding of the
materials and concepts
with which they have
been working.”

i

)

From David Perkins ...

B Overwhelming emphasis on factual
knowledge

B Tests focus on facts and procedures

B Textbooks contain little “language of

thinking”
B Emphasis on “coverage”

= T §
L4
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§  David Perkins, in his book Smart Schools (1 991),
| addresses the concept of “fragile knowledge”.

d Missing -- Exposed to,
but forgotten

4 Inert -- Have but don’t
Know when to use

3 Naive - Misconceptions

based on intuitive
understanding

“the school game”

How can we use what we know about
“the brain to address these challenges?

|
o
|
|
. \
|
|
|

<
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~ RESEARCH ON THE
“TRANSFER OF TRAINING

Demonstration
+
Practice
o+
Feedback
+
Coaching

10to 20% |

30 to 35%
60 to 70%
70 to 80%

80 to 90%

In 1981, Bruce Joyce and Beverly Showers reported on an analysis of 200 staff
development studies. They found that in any given year the average teacher in the
United States participates in only about three days of inservice, rarely more than
one day at a time, and usually in brief workshops that feature "inspiring" speeches
and demonstrations of discrete skills. These "one-shot" workshops seldom
produce meaningful change in teacher behaviors. Even in inservice sessions
which contained a clear explanation of the theory, demonstrations or modeling
of the theory, and practice of the new skills with feedback, the percentage of

teachers who transferred the new skills into their classrooms was small. The

following chart displays their findings:

5to10%

5 to 10%

510 10%

10 to 20%

80 to 90%




1.

| Here's what we've learned ...

Construction of Meaning -- Successful learning requires

the learners to actively construct meaning, to make their
own sense of the data.

Connection to Existing Knowledge -- The prior
knowledge that students bring with them exerts a
tremendous influence on how they interpret new

learnings.

Elaboration Beyond Content -- Facts aren't enough.
I v veki s SRELS @iid WUIICEPES ITT EMIOUGH depih i

§
¢

~—— ——— e W oA [

be able to apply them in ofher settings.

Interaction with a Personally Meaningful Environment
-- In order to learn new information, students must be
able to relate it to their lives in a meaningful way.

What does it look like
in the classroom?




We establish a “learning
friendly” environment.

We find out what “existing
files” each child already has.
(ASSESSMENT) .

We cause disequalibrium. (No
problem!) Cause curiosity/a
need to file -- not trash!

= 4. We help students organize and reorganize
“ their files for themselves. (QUESTIONING
STRATEGIES)

5. We provide materials and experiences which
allow students to find and work with their
new files.

'NOTE# The word files is syn'onym’ous with B
thinking in any of the above N
A

statements.

Ruth Romer
Applying Plaget in the Classroom
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Congruent Communication

Verbals =
(Gesture, Tone, Tempo)

VISUAL, AUDITORY, AND KINESTHETIC

Non-verbals

| GESTURE | VOICE |  VERBS |

» rapid pace |look
» high pitch |Iimage
e rapld perspective
breathing scope
vision
VISUAL view
‘ picture
see
notice
examine
outlook
o rhythmic hear
¢ mid-range | discuss
pltch inquir
/"“\—? AUDITORY e even-paced |report
’ breathing remark
, speak
talk
mention

KINESTHETIC

slow pace
low pltch
pauses .
slow, deep
breathing

. Stress

feel
emotion
intuition
grasp
hold
hunch
pressure

tension
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ACCESSING CUES

When evaluating an individual's pattern of accessing cues, changes in the
following bodily responses may be apparent:

General Tendencies

Visual Audltory Kinesthetic
Tendi.;p be higher | Tends to be more Tends to be deeper,
Breathing Rate In chest; more In mid-region; Ie more abdominal
shallow; more rapld. | dlaphragmatic. breathing; siower.
Shouiders tend to Shouiders tend to _Shoulders tend to
be held higher and be In a position be lower and more
Postural Shift tenser. between Visual and relaxed.
Kinesthetic. _
Tends to be paler. | In berween Visual | Tends to be redder
Skin Color and Kinesthetlc. pinker. ’
Yoice Tone/ Pitch tends to be In between Visual Pitch tends to be
Tempo higher; -rate faster. and Kinesthetlc. lower; rate siower.
Tends to\_Abe more In between Visual -Tends to be more
Muscle Tone tense. and Kinesthetlc. refaxed.
Hand/Arm Tends to be higher. | In between Visual Tends to be lower.
Movement and Kinesthetlc,
Eye Movement | See Chzrt Below

Right
Visual

Auditory
Constructed
(Ac)

Kinesthetic
(K)

Constructed (Vc)

Left
Visual Remembered (VR)

Auditory Remembered (AR)

Auditory Digital
(internal Dialog)
(AD)
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Do you hear what I'm
saving?

What do you say?

In other words ...

‘How does this sound?

The tone of your
conversation Is ...

‘Everything just clicked,

Iell me ...

Listen to me ...

it sounds as though ...
I can tune in to that.
You are tuning me out.
How our conversation is

It was music to my ears.
Listen to the yoice of

experience.

| pote that ...

It's no laughing matter.
| don't like the sound of

that.

That didn't ring true.
That was a poorly
orchestrated plan.

I'm going to have to
rattle a few chains.

126

H AUDITORY PHRASES VISUAL PHRASES H

Do you see what | mean?
Let me clarify, |

It's crystal clear to me.
What Is your yiew?

My perspective is ...

Let's take another [ook,
The future looks bright,
I look forward to seelng
you. ‘
Show me what you mean.
Now I sge things in a
different light,

| envision the future as ...
| have yisions of dire
consequences.

What you say s 2
reflection of ...

Faale 2. __ ..
Eicture, If you will ...
It appears that ...

It looks as though ...

It was like mirror image
of ...

I want to eyveball the
scene.

It happened in the

twinkling of an eye.
See you later.

Do you get the picture?
It was out of sight,




o

How do you feel about that?
| want to touch bases with you.
Feel free to contact me.

Get 2 grip on yourself.

It was a touching thought.
How do you want to handle
this? :

You are a wamm (cold) person.
How does that grab you?

It gave me chills,

| can't put my finger on it
You're running away from the
problem.

Let's kick around this idea.

It blows my mind.

Hop to It .. jump into action.
it's 3 heayy thought.

| was moved to tears.

Get 2 move on ...

Let me thrown out this idea.
| _had a sinking feeling.

| have fallen down on the job.
Don't let me down,

| feel stuck,

He is deep in thought.

The going will be rough,

You are glinging to the past.
That person has a sharp tongue.
Jum your attention to ...

I'd like to bounce this idea off
of you.

| didn't get a falr shake,

Just hang on a little longer.

| really was carried away with ...

Suddenly - everything fit.

Put the [id on your temper
He has a closed (open) mind.
It breaks my heart.

| was 1orn apart ...
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KINESTHETIC PHRASES

~ Let's get down to the pitty

It tears me up ...
It was a moving experience.

It was a touching experience.
It was a hard decision.

Let's pull these ideas together,
do you catch the point?
What's the catch?

You are preading on thin ice.
Things are moving along
quickly.

We are approaching a break
through. "

This is how it strikes me.
Run that by me gain.

| think that covers the subject.
Let's pick up on this idea =
where we [eft off.
I'm really dawn to the idea.

gritty,
Why don't you take a gtand

on that?

That joke cracked me up.

| was on pins and peedles,

quou've really got your hands
1l.

I'm hiching to get involved in

that project.

You're jumping to conclusions.

Don't let it slide, :

Chain of command.

Jum of events.

Qut level lssues,




LANGUAGE INDICATORS OF
MODALITY PREFERENCES

As you listen to a person talk, you may discover there are times when 2
majority of his/her predicates (descriptive words and phrases =~ primarily
verbs, adverbs, and adjectives) are from one of the modality or

representational systems listed below.

This person Is choosing, usually at an

unconscious level, to Isolate one system from his/her ongoing stream of

representational system experiences.

This Is an Indicator for you of how

this person Is best understanding about his/her experiences and how you

can best communicate.

Visual Auditory Kinesthetic
see look hear listen feel grasp
observe watch speak tell myself handle energetic
clear viewpolnt verbalize told In touch gut feeling
perspective point of view | talk firm foundation
visuallze eyehall clear as a bell wne in on the ievel relaxed
hary fuzzy resonate tone tense welghty
murky vivid harmonlious volume heavy come to grips
light transparent loud dhsonant fightwelght ralse an [ssue
llehtan un ‘mictsre abvak Mgh mbsted U ommna che Ll
_______ N s mey «-uw:) segep on it RUrT
see the fight focus singsong ring my chimes | touchy Irrational
image mleror unheard of well z2id pushy paln in neck
insight foreshadow answer 80 to spaak | kehy foot the bl
purple red drum K In metlculoys shoulder the blame
~ look something up . soft touch let go

Olfactory Gustatory Nonspecific
smell taste think
odor tasteless | experience
scent tasteful know -
aroma sallvate Intellectualize
fragrant mouthwatering . understand
rotten tip of my tongue perceive
fresh deliclous respond

sweet accurate

ip smacker solution

splcy . resolve

bitter plll to swaliow strategy

blt off more than g/he logical

could chew
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Different cultures
choose different possibilities
to reinforce.

It is clear that our culture has
chosen, by and large, to
educate and reinforce one
aspect of human potential,

the cognitive/verbal to
the detriment of

many others.

Michael Murphy in
Education and Ecstasy

129




Seven Types of Intelligence

“It is of the utmost importance that we recognize and nurture all of
the varied human intelligences, and all of the combinations of
intelligences. We are all so different largely because we all have
different combinations of intellligences. If we recognize this, | think
we will have at least a better chance of dealing appropriately with
the many problems that we face in the world.”

Howard Gardner (1987)

Linguistic -- reading, writing, speaking, listening |

Logical/Mathematical -- working with numbers

and abstract patterns
Visual/Spatial -- working with images. mind

TR ST EEC V- a5 3- - ES, (W3 ﬁv'\i”ig

Musical -- rhythm, melody, patterned sound, song,
rap, dance

Bodily/KinesthetLg -- processing information
through touch, movement, dramatics

Interpersonal -- sharing, cooperating,
interviewing, relating

Intra,gersona -- working alone, self-paced
instruction, individualized projects

""" Frames of Mind Howard Gardner, 1985

» Thomas Ammstrong, 1987 a @ . . . l .

See also Educational Leadership, October 1992

10




Assessing How Your Students Learn

This checklist, odapted with pesmission from Multiple Intalligences In The Classreom by Thomas Asmsisong (Association for Supervision ond ?.w...__ca Development, 1994)
on help you toke an in-dapih look o) which inteRigences u student uses mosl. Fill oul the checklist lor twa or thies siudeats you have difliulty reaching o for sach student in your dlass.
Check eoch stolement that descibes the studenl, then taview them logether la sae which inlaligences are dhe studanl’s sicoages!.

ﬁ Word Smarl — enjoys bogic puntles o _,_a___.g:: ./ﬁ E_% Smarl —_Pays s musicol ingleument __ seems o be sheel-smarl

-sides thinking skil . o wsagsin e dhol __ beloags te clubs, comaitiess,
; o Nigher AR _uck a8 of move sporls __ speaks of maves thythmically zg sigonizalions
___ lells 1ol tales, jokes, sad slosies moves, hwitches, lops, o1 lidgels g
__has o good memary 7 whileseated lor s boog lime©  — s!r.__ic-q sheorshe ket bo ploy yomes !_r..___z kids
- __ enjoys woid gomes @ Piclure Sman __ enjoys laking things aport sad "2 ' " samentd — has ea or mare dlose liiends
— enjoys teading ond wiiling e de p pulling them back logethes = — .Emm_, ve 1o eavkeame __ shows concern for ethess
=— .
_ bas a good vacobulary _._.. g — .vw_u_ocn_”aﬂni of me _ s_w._.z ew a_s.z_— . *_ vesponds lovosoby b mutk Sell St
__has good verbol communication — E003 iunong, gy that he bei -
. - __ teads mops, chauts, and diogiams ot wieslling | __dlngs songs . .
3) casly expiesses hessell diomalically hatned s o the clsuaem — Sisplays @ semse of independence
+® = Number Smant  — _r_.s_:na. maie lhag peets ___ enjoys clay snd linges pelang — has @ aeakishc seasa of hes shengths
- enjoys ail adlivilies ; % __S___u Smoil _has n good sense o
__ anks questions chout how __likes-visuol presentations ) - sell-direction
things wark __ enjoys putales ond mazes Music Smart __ enjoys soriokizing with peers __ peelers working sloae lo working
__ quickly does mentol math __ undessionds mare from pictures __ouls as @ nalural leades wilh others .
__ enjoys math acivities than wotds whila reading __ tecognizes olf-key muric __ gives odvite 1o liieads wha __ leorns from his fodures and successes
__ snjoys slialegy gamies ___ doodles on popes __ remembess melodies ovs prablems __hai high sel-esteem

o
L/
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MULTIPLE INTELLIGENCES MODETL

LINGUISTIC INTELLIGENCE MUSICAL INTELLIGENCE

* like to write. read and listen * sensittve to a variety of sounds in the

* lke to tell jokes and stories environment _

* have a good memory for names, places, * play a musical instrument or enjoy music
dates, or trivia ¢ remember melodies of songs .

. Eoy reading books and writing stories * tell when a musical note is off-key

* Spell words accurately, eastly and with * preferto have music on when studying or
accuracy : working

* have well developed vocabulary and use e collect recardings
language fluently * enjoy singing

* lke dotng crossword puzzles or playing ¢ keep time to rmusic
word games * has a sense of rhythm

LOoGICAL MATEEMATICAL INTELLIGENCE

* eoxplore patterns, categories and
relationships ,

* cCompute artthmetic problems quickly

* tjoy mathematics and using computess

* able to group and order data, and then
anahyze, interpret and make predictions

* Treason things out logically to solve probiems

* play chess, checkers. or strategy games and
win

* devise experiments to test out things not
easiy understood

¢ eqjoy logic puzzles

*__Sess cause and effect easily

BODILY-EINESTEETIC INTELLIGENCE

learns best by moving around, touching, or

acting things out )

process knowledge through bodtly sensations

move, twitch, tap. or fidget while sitting

engage in physical activities or sports

pesform fine and gross motor skills effecuvely

Lke to touch or be touched when talking with
eople

Elcllp:d at handicrafts - woodworking, sewing,

sculpting, ete.

enjoy using manipulattves and other hand-on

learning

INTRAPERSONAL INTELLIGENCE

2L CREINS and weakriesses -

* display a sense of independence and is self-
directed

*  Ttact with strong opinions when

TRLPOTD @) CA TR o Wnen e o ——

sy QTULE ZIDUnRg PETpiIE

have many friends

socialize a lot at school, work. sr home
orgarize. cornmunicate and sometimes
mantpulate

learn best by relating and cooperating

controversial topics are being discussed .
* prefer own private inner world * enjoy group activities
* lke to be alone to Pursue some personal * serve as "mediator” when disputes arise
interest, hobby, or project * have empathy for the feelings of others
have a deep sensa of self-confidence * can "read” social sftuations accurately
* Unqueness in style of dress, behaviour, or
general attitude : MULTIPLE INTELLIGENCE INVENTORY
* sell-mottvated to do well on {ndependent Least ltke me  Most like me
Study projects R R R !
* intuittve ability Linguistic g 1 1 B
SPATIAL INTELLIGENCE Logical-Mathematical o | | |
* think in images and pictures
* lke to draw, paint. sculpt. and participate - § Intrapersonal (self) a1 | |
in art activities s ; ' ‘ !
* Tepont clear visual tmages when thinkng Spatal ‘ T T 1 T
‘about some : : I | | I
* easily read maps, charts, and diagrams Musical -— 1 T 1 T
* draw accurate representations of people or
things Bodlly-Kinesthetic el 1 o
* like to see movies, slides. or photographs N
* enjoy doing jigsaw puzzles or mazes Interpersonal (others) ———7—1 —
Adapted from

CCioe

Gregory/lParry

Dawd Lazear/Tom Armstrong
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SUGGESTIONS FOR USING THE
7 INTELLIGENCES

‘/"'“’"\
) : VERRBRAL LINGUISTIC
e 3 step interview :
MUSICAL REYTHMIC ;TotemPale %Ammnw'
¢ Oral/reports/sharing e Venn
: mngznd - ¢ Sharing o Advance organizer
o Multi-cultural dan ¢ Dictated stories ¢ Logic puzzles
oM ce ¢ Choral 'read’ e Minute mysteries
: Mgz;m:nt exploration « Role playing ¢ Timelines
R mm?ﬁiﬁl ¢ Mini lessons ¢ “Fishbone”
e Echo cla ¢ Speeches ¢ Scientific anomalies
. Choma] 2DPINE « Quick writes « Mental math
« Mnemonics & * Debates * Experimentation
« Sounds in ¢ Ora] exams * Mind maps
> i nature * Reading « Debates
. Comming « Jourzals/Log o Math their way
* smeng » Jokes :

¢ Guiced Imagery

VISUAL-SPATIAL —

: C‘“ ;g:gz ‘ Multlple s Walkabout

i Intelligences ‘ Lp syne |
* Bulletn bosres Reportoire + Consimacuon e
* Logo pictures * Math manipulatives

* Murals ¢ Sign language
» Cartography . gxgoir’.s' guas

» Geoboards Agtivitv centres
» Models « Body language

» Storyboarding
» Dance

» Puzzles INTERPERSONAL
» Sculpture e Think Pair Share
* Jigsaw
» Cooperative grouping
¢ Drama
INTRAPERSONAL « Debates
* Metacognition ¢ Class meetings
* Logs. journals ' o Life space interview
¢ Guided visualization ¢ Tribes
* Audio/visual tapes * Role play
e Thinking time * Meeting of minds
* Closed circuit journals ¢ Peer counseling
* Poetry ¢ Tutors/buddies

* Goal setting -
* Positive affirmations
e Tribes ‘e’ activities

¢ Shared journals
» Here's looking at you
¢ Giving feedback
* Roles :

Gregory/Parry
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:: - Collaboratively Designing a

2 Multiple Intelligences Lesson
1y | |

« Form a group of four colleagues.
Select a lesson topic.

a Decide how you'll incorporate the
multiple intelligences. Cite specific
activities, materials needed, eic.

L

RS

S siy  yuun COSVIE UL St B MIE
classroom, or with a group of |
colleagues.

« Revise as necessary.

« Jot down your reflections.

9 What did you observe about student
learning?

9 What did you learn?

5 e " .
L ol B B R
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Long-Term

.‘l
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THIS IS WHAT IT LOOKS LIKE [N
THE NEOCORTEX OF YOUR
BRAIN!
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Neuron .

N Dendrites t/?

All information processing in the brain

consists of neurons "talking” to one another,

137
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A Celebration of Neurons

FIGURE 2.3
SYNAPTIC AREA

NERVE IMPULS

MITOCHONDRIA : ,
(cellular eneray production)

YZoIl.E
o]
Neurotransmitters =
\o
released :
o N .

AR AN
R

Signals to cell body

. A“s\ hase

Ky . .
SN W Y

\ ::. Q! {\‘\ X\

from: N Sytwester, Robert,
(1995) Alenndr&a VYA. ASCD.

SRl &
RECEPTOR
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AXON
- TERMINAL
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How Our Brain Organizes Itself

FIGURE 2.1
FUNCTIONAL MODEL OF A NEURON

DENDRITE (with spines)
. Reczives neurczransmitters

CELL BODY

Maintains ceiluiar processes
Synthesizes neurotransmitters
Determines response to message inputs

AXON :
with myeiin sheath)
“ransperts neurotransmitiers
ropagates action potentiais

ZIRECTICN OF
NERVE IMPULSE

PRESYNAPTIC AXON TERMINAL
Stores/releases neurotransmitters

POSTSYNAPTIC DENDRITE

Receives neurotransmitters f : .
Gz '\ .

N Sytwester, Rober,

(1995) Alexandria, VA. ASCD, 722

into the synapse SYNAPSE
(gap) .
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Neural Plasticity

Environment changes the brain!

- Enriched environment -- increased cell welght -

increased branching of dendrites.

‘Impoverished environment -- decrease in the size

and number of cells -- dendrites diminished.

Diamond, Marion.
Free Press: New York, 1988.

Reflecting on the learning environment ...

@ What triggers students’ attention?

® How is information npre sented?

® How are students challenged to participate
.. and respond?

® In what ways are students asked to
demonstrate what they know?

learnings? |

The nature of active learning experiences has a direct
relationship to determining the physical structure of the
brain ... how many networks exist and how elaborate

they are. | AANEENN
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® How are students asked to revisit '.
|
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Semantic _ Episodic

Where we store our general Where we store episodes from our |

knowledge past ...
e facts, concepts
©  names, faces © specific events, when and
where
f| (independent of context ... | |
acquired through learning) (erodes with age, recall not
' accurate

Procedural Memory ...

A - -

SRR

¢ typing and “keyboarding”
¢ decoding and computing
¢ problem solving




» dd” T

STEPS TO TEACHING /

| Declarative Knowledge

, f
N

e

Procedural Knowledge

1.

|
| 2.

| 3.

|

|

, .

] S
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Acquiring and Integrating
Declarative Knowledge

Activities in Teacher’s Manual for:

Constructing Meaning
Use the three-minute pause.

Present students with the K-W-L strategy.
Use the concept attainment process.
Use the reciprocal teaching strategy

Sk W

Organizing

1. Have students creatrf‘arphysical and pictographic
representations of information.

B et e - B I
-

Sl i

[PV

.-Have students use organizational patterns and their
graphic representations.
4. Provide students with advance organizer questions.

5. Present note-taking strategies that employ graphic
representations.

Storing
1. Present students with the strategy of symbols and
substitutes. |
2. Present students with the link strategy.

3. Present students with formal systems for storing
information: |
Q rhyming pegword
Q number/picture
Q familiar place

6. Present students with the Before, During, After strategy

Help students experience content using a variety of senses.

DIMENSIONS OF LEARNING °
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Acquiring and Integrating
Procedural Knowledge

Strategies in Teacher’s Manual for:

Constructing Models

1. Use “thinking aloud” to demonstrate a new skill
Or process.

2. Present students with a written set of steps.
3. Teach students to create flow charts.

4. Teach students to mentally rehearse the steps
involved in a skill or process.

Shaping - |

variations of the skill or process.
2. Point out common errors and pitfalls.

3. Provide a variety of situations in which students
can use a specific skill or process.

Internalizing
1. Help students set up a practice schedule.

new skills or processes.

3. Have students chart their speed when learning a
new skill or process.

1. Demonstrate and provide practice in the important

2. Have students chart their accuracy when practicing

DIMENSIONS OF LEARNING
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Why This Task?

® Brain compatible instruction ...

e Focuses on the learner's
understanding of content and the ability
to use the information rather than on
the memorization of isolated bits of
information. | -

= Requires the learner to actively
construct meaning, to make sense of
information, to generate examples and
relate content to what they already
know and do, as well as the context in
which they work.

&

= Focuses on “real life” or “authentic” ]

tasks that require problem solving, B

creative thinking, and critical thinking. B

= Requires teachers to structure what is B
- addressed instructionally, and in the

curriculum, around key ideas and N

related information rather than try to A

|

“cover content” A11E11]
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~| “A mind that is
stretched to a new
idea never returns
to its original
| dimensions.” |

- Oliver Wendell Holmes
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It a doctor, lawyer, or -
‘dentist had 40 people in his
office at one time, all of
whom had different needs,
and some of whom didn’t
want to be there and were
causing trouble, and the
doctor, lawyer or dentist,
without assistance, had to

trenand 4. T . s

- - ——

professional excellence for

nine months, then he might

have some conception of the
classroom teacher’s job.

Donald O. Quinn




In a completely rational
society, the best of us would
be teachers and the rest of us
§ would have to settle for something
less, because passing civilization
along from one generation
to the next ought to be
the highest honor and
the highest respon-
' sibility anyone
could have.

Lee Iacocea
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“Does It Really Exist?

BY THOMAS ARMSTRONG

Mr. Armstrong questions the
methods used to diagnose
attention deficit disorder,
the usefulness of a
perspective that focuses on
disability rather than

. potential, and the very
| —existence of the disorder

, (U the first place.

v EVERAL YEARS ago I worked

for an organization that assisted
teachers in using the arts in their
classrooms. We were located in

a large warehouse in Cambridge,
Massachusetts, and several children from
the surrounding lower-working-class neigh-
borhood volunteered to help with routine
jobs. I recall one child, Eddie, a 9-year-old
African American youngster possessed of
great vitality and energy, who was partic-
ularly valuable in helping out with many
tasks. These jobs included going around
the city with an adult supervisor, finding
recycled materials that could be used by
teachers in developing arts programs, and
then organizing them and even field-test-

THOMAS ARMSTRONG is the author of

The Myth of the A.D.D. Child (Duston, 1 995),

as well as seven other books and numerous ar-
ticles. A former special ediication teacher, he

... currently serves as a consultant’on leaming
nd human development issues. He lives in

__sonoma County, Calif. ©1996, Thomas Arm-
strong. )
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ing them back at the headquarters. In the
context of this arts organization, Eddie was
a definite asset. )

A few months after this experience, I be-
came involved in a special program through
Lesley College in Cambridge, where [ was
getting my master's degree in special edu-
cation. This project involved studying spe-
cial education programs designed to help
. students who were having problems learn-
ing or behaving in.regular classrooms in
several Boston-area school districts, Dur-
ing one visit to a Cambridge resource room,
I unexpectedly ran into Eddie. Eddie was a
real problem in this classroom. He couldn’t
stay in his seat, wandered around the room,
talked out of turn, and basically made the
teacher’s life miserable. Eddie seemed like
a fish out of water. In the context of this
school’s special education program, Eddie
was anything but an asset. In retrospect,
he appeared to fit the definition of a child
with attention deficit disorder (ADD).!

Over the past 15 years, ADD has grown

from a malady known only to a few cog-
nitive researchers and special educators
into a national phenomenon. Books on the
subject have flooded the marketplace, as
have special assessments, learning pro-
grams, residential schools, parent advo-
cacy groups, clinical services, and medi-
cations to treat the “disorder.”” (The pro-
duction of Ritalin or m@.fh}l}phﬂnjdgf_‘e hu.

=il JLilll COIELGL Inmka

cationused to treat ADD — hasincreased
450% in:the pastfour years; according to
the Drug Enforcement Agency.?) The dis-
order has solid support as a discrete med-
ical problem from the Department of Ed-
ucation, the American Psychiatric Associ-
ation, and many other agencies.

’m troubled by the speed with which

both the public and the professional com- -

munity have embraced ADD, Thinking back
to my experience with Eddie and the dis-
parity that existed between Eddie in the
arts organization and Eddie in the special
education classroom, I wonder whether this
“disorder” really exists in the child at all,
or whether, more properly, it exists in the
relationships that are present between the
child and his or her environment, Unlike
other medical disorders, such as diabetes
or pneumonia, this is a disorder that pops
up in one setting only to disappear in an-
other. A physician mother of a child labeled
ADD wrote to me not long ago about her
frustration with this protean diagnosis: “I
began pointing out to people that my child

is capable of long periods of concentra-
tion when he is watching his favorite sci-
fi video or examining the inner workings
of a pin-tumbler lock. I notice that the next
year's definition states that some kids with
ADD are capable of normal attention in
certain specific circumstances. Poof. A few
thousand more kids instantly fall into the
definition.”

There is in fact substantial evidence to
suggest that children labeled ADD do not
show symptoms of this disorder in several
different real-life contexts. First, up to 80%
of them don’t appear to be ADD when in
the physician’s office.’ They also seem to
behave normally in other unfamiliar set-
tings where there is a one-to-one interac-
tion with an adult (and this is especially
true when the adult happens to be their fa-
ther).* Second, they appear to be indistin-
guishable from so-called normals when they
are in classrooms or other learning envi-
ronments where children can choose their

“ own learning activities and pace themselves

through those experiences.! Third, they seem
to perform quite normally when they are
paid to do specific activities designed to
assess attention.® Fourth, and perhaps most
significant, children labeled ADD behave
and attend quite normally when they are
involved in activities that interest them,
that are novel in some way, or that involve

high lavale of stfrorolonion 7

ently just gone away.®

 It's understandable, then, that prevalence -

figures for ADD vary widely — far more
widely than the 3% to 5% figure that pop-

-ular books and articles use as a standard.

As Russell Barkley points out in his clas-
sic work on attention deficits, Attention
Deficit Hyperactivity Disorder: A Hand-
book for Diagnosis and Treatment, the 3%
to 5% figure “hinges on how one chooses
to define ADHD, the population studied,
the geographic locale of the survey, and even
the degree of agreement required among
parents, teachers and professionals. . . . Es-
timates vary between 1{% and] 20%.’
In fact, estimates fluctuate even more
than Barkley suggests. In one epidemio-
logical survey conducted in England, on-
ly two children out of 2,199 were diag-
nosed as hyperactive (.09%).*° Converse-
ly, in Israel, 28% of children were rated
by teachers as hyperactive." And in an
earlier study conducted in the U.S., teach-
ersrated 49.7% of boys as restless, 43.5%

of boys as having a “short attention span,”
and 43.5% of boys as “inattentive to what
others say.”"?

.The Rating Game

These wildly divergent statistics call in-
to question the assessments used to de-
cide who is diagnosed as having ADD and
who is not. Among the most frequently used
tools for this purpose are behavior rating
scales. These are typically checklists con-
sisting of items that relate to the child’s at-
tention and behavior at home or at school.
In one widely used assessment, teachers
are asked to rate the child on a scale from

1 (almost never) to 5 (almost always) with

regard to behavioral statements such as:
“Fidgety (hands always busy),” “Restless
(squirms in seat),” and “Follows a sequence
of instructions.” The problem with these
scales is that they depend on subjective
Judgments by teachers and parents who
may have a deep, and often subconscious,
emotional investment in the outcome. Af- .
ter all, a diagnosis of ADD may lead to
medication to keep a child compliant at
home or may result in special education
placement in the school to relieve a reg-
ular classroom teacher of having to teach
a troublesome child.
Moreover, since these behavior ratin

ICTT &rC 70 OUjECTVE CTiigria through which

ing symptoms of ADD. What is the dif-
ference in terms of hard data, for exam-

- ple, between a child who scores a 5 on be-

ing fidgety and a child who scores a 4?
Do the scores mean that the first child is
one point more fidgety than the second?
Of course not. The idea of assigning a
number to a behavior trait raises the ad-

ditional problem, addressed above, of con-

text. The child may be a 5 on “fidgetiness”
in some contexts (during worksheet time,
for example) and a 1 at other times (during
recess, during motivating activities, and at
other highly stimulating times of the day).
Who is to decide what the final number
should be based on? If a teacher places
more importance on workbook learning
than on hands-on activities, such as build-
ing with blocks, the rating may be biased
toward academic tasks, yet such an assess-
ment would hardly paint an accurate picture
of the child’s total experience in school,
let alone in life.

It’s not surprising, then, to discover tha,
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EXACTLY WHEN DOES NORMAL FIDGETING TURN INTO

) ADD FIDGETING, AND WHEN DOES NORMAL DIFFICULTY

PAYING ATTENTION BECOME ADD DIFFICULTY? (

there is often disagreement-among parents,-

teachers, and professionals using these be-
havior rating scales as to who exactly is
hyperactive or ADD. In one study, parent,

teacher, and physician groups were asked

to identify hyperactive children in a sam-
ple of 5,000 elementary school children.
Approxunately 5% were considered hyper-
active by at least one of the groups, while
only 1% were considered hyperactive by
all three groups.” In another study using a
well-known behavior rating scale, moth-
ers and fathers agreed that their children

were hyperactive only about 32% of the

time, and the correspondence between par-
ent and teacher ratings was even worse:
they agreed only about 13% of the time.*

These behavior rating scales implicit-

| ly ask parents and teachers to compare a

potential ADD child’s attention and be-
havior to those of a “normal” child. But
this raises the question, What is normal
behavior? Do normal children fidget? Of
course they-do. Do normal children have

.trouble-paying-attention?-Yes,.under. cer-

tain circumstances. Then exactly when does
normal fidgeting turn into ADD fidgeting,
and when does normal difficulty paying
attention become ADD difficulty?

These questions have not been adequate-
ly addressed by professionals in the field,
yet they remain pressing issues that seri-
ously undermine the legitimacy of these be-
havior rating scales. Curiously, with all the
focus being placed on children who score
at the high end of the hyperactivity and
dxstracnbxhty continuum, virtually noone
in the field talks about children who must
statistically exist at the opposité end of the
spectrum: children who are too focused,
too compliant, too still, or too hypoactive.
Why don’t we have special classes, med-

" jcations, and treatments for these children

as well?

A Brave New World
Of Soulless Tests

Another ADD diagnostic tool is a test
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that assigns children special “continuous
performance tasks” (CPTs). These tasks
usually involve repetitious actions that re-
quire the examinee to remain alert and at-
tentive throughout the test. The earliest ver-
sions of these tasks were developed to se-
lect candidates for radar operations dur-
mg World War II. Their use with children
in today’s world is highly questionable. One
of the most popular of the current CPT in-
struments is the Gordon Diagnostic Sys-
tem (GDS). This Orwellian device consists
of a plastic box with a large button on the
front and an electronic display above it that
flashes a series of random digits. The child
is told to press the button every time a “1”
is followed by a “9.” The box then records
the number of “hits” and *“misses” made
by the child. More complex versions in-
volving multiple digits are used with old-
er children and adults.

Quite apart from the fact that this task
bears no resemblance to anything else that
children will ever do in their lives, the GDS
asan 1mportant measure of a Chlld s abll-
ity to attend. In reality, it tells us only how
a child will perform when. attending to a
repetitive series of meaningless numbers
on a soulless task. Yet ADD expert Rus-
sell Barkley writes, “[The GDS].is the only
CPT that has enough available evidence
. . . to be adopted for clinical practice.”**
As a result, the GDS is used not only to
diagnose ADD but also to determine and
adjust medication doses in children with
the label.

There is a broader difficulty with the
use of any standardized assessment to iden-
tify children as having ADD. Most of the
tests used (including behavior rating scales
and continuous performance tasks) have
attempted to be validated as indicators of
ADD through a process that involves test-
ing groups of children who have previous-
ly been labeled ADD and comparing their
test results with those of groups of chil-
dren who have been judged to be *nor-
mal.” If the assessment shows that it can

discriminate between these two groups to
a significant degree, it is then touted as a
valid indicator of ADD. However, one must
ask how the initial group of ADD children
originally came to be identified as ADD.
The answer would have to be through an
earlier test. And how do we know that the
earlier test was a valid indicator of ADD?
Because it was validated using two groups:
ADD and normal. How do we know that
this group of ADD children was in fact
ADD? Through an even earlier test . ..
and so on, ad infinitum. There is no Prime
Mover in this chain of tests; no First Test
for ADD that has been declared self-ref-
erential and infallible. Consequently, the
valldlty of these tests ‘must always remain
in doubt. ﬂ“‘*

In Search of a Deficit

Even if we admit that such tests could

tell the difference between children labeled
ADD and “normal” children, recent evi-

. dencesuggests.thatthere really aren:tany

significant differences between these two
groups. Researchers at the Hospital for
Sick Children in Toronto, for example, dis-
covered that the performance of children
who had been labeled ADD did not deteri-
orate over time on a continuous perform-
ance task any more than did that of a group
of so-called normal children. They con-
cluded that these “ADD children” did not
appear to have a unique sustamed atten-
tion deficit.'"s

In another study, conducted at the Uni-
versity-of Groningen in the Netherlands,
children were presented with irrelevant in-
formation on a task to see if they would
become distracted from their central fo-
cus, which involved identifying groups of
dots (focusing on groups of four dots and
ignoring groups of three or five dots) on
a piece of paper. So-called hyperactive chil-
dren did not become distracted any more
than so-called normal children, leading the
researchers to conclude that there did not
seem to be a focused attention deficit in




these children.” Other studies have sug-
gested that “ADD children” don’t appear
to have problems with short-term memory
or with other factors that are important in
paying attention.' Where, then, is the at-
tention deficit?

A Model of Machines and Disease

The ADD myth is essentially a para-
digm or world view that has certain assump-
tions about human beings at its core.” Un-
fortunately, the beliefs about human ca-
pacity addressed in the ADD paradigm are
not terribly positive ones. It appears as if
‘the ADD myth tacitly endorses the view that
human beings function very much like ma-
chines® From this perspective, ADD repre-
sents something very much like a mechani-
cal breakdown. This underlying belief shows
up most clearly in the kinds of explana-
tions that parents, teachers, and profession-
als give to children labeled ADD about their
problems. In one book for children titled
Otto Learns About His Medicine, ared car
named Otto goes to a mechanic after ex-
periencing difficulties in car school. The
mechanic says to Otto, *“Your motor does
go too fast,” and he recommends a spe-
cial car medicine.”

While attending a national conference

ways ot explaining ADD to chiidren, in-
cluding comparisons to planes (*Your mind
is like a big jet plane . . . you're having trou-
ble in the cockpit), a car radio (“You have
trouble filtering out noise"™), and television
(“You're experiencing difficulty with the
channel selector”). These simplistic meta-
phors seem to imply that human beings
really aren’t very complex organisms and
that one simply needs to find the right
wrench, use the proper gas, or tinker with
the appropriate circuit box — and all will
be well. They are also just a short hop away
from more insulting mechanical metaphors
(*Your elevator doesn’t go all the way to
the top floor™).

The other feature that strikes me as be-
ing at the heart of the ADD myth is the
focus on disease and disability. I was par-
ticularly struck by this mindset while at-
tending a workshop with a leading author-
ity on ADD who started out his lecture by
saying that he would treat ADD as a medi-
cal disorder with its own etiology (causes),
pathogenesis (development), clinical fea-
tures (symptoms), and epidemiology (prev-
alence). Proponents of this view talk about

the fact that there is “no cure” for ADD
and that parents need to go through a “griev-
ing process” once they receive a *“diagno-
sis.”2 ADD guru Russell Barkley comment-
ed in a recent address: “Although these
children do not look physically disabled,

they are neurologically handicapped none-
" theless. . . . Remember, this is a disabled

child."® Absent from this perspective is
any mention of a child’s potential or oth-
er manifestations of health — traits that
are crucial in helping a child achieve suc-
cess in life. In fact, the literature on the
strengths, talents, and abilities of children
labeled ADD is almost nonexistent.*

In Search of the ADD Brain
Naturally, in order to make the claim

‘that ADD is a disease, there must be a-

medical or biological cause for it. Yet, as
with everything else about ADD, no one
is exactly sure what causes it. Possible bi-
ological causes that have been proposed
include genetic factors, biochemical abnor-
malities (imbalances of such brain chem-
icals as serotonin, dopamine, and norepi-
nephrine), neurological damage, lead poi-
soning, thyroid problems, prenatal expo-
sure to various chemical agents, and de-
layed myelinization of the nerve pathways

in its search for a physical cause, the
ADD movementreached a milestone with
the 1990 publication in the New England
Journal of Medicine of a study by Alan
Zametkin and his colleagues at the Nation-
al Institute of Mental Health.* This study
appeared to link hyperactivity in adults with
reduced metabolism of glucose (a prime
energy source) in the premotor cortex and

the superior prefrontal cortex — areas of

the brain that are involved in the control -

of attention, planning, and motor activity.
In other words, these areas of the brain
were not working as hard as they should
have been, according to Zametkin.

The media picked up on Zametkin’s re-
search and reported it nationally.” ADD pro-
ponents latched on to this study as “proof”
of the medical basis for ADD. Pictures de-
picting the spread of glucose through a “nor-
mal” brain compared to a “hyperactive”
brain began showing up in CH.A.D.D. (Chil-
dren and Adults with Attention Deficit Dis-
order) literature and at the organization’s
conventions and meetings. One ADD ad-
vocate seemed to speak for many in the
ADD movement when she wrote: “In No-

vember 1990, parents of children with ADD
heaved a collective sigh of relief when Dr.
Alan Zametkin released a report that hy-
peractivity (which is closely linked to ADD)
results from an insufficient rate of glucose
metabolism in the brain. Finally, comment-
edasupporter, we have an answer to skep-
tics who pass this off as bratty behavior
caused by poor parenting”"*

What was not reported by the media or
cheered by the ADD community was the
study by Zametkin and others that came
out three years later in the Archives of Gen-
eral Psychiatry. In an attempt to repeat
the 1990 study with adolescents, the re-
searchers found no significant differences
between the brains of so-called hyperac-
tive subjects and those of so-called nor-
mal subjects.® And in retrospect, the re-
sults of the first study didn’t look so good
either. When the original 1990 study was
controlled for sex (there were more men
in the hyperactive group than in the con-
trol group), there was no significant dif-
ference between groups.

A recent critique of Zametkin's research
by faculty members at the University of
Nebraska also pointed out that the study
did not make clear whether the lower glu-
cose rates found in “hyperactive brains”
were a cause or a result of attention prob
jects were startied and then had their jev-
els of adrenalin monitored, adrenalin levels
would probably be quite high. We would
not say, however, that these individuals had
an adrenalin disorder. Rather, we'd look at
the underlying conditions that led to ab-
normal adrenalin levels. Similarly, even if
biochemical differences did exist in the
so-called hyperactive brain, we ought to
be looking at the nonbiological factors
that could account for some of these dif-
ferences, including stress, learning style,
and temperament.

The Stigma of ADD

Unfortunately, there seems to be little
desire in the professional community to
engage in dialogue about the reality of at-
tention deficit disorder; its presence on the
American educational scene seems to be
a fait accompli. This is regrettable, since
ADD is a psychiatric disorder, and millions
of children and adults run the risk of stig-
matization from the application of this la
bel.

In 1991, when such major education-
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al orgamzanons as the National Educa-
tiori Association (NEA), the Natnonal As-
sociation of School Psychologlsts (NASP),
and the National Association for. the Ad-

Congress of ADD as a legally handicap-
ping condition, NEA spokesperson Debra
DeLee wrote, “Establishing a new.cate-
gory [ADD] based on behav1 ral charac-
teristics alone, such as overactivity, impul-
siveness, and inattentiveness; increases the
likelihood of inappropriate. labehng “for ra-
cial, ethnic, and linguistic minority: stu-
dents.”' And Peg Dawson, former NASP
president, pointed out, *“We do link that
a proliferation of labels is the best way to
address the ADD issue. It’s in the best in-
terest of all children that we stop creating
categones of exclusion and start respond-

932

ADD nevenhe]ess continues to gain ground

* as the label du jour in American education.

It's time to stop and take stock of this *“dis-
order” and decide whether it really exists

or is instead more a manifestation of so-
‘ciety’s need to have such a disorder.

Q) 1. In this anticle. I've used thc generic ¢ lerm “anen-
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Is Attention Deficit Disorder Becoming
‘A Desired Diagnosis?

BY RICHARD W. SMELTER,
BRADLEY W. RASCH, JAN
FLEMING, PAT NAZOS, AND
SHARON BARANOWSKI

Professionals who serve
children must exercise due
caution when labeling
children as suffering from
ADD or ADHD, the
authors warn. Likewise,
those who work in schools
should refrain from

semhladae ¢h Tt A

Jrom ali responsibility for
his or her behavior in the
school setting.

aiagnoes:s absoives the child

N CASE anyone has failed to no-
tice, we live in a society that is
rapidly being transformed. We all
know about changes involving sci-
ence, technology, and even human
demographics. But many of us tend to
overlook large changes taking place in the
arena of social interaction, the often sub-
tle manner in which individuals relate to
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where JAN FLEMING is a teacher of the
learning disabled and behaviorally disor-
dered, PAT NAZOS is a school nurse, and
SHARON BARANOWSKI is a school socia
worker. :
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one another. Sometimes, however, these
interactions are not subtle at all and can
Jead to anxiety and conflict. When that hap-

.. pens, the disputants might resolve theirown

( differences, or they might seek profession-
" al help.

We also live in an age in which people
seem preoccupied with finding an under-
lying cause for everything, especially in
the areas of medical science and human
behavior. Year after year, the medical pro-
fession forges ahead, offering the public
new hope, potential cures, and new diag-
noses. Transplant this focus on underly-
ing causes into psychology, and we have
a corresponding focus on new rationales
for behavior.

Over the past decade or so, rationales
have become very important to our mod-
ern theories of social interaction. Almost
overnight, or so it seems, terms such as
“guilty,” “responsible,” “liable,” “self-con-
trol,” and a plethora of others have become
passé, their use denoting the speaker as
some type of ultraconservative reaction-
ary. The use of some other terms, however,
is on the rise; one hears more and more
of “disorders,” “afflictions,” “dysfunctions,”
and “shared responsibility.”

We suggest that in the current atmos-

() phere of acceptance and.explanation it is

,

k') are acceptable behaviors, as long as you

far easier to feel good about‘one’s nega-
tive behaviors than it was 50 years ago.
Doing a “bad” thing implies responsibil-

ity and-guilt, as well as:the need for some:-

punitive action on the part of one’s social
peers. But having a “dysfunction” carries
no such social stigma; instead; it evokes
sympathy, feelings of compassion, and a
genuine desire to-help the transgressor.
From this, we suggest, comes the natural
propensity of individuals to seek-to es-
cape from societal censure by claiming
the role of victim as opposed to that of
victimizer. '

We can sense this change in the news
every day. Bank robbers do not simply
want an easy road to wealth; they are suf-
fering from some type of compulsive be-
havior. Rapists are not sadistic opportun-
ists with no sense of right and wrong; they
'have deep-seated doubts of their own sexu-
ality, probably caused by some sort of abuse
that we can ascribe to their parents or care-
takers. We have seen the logical extension
of all this: patricide and matricide and the

- hacking off of members of a spouse’s body

can document that you have been the re-
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cipient of abuse. The list of negative be-
haviors that we as a society hold people
responsible for is shrinking year by year,
while the list of negative behaviors we as-
cribe to “affliction” grows ever longer.

We are all susceptible to this need to
avoid blame; it is not confined to the crimi-
nal element. Indeed, it stems from a natu-
ral, human desire to be well-thought-of. This
is not lost on the children in our schools
oron their parents. Like the rest of us, they
read the papers and watch the news on tele-
vision. They are aware that in the contem-
porary social landscape placing blame on
others is becoming politically incorrect.
This social change is particularly appeal-
ing when Johnny comes home with yet an-
other detention slip or when Sally throws
her book across the classroom after being
told to sit still.

If misbehaviors persist, Johnny and
Sally will eventually be labeled “discipline
problems” and will be suspended for in-
subordination. All too often such an action
sparks a mad dash to the doctor’s or psy-
chologist’s office in order to see if the ver-
dict “discipline problem” can be tempered
somewhat by the discovery of some hidden
malady. Lo and behold, the child emerges
from this visit with a diagnosis of Atten-
tion Deficit Disorder (ADD) or Attention
Deficit Hyperactivity Disorder (ADHD).

Whose Needs Are Being Met? |

The rush to label schoolchildren as suf-
fering from ADD or ADHD has reached
nearly epidemic proportions. Currently, be-
tween 3% and 5% of U.S. students (1.35 mil-
lion to 2.25 million children) have been diag-
nosedas having ADD. ' Is it time to investi-
gate why this is happening? Perhaps there
is more than one patient making the trip

to the doctor’s office: the child with the

discipline problem and the child’s parents.
After all, there is'no definitive test for the
disorder and no agreed-upon etiology. There
are no blood tests to be run, no x-rays to
be taken. It would seem, at least on the sur-
face, that people generally enjoy being told
by their physician that they have a clean
bill of health and have nothing wrong with
them; why, then, do parents wish to come
away with a diagnosis of ADD for their
child?

The answer, of course, is that the diag-
nosis meets the needs of the parents more
than it does those of the child. Almost at
once, the parents feel relieved of some real

or perceived pressures from educators,
grandparents, and family friends. Having
been unable to “control” the behavior of
their children, they can now assign the con-
trol to Ritalin or some other drug. They are
thus almost magically transformed into mod-
el parents. “I can’t control you, son, but I have
fulfilled my role as a parent by finding out
what's ‘wrong’ with you.”

School personnel often feed into par-
ents’ desire for a medical diagnosis by hold-
ing off on any contemplated “behavioral-
ly disordered” classification and by direct-
ly or indirectly encouraging parents to seek
“medication.” In short, all the adults seem
happy that some *“dysfunction” has been
discovered — exactly the opposite of what
our normal reaction would be if our doc-
tors discovered any other malady.

In addition, a parent may be less than
effective in some areas of parenting. De-
nial of this shortcoming on the part of par-
ents is natural and to be expected. These
parents may seek the ADD diagnosis be-
cause it lets themioff the hook, so to speak.
It focuses attention on, the child and on
getting a prescription filled and thus de-
mands no alteration of parents’ behaviors
or even any serious examination of them.
The child.now has a “medical condition”
that has “nothing” to do with the child’s
upbringing. However, no parental intro-
spection leads to no change in expecta-
tions or in conditions in the home. In this
way, a-diagnosis:of: ADD. may-not:offset
extremely negative conditions in a child’s
home that might best be served by the in-
tervention of a social worker.

We are not questioning a physician’s
or psychologist’s diagnosis of ADD. But
we are suggesting that such a diagnosis
be part of a total, wide-ranging investiga-
tion as to the conditions in which the child
lives.

‘We have also noted that there is sel-
dom, if ever, any reluctance on the part of
the parents of ADD children to tell any-
one within earshot that their child suffers
from ADD. Sympathy is the usual reward
for such utterances, and everyone likes
sympathy. It is also a good statement to
run by one’s next-door neighbor the next
time Bobby climbs over the fence and
tramples the flower bed. We mustn’t be
too “hard” on the boy. After all, he’s af-
flicted with ADD.

Popular magazines, television shows,
and other media continually bombard par-
ents with information on ADD. Many of
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THE CLASSIFICATION OF ADD or ADHD IS NOT A
- LICENSE TO GET AWAY WITH ANYTHING, BUT RATHER .
AN EXPLANATION THAT WILL LEAD TO LEGITIMATE HELP.

these sources of information portray the
disorder in such a way that virtually any
youngster could be so classified. At one
time or another, all children exhibit so-
cially unacceptable behaviors; that is part
of the maturation process. Anyone — even
we professionals — can become hyper-
active or distractible when forced to sit
through a boring lecture or two. Going on
a “shopping spree” is certainly a type of
“impulsive” behavior. Yet when we give in
to such an impulse, we don't immediate-
ly classify ourselves as ADD.,

To further complicate the issue, parents
with very low incomes generally qualify
for increased Medicaid or Supplemental
Social Security Income benefits if their
child is diagnosed as afflicted with ADD
or ADHD. Does this offer an additional in-
centive to have one’s child diagnosed thus?
Are there individuals in this world who

would encourage their children to “act up”
in srder to ohtain mare manau?

Who Else Is

Children are often more sophisticated
than we give them credit for being. In this
whole process, they are aware of what is
going on. They are aware that the adults
have found them difficult to handle. They
.are aware that conventional controls have
not sufficed, and they are capable of work-
ing to sabotage the goals of those who
would control them. Even if correctly la-
beled as ADD, the thinly veiled message
that the child receives upon diagnosis is
that he or she is somehow less responsi-
ble for his or her actions than the minute
before the diagnosis was given.

Great care must be taken lest this aware-
ness become an excuse for every disrup-
tion under the sun. The fact that a child is
taking Ritalin does not afford him a Li-
cense to affect other students at school in
negative ways. A diagnosis of ADD is not
an excuse to hit other children or to sneer
at the teacher. Distractibility and hyper-
activity are more closely associated with

‘Off the

Hoolk?’?
100k

involuntary behaviors; waiting for anoth-
er student after school in order to beat him
up is most definitely a planned and vol-
untary action and should not be argued
away by the aggressor's ADD classifica-
tion.

Physicians and psychologists with ADD
patients should exercise due caution when

counseling the parents of afflicted children.

Certain negative behaviors can be explained
and even excused by a diagnosis of ADD,
while others cannot. We must not lower our
expectations for children because of the
ADD diagnosis, or they will most certain-

' ly meet these lowered expectations. Low-

ered expectations can do great harm to a
child. Given the fact that etiology and di-

agnosis are, at bottom, educated guess-
work, this lowering of expectations for a
child is not acceptable. Physicians should
keepin close touch with the child’s school
in order to monitor the effect that the med-
ication is having,

It is also unreasonable for school ad-
ministrators to expect teachers to accom-
modate any type of aberrant behavior un-
der the ADD umbrella. This distorts the
ADD diagnosis, for ADD is not synony-
mous with “behaviorally disordered.” There-
fore, children who are classified as ADD
may also be considered for a special edu-
cation evaluation if it is thought that their
behaviors are beyond the realm of the ADD
or ADHD spectrum,
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Classroom teachers have the added re-
sponsibility of conveying to ADD students
that, now that they are receiving help with
their affliction, expectanons for their class-
room behavior will rise. After all, that is
) the purpose of medicating an ADD child:

=" to bring that child into the circle of what

Disorder even exists and that diagnosing ~ ed w

is considered “normative” behavior. (And
let us not forget that any sociologist can
tell us that our definitions of “normative”
often change dramatically from generation
to generation.)

Adult counseling must also be a com-
ponent of any ADD treatment. Children are
experts at making excuses, and we do not
want to give them the message that their
classification as ADD or their being on
medication affords them some added ex-
cuse whenever they get into trouble. We
have to preserve the rights‘of the afflict-
ed child’s peers as well as the rights of the
afflicted child. Physxcxans, psychologists,
school officials, and teachers have an ob-
ligation to the child and the child’s parents
to explain that the class1ﬁcauon of ADD
or ADHD is not a license to get away with
anything, but rather an explanation that
may | lead to legitimate help for the child
in quesnon

An Edlﬁce Bmlt on Shlftmg Sand
-We need to contmually pomt out the

in early childhood and ADD, no causal con-

nnection has been proved, and the symp-

toms of ADD may be indicative of many
other disorders, including a wide range of
behavioral disorders.

When an etiology is not agreed on,

_when a definitive test is not available, and

when only the efficacy of treatment seems
to validate the initial diagnosis, then re-
search typically abounds. But in the case
of ADD, this has not held true. Clearly,
more research is called for in order to de-
termine whether a definitive test or series
of tests is possible.

We also wish to point out that behavior-
al aberrations in children (and in adults,
for that matter) seem to rise in societies
whenever there is general disagreement as
to'whether or not people should be held
responsible for socially unacceptable be-
haviors. In this context, it is interesting to
note the experience of modem Russia when
compared tothat of the Soviet Union. Rus-
sian police report that Moscow is bemg

infested by eleménts of orga.mzed crime,
something it did not experience under the
Communist Party dictatorship. We are not
here advocatmg pohce states or schools run
as such, but it is curious to note how many
people formerly had more contro] over
themselves: -

+ Now we are faced with an a.ﬁ'hcuon that
is based. mmnly on conjecture. and thati is

opula i

the affliction remains more an art than a

science, Moreover _the afﬂxctlon seems to

NI E D
0:..

o [ BT

o ,h-@

I ¥ 1_

; gard to-
right and wron g In an age in which disci-
plme in the schoolsw}vas smctly enforced

e e
unknown. Children. -were, perhaps correct-
ly and perhaps incorrectly, simply
referred to as “discipline. prob-
lems” and dealt with as such. Itis
probably safe to assume thaL, ifwe
asa soCiety continue to have prob-
lems dec1dmg what one should or
‘should not be held accountable

for, we'can
the number of classxﬂed dysfunc-

_ tions.
Simply stated, if excuses are

“I'm thinking of going back to school, Ms.

Johnson.”
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courted and dehberately sought,
then there:will be nio end of ex-
cusés available, This will be all
the more lamentable if yet a fur-
ther excuse for greater dysfunc-
tional behavior lies embedded
within each new excuse, leading
to further diagnosis, more ex-

cuses, and so on.

To build a great medical/psychologi-
cal edifice on such shifting sand seems ill-
advised. It would behoove educators and

- the medical and psychological professions

alike to downplay the diagnosis of ADD,
the potential benefits of medication, and the
insulation that such diagnosis affords the
patient from paying the price for poor be-
havior at school.

We feel the need to conclude with a
statement that is highly controversial and
that, consequently, is seldom uttered: all
children are not educable in the conven-
tional sense, that is, within the walls.of the
school. Children are not interchangeable
parts on a conveyor belt on a production
line,

This does not necessanly mean that
there is anything “wrong” with the children
who do not conform; they may simply hate
school. Adults tend to-stick to tasks they
dislike (sometimes for entire careers) be-
cause they have more self-contro! than chil-
dren and because they deem the rewards
worth the distaste of the job. Children, be-
mg children, shun that:which they find bor-
ing or distasteful, and their attention starts
to wander. In short, not every human ac-
tion (or lack of action) that is not identical
to the actions of the majority can be at-
tributed to some affliction. Such different
behavior might just be the product of hu-
man choice. We must, therefore, be some-

~ “whiat ‘skeptical about ADD~classified chil-

dren who, when removed from the class-
room setting, magically lose their ADD
symptoms.

The professions that serve these chil-
dren, from the school to the doctor’s of-
fice, must exercise due caution when la-
beling children as suffering from ADD or
ADHD. Likewise, those of us who work
in schools should refrain from implying
that the diagnosis of ADD or ADHD ab-
solves the child from all responsibility for
his or her behavior in the school setting.
In the reality of the workaday world, the
individual is expected to cope with soci-
ety to a greater degree than society is ex-
pected to cope with the individual. Chil-
dren with negative social behaviors get
classified and treated; adults get fired or
arrested.

1. Children with ADD: A Shared Reponsibility (New
York: Council for Exceptional Children, 1992), p.
7. XK




Attention Deficit Hyperactivity Disorder

A Parent’s Perspective

BY ANNA M. THOMPSON

As a parent and an educator
who has spent the last 10
years struggling fo assist her
own ADHD child, Ms.
Thompson gives readers
suggestions for managing the
challenges that face such
children and for enhancing
the quality of their lives.

s ———— 4 = .

&
;B 1y asoraer (ALUHD) has had many
[__‘ names over the years: organicdriv-
enness, “fidgety Phils,” posi-en-
cephalitic behavior disorder, min-
imal brain damage, minimal brain dysfunc-
tion, hyperkinesis, hyperactivity, attention
deficit disorder (ADD), and attention defi-
cit disorder with or without hyperactivity
(ADD/ADHD).! A child with ADD with-
out hyperactivity would exhibit all the dis-
tractibility of an ADHD child without the
physical activity. Many of the current books
available use ADD and ADHD interchange-
ably. For the purposes of this discussion,
Iwilluse ADHD, as that accurately repre-
sents my son's diagnosis and my experi-
ence as a parent,

What Is ADHD?
ADHD is a neurological syndrome whose

ANNA M. THOMPSON is director of edu-
cation at Clowes Memorial Hall, Butler Uni-
versity, Indianapolis, and a candidate at But-
ler for the specialist degree in educational ad-
ministration.

Hustration by John Berry
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classic, defining triad of symptoms includes
impulsivity, distractibility, and hyperactiv-
ity or excess energy.? Studies indicate that
approximately 3% to 5% of children in the
U.S. can be diagnosed with ADHD. Among
./ children with ADHD who have been re-
ferred to clinics, boys outnumber girls by
a ratio of approximately 6:1.

ADHD has been defined in a variety
of ways over the past 20 years, leading to
confusion among:education professionals.
Most recently ADHD has been described
as the display, with developmentally in-
appropriate frequency, of inattention, im-
pulsivity, and overactivity.* To be consid-
ered symptoms of ADHD, the behaviors
must initially have been exhibited in early
childhood (prior to the age of 7) and dis-
played across a variety of settings (school,
home, and play). To meet the diagnostic
criteria of the American Psychiatric Asso-
ciation, the.child must have been creating
disturbances for at least six months, dur-
ing which time at least eight of the follow-
ing behaviors must have been exhibited:

1. often fidgets with hands or squirms
in seat (though in adolescents this symp-
tom may be limited to subjective feelings
of restlessness);

2. has difficulty remaining seated whcn

-~ required to do so; .

3. is easily distracted by extraneous stim-

4 has difficulty waiting fortums in gm
or group. situations; .. .-

5. often blurts out answers to questlons
before the questions have been complet-
ed; :
6. has difficulty (not due to opposition-
al behavior or failure of comprehension)
followmg through on instructions from oth-
ers;

7. has difficulty sustammg attention in
tasks or play activities;

8. often shifts from one uncompletcd
activity to another;

9. has difficulty playing quietly;

10. often talks excessively;

11. often interrupts or intrudes on others
(e.g., butts into other children’s games);

12. often does not seem to listen to
what is being said-to him or her;

13. often loses things necessary for tasks
or activities at school or at home (e.g.,
toys, pencils, books, assignments); or

14. often engages in physically dan-
. gerous activities without con51denng pos-
( sible consequences (e.g., runs into the street

\J ithout looking), but not for the purpose
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of thrill-seeking.

At the age of 3, our son Karl exhibit-
ed all 14 of these criteria. He was and still
is a textbook case of ADHD. At the time
he was diagnosed, I would gladly have
blamed myself for being a bad parent who
did not provide enough discipline rather
than admit that anything was wrong with
my child. It was only through consultations

- with Karl’s day-care provider, with my fam-

ily physician and with a psychiatrist spe-
cializing in the diagnosis and treatment of
ADHD — as well as through my own re-
search — that ] began to realize that I must
treat ADHD like any other neurological
condition. If Karl had inherited family genes
for epilepsy rather than ADHD, I would
have provided him with whatever anti-
seizure medication and treatment he need-

. ed to help him live a normal life. How

could [ treat ADHD any differently? This
diagnosis gave a name to Karl’s problem
and encouraged us to learn as much as pos-
sible about ADHD.

After consulting with Karl's day-care
provider, our family physician was fairly
confident that Karl was “hyper.” But he
did not feel comfortable treatmg Kar] and
sought out a local specialist in ADHD to
whom we could be referred. He pointed
out that a specialist in ADHD could best
determine if Karl’s problem was ADHD
or behavioral in nature. A psychiatrist or
neurologist would also be more current
on the drugs used.to.treat ADHD.. ... ..

thmg

There is no one deﬁnmve diagnostic
test for ADHD. The most reliable diag-
nostic too! is the individual’s history as
elicited from the child, from parents, and,
very importantly, from teacher reports. Psy-
chological testing can be helpful in deter-
mining an ADHD diagnosis, but it is not
definitive.’ A careful evaluation of ADHD
must take into account other conditions
that may look like ADHD, some of which
must be tested by a physician to be ruled
out. Because of a family history of epilepsy,
Karl was given an EEG (electroencepha-
logram) to determine if petit mal might
be the cause of his inattentiveness. A neg-
ative EEG ruled out this possibility.

For several months after my initial meet-
ing with an ADHD specialist, Karl's teach-
ers and I kept a detailed log of Karl’s ac-
tivity levels. Temper tantrums, aggressive
outbursts, and impulsivity were all record-

ed, as were the conditions prior to each
incident. A family history of dyslexia led
totesting to determine if leammg disabili-
ties were present. L.Q. testing was done at
age 4 (Karl scored well above average),
behavioral modification techniques were
employed, and psychiatric testing was com-
pleted. After all of this information was
compiled, and after numerous observations
of Karl by a specialist, a diagnosis of ADHD
was made. Karl's diagnosis was a long,
labor-intensive process that was painful
at times. Yet the kind of comment I hear
most often when Ftell a friend, colleague,
or educator that Karl has ADHD is “That’s
an easy excuse/diagnosis for a kid’s lazi-
ness/lack of discipline/bad behavior.” If
they only knew what we had been through
to reach this diagnosis! A proper diagno-
sis should include all or most of these com-
ponents to be sure that the child in ques-
tion truly has ADD or ADHD. -

Medication and Treatment

There are two main; classes of medi-
cation commonly used in the treatment of
ADHD: stimulants and antidepressants.
The stimulants dextro-amphetamine sul-
fate (of which Dexedrine is most fre-
quently used) and methylphenidate (trade
name: Ritalin) are probably the best-known
medications. Dexedrine has been used in
the treatment of ADHD since the 1930s;

Ritalin, since.the early:1960s.A:less.com-

mon stimulant, pemoline (trade name: Cy-
lert) was introduced into the U.S. more re-
cently.® George Dupaul and Gary Stoner
comment on the use of these medications:

The most widely studied and cost-
effective treatment for ADHD is the pre-
scription of psychostimulant medication,
such as Ritalin (m&ylphcmdaxe) These
medications can léad to improvements
in on-task behavior, impulsivity, social
behavior, compliance, and academic pro-
ductivity in as many as 70%-80% of chil-
dren with ADHD.”

When stimulant drugs are effective, they
produce one of the most dramatically posi-
tive responses in psychiatry.! When Dexe-
drine was finally prescribed for Karl at the
ageof4, we witnessed amiraculous trans-
formation. His patience, attentiveness, fine
motor skills, and behavior all improved dra-
matically. Karl was “like a different child.”
Atthe same time, we as parents were con-
cerned about medicating such a young child




dosage. Ritalin and Dexedrine are both Class
Il amphetamines and are tightly controlled
by the Food and Drug Administration. No
refills are permitted, prescriptions cannot
be called in by the physician, and the pre-
scription is made out in triplicate so that it
can be accounted for. Despite the effective-

ness and safety of amphetamines when used

properly, these drugs have acquired a bad
reputation because of the adults who have

abused them. But, as Paul Wender points
out,

stimulant drugs have a much different
effect on ADHD children than they do
in normal adults. Rather than becom-
ing high or excited, ADHD children are
in general calmed down by these drugs,
and sometimes (rarely) they may even
become somewhat sad. Children do not
become addicted to these medications:
there is absolutely no danger that this
will occur.?

The samne neurological chemistry that makes
the ADHD child highly distractible and
impulsive prevents a typical reaction to
these medications. The medication seems
to compensate at a basic level for this dif-
ference in chemical makeup, affecting be-
havior in many diverse areas,

Of the antidepressants used to treat
ADHD, desipramine (trade name: Nor-
pramin) is the most commonlv used he.

sants and ADHD has been done on this
medication.” Desiprarnine beiongs to a
class of drugs called tricyclic antidepres-
sants. Although it is a completely differ-
ent medication, its effect on people with
ADHD is similar to that of stimulants.
Occasionally, when a stimulant will not
work, this antidepressant will work —
and vice versa.

Norpramin has several advantages over
Ritalin and other stimulants, First, it can
be given in a single daily dose; second, it
does not produce the jagged peaks and val-
leys that some people experience on Rita-
lin; and third, it is not a controlled sub-

stance, so there is greater flexibility in pre-

scribing it.

To determine the proper dosage, a child’s
weight and response to medication are tak-
en into account. The smallest dosage pos-
sible is administered until a therapeutic lev-
el is reached. This level is determined by
the child’s behavior, as reported by his or
her parents and teachers. Throughout the

VALLM 3 HBALGAL U CAULECIIL, WIS SPECIALIST Wl
rely on the reports of those who have the
most frequent contact with the child to de-
cide whether or not to increase the medi-
cation. Parents and educators are also in
the best positions to observe how long each
dose lasts and to help the doctor determine
the best spacing of doses. A typical dose
of Ritalin can last from three to six hours,
depending on the individual’s chemistry.

PARENTS OF A
CHILD WITH ADHD
SHOULD RECEIVE
INSTRUCTION IN
BEHAVIOR
MANAGEMENT.

Once a child’s dose is fine-tuned, a
schedule that works best at school and at
home can be determined. If there are prob-
lems in both settings, the physician will
rennmmmand that sho —odtone 0 e
mreey wwiyeovwup oubivdy w0 ZIVE IS CRUG
a break every so often from the medication
is also recommended. "

Drug Tolerance and Side Effects

As a child who has been on medica-
tion for several years becomes older and
grows larger, he or she will require an in-
creased dosage. Some children may devel-
op atolerance to one of the stimulant drugs.
In such cases the physician may switch to
another drug. If the development of drug
tolerance continues to present a problem,
the physician may switch to still another
of the major categories of medication that
are used. '

The most frequently reported acute side
effects of Ritalin and other stimulants are

appetite reduction (particularly at Junch) -

and insomnia."” Other effects reported in
the literature include increased irritabili-
ty, headaches, stomachaches, and, in rare
cases, motor and/or vocal tics." At the age
of 10, Karl developed a reaction/tolerance

to Dexedrine. Despite his medication three
times a day, Karl became.overactive and
irritable, and his grades began to drop. He
also developed an annoying and distracting
habit of making loud clicking and screech-
ing noises (vocal tics), a practice he w
completely unaware of. At this point i..
had been on Dexedrine for nearly seven
years, and our doctor recommended switch-
ing him to a comparable dosage of Rita-
lin. This change quickly eliminated the prob-
lemsthat had been caused by his tolarance
for Dexedrine.

The decrease in appetite can result in
retarded growth for some children, but
studies have shown that the appetite re-
turns in the evening after the drug has worn
off. Appetite will also be normal at break-
fast, before medication is given. Wender
emphasizes that the effects that have been
reported are small, and most physicians
treating ADHD children feel that the psy-
chological benefits outweigh the possible
negative effects on the rate of growth. "

The tendency of Ritalin and other stim-

' ulants to keep some children awake can

also be controlled by the timing of the
medication. Eliminating a dose late in the
day gives the medication time to wear off
so that the child can sleep. If sleepless-
ness continues to be a problem, it can gen-
erally be handled by using pills instead o*
the long-acting (capsule or suspended re

P
Creased exercise can aiso help the child to
relax and go to sleep more easily,

Some children may also experience oth-
er side effects from stimulant medications,
such as obsessive-compulsive behavior, a
proneness to crying, and anxiety.' By the
ageof 11, Karl was on the maximum dose
of Ritalin for his height and weight (100
milligrams per day). At this level Karl be-
gan to wake up in the night crying. He
worried about dying and started to devel-
Op motor tics and obsessive behaviors. ]
immediately scheduled an appointment with
our specialist to determine what the prob-
lem was. She determined that Karl was suf-
fering from side effects because of the lev-
el of Ritalin he was taking. She reduced
his Ritalin prescription and added a dose
of Norpramin to his drug therapy. Within
several weeks (it takes a while for Nor-
pramin to reach a therapeutic blood level),
Kar] was back to his *normal” self. Over
the past year we have continued to fine-
tune this dosage and have arrived at a level
that seems to work well for Karl and allows
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him to function at school and at home.

Qther Interventions for ADHD
Medication is not the whole treatment

" for ADHD. Although inattention and im-

pulsivity can be effectively managed with
the appropriate medications, they are not
the only problems associated with the dis-
order: “Children with ADHD. . . may al-
so exhibit difficulties in peer relationships,
problems with commands and authority fig-
ures, and poor homework completion, study,
and organization skills."” The scope of
the disorder means that multiple strategies
and interventions across the school and
home environments are necessary to aliow
the child to be successful. It is 1mponant
for parents of achild with ADHD toreceive
supportive instruction in behavior man-

agementtechmques thataredesxgned toen-
hance the child’s attention: to* household
tasks and rules.® The child’s physician,
school psychologist, counselor; ot special
education teacher may steer parents to the
appropnate training or literature.

It is crucial that parents receive some
guxdance regarding their’ readmg about
ADHD ‘as there are many “pop psychol-
ogy. books( not.based on current research,
an.create confusion’ about the treat-
d edpcanon of the child, One ex-
ample ‘of such literature would be Ben
Feinigold’s Why Your Child Is Hyperactive,
which:theorizesithat ADHD is caused by
allergies to artificial colorings and preser-
vatives in food."” However, according to
Wender,

All the carefully conducted controlled
studies — in which the family did not
know whether or not the child was on
an additive-free diet — have shown that
one type of additives (the artificial food
colorings) does not produce significant
hypéracﬁvity (though itmay produoe some
_minor changes in ancnnon in some chil-
: 'drcn) »

Wender’s own book, Y?zeH)pemcnve Child,
Adolescent, and Adult, and his more recent
volume, Attention incthypemcnvxty Dis-

“order in Adults, offer educators and par-

ents objective, accurate, insightful informa-
tion-based on research in the field.?

By the time they reach late adolescence,
approximately 63% of students with ADHD
will have received an average of 16 months
of individual psychotherapy.? ADHD is
not considered to be an emotional distur-
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bance, and parents and educators should
not expect counseling alone to alleviate
core symptoms. However, counseling can
help children deal with the emotional dif-
ficulties often associated with ADHD, such
as low self-esteem, and thus it can be a valu-

"able component of a comprehensive treat-

ment plan.

Schools and Parents
Working Together

Dupaul and Stoner offer the following
advice.

When education professionals are
involved with children diagnosed with
ADHD, their pnmary pmfessxonal re-
sponsxbxhty must be to promote the child’s
learning and achievement. In. addmon,
because the dmgnosxs and treatment of
ADHD nearly always involve pediatri-
cians, psychiatrists, and clinical psychol-
ogists, collaborative efforts at assessment
and treatment will need to be developed
and mamtamed 2

Let me add _.parents to this list of col-
laborators. From my standpoint as a par-
ent, the most important gift that educators
can give-my ADHD child. is-understand-
ing The most important gift that they can
give.me is regular, open communication.
two “gifts” allow the parent(s) the
ADHD specialist, and the ADHD child to

frequently-assess educational-and emétion-

al progress as well as medical needs. Or-
ganized conferences, informal school vis-

“its, telephone calls, log books, notes, news-

letters, and report cards are all viable means
of communicating progress (or lack there-
of) to ADHD children and their parents.
School psychologxsts teachers, and ad-
rmmstrators can all help to promote par-'

for the' dxsorgamzed ‘ADHD chlld"xs for
parents to monitor the child’s assignments
and make sure that homework is completed

For successful treatment of ADHD, it
is 1mperat1ve that the teacher understand
what ADHD is and know how to work with
ADHD children in'the classréom. To as-
sist teachérs, Edward Hallowell and John
Ratey have put together a list of 50 tips
on classroom managemem of ADHD chil-
dren.* After advising teachers to “Make
sure what you are dealing with is really
ADHD,” they offer specific strategies, such

as“Break down large taskS into small tasks,”
*“Try to use daily progress reports,” and “Re-
peat directions, write them down and speak
them, repeat directions!” Most of the sug-
gestions have to do with simple skills that
are often taken for granted when working
with “regular” students but that can be very
difficult for the ADHD child. As a parent
and educator who has spent the last 10
years struggling to assist an ADHD child
and working within the education system,
I find this an excellent list for teachers.

Although the challenges facing an
ADHD child can seem overwhelming,
there is now a sizable body of he]pful and
sound literature on the disorder. It is my
hope that this article has provided read-
ers with a useful perspective and steered

them to additional sources of reliable in-

formation. If everyone involved in a child’s
schooling is armed with such information,
that child will have far greater opportuni-
ties for educational success.

1. Steven W. Garber, Marianne D. Garber, and
Robyn F. Spizman, Is Your Child Hyperactive? Inat-
tentive? Impulsive? Distractible? (New York: Vil-
lard Books, 1995). :

2. Edward M. Hallowell and John J. Ratey, Driven
to Distraction: Recognizing and Coping with At-
tention Deficit Disorder from Childhood to Adult-
hood (New York: Simon & Schuster, 1995).

3. Gary J. Dupaul and George Stoner, ADHD in the
Schools: Assessment and Intervention Strategies
(New York: Guilford Press, 1994),p. 3.

Psychiatric Association, 1987).
5. Hallowell and Ratey, p. 42.
6. Paul H. Wender, The Hyperactive Child, Adoles-
cent, and Adult: Attention Deficit Disorder Through
the Lifespan (New York: Oxford Umversny Press,
1987). p. 59.

7. Dupaul and Stoner, p. 16.

8. Wender, p. 61.

9. Ibid., p. 60.

10. Hallowell and Ratey, p. 240.

11. Wender, p. 65.
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17.Ibid., p. 171,
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‘Teaching Tommy

A Second-Grader with Attention Deficit
Hyperactivity Disorder

BY KATHARINA FACHIN

Ms. Fachin sees medication
as a last resort and believed
that Tommy'’s difficulties
could be managed with a
comprehensive behavioral
and academic program.
But, despite her arsenal of
classroom interventions,
Tommy needed something
more.

my second-grade classroom

E = *i' HENTOMMY walked into
on the first day of school, I
was happy to see a familiar
face. [ looked at him with

sympathy and hope, wanting to make the

year one of learning and of building self-
esteem.
Tommy was coming to my class with

a difficult year behind him. He had spent

first grade in a highly structured classroom,

and he had not conformed to its behavioral
standards. The behavior modification used
with him in that class had included the re-
moval of rewards, and Tommy had experi-
enced little success in keeping the rewards

KATHARINA FACHIN is a doctoral candi-
date in the Department of Curriculum and In-
struction, University of New Hampshire, Durham.
She was previously a second-grade teacher in
a New Jersey public school. She wishes to thank
Stefne Sears for untiring personal and profes-
sional support and Michael Driscoll for his
thorough and caring advocacy for children's
needs.
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'y NEGATIVE ABOUT HANDLING TOMMY IN THE CLASSROOM.
OVER THE COURSE OF THE NEXT YEAR, ] FOUND OUT WHY.

7

\

I COULDN'T UNDERSTAND WHY A TEACHER WOULD BE SO

J

he carned. He was often in trouble, and
everyone in the school knew his name, He,

was three-fourths ofayearbehmdmspeers :
‘. inreading and writing: These experiences "

led Tommy to believe that he was stupid
andbad.lwmdetmmmedmmplacchxsneg-
ative self-image with a positive one based
on academic and-social success. :
Tommy and ] already-had a history be-
fore that first day of school, for I had tu-
tored him once a week from May through
July. Ongmally, Tommy had quahﬁed for
home tutoring because of a mynngotomy
and an adenoidectomy. In preparation for

* teaching Tommy at hoe, I talked to his first-

grads teacherto find out about his capabil-
ities and to see if she could recommend any
materials. I was disappointed when I talked
10 her because she seemed so negative about
him, yet she lacked any.precise desmpnons
of his learning. I met Tommy with the im-

S‘J‘pressxon that he had had a tough break —

"Ny little child facing a teacher who had no

hope in him and who lacked the flexibil-

ity tomeethisneeds: <Tommy's motherre-- -

affirmed this impression when she de-
scribed how the teacher wanted him test-
ed and how she was afraid that they just
wanted to drug her child so he would be
easier to handle.

Tommy snacked on cupcakes and soda
as we worked at the kitchen counter. The
phone would ring, and siblings would be
preparing to.go to after-school activities.
Tommy wiggled and slid about on the chair,
and he would often take bathroom breaks.
By remaining firm, I was able to get Tom-
my to read and write with me. We talked
about his interests, and I got to know him.
He had a very limited sight vocabulary and
could not predict vowe] sounds. He could
identify most consonants but could not iden-
1ify the correct vowels, nor was he familiar
with how to spell common endings. Al-

' though Tommy did not like to read and

write because it was such a struggle, he
loved math. Using his fingers, he could

K(f “alculate all first-grade-leve] addition and
\vﬁbu-acnon problems gquickly and accurate-
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| ly. Tommj;' feli very conﬁdehg of his math-
‘ematical abilities. -
-1 became-attached to this rough-and- .,

tumble boy with'the blué eyes and the'big
smile. He told me about his daredevil bik-
ing stunts'and about jumping out of tree
houses. Grass stains on his jeans, scrapes
oo his knees and élbows, and dirty'hands
were his hard-won war wounds. Tommy
struck me as very inquisitive. He spoke of
such experiments as creating a pocket of
air under water with a bucket. I wondered
how I could tap into his crcativity in the
classroom. Tommy was 2 very active boy
who had trouble maintaining eye contact
and concentration, but [ attributed these
characteristics to his personality, immatur-
ity, diet, and environment. I couldn’t under-
stand why a teacher would be so negative
about handling him in the classroom.

Over the course of the next school
year, I found out why. But I also discov-
ered the joys of teaching Tommy.

Because of my experience tutoring Tom-
my and my hands-on teaching style, Tom-
my was placed in my class for second grade.
By the third day, I had contacted Dr. Mitch-
ell, our schoo! psychologist. Tommy was
singing and making loud noises through-
out lessons. He crawled on the floor dur-

ing transitions and sometimes even during

class, As he laughed and shoved his way
through the classtoline up, he injured oth-
er children. He was playful and destruc-
tive at the same time. Instead of picking
up the blocks when it was time to clean up,
he would scatter them wildly with flailing
arms and a big grin. Just when a bucket
was filled with blocks, Tommy would dump
it.

Throughout that first month I used “time

-out” with Tommy and had him write about

his behavior — to no avail. Positive rein-
forcement, coupled with ignoring Tommy
as a negative conseguence, also did not
increase Tommy'’s on-task behavior, In-

\ deed, the research shows that these meth-

ods are commonly insufficient for children

with Attention Deficit Hyperactivity Dis-

order (ADHD);! Ithmk that'§ 1gnonng Tom-?/ ‘
my not only didn't. work to improve his
behavior but was actually harmful to him.
When I made it clear that I was ignoring
him, he would feel unloved and bad about
himself. On one occasion Tommy curled
up in fetal position behind the computer.
I had to be careful-to let him know that I
loved him and believed that he wasa good
and smart boy. When he nesded to be. rep-
rimanded, I used a firm monotone voice
to correct him succinctly. Still, Ifelt Ihad
tofinda way to help Tommy achieve more
success in school.

Tokén Economy

At the suggestion of Dr. Mitchell, I in-
stituted a token economy system of re--
wards for Tommy Tanglble rewards cou-
pled with posi

~begn Shown 1o be much more efectual t.han '

praise alone.? From the very beginning,
though, Dr. Mitchell made it clear that I
needed to document Tommy's behavior.
In late September ] explained the program
to Tommy and then later to his mother over
the telephone, He could earn play money
in $5 bills for raising his hand, keeping
his.hands to himself, and being a model
student. T would not take away any. money
that he earned. We would count it up at
the end of the day and chart it. At the end
of the week, Tommy could use the money
to purchase time on the computer, time to
play with the math manipulatives, or time

for drawing in his journal.

As soon as the system was in effect,
Dr. Mitchell observed Tommy in the class-
room and charted his behavior at one-min-
ute intervals for 30 minutes. Tommy was
out of his seat 76.6% of the observed time,
he rolled on the rug 16.6% of the time, and
he spoke out of turn 63.3% of the time.,
Moreover, he exhibited aggressive behay-
jor toward property or individuals 26.6%
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of the time. Forexample, he crushed some
science material on a shelf, and he also
tried to throw an object. Only 3.3% of the
time were Tommy's eyes on the teacher
while he listened and followed directions.
For 86.6% of the time Tommy exhibited
excessive or incidental movement, and he
was off-task 93.3% of the observed time.

Dr. Mitchell called a meeting that in-
cluded Tommy's father, Dr. Mitchell, the
acting principal, and me. I offered specif-
ic examples of Tommy's impulsivity, dis-
tractibility, and motoric overflow. His fa-
ther was upset when he heard about Tom-
my's behavior and acknowledged that he
had wanted Tommy tested last year, He
even supported the idea of the token econ-
omy and said he would have Tommy use
his classroom money to purchase televi-

sion time, dessert, and video-game time at

bome. In the coming months Tommy's fa-
ther very consistently reinforced the token
economy at home and signed the papers
for Tommy to be tested.

When we began the token economy in
September, Tommy averaged $18 a day
for the remainder of that month. During
October, he averaged $27 a day, with $10
as the Jowest amount and $65 as the high-
est. For November Tommy averaged $31
a day, with a range from $5 to $110. During
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&range ivorn 315 to $105. With his parents’
support for the system at home and Tom-
my's own interest in the token economy,
I was pleased with the improvement.

Although Tommy was somewhat less
disruptive, he would stll step on other chil-
dren as we sat on the rug, make intermit-
tent loud noises, call out to other children,
fall out of his chair on purpose, and get up
from his desk during lessons. When we
used blocks for mathematics, he would play
with them and knock them off his desk
unless I rernained right beside him. If he
raised his hand and I didn't call on him
immediately, he would get angry and with-
in a minute would be off task. His pencil
and notebook could be found anywhere
in the room but inside his desk. The situa-
tion was most difficult during whole-class
times and transitions.

On the other hand, Tommy wanted very
much to please me, and he would write me
apologies and notes about how he loved
me. After the fact, he felt bad about hurt-
ing other children and disrupting the class,
50 I tried to show him affection at every
good opportunity.

Despite these difficult times, Tommy
also showed his potential to succeed in
school, Three days a week for 45 minutes,

.my instructional support teacher, Mrs. De-

Vito, worked with Tommy in a small read-
ing group while I worked with two other
groups, The fit between Mrs. DeVito's teach-
ing style and Tommy's needs was perfect.
Mrs. DeVito enthusiasticaliy and dramat-
ically offered her students positive rein-
forcement, and Tommy would glow from

her praise. She also used a fast-paced, ques-
tion-and-answer format for lessons that -

would not allow Tommy to lose focus. He
looked forward to his time with Mrs. De-
Vito and showed great progress in read-
ing. His sight vocabulary and word-attack
skills were improving steadily.

ADHD as a Motivational Disorder

This disparity between Tommy's high-
ly distractible and impulsive behavior dur-
ing whole-class activities and his focused
and appropriate behavior in the small read-
ing group was very disconcerting for me.
Throughout the year I analyzed and reana-
lyzed my teaching. I too am a lively and
interactive teacher who uses a variety of
visual and tactile methods. I made modi-
fications for Tommv so that he conld take

stand up while working. I reorganized the
classroom s0 that he was surrounded by
caimer children and was seated directly
in front of me as I taught, Why couldn't I
achieve the same attending behavior as Mrs,
DeVito could?

Russell Barkley explains this discrep-
ancy in behavior by characterizing ADHD
as a motivational disorder.’ A child with
ADHD can attend well in a highly motivat-
ing situation, such as while watching a fa-
vorite television program or playing a video
game. When the situation is less intrinsi-
cally motivating or when there is delayed
rather than immediate feedback, the child
will display the characteristics of ADHD.
This is why the token economy was some-
what successful during whole-class times
when Tommy would not be called on as fre-
quently as in a small group.

After seven months, Tommy continued
to exhibit frequently every one of the 14
characteristics that the American Psychi-
atric Association lists as diagnostic crite-
ria for ADHD. (For a list of these charac-
teristics and a brief description of how
they can be used in diagnosis, see Anna

M. Thompson, “Attention Deficit Hyper-
activity Disorder: A Parent’s Perspective”
page 433, this Kappan.)

Interventions

At the classification meeting in De-
cember, I found out that Tommy was clas-
sified as perceptually impaired becauss of
the discrepancy between his general cog-
nitive ability and his specific achievement
in reading and language arts. Although the
neurologist had diagnosed Tommy as ex-
hibiting ADHD, this condition was not
included in his individualized education
program (IEP) in January because the psy-
chologist explained that there was no sepa-
rate classification in education for ADHD.
In January 1995 an IEP was written that al-
lowed Tommy three half-hour sessions in
the resource room for language arts and
provided an in-class aide each day from
1:30 p.m. t0 2:30 p.m.

Resource room. The resource room teach-
er, Miss Steven, focused on Tommy's spell-
ing. She created an individualized list for
him using words from the Dolch list as well
as words that exhibited a regular spelling
pattern. She scrambled the letters in the
words for him to correct, asked him to

write hic hnmawnel caneanmen 1nabn —
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colored glue on cards. Using the glue was
very motivating for Tommy. When it dried,
Miss: Steven instructed him to trace over
it with his finger. The success of this use
of colored glue is consistent with research
that suggests that ADHD students “selec-
tively attend to novelty such as color, chang-
es in size, and movement.™ Tommy went
from getting at least 50% wrong on every
spelling test to getting all but one word
correct. His journal writing also reflected
this change.

In-class aide. Tommy was assigned an
aide, Mrs. Hellwell, in the last week of
February. I gave Mrs, Hellwell a list of ap-
propriate behaviors, inappropriate behav-
iors, and interventions, She reinforced Tom-
my's appropriate behavior and provided one-
on-one tutoring in the classroom. When he
was highly disruptive, she also provided
alternative activities. At the end of the day,
Mrs. Hellwell monitored Tommy as he count-
edand charted his earned money. This was
a tremendous help to me because it was
simply exhausting to manage Tommy and
the token economy all day while trying to
teach and pay attention to the needs of the
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rest of the class,

To help with transitions, particularly
the transition from Junch recess to after-
noon classroom activities, I employed re-
laxation techniques.? I walked the children
in from the school yard and asked them
to.sit at their desks. One row at a time, 1
called them to lie or sit on the rug. (This

usvally helped keep Tommy. from stepping .
on-anyone.) Then I turned out the lights

and talked the children through a breath-

ingexercise; cued them to tense, hold, and .
# srelaxtheirmiiscles; and sed uidedimage-.

" '1y'of peaceful places and activities. Some-
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times I éncouraged them to think of them-

selves doing something challenging and -

-achieving success.

- At first Tommy wouldn’t hold still for

- these techniques, so T began to sit knee to

knee in front of him on the floor as [ led
the class, After some experience with re-
laxation, he gradually became able to par-
ticipate without my sitting with him. As
led the class from a chair, I could see him
following my cues for breathing in and
out and witnessed his body growing still.

- Tommy also displayed some enthusiasm

for the practices. One day, after I asked
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-Sometimes'hé tised'fy siiggestior
. ‘pendently,and sometimes | had to take the

the children to try thinking of their own
images of succeeding, Tommy told us about
bow he imagined himself winning a karate
match he was nervous about that evening.
My long-range goal was to be able to sug-

.gest to Tommy: that he use the techniques -

on his own during the day to relax him-
self. As we walked down the hall, 1 would
say to him, “Tommy, do you notice how

-you are:making loud noises or knocking

into-the walls? Try breathing like we do

-after Junch. Can youbreathe in a color?”

¢ 10

time to help’him use the techriques be-
fore we continued walking. '

. .;Peer tutoring. At thcbegmmng of the
-year, the other children in the class thought

Tommy was funny ‘and enjoyed his dar-
ing and his flouting of classroom nuiles.
Then they became jealous of the extra at-
tention he got from me and tried to imi-
tate his behavior or to win my attention in
other ways. Eventually, though, they began
to grow angry with him for hurting them
or for not waiting his tum or for disrupt-
ing class. I felt I had to find a role for the
other children in the class.

Allthroughthcyearlhadtalkedtothe
whole class about how I was responding
to Tommy and had discussed how every-
one should act and why. One day, Tom-
my pulled.a chair out from another child.
causing her tohither head hard as she fell,
He stared in horror as she cried. A couple
of days later, I talked about how we some..

times think. of our.conscience as a devil

Ry

on one shoulder and an angel on the oth-
er. Tommy called out, “I:think my devil
killed my angel,” and:“T'mevil "1 asked, -
“How did. you feel .when Susan hit her
head? A bad person would not fe¢] sad.
You have an angel. It just talks to you too _
late. We need to teach yourangel to give
you advice before you do something.” I
had never seen such a Jook of relief and
peace on Tommy's face. I could have cried.
~ Then I was able to enlist the'help of
the other students. Each day, a different
student, alternating boys and girls, would
be a peer tutor and help Tommy’s angel
“talk.” I got an empty.desk to put next to

‘Tommy's for his peer tutor. I coached the

peer tutor to remind him of proper class-

room behaviorin a nice way, to set a good

example, and to accompany him when he
used his money for rewards. Attitudes to-
ward Tommy improved as the other stu-

dents saw.themselves as his helpers and

saw Tommy asnot 2 bad kid. Of course,

Dot every match worked, and the.boys

s

ally found it difficult not to incite
Tommy’s off-task behavior and then to
goof off with him. '

Modifying the behavior modification.

* After using the token economy for five

months, I felt a5 if Tommy was hitting a -
plateau, His behavior in whole-¢las; sit-
uations was still unacceptable. I decided
to buy a digital timer to help him set goals,
I'would set the timer for five minutes, and
he could earn $5only if he raised his hand
before speaking and generally acted ap-
propriately for the full five minutes I dis-
covered that he tried very hard but could
make five minutss only about 60% of the
time. He never made it to six minutes,

It was February, and Tommy was et~
ting into a lot of trouble on the bus and
during recess. He often found himselfin
the principal’s office. His mother was be-
ing called every day. I had tried so hard,
and.yet his year in my class was turning '
out just like the previous year. The art and
physical education teachers came to me

- out of frustrationabout his behavior, and

we talked about wsertive discipline and
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MORE PAINFUL THAN THE FRUSTRATION OF TRYING
- TO DEAL WITH THE CONDITION OF ADHD ITSELF
- 1S ENDURING THE CRITICISM THAT COMES FROM OTHERS,

about ways to manage Tommy. In a Jetter
. to Dr. Mitchell, they expressed their con-
- ¢erns about how Tommy was detracting
from the Jeaming experiences of the oth-
er students in the class. :
Changing placement, What else could
we try? Dr. Mitchell said that our last re-
sort would be to explore different place-
ment options for Tommy next year. A regu-
lar classroom might be inappropriats, Since
our district did not have a special educa-
tion classroom, that would mean an out-
of-district placement. Based on my feel-

ings of loyalty to Tommy and his parents, -

I asked that I be the one to discuss this
with his parents.

I called Tommy's father at the begin-
ning of March and described the situation.
I'told him that we needed to explore oth-
er school placement options if Tommy's
behavior did not change. During our tele-
phone conversation I also mentioned that
perhaps he and his wife might reconsid-

— el il
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er at parent/ieacher confersnces to dissuss
the situation in more depth. I came t6 the

meeting with a prepared presentation da- -

tailing Tommy's behavior, the interventions
that had been tried, an analysis of his prog-
ress, and the options for the future. Tom-
my's father informed me at that time that
they would be taking Tommy to the pedi-
atrician to trymedication, They had already
reached a decision before our meeting.

Medicarion. Tommy was on Ritalin for
the last month of school. For five days he
would take adose of five milligrams be-
fore school, and it would wear off around
noon. The first day he was on the med-
ication, he eamed the most money he had
ever earned in a day, $110. He behaved
appropriatelyfor 15-minute intervals, He
never Jost hissense of humor or energy or
bubbliness.

The difference was remarkable. I would
see him begin to call out and then stop
himseIf to rais his hand, He would set the
timer and lock at it to monitor himself,
- All his behaviors seemed to indicate that

he was more receptive to reinforcers. The
entire class responded to Tommy with spofi-
taneous encouragement and praise, though
they didn’t know he was taking medica-

tion. On the first day, one beaming stiident *
‘told me, “This is such a good day!” Tom-

my was riding so high from the morning
that his general sense of feeling good about
himself helped him make it through the
afternoon. Although he would lose his pen-
cil constantly in the afternoon and rush
from one thing to another, he tried suc-
cessfully to follow classroom rules.

Even on the medication, though, the
daily variation in Tornmy's behavior re-
mained. Some days he was simply more
active than others. For example, on the
third morning after he began taking med-
ication, Tommy was stil] shaking his Jeg
and foot the whole time he was leading
the pledge.

Every day I talked to his father after
school on the phone to infarm him af Trm.

- av ane

ther was so relieved to hear of Tommy's
success. He said that he would contace the
pediatrician about an aftermoon dose.

Tommy continued until the end of the
school year with both a morning and an
afternoon dose of Ritalin, There were days
when I questioned whether or not he was
given the dose before he came to school,
but I didn’t voice these concerns. We al-
so had some difficulty establishing exact-
ly when the second dose should be ad-
ministered, and I had difficulty remember-
ing to send him to the nurse's office be-
fore he exhibited severe off-task behav-
for.

Idonot mean to argue for the use of med-
ication to address the needs of al| ADHD
students, I see medication as a last resort
and one that should be used in combina-
tion with a comprehensive behavioral and
academic program. 1 offered Tommy an ac-
tivities-based curriculum to tap into his en-
ergy and creativity. ] taught abstract ideas
concretely and contextually. I consistent-
ly used and adapted behavior modification

techniques and tried other techniques like
relaxation exercises. I let Tommy know
that I thought he was agnaxkidandatal-/
ented person, too, I had the class support
Tommy as peer tutors and as members of
project teams, literature study groups, and
cooperative learning groups. The district
provided instructiona! and noninstruction-
al support. But Tommy nesded something
more to enable him to benefit from these
interventions. Tommy's ADHD was severe,
and the medication helped him achieve suc-
cess in the classroom. -

From my experience with Tommy and
his family, I have come to believe even
more strongly that it is vital to gain the
trust of parents. Their faith in our efforts
and concern for their child must be the ba-
sis for communication and teamwork be-
tween home and school. L also realize how
painful it can be for parents to accept that
their child might need extra help and even
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taste of what parents must feel when they
are told by friends, family members, and
doctors that they don’t know how to dis-
cipline their children. More painful than
the frustration of trying to deal with the
condition of ADHD itself is enduring the
criticism and condemnation that come from
others. I think that this holds true for the
student, the parents, and the teacher.
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