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About this Packet

As the world around us is changing at an exponential rate, so must the way we
approach attention problems. Over the coming decade, we all will be called upon to
play a role in doing something about the many individuals who have trouble learning
and performing effectively at school. In responding to this call, it will be essential
to have a broad understanding of what causes attention problems and what society
in general and schools in particular need to do to address such problems.

This packet serves as a starting point for increasing awareness of assessment and
treatment of attention problems. Included are excerpts from a variety of sources,
including government fact sheets and the classification scheme developed by the
American Pediatric Association.

Symptoms are discussed in terms of degree of severity. Interventions described range
from environmental accommodations to behavior management to medication.
Because the intent is only to provide a brief overview, also included is a set of
references for further reading and a list of agencies that provide information on
attention problems and interventions.
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l. Classifying Attention Problems ...
A. The Label

ADHD "

Attention Deficit Hyperactivity Disorder
http://schoolpsychologistfiles.com/adhd/

School Psychologist Files

Attention Deficit Hyperactivity Disorder is a disorder that includes a persistent pattern of inattention and/or hyperactivity-impulsivity in a person. There are three
subtypes of ADHD including: ADHD Predominantly Inattentive Type, ADHD Predominantly Hyperactive-Impulsive Type, and ADHD Combined Type.lt is important to
know that ADHD is a neurological disability and people with this disorder have underdeveloped frontal lobes in the brain. This region of the brain that is
underdeveloped is responsible for planning, impulse control, attention, reasoning, and working memory.
Attention Deficit Hyperactivity Disorder (ADHD) is one of the most talked about yet misunderstood disabilities in the schools. It has been estimated that 3-5% of
children truly have one form of ADHD, yet some schools have a much greater percentage with an ADHD diagnosis.

Some students identified with ADHD have been misidentified. There are several reasons that a student may be identified ADHD, but do not actually have this disorder. It
is often the first response a teacher might have to a student who misbehaves. A lack of discipline can exasperate behaviors that look like ADHD. A slow learner might not
be paying attention due to content over his or her head. A gifted student may be inattentive, because the material is too easy and the student may already understand a

concept and not want to listen to the teacher explain it again. Anxiety or depression can cause inattention. It is difficult to differentiate these other factors between

ADHD. Several things should be ruled out before a diagnosis is made.

Isit ADHD? Look at our chart to see instances of normal activity and instances of hyperactivity.

DSM-5 Criteria

ADHD: Predominantly Inattentive Type

(Formerly referred to as ADD)

For a diagnosis of ADHD, Inattentive Type, the following criteria met be met:

1. Student must have 6 or more of the following criteria to a significant degree for at least 6 months (possible examples with each).

« Student does not give close attention to details and frequently makes careless mistakes.

e Grades suffer due to not watching the signs in math.
o Student regularly completes the wrong assignment.

o Student struggles with maintaining attention in tasks or play activities.

o Child needs reminded it is her turn in the game almost every turn.

o Child starts playing with something and suddenly abandons the first activity to begin something new.

o Often, student does not seem to listen when spoken to directly.

o Child may have a blank look on his face while directions are being given.

o When asked a question, he routinely says “what?”
¢ The student will often not follow through on instructions or fails to finish schoolwork, chores, or duties. (This is not due to oppositional behavior

or failure to understand directions).
o Child starts an assignment, gets distracted, and forgets to finish.
® Half of the dishes have been washed.

o Student often loses things necessary for tasks or activities.

o Student often needs to borrow pencil or paper from other students.

® Child routinely leaves the book needed to complete a homework assignment at school.
o Student has difficulty with organization of tasks and activities.
o Time management may be a concern.
o Backpacks and desks are stuffed full of papers.
e Student is easily distracted by stimuli in the environment.
o Child does not listen to teacher when she is near a noisy fan.

o Pictures on the wall may pull his attention away from the teacher.

o Student is often forgetful in daily activities.

o Child accidentally leaves homework at home on a regular basis.

® The student’s backpack is missing and she does not know if she left it at school, the bus, or her friend’s house.
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DSM-5 ADHD: Predominantly Hyperactive-Impulsive Type
1. Foradiagnosis of ADHD, Hyperactive-Impulsive Type, the student must have 6 or more of the following criteria to a significant degree for at least 6 months:

* Student often fidgets with hands or feet or tends to squirm in seat.

o Student sits on feet and changes positions frequently while seated.

o Student often has a paperclip or some random item in his hand that he plays with.

o Student often leaves seat in which remaining seated is expected.
o Student walks to the other side of the classroom to tell a student something.
o Student sharpens pencil frequently, gets drinks of water, and generally seems to be wandering around the room often.
o Student often runs about or climbs excessively in situations in which it is inappropriate.
o Parents have difficulty keeping child from running through aisles while shopping.
o People comment about the child being “hyper.”
« Student often has difficulty playing or engaging in leisure activities quietly.
e Fven board games are not a quiet activity for the child.
® Child makes noises as he draws.
* Student is often “on the go” or often acts as if “driven by a motor.”
o Child plays constantly and goes from one activity to another.
o Child does not engage in down time frequently.

o Student often talks excessively.
o One story reminds her of another story and then another ...

o Other people often don’t have a chance to respond before the subject has been switched.
« Student often blurts out answers before questions have been completed.
e Student does not raise her hand in class.
e Student answers a wrong question.
o Student often has difficulty awaiting turn.

o Student will play before his turn in a game.

o Child has an extremely difficult time waiting in a line.
e Student often interrupts or intrudes on others.

o Child jumps into conversations when adults are talking.

o Child interrupts parents on the phone.
ADHD: Combined Type
For a diagnosis of ADHD, Combined Type, the student must have met criteria for both types of ADHD for at least 6 months.
Tools used to help diagnose ADHD
A psychologist, psychiatrist, or medical doctor can diagnose ADHD. A psychologist or psychiatrist can easily rule out other learning problems, where a

medical doctor can rule out other medical conditions. Communication between professionals and a thorough evaluation is essential.

e Review of available information.
« Educational Data - look for grades, discipline records, attendance (It is important to look for teacher comments or other records that
indicate a consistent pattern of problems from the early grades that have continued.)

e Educational testing data - cognitive and academic assessments are important to rule out a learning disability or other learning problems.

e Medical records to ensure the problems are not related to another medical disorder.
o Diagnostic Tools (See SPED testingfor more complete information)
Clinical Interview - A professional will discuss the symptoms with the parent or the student and ask questions related to the DSM-IV criteria.

Rating Scales - A rating scale will often be provided to parents, teachers, and the students to obtain information from multiple sources. The
scales may be specific to ADHD or be a global rating scale that can focus on a wide range of problems. These scales are useful because they help

to quantify the degree of the problem by comparing the student’s symptoms to other children of the same age and gender.
® Observation - Watching the child in her natural environment can help a professional see if she is displaying characteristics associated with ADHD. This

usually occurs in the classroom, but it is good to see a child across settings and in less structured events such as recess or lunch.

Treatment
ADHD is a neurological disorder, but with proper treatments and parenting techniques the symptoms can be more manageable.

Treatment is usually the most successful when multiple treatments are utilized across different settings. These Include:

e Structured classroom management

e Educating parents with a focus on appropriate discipline and limit-setting
e Tutoring

e Behavioral therapy for the child

o Stimulant medication - Concerta, Ritalin, Adderall, Dexedrine (used to stimulate the frontal lobes in the brain to make them work more efficiently.

References
American Psychiatric Association: Diagnostic and Statistical Manual of Mental Disorders, 5th edition. Arlington, VA., American Psychiatric Association, 2013.
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l. Classifying Attention Problems ...
A. The Label (cont.)

Excerpt...

Study Raises Questions About Diagnosis, Medical Treatment of ADHD

(www.newsroom.ucla.edu)
(1/22/2008)

A CLA study shows that only about half of children diagnosed with attention-deficit
hyperactivity disorder, or ADHD, exhibit the cognitive effects commonly associated with the
condition.

The study also found that in populations where medication is rarely prescribed to treat ADHD, the
prevalence and symptoms of the disorder are roughly equivalent to populations in which mediation
is widely used.

Part of the explanation may lie in the common method for diagnosing the disorder. ADHD is an
extreme on a normal continuum of behavior that varies in the population, much like height, weight
or 1Q. Its diagnosis, and thus its prevalence, is defined by where health professionals “draw the line:
on this continuum, based on the severity of the symptoms and overall impairment.

Researchers also found surprising results regarding the effectiveness of medicine in treating ADHD.
In contrast to children in United States, youth in northern Finland are rarely treated with medicine
for ADHD, yet the ‘look’ of the disorder—its prevalence, symptoms, psychiatric comorbidity and
cognition—is relatively the same as in the U.S., where stimulant medication is widely used. The
researches point out that this raises important issues about the efficacy of the current treatments of
ADHD in dealing with the disorder’s long-term problems.

“The continuous nature of liability to ADHD requires that we examine more carefully what
environmental pressures may be leading to impairment, instead of broadening our diagnostic
classifications even further.”

Smalley SL, McGough JJ, Moilanen IK, Loo SK, Taanila A, Ebeling H et al (2007) Prevalence and
psychiatric comorbidity of attention-deficit/hyperactivity disorder in an adolescent Finnish population.
J Am Acad Child Adolesc Psychiatry 46:1575-1583


http://www.newsroom.ucla.edu

l. Classifying Attention Problems ...

A. The Label (cont.)

A large number of students are unhappy and emotionally upset; only a small percent are clinicaly
depressed. A large number of youngsters have trouble behaving in classrooms; only a small
percent have attention deficit or a conduct disorder. 1n some schools, large numbers of students
have problems learning; only afew have learning disabilities. Individuals suffering from true
internal pathology represent arelatively small segment of the population. A caring society tries to
provide the best services for such individuals; doing so includes taking great care not to
misdiagnose others whose "symptoms' may be similar, but are caused by factors other than
internal pathology. Such misdiagnoses lead to policies and practices that exhaust available
resources in ineffective ways. A better understanding of how the environment might cause
problems and how focusing on changing the environment might prevent problemsis essential.

Labeling Troubled and Troubling Youth:
The Name Game

she's depressed.

That kid's got an attention deficit
hyperactivity disorder.

He'slearning disabled.

What's inaname? Strong images are
associated with diagnostic labels, and people
act upon these images. Sometimes the
images are useful generalizations, sometimes
they are harmful stereotypes. Sometimes
they guide practitioners toward good ways
to help; sometimes they contribute to
"blaming the victim" -- making young people
the focus of intervention rather than pursuing
system deficiencies that are causing the
problem in thefirst place. In all cases,
diagnostic labels can profoundly shape a
person's future.

Y oungsters manifesting emotional upset,
misbehavior, and learning problems
commonly are assigned psychiatric |abels
that were created to categorize internal
disorders. Thus, thereisincreasing use of
terms such as ADHD, depression, and LD.
This happens despite the fact that the
problems of most

youngsters are not rooted in internal
pathology. Indeed, many of their troubling
symptoms would not have developed if their
environmental circumstances had been
appropriately different.

Diagnosing Behavioral, Emotional, and
Learning Problems

The thinking of those who study behavioral,
emotional, and learning problems has long
been dominated by models stressing person
pathology. Thisisevident in discussions of
cause, diagnosis, and intervention strategies.
Because so much discussion focuses on
person pathology, diagnostic systems have
not been developed in ways that adequately
account for psychosocial problems.

Many practitioners who use prevailing
diagnostic |abels understand that most
problems in human functioning result from
the interplay of person and environment. To
counter nature versus nurture biasesin
thinking about problems, it helps to approach
all diagnosis guided by a broad perspective
of what determines human behavior.



A Broad View of Human Functioning

Before the 1920's, dominant thinking
saw human behavior as determined
primarily by person variables,
especially inborn characteristics. As
behaviorism gained in influence, a
strong competing view arose. Behavior
was seen as shaped by environmental
influences, particularly the stimuli and
reinforcers one encounters.

Today, human functioning is viewed in
transactional terms -- as the product of
areciprocal interplay between person
and environment (Bandura, 1978).
However, prevailing approaches to
labeling and addressing human
problems still create the impression that
problems are determined by either
person or environment variables. This
is both unfortunate and unnecessary --
unfortunate because such aview limits
progress with respect to research and
practice, unnecessary because a
transactional view encompasses the
position that problems may be caused
by person, environment, or both. This
broad paradigm encourages a
comprehensive perspective of cause
and correction.

Toward a Broad Framework

A broad framework offers a useful starting
place for classifying behavioral, emotional,
and learning problems in ways that avoid
over-diagnosing internal pathology. Such
problems can be differentiated along a
continuum that separates those caused by
internal factors, environmental variables, or a
combination of both.

Problems caused by the environment are
placed at one end of the continuum (referred
to as Type | problems). At the other end are
problems caused primarily by pathology

within the person (Type lll problems). In
the middle are problems stemming from a
relatively equal contribution of environ-
mental and person sources (Typell
problems).

Diagnostic labels meant to identify extremely
dysfunctional problems caused by
pathological conditions within a person are
reserved for individuals who fit the Type 11
category.

At the other end of the continuum are
individuals with problems arising from
factors outside the person (i.e., Typel
problems). Many people grow up in
impoverished and hostile environmental
circumstances. Such conditions should be
considered first in hypothesizing what
initially caused the individua's behavioral,
emotional, and learning problems. (After
environmental causes are ruled out,
hypotheses about internal pathology become
more viable.)

To provide areference point in the middle of
the continuum, a Type Il category is used.
This group consists of persons who do not
function well in situations where their
individua differences and minor
vulnerabilities are poorly accommodated or
are responded to hostilely. The problems of
an individual in this group are arelatively
equal product of person characteristics and
failure of the environment to accommodate
that individual .

There are, of course, variations along the
continuum that do not precisely fit a category.
That is, at each point between the extreme
ends, environment-person transactions are the
cause, but the degree to which each
contributes to the problem varies. Toward the
environment end of the continuum,
environmental factors play abigger role
(represented as E<--->p). Toward the other
end, person variables account for more of the
problem (thus e<--->P).



Problems Categorized on a Continuum Using a Transactional View of the Primary L ocus of

Cause

Problems caused by factorsin the | Problems caused equally by

Problems caused by factorsin the

environment (E) environment and person the person (P)
E (E<--->p) E<--->P (e<--->P) P
I ' |
Typel Ty, Typelll
prablems problems problems

scaused primarily by
environments and systems that
are deficient and/or hostile

scaused primarily by asignificant  ecaused Pri marily by person
mismatch between individua
differences and vulnerabilities

factors of a pathological nature

and the nature of that person's
environment (not by aperson’s

pathology)

sproblems are mild to moderately  eproblems are mild to moderately ~ eproblems are moderate to

severe and narrow to moderately
pervasive

severe andpervasive

profoundly severe and moderate
to broadly pervasive

Clearly, a smple continuum cannot do justice
to the complexities associated with labeling
and differentiating psychopathology and
psychosocia problems. However, the above
conceptua scheme shows the value of starting
with a broad model of cause. In particular, it
helps counter the tendency to jump
prematurely to the conclusion that a problem
is caused by deficiencies or pathology within
the individual and thus can help combat the
trend toward blaming the victim (Ryan, 1971).
It also helps highlight the notion that
improving the way the environment
accommodates individua differences may be a
sufficient intervention strategy.

There is a substantial community-serving
component in policies and procedures for
classifying and labeling exceptional children
and in the various kinds of institutional
arrangements made to take care of them.
“To take care of them” can and should be
read with two meanings. to give children
help and to exclude them from the
community.

Nicholas Hobbs

After the genera groupings are identified, it
becomes relevant to consider the value of
differentiating subgroups or subtypes within
each mgor type of problem. For example,
subtypes for the Type |11 category might first
differentiate behavioral, emotional, or learning
problems arising from serious interna
pathology (e.g., structural and functiona
malfunctioning within the person that causes
disorders and disabilities and disrupts
development). Then subtypes might be
differentiated within each of these categories.
For illustrative purposes. Figure 2 presents
some ideas for subgrouping Type | and Ill
problems.

References
Bandura, A. (1978). The sdlf systemin
reciprocal determination. American Psycho-

logist, 33, 344-358.

Ryan, W. (1971). Blaming the victim.
New York: Random House.



Figure 2: Categorization of Typel, 11, and |11 Problems
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Source: H. S. Adelman and L. Taylor (1993). Learning problems and learning disabilities. Pacific Grove. Brooks/Cole. Reprinted with permission.
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Excerpt...

Who Receives a Diagnosis of Attention-Deficit/Hyperactivity

Disorder in the United States Elementary School Population?
By Helen Schneider, PhD and Daniel Eisenberg, PhD

PEDIATRICS, 117, €601-e609 I

A total of 5.44% of children were reported to have received an ADHD diagnosis.
Girls, black children, and Hispanic children were less likely to have the diagnosis
even after controlling for other characteristics. Living with one’s biological father
was negatively associated with ADHD diagnosis. We also found regional variation
in diagnosis with the western region of the United States having significantly lower
instances of ADHD cases. Higher diagnosis rates were associated with having an
older teacher, and lower rates were associated with having a white teacher, relative
to anonwhite teacher. Inschools that were subject to stricter state-level performance
accountability laws, we found higher odds of ADHD diagnoses, but we found no
differences associated with larger class sizes or the presence of state laws that restrict
school personnel from discussing ADHD treatment options with parents.

CONCLUSION: ADHD diagnosis is likely to be influenced by a child’s social and
school environment as well as exogenous child characteristics. Concerns that
increased pressures for school performance are associated with increased ADHD
diagnoses may be justified.




l. Classifying Attention Problems ...

B. Enviromental Situations and
Potentially Stressful Events

The American Academy of Pediatrics has prepared a guide on mental health for primary care
providers. The guide su%g&ets_that commonly occurring stressful events in a youngsters life
can lead to common behavioral responses. Below are portions of Tables that give an
overview of such events and responses.

Environmental Situations and Potentially Stressful Events Checklist

Challenges to Primary Support Group
Challenges to Attachment Relationship
Death of a Parent or Other Family Member
Marital Discord
Divorce
Domestic Violence
Other Family Relationship Problems
Parent-Child Separation

Changes in Caregiving
Foster Care/Adoption/Institutional Care
Substance-Abusing Parents
Physical Abuse
Sexual Abuse
Quality of Nurture Problem
Neglect
Mental Disorder of Parent
Physical lllness of Parent
Physical lliness of Sibling
Mental or Behavioral disorder of Sibling

Other Functional Change in Family
Addition of Sibling
Change in Parental Caregiver

Community of Social Challenges
Acculturation
Social Discrimination and/or Family Isolation

Educational Challenges
llliteracy of Parent
Inadequate School Facilities
Discord with Peers/Teachers
Parent or Adolescent Occupational Challenges
Unemployment
Loss of Job
Adverse Effect of Work Environment
Housing Challenges
Homelessness
Inadequate Housing
Unsafe Neighborhood
Dislocation
Economic Challenges
Poverty
Inadequate Financial Status
Legal System or Crime Problems
Other Environmental Situations
Natural Disaster
Witness of Violence
Health-Related Situations
Chronic Health Conditions
Acute Health Conditions

*Adapted from The Classification of Child and Adolescent
Mental Diagnoses in Primary Care (1996). American Academy
of Pediatrics.
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Common Behavioral
Responses to
Environmental
Situations and
Potentially Stressful
Events

* Adapted from The Classification of
Child and Adolescent Mental
Diagnosesin Primary Care (1996).
American Academy of Pediatrics

INFANCY-TODDLERHOOD (0-2Y)
BEHAVIORAL MANIFESTATIONS

lliness-Related Behaviors
N/A
Emotions and Moods
Change in crying
Change in mood
Sullen, withdrawn
Impulsive/Hyperactive or Inattentive
Behaviors
Increased activity
Negative/Antisocial Behaviors
Aversive behaviors, i.e., temper
tantrum, angry outburst
Feeding, Eating, Elimination Behaviors
Change in eating
Self-induced vomiting
Nonspecific diarrhea, vomiting
Somatic and Sleep Behaviors
Change in sleep
Developmental Competency
Regression or delay in developmental
attainments
Inability to engage in or sustain play
Sexual Behaviors
Arousal behaviors
Relationship Behaviors
Extreme distress with separation
Absence of distress with separation
Indiscriminate social interactions
Excessive clinging
Gaze avoidance, hypervigilant gaze...

MIDDLE CHILDHOOD (6-12Y)
BEHAVIORAL MANIFESTATIONS

lliness-Related Behaviors
Transient physical complaints
Emotions and Moods
Sadness
Anxiety
Changes in mood
Preoccupation with stressful
situations
Self -destructive
Fear of specific situations
Decreased self-esteem
Impulsive/Hyperactive or Inattentive
Behaviors
Inattention
High activity level
Impulsivity
Negative/Antisocial Behaviors
Aggression
Noncompliant
Negativistic
Feeding, Eating, Elimination Behaviors
Change in eating
Transient enuresis, encopresis
Somatic and Sleep Behaviors
Change in sleep
Developmental Competency
Decrease in academic performance
Sexual Behaviors
Preoccupation with sexual issues
Relationship Behaviors
Change in school activities
Change in social interaction such as
withdrawal
Separation fear
Fear of being alone
Substance Use/Abuse...

11

EARLY CHILDHOOD (3-5Y)
BEHAVIORAL MANIFESTATIONS

lliness-Related Behaviors
N/A
Emotions and Moods
Generally sad
Self-destructive behaviors
Impulsive/Hyperactive or Inattentive
Behaviors
Inattention
High activity level
Negative/Antisocial Behaviors
Tantrums
Negativism
Aggression
Uncontrolled, noncompliant
Feeding, Eating, Elimination Behaviors
Change in eating
Fecal soiling
Bedwetting
Somatic and Sleep Behaviors
Change in sleep
Developmental Competency
Regression or delay in developmental
attainments
Sexual Behaviors
Preoccupation with sexual issues
Relationship Behaviors
Ambivalence toward independence
Socially withdrawn, isolated
Excessive clinging
Separation fears
Fear of being alone

ADOLESCENCE (13-21Y)
BEHAVIORAL MANIFESTATIONS

lliness-Related Behaviors

Transient physical complaints
Emotions and Moods

Sadness

Self-destructive

Anxiety

Preoccupation with stress

Decreased self-esteem

Change in mood
Impulsive/Hyperactive or Inattentive
Behaviors

Inattention

Impulsivity

High activity level
Negative/Antisocial Behaviors

Aggression

Antisocial behavior
Feeding, Eating, Elimination Behaviors

Change in appetite
Inadequate eating habits
Somatic and Sleep Behaviors
Inadequate sleeping habits
Oversleeping
Developmental Competency
Decrease in academic achievement
Sexual Behaviors
Preoccupation with sexual issues
Relationship Behaviors
Change in school activities
School absences
Change in social interaction such as
withdrawal
Substance Use/Abuse...



l. Classifying Attention Problems ...

C. Attention Problems and Motivation

Many individuals with learning problems are described not only as learning disabled, but also as
hyperactive, distractable, impulsive, behavior disordered, and so forth. Their behavior patterns are seen
as interfering with efforts to remedy their learning problems, and the conclusion often is that such
interfering behaviors have to be eliminated or minimized in order to pursue instruction. The focus has
been on any actions of an individual that compete with instruction.

Besides trying to reduce the frequency of disruptive actions directly, programs have been designed to
alter such behavior by improving

« impulse control * perseverence
* selective attention » frustration tolerance
« sustained attention and follow-through e social awareness and skills

Variations in focus derive from the ways in which interfering behaviors are viewed. Some
professionals see the problems as a skill deficiency and have tried to improve the situation through
instruction. Others see the problem as a matter of control and have addressed it through the use of
control techniques. For those children diagnosed as hyperactive or as having attention deficit disorders
with hyperactivity, a number of controversial nonpsychoeducational interventions also have been
advocated (such as the use of stimulant drugs or special diets to avoid chemical additives in food).

Current work in psychology has brought renewed attention to motivation as a central concept in
understanding learning and attention problems. Thiswork is just beginning to find its way into applied
fields and programs.

Although motivation has always been a concern to those who work with learning problems, the stress
is usually on how to use extrinsic to mobilize the learner and maintain participation. There is a recent
emphasis on the relationship of learning problems to deficiencies in intrinsic motivation. The general
content focus has been on

« increasing feelings of self-determination

« increasing feelings of competence and expectations of success

« increasing feelings of interpersonal relatedness

« increasing the range of interests and satisfactions related to learning

In response to concerns about deficiencies in intrinsic motivation, remedial activities have been directed
at improving

« awareness of personal motives and true capabilities

« learning to set valued and appropriate goals

« learning to value and to make appropriate and satisfying choices
« learning to value and accept responsibility for choice

12



Il. The Broad Continuum of Attention Problems

A. Developmental Variations
B. Problems
C. Disorders

D. Thinking About DifferentialDDiagnosis

The American Academy of Pediatrics has produced a
manual for primary care providers that gives guidelines
for psychological behaviors that are within the range
expected for the age of the child, problems that may
disrupt functioning but are not sufficiently severe to
warrant the diagnosis of a mental disorder, and disorders
that do meet the criteria outlined in the Diagnostic and
Statistical Manual of Mental Disorders (4th ed.) of the
American Psychiatric Association.

Just as the continuum of Type |, ll, and Il problems
presented in Section |IA does, the pediatric manual
provides a way to describe problems and plan
interventions without prematurely deciding that internal
pathology is causing the problems. The manual’s
descriptions are a useful way to introduce the range of
concerns facing parents and school staff. Therefore,
these descriptions provide the bases for the following
presentation of attention problems commonly seen in
school settings.

In addition to using material from The Classification of Child and Adolescent Mental Diagnosesin Primary
Care published by the American Academy of Pediatric throughout this packet, we also have incorporated fact
sheets from major agencies and excerpted key information from journal articlesto provide userswith a
perspective of how the field currently presentsitself.
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Il. The Broad Continuum of Attention Problems

A. Developmental Variations: Behaviors within the Range
of Expected Behaviors for That Age Group*

DEVELOPMENTAL VARIATION

COMMON DEVELOPMENTAL PRESENTATIONS

Hyperactive/l mpulsive
Variation

Y oung children in infancy and in the pre-school years are normally very active
and impulsive and may need congtant supervision to avoid injury. Their constant
activity may be stressful to adults who do not have the energy or patience to
tolerate the behavior.

During school years and adolescence, activity may be high in play situations and
impulsive behaviors may normally occur, especially in peer pressure situations.

High levels of hyperactive/impulsive behavior do not indicate a problem or
disorder if the behavior does not impair functioning.

* Adgpted from The Classification of Child and Adolescent Mental Diagnoses
in Primary Care. (1996) American Academy of Pediatrics.

Note: Dots(...) indicate that the material has been abridged at that point or that
the original text refersto another section of the resource that is not included in
this guide.

Infancy

Infants will vary in their responses to stimulation. Some infants may be
overactive to sensations such as touch and sound and may squirm away from the
caregiver, while othersfind it pleasurable to respond with increased activity.

Early Childhood
The child runsin dirdes, doesn't Sop to rest, may bang into objects or people, and
asks questions constantly.

Middle Childhood
The child plays active games for long periods. The child may occasiondly do
things impulsively, particularly when excited.

Adolescence
The adolescent engagesin active socia activities (e.g., dancing) for long periods,
may engage in risky behaviors with peers.

SPECIAL INFORMATION

Activity should be thought of not only in terms of actual movement, but asoin
terms of variations in responding to touch, pressure, sound, light, and other
sensations Also, for the infant and young child, activity and attention are related
to theinteraction between the child and the caregiver, e.g., when sharing attention
and playing together.

Activity and impulsivity often normally increase when the child istired or hungry
and decrease when sources of fatigue or hunger are addressed.

Activity normally may increase in new situations or when the child may be
anxious. Familiarity then reduces activity.

Both activity and impulsivity must be judged in the context of the caregiver's
expectations and the level of stress experienced by the caregiver. When
expectations are unreasonable, the stress level is high, and/or the parent has an
emotiona disorder (especialy depression ...), the adult may exaggerate the child's
level of activity/impulsivity.

Activity level is a variable of temperament (...).The activity level of some

children is on the high end of normal from birth and continues to be high
throughout their development.
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Il. The Broad Continuum of Attention Problems

B. Problems--Behaviors Serious Enough to Disrupt Functioning with Peers, at
School, at Home, but Not Severe Enough to Meet Criteria of a Mental Disorder.*

PROBLEM

COMMON DEVELOPMENTAL PRESENTATIONS

Hyperactive/lmpulsive
Behavior Problem

These behaviors become a problem when they are intense enough to begin
to disrupt relationships with others or begin to affect the acquisition of age-
appropriate skills. The child displays some of the symptoms listed in the
section on ADHD predominantly hyperactive/impulsive subtype. However,
the behaviorsare not sufficiently intense to qualify for abehavioral disorder
such as ADHD, or of amood disorder (see section on Sadness and Related
Symptoms), or anxiety disorder (see section on Anxious Symptoms).

A problem degree of this behavior isaso likely to be accompanied by other
behaviors such as negative emotional behaviors or aggressive/oppositional
behaviors.

Infancy

The infant squirms and has early motor development with increased
climbing. Sensory underreactivity and overreactivity as described in
developmental variations can be associated with high activity levels.

Early Childhood
The child frequently runsinto people or knocks things down during play,
getsinjured frequently, and does not want to sit for stories or games.

Middle Childhood
The child may butt into other children's games, interrupts frequently, and has
problems completing chores.

Adolescence
The adolescent engages in “fooling around" that begins to annoy others and
fidgetsin class or while watching television.

SPECIAL INFORMATION

In infancy and early childhood, a problem level of these behaviors may be
easily confused with cognitive problems such as limited intelligence or
specific developmental problems (...). However, cognitive problems and
hyperactive/ impulsive symptoms can occur simultaneoudly.

A problem level of these behaviors may aso be seen from early childhood
on, asaresponse to neglect (...), physical/sexua abuse (...), or other chronic
stress, and this possibility should be considered.

* Adapted from The Classification of Child and Adolescent Mental Diagnoses in Primary Care (1996). American Academy of

Pediatrics.

Note: Dots (...) indicate that the material has been abridged at that point or that the original text refers to
another section of the resource that is not included in this guide.
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II. The Broad Continuum of Attention Problems

C. Disorders that Meet the Criteria of a Mental Disorder

DISORDER

COMMON DEVELOPMENTAL PRESENTATIONS

Attention-Deficit/Hyperactivity Disorder
Predominantly Hyperactive-Impulsive Type

This subtype should be used if six (or more) of the following
symptoms of hyperactivity-impulsivity (but fewer than six
symptoms of inattention [...) have persisted for at least 6
months. They present before the age of 7 years. The
symptoms need to be present to a significantly greater
degree than is appropriate for the age, cognitive ability, and
gender of the child, and the symptoms should be present in
more than one setting (e.g., school and home).

Hyperactive-impulsive symptoms:

These symptoms must be present to a degree that is
maladaptive and inconsistent with developmental level,
resulting in significant impairment.

Hyperactivity

= often fidgets with hands/feet or squirms in seat

= often leaves seat in classroom or in other situations in which
remaining seated is expected

often runs about or climbs excessively in situation in which
itis inappropriate (in adolescents or adults, may be
limited to subjective feelings of restlessness)

often has difficulty playing or engaging in leisure activities
quietly

is often "on the go" or often acts as if "driven by a motor"

often talks excessively

Impulsivity

=« often blurts out answers before questions are completed
« often has difficulty awaiting turn

=« often interrupts or intrudes on others

* Adapted from The Classification of Child and Adolescent
Mental Diagnoses in Primary Care (1996). American Academy
of Pediatrics.

Note: Dots (...) indicate that the material has been abridged
at that point or that the original text refers to another section

of the resource that is not included in this guide.

Infancy

The infant squirms frequently and has early motor
development with excessive climbing. The infant has a hard
time focusing on people or objects and squirms constantly.
The infant does not organize purposeful gestures or behavior.
The infant may show interest in gross motor activities such as
excessive climbing but may also have difficulties in motor
planning and sequencing (imitating complex movements).
However, these behaviors are nonspecific and a disorder
diagnosis is extremely difficult to make in this age group.

Early Childhood

The child runs through the house, jumps and climbs excessively
on furniture, will not sit still to eat or be read to, and is often
into things.

Middle Childhood

The child is often talking and interrupting, cannot sit still at
meal times, is often fidgeting when watching television, makes
noise that is disruptive, and grabs from others.

Adolescence

The adolescent is restless and fidgety while doing any and all
quiet activities, interrupts and “bugs" other people, and gets
into trouble frequently. Hyperactive symptoms decrease or
are replaced with a sense of restlessness.

SPECIAL INFORMATION

Specific environmental situations and stressors often make a
significant contribution to the severity of these behaviors,
though they are seldom entirely responsible for a disorder-
level diagnosis of these behaviors. Situations and stressors that
should be systematically assessed include:

Marital discord/divorce (...)

Physical abuse/sexual abuse (...)
Mental disorder of parent (...)

Other family relationship problems (...)

Difficulties with cognitive/adaptive skills, academic skills, and
speech and language skills often lead to frustration and low
self-esteem that contribute to the severity of these behaviors.
These conditions may also co-exist with ADHD and therefore
should be systematically assessed.
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DISORDER, CONTINUED

COMMON DEVELOPMENTAL PRESENTATIONS CONTINUED

Predominantly Hyperactive-Impulsive Type, Continued

Some hyperactive-impulsive or inattentive symptoms that
caused impairment were present before age 7 years. Some
impairment from the symptoms is present in two or more
settings (e.g., at school and at home). There must be clear
evidence of clinically significant impairment in social,
academic, or occupational functioning. The symptoms do not
occur exclusively during the course of an autistic disorder (see
following differential diagnostic information), and are not
better accounted for by another mental disorder (see
following differential diagnosis information).

Combined Type

This subtype should be used if criteria, six (or more) symptoms
of hyperactivity-impulsivity and six (or more) of the symptoms
of the inattention (...), have persisted for at least 6 months.

Attention-Deficit/Hyperactivity Disorder, NOS

(see DSM-IV Ciiteria ...)

SPECIAL INFORMATION

Specific environmental situations and stressors often make a
significant contributions to the severity of these behaviors,
though they are seldom entirely responsible for a disorder-
level diagnosis of these behaviors. Situations and stressors that
should be systematically assessed include:

Marital discord/divorce, (...)

Physical abuse/sexual abuse, (...)
Mental disorder of parent, (...)

Other family relationship problems, (...)
Loss/bereavement, (...)

Difficulties with cognitive/adaptive skills, academic skills, and
speech and language skills often lead to frustration and low
self-esteem that both contribute to the severity of these
behaviors. These conditions may also co-exist with ADHD and
therefore should be systematically assessed.

* Adapted from The Classification of Child and Adolescent Mental Diagnoses in Primary Care (1996). American Academy of

Pediatrics

Note: Dots (...) indicate that the material has been abridged at that point or that the original text refers to
another section of the resource that is not included in this guide.
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Il. The Broad Continuum of Attention Problems

D. Thinking About Differential Diagnosis

Arguments About Whether Overdiagnosis of ADHD is a Significant Problem*

ttention Deficit Hyperactivity Disorder (ADHD) is one of the most commonly diagnosed mental
disorder among children and adolescents. The Centers for Disease Control and Prevention (CDC)
report a steady increase in prevalence, from 6.9% in 1997 to 9.5% in 2007.

With increased diagnoses has come widespread concern about the degree of overdiagnosis. This concern
is compounded by related increases in use of medications to treat ADHD.

Over the years, prevalence has increased steadily with each new version of the Diagnostic and Statistical
Manual of Mental Disorders (DSM) published by the American Psychiatric Association. Concerns have
been expressed that prevalence will further increase with the latest version (DSM-5). The questions arise:
Do ongoing refinements in the DSM and available assessment procedures enable better differential
diagnosis? Do they overdiagnose ADHD?

Errors are common when diagnoses of ADHD are made. These include indicating a person has ADHD
when they do not (designated as a false positive), indicating a person doesn’t have ADHD when they do
(designated as a false negative), or misclassifying the person’s problem. In this respect, some argue that
rising ADHD prevalence rates reflect many false positives; others argue the increases reflect a reduction
in false negatives.

Those arguing that overdiagnosis is a significant problem suggest that:

e Practitioners’ Overdiagnose. Both empirical and observational studies are cited as
revealing that practitioners often diagnose ADHD despite limited assessment. For
example, in a study of 1,000 clinicians assessing ADHD, only 15% reported regularly
using information from multiple sources and settings; other studies have demonstrated
false negatives resulting from gender and ethnic bias in the diagnosis process.

e Conflicting Interests. The relationship between medical/psychiatric diagnosticians and
pharmaceutical companies is pointed to as the type of conflict of interest that contributes
to ADHD overdiagnosis.

o Criteria are Pathologically Biased. Diagnostic criteria in the DSM have been described
as blurring the line between behaviors that warrant diagnosis and behaviors that reflect a
commonplace developmental trajectory. For instance, DSM-5 is seen as further widening
the definition of ADHD with the inclusion of more behavioral descriptions and delays the
maximum onset age to include late-onset diagnosis. The term "clinically significant” in
previous editions is seen as having been revised into more lenient descriptions (e.g.,
behavior that "interferes with or reduces the quality of social, academic, or occupational
functioning™). The concern is that changes in DSM may further increase ADHD
diagnosis among individuals who display ADHD symptoms but who only manifest minor
functional impairment.
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Forces are at Work that Produce Uncritical Consumer Demand. General and social
networking media and ADHD organizations are seen as contributing to increasing
demand, overdiagnosis, and overprescription. For example, a variety of websites promote
initial home-diagnosis based on a small set of symptom-related questions. Relatedly,
direct-to-consumer pharmaceutical advertising is seen as the type of mass promotion of
ADHD that fuels demand for and overdiagnosis of ADHD along with overprescription of
medication (e.g., a particular focus is on parents of students doing poorly at school).

Cognitive Biasing Factors. Research emphasizes various cognitive biases that can lead
observers to misattribute the source of problems and overestimate prevalence. For
example, availability bias suggests there is a tendency to inflate the likelihood of an event
based on a few salient examples. Confirmation bias suggests the tendency for one to
become attached to an unconfirmed hypothesis and subsequently only attend to and seek
information that support the hypothesis while disregarding and minimizing
counter-evidence. Attribution bias suggests the tendency for observers to attribute an
actor’s (e.g., a student’s) problem behavior to a stable, internal cause. Such biasing
factors are seen as playing a role in disparate overdiagnosis of males, adolescents, and
some racial groups.

Examples of efforts to counter such arguments point to:

Underlying biasing factors. The claim is that biasing factors have reified the view that
diagnostic rates are excessive. Such bias is seen as perpetuated by media through
sensational portrayals of ADHD false positives that mislead people to believe that
overdiagnosis is more prominent than it really is. Widely presented anecdotal accounts of
children receiving unwarranted ADHD diagnosis along with aggressive pharmacological
treatment are cited as misleading the public into overestimating the prevalence of false
positives in ADHD. Moreover, the bias against ADHD diagnoses is seen as colluding
with the tendency to overemphasize false positives, while deemphasizing estimates of
false negatives. Furthermore, cognitive biases (e.g., information availability and
confirmation) leading to judgments of overdiagnosis are viewed as reinforced by reports
that overstate the case for overdiagnosis. In particular, mass promotion of the idea that
ADHD overdiagnosed is seen as contributing to the tendency for people to become
attached to an unconfirmed.

Improved diagnostic practices. It is widely stressed that changes in DSM-5 are intended
to and will reduce clinician subjectivity in the diagnostic process and increase diagnostic
reliability by providing additional behavioral descriptions that include developmentally
appropriate examples. It is also emphasized that just because many of the behaviors
viewed as ADHD symptoms are commonplace is not a sound reason to question the
validity of ADHD diagnoses.

About data related to race. Claims of overdiagnosis due to racial factors are seen as
ignoring findings that report racial minority children were less likely than their white
peers to receive ADHD diagnosis across early to middle childhood. Related to this, data
are referenced indicating racial differences in parental reports about ADHD symptoms in
their children, with parents of racial minorities less likely to report such symptoms
compared to parents of non-Latino whites.
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About School Accountability Policy and ADHD Diagnosis

The U.S. has the highest rate of diagnosed ADHD -- 11% compared to a rate of around 5% in
countries such as Brazil, China, and Europe. Variations within and across nations suggest the role
of cultural and societal factors in determining rates of diagnosis. For example, in the U.S., cultural
attitudes about special education labels such as ADHD and LD, and school accountability policies
and pressures have been identified as playing a role in overdiagnoses. For example, in order to
meet accountability standards and avoid being designated as low performing schools, districts try
to exclude or at least ensure special accommodations for special education students in order to
report higher test score averages.

In their 2014 book, The ADHD Explosion, Hinshaw and Scheffler discuss the impact of school
accountability legislation as a major factor leading schools to increase their special education
population. As a prime example, they focus on North Carolina, where school accountability
legislation was enacted that specified rewards for schools performing up to a standard and
penalized those that did not. The critical accountability measure was academic test scores.
Hinshaw and Scheffler suggest that to maximize test scores schools sought to have underachieving
students diagnosed and treated for ADHD so they would be put on “attention-enhancing”
medications and/or receive testing accommodations. To back up this suggestion, they report
research indicating a positive correlation between the increasing accountability demands and
increases in ADHD diagnosis over the years.

Moreover, public schools in low-income communities are typically the most vulnerable when it
comes to the negative impact of school-accountability policy. And indications are that the rate of
increase in ADHD diagnosis is related to low socioeconomic students. Hinshaw and Scheffler
report increases as high as 59% for ADHD diagnosis among youngsters from low-income homes
after the launching of school accountability laws compared to a less than 10% increase among
middle- and high-income children. Those who argue that overdiagnosis of ADHD is not a problem
suggest that such a discrepancy is an indication of a long-standing failure to address ADHD
among low-income populations. Hinshaw and Scheffler argue that the discrepancy is better
explained by school accountability policy.

As a footnote to all this: In a recent interview with the Los Angeles Times, Scheffler made it clear
that the current process for diagnosing ADHD depends heavily on the subjective judgments from
parents, clinicians, as well as youngsters themselves. This reality alone makes false positive
diagnoses of students a likelihood and provides a cautionary warning about the need to counter
overdiagnoses.
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The Broad Continuum of Attention Problems

D. Thinking About Differential Diagnosis (cont.)

Excerpted from U.S. Department of Education

Identifing and Treating Attention Deficit Hyperactivity Disorder
A Resource for School and Home
(http://www.ed.gov/rschstat/research/pubs/adhd/adhd-identifying_pg2.html)

A diagnosis of ADHD is mutifaceted and includes behavioral, medical, and educational
data gathering. One component of the diagnosis includes an examination of the child’s
history through comprehensive interviews with parents, teachers, and health care
professionals.  Interviewing these individuals determines the child’s specific behavior
characteristics, when the behavior began , duration of symptoms, whether the child displays
the behavior in various settings, and coexisting conditions.

Collecting information about the child’s ADHD symptoms from several different sources
helps ensure that the information is accurate. Appropriate sources of information include the
child’s parents, teachers, other diagnosticians such as psychologists, occupational
therapists, speech therapists, social workers, and physicians. It is also important to review
both the child’s previous medical history as well as his or her school records.

Excerpted from:CDC's Morbidity and Mortality Weekly Report (MMWR)

Increasing Prevalence of Parent-Reported Attention-Deficit/Hyperactivity Disorder Among
Children --- United States, 2003 and 2007

Attention deficit hyperactivity disorder is a neurobehavioral disorder that typically begins in childhood and
often persists into adulthood. ADHD is characterized by developmentally inappropriate levels of inattention
and hyperactivity resulting in functional impairment in academic family and social settings. ADHD is the
most commonly diagnosed neurobehavioral disorder of childhood with previous reports documenting
increasing trends in prevalence during the past decade and increases in ADHD medication use. National
estimates of the number of children reported by their parents to have ever been diagnosed with ADHD and
the percentage of children with ADHD currently taking ADHD medications were published in 2005 using
data from the 2003 National Survey of Children s Health. This report describes results from the second
administration of NSCH in 2007, which indicated that the percentage of children aged 4 - 17 years with a
parent reported ADHD diagnosis (ever) increased from 7.8% to 9.5% during 2003-2007, representing a
21.8% increase in 4 years. The findings in this report help to further characterize the substantial impact of
ADHD on families.
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Abstract

The association of attention defivit hyperactivity disorder with socioeconomic

disadvantage: alternative explanations and evidence.
Russell, G., Ford, T., Rosenberg, R., & Kelly, S. (2014). J Child Psychol Psychiatry, 55, 436-45.

BACKGROUND: Studies throughout Northern Europe, the United States and
Australia have found an association between childhood attention deficit
hyperactivity disorder (ADHD) and family socioeconomic disadvantage. We
report further evidence for the association and review potential causal pathways
that might explain the link.

METHOD: Secondary analysis of a UK birth cohort (the Millennium Cohort
Study, N =19,519) was used to model the association of ADHD with
socioeconomic disadvantage and assess evidence for several potential explanatory
pathways. The case definition of ADHD was a parent-report of whether ADHD

had been identified by a medical doctor or health professional when children were
7 years old.

RESULTS: ADHD was associated with a range of indicators of social and
economic disadvantage including poverty, housing tenure, maternal education,
income, lone parenthood and younger motherhood. There was no evidence to
suggest childhood ADHD was a causal factor of socioeconomic disadvantage:
income did not decrease for parents of children with ADHD compared to controls
over the 7-year study period. No clinical bias towards labelling ADHD in low
SES groups was detected. There was evidence to suggest that parent
attachment/family conflict mediated the relationship between ADHD and SES.

CONCLUSION: Although genetic and neurolog