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Succeeding with ADHD
HHHHHow does one know if a child has attention deficit hyperactivity disorder?  This neurological disorder can be detected through a variety of ways and can include a variety of symptoms.  Additionally, diagnosing ADHD requires knowledge of its three subtypes, which are hyperactive/impulsive, inattentive, and combined.  Children who fall into the hyperactive/impulsive category often experience feelings of “constantly being ‘on the go’ and acting as if driven by a motor” (Merrell & Tymms, 2003, p. 5).  Children who fall into the inattentive category often report “being easily distracted by extraneous stimuli, disliking and being reluctant to engage in tasks that require sustained mental effort” (p. 4).  Those in the combined category may feel symptoms of both categories but not necessarily all symptoms of ADHD.  In the ensuing paper, the methods of treatment – including medication, lifestyle changes of diet and exercise, behavioral therapy, and strategies used by teachers in contact with children with ADHD – will be discussed.  

The following story was shared by a mother of two sons, one of which has ADHD.  This story demonstrates to others that it is possible to experience a disaster and at the same time be blessed with a successful school teacher for a child with ADHD.  Alyson, the mother of Daniel (age 10) and Dillion (age 5), was scared about the upcoming year of putting Dillion, the son with ADHD, is school, for he was distracted easily, fidgety, irritable, hyperactive, forgetful, and had poor impulse control.  She felt that he wouldn’t learn properly, concentrate, or socialize with others in the classroom.  She wondered if he would have friends or if he would be a distraction to everyone in the classroom.  Alyson was contemplating the benefits of his being in a school environment.  After long days of going back and forth between decisions, Alyson made the decision to allow Dillion to start Kindergarten at the local elementary school near their home.  
The first day of school for Dillion was one Alyson hasn’t forgotten.  Mrs. Reeves, a first year kindergarten teacher, called Alyson eight times throughout the school day with problems centering on Dillion.  He was daydreaming, spinning around in his chair, lying on the floor, distracting others, not paying attention, hitting others, yelling out, and talking out of turn throughout the whole day.  Alyson was beside herself when she picked Dillion up from school that day.  She talked to Mrs. Reeves, who was currently worn out and frustrated with the long day centered on Dillion.  Alyson began to wonder if her decision to place Dillion in school was a good choice.  She decided to try it once again.  
However, the same results continued and gradually got worse everyday for Mrs. Reeves.  One day after school when Alyson came to pick Dillion up, he wasn’t in the classroom.  She found him in the principal’s office lying upside down from a chair, kicking and screaming.  Appalled by the fact that they didn’t call her to come get her child, she picked him up from the chair and began talking to him.  She soon learned that he couldn’t be in kindergarten anymore.  After discussing her decision with Mrs. Reeves, the ultimatum was made that either Dillion was to leave the classroom or Mrs. Reeves would quit teaching.  

Sad, angry, and frustrated, Alyson began walking out of Dillon’s elementary school when a friendly voice stopped her.  It was another kindergarten teacher who hugged Dillion.  She introduced herself as Mrs. Taylor, a first year teacher as well.  She explained that she loved Dillion and often times played with him on the playground.  It was clear that Dillion in return like Mrs. Taylor.  A little thrown off guard, Alyson wondered why this teacher wasn’t running for her life.  Alyson began talking to Mrs. Taylor about the previous conversation minutes beforehand with Mrs. Reeves.
Mrs. Taylor counseled Alyson to not take Dillion out of school.  She offered to allow Dillion to come to her class.  Mrs. Taylor explained that while growing up, she had had a little brother with ADHD, so she knew fairly well how to handle Dillion.  Alyson decided to try Mrs. Taylor’s offer.

The next day when she dropped Dillion off at school, Alyson held her breath as she drove away, hoping she wouldn’t receive numerous phone calls throughout the day.  Although she did expect the phone calls, she went home and began her daily activities, just waiting for the phone to ring.  Considerable time passed away without a single call.  Thinking to herself there must be something wrong with the phone, she rushed up to school and peeked into Dillon’s classroom.  
Here she found Dillion sitting close to the teacher's desk.  Mrs. Taylor was showing complete control over his activities, having Dillion repeat instructions and concepts back to her to be sure that he was listening.  She was using both oral and written instruction, limiting distractions as much as possible, and giving Dillion many things to do.  Everything was going fine.  
Alyson waited until school was out and went into the classroom.  She found Dillion happily cutting out a picture and gluing it to construction paper, while Mrs. Taylor, all smiles, actively helped.  It turned out to be a successful, fantastic year for Dillion, as a caring, understanding teacher demonstrated love for a child who had to learn a different way.  (A. Chounman, Personal Interview, 2006).

TREATMENTS

Although there has been much which has been written about the need for agreement of parents and teachers regarding the treatments of attention-deficit/hyperactivity disorder (ADHD), doctors most often determine the treatments for ADHD among several possibilities. Deciding what treatment for the child’s ADHD is crucial depending on the child and his or her needs.  The treatments can include prescribing drugs, lifestyle changes of diet and exercise, and behavioral therapies.
Prescription Drugs
The single most commonly used prescription drugs used is methylphenidate, better known as Ritalin.  In fact, deciding which medicine to use to treat a child with Attention Deficit Hyperactivity Disorder used to be easy. The big choice was whether to use generic or brand name Ritalin.  Now there are many different types of prescription drugs used to help with ADHD.  However, Ritalin is the the thethe single most commonly used drug prescribed and contains the drug amphetamine, which is a deactivator for increased distractibility and impulsiveness.  It’s a neurotransmitter linked to the brain that acts as a stimulant for causing calmness and focusing; more so, it is a drug used to slow down irritability.   Ritalin seems to help the student gain self confidence because it allows him or her to concentrate better, allow them to get more work done, and reduce frustration throughout the day. 
There is now a much larger choice among stimulants that can be used to treat ADHD. Many of the newer medications have the advantage that they only need to be given once a day and can last for up to 12 hours.  There has been a sustained release version better known as Relmoerer, which starts acting immediately to decrease energy and irritability and increase calmness and concentration abilities.  This medication needs to be taken once a day to every other day.  This stimulant used to treat ADHD contains both methylphenidate and dextroamphetamine, both of which help in aiding concentrating and slowing down irritability and hyper activity.  
Another commonly used medication usually prescribed to children, containing both dextroamhetamie and methylphenidate, is Adderall. XR.  This drug is good for children that need only extremely low doses of medication.  Addrerall XR can be crushed up, chewed, or swallowed, and it contains enough strength to help a child concentrate for long hours, even after the school day wears off and the child is doing homework.  This medication, however, needs to be taken several times daily.

Regardless of the drug choice, users need to be cautious. Harvard recently sent a letter out indicating new data that shows risks with medications to treat ADHD. The Harvard Mental Health Center Issue (year) indicates the stimulants methylphenidate, and dextroamphetamine mainly contribute to treating attention deficit hyperactivity disorder.  As long as the recipient of them is willing to take them, these stimulants are long lasting control with symptoms of distractibility, impulsiveness and hyperactivity  The letter warns that the recipient will benefit as long as they continue to take them over a long term period of time. 

In general, whichever medication is started, a child would begin at a low dose and work his/her way up.  There are no standard dosages based on a child's weight; stimulants are usually started at a low dosage and gradually increased to find a child's best dose. The optimal dosage is the one that leads to optimal effects with minimal side effects. Additionally, finding the right medication for the child will be a challenging and frustrating task – sometimes doctors will try several different kinds before finding one that works best for a child.
Lifestyle Changes – Diet and Exercise
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  There are lifestyle changes that also help in the aiding process of ADHD.  A child’s daily activity, or even their daily diet, can be changed.  Certain foods and exercise will play a role in helping children with ADHD.  If a parent doesn’t want to use medication to treat children, they can put their child on a routine exercise program with certain types of exercising and stretching techniques that will calm nerves and help with irritability.  This routine includes such techniques like most yoga, Pilates movements, and extraneous workouts.  
Exercise should be followed by highly enriched protein and green vegetable diets, with not many carbohydrates. Goodman (1998), explains cognitive function is probably better for one to three hours after exercise: "The difficulty is that by the next day, the effect has worn off.”  If kids could exercise strenuously three to five times a day, they might not need medications at all, says Ratey (2003), an associate clinical professor of psychiatry at Harvard Medical School. Researchers show that exercise and diet do contribute a great amount of aid in the success of controlling ADHD.
Behavioral Therapy

Another commonly used technique of controlling ADHD without the use of medications is behavioral therapy sessions. These can include weekly group sessions with a trained therapist to help control or change the behavior at home and in the classroom for children with ADHD. One-on-one training sessions can also control ADHD.  Other psychological interventions include p         lay therapy and cognitive therapy, or cognitive-behavior therapy.  Behavioral therapy is a social learning approach which, in a sense, focuses on achieving the following goals: 
· develop the child's social skills and social awareness; 
· improve the child's learning skills and academic performance; 
· develop the child's ability to follow through with instructions, complete tasks, and comply with adults' requests; 
· control nervousness and irritability and sustain calmness; 
· improve the child's self-esteem by developing competencies in interpersonal, recreational, academic, and other task-related areas necessary in daily life that they usually have a hard time doing or focusing on; 
· teach parents how to develop, strengthen, and maintain these positive changes that will help their child with ADHD.  
These goals help pinpoint children's behavioral, emotional, and learning difficulties. The overall goal of the behavioral treatment program is to help children and families manage ADHD.
Although this kind of therapy does work, it doesn’t work as efficiently as prescribed drugs for ADHD.  Many doctors encourage medication with therapy because teaching children to cope with ADHD is vital. It, however, is a process long-lived and must become a way of life for them.  Although, it requires constant struggle, there are options for handling ADHD and becoming successful.  These several options for the treatment of ADHD include prescription drugs, exercise techniques, and behavioral therapy sessions.

THE TEACHER’S ROLE WITH CHILDREN WITH ADHD


The probability of a teacher having a student with ADHD is almost guaranteed; therefore, all teachers should be aware of how they can detect ADHD, how they can accurately offer or suggest treatment, and how they can help the child succeed by encouraging the use of his/her strengths.  This chapter of the research paper will discuss each of these three categories of how a teacher can play the best role possible in the life of a child with ADHD.


The role of a teacher is very important to a child: Harry K. Wong (2005), who is a noted researcher in the field of child development, mentions in one of his books that “ the average child receives 12 minutes of attention each day from his or her parents” (p. 76).  If this minimal parental attention is the case, children may spend more time with a teacher than with their own parents.  To make the best possible difference in the life of a child with ADHD, teachers must be informed of the best strategies of detection, treatment, and teaching to help children with ADHD succeed.  

Detect ADHD by Observing Symptoms


Teachers are often consulted when a child is being tested for ADHD; therefore, knowledge of the symptoms is useful to a teacher.  This section will only share one study that effectively shows the principle behind detecting symptoms of ADHD.

Symptoms of ADHD may include fidgetiness, squirming, appearing on the go or driven by a motor, poor academic performance, behavior problems, temper tantrums, defiance, police contacts, and rejection by peers (Englebrooke, 2005, p. 8).  However, many children – because they are children – experience various combinations of these symptoms and do not have ADHD.  Merrell and Tymms (2003), of the CEM Centre at the University of Durham in the United Kingdom, sheds more light on the subject of detecting ADHD: “Behavioral problems should be evident in at least two different environments (e.g. school and home), have persisted for at least six months, and some symptoms should have been presented before the individual was 7 years old” (pp.2-4).  Whereas a teacher may not have access to the information from the home, the teacher can stand as a witness for at least one of the two different environments Merrell and Tymms note – the school.


In Merrell and Tymms’ (2003) paper presented at the Annual Meeting of the American Education Research Association at Chicago, Illinois, a scale of determining ADHD in students called the Rasch Analysis scale was exhibited and discussed.  The Rasch Analysis scale includes twenty-four questions which are designed to order symptoms – according to the answers of the twenty four questions – from least recurrence to most recurrence (p. 4).  Depending on what characteristics were most frequently experienced, students could be diagnosed as one of the three subtypes of ADHD based on their behavioral patterns.  The three subtypes are predominantly inattentive, predominantly hyperactive/impulsive, and combined (p. 3).  The  most frequently experienced symptoms of the Rasch Analysis scale for each subtype relate to inattention, hyperactivity and impulsiveness, and all symptoms, respectively.

Rasch Analysis scaling can be compared to the Diagnostic and Statistical Manual of Mental Disorders Version 4 (DSM-IV) test that is also used to diagnose ADHD.  The DSM-IV test has only nine criteria for Predominantly Inattentiveness, of which six must be applicable to a child to have this subtype of ADHD.  The DSM-IV also has nine separate criteria for Predominantly Hyperactive/Impulsiveness, of which six must be applicable to a child to have this subtype of ADHD.  To be diagnosed with the combined subtype, six criteria from both previous categories must apply to the child (Merrell & Tymms, 2003, p. 3).  Merrell and Tymms mentioned inadequacy with the DSM-IV compared to the Rasch Analysis scale when they stated that the limiting factors of criteria do not allow for the possibilities of some symptoms being more subdued or pinpointing than others (p. 4).


While it may not be the job of the teacher to test the student with the Rasch Analysis scale or the DSM-IV, teachers should understand the principle obtained from Merrell and Tymms’ study which suggests that testing as thoroughly as possible and with comprehension of hierarchy of symptoms is more likely accurate than simply making a checklist of observed symptoms.  Additionally, Merrell and Tymms’ (2003) study may suggest that however the teacher tests the student, an understanding of the subtypes would be necessary – to diagnose a child with the wrong subtype would only delay proper treatment and therapy for the child (p.4).  In conclusion, when attempting to detect ADHD in students with initial hyperactivity indicators, teachers should pay meticulous attention to the symptoms of the child with judgment of hierarchy of symptoms.
Suggest Medication and/or Behavioral Therapy


Teachers can play a large role in behavioral therapy for children with ADHD, and they may also at times be asked to suggest medication for students.  Thus teachers need to be educated on these controversial issues. Scholars and doctors have been in deadlock concerning the best general treatment for ADHD.  Brain R. Englebrook (2000) of Kean University noted on the disagreement:

            For some years, the call has been out for definitive comparisons pitting 
pharmacological against psychosocial therapies in order to identify the single 
superior approach or the optimal combination of treatment ingredients for the 
hyperactive child…most such questions are untenable and untestable and in fact 
diverge energy from the fundamental issues of concern both to the clinical 
investigator and the practitioner. (pp. 1-2)  

To illustrate the above debate, Englebrook included many sources, tests, and observations in his paper.  Thus, teachers may be bombarded with such sources, tests and observations that would assuage them to make suggestions towards the medication or behavioral theory directions.  Examples of Englebrook’s studies include:

· Children may be treated with medication because it is a regularly scheduled form of treatment and because “up to 70-80% of children with carefully diagnosed ADHD appear to exhibit a positive response to CNS stimulants” said R.A Barkley in his book Attention-deficit hyperactivity disorder: a handbook for diagnosis and treatment (as cited in Englebrook, 2005, p. 3).

· “Stimulants have been shown to increase levels of compliance and sustained attention, and to have positive effects on parent-child interactions, problem-solving activities with peers, and a variety of controlled laboratory and academic tasks” (Englebrook, 2005, p. 9).

· Children using Benzedrine appeared to have longer attention and concentration spans, while hyperactivity and frictional behavior decreased (cited from Lerner, 1997, in Englebrook, 2005. p. 8)

· Global Improvement Ratings – teachers say 100% improvement in  patients with medication along with behavioral therapy, only 75% improvement in medication-only patients, and only 56% improvement in patients treated with behavioral therapy and a placebo (Englebrook, 2005, pp. 9-10). “Although each of the three treatments produced significant clinical improvement, children treated with a combination of methylphenidate and behavior therapy showed the most gains, followed by those treated with medication alone” (p. 10). 

· Gates-MacGintie Verbal scores – Only the medication groups showed improvement, especially in areas of reaction time and impulse control. (Englebrook, 2005, p.10).

It appears with all the information Englebrook included in his paper that medication is the most common and effective pathway for children with ADHD.  Countless teachers will suggest the use of medication for reckless children with ADHD, presuming it will facilitate the learning of the student.

However, Englebrook (2005) completed his own study with the use of the Word Recognition Inventory (1964) test and discovered that, according to his study, medicated students didn’t necessarily perform better academically than non-medicated students, which is contrary to all the source material quoted above.  In his test, there was no connection between taking medication and word recognition (p.3).  Englebrook tested eight students with ADHD, four taking medication and four not taking medication, and found that there was no significant difference between the performance of either the medicated and the non-medicated students in word recognition (pp. 3-4).

A toss-up is called.  Teachers should use their best judgment concerning the suggestion of medication, behavioral therapy, or both to parents and administrators as conflicting evidence suggests separate pathways.  However, the overwhelming majority of the information cited would lead one to believe that the medication pathway, with or without behavioral therapy, would prove to be most effective in not every but almost all cases.
Offer a Path of Success for Children with ADHD

Children all have strengths and likes to counter their weaknesses and dislikes.  Teachers can discover their strengths and likes and use those mediums to teach children with ADHD, offering a path to success.  A good teacher will teach according to the students’ needs and will know how to “make bridges between areas of weakness…to areas of strengths,” said Schirduan and Case (2001), doctors of the University of Hartford, Connecticut (pp.8-9).

The way many schools make these bridges is through the SUMIT (School Using Multiple Intelligences Theory) program.  A curriculum under the SUMIT program teaches students according to their intelligence strengths, which set may include any intelligences of musical, bodily kinesthetic, logical-mathematical, spatial, linguistic, interpersonal, intrapersonal, and naturalist, which are referred to as the Multiple Intelligences (Schirduan & Case, 2001, p. 6).  Normally, schools in the United States use only two of the eight basic intelligences – they predominantly instruct through the linguistic and logical-mathematical intelligences (p.3).  Interestingly enough, tests reveal that more than half of students with ADHD are naturalist and spatial strong, not linguistic and logical-mathematical (p.5).

The SUMIT program is particularly impressive as it also includes a test for the teachers so they, in turn, can determine how they can perform their objective to teach more effectively.  Teachers in the SUMIT program are tested with the Teacher Perception of Achievement Level of Students with ADHD Survey, which is devised for the purpose of assessing “the teacher’s perception of achievement level as well as self-concept and predominant intelligences of students with ADHD” (Schirduna & Case, 2001, p.5; emphasis added).  Hopefully by using the results of this survey, teachers can learn how to more successfully teach and decode their students’ needs.
Children with ADHD scored average in SUMIT schools (Schirduan & Case, 2001, p. 6-7).  Schirduan and Case also reported that these same children felt positively towards academic tasks (p.7), and that “provided with a curriculum that taught to their strengths, these students expressed a higher level of competence and self-assuredness” in all areas of academic and social settings than those students with ADHD not involved with the SUMIT program (p.8).  Furthermore, Schirduan and Case agree that teachers “should focus not on the disability ….[but] should focus on ability, or the student’s predominant intelligences” (p.9).


Getting into the habit of teaching children according to their own specific needs may require more energy and brainpower, yet it would prove well worth it.  Perhaps it will involve attending additional conferences and seminars to build a repertoire of new strategies and lesson plans.    However, a teacher has chosen this line of work to change the lives of those around them.  When a struggling student with ADHD crosses his or her path, the teacher should apply more effort, as students with ADHD are “a population that has typically been overlooked and under-served in the traditional elementary classroom” (Schirduan & Case, 2001, p.4).  As a result to this problem of overlooking and under-serving, “A [Multiple Intelligences] curriculum not only provides ways to personalize an individual’s education but it can be used to cultivate desired  results such as a passion for life goals and career” (p.11).  Who doesn’t want to cultivate such a passion for all his or her students?

Teachers are so important to the shaping of children with ADHD that cautionary methods will be beneficial.  Teachers should observe children to detect which of the three subtypes of ADHD most closely describes the child’s actions and then report to the parents and principal what they have observed.  Teachers should be prepared if and when the parents and principal request ideas regarding medication and/or therapy implementation in any of it forms.  Finally, teachers should be willing to educate the child according to his or her needs, with loving flexibility so the child can best learn and best succeed.  Though children with ADHD may initially prove incorrigible, an understanding of how to help them can create an equation of happiness and success for both the teacher and the student.

CONCLUSION
 
ADHD can be treated in many ways, including medication, lifestyle changes of diet and exercise, behavioral therapy, and strategies used by teachers.  To summarize, medications generally calm down impulsiveness and irritability while increasing the ability to focus; they vary in active ingredient and frequency of usage. Exercising and diet can also affect the intensity of ADHD.  For example, yoga is a very calming exercise, and proteins and green foods do not instigate hyperactivity like carbohydrates do. Additionally, behavioral therapy sessions, whether one-on-one or in classes, help children with ADHD.  Such sessions can help children learn how to handle and cope with this disability.  


Teachers commonly come in contact with children with ADHD.  Since teachers are asked for observation data, testing data, and suggestions for treatment, knowledge of symptoms and treatments is beneficial.  Therefore, teachers should be able to detect ADHD through a complex strategy of congregating symptoms.  Teachers should have a background of what medications or behavioral therapy can help students with ADHD.  Finally, teachers should truly love their students enough to spend necessary time in getting to know the strengths of the student with ADHD; thus, the teacher can instruct the child according to his/her strengths, offering a path of success.  Based on confident research, it is strongly believed that a child with ADHD may hope for success.
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