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			Foreword


			I am writing the foreword to this book in order to express my gratitude to Laura Stevens for her enduring efforts to educate the public on the roles that lifestyle, diet, and the environment can play in behavioral problems—especially those in young children. Although I am currently serving as a superior court judge in California, many years ago I was one of the troubled children her work sought to help.


			When I was only in elementary school, my mother had already given up hope that I would ever be successful academically. I was constantly in trouble for talking in class, acting out, and not paying attention. I was impulsive and made poor decisions daily. While never diagnosed with any mental health condition, many of the behaviors I exhibited would today be considered symptoms of ADHD. The school nurse and administrators had recommended I see a physician, with the expectation being that I would likely be placed on medication to assist with my behavioral issues.


			My mother recognized that my behavior was not always disruptive, and that at times I was calm and well behaved. While my grades were suffering, my mother knew I was intelligent. IQ tests I had taken had indicated I might even be gifted. My mother and my school were perplexed as to why I would have so many problems in school if this were the case. Thankfully, my mother was sure an explanation was out there.


			When I was in the fourth grade, my mother began researching alternative reasons for childhood behavioral problems. While at the library one afternoon, she stumbled upon a book called How to Improve Your Child’s Behavior Through Diet by Laura J. Stevens. It detailed how some children are hypersensitive to artificial colors and flavors in foods, and even to some seemingly healthy foods. My mother decided to eliminate from my diet many of the foods known to trigger behavioral issues in sensitive children. This decision changed my life. Only weeks after removing these foods from my daily meals, the difference in my behavior was so significant that my teacher called my mother to ask if she had put me on medication.


			By modifying my diet, I was suddenly able to sit still in class and pay attention. I scored better on tests, and my teachers reported that I was a pleasure to have in their classrooms. I maintained this type of diet throughout the remainder of my childhood and adolescence and continued to thrive. I became a successful member of my high school’s speech and debate team and graduated with honors. I went on to attend the University of California at San Diego, where I earned a bachelor’s degree in psychology with honors. I then attended law school at the University of San Diego, where I was made a member of the prestigious San Diego Law Review and graduated at the top of my class. I spent the next twenty-three years working as a prosecutor in Southern California, striving to achieve justice for crime victims in some of the most serious cases I could have imagined. In September of 2021, I was appointed by the Governor of California to the Riverside County Superior Court as a judge.


			I recently reached out to Ms. Stevens to thank her for the tremendous impact her work has had on my life. I was fortunate enough to be able to contact her and thank her personally. Since then, we have had many wonderful conversations on the subject of troubled children and the roles that diet and environment can have on behavior. Hearing my story actually motivated her to write another book, in the hope that she might reach even more young people who need help.


			If you are a parent of a troubled child, please know that there is hope. While medication may be necessary for some children, for others, relatively simple changes in diet and environment can yield remarkable benefits. The following information may not lead every troubled child to experience the same remarkable transformation I did all those years ago, but if it changes even one more child’s life for the better, then all the work that has gone into this book will have been worth it.


			I am forever indebted to Laura Stevens. Her work improved my childhood immeasurably and has likely played a huge role in my ability to lead a successful life. I can only imagine how differently things would have turned out for me had my mother not found Laura’s book when she did. I often see youthful criminals in my courtroom who have led troubled lives, and I wonder if their lives could have benefited from the same changes made for me when I was young. I am so grateful that Laura has chosen to continue writing books that aim to place children with behavioral issues on a positive path in life, as there are so many who could use her help. Thank you, Laura.


			The Honorable Sean P. Crandell


			Superior Court Judge, Riverside County, California
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			Introduction


			At one time or another, most parents will witness their child exhibiting run-of-the-mill problem behavior, which may include talking back, crying, yelling, not listening, or other mild behavioral issues. While these confrontations can be frustrating, they are typically resolved by proper parenting. There may come a time, however, when parents realize that their child’s disruptive conduct is definitely not normal, something is wrong, and even good parenting skills aren’t working.


			As a new parent, the fact that your baby was born safely—with all ten fingers and ten toes—was likely enough to put your mind at ease for a while. You may not have considered the fact that children don’t come with individualized instruction manuals that describe how to take care of them and help them to avoid certain problems in the future. Now that your child is a bit older, if he has been consistently displaying behavioral, emotional, or learning problems, you may wish you had such a manual as you look high and low for an explanation for your child’s apparent condition. Please consider What to Do About Your Troubled Child your better-late-than-never guide. It is designed to identify your child’s condition, explain the possible reasons why it is occurring, and provide potential solutions for the problem.


			But what exactly do we mean when we say a child is “troubled”? For the purposes of this book, the term “troubled child” refers to a child who has a moderate to severe behavioral disorder. Such children may also exhibit physical symptoms that are commonly associated with their disorders. Different troubled children may be affected by different disorders, but they all share a common denominator: They are all much more difficult to parent than the average child. The information found in this book is meant to make things easier.


			This book has been divided into two parts. Part One focuses on the most common behavioral disorders from which children may suffer, including attention-deficit/hyperactivity disorder, oppositional defiant disorder, conduct disorder, obsessive-compulsive disorder, anxiety disorders, and autism spectrum disorder. The chapters feature questionnaires designed to help you to identify the specific characteristics of your child’s behavior and the disorder to which they point. For each disorder, we describe traditional treatment, which includes therapy and medication, and complementary approaches, which are discussed in greater detail in Part Two. Often a combination of behavioral therapy, medication, and complementary treatment is the most effective approach to helping a troubled child.


			Part One goes on to discuss the psychological and physical problems commonly associated with the major disorders described in the book, such as aches and pains, depression, poor gut health, obesity, and learning difficulties. It then explains how to find the right healthcare provider for your child, which is an important step on the path to a better life for your child. This healthcare provider might be your child’s regular doctor or a specialist of some kind. No matter the type of doctor, she should always be patient and attentive to your concerns and questions. A doctor who immediately pulls out a prescription pad and offers no other treatment options should be avoided.


			In Part Two, you will find further information on the complementary approaches you can take to the treatment of the conditions described in Part One. It outlines four general areas of complementary treatment: lifestyle, nutrition, environment, and helpful programs and devices.


			Whether you address your child’s sleep patterns, exercise level, diet, or sensitivity and exposure to toxic elements in his environment, these medication-free treatment methods are backed by medical science and can make a big difference in your child’s behavioral disorder. Moreover, allowing your child to take part in the right summer camp or even play the right video game can lead to noticeable positive changes in his behavior.


			You may have noticed that this book uses male gender pronouns to describe children with behavioral disorders. This choice was made partly for convenience but also because boys are more likely than girls to be affected by these conditions (although girls are certainly no strangers to these problems). In an attempt at gender equality, this book uses female pronouns when referring to healthcare professionals and educators, including doctors, psychologists, therapists, and teachers.


			Finally, as the authors of What to Do About Your Troubled Child, we are deeply aware of the inequities in healthcare overall, and of the implicit bias that children and families of certain racial backgrounds—particularly African American, Hispanic, and Native American children and families—and underserved communities face in relation to the topics discussed in this book. Unfortunately, the methods used to diagnose behavioral disorders often do not take into account cultural or racial disparities, which may be current or historical, and frequently see things from a Eurocentric perspective. In other words, we must question the system’s ability to make accurate diagnoses in particular populations.


			This bias is perhaps most apparent in the overly diagnosed condition of conduct disorder and the underdiagnosed condition of attention-­deficit/hyperactivity disorder in children of specific racial backgrounds. Children from these communities are overly diagnosed with conduct disorder and more often considered “bad,” and less likely to be assessed as having a behavioral issue such as attention-deficit/hyperactivity disorder, which is not as stigmatized. Furthermore, they are much less likely to have had a proper behavioral evaluation, or to have access to healthcare professionals who understand their communities.


			If we are truly concerned about the welfare of all children in this country, then we must not forget to take the social and economic differences between their communities into account when we make decisions regarding their wellbeing. Doing otherwise will continue to lead to tragic outcomes for kids in those communities that frequently face bias in the healthcare system, including high rates of school expulsions, incarceration, and drug and alcohol abuse, as well as lost academic and athletic opportunities.


			As a parent of a child with a possible behavioral disorder, you practically need to become a detective in order to track down the reasons for your child’s problem. Once you’ve solved the case, however, you may not be in a position to try all the therapies suggested by this book. If so, simply choose the therapies that make sense for you, your child, and your family—taking time, availability, and cost into consideration.


			We understand that you have picked up this book most likely because you feel that something is not right about your child’s behavior. You may even get so angry at your child’s disruptions at times that you lose your temper and even consider the use of physical punishment. Nevertheless, research has shown that physical punishment is not helpful and can actually make your child’s behavior worse. Ignoring it and hoping it will go away on its own, however, won’t solve your child’s problem either. The key to changing your child’s behavior—and his life—for the better is to recognize the nature of his behavior and take appropriate steps to deal with it. We think the information provided by this book can put you and your child on this journey. If it seems overwhelming, try to remember that you need only take a single step to start.


		


	

		

			Part One: 
Identifying the Problem


		


	

		

			1. Attention-Deficit/Hyperactivity Disorder


			Attention-deficit/hyperactivity disorder, or ADHD, is the most common behavioral disorder that affects the brain. Children with ADHD may be inattentive, impulsive, hyperactive, or any combination of these traits. This disorder is usually diagnosed in early childhood, but a diagnosis of ADHD may also be seen during the teen years or adulthood. ADHD affects twice as many males as it does females. According to a 2016 study, the number of children in the United States between the ages of two and seventeen that have been diagnosed with ADHD is estimated to be over 6 million, or approximately 9 percent of this age group. To top it off, about 20 to 30 percent of children with ADHD have parents or siblings with ADHD. The questionnaires on pages 8 and 9 can help you to determine the likelihood of your child having ADHD. 


			TYPES


			A diagnosis of ADHD is categorized as one of three types. The first type is attention-deficit/hyperactivity disorder, predominantly inattentive, or ADHD-PI, in which inattentiveness is a major problem but impulsivity and hyperactivity are not. The second type is attention-deficit/hyperactivity disorder, predominantly hyperactive-impulsive, or ADHD-PH, in which impulsivity and hyperactivity are major problems but inattentiveness is not. Finally, attention-deficit/hyperactivity disorder, combined, or ADHD-C, refers to the presentation of both inattentiveness and hyperactive-­impulse behaviors in an individual who is affected by ADHD. 


			QUESTIONNAIRES


			Please complete the following questionnaires. The symptoms you are evaluating should have been present for at least six months in a child usually older than four years of age. They should also be present in more than one setting—at home, at school, with relatives or friends, etc.


			Table 1.1. Inattentiveness Questionnaire


			

				

					

					

					

					

					

				

				

					

							

							Symptom


						

							

							Frequency


						

					


					

							

							Inattentiveness


						

							

							Never


						

							

							Occasionally


						

							

							Somewhat Often


						

							

							All the Time


						

					


					

							

							How often does your child make careless mistakes in schoolwork, at work, or in other activities, or fail to pay attention to details?


						

							

							0


						

							

							1


						

							

							2


						

							

							3


						

					


					

							

							How often does your child have trouble holding his attention on tasks?


						

							

							0


						

							

							1


						

							

							2


						

							

							3


						

					


					

							

							How often does your child seem not to listen when directly spoken to?


						

							

							0


						

							

							1


						

							

							2


						

							

							3


						

					


					

							

							How often does your child fail to complete schoolwork, chores, or other duties (i.e., lose focus or get side-tracked)?


						

							

							0


						

							

							1


						

							

							2


						

							

							3


						

					


					

							

							How often does your child have trouble organizing tasks or activities?


						

							

							0


						

							

							1


						

							

							2


						

							

							3


						

					


					

							

							How often does your child avoid or show reluctance toward doing tasks that require mental effort over a long period of time (e.g., schoolwork)?


						

							

							0


						

							

							1


						

							

							2


						

							

							3


						

					


					

							

							How often does your child lose things necessary for tasks or activities (e.g., keys, pencils, books, tools, paperwork, etc.)?


						

							

							0


						

							

							1


						

							

							2


						

							

							3


						

					


					

							

							How often does your child get easily distracted?


						

							

							0


						

							

							1


						

							

							2


						

							

							3


						

					


					

							

							How often is your child forgetful in daily activities?


						

							

							0


						

							

							1


						

							

							2


						

							

							3


						

					


				

			


			Table 1.2. Hyperactivity and Impulsivity Questionnaire


			

				

					

					

					

					

					

				

				

					

							

							Symptoms


						

							

							Frequency


						

					


					

							

							Hyperactivity and Impulsivity


						

							

							Never


						

							

							Occasionally


						

							

							Somewhat Often


						

							

							All the Time


						

					


					

							

							How often does your child fidget with or tap his hands or feet, or squirm in his seat?


						

							

							0


						

							

							1


						

							

							2


						

							

							3


						

					


					

							

							How often does your child leave his seat in situations in which remaining seated is expected?


						

							

							0


						

							

							1


						

							

							2


						

							

							3


						

					


					

							

							How often does your child run around or climb in situations in which doing so is not appropriate?


						

							

							0


						

							

							1


						

							

							2


						

							

							3


						

					


					

							

							How often is your child unable to take part in leisure activities quietly?


						

							

							0


						

							

							1


						

							

							2


						

							

							3


						

					


					

							

							How often is your child “on the go,” acting as if driven by a motor?


						

							

							0


						

							

							1


						

							

							2


						

							

							3


						

					


					

							

							How often does your child talk excessively?


						

							

							0


						

							

							1


						

							

							2


						

							

							3


						

					


					

							

							How often does your child blurt out an answer before a question has been completed?


						

							

							0


						

							

							1


						

							

							2


						

							

							3


						

					


					

							

							How often does your child have trouble waiting his turn?


						

							

							0


						

							

							1


						

							

							2


						

							

							3


						

					


					

							

							How often does your child interrupt or intrude on others?


						

							

							0


						

							

							1


						

							

							2


						

							

							3


						

					


				

			


			Evaluating Your Responses


			If at least six of your answers landed in the “somewhat often” or “all the time” category on the inattentiveness questionnaire, then your child may have difficulties with attention. If, in addition, you answered “never” or “occasionally” to most questions on the hyperactivity and impulsivity questionnaire, then your child may have attention-deficit/hyperactivity disorder, predominantly inattentive, or ADHD-PI.


			If the majority of your answers on the inattentiveness questionnaire landed in the “never” or “occasionally” category, then your child probably does not have significant attention problems. If, however, you also answered “somewhat often” or “all the time” to at least six questions on the hyperactivity and impulsivity questionnaire, then your child may have attention-deficit/hyperactivity disorder, predominantly hyperactive-impulsive, or ADHD-PH.


			If, of course, you answered “somewhat often” or “all the time” to at least six questions on both questionnaires, then your child may have attention-deficit/hyperactivity disorder, combined, or ADHD-C.


			SYMPTOMS


			The term “ADHD” is thrown around so easily these days that it may seem difficult to know exactly what it actually means to experience symptoms of ADHD. The following four symptoms characterize the types of behavior an ADHD child will exhibit on a regular basis.


			Fidgeting


			Fidgeting is a form of stimming, which refers to a self-stimulating behavior characterized by repetitive movements or noises. Children may fidget, often with their hands, in order to calm themselves, self-soothe, or manage their emotions. The act of fidgeting actually produces changes in the brain’s chemistry that calm the child. This symptom is also common in children with autism spectrum disorder. (See Chapter 6 for more information on autism spectrum disorder.)


			Hyperactivity


			Hyperactivity refers to being unusually or abnormally active compared with peers in the same situation. A child with hyperactivity may seem always on the go or in constant motion.


			Impulsivity


			Impulsivity is the tendency to act without thinking or considering whether the action is appropriate, logical, or dangerous. Impulsive behavior does not consider the consequences of speaking or acting. At school, an impulsive child may raise his hand to answer a question without thinking exactly what is being asked and then blurt out the first thing that comes to mind when called upon. An impulsive child may dart into a street without checking for cars, or may leap to the ground from a dangerously high place.


			Inattentiveness


			Inattentiveness refers to a lack of focus on a given event or situation. For example, an inattentive child may have difficulty concentrating on parental instructions, details of homework, class lessons, or long conversations. Children with inattentiveness have trouble organizing their homework, school bags, and desks at school. In addition, they often fail to finish projects and activities. If they do complete their homework on time, they may neglect to bring it to school and turn it in. This symptom may also be seen in children who have dyslexia or another form of learning disability, as these kids are prone to get bored and become inattentive due to their learning problems.


			OBSERVING YOUR CHILD’S BEHAVIOR


			Children with ADHD often frustrate their parents and siblings at home and during family outings with the chaos, turmoil, and disorder they create. Likewise, in school, teachers are forced to take time away from their lesson plans to manage children with ADHD, who cannot stay still, do not listen, and are difficult to teach. The point is that there are a number of environments in which we can observe a child’s behavior.


			Family Life


			Your child may completely disrupt family activities. Parents who have to deal with their child’s ADHD every day have reported that their child:


			

					behaves unpredictably (e.g., suddenly runs off, jumps from high places, plays with dangerous items, etc.).


					cannot get to sleep or stay asleep.


					cannot sit still for any extended period of time, moving around at the dinner table, on the couch, or in the car.


					is unable to stand still, seeming to have an urge to be in motion.


					does not pay attention to what is being said by a parent, friend, or sibling.


					is unorganized and fails to set up his room, school papers, or school bag in a way that would help him to find things.


					is unable to focus on a specific activity, such as doing homework, watching television, or playing games.


					wiggles or squirms in a quiet setting, such as a place of worship.


			


			No matter how frustrating these circumstances may be, before you blame your child for his off-the-wall actions and tell him that he could do better if he’d only try harder, keep in mind that his brain is slightly different from the brain of a child without ADHD. This fact should not be used as an excuse for problematic behavior, of course, but should be kept in mind.


			It is not uncommon for the behavior of a child with ADHD to put stress on the child’s entire family and impact the child’s relationships with all family members. It may feel as though you are grasping at straws simply to have a “normal” family life, and you would not be alone in that feeling. Moreover, the constant fighting between couples that so often happens when they are trying to determine how to deal with their troubled child can quickly lead to separation or divorce. Finding common ground on how to manage this issue is crucial.


			As a parent of an ADHD child, your stress level is likely elevated due to your worry about his difficulties out in the world and your struggle to maintain discipline at home. Unfortunately, in a school setting, the troubles of an ADHD child land on a teacher’s shoulders.


			School


			In a more rigid setting, such as school, children with ADHD have a hard time following the rules set by those in charge. These kids usually perform poorly in school due to several behavioral issues, including:


			

					being unable to sit still in a seat.


					constantly chattering or wandering around the classroom and bumping into desks and other students.


					difficulty paying attention, listening to the teacher, or following instructions.


					constantly fidgeting and having trouble sitting still.


					pushing in front of other children in line to go to recess, the bathroom, or the cafeteria.


					shouting out wrong answers without really considering the question.


					trouble absorbing and processing school lessons.


			


			Due to these behaviors, children with ADHD tend to have trouble keeping up academically with their peers. They may also have specific learning disabilities in reading, math, or handwriting. Language and speech problems may complicate their attempts to communicate with teachers and peers because they speak too quickly. In addition, at recess or in gym class, they may be clumsy and display poor motor coordination. Keep in mind that these issues do not mean your child is not intelligent, only that his intelligence cannot be demonstrated due to these difficulties.


			Currently, teachers might have an average of three children with ADHD in a classroom of thirty students. Needless to say, teachers may be frustrated and exhausted, and may tell parents, “I can’t deal with your child. He takes up more of my time than all the children together. Please see your child’s doctor for medication. I’ll send the doctor a report.” Despite a teacher’s good intentions, however, keep in mind that only you and your child’s doctor will decide whether to put your child on medication, and that any label a teacher might apply to your child is not an official diagnosis, which should come from a clinician and be supported by approved testing. Nevertheless, the suggestion to see his doctor may be a good one.


			Some children with ADHD are so disruptive in the classroom that they may be placed in special classes or special schools, or even expelled if they also have severe conduct problems. About one-third of them repeat a grade. Approximately 30 to 40 percent require some type of special education class. Almost one-third of children with ADHD drop out of high school or delay completion of high school. As they get older, because of their impulsivity, they may perform illegal acts and become involved in the juvenile justice system. Roughly half of all children in the juvenile justice system have a history of ADHD. These days, thankfully, some schools offer programs that can help children with ADHD to get on the right track and avoid landing in the wrong half of that statistic.


			You may find yourself wondering, “Why does my child act like this? Where did I go wrong? Why is my child so different from others I see?” To answer these questions, we must discuss the risk factors for ADHD.


			RISK FACTORS


			The risk factors for ADHD have been extensively studied but no common single cause has been identified in all cases of ADHD. Nevertheless, a number of major risk factors have been recognized at this point. You may be relieved to know that poor parenting is not thought to be a cause of ADHD. Of course, this is not to say that how you parent a child with ADHD isn’t extremely important. Let us begin to investigate the possible reasons behind ADHD by looking at brain abnormalities.


			Special Education


			Special education refers to the designing of a school program and learning plan that works for a child with special needs, such as ADHD. There exists a law called the Individuals with Disabilities Education Act (IDEA), which mandates that public education must provide appropriate services to children who cannot learn in a regular classroom. If your child doesn’t meet this standard, you may try Section 504 of the 1973 Rehabilitation Act, which requires that students with disabilities be provided “free appropriate public education.”


			If testing reveals that your child has significant behavioral or learning problems, a special program called an Individualized Education Plan (IEP) should be developed for him. The parents of a child that qualifies for an IEP will meet with school personnel, including his teacher, a special education teacher, a guidance counselor, the school’s principal, and perhaps a speech teacher, provided the child has communication problems. The IEP will outline the goals for the child as well as the educational, developmental, and behavioral support and services the school will provide.


			The following instructions are some of the ways the classroom of an ADHD child may be made more appropriate.


			

					Allow the child to take tests or work on assignments in a quiet area.


					Give the child assignments one at a time and break down large assignments into smaller parts.


					Give the child extra time in which to take tests.


					Place the child in special education classes, which have fewer students so the teacher can give more attention to each student. (This placement could be full-time or part-time, allowing the student to participate in regular classrooms.)


					Reduce the child’s workload, including both classroom and home assignments.


					Seat the child away from distractions of doors and windows and closer to the teaching area.


					Set up a system of communication between the parent of the ADHD child and the teacher (e.g., a notebook, daily emails, or phone calls).


			


			For more information on special education services available in schools, please visit www.verywellmind.com and the CDC webpage www.cdc.gov/ncbddd/adhd/school-success.html. Children with ADHD can learn and behave more appropriately. They simply need to get the necessary help.


			Brain Abnormalities


			The brains of children who have ADHD display structural abnormalities. These abnormalities may cause these children to seem unintelligent when, in fact, they are highly intelligent. Extensive research has been done on children with ADHD, including brain scans. Researchers have found that the brains of children with ADHD contain five areas that are smaller or less active than those same areas in the brains of non-ADHD children.


			Additionally, studies have shown notable differences in the brain chemistry of children who have ADHD compared with those who do not, specifically related to neurotransmitters. Neurotransmitters are chemicals in the brain that help neurons (nerve cells) communicate with each other. In a child with ADHD, two neurotransmitters are low in supply: dopamine and norepinephrine. Dopamine affects mood, attention, motivation, and movement. Norepinephrine also helps people to pay attention and focus.


			The electricity in an ADHD child’s brain may also be different. The human brain contains over 100 billion neurons. Each neuron produces a tiny amount of electricity. Using electricity and neurotransmitters, the brain’s neurons send and receive messages from other neurons. In children with ADHD, you might assume brain activity to be too fast, but it is actually slower than that of children without ADHD.


			Blood flow may also play a role. Active regions of the brain require more blood flow. Blood carries oxygen and nutrients to the billions of brain cells and removes carbon dioxide and waste. In children with ADHD, however, some portions of the brain affecting inhibition and attention have less blood flow.


			A child may have ADHD because of abnormal brain development during pregnancy. Pregnancy should be a time of excellent healthcare and good nutrition. It should also be as free from harmful substances as possible. Both nicotine and alcohol are two harmful substances that may cause brain abnormalities in a fetus. Maternal smoking nearly triples the risk of the child having ADHD, and the greater the number of cigarettes smoked each day, the more severe the ADHD. Similarly, children from alcoholic mothers are more likely to have structural brain problems. These children are hyperactive, disruptive, and impulsive, and are at risk for a variety of other psychiatric disorders.


			Children who are born prematurely are five to nine times more likely to develop ADHD. Very low birth weight is associated with ADHD. Additionally, children born to women exposed to viruses or bacteria during pregnancy may also exhibit slight brain damage.


			After birth, children who experience brain infections or brain tumors may later develop ADHD. Children who have experienced head trauma from an auto accident, a severe blow to the head by a hard ball or rock, or a hard fall in which brain cells are damaged may also develop ADHD.


			Brain abnormalities contribute to the symptoms you see in a child with ADHD. When an ADHD child isn’t paying attention or acts impulsively, it may not be that he does not want to do the things being asked of him (although that may be part of his reluctance); it may be that his slightly abnormal brain keeps him from acting normally. These brain differences, however, do not necessarily mean the problems associated with ADHD cannot be overcome through behavioral modification, medication, or other interventions.


			Diet


			Malnutrition affects millions of children worldwide, including children in the United States, where both children and adults are often undernourished even if they are overfed. In other words, children and adults tend to eat too much nutritionally inferior food and not enough healthy food. Many experts agree that behavioral disorders such as ADHD may be caused, in part, by malnutrition. One piece of evidence for this idea is that children with ADHD have higher weights in relation to their heights. This ratio is known as the Body Mass Index (BMI), and children with ADHD tend to have higher BMIs than healthy children, meaning there are more overweight or obese children in the ADHD population than there are among the non-ADHD population.


			Diets high in saturated fat, partially hydrogenated oils, sugar, and corn syrup contribute to malnutrition. The consumption of too few vegetables, whole grains, fruits, poultry, fish, dairy, nuts, seeds, and legumes can lead to nutritional deficiencies that affect all cells, especially those in the brain. Children with ADHD display lower levels of several critical nutrients, including B vitamins, iron, magnesium, and zinc. A child with low levels of these substances cannot be expected to behave properly or learn well.


			Environmental Toxins


			Everyday chemicals that your child inhales, consumes through food, or ingests through drink can cause behavioral disorders, including ADHD, autism, and learning disabilities. Exposure starts during pregnancy when the mother takes in toxic chemicals, which are then delivered to the fetus through the umbilical cord. After birth, exposure to toxins continues to affect the growing child. Infants and young children are especially vulnerable to these chemicals, as they affect and damage the maturing brain. These chemicals include products we use every day, ranging from carpeting and flooring, cleaning and lawn products, pesticides, and personal care products.


			The toxic substances found in our environment, such as lead, mercury, and cadmium, are also harmful. Analyses of baby foods have revealed that even well-known baby food brands have been shown to have contaminants, including arsenic, lead, and cadmium. Lead is also found in old paint and vaporized during removal and remodeling of older homes and apartments, both inside and outside. This lead dust poisons young children who inhale it or ingest it when they lick their contaminated fingers because lead tastes sweet. Additionally, old water lines running into homes through lead pipes can contaminate the drinking water.


			No amount of lead in the body is safe. Lead causes behavioral and learning problems. Part Two of this book contains further information on environmental pollutants.


			Genetics


			One explanation for the abnormal structures, neurotransmitters, and other abnormalities found in the brains of children with ADHD is altered genes. Scientists have found that multiple genes are responsible for ADHD. What’s clear is that ADHD runs in families. Studies of identical twins report that if one twin has ADHD, the risk of the second twin having it is high—approximately 90 percent. Nevertheless, just because certain genes may play a role in ADHD does not mean that ADHD is unavoidable if these genes are present.


			Sleep Problems


			Children with ADHD have more sleep problems than do children without ADHD. Of course, stimulant medication for ADHD can cause sleep problems, but even without medication, children with ADHD have more sleep problems than do healthy children. If your child does not get enough sleep each night, his brain will not function well the next day. These sleep problems contribute to the causes of ADHD.


			During sleep, your brain performs “clean-up” tasks, removing waste products and debris that have accumulated over the course of the day. It is critical for a child’s brain to get enough good-quality sleep if it is to be ready for the next day. If your child is up and down all night, his sleep will not have been deep and restful. If his nose is congested from allergies, he will not sleep well. If he has enlarged tonsils and adenoids or perhaps a specific sleep disorder, he will not get refreshing sleep. Part Two discusses ways to promote restful sleep.


			Thyroid Problems


			Your child’s thyroid gland may be making too much or too little thyroid hormone. This issue can cause behavioral problems for a few children who have ADHD. The thyroid gland is a butterfly-shaped organ in the neck that produces thyroid hormone, which affects nearly every cell in the body. If too much thyroid hormone is produced (hyperthyroidism), the body’s functions speed up. If too little thyroid is produced (hypothyroidism), the body’s functions slow down. Both too little thyroid hormone and too much thyroid hormone can affect a small group of children with ADHD. These problems impact the brain and, not surprisingly, behavior and learning.


			A few children with ADHD may produce too much thyroid hormone and show emotional outbursts, irritability, shaky hands, or an inability to concentrate. On the other hand, a child with ADHD may produce too little thyroid and be forgetful, tired, and inattentive. Thankfully, a child’s doctor can easily test thyroid function with a simple blood test.


			ASSOCIATED DISORDERS


			Many of the behavioral conditions discussed in Part One may exist alongside ADHD. Technically speaking, associated conditions are called comorbid disorders. Six in ten children with ADHD have at least one other mental, emotional, or behavioral disorder. According to research:


			

					approximately 25 to 75 percent of children with ADHD also have oppositional defiant disorder, or ODD. Anger, irritability, defiance, and vindictiveness are behaviors associated with ODD. (See Chapter 2.)


					approximately one-third of children with ADHD also have conduct disorder, or CD. Children with CD lie, cheat, and steal. They are aggressive and violent toward others and may destroy property or set fires. (See Chapter 3.)


					approximately 6 to 30 percent of children with ADHD also have childhood depression. These children show severe, persistent sadness that can interfere with schoolwork, family life, play with friends, and special interests and hobbies. (See Chapter 7.)


					approximately three in ten children with ADHD have an anxiety disorder. Children with anxiety disorder are persistently anxious and irrational, with overwhelming worry, fear, and anxiety. (See Chapter 5.)


			


			You can imagine how having one or more of the above problems in addition to ADHD would be overwhelming for a child, his parents, and his teachers. (See Chapter 7 for more information on the physical or mental disorders that may accompany ADHD.) Although you have completed the questionnaires and learned whether your child may have ADHD, you still don’t have an official diagnosis by a doctor. In order to determine an official diagnosis, you should make an appointment to visit your child’s doctor.


			Is It Laziness or ADHD?


			Attention-deficit/hyperactivity disorder, predominantly inattentive (sometimes referred to as attention-deficit disorder, or ADD) is extremely common, affecting 23 percent of preschoolers, 45 percent of elementary school children, and 75 percent of adolescents. In other words, it is a major problem for many children.


			In some ways, a child with ADHD-PI is different from a child with ADHD-C. Research has shown that the type of inattentiveness associated with ADHD-PI differs from the type associated with ADHD-C. Furthermore, children with ADHD-PI are often hypoactive, meaning they are slow to respond to a stimulus. They display a limited attention span, are distractible and forgetful, and often procrastinate. They are frequently accused of being lazy. They may daydream. They have trouble focusing their attention on the task at hand. They lose things and are unable to find them. Their minds wander when doing homework or reading. They are disorganized, make careless mistakes, and are sloppy. They get bored easily, have trouble completing projects, and find it difficult to complete all their homework correctly and turn it in on time.


			Children with ADHD-PI may be introverted and have few friends. Anxiety, depression, and reading and language deficits are more common in children with ADHD-PI than in children with ADHD-C. Teachers and parents are often frustrated by the inaction, sluggishness, and inattentiveness of children with ADHD-PI, and may think of them as “dumb” or “lazy,” when actually they may be quite intelligent but lack motivation and self-esteem because they have an imbalance of brain chemicals. You may not be able to tell the difference between laziness and ADHD-PI, but a professional will.


			Unlike children with ADHD-C, children with ADHD-PI do not usually act out in class. They don’t get into the trouble that a child with ADHD-C might. Instead, in a class of thirty children, they may be lost and overlooked because they are quiet. Therefore, they are seldom evaluated and treated for their serious problems. While some children with ADHD-C improve as they age, children with ADHD-PI usually do not, and their inattentiveness may forever influence their lives at work and at home.


			One underlying reason for ADHD-PI is genetic. More children with ADHD-PI have a particular sequence in a certain gene than do children with ADHD-C. In the brain, children with ADHD-PI seem to have problems in the prefrontal cortex, while children with ADHD have problems in other areas.


			Responses to medication vary. Some children with ADHD-PI do not respond to methylphenidate (Ritalin). Some are helped more by amphetamines (Adderall).


			Endeavor-Rx is an exciting new computer game that may be quite helpful. It’s a prescription game that improves attention. It’s proven so successful in improving attention that it has been approved by the FDA. You must get a prescription for it from your child’s doctor. Unfortunately, there have been few studies on the role of nutrition, diet, or biochemistry in ADHD-PI. Perhaps this is because children with ADHD-PI don’t cause chaos in class or at home, nor do they become juvenile delinquents, so the “squeaky wheels” (difficult children) get the “grease” (research dollars). Certainly, feeding your child a healthy diet makes sense in terms of its important micronutrients. Lifestyle changes, including your child getting enough high-quality sleep and regular exercise, may also help.


			The inset titled “Tips for Parents from the CDC” is a helpful guide to getting your child organized. In addition, ADDitude magazine has many articles, suggestions, and even webinars for parents of children with ADHD-PI.


			DIAGNOSIS


			While the questionnaires at the beginning of this chapter may provide you with a clearer idea of what your child may be experiencing, they will not provide a definitive diagnosis. Trained professionals, such as pediatricians, child psychiatrists, and child counselors, have the expertise to diagnose and treat ADHD. Diagnosis requires questionnaires like the ones in this chapter to be completed by parents (or caregivers) and teachers, and includes interviews with the child and the child’s parents. The doctor should rule out other disorders that may cause similar symptoms, including anxiety, depression, behavioral problems, learning and language disorders, autism, tics, and sleep disorders. If one of these issues is present, the child may be referred to another specialist for treatment.


			Computer Assessment Tests


			A doctor or psychologist may give your child a twenty-minute computer test to measure his attention and impulsivity. It’s like a very boring computer game. For this test, the child sits in front of a computer screen on which various letters appear one at a time as he watches for a specific letter. When he sees the letter, he responds by pressing a key as fast as he can. The computer keeps track of the time it takes for him to see the letter and respond. If he presses the key when the wrong letter is in front of him, however, the computer program counts the error, thus keeping track of his attention and impulsivity.


			One such test is the Tests of Variables of Attention, or T.O.V.A., and another is the Conners’ Continuous Performance Test, or CPT. One of the benefits of a computer assessment is that it is objective and not swayed by someone’s opinion or experience. These tests can be used for diagnosis and to evaluate treatment results, but a computer test should never be used alone to make a diagnosis without a careful history, parent and teacher questionnaires, and interviews. The test is just one diagnostic tool.


			So, how are symptoms of ADHD managed? Let’s first discuss traditional treatment, which may include therapy or different prescription medications that can be used to treat a child with ADHD. In Part Two of this book, we describe complementary therapies that have helped many children.


			TRADITIONAL TREATMENT


			As you have just learned, there are two types of traditional treatments for ADHD: therapy and medication. Many doctors write a prescription on the first visit. Other doctors start with therapy and then turn to medication if a child is still having significant problems in school, which is the method recommended by pediatric experts. Medication may be used almost immediately, however, in an attempt to rescue a family from severe disruption due to a child’s behavior. As ADHD can vary in severity from child to child, it is crucial for a child’s doctor to listen to his entire story when deciding which form of treatment to employ. If medication is required, it will be most effective when used along with therapy and the llifestyle and nutritional approaches suggested in Part Two of this book. (See pages 167 and 185.)


			If your child is younger than six years old, the American Academy of Pediatrics recommends parent training in behavioral management as the first line of treatment before medication is tried. According to the CDC, both medication and behavioral management can be helpful for an older child. They also suggest that schools be part of the treatment plan. The CDC recommends behavioral management or organizational training.


			Therapy


			Your pediatrician may refer your child to a psychologist, social worker, or counselor for therapy, which can be a very effective treatment for children with ADHD under the age of twelve. For children younger than six years old, training parents in behavioral management may be used.


			In therapy, parents attend eight to sixteen sessions with a therapist, who teaches them strategies to parent their child effectively. The therapist should be someone who focuses on training parents and has had extra education and experience in using these methods. Your child’s doctor can recommend someone she respects and has worked with previously.


			Tips from the CDC for Parents


			You may have tried spanking or some other form of corporal punishment to punish your child. Parenting a child with ADHD can be exasperating, and some parents resort to threatening or spanking their children when they have misbehaved. (For more information on this type of punishment, see the inset titled “Corporal Punishment.”) There are better ways to improve your child’s behavior.


			The Centers for Disease Control has come up with the following suggestions to assist you in helping your child get organized and relieving your child’s stress and yours.


			

					
Embrace routine. Try to follow the same schedule every day, from wake-up time to bedtime.


					
Get organized. Encourage your child to put school bags, clothing, and toys in the same place every day, minimizing the chance of losing them.


					
Manage distractions. Turn off the TV, quiet noise, and provide a clean workspace when your child is doing homework. Some children with ADHD learn well if they are moving or listening to background music. Watch your child and see what works.


					
Limit choices. To help your child not feel overwhelmed or overstimulated, offer choices with only a few options. For example, have them choose between this outfit or that one, this meal or that one, or this toy or another one.


					
Be clear and specific when you talk with your child. Let your child know you are listening by describing what you heard him say. Use clear, brief directions when your child needs to do something.


					
Help your child to plan. Break down complicated tasks into simpler, shorter steps. For long tasks, starting early and taking breaks may reduce stress.


					
Use goals and praise or other rewards. Use a chart to list goals and track positive behavior, and then let your child know he has done well or reward his efforts in other ways. Be sure the goals are realistic—small steps are important.


					
Discipline effectively. Instead of scolding, yelling, or spanking, use effective directions, time-outs, or removal of privileges as consequences of inappropriate behavior.


					
Foster positive opportunities. Children with ADHD may find certain situations stressful. Finding out and encouraging what your child does well—whether it is school, sports, art, music, or play—can foster positive experiences.


					
Provide a healthy lifestyle. Nutritious food, physical activity, and sufficient sleep are important. They may keep ADHD symptoms from getting worse.


			


			These tips can help you and your child work on his organizational skills while you provide him with positive reinforcement.


			Therapy may occur in groups or with just the child’s parents. An advantage of a working with a group is that it may be helpful to hear that other parents are experiencing similar problems to your own (or even worse problems than yours), making you feel less alone. You can also encourage and learn from other parents. The cost of group training should be less than that for just the child’s parents or caregivers.


			In class, parents learn skills and strategies that employ positive reinforcement, structure, and consistent discipline to manage their child’s behavior. Parents are taught positive ways to interact and communicate with their child. The therapist may assign activities for parents to practice with their child before the next session. As you now understand, bad parenting does not cause ADHD, but improving your parenting skills can be very helpful in improving matters.


			If your child has not improved significantly with therapy, his doctor may choose medication.


			Medication


			There are several different types of medication used to treat children with ADHD. If one doesn’t help, your doctor has lots of other medications to try. Keep in mind that these medications are powerful chemicals that affect your child’s brain. When you pick up the prescription at the pharmacy, be sure to read the package insert, and watch your child carefully for possible side effects when he starts taking the new medication. Many children can take these drugs without experiencing any side effects, but it’s important to know of the possibilities. If you are concerned by any side effects, be sure to call your doctor and talk to her about the matter. Don’t worry; you won’t be bothering her. It is her job to help you. If you get the sense that your doctor feels you are disturbing her, it may be time to find a different doctor.


			Stimulant Medications


			Stimulant medications are the most common and effective medications for ADHD. They work by changing the amounts of neurotransmitters in the brain, which can improve your child’s ability to pay attention, focus, and control behavioral problems. There are two types of this medication: methylphenidate (Ritalin, Concerta) and amphetamine (Adderall, Vyvanse). Some children respond better to one than they do the other.


			Ritalin. One of the most commonly prescribed drugs for ADHD is Ritalin. It is a short-acting stimulant that lasts about three to four hours. Another form of this drug is called Focalin. This stimulant starts to work about thirty to forty-five minutes after taking it. If your child has trouble swallowing pills, the medication may be crushed and put into applesauce or other food. There are also liquid and chewable forms. One problem with Ritalin is that it lasts only three to four hours, requiring a noon dose at school. Many children dislike this fact because it makes them look different from their peers. Different forms of this stimulant, however, including Ritalin-LA and Metadate CD, last about six to eight hours. Concerta is a similar medication, but it lasts for eight to twelve hours.


			Side Effects of Stimulants


			Loss of appetite is the most common side effect of stimulant medications. This side effect tends to last about as long as the effects of the medication. Then the child is ravenous. Take the opportunity to make sure that the food your child eats is nutritious. Don’t fall into the trap of letting him choose nutritionally poor foods. Make the most of this opportunity to feed him healthy foods.


			Besides loss of appetite, there may be other side effects. One is trouble falling asleep. Children with ADHD may have trouble sleeping to begin with, so this issue may be worsened by stimulants. Adjustment of the dosage and the timing of the day’s last dose by your child’s doctor may help. Slower growth has also been a concern associated with stimulants. Some research, however, has reported that stimulants have little or no impact on growth. Some parents complain of behavioral changes as the medication wears off—this occurrence is called rebound. Rebound could be due to hunger, so, as recently recommended, make sure your child eats healthy snacks. About 10 percent of children with ADHD have motor tics—with or without medication. Medication does not seem to be the cause of these tics.


			Corporal Punishment


			If you are like most parents, you have probably tried all kinds of punishments in response to your child’s behavioral problems but none has helped your child to behave normally. You may have even tried physical punishment, such as spanking or slapping. When it comes to corporal punishment, however, it’s important to understand how easy it is to lose control. If one strike doesn’t bring a response, then you may be tempted to hit your child again but harder. It can get out of hand and serious injuries may occur. Make no mistake: Corporal punishment is a form of abuse. As such, it must be reported to the authorities by medical professionals and social workers.


			Furthermore, physical punishment has been studied by experts, who report that it actually makes existing problems worse. It teaches a child that violence is the answer to problems, leading him to inflict the violence he has experienced on others. In the case of conduct disorder, abusive treatment by adults in the home is actually a risk factor for this disorder in the first place. There are better ways to help a child behave, which are discussed throughout this book.


			Non-Stimulants and Other Medications for ADHD


			If stimulants don’t work or the side effects associated with them are intolerable, your child’s doctor may choose to treat his ADHD with non-stimulants, blood pressure medication, or antidepressants. All three treatments are non-stimulants, so if a child reacts adversely to a stimulant medication, he may do better with one of these choices.


			Atomoxetine (Strattera). Atomoxetine (Strattera) was the first non-stimulant drug used for ADHD. It is thought to increase neurotransmitter levels. The response seems to work for about half of children with ADHD. Side effects include loss of appetite, nausea, indigestion, fatigue, dizziness, and mood swings.


			Clonidine (Catapres). Clonidine (Catapres) is a medication that was first used to treat high blood pressure, as it relaxes blood vessels to increase blood flow. It is also used to treat ADHD. It may take several weeks for maximum effect and is not considered as effective as stimulants or antidepressants. Clonidine is available as a tablet or skin patch. The patch only needs to be changed once a week. Side effects of clonidine include anxiety, dry skin, constipation, dry mouth, headaches, and sleepiness.


			Antidepressants


			Another class of medication sometimes used to treat ADHD is anti­depressants, of which there are a number of different types. For example, one class is a tricyclic antidepressant, which includes Pamelor, Tofranil, and Norpramin. Your doctor will know which one to try. Viloxazine (Quelbree) is the latest antidepressant approved by the FDA for children ages six to seventeen with ADHD. It comes as an extended-release capsule.


			Side Effects of Antidepressants


			Side effects of antidepressants can range from mild to severe. They can cause increased appetite and weight gain in some and loss of appetite in others. They can cause fatigue, drowsiness, and insomnia. Problems in the digestive tract may also occur, including dry mouth, indigestion, nausea, diarrhea, and constipation. Sudden changes in mood, behavior, thoughts, or feelings should be reported immediately to the prescribing doctor. If your child develops suicidal thoughts or actions, they should be immediately reported to the prescribing doctor.
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