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Foreword



I remember the first time I met Julian Haber. It was thirty-one years ago! I had just earned my teaching degree and started teaching first grade at a private, college-preparatory school. That’s when Dr. Haber, the pediatrician of one of my students, proceeded to tell me how I should teach the child in school. Because I clearly knew everything there was to know about instruction, I reacted by telling him something like, “I won’t tell you how to practice medicine if you don’t tell me how to teach.”


I have since learned better. In the years since our first encounter, both of us have improved our learning. Julian has kept up with the latest research, particularly regarding students with learning difficulties. He has conducted scholarly research of his own. Besides maintaining his thriving pediatric practice, Julian has taught speech-language pathology students at Texas Christian University. My own realization of inadequacy, after a few years in the classroom, led me to earn a master’s degree in special education with training as an educational diagnostician, special education teacher, and supervisor.


Julian and I have crossed paths often over the years. We both have become advocates for children, particularly children with learning disabilities. Julian and I both served on the local council of the Learning Disabilities Association of America (which was called the Association for Children and Adults with Learning Disabilities). We were both charter members of the Special Education Advisory Committee for our school district. We have exchanged information with each other over the years as our interest and knowledge expanded.


Several years ago I asked Dr. Haber to speak to the faculty at an elementary school where I was the principal. Several teachers there fancied themselves as having medical knowledge. You know some of those teachers. They are the ones who tell parents, “Your child has attention deficit disorder. You need to take him to the doctor and get him some medicine.” Julian, a developmental pediatrician, impressed the faculty with his knowledge and skills, but he impressed them even more because they understood what he was saying. He gave them information with a liberal dose of humor—information they could take into the classroom the very next day and use to improve the learning of their students.


Julian has written a book that I believe will be extremely helpful to parents and teachers. It is written to inform, but it is written in a way that is humorous and easy to read. I began reading the manuscript in a neurologist’s waiting room. I became so absorbed in the text that I just sat there, laughing out loud occasionally, and forgot to worry about why I was there. Now that’s engrossing!


Julian shares his expertise and experience in the book. He reports that, day after day, worried parents bring their children into doctors’ offices because other adults have suggested that their children may have ADHD, or Attention Deficit Hyperactivity Disorder. All too frequently doctors do a cursory examination and prescribe medicine to control ADHD. In the United States, so many children have been labeled with ADHD and medicated that methylphenidate (Ritalin) has experienced a sixfold increase in manufacture since 1990 (more than 90 percent of methylphenidate manufactured is administered to children). Such figures, Dr. Haber writes, imply “that America has an epidemic rivaling any that has besieged our population in the past century.”


Of course, as Dr. Haber notes, some children do have “disorders of inattention, increased activity, and impulsivity.” A good clinician looks at these disorders, however, as symptoms of a problem that may be present in any number of neurobehavioral disorders. Dr. Haber points out that it is the differential diagnosis of these disorders that results in correct treatment and educational practices.


Dr. Haber describes many of the disorders that present some of the same symptoms as ADHD in terms that are meaningful to parents, teachers, and medical parishioners. He addresses not only the diagnosis, but also the treatments, medical and otherwise. Parents whose children are correctly prescribed medication can learn what to expect and when. Teachers who work with children in the classroom or on a daily basis can learn ways to maximize their instruction for children with learning problems. More importantly, however, Dr. Haber offers parents hope for the future. His closing statements reflect his compassion for all children with learning problems. He writes, “Trying harder, getting help early, family support, self-esteem, and acquiring alternative skills can help most children with differences to succeed.” I cannot recommend Dr. Haber’s commonsense approach too much. He provides a wealth of information and holds no cows sacred!


Margaret Carr


Executive Vice President,


Learning Disabilities Association of Texas;


former board member, Board of Directors,


Learning Disabilities Association of America;


member, Board of Directors, Advocacy Inc.
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Preface



Recently, several authors have argued that Attention Deficit Hyperactivity Disorder (ADHD) is a myth. Nothing could be further from the truth. It is a very real entity has been called by many different names over the past fifty-five years. Perhaps as many as 15 percent of our children and adolescents are receiving medical treatment for ADHD, which can be severely devastating in the areas of learning, thinking, working, and social interaction. There is no question that the number of children diagnosed with the disorder is increasing.


On the other hand, the disorder is massively overdiagnosed, for a number of reasons. Are too many children being unnecessarily diagnosed and treated for the disorder? Or is the population with the disorder genuinely increasing? The answer to both questions is yes.


A number of other disorders, diseases, and problems display the same sets of symptoms as ADHD. Frequently, children with these symptoms are treated unnecessarily, or at times given medication for the wrong problem. This text addresses concerns about inappropriate diagnosis and treatment that perplex many parents and professionals.


These problems are still present some three years and four printings after ADHD: The Great Misdiagnosis was initially published in August of 2000. Why then is it necessary to write a revision at this time?


There are now many new innovations and changes in the manner in which ADHD is treated and diagnosed. Some of the older treatment modalities have new dangerous side effects and problems not heretofore noticed. The present edition will extend to new areas not discussed at length in the first book. How can parents navigate the sometimes complex legal matrix in the school system to get help for a child with ADHD and other problems? What are some of the special problems encountered with teenage behavior? How does a parent help a young adult with ADHD move from childhood through junior high and high school, and then on to further education and various career options? How do parents select appropriate professionals to diagnose and treat their children? What are the coexisting conditions and how are they treated?


Unfortunately, many children are still being misdiagnosed. This is becoming increasingly recognized by national organizations such as the American Academy of Pediatrics, which recently issued appropriate guidelines for diagnosis and treatment. Now it is up to parents and professionals to understand these parameters and to make sure that no child is tagged with an inappropriate diagnosis and that all children are properly and comprehensively treated when appropriate.


This book is different from other ADHD books on the market because it addresses what Attention Deficit Hyperactivity Disorder is and what it is not. It exposes some of the chicanery that has led to an explosion of cases at epidemic proportions. Furthermore, it gives treatment options: medical, nontraditional, behavioral, and remedial. Finally, to make the text reader-friendly and understandable, I have illustrated complex concepts through the use of real events in people’s lives.


I wish to acknowledge the help of Dena Francoli Hanson, Lynne Harman, and Karen Keller of the Edwin Schwartz Health Science Library at Cook Children’s Medical Center, Fort Worth, Texas, for their help and support in retrieving many of the materials used in this book. In addition I am indebted to Kathy Edwards, M.Ed., director of educational services at the Fort Worth Child Study Center; Christina Norris, R.N., M.S.R.N., C.P.N.P., Fort Worth Child Study Center; Donald Bishop, J.D.; and the DFW Writers Workshop for review of material and technical assistance. Lastly, I wish to thank my wife, Marian, for her endless hours of reading the text, her editorial comments, and her persistent prodding to help this project to completion.


J. S. H.


Fort Worth, Texas


October 2003
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Introduction


As indicated by statistics in the American Psychiatric Association’s Diagnostic and Statistical Manual of Mental Disorders, fourth edition (DSM-IV), and by the American Academy of Pediatrics’ definition of Attention Deficit Hyperactivity Disorder (ADHD), the incidence of ADHD in the United States has remained between 3 and 5 percent for several decades. This is what might be called a cocktail party statistic. It seems to have begun circulating in the 1940s, when Professor Jones asked Professor Smith, “How many children do you think have problems with attention span and hyperactivity?”


“Somewhere between 3 and 5 percent,” Smith answered.


And so it went from cocktail party to cocktail party, from professional conference to professional conference. Consequently, by the latter part of the twentieth century, when DSM-IV was published, the reported incidence of ADHD had never been changed to reflect the greater number of children diagnosed with the disorder.


However, in many schools, 15 percent or more of the student population take various medications for this malady. One mother with a student matriculating at a school for gifted students recently said that an entire class in that school was on medication at the behest of a teacher who believed that her students were inattentive and could perform better on psychostimulant medication. Common psychostimulants are Ritalin (methylphenidate), Dexedrine (dextroamphetamine), and Adderall (multiple salts of amphetamines).


In the fifty-county area in which I practice developmental behavioral pediatrics, until two years ago it was not unusual in some schools to see lines stretching down the hallway from the nurse’s office, as children waited their turn to take Ritalin and related drugs. Since the advent of longer-acting stimulant medications the lines have decreased. Nonetheless, the number of children on medication continues to increase. In some communities, such as coastal Virginia and the Detroit area, the greatest increase is in the lower socioeconomic populations, where medication has become a replacement for adequate educational remediation and psychological and family services. In other areas, such as metropolitan Chicago, the greatest amount of stimulant medication is prescribed in the most affluent neighborhoods. At the 2002 annual meeting of the Pediatric Academic Societies, Dr. Marsha Rappley reported that a large quantity of stimulant medication was being prescribed to Michigan children without a recorded diagnosis of Attention Deficit Hyperactivity Disorder.


Indeed, in several states in the South and Midwest the incidence of Ritalin and Adderall use in the student population is much greater than elsewhere in the country. A study at a large referral center for child behavior and development in St. Louis revealed that more than 30 percent of the children referred for Attention Deficit Hyperactivity Disorder did not meet the diagnostic criteria for the problem. Nonetheless, almost 20 percent of the noncriteria group were already under treatment with Ritalin or similar drugs. In other words, many children were being medicated for a condition they did not have. (See Appendix 1 of this book for the American Psychiatric Association’s description of ADHD provided in the Diagnostic and Statistical Manual IV, as well as the definition given by the American Academy of Pediatrics in Appendix 2.)


The United States Drug Enforcement Agency production quotas for methylphenidate increased by more than 3,000 kilograms between 1990 and 1995. More than 90 percent of methylphenidate is produced and prescribed for children and adolescents with Attention Deficit Hyperactivity Disorder. This represents an almost sixfold increase in the manufacture of this drug and perhaps is an indicator of the marked increase in the diagnosis of ADHD. The drug manufacturer Shire Richwood Laboratories reported almost a doubling in the number of prescriptions for Adderall between the June quarter of 1996 and 1999. In North Carolina the number of Medicaid children on methylphenidate increased from slightly more than 4,000 (4.5 percent) to more than 20,000 (9.8 percent) in a six-year period.


According to a 2001 article in the American Academy of Pediatrics’ journal Pediatrics, the use of stimulant medications in preschool children between two and four years of age has tripled. A set of guidelines issued the following year by the American Academy of Pediatrics (AAP) revealed that between 1990 and 2000 there was a sevenfold increase in the use of Ritalin and similar medications. Attention Deficit Hyperactivity Disorder had become the most prevalent neurobehavioral disorder in childhood, and one of the most common public health problems in children between six and twelve years old. Thirty to fifty percent of all visits to the offices of mental health professionals are now for the diagnosis and/or treatment of Attention Deficit Hyperactivity Disorder.


The fear of misdiagnosis and overuse of medication led the AAP to develop a tool kit for the diagnosis of ADHD. Dr. Carole Lannon, chair of the AAP Guideline Implementation Efforts Committee, recently asserted that only 25 percent of clinicians use appropriate criteria when making the diagnosis. “Sometimes doctors just sort of talk to people and put the child on a drug,” she said in an interview. Five times as much medication is used in the United States as anywhere else in the world except Australia, which reported a threefold increase in the prescribing of stimulant medication between 1993 and 1996. If the manufacture and usage of medication and statements from professionals are indicators, then perhaps as much as 15 percent of our child and adolescent population is being treated or evaluated for Attention Deficit Hyperactivity Disorder. The implication is that America has an epidemic rivaling any that has besieged our population in the past century.


A few years ago, I appeared as a panelist on a nationally syndicated Public Broadcasting Service television show concerning Attention Deficit Hyperactivity Disorder. Five of us sat in front of the glaring white lights and cameras. Three panelists were professionals and experts in the field of child development, behavior, and education. Two others were parents of children diagnosed with ADHD. One panelist, a prominent accountant and partner in a large regional corporation, revealed that his son struggled in school and had problems with interpersonal relationships. The boy was eventually diagnosed with ADHD. With appropriate medical, behavioral, and educational management, the child had become quite successful. The father said that early identification and treatment of the problem had made a great difference in his child’s life.


At the conclusion of the telecast, while chatting with this business executive, I learned that his son’s psychiatrist also felt that the executive manifested symptoms of ADHD and started him on medication for the disorder.


“Aren’t you an accountant and executive of a major corporation?” I asked.


“Yes, but when the psychiatrist began to ask me questions about my past, I realized that I, too, had the same problems as my son,” he responded.


“Did you have problems in school, with relationships or friendships?” I further queried.


“No, I actually did well and had good grades in elementary school and all the way through high school. However, when I began college, I found that I was no longer the head of my class and it was a bit difficult for me to concentrate through my first two years,” he recalled.


My curiosity got the best of me and I pursued the conversation. “From the introductions at the beginning of the program today I noticed that you graduated college, eventually got an M.B.A., and passed your public accountant certification examination.”


“Yes, I did.”


“Has your married and personal life been all right?”


Pulling out his wallet he displayed his portable family gallery. “Couldn’t be better. My wife and I have been married for fourteen happy years, and we have two beautiful children. My boy has a few problems with ADHD, but we have that under good control. My daughter is an honors student and does quite well,” the executive volunteered.


We shook hands, smiled amicably, and exchanged business cards. Here was a successful business and family man performing well within his environment. Yet a clinician diagnosed him as having a disorder.


Therein lies part of the problem with the current epidemic of Attention Deficit Hyperactivity Disorder in the United States. Do we really have an epidemic, or is an overzealous, entrepreneurial-minded group of people in the pharmaceutical, health care, and nonprescription drug industries promoting the disorder? Are well-intentioned periodicals presenting the public with partial and uncritical bits of information concerning ADHD that can be applied to many children who are normal?


If this is one side of the issue, then there are several other questions that need answering as well. Has the population of children, young adults, and adults with ADHD increased to a greater extent than knowledgeable professionals are willing to admit? Has there been an underdiagnosis of this disorder in the recent past, or has a large new population of young people with this problem suddenly arisen? Are professionals overdiagnosing the disorder by being intolerant of normal variations, or by using insufficient and inaccurate diagnostic criteria? Are parents, grandparents, and teachers intolerant of normal variants in motoric activity and inattention in children? Are experts in medicine, mental health, and education making the diagnosis of Attention Deficit Hyperactivity Disorder when other medical, sociological, or mental health problems are present instead? Lastly, is ADHD a relatively new disorder, appearing not long before it was first described in the third edition of the Diagnostic and Statistical Manual of Mental Disorders (DSM-III) in 1980?





ONE
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What’s a Parent to Do?


Parents can use many techniques to modify behavior of children with ADHD and to guide them. Some of these techniques are rule making, positive reinforcements, structured routines, information, color coding, limit setting, consequences, redirection, and posting reminders. Furthermore, parents need to approach any child with three key elements: patience, persistence, and consistency. These are even more important when dealing with a child diagnosed as having Attention Deficit Hyperactivity Disorder.


At age eight, Raymond Martinez could not stay on any schedule at home. Forgetting any series of tasks, he seldom completed anything. Much to his parents’ frustration, Raymond’s bedroom was a disaster. Clothes, bedding, and school supplies were tossed around everywhere. Homework time became a family feud. Assignments seldom made it home. When they did, the books Raymond needed to complete them frequently remained at school.


Mr. and Mrs. Martinez discussed the matter with Raymond’s school counselor and his pediatrician. Obviously, the boy had great difficulty with self-regulation. Therefore, his parents set strict timelines for virtually every family function and routine. For example, they began to eat at the same time every day. Raymond played at the same time every day, did his homework at the same time every day, and went to bed at the same time every night. Structuring in this manner helped build some semblance of a schedule. Eventually Raymond internalized this type of routine and compensated for his deficit in this area.


So that Raymond could concentrate on his homework, his parents placed him in a quiet work area with the fewest possible distractions. He was not allowed to study in his bedroom because it contained a bed, telephone, and television. They avoided the living room, which had an entertainment center and was heavily trafficked by other family members.


An adult in the household checked Raymond every few minutes to make sure he was on task. If necessary, the taskmaster used manual cues such as softly tapping Raymond’s shoulder or gesturing, which reminded Raymond that he needed to continue his work. At fifteen- to twenty-minute intervals, Raymond was permitted to get up and walk around for five minutes, and then he returned to continue his school assignments.


The school counselor suggested that the Martinez family acquire a duplicate set of books from school to keep at home. Furthermore, his mother was to get his assignments for the entire week from his teachers, thus eliminating the excuse, “Mom, I forgot to bring my assignment home today,” or, “Mom, I don’t have any homework tonight, I think I’ll go out and play.”


Testing by a developmental pediatrician revealed that Raymond had problems with executive function and short-term memory. These problems impaired Raymond’s ability to organize the surroundings at home and school. Schoolwork came home as backpack meltdown: papers and notes from several classes were mashed into one indistinguishable heap in the bottom of Raymond’s backpack. His desks at school and at home were totally disorganized.


Raymond’s organization and memory problems also affected his ability to follow a sequence of instructions. When Raymond’s parents told him to go to his room, make up his bed, put his clothes away, and take out the trash, nothing got accomplished. Likewise, when his teacher gave several instructions at once, he seldom completed the assignment. She was lucky if Raymond completed the first two tasks out of a series of five or six instructions.


Children with sequencing, memory, or self-monitoring problems need brief instructions that are task specific. Mrs. Martinez began giving Raymond one or two instructions at a time. She would instruct Raymond to go to his room and make up his bed. After a couple of minutes, she would check on him and redirect him to his room if he lingered. Then she would tell him again to make up his bed. She might help him at first, then let him complete the task himself. Complimenting Raymond on a good job when he finished, Mrs. Martinez would next instruct him to pick up his clothes and to put his things away.


Another useful mechanism for helping young people with organization and memory problems is to post reminders. Pick out the two most important chores a day that you know your child can successfully complete. Then display a sign on the refrigerator and on a bulletin board in the child’s room indicating the assignments for the day. Not only should the task be exhibited in writing, but an additional cue in the form of a picture should be placed next to the printed material. For example, “Make up your bed” may be accompanied by a picture of a bed and “Take out the garbage” by a picture of a trash can. After finishing the listed item, the child makes a check mark next to the completed task.


This technique is no different from adults using an organizer or similar written schedule to remind them of events in their lives that they might otherwise forget. Help your child to use this kind of system and to develop the habit of referring to such a source for information about daily activities.


Raymond Martinez’s teacher suggested the method of color coding to help with his organizational skills. Raymond began using a different colored notebook for each subject: green for language arts, red for math, yellow for science, and blue for social studies. His teachers cooperated by making sure that, at the end of each period, the appropriate material was placed into the correct folder. They then had Raymond put the folder into his backpack. Now Raymond and his parents could find Raymond’s school papers on the initial attempt. Each folder contained the papers appropriate for the proper subject, and made his life and homework considerably easier. Assignments from school weren’t misplaced or lost. When homework was completed, Raymond’s mother had him place the finished product into the specific colored folder for that subject.


Because Raymond’s room and work areas were a disorganized mess, Raymond’s father took the process one step further. If color coding helped at school, why not use it at home as well? Mr. Martinez created a red drawer for paper and school supplies, a green drawer for shirts and pants, and a purple drawer for underwear and socks, and so on. He found that when a small label was used to indicate color, it failed to achieve the desired result. However, when he covered the greater part of the drawer with the assigned color, accompanied with a printed label and a picture of the contents, the system worked quite well. In time Raymond’s room became more organized and appeared less chaotic.


Ten-year-old Kelly Smith was a child in constant motion. Her impulsiveness manifested itself in riding her bike on busy streets, climbing trees, and jumping off her roof into the family pool. She frequently challenged bigger and older children to fights. Her parents feared for her safety.


Kelly’s home behavior was equally dismal. Rarely did she follow her parent’s instruction without a power struggle. She refused to follow family rules and routines. She became an expert at setting one family member against the other, knew what buttons to push, and constantly argued over any request.


Mr. and Mrs. Smith took Kelly to a developmental center where she was diagnosed as having Attention Deficit Hyperactivity Disorder, Predominantly Hyperactive-Impulsive. The center encouraged the family to follow several strategies. First and foremost, they instructed Kelly’s parents to be consistent and to back each other up in front of the child. Once a rule was made, Kelly’s parents were to enforce it and not allow Kelly to break the designated command.


However, if regulations are made every moment of the day for each minute behavior considered adverse, enforcement becomes meaningless and impossible. Children should be allowed to win on occasion on smaller issues. Therefore, Mr. and Mrs. Smith were told to make rules about the most important concepts. These included the rights of other people, personal safety, and essential chores.


Judgment must be used when determining rules for safety. For example, it might be all right to climb up to the first or second large branch of a tall tree, but certainly not to the top branches thirty feet off the ground. For a child with intermediate ability, swimming in a shallow pool with supervision would be permissible, but not going into a lake without supervision. Riding a bike on a quiet neighborhood street may cause no harm, but a child should avoid a busy thoroughfare. Certainly a child should always wear a helmet whenever riding a bike or rollerblading.


Considering the rights of others frequently involves a certain amount of good sense. Siblings usually battle for the same space and blame each other for disputes. Unless one of the children appears to be getting hurt, parents should try to stay out of these kinds of power struggles. For the most part, let the children settle the problem themselves. Many of us have the fantasy that no competition exists among brothers and sisters. Remember, they are fighting for the same space and for your attention. Fighting, feuding, and fussing in this arena is nothing new. The Bible is replete with tales about Cain and Abel, Jacob and Esau, and Joseph and his brothers—who did not sell Joseph into slavery because they loved him. Always try to be fair in these disputes; try not to take sides; intervene only if someone might be injured; do not give attention to just one child. Intervention may also be necessary if one child is much older or stronger than another.


Some examples of interfering with the rights of others are constantly interrupting family conversations, always having to have the last word, physically abusing other family members, not letting family members watch their own TV programs or talk on the phone, being argumentative, pushing, frequently calling names, destroying the possessions of others, and taking people’s belongings without asking.


Important chore functions and rules may consist of taking out the garbage, doing the dishes, making the bed in the morning, going to bed at a set time each night without creating a fuss, helping clear the table, doing homework, coming to meals on time, and returning home when expected.


Rules must be simple, clear, and specific, and must have a time limit. Establish consequences for not following a rule. Offer a reward for proper performance and a penalty for not following a rule. When the penalty is taking something away, it must be something the child consider of value or enjoys. For example, parents may take away privileges such as playtime with friends, watching television, playing video games, or riding a bike.


For young adults, the ultimate objects and privileges that can be taken away are an allowance, the telephone, and the car. If all else fails, a threat to remove the child’s privacy is useful. First the television and phone may be removed from a youngster’s room, and then the door. No door, no privacy. Having no phone, no television, and no allowance makes life very boring for a teenager.


When using positive reinforcement for a child, do not give away the country farm. For younger children, offer things such as cards with pictures of cartoon characters, celebrities, or sports figures, or stickers. Older children or young adults may be given extra privileges, such as additional driving time, extended telephone use, or a small increase in allowance.


When Kelly insisted on riding her bike onto a busy thoroughfare near her house, her parents set a rule that clearly spelled out their expectations and had a penalty. “Kelly, you will not ride your bike onto James Street. If you do, you will lose the privilege of bike riding for the next two days.”


When you make a regulation, a child often will challenge it several times. In more difficult children this challenge occurs more frequently and repetitiously, particularly at the beginning. When parents are persistent and consistent, opposition to the rule becomes more intermittent. Eventually, the adverse behavior stops completely.


Kelly made several attempts to ride her bike on James Street. Each time, her parents chained up her bike for a couple of days. Eventually, Kelly got the message and the behavior ceased.


Try to change major problems one at a time. Do not attempt to accomplish several alterations in attitude at the same instant, since this can become confusing and accomplish little or nothing. In my private practice, I often ask parents to identify the most annoying or disruptive behavior their child exhibits. Frequently, I get a rather long list. I then ask for the two most difficult behaviors the parents are encountering. We discuss rule setting for each of these behavior problems, and the parents work on one consistently for several weeks before going on to the next.


Remember, it usually takes several years for a child to develop a certain behavioral style. Likewise, changes in these adverse attitudes may take days or weeks. Above all else, be persistent, consistent, authoritative, and calm. Never lose control or start a shouting match. If you have an adult temper tantrum, the child has won. Whenever you feel that you might lose control, walk away, take a deep breath, and reapproach the issue.


Eleven-year-old Keith Swenson frequently attempted to change the television channel when his family was watching a show selected by his parents. If his parents took away the remote, Keith walked back and forth in front of the television set whenever a program came on that he didn’t like. Finally, his father established a rule. If Keith walked in front of the television to disrupt other people’s enjoyment, he would be restricted to his room and lose all watching privileges for the next day. His parents would also remove the small television and telephone in Keith’s room. When Keith broke the rule, his parents applied the penalty they had established.


“But that’s not fair,” Keith responded.


Mr. Swenson shrugged and replied, “Life’s not fair, but the rule is that you will not walk continuously in front of us while we are watching a program. Because you did, you lost your watching privileges for today and tomorrow.”


The boy frowned, stomped his feet, and screamed, “You don’t love me. You hate me.”


Mr. Swenson raised his eyebrows and waved his finger at Keith. “I love you, but I don’t like your behavior. The rule is don’t walk in front of people intentionally when they’re watching a program. You did, so go to your room. No TV for today or tomorrow.”


“I hate you! You always treat me this way,” Keith shouted.


“You might hate me, but I love you and the rule still is that you will not intentionally walk back and forth in front of the family when we are trying to watch TV.”


At a meeting of the Learning Disabilities Association of Texas in Austin, I passed by a conference room on my way to make a presentation. Hearing much laughter, I looked in. The speaker, Ed Gooze, a fellow presenter and consultant on communications and learning disabilities, was holding his audience spellbound. Ed was describing one of his methods for helping a child who engages in annoying behavior: point out the annoying behavior, and then state the expected behavior.


For example, if a child constantly interrupted you while you were talking on the telephone or with other people, you would say, “That’s interrupting. Now let’s practice waiting,” without becoming angry and without otherwise responding to the child. Use a firm voice without anger. When the child waits for a few seconds or minutes, you may respond by saying, “That’s very good. Now you are practicing waiting.” After the positive behavior is well established, it is good to continuously tell the child that you are pleased by his correct choice of waiting. After a few times, offer to treat him to an ice-cream cone or a milkshake. When he asks why, respond, “Because you’ve done such a good job practicing waiting.”


I have tried this technique with children at my office, as have several of the children’s parents at home. The method really works quite well.


Another behavioral problem parents encounter is constant arguing. When you deal with an argumentative boy or girl, the key is to never argue. If you give an instruction as part of a rule and the child begins to argue, it is imperative to first say there are no arguments and then restate the rule once or twice. I find that when this does not suffice, you should hold up your hand in front of the child, much as a traffic cop would do, and face away. Immediately say, “Stop. We do not argue here. The rule is. . . .” If the young person continues to argue, repeat the maneuver with a stated consequence.


If that still does not resolve the situation, walk away. It takes two people to argue, and a child cannot have a one-way argument with himself. Forget trying to get in the last word. I find that when a parent tries to get the last word, it continues the argumentative interaction and accomplishes little or nothing. Remember, when all those about you are losing their heads, keep cool and pretend you are on Mars or in Hawaii. Ignore, ignore, ignore. Just walk away and enforce your rule. If a child follows you and continues to argue, find a safe escape zone such as a restroom in the house or a noisy task such as vacuuming that overrides the clamor.


Establishing consistent rules and making sure there are both positive and negative consequences are important techniques. Several of my young adult patients with ADHD and severe behavioral problems are excessively argumentative. Yet even in the worst-case scenarios, this method works extremely well.


Another frequent concern among parents and teachers is the wiggly child. Many children with Attention Deficit Hyperactivity Disorder use the wiggling mechanism to stay awake and attentive. The behavior is harmless and only an annoyance to people who are intolerant. Parents and teachers need to build tolerance for such behavior and learn to tune it out.


SPECIAL PROBLEMS WITH TEENAGERS


Austin White’s mother looked at him on my examining table and shook her head. “I just don’t understand him. He had such good control on his medication. Now he won’t do what I tell him unless I repeat it several times, just doesn’t pay attention. He’s moody, wears these weird shirts, and streaks his hair blond. He really has an attitude.”


I looked down at the reports from his teachers on my desk. They contained rather good ratings when compared to other children of the same age. One teacher had written clearly in the margin, “Austin is a nice, typical teenage boy.”


I smiled and nodded at his mother and said, “He has ETC.”


“What?” she asked.


“Early Teenage Crud,” I replied.


From roughly age eleven through twenty-one, people go from childhood to being kid-dults, and eventually evolve into adults. A few remain kid-dults for a good part of their lives. At the beginning of this stage children begin to have hormonal changes, so that their bodies grow in length and bulk. Periods in girls and the growth of facial and pubic hair and gradual enlargement of genitals in boys mark kid-dulthood biologically. Along with the physical changes are mood swings, decreased attention span, rebellion, opposition, poor sleep habits, self-centered behavior, and increased risk taking. Kid-dulthood is when young adults test their wings and attempt to declare their independence.


Ah, what is a kid-dult? A kid-dult is a young adult who has many of the physical features of an adult, but maintains the judgment capabilities of a child. Oddly, many children with Attention Deficit Hyperactivity Disorder pass through this phase of development and become less impulsive and hyperactive.
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