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Preface

This book is unique in that it is the first of its kind to provide scientific evidence of clinical population reporting data gathered over a period of 20 years. More importantly, this book provides documentation of 20 years of neuropsychological evaluation: the art form of diagnosing an attention disorder by using brain behavior measures to systematically record attention symptoms of slow cognitive or thinking speed, distractibility, information processing and input, as well as the pattern of visuospatial problems found to lead to reading comprehension difficulties and dislike of reading. We have used the same measures to document the presence of ADD/ADHD (Attention Deficit Disorder/Attention Deficit Hyperactivity Disorder) over time. The accuracy of these measures has been demonstrated through concurring diagnoses by other professionals as well as documentation of the same patterns (sometimes the same scores) obtained almost 15 years later on re-testing. Neuropsychological assessment is complemented by numerous self-report measures completed by parents and teachers as well as by the individual. The data is enormous, and in an effort to make reading easier, we have included graphs demonstrating the finding for each question for the self-report measures and individual test finding. We hope this is helpful to you in bringing some clarity to a disorder that has been too often misunderstood and misdiagnosed.
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Introduction

The impetus to write this book sprang from a need to offer a truly authentic look at the ADD/ ADHD disorder from the basis of many years of clinical experience and testing. This disorder is not as easily diagnosed or clear cut as many believe; in fact it very often acts as a masking agent for other underlying, contributing disorders. It’s important that we understand ADD/ADHD better and by sharing the years of clinical experience and testing that I’ve accumulated, I hope to do just that.

This book is the result of a research study compiling 20 years of testing for ADD/ADHD. My research assistants and I started with 6000 files, paring them down to a little over 3000 to provide the initial sample of children, adolescents, and adults who were tested in an outpatient clinical setting to rule in or rule out ADD/ADHD. The group was further separated into two groups: ADHD inattentive type and ADHD plus an additional disorder. All subjects were de-identified and IRB approval was obtained. All 3000 cases were diagnosed with ADD/ADHD. Generally those referred for testing had already been screened by the referral sources (teachers, doctors, and other professionals) resulting in the majority referred for ADD/ADHD testing being diagnosed with the disorder.

The ruling in of an additional disorder, ADHD plus, was the result of neuropsychological evaluation that revealed a more severe picture on testing than would typically be seen accompanying the genetic disorder of ADHD. We have derived from this significant amount of testing that the inattentive subtype is actually more predominant in the general population. It would make sense that a less severe disorder is the one seen more often. From there, testing revealed that the ADHD combined subtype or ADHD hyperactivity subtype is the result of symptoms manifested by issues or underlying conditions that are in addition to ADHD.

What I propose to show you in the data gathered using both neuropsychological evaluation and self-report measures is that more often than not we are really seeing symptoms of inattention. Less often seen is the presence of the combined subtype or hyperactivity subtype. Many in the field of psychology and psychiatry would not disagree with that point. They would argue with the contention that anxiety masks itself as hyperactivity (shown in our research) and symptoms of the combined subtype are actually symptoms of ADHD plus an additional disorder such as sleep-disorder or the result of any type of impact of injury to the brain. Anxiety is often misread as overactivity or impulsivity.

The ADHD disorder frequently brings to light the presence of executive reasoning symptoms; although this is not always the case. In the past, before the DSM-IV, we had ADD without hyperactivity and ADHD. When everything changed to ADHD the theory of executive reasoning and ADD was born. In my opinion, supported by years of testing, when predominant symptoms of executive reasoning or memory exist, then the diagnosis is actually ADHD plus an additional disorder. We do not see memory problems associated with the genetic disorder of ADD/ADHD. In fact, memory is often a primary tool to compensate for attention deficits. We do not see executive reasoning deficits unless there is an additional disorder affecting the frontal processes, which could be due to anything from a brain injury to severe sleep disorders. Whenever a research study tries to measure executive reasoning in a population diagnosed with ADHD, they may find planning problems, but deficits related to the frontal processes remain elusive and generally inconclusive.

ADD/ADHD has too often become a universal label to attach to a symptom or group of symptoms that could just as easily be attributed to an underlying disorder. Using labels becomes a problem when we get caught up in trying to make the label fit something that does not always match what the brain is doing. This creates differences between what we see outwardly as symptoms and what we measure in testing, because what we see outwardly as symptoms can be the result of many different things. This is why neuropsychological testing is so helpful in providing a more conclusive picture.

While labels help us to talk the same language using a universally agreed upon concept, they can also be restrictive, leading to misdiagnosis.

Here is an example that has to do with sleep. Is ADHD a product of lack of sleep or a standalone disorder? To what degree does poor sleep and/or lack of sleep contribute to the symptoms of ADHD? In our experience using neuropsychological test data, lack of sleep impacts performance of about one standard deviation. A standard deviation is a measurement that we use to tell us how far the score is above or below the average. This means that lack of sleep results in the decline from above average to average or average to below average. Sleep apnea, however, especially when severe and ongoing for some time, can create more severe test results of two standard deviations for attention, resulting in above average declining to below average and average to well below average. So an adult reports attention symptoms that are now becoming out of control and he or she seeks evaluation as a result. However, it could be that sleep is driving the attention problems to become worse or sleep apnea over time has created a condition that is well beyond attention affecting memory and executive reasoning processes. In other words, sleep may be the driving force for attention symptoms having enough of an effect upon a person’s life that he or she seeks evaluation. This is a different picture from the more natural process of life becoming more complicated and attention symptoms having a greater effect.

So what is the problem with labeling everything ADHD? Well, to use the aforesaid example, if sleep apnea is the driving force behind attention symptoms (that created the decision for evaluation and seeking help), then testing and symptoms may fit the criteria of attention and executive reasoning effects. The diagnosis of ADHD combined subtype is given. The person is placed on stimulant medication and no one asks about sleep because the criteria for the diagnosis of ADHD were met.

You can substitute the same scenario with a head injury, a car accident that everyone thought was not a problem, an undiagnosed seizure disorder, a cardiovascular problem, and the list goes on. Because we look beyond attention when there is not the typical pattern of inattention, we find these other disorders working jointly within the medical field. The diagnosis and treatment of these additional comorbid disorders have made huge differences in the lives of children, adolescents, and adults. Researchers in the field of ADHD agree that this is a complex disorder; neuropsychological testing is a critical component. ADHD is not a convenient catch-all to see as responsible for a wide variance and range of behaviors. It is complex because often there are many other disorders in addition to that involving attention. It becomes our job to separate out the issues; hence the reason for this book.

In labeling everything as ADHD—inattentive, combined, or overactive—we are actually doing a disservice to individuals who end up being placed on medications (which generally results in numerous medication changes), chasing down the treatment of an attention disorder when the medication is not totally successful because an underlying disorder remained undiagnosed and therefore not treated. In this regard, the child population data had an almost equal number of ADHD inattentive and ADHD plus, suggesting the overlap of undiagnosed disorders of sleep and brain. In fact, the plus label was given when there was an additional sleep disorder and/or brain disorder that was subsequently diagnosed as a result of the original testing for ADD/ADHD. Although it is fine that ADHD is the first diagnosis to explore to explain the problems a child may be having academically or behaviorally, it is not fine that this is the last diagnosis given when there are problems that remain and are not explained totally by a genetic disorder of attention.

Attention by definition means cognitive thinking; it does not mean behavior. However, most of the time ADD is diagnosed by behavioral checklists and not by testing. When testing is done, it is completed using achievement measures and an intellectual assessment. Rarely is the testing neuro-psychological to measure the attention processes in the brain, which is what this disorder supposedly represents.

The enormity of this research is that it represents the largest clinical study of its kind, that there is no other research that has been done that utilized a full battery of neuropsychological testing for a period of 20 years with a significant number of self-report measures. The combination of symptoms reported and testing measured allows me to say that clearly ADHD is typically the inattentive type and there is no combined or hyperactivity subtype; it is actually ADD and something additional such as a sleep or brain disorder. The amount of sleep symptoms reported from 1989 to 2009 was significant for all ages. Children and adolescents, as well as adults, all reported being sleepy. The sleep problems increased with age as did the comorbid symptoms of anxiety and depression.

So I ask you: What is ADD? My belief is that there is a genetic attention disorder that has specific cognitive symptoms and seems to run together accompanied by anxiety, and the two increase cyclically overtime. Just like any other population, ADD individuals are also prone to develop sleep disorders (although some sleep disorders are more often associated with ADD than others) and/or brain issues. These are represented by the wild child at 3 and 4 years of age, the argumentative, pot-smoking adolescent, and the anxious, avoidant adult. If you have ever been in the position of knowing children and then seeing them 15 and 20 years later, you know that what you see in childhood is not the same thing in adulthood.

I give you the example of Robert, who was seen at age 18 years for ADD testing. He was already on stimulant medication and had been since 5 years of age. There was evidence of more severe problems on testing, and sure enough, he had an undiagnosed seizure disorder. But we were too late. The result was grand mal seizures at age 21, complete loss of memory at age 23, and declined functioning since. Then there was Timothy, who at age 9 presented to us already diagnosed with Asperger’s syndrome and ADHD, and taking several different medications. He was nonresponsive to his parents, who eventually ended up taking everything out of his room. Today, at age 21, he is running his father’s company with a fast talking pace and heavy hand, negotiating with his customers. He has many friends and certainly does not appear anything like he did at 9 years of age. The essential question is: How well do we really understand ADD/ADHD? What I ask is that you keep an open mind, enough to think beyond what you think you see. As in so many things in life, do not be too quick to label. Not everything is as it first appears. I will tell you the first thing I learned when I took basic neurology with the medical school: “What you know today is a lie tomorrow.”

This book is the result of rather painstaking research that has taken years to complete and place into written form. It is about sharing the voluminous information gathered from the neuropsychological testing and the self-report measures that hopefully will be helpful to you in shedding light upon what this disorder truly means for people as well as what it does not. For ease of reading, we have divided it into sections: children, adolescents, and adults. We have also included numerous graphs to help make the information more visually accessible.
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Dr. Fisher is clinic director for United Psychological Services, which offers cutting-edge diagnostic assessment and treatment for ADD/ADHD as well as additional disorders involving the brain. Treatment has been highly successful due to accurate diagnosis.




1 Common Definition of ADD/ADHD as We Know It Today DSM-IV-TR

Attention deficit disorder or ADHD as defined in the DSM-IV-TR must meet the following five criteria:


	A “persistent pattern of inattention and/or hyperactivity–impulsivity that is more frequently displayed and more severe than typically observed in individuals at a comparable level of development.”

	“Some hyperactive–impulsive or inattentive symptoms that cause impairment must have been present before age 7 years.”

	“Some impairment from the symptoms must be present in at least two settings” (home, school, or work).

	There must be “clear evidence of interference with developmentally appropriate social, academic, or occupational functioning.”

	The disturbance cannot be explained by another disorder.



The basic symptoms of inattention are as follows:


	Not giving close attention to details or making careless mistakes.

	Work is messy, poor sustained attention, and difficulty persisting to task completion.

	Often appear as if they are not listening.

	Shifts from one activity to another; lack of follow-through.

	Tasks that require sustained mental effort are avoided and not seen as pleasant. The avoidance is due to inattention and not being oppositional.

	Disorganized work habits; items necessary for task completion are lost or scattered.

	Easily distracted by irrelevant stimuli and interrupt tasks to attend to trivial noises and events.

	Forgetfulness in daily activities.

	Inattention expressed as shifts in attention occurring in social conversation.



Basic symptoms of hyperactivity:


	Fidgeting or squirming in the seat

	Not remaining seated when expected to

	Excessive running or climbing when inappropriate for environment

	Appearing to be on the go

	Talking excessively

	There are three different symptoms for developmental ages:

	Toddlers and preschoolers: Constantly on the go and into everything, darting back and forth.

	School age children: Less intensity; they tend to get up frequently, squirm in their seat, and fidget with objects.

	Adolescents and adults: Symptoms take on the form of restlessness and difficulty engaging in sedentary activities.







Basic symptoms of impulsivity:


	Impatience, difficulty delaying responses, and blurting out answers

	Frequently interrupting and intruding on others

	Initiating conversations at inappropriate times

	Talking excessively

	Fidgety or squirming in the seat

	Not remaining seated when expected



There are three subtypes:


	Attention deficit/hyperactivity disorder, combined subtype: Six or more symptoms of inattention and six or more of hyperactivity–impulsivity persisting for at least 6 months.

	Attention deficit/hyperactivity disorder, predominantly inattentive type: Six or more symptoms of inattention, but fewer than six symptoms of hyperactivity–impulsivity have persisted for at least 6 months.

	Attention deficit/hyperactivity disorder, predominantly hyperactive–impulsive type: Six or more symptoms of hyperactivity–impulsivity and fewer than six symptoms of inattention that has persisted for at least 6 months.



It is difficult to diagnose in children younger than 4 or 5 years of age. The diagnosis for adults should not be made solely on the basis of their recollection of behavior as a child (American Psychiatric Association, 2000).
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2 Description of the Population

The information and data presented in this book are the result of a process that began in January of 2010. At that time, we took approximately 6000 files or cases and sorted out those that met the criteria for having all of the checklists or self-report measures as well as the testing. Included in the study were only those cases where all of the neuropsychological testing and the self-report measures had been completed. If the primary referral was for something other than ADHD (such as a brain injury or psychological evaluation), then it was not included in this sample. Cases that were referred for ADHD testing were excluded if neuropsychological testing established a brain dysfunction as primary as opposed to secondary to the ADHD diagnosis or if there was a prominent genetic emotional disorder (bipolar, schizophrenia, major depression). When the primary referral was ADHD and there was evidence of an additional significant disorder that would have compromised or impacted the ADD testing, then the file was labeled “ADHD plus”.

ADHD plus referenced the presence of an additional disorder that was thought to have impacted performance on the neuropsychological testing mostly involving sleep (such as sleep apnea), more extensive psychological problems (such as severe depression), or a mild brain injury (due to sports concussion or birth complications such as delayed labor, prematurity, meconium, cord wrapped two or three times, slightly lowered Apgar score, or emergency Caesarean section).

Included were all individuals tested from 1989 to 2009. We have additional data and cases that remain ongoing at this time. Time did not permit recording of cases since 2009; however, the patterns described in the following pages continue to be seen from 2010 onward. Some of the numbers for the responses or respondents varied on the self-report measures, given that individuals were allowed to provide more than one response to a specific item and some did not respond to a particular item.

Adolescents from the ages of 15 to 17 years were included in the adult group when the only measures they completed were the adult checklists. When the adolescent completed some adolescent checklists in addition to the adult measures, they were included in the adolescent sample.


TOTAL SAMPLE SIZE


Adults

The total sample size for the adults was 1296 individuals from the ages of 15 to 80 years. Thirty-six percent were males compared to 64% females. Seventy-five percent were diagnosed with ADHD inattentive type and 25% with ADHD plus. Percentiles of adults tested for specific ages are noted in the following:


	14% were 15–19 years.

	23% were 20–29 years.

	25% were 30–39 years.

	24% were 40–49 years.

	11% were 50–59 years.

	2% were 60–69 years.

	0.002% were 70–80 years.





Adolescents

The total sample size was 402 adolescents from the ages of 12 to 17 years. Sixty-eight percent were males compared to 32% females. Seventy-four percent were diagnosed with ADHD inattentive type and 26% with ADHD plus an additional disorder. Percentiles of adolescents tested for specific ages are noted in the following:


	15% were 12 years.

	18% were 13 years.

	20% were 14 years.

	19% were 15 years.

	12% were 16 years.

	15% were 17 years.





Children

The total sample size was 833 children from the age of 5 to 11 years. Seventy-one percent were males compared to 29% females. Fifty-six percent were diagnosed with ADHD inattentive type and 44% with ADHD plus an additional disorder. Percentiles of children tested for specific ages are noted in the following:


	7% were 5 years.

	14% were 6 years.

	17% were 7 years.

	18% were 8 years.

	18% were 9 years.

	14% were 10 years.

	11% were 11 years.






AGE AT THE TIME OF TESTING AND REASON FOR TESTING


Children


Testing by Age


	Highest percentage by age was for the following:

	7 years

	8 years

	9 years




	Lowest percentage by age was 5 years





Reasons for Testing

Parents initiated the child testing, as a result of a conversation with a teacher, other professionals or primary care physician. Parents sought testing to address either behavioral problems in school such as distractibility or constant movement, hyperactivity, or resistance to academic work. Testing was also initiated as a result of concerns with regard to reading and skill development. Probable reasons for testing at these ages are as follows:


	Ages 7, 8, and 9 years revealed a higher percentage (or greater numbers of children tested) as a result of increased school difficulties with reading comprehension. Math generally becomes more problematic in the later elementary and junior high grades.

	Need for more independent work and increased homework and overall school work output.

	Writing and reading were primary referral complaints.

	Many children were referred due to either not liking school or being more hyperactive (anxious) in the classroom or more outwardly inattentive and distracted.

	Dislike of school would tend to relate to difficulty with reading, not enjoying reading, and difficulty comprehending what they have read. The tendency was to have more problems with decoding whereby reading becomes too effortful to recall what one has read. Handwriting is poor and usually hard to read.

	There were additional, undiagnosed disorders creating more problems resulting in the almost equal numbers of ADHD and ADHD plus.

	Issues of missing assignments including work not completed in class, not wanting to study or finish homework, and overall dislike of school.

	Age 5 was the lowest percentage; symptoms of inattention were not sufficiently disruptive to require testing and, in the mind of their parents, the possible introduction of medication. The children in this study tended to come in as medication naïve or not on any medication. Parents were hesitant about getting testing, thinking that evaluation equaled the need for medication intervention.






Adolescents


Testing by Age


	Highest percentage by age was for the following:

	13 years

	14 years

	15 years





	Lowest percentage by age was for the following:

	6 years









Reasons for Testing

Much of the adolescent testing was parent initiated. Parents sought testing to try to help their child who was struggling in school and subsequently making poor choices of friends. Some of the adolescents had already been tested and medication already trialed as an intervention. When there was no previous testing, generally, attention had been suspected for some time dating back to earlier grades. Poor grades were becoming more prevalent and school was more difficult. Probable reasons for testing for these ages are as follows:


	Ages 13, 14, and 15 years revealed a higher percentile related to the transition from elementary school to junior high and junior high to high school.

	Increased school demands in terms of reading, writing, and completion of research papers as well as increased homework.

	Homework is no longer being monitored by the teacher, and parents remained unaware of what homework is due (power school was just starting), resulting in assignments not being turned in.

	Grade decline is higher due to missing assignments given the increased consequence of the child needing to be responsible for their own work.

	Homework becomes more important and affects the grade to a greater degree. Poorer grades prompt parents to seek help.

	Continued poor grades despite medication intervention would prompt parents to go to a clinic setting to revisit the diagnosis of ADHD and/or to see what changes can be made in their child’s life.

	Age 16 years was the lowest percentage as adolescents have made it through the transition to high school and are not yet concerned about college.






Adults


Testing by Age


	Highest percentage by age was for the following:

	20–29 years

	30–39 years

	40–49 years




	Lowest percentage by age was 60–80 years





Reasons for Testing

Generally, people only look to be tested when they are struggling in their life or needing to make changes in their life. Probable reasons for testing for these ages are as follows:


	The percentage was higher for ages 40–49 years as a result of a life review period, changing career or need to change careers, and/or the career has become more demanding and performance is suffering as a result.

	The percentage was higher for ages 30–39 years due to a return to school, the need to foster their career and attain upward mobility, the addition of children and increased life demands, as well as stress.

	The higher percentage for ages 20–29 years related to college difficulties and poor grades, too much partying and not enough time spent on school, problems in the first year of college, in process of establishing a career, and looking toward graduate work.

	Attention is not a typical reason for testing ages 60–80 years unless ruling out dementia, and individuals are thinking that attention is their primary problem, which may be exacerbating or masking memory or other types of cognitive decline.







DESCRIPTION OF THE CHILD POPULATION

Descriptions of the child and family background were recorded on two checklists. The Developmental History Checklist was the measure used until 2006. In 2006, the Child Neuropsychological History was used to record basic data on the child. The Sleep Evaluation Questionnaire was another measure that we began to use in 2008.


Results Of The Developmental History Checklist

The Developmental History Checklist is a general measure providing basic information that the parents provided regarding their child. There were 496 parents who completed this measure. This measure was replaced in 2006. Questions in this checklist addressed reasons for the evaluation, severity of the problem, school and academic issues, pregnancy and birth, health history, family relationships, emotions, and overall behavior. Percentages were computed for the individual questions from this measure, resulting in the following findings.


Reason for Evaluation

The main reason for bringing the child to our clinical setting was the presence of academic and behavior problems in school, followed by behavior problems at home. The problem was more often indicated as moderate to severe, meaning that the parents did not bring their child to be tested until forced to do so as a result of escalating problems. We see the same pattern today where parents are fearful of bringing their child in for testing, laboring under the belief that if diagnosed with an attention disorder, this will result in medication being prescribed. Often that was the fear expressed directly by the parent, or the parent would indicate without prompting that “they do not believe in medication.”

Another important caveat that emerged with the percentages is that the majority of the children evaluated had the problem for the past 2 years or for several years, meaning that again this was not a new phenomenon and instead a problem that had built up sufficiently to compel parents to bring the child in for evaluation.



Problem Areas

Primary problem areas reported more often by parents were the child’s academic performance and, secondarily, the child’s behavior. A greater percentage had not had their child in for evaluation (63%) before. Nineteen percent were seeking help due to the lack of success of intervention trialed thus far, which typically was stimulant medication.

The problems reported by parents that the child was having revolved around being not able to think clearly (26%), arguments with parents (32%), academic problems (36%), and behavior problems at home (45%).



Education and Socio-Economic Background

The majority of the children were in regular classes (77%) and in grades first through fifth (81%) attending public (80%) or parochial school (10%).

Ninety-one percent of the children lived in a house and were either the youngest (34%) or the oldest (37%).

Parents of the children were educated and had either graduated from high school (23%), had some college (31%), or graduated from college (24%). Fathers were mostly employed, doing skilled work (19%), business management (13%), or working as a health professional (14%). Sixty-eight percent of the fathers indicated that this was their first marriage.

Mothers were similar, having graduated from high school (22%), attended some college (33%), or were a college graduate (28%). Mothers were working in clerical positions (10%) or military service (24%) or not working outside the home (20%). Sixty-six percent of the mothers indicated that this was their first marriage.

In half of the sample, the father’s job was primary (52%) as the main source of income. Parents with equal incomes were seen in 30% of the population. Eighty-four percent of the population defined themselves as middle class. Parents were mostly between the ages of 20 and 30 years when their child was born (98% for fathers and 90% for mothers).



Pregnancy

The mother’s condition while pregnant was primarily normal (66%) without complication of bleeding, threatened miscarriage, or high blood pressure (93%–94%). Fifty-eight percent indicated no use of alcohol, and only 1% drank alcohol frequently. However, 52% smoked cigarettes (keep in mind that this study dates back to 1989), but only 3% reported smoking more than one pack of cigarettes per day. Sixty-four percent indicated no use of illegal drugs, and only 1% reported use of illegal drugs as a past event and not the result of current behavior. Forty-nine percent did not take prescription drugs, and only 11% reported current use.

Half of the births were reported as normal (57%). Long labor was indicated for 13%, prematurity for 9%, and Caesarian section for 24%. The child’s physical condition following birth was indicated as normal in 75% of the sample. Difficulty breathing was 5% and low birth weight was 6%.



Temperament

Parents responded to descriptors about their child’s temperament before the age of 2 years and from the ages of 2 to 5 years. Parents were able to respond to several descriptors describing their child.


	Before the age of 2 years: The child’s temperament was ranked as primarily active (61%), happy (82%), sociable (57%), alert (60%), affectionate (60%), curious (57%), and playful (66%).

	Between the age of 2 and 5 years: Comparing parent report for before the age of 2 years to 2–5 years indicated the following. The child’s temperament was ranked with increased activity (61% before the age of 2 years to 74% for the age of 2–5 years).

	Happiness remained the same (82%–81%) although sociability increased (57%–64%) and alertness declined (60%–53%). Being affectionate slightly increased (60%–66%) similar to curiosity (57%–62%) and playfulness (66%–67%). Temperament remained relatively stable (excluding activity), suggesting that these children were not behaviorally problematic and that problems tended to escalate with attention deficits becoming more glaring as school becomes more demanding and taxing. This would explain the increased level of activity, which could be related more to anxiety. It would also explain why more children were evaluated in the 1st through the 5th grades when school involves reading and writing and independent work.





Developmental Milestones

Seventy-two percent of the parents reported later development of physical skills (sitting, crawling, and reaching), while walking was within normal developmental limits (50% before 1 year and 44% by 1–11/2 years). Talking was also within normal limits (32% before 1 year and 38% by 1–11/2 years), whereas toilet training was somewhat later (28% at 2 years and 33% by 2–21/2 years), which again is similar to what we know about this population and the problem of bedwetting (although bedwetting was only reported in 6% of the population). Problems with toilet training were indicated as more often moderately problematic (91%).

From age 2 to 5 years, the child’s motor development was primarily seen as average (64%, 20% as advanced) and language was similar (54% as average and 31% as advanced), indicating that development is more than age appropriate for these early years. Social development was indicated as average in comparison to other children (70%) and 14% as advanced. Finally, mental development was indicated as average (55%) primarily or advanced (24%).



Current Health

At the time the children were evaluated, they reported having headaches (18%), stomachaches (17%), and muscle aches (10%). Illnesses reported by parents were more often ear infections (36%) and chicken pox (31%). There was a report of tonsillitis (9%) as well as asthma and pneumonia at 7%, representing the medical issues most often seen. The surgery most often that the child had was tonsillectomies at 13%. Children were under doctor care for allergies (10%–11%).



Sleep

Difficulty getting to sleep was reported in 12% of the children and sleeping too much at 31%.



Health of Parents

There were questions about the parent’s health. The two symptoms rated more often for the mother was low back pain (18%) and problems with digestion (10%) compared to fathers who indicated hypertension (10%) and low back pain (12%). Alcohol problems were indicated as 17% for the fathers and 12% for drugs when the question was asked if anyone had alcohol or drug problems (mothers did not report substance abuse at 4% and 3%). The highest medical problem for the siblings had to do with lungs or breathing at 5%.



Peer Relationships

Children who were seen as being sociable between the ages of 2 and 5 years, at the time of evaluation, were being reported as having few close friends (29%) or no close friends (60%). Peer problems that were significant included being teased (22%), being rejected (18%), and having peers who had better grades (12%). The child’s self-esteem was rated as mixed (60%) with only 24% indicating positive self-esteem.



Relationship with Parents and Household Management

The relationship with the parents was seen as both positive and negative (41%) parents were yelling (22%) and withdrawing privileges (28%). The highest reason for arguments in the home was about homework (18%) and chores (16%). Relationships with the siblings were seen primarily as both positive and negative (51%). Thirty percent were rated as either very positive or positive. Parents rated themselves as average in terms of strictness (75%). Responsibilities most often assigned to the child were setting the table for meals (16%), helping to clean up afterward (19%), and more often cleaning up their room (31%). Fifty percent of both parents used recognition and praise as the primary reinforcement.

Arguments were primarily over homework (18%) and chores (16%). Family relationships were seen as supportive (39%), warm, and close (41%).

Religion was important (49%) and somewhat important (34%).

Strong emphasis was placed upon achievement, which either strongly emphasized (29%) or emphasized (63%) achievement.



Sports Activities

Sports were apparently important; 41% of the children actively participated in games and 28% had a strong drive to win. Only 14% of the children did not participate in sports. Forty-one percent were in organized sports, 27% in neighborhood games, and 18% in individual sports.



School Experience

Children in the sample began kindergarten at the typical age of 5 years (70%) and did not tend to have any problems (53%) although 20% were afraid of school and 10% complained of being ill to avoid going to school. However, parents reported that 68% enjoyed school and 64% got along well with their teacher. Distractible behavior was attributed to 28% and activity to 27%. Performance in kindergarten was mostly average (62%).

Children generally began first grade at the age of 6 years (64%), and 70% did not have any problems when first starting. However, by the end of first grade, 50% enjoyed school and 20% felt neutral with 14% disliking school although 55% got along well with their teachers and 26 got along fairly well. Twenty percent of the children were reported as having to be disciplined frequently, 30% as distracted, and 23% as active. Grades were good for 24%, average for 32%, and poor for 15%, with only 14% getting excellent grades.

At the time of our testing, parents rated their child’s strengths in school subjects as highest in math, science, and social studies with the weakest area as reading (26%). One of the highest skill strengths was pleasing the teacher and behaving correctly. Skill weaknesses reported more often were symptoms of paying attention in class, getting assignments done on time, and being careful and checking work.

Forty percent of the children completed homework assignments on a regular basis compared to 18% who rarely completed homework. Extra tutoring help was required (30%). The most problematic behaviors in the classroom reported by parents were talking out of turn (20%), being distractible (29%), and overly active (19%). Problems with attention and concentration in the classroom were primarily indicated as not getting assignments done (18%), materials disorganized or messy (16%), and forgetting teacher instruction (19%).




Results Of The Child Neuropsychological History

The Child Neuropsychological History is a checklist that the parents completed provided demographic information about the parents as well as their child and the child’s symptomatology. This measure has been in use since 2006 and replaced the Developmental History Form. Ninety-eight parents completed this form about their child providing historical and family information as well as their current and past symptoms. Symptoms were reported as historical, new or both new and historical. There was more of an indication of historical than new problems consistent with the lifelong diagnosis of ADD. Primary behavior problems present for the last 6 months or more with the highest percentages are described in the following:


	74% had a hard time concentrating for long periods.

	65% were highly distractible.

	54% were often rude or interrupted other people.

	50% were reported to be very fidgety.

	49% frequently lost things needed for school.

	43% could not remain seated.

	43% frequently made noise while playing.

	42% rarely followed instructions of others.




Developmental Milestones

For most of the population, development of gross motor skills, language, and self-help was within early to average limits. Eighty-seven percent of the children crawled, and 87% walked alone within early to average limits. Ninety percent of the children followed simple language commands, and 85% used single-word sentences within early to average limits. Seventy-eight percent toilet training was within early to average limits, and toilet training was easy for 66%.



Pregnancy and Birth

Pregnancy revealed the trend of slightly greater use of caffeine (52%) and tobacco was down (for the years 2004–2008) to 18%.

Children were born prematurely (63%) similar to that seen on the developmental checklist for the years 1989–2004. Fetal distress was present 13% of the time, and the remainder of possible issues (such as breathing and cord wrapped) fell below 10%.



Medical History

Medical history revealed that 46% had allergies, 21% brain infection or disease and fevers, 15% colds, 22% epilepsy, and 14% meningitis. All other conditions such as heart problems, oxygen deprivation, pneumonia, and poisoning were below 10%.

Twenty-seven percent of the children wore glasses. Twenty-seven percent had some type of therapeutic intervention (29% psychological and 26% speech).



Family Medical History

Family medical history was significant of attention 6% of the time, compared to learning disability at 24% and psychological problems and reading or spelling difficulties at 35%. This suggests that the more problematic outcome from attention problems is not attention but instead difficulties with reading or psychological upset.



Family Income

Family income was over $50,000 and above for 70% of the population.



School History

School history reflected that 47% were provided with special education services. Forty-three percent indicated problems within other children in class, and 16% had been retained or repeated a grade. Twenty percent had satisfactory grades, and 27% had grades of C and above.



Social Functioning

Socially, 33% had problems making friends, and 17% had difficulty getting along with their teacher. Twenty-two percent tended to get sick in the morning before school started.




Results Of The Sleep Evaluation Questionnaire

The Sleep Evaluation Questionnaire was administered to only a small number of 20 parents and has been in use since 2008.

Parents reported that 41% of the children had bedtime resistance, 29% had difficulty falling asleep, 31% awakened during the night, 18% had difficulty falling back to sleep after awakening during the night, and 56% were difficult to awaken in the morning.

The most notable symptom were that 44% of the population were reported to have episodes of stopped breathing and 22% were reported to have restless sleep. Seventeen percent were reported to experience sweating when sleeping, daytime sleepiness, and nightmares.

Children did not have difficulty remaining in their room to sleep. Parents indicated that 89% slept in their own room, 83% in their own bed, and 78% woke up in their own room and in their own bed.




DESCRIPTION OF THE ADOLESCENT POPULATION

Descriptions of the adolescent and family background were recorded on two checklists, either one was administered. The Developmental History Checklist was the measure used until 2006. In 2006, the Child Neuropsychological History was used to record basic data on the child. The Sleep Evaluation Questionnaire was another measure in use from 2008 onward.


Results Of The Developmental History Checklist

The Developmental History Checklist was completed by 181 parents. Questions noted in the following address reasons for the evaluation, severity of the problem, school and academic issues, pregnancy and birth, health history, family relationships, emotions, and overall behavior. Percentages were computed for the individual questions from this measure, resulting in the following findings. This is the same checklist used for the children allowing comparisons to be made between what the parents of children reported versus parents of adolescents.

The parent is able to check off several reasons that led to them coming to our clinic for help or as their reason for referral.


Reason for Evaluation

Reasons for seeking evaluation for the adolescents were primarily related to their refusal to go to school and continued academic problems as well as additional emotional issues not seen in the child sample. The changes suggest that time spent trying to cope with either identified or unidentified ADD symptoms was having a more serious effect.

Parents of adolescents indicating refusal to go to school as a reason for referral were at 30% (compared to only 2% for the children). Academic problems were at 29% (which is decreased from 46% indicated for the children). Depression accounted for 14% of the population (compared to only 4% reported for the child sample). Suicidal actions accounted for 21% of the population (compared to only 2% for the child sample). Problems with thinking clearly were at 24% (compared to 14% for the child sample). Behavior problems in school were decreased to 4% (compared to 35% for the child sample).

Ninety-two percent of the parents indicated the referral problem as moderate to severe compared to 82% for the child population. This suggests that parents of adolescents waited longer for things to get better and came in when they did not and when it was clear that things were not working. Sixty-nine percent indicated the problem had been present for several years (compared to 49% for the children) pointing to the likelihood that there was again a hope that things would get better. Adolescents referred for evaluation and treatment were more of a last-ditch effort to try to address the issues and problems that accompany the long-term presence of ADD. This suggests the long-term presence of this disorder and reinforces the thinking that things do not get better and in fact worsen with time.



Attention Problems

The presence of attention problems was primarily seen as affecting academic performance (similar to the child population) and secondarily affecting relationships with family members as well as the adolescent’s emotional health and behavior. To a lesser degree was the impact upon peer relationships (again similar to the child population). Only 27% had been treated before (likely with medication) with only partial success. A total of 19% had been treated without success and only 5% reported success. However, evaluation or reevaluation would probably not have been indicated if treatment had been successful. Generally, diagnosis had occurred without testing (or testing included an intellectual and achievement assessment and no attention measures) and was based upon self-report measures completed by the parent and teacher as was the gold standard at the time. On the child sample, only 19% had been treated previously with only partial success and only 7% without success.



Emotional Issues

In the adolescent population, other emotional problems were indicated such as depression (26%), anxiety (23%), suicidal actions (43%), and arguments with parents (61%). This suggests that the adolescents were clearly more emotional, and the problem had morphed from attention into something far bigger, which is what we typically see clinically. Following the track of increased anxiety, increased attention problems, and increased anxiety and depression that follows in a cyclical manner, emotions were clearly escalating.



Behavioral Issues

Behavior problems in school were indicated for 40% of the population. By the time of adolescence, depression had increased from 10% to 26%, anxiety from 19% to 23%, suicidal actions from 0% to 43%, and arguments with parents from 32% to 61%. Behavior problems in the home reported at 45% for the children were 0% for the adolescents. While the adolescents were not regarded as a behavior problem per se, they were seen as more argumentative and more emotional.



School History

The majority of adolescents were in full-time regular education classes, 71% similar to the children (with 14% on summer vacation). Parents tend to get their children evaluated during the summer after a bad year or in their determination to have a better year. Evaluation during the year occurs when things are escalating or in response to report card periods or school conferences. A greater proportion of adolescents were in the 7th and 8th grades (79%); most were attending public school (83%).

School began at the age of 5 years for kindergarten for 70% of the children. Sixty-six percent were reported to have enjoyed kindergarten, while 23% were neutral (similar to the children). Academic performance was seen by the parents as average to advanced for 81%.

By first grade, only 59% were reported as enjoying school. Twenty-six percent were indicated as being distracted by first grade although 68% retained average and overall good grades.

This declined slightly to 60% from the first grade onward for those who had average and good grades. Adolescents were seen as performing better in art followed by science and music. Weaknesses were noted for math, followed by English and reading.

Forty-nine percent were rarely completing homework assignments (compared to 18% for the children), suggesting less parental control over homework completion. Thirty-three percent were getting help or extra help from a tutor (children reported tutorial help 46% of the time).

Behavior problems requiring reprimand such as sitting somewhere else (near the teacher or in an isolated area) or being sent to the principal’s office were present for 48% of the population.

Problems of attention and concentration occurring in the classroom (daydreaming, forgetting teacher instructions, disorganized or messy material, and not getting assignments done) were indicated for 71% of the population. Behavioral issues of acting without deliberation, difficulty sitting still, or being quiet were noted for 28% of the adolescents. Thirty-three percent were distractible (similar to the children).

The primary teacher concern indicated to the parents was failing to finish assignments at 18% (compared to 12% of children).



Education and Socio-Economic Background

The majority lived in a home (87%). Similar to the child population, 71% were either the youngest or oldest, suggesting a trend that either parents are more aware of the problems of their oldest and youngest child and/or perhaps this is a genetic trend. Sixty-five percent of the fathers or male caretakers had some college, a college degree, or extended degree. Sixty percent of the mother or female caretakers had some college, a college degree, or extended degree. Only 1% of the mothers were not employed outside of the home compared to 20% of the mothers from the child sample. Mothers tend to go to work around the time of adolescence of their children if initially stayed at home. Eighty-four percent identified themselves as middle class and 7% as upper class. Parents were primarily between the age of 20 and 39 (91% for fathers and 90% for mothers).



Pregnancy and Birth

Only 64% indicated a normal birth without any kind of a problem. Sixteen percent reported long labor, and 12% had complications with delivery (similar to the child population). Normal birth without any after birth problems was present in 73% of the population. Fifty-three percent reported infection (compared to 2% for the children), and 28% had jaundice (compared to 8% for the children), suggesting that the adolescents were a more vulnerable population, which would be consistent with why treatment with medication did not work, and the children were a more naive population in terms of not being diagnosed priorly.

Parents reported smoking cigarettes (52%) and 25% at less than one pack per day. Two percent reported use of illegal drugs, and 15% reported taking prescription drugs.



Temperament Characteristics

Parents reported temperament descriptors for children before the age of 2 years and between 2 and 5 years.


Before Age 2 Years

Parents indicated that their child was happy (81%), playful (66%), sociable (55%), alert (55%), active (53%), curious (49%), and calm (38%). Thirty-five percent were seen as affectionate (decreased from the children at 60%). All descriptions were similar to the children other than affectionate, again suggesting that perhaps the adolescents were a more vulnerable population and representing the nonresponders to medication.



Age 2–5 Years

Temperament reported from before the age of 2 years is compared to parental report on the age of 2–5 years. A decline was seen for happiness to 77% for age 2–5 years (from 81% before the age of 2 years), playfulness to 58% (from 66%), calmness to 26% (from 38%), and alertness to 48% (from 55%). Temperament remained similar or the same for socialness at 54% (from 55%). Activity was slightly increased at 58% (from 53% and compared to 74% of the children) and curiosity at 53% (from 49%).




Developmental Milestones

Seventy-two percent developed later than most children for physical skills (similar to the children) establishing this group as less coordinated, a phenomenon seen clinically. Talking and walking occurred by 11/2 years for 71% and 94% of the population. Sixty-six percent were toilet trained between 2 and 3 years similar to the child sample. Ninety-eight percent were average to advanced for motor development (motor development is different than the coordination of physical skills). Language development was reported as average or advanced for 88%. Social development was indicated as average or advanced for 81% and 84% for mental development. Birth issues and vulnerability did not significantly affect basic development.



Current Health Symptoms

The primary health issue was ear infections were at 27% (children were 36%). A normal increase for height and weight was at 21% (compared to children at 32%). There was more complaint of headaches at 26% (compared to 18% of the children).



Sleep

Difficulty getting to sleep was reported for 18% (compared to 12% of the children), and 9% of the adolescents were seen as not getting enough sleep (compared to 5% of the children). Five percent of the adolescents were reported to be falling asleep in school (compared to 1% for the children). Twelve percent refused to get up in the morning (compared to 6% of the children). Almost complete reduction of enuresis (bedwetting) and encopresis (soiling) was noted at 93% compared to 72% for the children.



Family Relationships

Relationships with parents had declined. Only 16% of the parents indicated a very positive relationship with their child compared to 32% for the children. Seeing the relationship as both positive and negative was at 60% compared to 41% for the children indicating the difference in the relationships between adolescents and parents (which may be more typical of adolescence and not necessarily ADD). Forty-nine percent of the parents used withdrawal of privileges or grounding for discipline similar to the children.

Relationships with siblings declined in adolescence; 67% of the parents rated these relationships as both positive and negative (compared to the children at 51% for reported positive and negative relationships with siblings). Sibling relationships that were rated as positive and very positive were only 20% for the adolescents compared to 30% for the children.

Overall family relationships revealed deterioration; 23% of the parents indicated frequent arguments (14% indicated for children), 37% reported relationships as supportive, and 29% as warm and close (compared to 41% indicated for the children). Achievement was emphasized in the home at 95%.



Household Chores

Chores and responsibilities had changed with age. Thirteen percent were doing yard work (compared to 6% for children) and 15% taking out the garbage (compared to 10% of the children), which is also more adolescent specific. Only 23% of the adolescents cleaned their room compared to 31% of the children. Either the parents gave up on the room being significant to them and/or the room became less important as the adolescent was capable of performing other chores. Generally, it is easier to close the door than argue.

Thirty-nine percent of the adolescents received an allowance if the chores were done, and 19% received an allowance regardless of completed chores.

Arguments were primarily over homework (18%) and school (10%). Bedtime was less of an argument than the children at 5% versus 14% for the children.



Social and Peer Relationships

There were more friendships reported for the adolescents; 46% had several or many close friends (compared to 10% indicated for the children). The presence of having few or no close friends in adolescence was declined at 54% compared to 89% for the children, suggesting improved social relationships in adolescence.

Being teased by peers was reported 14% of the time (compared to 22% for the children). However, 11% had friends who engaged in delinquent behavior (compared to 3% for the children). Twenty-two percent had peers with better grades (compared to 12% of the children) showing the trend of improved social relationships, but decreased grades with respect to friends and more risk of associating with those in trouble with the law.



Self-Esteem

As expected, self-esteem showed a decline in adolescence; 17% indicated that their adolescent child had very positive and positive self-esteem (compared to 31% for the children), 52% indicated mixed/positive and negative self-esteem (compared to 60% for the children), and 30% were negative and very negative (compared to 9% for the children). Declining self-esteem is not surprising given what we know in terms of increased school difficulties and the attention problem becoming more apparent and less hidden.



Sports

Participation in games offers another method to increase self-esteem when school is going poorly. Forty percent reported active participation, and 28% had a strong drive to win, very similar to the report for the children. Eighty-two percent participated in some type of sports by the time of adolescence, which is similar to the children, suggesting this as an outlet to cope with the school difficulties. Sports are often the only area the child or adolescent feels on an equal playing field.



Current Emotional Descriptors

Adolescents were described as more moody (12% vs. 8% for the children), not as happy (9% vs. 13% for the children), and more unhappy (8% vs. 3% for the children). Parental description of the adolescent at the time of the referral was considerably more negative than when the same child was described by their parent for the age range of 2–5 years. Happiness was at 9% (compared to 77%) calm at 2% (compared to 26%) and active temperament at 11% (compared to 58%).




Results Of The Personal History Checklist For Adolescents

The Personal History Checklist for Adolescents was completed by 109 adolescents who responded to questions about their history, general background, and the background of their family. Some items had more than one response that could be indicated. This measure was in use until 2004.


Reason for Evaluation

Adolescents reported that their reason for seeking an evaluation was more often at the request of their parent (58%), and only 8% reported coming in as a result of their own decision.
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