
ED 349 716

TITLE

INSTITUTION
REPORT NO
PUB DATE
NOTE
AVAILABLE FROM

PUB TYPE

EDRS PRICE
DESCRIPTORS

DOCUMENT RESUME

EC 301 450

Children with ADD: A Shared Responsibility. Based on
a Report of the Council for Exceptional Children's
Task Force on Children with Attention Deficit
Disorder.
Council for Exceptional Children, Reston, Va.
ISBN-0-86586-233-8
92
45p.
Council for Exceptional Children, Publication Sales,
1920 Association Dr., Reston, VA 22091 (Stock No.
P641; $8.90, $6.25 for members).
Guides Non-Classroom Use (055)

MF01/PCO2 Plus Postage.
*Attention Deficit Disorders; Classroom Techniques;
Cooperation; *Educational Diagnosis; Educational
Environment; *Educational Needs; Educational
Practices; *Educational Responsibility; Elementary
Secondary Education; Evaluation Criteria;
Hyperactivity; Incidence; Inservice Education;
Interdisciplinary Approach; *Intervention; Regular
and Special Education Relationship; Student
Characteristics; *Student Evaluation; Student Needs;
Symptoms (Individual Disorders); Teaching Methods

IDENTIFIERS *Preferral Intervention; Teacher Assistance Teams

ABSTRACT
This document addresses the educational needs of

children with attention deficit disorder (ADD). The document charges
the education system as a whole with the responsibility for meeting
the educational needs of children with ADD, rather than charging one
segment of the education system. Three major perspectives shaping
future services are discussed: (1) children with ADD are currently in
both general and special education programs; (2) these children are
at greater risk of developing learning and/or behavioral problems;
and (3) all teachers and administrators should seek information on
how to meet the needs of these children. The document notes the
prevalence and characteristics of ADD. It recommends a two-tiered
process of evaluation, in which the child is diagnosed as having ADD
and then the degree to which the child's educational performance is
adversely affected is determined. The guide encourages the use of
prereferral intervention and teacher assistance teams,
multidisciplinary approaches, professional collaboration, frequent
parent/professional and professional/professional communication, a
positive school climate, and continuing education and staff
development. Classroom strategies that help children focus on
learning tasks are outlined, along with classroom strategies that
accommodate different abilities to maintain attention and keep
activity within certain levels. The guide concludes with a list of
individual, organizational, and printed resources. (Contains 20
references.) (JDD)



ilk

A s 8 ' Is s

U S IMPAIRS Men, or ci....., ON
Office of Educational Research and improvement 4,
EDUCATIONAL RESOURCES INFORMATION i

CENTER IERICI

V* document has deen reproduced as
qkreceived from the person or organization

originating it
0 Minor changes have been made to improve

reproduction quality

Points of view or opinions stated in this docu-
ment do not necessarily represent cacal
OEI positron or policy

111M. -.....-

. .
4.01

t.
.

m ..iik it 1

.846 .4

"PERMISSION TO REPRODUCE THIS t yd/
MATERIAL HAS BEEN GRANTED BY 11110

; IFee__ ,. Itl' Er

TO THE EDUCATIONAL RESOURCES
, INFORMATION CENTER (ERIC) arbAlICN.

4.
116/6.4.

4-e'er

i
A 41. 1* t 1

.
-VP p 0.

i .
10

s0 *404-

....

EST COPY AVAILABLE ---- ik..1..0

Ig



HIL6REN WITH ADD:

Q Shored Responsibility

r

a 4

tott: J.

1 4P

144.

0 1.0K

.4.1

Bee..c1 u Repo if of The Coui)c,

41
111 1r 0.rA

bi

. 110,40.4510,...

irtar.
10

- ets,
11.7ed

"OUP
' I

4111

4



Library of Congress Cataloging-in-Publication Data

Children with ADD : a shared responsibility : based on a report of The
Council for Exceptional Children's Task Force on Children with
Attention Deficit Disorder.

p. cm.
Includes bibliographical references.
ISBN 0-86586-233-8
1. Attention-deficit-disordered childrenEducationUnited

States. 2. School management and organizationUnited States.
I. Council for Exceptional Children. Task Force on Children with
Attention Deficit Disorders.
LC4707.4.C55 1992
371.9--dc20 92-27238

CIP

ISBN 0-86586-233-8

Copyright 1992 by The Council for Exceptional Children, 1920 Association
Drive, Reston, Virginia 22091-1589.
Stock No. P641

All rights reserved. No part of this publication may be reproduced, stored in a
retrieval system, or transmitted, in any form or by any means, electronic,
mechanical, photocopying, recording, or otherwise, without the prior written
permission of the copyright owner.

Printed in the United States of America
10 9 8 7 6 5 4 3 2 1



Contents

Foreword, v

Members of CEC's Task Force on Children with ADD, vii

Consultants to Task Force, ix

1. introduction, 1
The responsibility for meeting the educational needs of children with
attention deficit disorder (ADD) does not belong to one segment of the
education system, but rather to the education system as a whole.

2. CEC Examines the Issues, 2
CEC Task Force addresies three major perspectives that will shape future
services: (1) children :, ith ADD are currently in both general and special
education programs; (;) these children are at greater risk of developing
learning and/or behrvioral problems; and (3) all teachers and ad-
ministrators want information on how to meet the needs of these children.

3. Prevalence and Characteristics of Attention Deficit
Disorder, 6
Between 1.35 and 2.25 million school-age children in the United States
may have an attention deficit disorder. Characteristics include develop-
mentally inappropriate degrees of inattention, impulsiveness, and/or
hyperactivity.

4. Evaluation, 9
A two-tiered process of evaluation is recommended (1) to determine
whether or not a child meets the criteria for diagnosis of ADD and (2) to
determine the degree to which the child's educational performance is
adversely affected.

iii



5. Prereferral Intervention and Teacher Assistance
Teams, 11
Proactive strategies, such as prereferral intervention and the use of teacher
assistance teams, help to reduce the risk of underachievement and academic
and social failure.

6. Multidisciplinary Approaches and Professional
Collaboration, 13
Effective programs use a multidisciplinary approach to meeting the needs
of children with ADD and encourage professional collaboration.

7. Communication, 17
Effective programs encourage frequent parent-professional and profes-
sional-professional communication.

8. Positive School Climate, 18
Effective programs create a positive school climate and provide the support,
flexibility, and continuing education needed by teachers to meet diverse
educational needs.

9. Continuing Education and Staff Development, 21
Effective programs provide the continuing education and staff develop-
ment necessary for successful program implementation.

10. Classroom Strategies That Help Children Focus on
Learning Tasks, 22
Effective strategies include seating the student near the teacher; shorten-
ing or reducing the difficulty of assignments; teaching learning strategies;
using behavioral approaches; teaching social skills; and providing assis-
tance in learning how to organize.

11. Classroom Strategies That Accommodate Different
Abilities to Maintain Attention and Keep Activity Within
Certain Levels, 24
Appropriate school behavior and learning are dependent on a child's ability
to orient, maintain attention, and keep activity within certain levels for
extended periods of time.

References, 31

Additional Resources, 33

iv

6



Foreword

This document should be viewed as a beginning effort to address the
educational needs of children with attention deficit disorder (ADD). The
contents should be helpful to teachers of both regular and special educa-
tion classes. Parents and school administrators may find this document
helpful as well.

Both the members of The Council for Exceptional Children's Task
Force on Children with Attention Deficit Disorder and the consultants
to the Task Force should be recognized for their efforts in developing a
meaningful report. Dawna Farrar, CEC staff/governmental relations,
played a significant role in the Task Force's work. Through her tireless
commitment to this project, we were able to have a successful hearing,
create the numerous drafts of the report, involve all Task Force members
and consultants, and, most important, present this report at this time.

We hope the document will be user friendly and that it will be
embraced by the education community as a foundation from which to
build, focusing upon the educational needs and successes of children
with ADD.

Joseph A. Ovick
Chair, Task Force on Children
with Attention Deficit Disorder
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1. Introduction

The responsibility for meeting the educational needs of
children with attention deficit disorder (ADD) does not
belong to one segment of the education system, but rather
to the education system as a whole.

During the reauthorization of the Education for all Handicapped
Children Act of 1975 (now renamed the Individuals with Disabilities
Education Act [IDEA] of 1990) several members of Congress, at the
urging of parent organizations, raised the question of whether or not to
add the term attention deficit disorder (ADD)* as a separate handicapping
condition under Part B of IDEA. A number of educational associations
(including CEC) opposed the addition of ADD as a separate category,
arguing that (a) children with ADD who require special education may
be served under the existing categories of learning disability, serious
emotional disturbance, and other health impairment; and (b) the addi-
tion of ADD as a category would be counterproductive because of the
lack of professional consensus regarding definitional and diagnostic
criteria. In addition, there were concerns surrounding the potential
overidentification of children who are culturally and linguistically
diverse. In response, Congress compromised by requiring the Depart-
ment of Education to publish a Notice of Inquiry in order to obtain input
from the field. In addition, the Department was required to establish four
centers to gather and disseminate information pertaining to ADD.

In September 1991, the Department of Education issued a policy
clarification on the issue of children with attention deficit disorder. The
memorandum, which was jointly signed by the Office of Special Educa-
tion and Rehabilitative Services, the Office of Civil Rights, and the Office
of Elementary and Secondary Education, was intended to clarify state
and local responsibility under federal law for meeting the needs of
children with ADD in the educational system as a whole. The memo
stated that a child with ADD may qualify for special education and
related services under Part B of IDEA, through the category of "Other
Health Impaired," in instances where "the ADD is a chronic or acute
health problem that results in limited alertness, which adversely affects
educational performance." Children with ADD are also eligible for ser-
vices under Part B when they satisfy the criteria applicable to other
disability categories such as learning disability, serious emotional distur-
bance, and so on.

*Note: Throughout this booklet, ADD will be used to refer to attention deficit disorder,
attention deficit hyperactivity disorder (ADHD), or attention deficit disorder without
hyperactivity.
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In addition, even if a child does not qualify for special education
and related services under Part B of IDEA, the requirements of Section
504 of the vocational Rehabilitation Act of 1973 (which prohibits dis-
crimination on the basis of disability) may still be applicable. Under
Section 504, the school must conduct an evaluation to determine whether
or not the child is "handicapped" as defined by the law. If the child is
found to have "a physical or mental impairment which substantially
limits a major life activity (e.g., learning)," then the local education
agency (LEA) must make an "individualized determination of the child's
educational needs for regular or special education or related aids or
services." As required under Part B, Section 504 also stipulates that the
child's education must be provided in the regular classroom, "unless it is
demonstrated that education in the regular environment with the use of
supplementary aids and services cannot be achieved satisfactorily." Ac-
cording to the memorandum, "through the use of appropriate
adaptations and interventions in regular classes, many of which may be
required by Section 504, the Department believes that LEAs will be able
to effectively address the instructional needs of many children with
ADD." Figures 1 and 2 illustrate how the provisions of IDEA and Section
504 are related.

Clearly, the responsibility for meeting the educational needs of
children with ADD does not belong to one particular segment of the
education system, but rather to the education system as a whole. Thus,
if the needs of such children are to be fully met in the schools (whether
through general or through special education programs), increased coor-
dination, collaboration and consultation will have to occur among
regular educators, special educators, administrators, and related services
personnel.

2. CEC Examines the Issues

CEC Task Force addresses three major perspectives that
will shape future services: (1) children with ADD are
currently in both general and special education programs;
(2) these children are at greater risk of developing learning
and/or behavioral problems; (3) all teachers and
administrators want information on how to meet the needs
of these children.

In the summer of 1991, CEC's Committee on Advocacy and Governmen-
tal Relations created a Task Force to examine issues surrounding chil-
dren with ADD in our schools. The purpose of the Task Force was to (a)

2
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aggressively explore and develop appropriate interventions in general
education programs for children with ADD; (b) recommend ways in
which the federal government can provide meaningful support to the
entire education community in the provision of educational program-
ming for children with ADD; and (c) continue to develop and
communicate CEC's position with respect to children with ADD who
may require special education.

The Task Force, a core working group of seven individuals (the
majority of whom are school-based personnel) was charged with gather-
ing as much relevant information as possible in order to develop a
practical, comprehensive document that could be used (a) to guide CEC
policy and (b) as a resource for parents, educators, and others concerned
with the education of children with ADD in our schools.

In an effort to have the benefit of a wider range of professional
knowledge, the Task Force appointed various individuals (both CEC
members and others) with experience and expertise in the area of atten-
tion deficit disorder to serve as consultants. In addition to providing
written and/or verbal information to the Task Force relating to their area
of expertise, the consultants provided the valuable service of critiquing
the Task Force report for content, accuracy, and relevance.

The Task Force obtained information for this report through a
variety of avenues, which included written and verbal information
supplied by the consultants, published sources (books, articles, and
research papers), a written survey of parents attending a CH.A.D.D.
(Children with Attention Deficit Disorders) conference in Washington,
DC, a-1i; a public hearing.

The hearing, conducted during CEC's Conference on At-Risk
Children in November 1991, enabled the Task Force to hear testimony
presented by parents, educators, researchers, and related services per-
sonnel. The Task Force asked witnesses to address one or more of the
following issues: successful intervention strategies in special and
general education classrooms; appropriate administrative and program-
matic options for better meeting the educational needs of children with
ADD; options for other children with diverse learning needs; issues
surrounding diagnosis and assessment; information regarding children
who are culturally and linguistically diverse; and teacher training across
the education profession.

In the course of gathering information regarding ADD, the follow-
ing overriding issues quickly emerged:

1. Regardless of how ADD is defined or diagnosed, children exhibiting
the characteristics of ADD are currently in our classrooms, in both
general and special education programs.

5
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2. Such children may have (or are at greater risk of developing)
learning and behavioral problems associated with ADD.

3. School-based personnel (both general and special education
teachers and administrators) want and need information on how
best to meet the needs of such children. In particular, educators
want information on how to provide support to children with the
characteristics of ADD before these characteristics cause such
children to fall into a rapidly accelerating downward spiral of
academic and social failure.

It is hoped that this resource will be used by educators and parents
in their struggle to adequately meet the educational needs of children
with the characteristics of ADD. Additional information on appropriate
interventions and diagnostic techniques should be made available
through the federally funded Centers on ADD beginning in early 1993.
These centers are listed in the Additional Resources section at the back
of this booklet.

The recommendations and interventions listed in this booklet are
not necessarily the "best" practices, nor are they intended to represent
the full range of interventions and practices currently being used with
children with ADD in our schools today. However, the booklet reflects
the thoughts and advice of parents, professionals, and leaders from the
field of special education regarding what they believe to be aorropriate
components of effective school programs for children with ADD. It is
hoped that school-based personnel will use this booklet as a starting
point in their efforts to better meet the needs of children with ADD in
their particular schools.

In addition, although the information provided here focuses on
children with the characteristics of ADD, many of the interventions and
strategies may be useful for other children who are experiencing educa-
tional difficulties that place them at greater risk for school failure.

3. Prevalence and Characteristics of
Attention Deficit Disorder

Between 1.35 and 2.25 million school-age children in the
United States may have an attention deficit disorder.
Characteristics include developmentally inappropriate
degrees of inattention, impulsiveness, and/or hyperactivity.

Many experts estimate that children with ADD constitute 3% to 5% of
the current school-age population, which would represent 1.35 to 2.25

6
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million children. According to the Professional Group for ADD and
Related Disorders (PGARD), in their comments to the Department of
Education's Notice of Inquiry (1991), approximately 50% of children with
ADD do not require special education services, but rather "appropriate
recognition or modifications to the regular program of instruction."
PGARD estimates that of the 50% who do require special education,
about 85% are able to receive a significant proportion of their instruction
in the regular classroom. Recent evidence indicates that about one-third
of the children identified as having a specific learning disability also have
an attention deficit disorder, and that anywhere from 30% to 65% of
children identified as having serious emotional disturbance also have
attention deficit disorder.

ACcording to the Virginia Department of Education's Task Force
report (1990), "the condition which today is termed 'Attention Deficit
Hyperactivity Disorder' (ADHD) has been recognized as an entity for at
least the last half century." Children with the characteristics of ADD
were, at different points, described as "brain injured," "hyperactive," or
thought to have "minimal brain dysfunction." Currently, the Diagnostic
and Statistical Manual of Mental Disorders, Third EditionRevised (DSM-III-
R, 1987) characterizes ADD as "developmentally inappropriate degrees
of inattention, impulsiveness, and hyperactivity." Although hyperac-
tivity is more common among younger children, other ADD
characteristics may persist into adulthood. The DSM-III-R lists 14 be-
haviors thought to be prevalent among children with ADD, and it
specifies that the child must exhibit, prior to age 7, at least 8 of the 14
behaviors at a greater frequency than observed among others of the
same mental age. In addition, the characteristics must have been present
for at least 6 months. The behaviors are as follows:

1. often fidgets with hands or feet or squirms in seat (in adolescents,
may be limited to subjective feeling of restlessness);

2. has difficulty remaining seated when required to do so;

3. is easily distracted by extraneous stimuli;

4. has difficulty awaiting turn in games or group situations;

5. often blurts out answers to questions before they have been com-
pleted;

6. has difficulty following through on instructions from others (not
due to oppositional behavior or failure of comprehension); e.g., fails
to finish chores;

7. has difficulty sustaining attention in tasks or play activities;

8. often shifts from one uncompleted activity to another;

7
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9. has difficulty playing quietly;

10. often talks excessively;

11. often interrupts or intrudes on others, e.g., butts into other
children's games;

12. often does not seem to listen to what is being said to him or her;

13. often loses things necessary for tasks or activities at school or at
home (e.g., toys, pencils, books, assignments); and/or

14. often engages in physically dangerous activities without consider-
ing possible consequences (not for the purpose of thrill-seeking);
e.g., runs into street without looking. (pp. 52-53)

Based on the frequency and intensity of the above behaviors, the
child's disorder can be classified as mild, moderate, or severe. In 1993,
another classification formulation (DSM-IV) is expected to be published,
which may include changes in the operational diagnostic criteria.

Another description of ADD that may be useful for educators was
contained in PGARD's (1991) response to the Notice of Inquiry:

The condition "attention deficit disorder" refers to a develop-
mental disorder involving one or more of the basic cognitive
processes related to orienting, focusing or maintaining atten-
tion, resulting in a marked degree of inadequate attention to
academic and social tasks. The disorder may also include ver-
bal or motor impulsivity and excessive nontask related
activities such as fidgeting or restlessness. The inattentive
behavior of ADD most commonly has onset in early childhood,
remains inappropriate for age, and persists throughout
development. (p. 2)

In terms of educational impact, the ADD may "adversely affect
educational performance to the extent that a significant discrepancy
exists between a child's intellect, ial ability and that child's educational
productivity with respect to listening, following directions, planning,
organizing or completing academic assignments that require reading,
writing, spelling or mathematical calculations" (PGARD, 1991, p. 2).

According to Zentall (1991b), in her testimony before the Task Force,
"what is easy to recognize and therefore salient in the early identification
of ADHD youth is increased verbal and motoric activity. What charac-
terizes this activity is not only its intensity (loudness, frequency) but the
fact that it is highly variable in nature (i.e., very different from the
repetitive activity and ideation that characterizes anxious and autistic
individuals)" (p. 2).

8
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Other characteristics frequently seen in children with ADD are
temper outbursts, low self-esteem, and variable mood (Reeve, 1990). Boys
tend to be diagnosed four to nine times as often as girls, and, when
compared to girls with ADD, are more aggressive, impulsive, and
destructive. Because they tend to be underidentified and thus under-
served, girls with ADD may be at risk for long-term academic, social, and
emotional difficulties (Parker, 1992).

A child may not exhibit behaviors associated with ADD in some
situations (i.e., in novel situations, or those in which the child is receiving
considerable attention or has chosen the activity). However, the ADD
behaviors are almost always present under conditions in which the child
is engaged in a boring or difficult task that requires attention for an
extended period and is without direct supervision (Reeve, personal
communication, May 1992).

DSM-III-R also contains a second diagnostic category, "undifferen-
tiated attention deficit disorder" (UADD), which refers to children who
display significant inattentiveness, but without hyperactivity. Such
children are generally not impulsive, and they tend to be underactive
rather than overactive. Teachers tend to describe children with UADD
as daydreamers, confused, and lethargic. Studies indicate that children
with UADD are at high risk for academic failure, and they may have a
higher rate of associated learning problems than children with ADD who
are also hyperactive (Parker, 1992).

Most experts agree that ADD is a neurobiological disorder that can
have multiple causes. Heredity appears to play a role, as research indi-
cates that children with ADD are likely to have a biological relative with
ADD. In addition, evidence suggests that neurological, neurochemical,
or, in some cases, toxic factors may be involved. Other factors such as
other medical conditions, medication side effects, familial functioning, or
environmental conditions may exacerbate an existing disorder or con-
tribute to the development of ADD-like problems in some children
(Parker, 1992).

4. Evaluation

A two-tiered process of evaluation is recommended (1) to
determine whether or not a child meets the criteria for
diagnosis of ADD and (2) to determine the degree to which
the child's educational performance is adversely affected.

As with all other disabling conditions, evaluation methods for children
suspected of having ADD should be a multistep, multidisciplinary pro-
cedure. In their response to the Department of Education's Notice of

9
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Inquiry, PGARD recommends using a two-tiered process for evaluating
a child suspected of having ADD. Tier 1 of the assessment should
determine whether the child meets the criteria for diagnosis of ADD. If
the tier 1 assessment confirms the presence of ADD, then a tier 2 evalua-
tion would be required. Tier 2 of the assessment should determine the
degree to which the child's educational performance is adversely af-
fected. Tier 2 assessments will help determine what types of educational
services are necessary to assist the student.

Diagnosing ADD (tier 1) requires gathering information about the
child from a number of sources and in a variety of ways. Medical
information; parent or guardian descriptions of the child's physical,
mental, social, and emotional development; school information; descrip-
tions of social behavior and classroom adjustment; and assessment of the
child's cognitive functioning are essential to making a diagnosis. Evalua-
tion methods for children suspected of having ADD often include the
use of rating scales for parents and teachers. Because the behavior of
children thought to have ADD can vary widely in different situations
and environments, experts recommend obtaining information from a
wide variety of sources and observing the child in a variety of settings
and at different time periods.

If the tier 1 diagnostic evaluation results in a diagnosis of ADD, then
the tier 2 evaluation should be done to determine to what extent the
child's ADD affects his or her academic performance. For a number of
reasons, school personnel play an important role in collecting data for
this stage of the assessment. Teachers may be best able to document the
degree of impairment of academic performance the child exhibits in class.
This can be done through direct observation, teacher-completed
academic performance rating scales, sampling of roll-book grades or
work samples collected over a specified period of time, or via the results
of trial interventions implemented by the teacher under the direction of
the child study team or a teacher assistant team.

Popper (1991) has recommended that a child suspected of having
ADD be carefully evaluated to rule out the possibility that the child has
a "look-alike" disorder. According to Popper, "Look-alike ADD children
may fulfill the diagnostic criteria for ADD but have a completely different
problem and, therefore, should receive a different diagnosis. These ADD
look-alikes are important to distinguish because their long-term treat-
ment may be quite different from children with classical ADD" (p. 16).
The disorders that can result in ADD-like characteristics include depres-
sion, stress-induced anxiety states, biologically based anxiety disorders,
child abuse or neglect, bipolar disorders, schizophrenia, or other medical
disorders (such as sleep disorders, malfunctions of the thyroid gland, or
excessive lead ingestion). Popper has advised that numerous problems
must be contemplated, assessed, and ruled out before a diagnosis of ADD
can be made.



In addition, individuals with expertise in the educationof children
who are culturally and linguistically diverse caution that many of the
characteristics in the DSM-III-R list may be attributable to cultural or
linguistic differences in the child. In her testimony before the Task Force,
Ortiz (1991) pointed out that

As many as 10 out of 14 of the behaviors typically associated
with ADD are typical of students who are acquiring a second
language. Normally a child who is limited English proficient
and who is being taught in English will have difficulty follow-
ing instructions; may appear not to be listening; may be easily
distracted by extraneous stimuli; will have difficulty sustaining
attention on tasks; and will often times shift from one uncom-
pleted activity to another. These and other types of behavior
typically associated with ADD (e.g., being socially withdrawn,
nervous and anxious; poor school performance; poorself con-
cept; poor academic motivation) could be exhibited by
students in the process of acquiring a second language.

Thus, the importance of obtaining information from a variety of

sources (i.e., parents, teachers, etc.) when evaluating a child is under-
scored.

In order to avoid the inappropriate referral of children who are
linguistically and culturally diverse, experts such as the National As-
sociation of Black Psychologists and PGARD recommend that when
conducting an evaluation of such a child, at least one member of the
evaluation team (a) be a member of the same (or a similar) ethnic,
cultural, or linguistic minority group; or (b) have expertise in the evalua-
tion of children who are members of that minority group. PGARD also
recommends that rating scales and other assessment instruments be
used in the context of the norms for the minority group of which the
child is a member.

5. Prereferral Intervention and Teacher
Assistance Teams

Proactive strategies, such as prereferral intervention and
the use of teacher assistance teams, help to reduce the risk
of underachievement and academic and social failure.

As was mentioned in the introduction, children diagnosed with attention
deficit disorder may qualify for special education and related services
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under the category of "other health impaired," as well as under other
categories for which they meet the established criteria. However, in
order to be eligible for services under any category under IDEA, the
disability must have an adverse impact on the child's educational perfor-
mance. Similarly, a child's disability must "substantially limit" one or
more major life activities (e.g., learning) in order for the child to be eligible
for services under Section 504 of the Vocational Rehabilitation Act. Thus,
in many instances, children who are experiencing educational difficul-
ties, whether stemming from ADD or some other cause, often fail to
receive any assistance until after their difficulties (i.e., distractibility,
disorganization, inability to complete assignments on time, etc.) have
caused them to fall significantly behind their classmates. Uhiortunately,
by the time children have experienced such failure they have already lost
a great deal of academic ground. In addition, school failure may con-
tribute to or worsen a student's feelings of low self-esteem, depression,
or anxiety.

In order to prevent such negative consequences, many experts
recommend the use of proactive approaches such as prereferral inter-
ventions. Broadly defined, a prereferral intervention is a systematic and
collaborative effort to assist regular education teachers in using interven-
tions with hard-to-teach students (Parker, 1992). In this model, the design
and application of interventions is done through a team approach. Such
teams (e.g., child study teams, child study committees, teacher assistance
teams) often consist of the regular education teacher, a school
"sychologist or counselor, and a special educator, but they can include
experts in the area of ADD, teachers of children with emotional or
behavioral disorders, physicians, the school nurse, social workers, and
others. The team assists the teacher in assessing the student's behavior
and implementing systematic modification programs until the student's
problems are corrected or until it is decided that more intensive interven-
tion is necessary.

For example, a student suspected of having ADD may be brought
to the child study team by a teacher who is looking for ways to help the
child. The team might suggest that the child receive a formal ADD
screening and a more complete evaluation for ADD if the screening
evaluation suggests so. In conjunction with the screening or full evalua-
tion results, team members might make various recommendations to the
teacher regarding accommodations the teacher could use with the stu-
dent in the classroom. In addition, the team might help the teacher design
and implement a formal behavior management program for the student.
If difficulties at home are suspected, a social worker or family counselor
may be consulted. Other recommendations may include enrolling the
child in a social skills program, or assigning a case manager to followup
and stay in contact with the teacher. A flow chart of the prereferral
procedures recommended for children suspected of having ADD by a
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Superintendent's Task Force in Broward County, Florida, is shown in
Figure 3.

Initiating proactive, or preventive, interventions may reduce the
child's risk of underachievement and academic and social failure. How-
ever, if such preventive strategies are insufficient to maintain or improve
the child's educational performance, then the team should consider
referral for additional programs and services.

Another example of a proactive approach is the Teacher Assistance
Team model described by Chalfant, Pysh, and Moultrie (1979). According
to this approach, teachers who have students who are having difficulties
request assistance from teams of colleagues. A team meets with a teacher
in a 30-minute problem-solving session to discuss the problem and
design an intervention plan, which the teacher then implements with
the help of the team. Faculty of the University of Texas at Austin, who
have been using this method in a school district with a 70% Hispanic
enrollment, have resolved, on average, 70% of the cases considered
without referral to special education (Ortiz, 1991). In addition to leading
to better identification of children who may have disabilities, this method
provides datathrough an analysis of teacher requests for assistance
that can be used to design comprehensive inservice programs for
building-based professional development activities.

Clearly, proactive approaches are also crucial to the effort of reduc-
ing the numbers of children who are culturally and linguistically diverse
being referred inappropriately to special education programs. Prereferral
interventions provide teachers with problem-solving strategies other
than referral to special education when students are exhibiting educa-
tional difficulties. Thus, students who are experiencing difficulty because
of limited English proficiency or because of socioeconomic or other
factors unrelated to having a disability would be more likely to receive
the support they need in the regular classroom without being unneces-
sarily (and incorrectly) identified as having a disability.

6. Multidisciplinary Approaches and
Professional Collaboration

Effective programs use a multidisciplinary approach to
meeting the needs of children with ADD and encourage
professional collaboration.

Collaborative and multidisciplinary approaches are an integral com-
ponent of any proactive strategy for meeting the needs of children with
ADD, just as they are for dealing with other children experiencing
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(1) The student referral is directed to the school designee* (counselor,
administrators, etc.).

(2) Available records are reviewed by selected support professionals (e.g.,
school psychologist, counselor, social worker, etc.). Observations may be
conducted and other pertinent data collected at this time.

(3) Selected support team members, e.g., school psychologist, counselor,
social worker, etc.) will review the student's records and additional data in
order to determine if there is a need for the Child Study Team/Intervention
Assistance Team (CST/IAT) to review the case. At this point a referral could be
considered to the CST/IAT.

(4) The CST/IAT reviews the student's records and determines if the student
meets the classification as a qualified handicapped individual under Section
504 of the Rehabilitation Act of 1973.

If the student is considered a candidate for 504 services, the teacher(s),
parents, and support professionals collaborate in planning accommodation
strategies. These accommodations are documented on a 504 Accommoda-
tion Plan. Finally a case manager is assigned from the school staff (e.g., school
designee, counselor, administration, team leader, etc.) to monitor the
student's progress. The case manager is responsible for completing the 504
Accommodation Record form and setting timeliness for implementing and
monitoring the accommodations.

Parents receive copies of the 504 Accommodation Plan and 504 Accom-
modation Record forms, along with a formal notice of the rights afforded to
them by Section 504 of the Rehabilitation Act of 1973.

(5) Teacher, parent, and support professionals will participate directly in
implementing the accommodations. Support professionals remain accessible
to the teacher/parent and offer additional suggestions as necessary.

(6) The effectiveness of accommodations is evaluated by the assigned case
manager from the school staff (e.g., school designee, counselor, ad-
ministrator, team leader, etc.). If the accommodations need to be modified or
redesigned, the case is resubmitted to the CST/IAT.

(7), (8), (9) See (4), (5), and (6).

(10) If the accommodations have proven ineffective, the CST/IAT will con-
sider referring the student for a psychoeducational evaluation.

(11) and (12) The case will be handled by the ESE Specialist if the
psychoeducational evaluation is recommended. If the pyschoeducational
evaluation is not recommended, the CST/IAT will continue revising its interven-
tion plan.

*School designee is assigned by the principal.

FIGURE 3. (Continued)

15



educational difficulties (whether caused by a disability or other mitigat-
ing factors). As previously mentioned, the characteristics of ADD may,
depending on their nature and severity, result in learning, social, emo-
tional and/or behavioral difficulties for the student. Appropriate
interventions may include instructional or curricular modifications,
changes in the classroom environment, behavioral and/or cognitive
modification strategies, and/or medical interventions. The support of
related services personnel in providing any of these above interventions
(or any combination thereof) can be crucial to their successful implemen-
tation. Professionals such as the school nurse, social worker, school
psychologist, and other appropriate pupil services personnel should be
made available to provide direct and/or consultative services as needed.
In addition, special education professionals should, as appropriate, pro-
vide advice and guidance to the regular classroom teacher. They can be
particularly helpful in designing individualized instructional ap-
proaches.

An example of another collaborative (and proactive) approach
designed to provide support to children with diverse learning needs in
the regular classroom is the Creative, Useful, Experiential Learning
Program being implemented in the Coloma Community Schools,
Michigan. In this program, all children remain in regular classrooms
while specialty teachers move from room to room, working with stu-
dents as needed. This program provides teachers and other professionals
with the flexibility to work together to develop coursework appropriate
to the needs of a particular child. According to Mary Spessard (1992), who
directs the program, educational outcomes for special education students
have improved under this system, while referrals to special education
have decreased by nearly 50%.

The role of administrators and school leaders is important to the
implementation of collaborative, or teaming approaches. According to
Villa and Thousand (1990), building- and district-level administrators can
play a number of vital roles in a team-based model, including the follow-
ing:

Modifying master schedules to support teachers with the time
needed to meet as teams.

Creating job descriptions that reflect the new roles of professionals
working in a team-based system.

Hiring personnel who embrace the district's philosophy and have
appropriate technical and communication skills.

Supervising and evaluating staff in a manner that supports the
district's commitment to all children.

16
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Setting the agenda for staff meetings and including items that relate
to the support needs of all ,:hildren.

Arranging for inservice and training for staff.

7. Communication

Effective programs encourage frequent parent-professional
and professional-professional communication.

The parents who responded to the Task Force survey described a wide
variety of educational interventions that had been effective with their
children. Although the survey failed to reveal any one typical program
or intervention, one common factor did emerge: Programs described as
effective by the parents in meeting the needs of theirchild all communi-
cated frequently and effectively with the parents, usually via phone calls,
notebooks, or regular meetings. Parents described their frustration with
schools that failed to notify them of their child's progress until the child
had fallen irretrievably behind. One parent wrote that "what would have
helped was phone calls at the first sign of trouble. I could have hopped
on the problem immediately... . Our school notified us on a report card
2 months later that as many as 17 assignments were missed. Needless to
say my child never recovered and the rest of the year was worth very
little."

Current research indicates that parental involvement is important
in improving the educational outcomes for all children. For children with
ADD (or any other disability or factor causing educational difficulty),
such involvement is even more crucial. The child's parents can provide
the teacher with information regarding the child's strengths, needs, and
interests. In addition, parents can work with the teacher to reinforce at
home the organizational skills and strategies that are so crucial to success

in the classroom. Several parents described programs in which they
would cooperate with the teacher to provide special rewards athome for
appropriate school achievement or behavior.

Education professionals may need to recognize, however, that not
all parents may be able (or willing) to become so actively involved with
their child's education. In addition to the stressors facing many families
(e.g., juggling career/family responsibilities, single parent households,
economic difficulties, etc.), the parents of children with ADD face the
additional demands of parenting a child who may need a great deal of
care and supervision (Parker, 1992). However, regardless of how active
or involved parents may choose to be in their child's education, school
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personnel should make every effort to maintain open lines of com-
munication and keep parents informed of the child's progress.

Many parents who responded to the Task Force survey indicated
that receiving good communication from the child's school depended,
from year to year, on the particular teacher. Several parents mentioned
that their schools discouraged parental involvement, and never initiated
communication. The importance of effective professional collaboration
and communication between professionals and parents should be
stressed in both professional preparation and continuing education
programs for administrators and teachers.

Because children with ADD may require the services of other
professionals (e.g., medical, counseling, social work, etc.), it is important
that the school have an established procedure for frequent communica-
tion with such personnel (and relevant agencies) in order to provide
better coordination of services. Communication between physicians and
the schools is especially important in instances in which the child is
receiving medication for his or her ADD. As Parker has pointed out in
The ADD Hyperactivity Handbook for Schools (1992), "Schools play an ever
increasing role in the monitoring of medication effects on children. For
most children, the primary effects of medication will only be noticeable
during school hours, so teachers will be very important informants as to
how well the medication works and how well the child tolerates it." An
example of a medication checklist for school personnel is shown in
Figure 4.

In many instances, the school nurse or other school professional
such as a social worker can often play a vital role as a liaison between
the agencies or professionals who are providing services to the child, as
well as to the parents.

8. Positive School Climate

Effective programs create a positive school climate and
provide the support, flexibility, and continuing education
needed by teachers to meet diverse educational needs.

Several witnesses who testified at the Task Force hearing described the
importance of a positive school climate in meeting the educational needs
of children with the characteristics of ADD. According to Eleanor
Guetzloe (1991), Professor of Special Education at the University of South
Florida, a positive school climate will be attained through the provision
of physical safety, psychological security, attainable goals, relevant cur-
riculum, effective instruction, charismatic staff, avoidance of
punishment, opportunities for socialization, and an atmosphere of
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MEDICATION EFFECTS RATING SCALE

Name Completed by
Date of Birth Age Sex Grade
Date form completed

Medication(s) Dosages and Times Administered Per Day

Mark any changes in the following behaviors:

No Improved Improved
Main Effects on Behavior Worse Difference a Little a Lot

Attention to task
Listening to lessons
Finishing assigned work
Impulsivity
Calling out in class
Organizing work
Overactivity
Restless, fidgety
Talkative
Aggressive
Peer interaction

Mark any side effects which you have noticed or which the child has
mentioned.

Side Effects Comments

Appetite loss
Insomnia
Headaches
Stomachaches
Seems tired
Stares a lot
Irritability
Excessive crying
Motor/vocal tic
Nervousness
Sadness
Withdrawn

FIGURE 4. Medication Effects Rating Scale

Source: The ADO Hyperactivity Handbook for Schools by Harvey C. Parker.
(800) ADD-WARE. Reprinted with permission. This form may be reproduced for
classroom use.

19



caring. In ad dition, the child should be given a clean slate every day; that
is, each should provide a new opportunity to succeed, free and clear
of yestcrda) 's failures.

In such a positive climate, the teacher should have the knowledge
and skills necessary to be aware of the need for changes in the curriculum
to meet individual needs, including dividing up long tasks into shorter
ones; providing breaks; creating appropriate physical conditions; and
using flexibility in giving assignments, scheduling, and grading. In addi-
tion, the teacher should provide appropriate consequences for a child's
behavior (i.e., rather than punishing the child for hyperactive behavior,
the teacher should provide the child with appropriate ways to channel
his or her high activity level).

Many parents mentioned the importance of having a caring, non-
judgmental, and supportive teacher in the creation of a positive
educational atmosphere for their children. One parent stated that "the
teacher must be positive and believe in the child's ability rather than
disability." Another noted that "positive attitudes and communication
from the teacher that he is liked and accepted" are very important in
motivating her child. Another parent mentioned that the key to her
child's success is a "supportive, encouraging teacher who makes it clear
that she values the child first and then will deal with any behavior
problems, rather than conveying to our son that he's a 'bad' or 'problem'
kid."

The Task Force recognizes that many schools have not come close
to providing positive climates for children or teachers due to financial
concerns, the lack of adequate facilities, and shortages of qualified per-
sonnel. Positive school climates are most easily created, of course, in
environments that provide teachers with the resources and education
necessary to do their jobs adequately. However, even without the in-
fusion of funds or other drastic changes, modifications and/or the flexible
use of existing programs and resources can often result in positive
changes for both children and teachers. In all schools, teachers can and
should be provided with the support, advice, and assistance of other
education professionals as necessary. In addition, school leaders, ad-
ministrators, and other professionals must be fully committed to and
involved in the process of providing appropriate educational services to
children with diverse learning needs in the -egular classroom. As pre-
viously mentioned, the support of administrators and school leaders is
crucial. They have the authority to allocate resources, provide educators
with the time necessary to collaborate or meet as teams, and provide the
necessary continuing education for staff.

Teachers must not be faced with the prospect of referring all
children who are exhibiting educational difficulties to special education
as the only means of obtaining additional support services.
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9. Continuing Education and Staff
Development

Effective programs provide the continuing education and
staff development necessary for successful program
implementation.

Many parents, as well as professionals, believe that the key to creating
positive climates lies in improved professional preparation and staff
development for both teachers and administrators. According to Fowler
(1991), "Effectively educating children with ADD begins when both
parents and educators fully understand the disability and its potential
for adversely affecting educational performance, whether that perfor-
mance is academic, social or both" (p. 2).

Effective professional preparation and staff development programs
for the training of educators will help teachers develop realistic social and
academic expectations for the child. In addition, improved knowledge
will help reduce inappropriate punishment of children for "noncom-
pliance," when these children have great difficulty complying as a result
of having ADD. Such inappropriate punishment for ADD related be-
haviors are ineffective in improving a child's performance, and they only
prove frustrating for both student and teacher.

Effective staff education programs for both regular and special
education professionals is also crucial to the success of programs that use
collaborative strategies. For example, in the Creative, Useful, Experiential
Learning Program described earlier, regular and special education
professionals were provided with extensive inservice training prior to
program implementation. Teachers and school leaders need to have the
skills necessary to recognize diversity in students and to work with other
professionals as necessary to provide the student with the particular
support he or she needs to learn.

As previously mentioned, professional preparation and continuing
education are important in improving services provided to children who
are culturally and linguistically diverse. According to Ortiz (1991), "Re-
search at the University of Texas at Austin suggests that neither the data
gathered as part of the referral process nor the evaluation decisions
made using that data reflects that professionals adequately understand
linguistic and cultural differences, socioeconomic status, and other char-
acteristics that mediate students' learning." In order to avoid the inappro-
priate referral of children who are culturally diverse, Ortiz recommends
improved training for educators, particularly those who are serving
minority students. In essence, educators must be able "to distinguish
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when performance is related to linguistic and cultural differences versus
when behaviors suggest the presence of an attention deficit disorder."

Ortiz has further advised that teachers be prepared in areas such as
basic concepts regarding language differences; including second lan-
guage learning and dialectal differences; frameworks for observing and
interpreting cultural characteristics; the provision of instruction that is
linguistically and culturally relevant; and the provision of instruction
that focuses on higher order thinking in problem-solving and learning
strategies. In addition, given that demographic data indicate that class-
rooms will have larger and larger numbers of students who reflect
diversity in terms of language, culture, socioeconomic status, and learn-
ing style, both regular and special education professionals should have
training in the management of diversity in today's classroom.

10. Classroom Strategies That Help
Children Focus on Learning Tasks

Effective strategies include seating the student near the
teacher; shortening or reducing the difficulty of
assignments; teaching learning strategies; using behavioral
approaches; teaching social skills; and providing
assistance in learning how to organize.

Appropriate strategies for meeting the educational needs of a child with
ADD will differ from child to child, since, as Forness and Walker (1991)
have pointed out, "the problems of any individual child with this diag-
nosis may vary considerably depending on age, presence or absence of
associated problems, level of academic performance, and a variety of
other factors related to school functioning" (p. 2). However, certain
instructional strategies and classroom modifications have been found to
be useful in the education of children with ADD. According to Ortiz
(1991), such strategies can also be "very effective with minority children,
if they are delivered in ways that reflect the understanding of language
and culture."

Forness and Walker have recommended the following strategies:

Seat the student close to the teacher so that the child can hear and
see what is being asked or demonstrated and the teacher in turn
can monitor the student's progress and be more readily available if
help is needed. If the classroom has an aide or adult volunteer, it
may in some cases be more useful to seat the student where this
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person can assist the child without undue interruption to the class.
(1991c)

Shorten or reduce the difficulty of the assignment for an individual
student so that she or he has the sense of completing the task in the
same length of time as other students. The teacher or aide may need
to modify, monitor, or reduce only those lessons in which the child
has particular trouble.

Provide instruction in learning strategies. Children with ADD fre-
quently have great difficulty in monitoring and regulating their
behavior to fit the changing demands of both school and social
situations. Children with ADD often seem unable to employ learn-
ing strategies that other children generate routinely (i.e., talking
themselves silently through new tasks until the tasks become auto-
matic). The following approach can be used to teach such strategies
to children with ADD: (a) isolating techniques that may be neces-
sary for certain tasks; (b) demonstrating or modeling them for the
child; (c) having the child rehearse the strategies; (d) providing the
child with feedback; and (e) encouraging and monitoring the child
the first few times he or she uses the strategy in actual practice.
(1991a)

It may be necessary to cue the child as to when to use the
strategy on new but similar tasks and even to instruct the child on
which strategies should be used with which sets of tasks or lessons.
The overall goal is to diminish the child's reliance on these external
prompts and cues and eventually to have these strategies become
as automatic as possible. (1991a)

Other approaches in this general area of strategy instruction
may involve self-monitoring or self-recording of the child's own
behaviors, such as off- and on-task behaviors during a given period.
Self-organizing skills are another form of strategy training in which
the child is systematically taught approaches to certain tasks. For
example, for homework, the student could be taught to: (a) find a
quiet place at home to work; (b) break assignments into smaller
parts (if there is a page or more of problems to do, divide the
assignment into 3 or 4 parts); (c) spend 10 or 15 minutes on each
section (keep a clock or timer nearby to keep track of time); (d) stop
working when time is up or the section is completed; and (e) take a
break before using the same procedure with the next section of
work. (1991a)

Use behavioral approaches. Among the more common approaches
are the use of checks or points that are awarded to the child for
specific behaviors or accomplishments. For very young children,
stars or stickers may be used. The checks or stickers can be ex-
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changed periodically in the classroom for a few minutes of free time
or an enjoyable activity or else saved up over a longer period (i.e.,
the end of each day or a week) for a special activity. For some
students, providing verbal praise for appropriate behaviors and
ignoring unwanted or off-task behaviors is very effective. (1991a)

Provide social skills instruction. While most children develop social
skills by observing and interacting with others, the child with ADD
may not profit as readily from these interactions or may have
diminished opportunity to learn because of social rejection. A num-
ber of commercially available social skills instructional programs are
now becoming available for use by teachers. Some of these curricula
are designed to cover instruction systematically over a period of
time on a variety of topics, such as basic manners, asking for help,
asking for permission, beginning and carrying on a conversation,
initiating an activity, and sharing belongings. (1991b)

Provide organizational assistance. Students may need to be taught
how to organize their lessons and assignments, taking advantage
of notebook dividers, notebooks that have specific pockets for
pencils and other materials, and notebooks that zip shut. Desk trays
or labeled boxes to help store materials in specific places and
periodic daily checks of desks to see that all materials are stored
correctly may also be helpful. An extra set of books from the school
may be requested for home use so that there are no excuses for
losing books or not being able to complete homework assignments.
(1991a)

11. Classroom Strategies That
Accommodate Different Abilities to
Maintain Attention and Keep Activity
Within Certain Levels

Appropriate school behavior and learning are dependent on
a child's ability to orient, maintain attention, and keep
activity within certain levels for extended periods of time.

Zentall (1991b), in her testimony before the Task Force, recommended
classroom modifications and strategies that recognize the ADD child's
need for increased stimulation and capitalize on the positive aspects of
the child's behavioral and learning characteristics. The following
material is a summary of her recommendations:
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Principles of Remediation for Excessive Activity

Do not attempt to reduce activity, but channel it into acceptable
avenues.

a. Encourage directed movement in classrooms that is not disrup-
tive.

b. Allow standing during seatwork, especially near the end of the
task.

Use activity as reward.

a. Give permission for an activity (e.g., run errand, clean board,
organize teacher's desk, arrange chairs) as an individual reward
for improvement.

Use active responses in instruction.

a. Use teaching activities that encourage active responding (e.g.,
talking, moving, organizing, working at the board).

b. Encourage diary writing, painting, and so on.

c. Teach child to ask questions that are on topic.

Principles of Remediation for Inability to Wait (Impulsivity)

Do not ask the child to wait, but do give the child substitute verbal
or motor responses to make while waiting, and, where possible, do
encourage daydreaming or planning in the interim.

a. Instruct the child on how to continue on easier parts of tasks (or
do a substitute task) while waiting for the teacher's help.

b. Teach the child how to cross out incorrect answers on multiple-
choice tests.

c. Have the child underline or rewrite directions before beginning,
or provide colored markers or colored pencils for the child to
underline directions or relevant information.

d. Encourage the child to doodle or play with clay, paperclips, or
pipe cleaners while waiting or listening to instructions.

e. Encourage notetaking (even just cue words).

When an inability to wait becomes impatience and bossiness, en-
courage leadership but do not assume that impulsive statements or
behavior are aggressive in intent.
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a. Suggest and reinforce alternate ways (e.g., line leader, paper
passer).

b. For children who interrupt, teach them to recognize pauses in
conversations and how to hang onto ideas.

c. Cue child about upcoming difficult times or tasks in which extra
control will be needed.

d. Instruct and reinforce social routines (e.g., hello, goodbye,
please, thank you).

Principles of Remediation for Failure to Sustain
Attention to Routine Tasks and Activities

Decrease the length of the task.

a. Break one task into smaller parts to be completed at different
times.

b. Give two tasks, with a preferred task to be completed after the
less preferred task.

c. Give fewer spelling words and mathematics problems.

d. Use fewer words in explaining tasks (i.e., give concise and global
verbal directions).

e. Use distributed practice rather than massed practice for rote
tasks.

Make tasks interesting.

a. Allow work with partners, in small groups, and in centers.

b. Alternate high- and low-interest tasks.

c. Use an overhead projector when lecturing.

d. Allow the child to sit closer to the teacher.

Increase novelty, especially in the later time periods of longer tasks.

a. Make a game out of checking work.

b. Use games to overlearn rote material.

Do not teach or reinforce "dead-man's behavior"; that is, do not
assume that the child is not paying attention just because he or she
looks out the window or at another child. Do not make on-task
behavior a goal without changing the nature of the task or the
learning environment.
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Principles of Remediation for Noncompliance and
Failure to Complete Tasks

Generally increase the choice and specific interest of tasks for the
child.

a. Allow a limited choice of tasks, topics, and activities.

b. Determine the child's preferred activities and use them as incen-
tives.

c. Bring the child's interests into assignments.

Make sure that the tasks fit within the child's learning abilities and
preferred response style.

a. Allow alternate response modes (e.g., typewriter, computer,
taped assignments).

b. Alter the difficulty level of assignments. (Give advanced-level
assignments or lower the level of difficulty.)

c. Make sure that disorganization is not responsible for failure to
complete tasks.

Principles of Remediation for Difficulty at the
Beginning of Tasks

Generally increase the structure and salience of the relevant parts
of tasks and social settings.

a. Prompt the child for verbal directions (e.g., use written directions
in addition to verbal ones; encourage notetaking).

b. Structure written assignments and tests (e.g., use graph paper
for math; state standards of acceptable work, being as specific as
possible).

c. Point out the overall structure of tasks (e.g., topic sentences,
headings, tables of content).

d. Allow work with partners or in small groups with quiet talking.

e. Color, circle, underline, or rewrite directions, difficult letters in
spelling, and math process signs.
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Principles of Remediation for Completing
Assignments on Time

Increase the use of lists and assignment organizers such as
notebooks and folders).

a. Write assignments the child in a pocket notebook.

b. Write assignments on the board and make sure child has copied
them.

Establish object-placement routines to retrieve routinely used ob-
jects such as books, assignments, and clothes.

a. Encourage the use of pocket folders with new work on one side
and completed, graded work and class notes organized
chronologically on the other.

b. Encourage parents to establish places for certain things at home
(e.g., books, homework).

c. Help the child organize his or her desk or locker with labels and
places for certain items.

Use color and physical/spatial organizers.

a. Teach the child the routine of self-questioning before leaving
one place for another (e.g., walking out of a door). ("Do I have
everything I need?")

b. Tape prompt cards in desks, on books, or on assignment folders.

Increasing Planning and Sequential Organization
of Thought

Practice planning.

a. Practice planning different activities (what is needed, how to
break tasks into parts).

b. Practice estimating time needed for activities.

c. Teach outlining skills.

Practice sorting, ordering, and reordering.

a. Teach the use of a word processor to reorder ideas.

b. Teach the child to take notes on lectures or on written materials
in three columns (main points, supporting points, questions).
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Principles of Remediation for Poor Handwriting

Reduce need for handwriting.

a. Do not have child recopy material; it will get progressively worse
instead of better.

b. Allow student to copy a peer's notes or the teacher's notes.

c. Accept typed or taped assignments.

Reduce standards on some assignments and make relevant stand-
ards clearer on important assignments.

a. Color, circle, or underline parts of letters that children typically
fail to close in cursive writing.

b. Allow reduced standards for acceptable handwriting.

c. Display particularly good samples of the child's work.

Principles of Remediation for Low Self-Esteem

Generally recognize the child's strengths and efforts.

a. Call attention to the child's strengths by allowing for a consistent
time each day or week during which the child can display his or
her talents.

b. recognize that excessive activity can also mean increased energy
and productivity.

c. Recognize that bossiness can also be leadership potential.

d. Recognize that attraction to novel stimulation can also lead to
creativity.

Increase feelings of success by helping the child increase his or her
skills.

a. Recognize the child's playfulness and use it to develop skills.

b. Mark the child's correct performance, not the mistakes.
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Additional Resources

As mentioned in the introduction, we hope that this booklet will serve
as a starting point for educational personnel in their efforts to make the
programs, policies, and procedures of their schools more conducive to
fully meeting the educational needs of children with ADD. Again, the
programs and interventions described in this document are not neces-
sarily the "best" practices, nor are they the only practices currently being
used with children with ADD in schools today. If your school is in the
process of developing or modifying programs or policies in order to better
meet the needs of children with ADD (or other children whose educa-
tional difficulties may put them at risk of school failure), we suggest you
obtain further information from the sources listed here.

Federally Funded Centers on ADD
The 1990 Amendments to IDEA directed the Department of Education to
provide funds to support one or more centers designed to organize,
synthesize, and disseminate current knowledge relating to children with
ADD. The purpose of these centers is to help educators, researchers, and
parents respond to the needs of children with ADD and to provide access
to the current research knowledge base related to either (a) assessment
and identification or (b) intervention. Four centers have been funded, two
addressing each issue. The centers and project directors are as follows:

Intervention

Dr. James Swanson
University of CaliforniaIrvine
19262 Jamboree Boulevard
Irvine, CA 92715
(714) 856-8730

Assessment and Identification

Dr. James McKinney
University of Miami
P.O. Box 248065
Coral Gables, FL 33124
(305) 284-5389

Dr. Tom Fiore
Research Triangle Institute
3040 Cornwallis Road
P.O. Box 12194
Research Triangle Park, NC 27709
(919) 541-6004

Dr. Roscoe Dykman
Department of Pediatrics
Arkansas Children's Hospital

Research Center
1120 Marshall Street
Little Rock, AR 72202-3591
(501) 320-3333
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In addition to these four centers, support has been granted to the
Federal Resource Center to identify successful practices and programs,
both in special education and in regular education, for meeting the
educational needs of children with ADD. For further information,
contact

Dr. Larry Carlson
Federal Resource Center
University of Kentucky
314 Mineral Industries Building
Lexington, KY 40506
(606) 257-1337

Information on ADD may also be obtained through the following
national parent support organizations:

CH.A.D.D.
Children with Attention

Deficit Disorders
499 N.W. 70th Avenue, Suite 308
Plantation, FL 33317
(305) 587-3700

ADDA
Attention Deficit Disorder

Association
P.O. Box 488
West Newbury, MA 01895

Other organizations that may provide useful information to both
parents and education personnel include

ERIC Clearinghouse for
Handicapped and Gifted
Children

The Council for Exceptional
Children

1920 Association Drive
R VA 22091
(703) 264-9474

NICHCY
National Information Center

for Children and Youth
with Handicaps

P.O. Box 1492
Washington, DC 20013
1 -(800) 999-5599

LDA
Learning Disabilities Association

of America
4156 Library Road
Pittsburgh, PA 15234
(412) 341-1515

NPND
National Parent Network on

Disabilities
1600 Prince Street, Suite 115
Alexandria, VA 22314
(703) 684-6763

NASP
National Association of School
Psychologists
8455 Colesville Road, Suite 1000
Silver Spring, MD 20910
(301) 608-0500
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The following resources were used as sources for the Task Force
report, and they may be particularly useful for school personnel:

Student Access. A resource guide for educators containing information
on the rights, protection and services available to students under Sec-
tion 504 of the Vocational Rehabilitation Act of 1973, and the Individuals
with Disabilities Education Act of 1990. Available from the Council of
Administrators of Special Education, Inc., 615 - 16th Street, NW, Albu-
querque, NM 87104. Phone: (505) 243-7622.

The ADD Hyperactivity Handbook for Schools, Harvey C. Parker. Details
strategies for identifying and teaching students with attention deficit
disorder in elementary and secondary schools. Contains worksheets that
may be reproduced for use in classrooms. Published by Impact Publica-
tions, Inc., 300 N.W. 70th Avenue, Plantation, FL 33317. Phone: (305)
792-8944.

Task Force Report: Attention Deficit Hyperactivity Disorder and the Schools.
Available from the Virginia Department of Education, Richmond, VA
23216

Attention Deficit Disorders: A Guide for Teachers. Available from
CH.A.D.D., Children with Attention Deficit Disorders, 499 N.W. 70th
Avenue, Suite 308, Plantation, FL 33317. Phone: (305) 587-3700.
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