DOCUMENT KESUME

ED 365 079 EC 302 704

TITLE Education of Children with Attention Deficit
Disorder. Proceedings of the Forum (Washington, D.C.,
January 27-29, 1993).

INSTITUTION Chesapeake Inst., Washington, DC.

SPONS AGENCY Office of Special Bducation and Rehabilitative

Services (ED), Washington, DC. Div. of Innovation and
Development.

PUB DATE Jan 93

CONTRACT HS92017001

NOTE 74p.

PUB TYPE Collected Works - Conference Proceedings (021)
EDRS PRICE MF01/PC03 Plus Postage.

DESCRIPTORS *Attention Deficit Disorders; Disability

Identification; Drug Therapy; Educational Practices;
Elementary School Students; Elementary Secondary
Education; Federal Programs; Information Sources;
*Intervention; Medical Services; *Research and
Development; Secondary School Students; *Student
Evaluation; Student Placement; *Theory Practice
Relationship

ABSTRACT

These proceedings from a January, 1993, forum on the
education of children with attention deficit disorder (ADD) focuses
on the activities of five federally funded centers: the Arkansas
Children's Hospital Research Center on Attention Deficit Disorder:
the University of Miami (Florida) Center for Research on Attention
Deficit Disorder; the Research Triangle (North Carolina) Institute,
Attention Deficit Disorder Intervention Center; the University of
California, Irvine, Attention Deficit Disorder Intervention Center;
and the Federal Resource Center at the University of Kentucky.
Researchers from each center presented brief reviews of their
approaches and findings which werz followed by roundtable
discussions. These presentations are summarized in these proceedings
and covered the following topics: (1) promising practices in
identifying and educat:iuig children with ADD (Barbara Burcham and
Laurance Carson of the Kentucky Center); (2) assessing children with
ADD for identification and classification (Roscoe Dykan et al. from
the Arkansas Center); (3) characteristics and educational placement
of children with ADD (James D. McKinney et al. from the Florida
center); (4) educational interventions for children with ADD (Thomas
A, Ficore et al. from the North Carolina center):; and (5) medical
intervention for children with ADD (James Swanson, California
center). Two additional chapters report on participant discussion of
information dissemination and product development and of related
initiatives for children with ADD. (Some chapters include
references.) (DB)

393 Sl e ot vk de vl de v de e de e s st 3% o e de vt e vt v v e st e ok e v sk v e v S o e vt s S v v e oo w3 e s vt o o ok e v o' ok v v o o e 3k v v v e
Reproductions supplied by EDRS are the best that can be made ¥*
from the original document. ¥*

Jo de v vl de e 2l v s e S s e S e vl s e v de e dle de dle S e de e e de v e e e e e st S e e e s ke b e e sk ek e e e e ek e ek e ek Fe ek Ko ket

%

¥




Proceedings of tHe |
- Forum on the )

:% Educatioﬁ of Children with
Attention Deticit
Disorder

U.S. DEPARTMENT OF EDUCATION
Office of Educational Research and Improvement

EDUCATIONAL RESOURCES INFORMATION
CENTER(ERIC)

.

Z This cocument has been reproduced as
recewved from the person of organization
ongsnating 1t

C Minot changes have been made to improve
tegroduction quaity

e Points of iew Of oomnonsslaled-nlh-sdocu-
ment do not necessarly represent otheiad
OERI position or pohey

' BEST COPY AVAILABLE

-~



Proceedings of the
Forum on the

Education of Children with

Attention Deficit
Disorder

Washington, D.C,
January 27-29, 1993

Sponsored by

U.S. Department of Education Hosted by
Office of Special Education and Chesapeake Institute
Rehabilitative Services 2030 M Street, N.W.
Office of Special Education Programs Suite 810
Division of innovation and Development Washington, D.C. 20036

B
|
n
n
B
B
B
B
B
B
|
B
|
n
|
B
n
n
|
n
n
|
|
|
»

Q

C

1
H




This document wis deseloped by Chesapeake Instrute, Washington, D C., as part of contract 211592017001 from
the Office of Spedial Education Programs, Office of Special Education and Rehabilitative Services. US. Department
of Education. The pomts of view expressed in this publication are those of the authors and do not necessarily re-
flect the position or policy of the US Department of Education: Nor does mention of trade names, commercial
products, or orgamzations imply endorsement by the U s, Government.

7
@




Proceedings of the Forum on the
Education of Children with
Attention Deficit Disorder

CONTENTS

Introduction

Chapter 1: Promising Practices in ldentifying and Educating
Children with Attention Deficit Disorder .. . ... .. ... ... .. ... ... 7

Overview

Findings . . ... 8

Promising Practices . . .. .. ... L 9
Identification
Behavioral Interventions . . .. .. ... 11
Organizational Strategies. . . ... .. .. ... .. ... 12
Academic INtervenuionsS. . . . . . . .. o i 13
Training

ConclUsions . . . .. . e

Chapter 2: Assessing Children with Attention Deficit Disorder

for identification and Classification

Overview

Findings . . ... .. 18

Assessment Measures Lo Lo 19
Rating Scales ... o 19
Structured Interviews . ... L 21
Objective Tests. . ... .. ...

Current Research




Q

ERIC

PAFulToxt Provided by ERIC

Chapter 3:

Chapter 4:

Conclusions . ... .. e e

Referencas . o o o e

Characteristics and Educational Placement

of Children with Attention Deficit Disorder. . .. ... ............

Overview . . ... ....

Educational Classification of Children with Attention Deficit Disorder . .

Assessment Measures

ConclUSIONS .« . . e

REfErences . . . . o e e

Participant Discussion: Assessment and Educational Placement
for Children with Attention Deficit Disorder
Collaboration
Research
Best Practice

ASSESSIMICNL. . . . e
Health Care
Funding
Communication . .........
Training

ADD Definition

COSES . o e

Educational Interventions for Children
with Attention Deficit Disorder

Overview
Findings . .....................
Positive Reinforcement
Behavior Reduction
Response-Cost
Self-Instruction or Cognitive-Behavioral Therapy
Biofeedback

Task Stimulation

24

30
31




.

[
N
.
|
|
u
u
.
-
u
-
u
u
|
|
n
u
|
u
n
n
|
|
|
|

Q

T
O

Parent or Family Training
Conclusions

Participant Discussion: Educational Intervention
for Children with Attention Deficit Disorder

Educational Intervention
Collaboration

Research

Strategies . . ... ... L

Teaching

Diagnostic Labels . . .. ... .. ... ... o oo

Medical Intervention for Children
with Attention D-ficit Disorder

Overview

Findings . ... ... ..

Conclusions

References

Participant Discussion: Medical Interventions . . ... ... .. ..

Training

Team Models . .. ... .

Drug Effects
Communication

Research

Choices . . ... .. .

Participani Discussion: Information
Dissemination and Product Development

Researchers and Clinicians. ... ... . .. . . ... .. ...

Educational Practitioners and Associations . . .. ... .. .. ...

Awadreness
Information

Support

Parents of Children with Attention Deficit Disorder. ... ... ... ... ..

43
43

44

46
48
48
48
48
49
49

49




Chapter 7:

Appendix

Vi

Related Initiatives for Children with Attention Deficit Disorder . . .
Children with Attention Deficit Disorders (CHADD)

National Association of State Boards of Education (NASBL)

Council for Exceptional Children (CEC)

National Institute of Mental Health (NIMH)

Office of Special Education Programs (OSEP)

Division of Innovation and Development (DID)

Participant List




Q
Rl

B

Aruitoxt provided by Eic:

INTRODUCTION

Education of Children
with Attention Deficit Disorder

The proceedings that follow reflect the deliberations of participants
and presenters attending the Forum on the Education of Children
with Attention Deficit Disorder in Washington, D.C.. January 27-29, 1993.
The Forum was sponsored by the Division of Innovation and Development
(DID). Office of Special Education Programs (OSEP). Office of Special
Education and Rehabilitative Services (OSERS), U.S. Department of Educa-
tion. The Forum was designed to provide an opportunity for people involved
in educating and treating children with attention deficit disorder (ADD) to
discuss collaboratively the research syntheses and survev of promising
practices developed by five federally funded centers. It was also intended to
clarify participants’ further information needs and suggest ways to reach
target audiences with information about how better to educate and treat
children with ADD.

The behavior of children with ADD is characterized by inattention and
impulsivity: a subset of these children experience hyperactivity as well. As a
result of their disorder, children with ADD do not respond in the same way
as other children to instructional and management techniques. They are often
disruptive and are at risk for academic and social failure unless taught and
managed appropriately. Therefore, attention deficit disorder in children
represents a serious threat to their effective and successful learning. One
Forum panel member noted that children with ADD often have a strong
desire to learn and interact with their peers but are prevented from doing so
by their own distractibility. Therefore, they are at risk of becoming hopeless
and ~lost to their own future.”

To address successfully these children's special needs, parents and

educators require information that will help them understand and effectively




manage the disorder. They need to understand how ADD can be assessed
and properly diagnosed. what to expect from medication for children with

ADD. and the most promising educational strategies

When they are armed with a that will help them work successtully with these

strong base of current knowi- children. Forum panel members emphasized that
edge, parents and educators can
succeed in ensuring that children .
with ADD become productive base of current knowledge. they can succeed in
contributing citizens. ensuring that children with ADD become productive,

contributing citizens.

when parents and educators are armed with a strong

Unforunately. however, information about edu-
cating children with ADD has not been readily available or communicated
in a manner that is useful to parents and educators. Therefore, in Fiscal Year
1991, Congress charged the U.S. Department of Education with synthesizing
and disseminating information on current knowledge about how bestto serve
children with ADD. In response, OSEP funded four centers to synthesize the
existing research knowledge in assessment and interventions to meet the
needs of children with ADD. These centers were designed to increase the
awareness of educators. researchers, and parents of research-based interven-
tions and assessment strategies for children with ADD. The centers were
asked to review existing research across education, psychology, and medi-
cine and to synthesize it in a manner that would show what is known as well
as what is not known about children with ADD. Researchers at each center
conducted extensive literature searches, using both automated and traditional
search methods. They selected studies for inclusion in their reviews on the
basis of relevance to the topic and quality of the research design. The
syntheses generally focused on research conducted since 1980.

The centers and the topics of their work discussed at the Forum are as

follows:
® The Arkansas Children’s Hospital Rescarch Center on Attention
Deficit Disorder examined identification and assessment research,

with a focus on issues related to assessment instruments.

10
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B The University of Miami Center for Research on Attention Deficit
Disorder examined identification and assessment research, with
attention to issues related to operating within educational systems.

B The Research Triangle Institute, Attention Deficit Disorder Inter-
vention Center examined intervention research, with a focus on

issues related to academic and behavioral interventions.

B The University of California, Irvine, Attention Deficit Disorder
Intervention Center examined intervention research, especially
issues of medication.

A fifth center—the Federal Resource Center (FRC) at the University
of Kentucky—was charged with identifying promising practices and pro-
grams for serving students with ADD at the state, district, and local levels. In
contrast with the centers synthesizing empirical research, the FRC conducted
a national search for promising practices and programs that are considered
by practitioners 10 be successful in meeting the needs of children with ADD.
The five centers had the further responsibility of disseminating their findings
in a manner useful to parents, teachers. and researchers.

Throughout their work, the five centers encouraged the active partici-
pation of parents, health care professionals, school personnel, researchers,
and clinicians. Through meetings and focus groups. these stakeholders
assisted center directors in identifving the critical issues in teaching children
with ADD. The rescarch synthesis centers identified six critical issues framed
as questions. These questions were as follows:

1. What does the literature suggest concerning numbers and types of
children with attention deficit disorder and the implications for their

educational needs across the developmental span?

o

What does the literature suggest constitutes an assessment of attention
deficit disorder?

3. What does the literawure identify as academic and behavioral interven-
tions that work for children with attention deficit disorder?

4. What does the literature suggest abour the efficacy of medication for

children with attention deficit disorder?

' 11



5. According to the research literature, how best can educators organize
resources and deliver services to meet the educational needs of children
with attention deficit disorder?

6. Based on evidence in the research literature, how can parents, educators.
and other professionals (including psychologists and physicians) col-
laborate effectively in identifying and meeting the needs of children with
attention deficit disorder?

The research synthesis center directors determined that sufficient
research existed to address only the first four issues.

The continued involvement of the stakeholders mentioned above was
reflected by the diverse makeup of Forum participants. who included parents.
teachers. school administrators. clinicians. psychologists, physicians, and
researchers. Their participation represented a united commitment to meeting
successfully the challenge of educating children with ADD.

Patricia Guard. acting director of OSEP, noted in her introductory
remarks that, “We all agree we need to serve these children. The question is

how best to do s0.” Bonnie Fell, president-elect of

Children with Atuention Deficit Disorders (CHADD).
We all agree we need to serve . ) ]
these children. The question is underscored this need in her introductory presentation
how best to do so. as a member of a panel of parents and educators. She
added that success is often determined by whether
parents and educators have a strong base of current
knowledge available to them: children with ADD are given a consistent
opportunity to overcome their disability and learn: and parents. educators,
and clinicians develop strong teamwork to assist children with ADD at home

and in school.

As Ellen Schiller, chief of directed research for DID, explained. “To
educate children with attention deficit disorder. all perspectives and ap-
proaches for knowing need to be examined and valued.” The partiaipation
of many different individuals and organizations at the Forum provided these

diverse perspectives.

PAFullToxt Provided by ERIC




Researchers from each of the centers presented brief reviews of their
approaches and f‘mdings.1 These presentations were foillowed by roundtable
discussions by participants and reports to the entire group on each table's
discussion.

Each group of participants brought a different body of knowledge about
children with ADD to the Forum. and that diversity was one of the Forum's
greatest strengths. The clinicians and researchers provided empirical research
and knowledge from the literature. The parents, teachers, and administrators
contributed their shared wisdom and practical experience in working with
children with ADD. By merging this practice, experience, and research
information at the Forum, the participants had the opportunity to share their
varied perspectives. experience, and knowledge and to begin to build a
strong, unified, and useful base of knowledge about children with ADD.
Participants welcomed this opportunity to enjage in a productive exchange
of ideas and to become creative problem solvers in addressing the critical
issues involved in working with these special children.

Participants also had the chance to create linkages across communities
and to share resources for improving the outcomes of children with ADD.
Finally. they were able to clarify their own further information needs and to
suggest ways to reach out to target audiences regarding how better to educate
and treat children who have the disorder.

The Forum is the first in a series of activities to be undertaken by DID

to disses qinate this important information. By building

The Forum is the first in a series of on the strengths and abilities of each of the commu-
activities to be undertaken by DID nities that participated in the Forum and creating
to disseminate this important
information. We hope it will en-
courage others to create collabo- we will continue to expand our understanding of

rative efforts to improve the ADD. We hope the Forum will encourage others to

\i(/jtuif if[')ogal progress of children create collaborative efforts to improve the educational
i .

progress of children with ADD.

opportunities for ongoing interaction and exchange,

! Because of time constraints. the centers’ presentations of their rescarch syntheses were condensed. More informa-
tion on the reports nay be obtained from the Chesapeake Institwee, as indicated at the end of cach chapter.
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CHAPTER 1

Overview

Promising Practices in Identifying
and Educating Children with
Attention Deficit Disorder

Barbara Burcham and Laurance Carlson, federal Resource Center, University
of Kentucky

The Federal Resource Center (FRC) worked with school personnel.
parents, health care professionals, family-support professionals,
and researchers to locate, develop criteria for, and evaluate school-based
practices that show promise for educating children with attention deficit
disorder (ADD). The center sought practices that focused on school-based
identification methods and intervention strategies. The FRC recruited 25
consultants from national organizations that represent the five groups listed
above to guide the work. Eleven of these cor.sultants served as a core work
team and were directly involved in plans to locate. evaluate, and choose
promising practices.

The FRC conducted a national search for educators engaged in prom-
ising work with students with ADD. Of an initially identified 504 individuals
or groups from 43 states, 146 submitted written descriptions of their work.
Consultants chose 26 practices from 18 states that showed strong promise in
scrving students with ADD and their families. Selection criteria required that
the practices be replicable, include early detection, address the three major
components of ADD (inattention, impulsivity, and hyperactivity). be collabo-
rative, be sensitive to cultural diversity. have a positive impact on the children,
be practical. address medication issues. and cnhance both learning and
behavioral goals.

The 26 promising practices focused primarily on students in elementary
and middle schools. The center found no promising practices that addressed

the specific needs of adolescents with ADD, because none were nominated




Q

ERIC

PAFullToxt Provided by ERIC

Findings

during the search process. There were few practices that dealt with preschool
children or that addressed issues relevant to students with ADD from diverse
cultural and linguistic backgrounds. Among the selected projects, eight are
identification practices and 18 are intervention practices for elementary and

middle school students.

The 20 promising school-based practices used varied approaches to educat-

ing students with ADD, including unique identification methods, behavioral

The 26 promising school-based
practices used varied approaches
to educating students with ADD,

interventions, organizational strategies, instructional
interventions, and training programs. The approaches

had several common features.

including unique identification Practices that showed promise focused on the

methods, behavioral interventions,
organizational strategies, instruc-
tional interventions, and training

three major characteristics of ADD, had a strong

component of training for working with children with

programs. The approaches had ADD, were practical. and changed with changing

several common features.

needs. They also assessed students with ADD in a
collaborative way: developed and implemented inter-
ventions: met the needs of students with ADD in the least restrictive
environment—often in the regular classroom: saw ADD as a disability: and
were supported by the school district’s administration,

Features that scemed essential in promising identification practices
included using a team approach in evaluating the impact of ADD on the
educational process. involving families throughout the identification process.
and evaluating interventions as part of the assessment data. Also essential
were addressing the three major characteristics of ADD in the evaluation,
identifying associated or coexisting conditions that contributed to students’
difficulties in school. addressing medication issues, and integrating results of
school-based identification procedures into an educational improvement
plan for the student.

Promising intervention practices also had common features. They used
behaviorally based techniques to manage student behavior, emphasized

positive and proactive intervention strategies. and focused on student

!
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strengths as well as needs in designing and imiplemrenting strategies. They
also were implemented across settings rather than Jor only one part of the
day, were maintained over time, were modified as needed. and positively
affected students and their families.

Promising Practices

Identification

The following pron.ising practices were identified:

@ Anchorage, Alaska—In an cffort to streamline the process of
managing referrals to special education for children with ADD. a
“gating” procedure was used to determine the level of assessment
to be conducted by the school psychologist and nurse. Sufficient
data were collected through this process to determine eligibility for
special education scrvices, provide adequate information to physi-
cians, and plan educational programs for children with ADD.

@ San Diego, California—A five-year grant from the Maternal and
Child Health Program (Title V of the Social Security Act) allowed the
San Diego school system to create a Project for Attention-Related
Disorders. The project was designed to (1) improve the knowledge
of school personnel, parents, physicians, and community service
providers: (2) improve the coordination of school and community
services for ADD: and (3) establish a school-based system for
identifying, evaluating, and managing children with ADD.

® Norwich, Connecticut—A school-based team of professionals,
along with the family, designed and monitored interventions within
the regular school program in this practice. If more intensive services
were needed, the child was referred to a planning and placement
team, which conducted a more formal evaluation that consisted of
14 specific assessment tests. School psychologists summarized this
assessment information and the team made intervention recommen-
dations for the child.

® Fort Lauderdale, Florida—7The school system developed plans for

asscssing children under Section 504 of the Rehabilitation Act and

16 9




designated full-time central office administrators to coordinate efforts
for assessment of children with ADD.

Louisville, Kentucky—Four school psychologists developed a
districtwide vehicle for assessing children suspected of having ADD,
The practice included a system for requesting an assessment: a
preassembled packet distributed to referral sources: and a system
for responding to the assessment. integrating information obtained.
and following up with parents. community service providers, and

the school.

Salisbury, North Carolina—In this school system. a support

teacher was hired to assist in correctly identifving and intervening
with children with ADD. The support teacher's role ranged from
creating schoolwide policy and  procedures to consulting with
teachers and families,

Raleigh, North Carolina—The Wake County school psychology
staft developed a screening procedure to assess children with ADD
appropriately and consistently, A screening procedures manual was
developed and distributed to all county schools that described
assessmient and intervention strategies. The procedure included
documentation of interventions: parent involvement; and perform-
ance of developmental and medical histories, observations, and
ceducational testing. In-service training was also available to the
schools,

Sturgeon Bay, Wisconsin—Regular education teachers and par-
ents worked  collaboratively to clarify problems, review testing
results, and develop intervention plans, If medication was used. a
two-week monitoring plan was developed and shared among the
physician, parents. and school counselors. Community networking
systems were also established to share resources and information.
Kenosha, Wisconsin—This school system developed a districewide
plan to meet the unique needs of students with ADD in o regular

ceducation setting. Mechanisms included




— Staff development—In-service training (16 hours) was provided
for regular and special education teachers and support staff.

— Classroom strategies—Teachers used a range of behavior modi-
fication techniques and modified the environment and materials
to enhance instruction.

— Educational planning-—An individualized education plan was
developed for each child with ADD.

— Counseling and communication—a plan for communicating
with families and physicians was developed, and a program
consultant for children with ADD was hired to assist in evaluation

and intervention.

Behavioral ® Irvine, California—In this schoolwide practice, children were
Interventions screened for ADD by means of teacher ratings, parent interviews,

and observational data. Identified students selected for the program
received assistance from a paraprofessional aide in a regular educa-
tion classroom for 12 hours per wecek; the aide taught them social
and cognitive skills. Children who received this training and the
services of the aide showed significant improvement in these skills.

& Suffield, Connecticut—This school system designed a procedure
to increase appropriate behavior and academic performance in
children with ADD in both special and regular education middle
school settings. The procedure included daily individualized check-
lists that were directly related to children's specific needs and a
specific strategy to keep parents informed on a daily basis of their
children’s schoolwork and behavior.

® Jacksonville, Florida—This practice revolved around a “target
behavior of the dazy” system to promote a positive classroom
environment for elementary and miudle school students. Students
identified positive behaviors and were rewarded by the teacher for
displaying them.

® Bradenton, Floridz—A “level” system was used in this practice to

improve student behavior and academic productivity in a self-

18 11
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Organizational
Strategies

contained classroom of children with serious emotional distur-

bances, many of whom also have ADD. Upon entering the program,

children began at level 1, which has specific rules and consequences
for breaking them. Points were earned. and movement to the next
level was contingent on prior weeks' performance. The practice
included daily feedback and a reinforcement program.

Des Moines, lowa—A behavior modification program using posi-
tive reinforcement and training was developed for use with pre-
school children. Teachers generated classroom rules, reviewed them
daily. and practiced them with the group. In addition. photographs
of students displaying appropriate behaviors were posted. Appro-
priate behaviors were rewarded immediately, and inappropriate
behaviors were ignored. Daily notes were sent to parents.

Omaha, Nebraska—This practice was a school and her e behavior
management strategy for classroom intervention. It .volved target-
ing specific behaviors and reinforcing them through a system of
earned points and privileges and increasing the amount of contact
between teachers and students. After training in the use of the system
by a case manager, teachers and family worked cooperatively to

reward appropriate behavior.

Lake Villa, Hlinois—This practice invcived a mulidisciplinary
school conference to solve problems and set goals for a student with
ADD. Intervention plans and weekly progress reports were shared
in regular conferences with both parents and the student. The
student was involved in all ongoing planning and decision making.
A case manager system was used to coordinate implementation of
the work at school and with the family.

Boardman, Ohio—This practice helped a special educatior teacher
develop organizational skills for students with ADD, increase com-
pletion of assignments, and improve communication between home
and school. Both the teacher and parents monitored a homework

assignment sheet closely, and children attended evening homework

19




Interventions

classes if they failed to finish their homework twice in a 10-day

period.

Drexel Hill, Pennsylvania—In this practice a middle school
teacher provided visual aids to help students with ADD organize and
complete notebook assignments in geography. This practice also
helped communicate with parents and improve their confidence in
their children’s performance. Costs and materials were negligible,

and the practice can be easily replicated.

Orlando, Flerida—Cooperative learning methods were employed
in a heterogeneous classroom that included children with ADD,
cotaught by a regular teacher and a special education teacher.
Cooperative learning groups were established after the teachers
reviewed the children's records. completed a student inventory,
assessed the classroom climate and materials, and contacted parents.
Baton Rouge, Louisiana—A schoolwide approach to meeting the
needs of children with ADD was used in this practice. Each child
with ADD received a cognitive. academic, and emotional evaluation.
Children were placed in reduced-size classrooms, preiested on
standardized tests, and instructed with multisensory teaching tech-
niques that integrated all curriculum areas. A comprehensive con-
tingency management program was aiso used. The principal and
instructional specialist supported teachers' efforts via assessment,
staff development, and individualized work with students. Extensive
in-service training regarding ADD was provided to teachers, and
monthly parent meetings were held. Information indicated that 99

percent of students in the program were successful.

B Sandy, Utah—In an effort to increase students’ work productivity

"E R BREEEEREEEREEEEREREEEEEREERERRNN.
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and reduce their disruptive behavior, this practice involved use of a
tic-tac-toe game tied to work assignments to reinforce positive
behavior and academic progress. Group and individual contingen-
cies were employed. The intervention was implemented in regular

and special education settings.
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# Colorado Springs, Colorado—A five-hour in-service training pro-

gram was provided for parents and educators who were involved
with children with ADD. Community members, such as local physi-
cians, and parents participated as trainers in the program.
Towson, Maryland—To address the challenges associated with
educating children with ADD. the Baltimore County public schools
undertook a variety of activities. The school system developed
literature to be distributed to everv parent and teacher in the county
and held special faculty meetings at the schoo} level to present
information on ADD. A 10-hour training program and forum for
parents was provided at three high school sites. School staff worked
collaboratively with the Parent-Teacher Association to develop
workshops on community liaison for assisting children with ADD.
The local director of Children with Attention Deficit Disorders served
as a presenter for in-service training,

Billings, Montana—Training programs for parents and educators
were provided by a school psychologist. The cight-hour parent
workshop provided strategies for including families in interventions
for children with ADD. The 15-hour educators’ workshop was
approved by Eastern Montana College for graduate or undergraduate
credit.

Reno, Nevada—A 16-hour in-service program for school teachers.
counselors, psychologists, and nurses was designed to foster effec-
tive educational interventions for children with ADD. The in-service
program was planned to help teachers understand the disorder in a
sacial environment and to provide them with practical information
regarding interventions. A variety of community resources was usced
to assist in the workshops.

North Canton, Ohio—This practice reflected the cfforts of a parent
support group to train other parents. educators, and the community
about ADD. The group's services included production and dissemi-
nation of ncwsletters, a handbook on ADD, and information packets;

provision of videotapes and speakers at in-service meetings;

21



presentations at workshops and conferences: ongoing research on
medical, educational. and legislative activities; and participation in

local regional, state, and national organizations related to ADD.

Conclusions

It is readily apparent that no single practice can meet the needs of every
student with ADD. Recognizire this fact, the FRC was able to identify a
number of sites where school professionals were effectively meeting these
students’ needs. However, it should be noted that the search conducted by
the center did not locate any promising practices specific to meeting the
needs of adolescents with ADD. In addition. practices specific to identifica-
tion of and intervention with preschool-age children and practices addressing
issues relevant to students with ADD from diverse cultural and linguistic
hackgrounds were limited.

There is much work to be done in meeting the educational needs of
students with ADD in the public schools of America. However. it is clear from
this project that there is a body of craft knowledge among the nation’s public
school educators that does effectively address the special educational needs
of students with ADD. It is hoped that by sharing information regarding these
promising practices, educators will become more adequately equipped to
serve students with ADD and to assist their families.

Excerpted from:

Burcham, B. and Carlson, L. Promising Practices in the Identification and
Education of Children with Attention Deficit Disorder. Louisville, KY: Univer-
sity of Kentucky, 1993.

For more information about this report, please write to:

Douglas Levin

Chesapeake Institute

2030 M Street, N.W., Suite 810
Washington, D.C. 20036
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CHAPTER 2

Overview

Assessing Children with Attention
Deficit Disorder for Identification
and Classification

Roscoe Dykman, Ph.D., Thomas J. Raney, and Peggy T. Ackerman, Arkansas
Children’s Hospital

Thc Arkansas Children's Hospital research group examined identi-
fication and assessment research. focusing on assessment instru-
ments and procedures. To develop a list of critical issues regarding children
with attention deficit disorder (ADD) on which to focus their work, the
researchers organized three meetings—one in the Delta Region, a relatively
poor rural and agricultural area. and two in metropolitan Little Rock. All
meetings involved parents. teachers and administrators, school psychologists,
and family physicians. Little Rock meetings included a child psychiatrist,
pediatricians. a developmental psychologist, and an Arkansas Department of
Education representative. Concurrent library research was conducted to
answer questions from the meetings and expand the critical issues list. Critical
issues in ADD on which mecting participants sought more information
included the foillowing:
B A history of the ADD and attention deficit disorder with hyperactivity
(ADHD)! concepts and their relation to minimal brain dysfunction.
B Definitions of ADTY and ADHD. including those in the Diagnostic
and Statistical Manual of Mental Disorders (DSM-1T. DSM-HI-R. and
an estimate of the DSM-IV definition), and diagnostic criteria pro-

posed by different writers and organizations.

" The abbreviation ADD usuddly encompasses attention detict disorder both wath and without hyperacts ity

ADHID s used o reter to dldren wath attention deficit disorder swath hvperactivity . this condiion s sometumes
abbrevated as ADD H The condition of ADD without hvperactiaty is sometmmes abbreviited as ADD WO
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Findings

B ADD and ADHD epidemiology and how it varies witir survey types
and definitions.

8 Etiology. including environmental and genetic causes and their
interactions.

& Comorbid conditions such as oppositional defiant, conduct, anxiety,
and mood disorders.

@ Biological associates ot ADD and ADHD, such as biochemical and
psychophysiological findings.

@ Experimental psycliological approaches to studying ADD and
ADHD.

@ Rating-scale literature, especially scales based on national norms.

8 Structured interviews that lay people and professionals can admin-
ister, and their value in diagnosis.

8 Objective tests uscful in recommending remedial work for children
with ADD and determining whether they also have a learning
disability.

@ Formal assessment, including assessment of aggression apart from
oppositional disorder and hypoactivity that was part of the minimal
brain dysfunction concept.

The Arkansas center also conducted an extensive search of the ADD

and ADHD literature of the last 10 years to collect relevant studies for entry

in its data base for analysis.

The central focus of the Arkansas presentation was to describe assessment
tools for diagnosing children with ADD.? The Arkansas group agreed with

the approach of the Professional uroup for Auention-Related Disorders

“The research synthesis from which this presentation was drawn covered a4 wider range of assessment topies than
1s presented here For information on the full report, write to the Chesapeake Institute, as indicated at the end of

this chapter
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24



E

PAFullToxt Provided by ERIC

B

"B BB BREEREREEEREEREERERRERENRNNRNRRMN,

The central focus of the Arkansas (PGARD), as cited in the Children with Attention
presentation was to describe as- Deficit Disorders (CHADD) Educators Manual.* which

sessment tools for diagnosing chil-
dren with ADD. The Arkansas

Proposes a two-tier assessment process.

group agreed with the approach of Tier 1 involves a comprehensive interview with
the Professional Group for Atter- past and present caretakers and teachers to assess the

tion-Related Disorders (PGARD),
which proposes a two-tier assess-
ment process.

existence of symptoms of ADD in children in different
environments and medical information that might be
associated with ADD.

Tier 2—determining adverse effects on performance—involves assess-
ing classroom behavior (direct observation over several days by someone
other than th: teacher). academic productivity relative to a child's 1Q
(percentage of work completed and percentage completed correctly during
written assignments over two weeks), and perforinance on standard psy-
choeducational tests that. among other things, help identify learning
problems.

Assessment Measures

Rating Scales

The Arkansas researchers identified 42 rating scales used to describe or
diagnose children with ADD and ADHD. All provide some type of norms
and cite measures of reliability and validity. Attention Deficit Hyperactivity
Disorder: A Handbook for Diagnosis and Treatment (Barkley, 1990) contains
a chapter detailing many rating scales and outlining some of the important
properties of rating scales. However, there is no substitute for reviewing the
normative data in the test and administration manuals published by the scales’
developers.

Among the new instruments available to assess ADHD, the Behavior
Assessment System for Children (BASC) and the Auention Deficit Disorder
Evaluation Scale (ADDES) seem promising. BASC (Reynolds and Kamphaus.

1992) is a multimethod assessment system that contains a self-report form.,

Y (1ADD Educators Manual (1993), a look at atention deficit disorder from an educational perspective, by Mary
Fowler m colluboration with Russeldl Barkley, PhuD | Ron Reeve, PhD | and Svdoey Zentall, Ph DA project of
the Children with Attention Deficit Disorders (CHADD) National Fducanon Committee, pubhshed by CHADD.
499 Narthwest 70th Avenuce, Suite 308, Plantation, FLL 23317, (305) 587-3700.

19
25




two rating scales (one for teachers, one for parents). a structured develop-
mental history, and a form for recording and classifying directly observed
classroom behavior. ADDES (McCarney. 1989a and 1989b) has a home
version and a school version. This scale can be used to screen for ADD in
children, measure attention deficit. provide information that may contribute
to the diagnosis of ADD. develop program goals and objectives, and identify
interventions for children with ADD behavior or performance.

There is not an extensive body of research on these scales. The other
rating scales with comparable norms based on national samples are Achen-
bach’s Child Behavior Checklists (CBCL) (Achenbach, 1991), which have
been in use much longer and in a relatively large number of ADD and ADHD
studies. No other scales have been in use in ADD and ADHD research as
long as the Conners scales (Conners, 1969, 1970. 1978. 1982).* and most
newer scales contain some of Conners' original items in some form. A
limitation of the BASC and CBCL is their length. Teachers might prefer the
10-item Conners Teacher Rating Form (1978), which tests for conduct
problems, hyperactivity. and inattention-passivity, or the DuPaul ADHD
Rating Scale (DuPaul, 1990). which measures inattention-restlessness and
impulsivity-hyperactivity. For making a diagnosis. the DuPaul scale is the
most valuable as a first-stage classification instrument. providing a categorical
diagnosis (ADHD yes or no) and a dimensional one (severity of symptoms).
Its usefulness in this capacity is reflected in the fact that this scale was used
in DSM-IV field trials to rate functioning of children with ADD and ADHD.
However, the BASC or CBCL scales should be used for a more detailed
description of the individual child. If DSM-III-R psychiatric diagnoses other
than ADHD are to be assessed, the researchers recommend a diagnosdic
structured interview,

Other rating instruments useful in assessing children with ADHD
include the Children's Global Assessment Scale (Shaffer et al., 1985), which
rates the severity of DSM-III-R ADHD symptoms. Also. a teacher rating scale

' Conners has developed three basic seales, each with different versions (1) the Conners Parent Rating Scale—
ongmal, 1970, and revised. 1978, (2) the Conners Teaches Rating Scate—original, 1969; revised. 1978, and the
lowa Conners Teacher Raung Scale, 1982: and (3) the Conners Abbreviated Symptoms Questionnare, 1978
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Structured
interviews

for the DSM-III-R disruptive behaviors, which include ADHD. conduct
disorder, and oppositional defiant disorder, was developed in 1992. This scale
is particularly useful because it considers the other disruptive disorders that
frequently overlap ADD and ADHD.

Structured interviews are less reliable than assessment methods such as
psychological testing and behavioral ratings, However, they are valuable in
covering a range of childhood psychopathology, useful in confirming a
definition of ADD and ADHD. and valuable in pinpointing comorbid
conditions associated with ADD and ADHD. Recommended interview sched-
ules include the revised Schedule for Affective Disorders and Schizophrenia
for School-Age Children (K-SADS) (Last, 1986). Kovacs' Interview Schedule
for Children (ISC) (Kovacs, 1982). the revised Diagnostic Interview for
Children and Adolescents (DICA) (Reich ct al.. 1991a. 1991b. and 1991¢).
and the Diagnostic Interview Schedule for Children (DISC) (Costello et al.,
1982).

8 K-SADS. in its fourth revision, is a brief interview form widely used
in research and clinical work. It is scorable in terms of DSM-III
diagnostic criteria an< research diagnostic criteria for major affective
disorders. including symptoms associated with depression and other
disorders. It has reasonable reliability and validity.

ISC. used in several clinical studies. is a semistructured interview for
children aged eight to 17 designed to be administered by clinicians
familiar with DSM-III diagnostic criteria. The instrument was de-
signed mainly to diagnose depression but it can also assess anxiety
disorders and ADD and ADHD in children. It involves separate
interviews of the parent and child and takes 40 to 60 minutes.

DICA has been recently revised. There are as yet no reliability or
validity data for the revision, but the rescarchers believe it will prove
valuable in clinical practice. The DICA generally encourages the
examiner to probe for information that goes beyond simple yes and

no answers. It requires more skill and training to administer than the
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Tests
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DISC. The older DICA has been shown to be valuable in genetic
studies of children with ADD and ADHD.

B DISC has a self-report form; the parallel form for parents is the
DISC-P. Originally developed by the National Institute of Mental
Health for use in epidemiological studies of childhood psychopa:
thology. the DISC has a skip-type structure that reduces interviewing
time for children with few symptoms. Items on these forms cover
most childhood pathology. including symptom onset, duration. and
severity.

The DICA and the DISC have been used to make DSM-I] diagnoses in
research and clinical studies. Various DISC versions have been used in field
trials to revise definitions of ADD and ADHD for the DSM-IV. These studies
involved 440 subjects who were examined once every vear for four years,

all of whom were referred 1o clinics and came from diverse clinics nationwide.

One of the best instruments for assessing intelligence in elemeniary school
children with ADD and ADHD is the Wechsler Intelligence Scale for
Children
[l1. WISC versions are available for preschool and older youths. The WISC-R

offers verbal 1Q and performance 1Q. The WISC-R measures three relatively

Revised (WISC-R) (Kaufman, 1979) or the newer version, WISC

independent aspects or dimensions of intelligence: verbal comprehension
(comprehension, similarities. vocabulary, and sometimes information). per-
ceptual organization (picture completion, block design. object assembly, and
sometimes mazes). and freedom from distractability (arithmetic, digit span,
and coding).

Other excellent individually administered tests for assessing intellectual
functioning can be used by people who examine children with ADD and
ADHD. The fourth edition of the Stanford-Binet Intelligence Scale (Terman
and Merrill. 19835), a revision based on six to eight years of work, purports
to measure intelligence from age two to adulthood.

The achievement test most widely used in clinical studies is the
Wide-Range Achievement Test (WRAT) (Jastak and Jastak, 1984), which is
supported by excellent reliability and validity data. Naztional standardized

25
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normative data are available for three age ranges in reading, spelling, and
arithmetic. Other widely used tests include the Gray Oral Reading Test—
Revised (Weiderhault and Bryant, 1992). the Kaufman Assessment Battery for
Children (designed to reduce cultral bias) (Kaufman and Kaufman. 1983).

and the Woodcock achievemeni tests (Woodcock and Johnson, 1991).

Current Research
To conclude the presentation, the Arkansas researchers provided examples
of current research that reflected the various areas of assessment and
idenitification of ADD and ADHD not directly related to rating instruments.
Issues such as comorbidity. etiology. and neuropsychological functioning
account for much of the research on assessment.

B A recent studv of twins at the University of Colorado (Pennington et
dal., in press) found that children with ADHD who are learning
disabled are more like children with learning disabilities than they
are like children with ADHD. The study revealed that children with
ADD only were impaired on activities in an area Pennington et al.
refer to as “executive functioning.” which includes planning and
activities such as reading that combine the use of short- and
long-term memory The children with both ADHD and learning
disabilities and those with learning disabilities only showed deficits
in phonological processing. noi in executive functioning.

In the same study, ADI ID—especially DICA-diagnosed ADHD—was
shown to be highly heritable. The researchers found a subtype of
ADHD in which children have a spelling deficit. Data indicate that
the spelling deficit and ADHD are inherited by the same set of genes.
This was confirmed in two different studies in London and Denver.
The Arkansas group also found an overlap between ADHD and
conduct disorders. Eighteen studies said. in effect. that ADHD is
distinct from conduct disorder. Several of the studies say that children
who have conduct disorder often also have ADHD, but that many

children who have ADHD do not have oppositional disorder or

23
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conduct disorder. Three studies indicated that ADHD may be a risk
factor for conduct disorder.

Conclusions
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assessment methods. but they are valuable in covering a range of childhood
psychopathology, confirming a definition of ADD and ADHD. and pinpoint-
ing comorbid conditions. Multiple assessment tools must be used for
diagnosing ADD.
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M Children with ADD may be impaired in their ability to perform
“executive functioning” activities, such as planning and reading,
which combine the use of short- and long-term memory.

m ADHD may be highly heritable. as suggested by research on a
subtype of ADHD in which children exhibit a spelling deficit.

B ADHD may be a risk factor for conduct disorder.
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CHAPTER 3

Overview

Characteristics and Educational
Placement of Children with
Attention Deficit Disorder

James D. McKinney, Ph.D., Marjorie Montague, Ph.D., and Anne M.
Hocutt, Ph.D., Miami Cenver for Synthesis of Research on Attention
Deficit Disorder, University of Miami

The University of Miami center synthesized research relevant to
assessing and identifying children with attention deficit disorder
(ADD) in terms of educational characteristics; the coexistence of ADD with
learning disabilities (LD), conduct disorders, and other disorders; procedures
for assessing and identifying children with ADD and assessing and identifying
preschool children with ADD; and multicultural issues in assessing and
identifying children with ADD. Because contemporary views and debate on
a definition of ADD followed the publication of the Diagnostic and Statistical
Manual of Mental Disorders (DSM-III') in 1980, the center excluded most
pre-1980 publications. As of January 1993, center researchers had reviewed
more than 1,300 articles. They found considerable agreement that inattention,
impulsivity. and excessive activity levels are essential features of ADD.
People with ADD have many different and widely varying symptoms
and characteristics, but research supports at least two subtypes within a broad
ADD category: ADD with hyperactivity (ADHD) and without hyperactivity.
ADD often coexists in children with other disorders, including learning
disabilities. conduct disorder, oppositional defiant disorder. and mood and
anxiety disorders. The rescarch is limited on gender differences among
children with ADD. Although little is known about girls with ADD, they may
be more likely to display cognitive deficits, while boys' most salient charac-
teristics are behavioral. Manifestations of ADD vary across developmental

stages, with higher rates of behavioral problems and cognitive impairment
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in adolescents. The association of childhood ADD with antisocial adult

behavior may be an artifact of the overlap between ADD and conduct

Educational characteristics of
children with ADD include dispro-
portionate academic failure and

disorder.
Educational characteristics of children with ADD

include disproportionate academic failure and reten-

retention rates. Academic under- tion rates. Academic underachievement is also a char-

achievement is also a charac-

acteristic of many children with ADD.

teristic of many children with

ADD.

Children with ADD are at risk for negative

academic, bhehavioral, social, and emotional out-

comes. Classroom behavioral characteristics include poor attention to aca-
demic tasks and disruptive behavior problems. Aggression and other conduct
problems, when present. are associated with high rates of school suspension
and expulsion. The overlap of ADD, learning disahilities, conduct disorder.
and oppositional defiant disorder may lead to referral and subsequent
placement in special education for a significant number of children with ADD.
Cognitive characteristics that impair learning include attention problems,
impulsivity. and disinhibition. Social characteristics include unpopularity,
peer rejection and poor peer relationships, and mother-child conflicts. which

further complicate the picture educationally.

Educational Classification of Children with Attention Deficit

Disorder

28

Children with ADD who have oppositional behaviors or hyperacrivity are
mo.rc likely to be referred by teachers for special education diagnosis than
children who do not have these behaviors. Children with ADD generally are
identified later than children with ADHD, which suggests that teachers and
parents may overlook children with ADD for referral. Because ADD is often
associated with poor academic performance, particularly in mathematics,
children with ADD may not be referred until they fail in school. Girls with
ADD may be overlooked for referral and generally are under-identified. This
suggests a need for more research on gender differences to better understand
educational characteristics of girls with ADD, as well as to develop better

criteria for their identfication.
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ADD without hyperactivity may overlap more with learning disabilities
than with ADHD because academic underachievement due to inattention is
more associated with learning disabilities and with ADD without hyperactiv-
ity. Thus, children with ADD without hyperactivity who are referred to special
education may meet criteria for placement in programs for learning disabili-
ties. ADHD may overlap more with conduct disorder or oppositional defiant
disorder, because hyperactive and aggressive behaviors are often associated
with ADHD. When such children are referred to special education. they
would be more likely to meet criteria for placement in behavioral disorder
programs. However. research suggests that the majority of children with ADD
who do not display sufficiently serious academic or behavioral problems to
meet the criteria for special education probably will be taught in regular
classrooms. However, because of ADD-associated problems, these young-
sters may be at risk for grade retention or other adverse long-term effects,

and they will likely require accommodations to ensure adequate progress.

Assessment Measures

The primary means for identifying children with ADD are teacher and parent
rating scales. A wide range of measures is available, but they vary in the way
they define and measure primary manifestations of ADD in children. Some
instruments are keyed to DSM criteria, while others are multifactor instru-
ments that measure an array of emotional and behavioral problems including
inattention, impulsivity, and hyperactivity. However. in the latter instruments,
measuremen Hf the three constructs of ADD can be contaminated by items
that assess associated behavior such as aggression, noncompliance, imma-
turity, and passivity.

Empirically derived comprehensive instruments such as the Child
Behavior Checklist (Achenbach. 1986) and Conners Rating Scale (Conners,
1990) are better normed and may be more reliable and valid than briefer
instruments that assess only inattention. impulsivity, and hyperactivity. Many
newer and more specific scales for assessing children with ADD have smaller
normative samples that do not appear to represent schools' social and ethnic

diversity. Most instruments have separate norms for boys and girls, but
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evidence suggests that some instruments may over-identify boys in relation
to girls.

Much progress has been made in developing rating and observational
measures to assess the severity of ADD characteristics for children in different
home and school situations, which is important for validating the diagnosis
of ADD in childrerf.

Center researchers found that observational measures and laboratory
tasks used to assess attention and hyperactivity did not correlate well with
parent and teacher ratings. This situation is not uncommon, but the issue
needs more research. The most important issue concerns the predictive
validity of measures for academic outcomes; this evidence is more extensive

and positive.

Conclusions
Care must be taken in choosing instruments to assess the characteristics

necessary for a diagnosis of ADD in children. Center researchers agree with

other authors whose work they reviewed that multiple

Care must be taken in choosing measures from multiple sources are needed to seek

instruments to assess charac- . P .
. L convergent data for identification procedures. Their

teristics of ADD in children. Cen- & P

ter researchers agree with other evaluation suggests that no single approach or mea-

authors whose work they re- sure is sufficient; each has advantages and disadvan-

viewed that multiple measures
from multiple sources are needed
to seek convergent data for iden- instruments used to identify children with ADD are

tification procedures. sufficient for that purpose, it will be necessary for

tages for multiple assessment. Although existing

researchers and practitioners in education to apply
and extend what is known about educational assessment to plan, devise, and
monitor the effectiveness of interventions and accommodations to better
meet the needs of children with ADD. This challenge remains and extends

beyond what is currently known from literature on children with ADD.
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Participant Discussion:

Assessment and Educational Placement for Children with Attention
Deficit Disorder

Collaboration

Research

Best Practice

32

In response to the two presentations on assessment. conference participants
outlined the need for improvements related to assessment practices and
educational placement of children with ADD. Areas of required effort
identified include collaboration, research, best practices, health care. funding,
communication, training, and costs. The following summarizes participants'
input about these issues.

We need more cooperation among school systems. among professional

education organizations. and between special and regular educators.

Research should be made educationally relevant and should relate other
bodies of knowledge to the developing body of knowledge about ADD. We
need more research into best practices, gender differences, cultural diversity,
socioeconomic status, and co-occurrence with learning disabilities and other
educationally based handicapping conditions. We need concrete recommen-
dations from researchers about implications for treatment and how children
with ADD can be helped educationally. Inconsistent identification and
assessment may result in the disproportionate placement of minority children
in special education. We need more attention to cultural and ethnic norms
in making decisions about children with ADD, and more culturally diverse
research samples to understand how these tests and procedures work with
different populations. Researchers need to focus on the disability range at
the end of the continuum and on strengths such as attentional capacity. With
respect to translating research into educational interventions, effective edu-
cation practice applies to all students, not just students with ADD. If too much
attention is paid to identification and classification. educational intervention

may suffer and reachers will not get the help they need to reach students
with ADD.

We need to know what hest practice is now. while recognizing that this will
change with rescarch and time. Promising practices should be the basis of

reseirch.,
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Assessment We need more emphasis on educational concerns. primarily assessment

protocols that are comprehensive, ongoing. individualized. task-specific. and

situation-specific. Assessment should work from a
We need more emphasis on edu-
cational concerns, primarily } o .
assessment protocols that are what they need to know about diagnosis. identifica-

comprehensive, individualized, tion. and intervention; which professionals should be
ongoing, task-specific, and
situation-specific.

staged protocol that explains to classroom teachers

invoived at specific assessment levels; what the next
stage is (study team or psychoiogist) and what should
trigger the next stage: and when a next stage involves informed consent of
the parent when it goes beyond the school system’s standard practices. We
need to move toward a tiered assessment process. such as the one suggested
by Professional Group for ADD and Rejated Disorders. Such a process should
include monitoring prereferral strategies that address youngsters’ educational
needs and tailored instruction based on an ongoing assessment process.
Assessment should lead directly to treatment. We also need more develop-
mental, age-appropriate information on comprehensive assessment. Review-
ers could target assessment information needed to design an intervention,
monitor the intervention heing implemented. revise it as needed. and
evaluate outcomes. We need a better review of other bodies of knowledge
on assessment that may directly apply to students with ADD. We also need

to took at the purpose of assessment in each setting and to consider cost
benefits.

Health Care We need a health care delivery system that is better educated about children
with ADD. This includes primary care physicians, insurance carriers, and
health maintenance organizations. We need a health care policy that includes
funding for support and treatment of children with ADD. We also need to
make sure that information on ADD reaches diagnosticians—those in the
ficld working with children with ADD. We nceed cooerdination between
education and medicine. particularly in terms of the link between medical

diagnosis and education.

Fundin All aspects of rescarch and intervention on ADD need more funding. Policy
p g. Policy

makers neea to support and validate progress to date in the field. For instance,
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Communi-
cation

information on diagnostic procedures’ discriminant and predictive validity

may help attract funding for assessment.

We need to present information on children with ADD to each audience in

the most effective way and in the most digestible form. Because children

exhibit ADD in many settings. families and children

We need to present information are sometimes confused about whether schools,

on children with ADD to each
audience in the most effective

health insurance providers. or other groups are re-

way and in the most digestible sponsible for assessment and treatment. Researchers

form.

Training

ADD
Definition

should also communicate their findings to constituen-
cies in the larger community and disseminate results
according to the needs of different audiences.

Generating information does not change skills—teachers need preservice,
in-service, and ongoing training. Such training is the next step beyond
disseminating information. Preservice and in-service training should focus on
choosing and using instruments to improve instruction. Training is also
needed for related personnel and agency personnel who are directly or

indirectly involved in the assessment process.

We need a consensus definition of ADD. Such definitions affect assessment
and treatment. which lead to service delivery. We need a consensus on
characteristics or elements tnat make up a useful assessment package. We

need to look to local norms for decision making on children with ADD.

We need recommendations for assessment instruments that are relatively

inexpensive.




]

ERIC

PAFullToxt Provided by ERIC

CHAPTER 4

Overview

Findings
Positive
Reinforcement

Educational Interventions for
Children with Attention Deficit
Disorder

Thomas A. Fiore, Elizabeth A. Becker, and Rebecca C. Nero, Research
Triangle Institute, ADD Intervention Center

The Research Triangle Institute (RTI) center identified and reviewed
literature on educational and behavioral interventions for children
and youth with attention deficit disorder (ADD). The investigators searched
clectronic data bases. contacted organizations supporting children with ADD.
contacted researchers in the field. and pursued reference trails from research
documents. Studies included were empirically based. included subjects with
ADD. used inierventions relevant to the educational setting, and were
methodologically sound. Most studies were conducted after 1980. RTI

grouped the studies and findings under seven topic areas. as described
below.

For decreasing rates of troubling behavior by building desirable behaviors.
positive reinforcement procedures (mostly using secondary or token reinfor-
cers) are effective under well-regulated conditions. Researchers have found
that simple positive reinforcement programs can help reduce activity level.
increase time on-task, and improve academic performance. However, the
trained behaviors do not generalize from one setting to another. Some studies
indicated that continuous reinforcement works better than partial reinforce-
ment. although others found no difference. Overall, behavior therapy
techniques have the advantage of being cost effective. familiar to many

educators, relatively easy to implement, and adaptable to different settings.
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Behavior
Reduction

Response-Cost

36

Educators might consider positively reinforcing desirable behaviors as
an initial intervention when developing pregrams for students with ADD:
because trained behaviors do not tend to generalize, educators should train
specific behaviors across appropriate settings. They may also find it useful
to explore the effects of continuous versus partial reinforcement, adjusting
for different situations and children. Finally. they could experiment with both

individual and group rewards.

Mildly aversive procedures targeting undesirable behaviors. alone or with a
reward program. can help decrease off-task behavior and. to some extent,
increase academic productivity. Behavior therapy studies that examined the
effects of negative feedback or reprimands on the performance of elemen-
tary-age students with ADD found this form of redirection especially effective.

Educators could explore the use of redirection. targeting undesirable
behaviors, while positively reinforcing desired behaviors. They could also
use short. immediate reprimands to decrease off-task behavior and to avoid

longer reprimands.

Response-cost combines positive reinforcement and redirection by removing
earned token reinforcers after undesirable target behaviors are exhibited.
Response-cost interventions are especially effective in improving attention to
task and increasing completion of academic tasks. Some studies have shown
response-cost to be as effective as medication: others have found it particu-
larly effective along with medication. Commercially available ¢lectronic
desktop devices for recording and deleting points make using such a program
practical in a regular classroom. (However. acceptance by target students and
classmates has not been adequately examined.)

Response-cost is the most effective hehavioral intervention for increas-
ing on-task behavior for students with ADD, and it is a potentially effective
wiay to increase academic productivity. Educators should consider develop-
ing response-cost programs for students who do not respond well to positive
reinforcement or redirection. The literature suggests that educators may use
response-cost confidently with elementary-age students but should carefully

monitor its use with older students. They may also find it helpful to explore
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Self-Instruction
or Cognitive-
Behavioral
Therapy

Biofeedback

the use of commercial electronic recording devices for improving time

on-task in regular or special education classrooms.

Cognitive behavioral therapy combines behavioral techniques with cognitive
strategies designed to assess directly impulse control. higher order problem
solving, and self-regulation. Some evidence suggests that cognitive behav-
joral therapy may positively affect sustained attention, impulse control.
hyperactivity. and self-concept for elementary-age children (although con-
tradictory evidence also exists). In preliminary investigations, correspon-
dence training—a form of self-instruction that rewards correspondence
between statements and behaviors—effectively reduced inappropriate be-
havior: it may give educators a practical school-based technique. But
empirical evidence weighs against the efficacy of cognitive-behavioral ther-
apy, which has not consistently shown enough positive effects to recommend
its widespread use, especially considering the relatively high staff investment
it requires. Still, experienced clinicians see potential in these treatments and
call for further development and evaluation,

Educators may not wish to commit significant resources to cognitive-
behavioral interventions until researchers have produced more consistent
results. Despite the inwitive appeal of these interventions and their success
with other populations, educators may wish to use cognitive-behavioral
therapy only on a limited, exploratory basis with students with ADD. Such
interventions should focus on specific behavior associated with school
problems, and educators should not expect training to generalize. Educators
could try using correspondence training, which seems to be an efficient and

practical intervention in school settings.

Research on using relaxation techniques and biofeedback with children with
ADD has vraned, although preliminary results indicated that such procedures
had positive effecis. However, most results reported were based on extended
treatments in clinical or laboratory settings. Relaxation treatments may have
potential in schools, but they have not been adequately tested in school
settings. Compared with biofeedback, other treatments may be equally

effective. more cfficient, and more appropriate for educators.
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Task
Stimulation

Parent or
Family
Training

Educators should be skeptical about generalizing clinical biofeedback
treatment effects to school settings. and any biofeedback should be super-
vised by a knowledgeable professional with a plan for monitoring outcomes.
Muscle tension feedback is more practical than brain wave feedback foi
treatment in schools and may be worth exploring for certain students in
controlled situations. Educators might explore relaxation therapy. which is

most applicable as a school-based intervention, for individual students.

Most recent research on task stimulation has been based on optimal
stimulation theory and has looked at ways to increase, not decrease,
stimulation. Increased stimulation focuses on salient features of materials and
instructicn. Using simulated instructional activities or materials, investigators
have varied color, presentation rate, and response activity and have shown
improved performance and behavior for students with ADD. This application
of optimal stimulation theory shows promise for finding academic treatments
based on optimally stimulating instruction and materials that may be unique
to students with ADD.

In developing instructional materials for students with ADD. especially
with rote learning tasks, educators could try adding color to salient features
and. especially toward the end of the task. increasing novelty. In planning
instruction, educators could explore the effects of varying presentation rates
and detail level on the comprehension of students with ADD. Educators may
also find it useful to explore ways for students to actively respond during

academic tasks, or they may consider providing alternative motor activities.

Literature on interventions for children with ADD provides many examples
of moderately successful training programs with parents of elementary-age
children. usually designed to extend or enhance clinical treatment. For most
studies, training consists of behavioral strategies applied to home problems
or designed to support school- or clinic-based interventions. Such training
has effectively reduced some activity levels, conflict. and anger intensity, and
increased on-task behavior and compliance. Several studies reported reduced
parent stress or improved parental perceptions of the quality of parent-child

interactions after parent training. Behavioral parent training is a standard

44




component of multimodal interventions. which have shown some success
across various outcomes. Clinic-based mental health professionals usually
train parents.

As an adjunct to other interventions, educators could collaborate with
experienced clinicians in offering parent training programs. Such training
should include information on children with ADD but should focus on
behavioral strategies. To make sure parent training affects school behavior,
school-based training could use strategies that foster home-school collabo-
ration, such as home contingencies for school performance and techniques

that encourage students to complete homework.

Conclusions
Rescarch on nondrug interventions for students with ADD does not offer

compelling evidence for any one treatment. The literature is exploratory, not

prescriptive, but several interventions are recom-

Research on nondrug interven- mended with guarded optimism.
tions for students with ADD does

any one treatment. The literature properly, which means paying attention to counting
IS exploratory, not prescriptive,
but several interventions are
recommended with guarded
optimism. simple pusitive reinforcement, probably using con-

and measuring behaviors and adjusting procedures on

the basis of the results. Behavior therapies include

tinuous reward schedules and perhaps mixing group
and individual rewards. Redirection, especially in the form of brief repri-
mands, is another potentially useful approach. There is some reason to
believe that mild reprimands or redirection are superior to ignoring undesir-
able behavior. Response-cost effectively combines reinforcement and redi-
rection for students who need more structure. If they are used sensitively.
commercially available electronic devices might make a response-cost pro-
gram easier to implement.
Across all behavior therapy, training is required in specific settings.
There is little support for generalization across settings. Cognitive behavioral
therapy might be worth exploring if it is designed specifically for and

implemented in a school setting, for a school-related purpose. At this point,
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correspondence training looks more promising for school because it is easier
to implement, requires less staff training, and ultimately is less costly. Parent
training may work if the primary emphasis is on teaching parents behavioral
strategies with a secondary emphasis on information on ADD, and if the
training extends or supports other school-based intervention. Task stimula-
tion is highly promising and eventually may help direct the development of
instruction and instructional material for children with ADD, using strategies
such as systematically varying rates of presentation. colors, and levels of
detail. Multimodal programming. including child, family. and school inter-
ventions, may prove to be the most promising approach.

More research is needed to examine how well interventions that seem
to be effective in clinical settings actually work and how well they hold up
in school. Interventions that have been effective with elementary-age stu-
dents need to be tested with adolescents and preschoolers. We also need
research on whether interventions are equally effective across race, gender,
and socioeconomic status. We do not have studies on using computers and
other technologies to help children with ADD learn academic material. We
need to know whether interventions that are effective with other children
with disabilities are effective with children with ADD, and how these
interventions might be modified. We also need to know how parents,
educators, and other professionals can collaborate—how responsibility can
and should be shared among schools, social agencies, and medical

professionals.

Excerpted from:

Fiore, TA.; Becker, E.A.; and Nero, R.C. Research Synthesis on Education
Interventions for Students with ADD. Research Triangle Park, NC: Research
Triangle Institute, March 1993.

For more information about this report, please write to:

Douglas Levin

Chesapeake institute

2030 M Street, N.W., Suite 81C
Washington, D.C. 20036
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Participant Discussion:
Educational Intervention for Children with Attention Deficit Disorder

Educational
Intervention

Collaboration

Conference participants outlined the need for further efforts to develop
educational interventions for children with ADD that recognize the respon-
sibility of educators and administrators, involve collaboration between
general and special educators. and focus research on strategies for classroom

instruction. effective teaching techniques. diagnosis. and other interventions.

Teachers need to make decisions about children with ADD through a
cooperative teaching model that offers varied levels of intervention. The first
level should focus on defining and assessing the issues of children with ADD.
The second level should involve teacher assistance teams and cooperative
collaborat.ons so teachers feel supported. A third level should involve a
multidisciplir.ary child study team. including medical professionals, educa-
tors. and mental heaith professionals. A fourth level should involve imple-

menting solutions.

Regular educators think only special educators can serve children with ADD.

We need mechanisms for special and regular educators 1o work together and

to explore the relationship between general education

We need research on effective reform and serving students with ADD. This requires

interventions, including those
used for students with other dis-

good preservice and in-service training and a better

abilities. We need to ensure that national focus on staff development practices for

all options, including reguiar and regular education, including more university involve-
special education, are available ment in some of these special strategies. While
for children with ADD. We need ) 5¢ 5P ' Bles:

more research on accommoda- changes in education for all students seem to offer

tions versus interventions, espe-

opportunities for better serving students with ADD,

cially regular education class

accommaodations.

Research

we must make sure the special needs of these students
are met.

We need more research on the problematic behavior and characteristics of
students with ADD. We also need rescarch on effective interventions,
including those used for students with other disabilities. We need to ensure
that all options. including regular and special education, are available for

children with ADD. We need to make sure information about interventions
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Strategies

Teaching

Diagnostic
Labels

that do not work is communicated to educators. We need more strategies
that work at different ages, particularly for preschoolers and adolescents.
More research is needed in classroom settings rather than clinical settings.

Ve need more research on accommodations versus interventions. especially

regular education class accommodations.

We need more appropriate behavioral intervention models that work within
the classroom. We need to better understand who is responsible for solving
problems of children with ADD—medical professionals. educators, mental
health professionals, parents—and then provide an organized, tiered ap-
proach to evaluation and support. Once solutions are found. they must be
implemented in the classroom. There is a need to develop better programs

or models with appropriate monitoring and follow-up.

We need to examine effective teaching techniques and teachers—which
teachers are effective with which children. It may be useful to consider how
children are matched with teachers. The school principal plays a key role in
this and other issues. We need to make sure classroom teachers get support
and that they receive helpful information. Classroom teachers also need help
in the classroom. perhaps from a collaborator who has expertise in working
with students with ADD.

We need diagnostic labels, because they guide service delivery models. help

families, and influence classroom placement. Documentation given through

clinical evaluation helps the multimodal intervention approach work.




]

|
|
u
u
a
u
|
u
m
u
a
u
n
|
n
.
|
»
»
|
|
|
»
"
"
LS

]

ERIC,

PAFullToxt Provided by ERIC

-

Lo
o
Ll
=
o -
<
-
(&

Medical Intervention for Children
with Attention Deficit Disorder

James Swanson, Ph.D., University of California, Irvine, Attention Deficit

Disorder Center

Overview

| he University of California. Irvine (UC-Irvine) Attention Deficit

Disorder (ADD) Center reviewed a collection of reviews of the

This psychopharmacological
treatment of children is common,
controversial, and perceived to be
effective. There is overwhelming
evidence for the short-term
(seven to 18 weeks) impact of
stimulants on attention and
behavior.

literature on using medication to treat children with
ADD. Stimulant medication is the primary class of
psychotropic medications used to treat children with
ADD. This class includes methylphenidate (Ritalin),
d-amphetamine {Dexedrine) and pemoline (Cylert).
The use of stimulants is widespread and has been
standard clinical practice for at least a quarter of a

century. According to one review (Jacobvitz et al.

1990). in some areas recent surveys showed that about six percent of public

school students (about 10 percent of boys) receive stimulant medication.

Another review (Whalen and Henker, 1991) revealed that 60 percent to

90 percent of children diagnosed with attention deficit hyperactivity disorder

(ADHD) receive stimulant therapy for extended periods during their time in

school.

This psychopharmacological treatment of children is common, contro-

versial. and perceived to be effective. There is overwhelming evidence for

the short-term (seven to 18 weeks) impact of stimulants on attention and

behavior.
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Findings

The UC-Irvine researchers highlighted recent reviews that sought to answer
questions about the limitations of medication’s effects on school behavior
and performance and about stimulant medication’s effects on the academic
performance of children with ADHD. They also examined the effects of
stimulant medication on aggression in children with ADHD. The UC-Irvine
group's synthesis addresses five critical topics concerning the research
reviews in this area that cover a half century of work. First, the invariant
findingsin the literature reviews are extracted. Second, the effects of stimulant
medicalion are identified, on the basis of agreements across multiple reviews
in the literature. Third, the persisting controversies about the clinical use of
medication are specified and related to authors’ philosophical differences,
rather than their different views of medication’s effects. Fourth, the boundary
conditions that may limit the immediate and long-term effects of stimulant
medication are defined. Fifth. some of the wnanswered questions about the
effects of stimulant medication on children with ADD which are now under
investigation are specified. Following is a brief summary across the reviews.
What are the limitations of stimulant medication treatment? (Swanson
et al.. 1992)
Center researchers drew the following conclusions:
8 Long-term beneficial effects have not been verified by research.
B Short-term effects of stimulants should not be considered a perma-
nent solution to chronic ADD symptoms.
Stimulant medication may improve learning in some cases but impair
learning in others.
In practice, prescribed doses of stimulants may be too high for
optimal e¢ffects on learning, and the length of action of most
stimulants is viewed as too short to affect academic achievement.
Can short-term gains from medication be translated into long-term
academic improvement? (Carlson and Smith. in press)

Carlson and Smith concluded that




8 There was clear evidence of short-term improvement in performance
on academic rasks in the laboratory and in the classroom.

8 Thorough m:dical evaluations should be performed for each child.
Then standard procedures should be used to administer “real-life”
academic tasks. and the results should be communicated to a
physician, who would determine an appropriate medication dose
and frequency of administration.

What is the role of stimulant medication in reducing aggressive behav-
ior? (Hinshaw, 1991)

Hinshaw concluded that

8 In clinical practices. stimulants are frequently prescribed to manage
disruptive behavior.

® Stimulants have small effects on performance in laboratory or
playroom settings. but large effects on naturalistic observations of
aggression in the classroom or playground.

® Any shori-term improvement of aggression with stimulant medica-
tion is likely to be counteracted by medication compliance problems,
length-of-action problems (resulting in periods when the medication
is not acting in peer and neighborhood environments). and the
continuous stressful interchanges associated with low socioeco-

nomic status and difficult family environments.

Conclusions

The UC-Irvine ADD Center's “review of reviews” derived the literature basis
for what we know and what we do not know about the effects of
psychotropic medication. This knowledge, approprately presented, could
provide a guide for parents, teachers, and clinicians about the effects of
medication when it is used to treat children with ADD or ADHD.

Parents and teachers of children with ADD or ADHD can expect the
following results from stimulant medication:

B A beneficial clinical response in only 70 to 80 percent of diagnosed

cases.
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B Temporary management of diagnostic symptoms. including an im-
proved ability to modulate motor behavior, increased concentration

or effort on tasks. and improved self-regulation.

@ Temporary management of associated features. including increased
compliance and effort, decreased physical and verbal hostility,
decreased negative social interactions. and increased amount and
accuracy of work when performing previously learned skills.

B Noparadoxical responses. Normal children and normal adults treated
with these medications. like children with ADD treated with the
medications, respond with decreased activity and increased concen-
tration (although their responses may be smaller in magnitude).

@ Uncertainty about vosponses. since the beneficial clinical response
cannot be predicted by neurological signs. physiological measures.
or biochemical markers.

B Side effects. including the appearance of or an increase in tics
(infrequent), eating or sleeping problems (frequent). and (at high
doses) possible negative psychological effects on cognition and
atribution and possible growth inhibition.

W No large effects on skills or bigher order processes—Teachers and
parents should not expect significantly improved reading or athletic

skills. positive social skills. or learning of new concepts.

W Nou improvement in long-term adjustment—Teachers and parents
should not expect long-term improvement in academic achievement

or reduced antisocial behavior.

References
Carlson. C.. and Smith. M. “Effccts of Methylphenidate on the Academic Per-
formance of Children with Attenuon-Deficit Hyperactivity Disorder.”
School Psychology Review:. in press.
Hinshaw, S. "Stimulant Mcdication and the Treatment of Aggression in Chil-
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Participant Discussion:
Medical Interventions

Training

Team Models

Conference participants outlined the need for additional work concerning
medical interventions for children with ADD through training. team modcls.
drug effects, communication. and parental choices. Their input is summarized
below:.

In-service training is needed for teachers and paraprofessionals on medica-
tion issues. Policies for administering medication should be consistent
geographically across states and school districts. Teachers should be able to
monitor students on medication and give feedback to physicians. but they

need more accurate information to do this.

We need to define the rele of schools in medically managing ADD. Teachers

Participants strongly recom-
mended a team model as the best
way to coordinate medical man-

need to know what kinds of observations they should
make and how to work with physicians. Physicians

need to know how children are responding to medi-

agement, and they recommended cation. Participants strongly recommended a team

a total-treatment approach. Medi-
cation isnot a total treatment—we
need multimodal treatments. We

model as the best way to coordinate medical manage-

ment. and they recommended a total-treatment ap-

need a focus on the educational proach. Medication is not a total treatment—we need

impact of medication.

Drug Effects

multimodal treatments. We need a focus on the edu-
cational impact of medication. We also need more

collaborative work hetween the academic and health care communities.

We need more information about medication effects by age, subtype, and
comorbid disorders and about actual effects on cognitive versus behavioral
abilities. We need information about the role of teacher feedback to doctors
and the interface between doctors and sc-ools. We neced to develop
educational measures for examining optimal medication effects, while con-
sidering that parents. teachers, and health care professionals are looking at
different outcomes, including long-term versus short-term cffects. We need
information about promising practices and about the relationship between

medication and other interventions, especially educational interventions. We

O 4
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Communi-
cation

Research

Choices

need a consensus about outcome measures and medication response,

possibly across settings.

We need to make sure that health professionals, particularly pediatricians,
receive information about children with ADD. Participants recommended
producing fact sheets that define treatment goals in light of medication
outcomes, thit outline what to expect and what not to expect from
medications, and that are geared to both parents and teachers. We need to
discourage extreme positions on medication and to develop good literature
on linking intervention and medication. Schools without school nurses need
policies about who will handle medication treatment. We need training for
teachers and the network of caregivers about medication. We need fact sheets
tailored to parents, educators, clinicians, and the mass media. We need to
make clear the need for comprehensive assessment and the need to talk and

learn about medical management and monitoring.

We need funding for research on medication effects on academic perfor-
mance and achievement, effects on self-esteem. and guidelines on how
schools should approach this issue. We need more information on the
relationship of dosage to other modalities and on the value of double-blind
treatments. We need to know whether medication should be the first or last
treatment effort. And finally, we need information and rescarch on the

similarity of ADD and Tourette’s syndrome.

Parents should have the right to make choices in the face of disagreements.
We need to study the difficulties of dispensing medication in a school setting,
including confidentiality issues und school policies. We need more informa-
tion on long-term effects and on ADD as a chronic condition. We need to
know whether variation in service delivery systems is a function of socioeco-
nomic status. And we need development efforts for medications that are
longer acting. that have fewer side effects, and that benefit all children with
ADD.
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Participant Discussion: Information
Dissemination and Product
Development

N ear the end of the conference. researchers and clinicians. practi-

tioners and association representatives, and parents met in sepa-

CHAPTER 6

rate groups to develop recommendations for disseminating and exchanging
information on children with attention deficit disorder (ADD) that would

reflect their unique perspectives as stakeholders.

Researchers and Clinicians

W@ Researchers and clinicians can help refine. give a perspective to, and
add to the syntheses presented at the conference.

W@ Researchers and clinicians can help identify and define gaps in the
literature.

@ Researchers and clinicians can translate expert information for
consumption by teachers, educators, and parents.

W Researchers and clinicians can agree upon and recommend a
protocol for assessing children with ADD. This should be done when
they can recommend procedures that would be part of the assess-
ment process itself—using rating scales. for example. without speci-
fying which scale 1o use. The recommer dation process can include
making a distinction between best practices and current practices,
defining best practices that are backed by research information. and

identifying areas in which current practices are not very promising.

Educational Practitioners and Associations

This group categorized its comments into the areas of awareness. information.,
and support. These arcas were further classified by audience, needs, and

how to meet needs.
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Awareness

information

The educational community should be our primary focus.

Audience. The audience for informazion on children with ADD includes
state departments of education: school administrators: district-level and
school-level employees including classroom teachers, cafeteria workers, bus
diivers, and janitors.

Needs. Participants wanted to see more effort to place the foundation of
this work in the general school reform movement. Children with ADD have
special needs. but reform in the area of ADD is coming from the same
motivation that propels the reform movement.

Meeting needs. This effort should now be educationally driven. Clinically
driven research has provided a good base and should be continued, but the
field needs to move toward educationally driven materials that focus on

classroom activities.

Research needs to be targeted at practical interventions.

Audience. T“.e audience includes everyone who needs to know more about
the characteristics and needs of children with ADD.

Needs. We need field-identified and field-initiated research. We also need
to open up school districts to researchers. It is difficult now for people to get
into school districts to do research in the classroom.

Meeting needs. We need to identify remaining research questions and
study the research agenda.

Educators and parents need proper training and support in order to assist
children with ADD.

Audience. The audience consists of people who are concerned with issues

of collaboration and ways to use consultation and instructional support

personnel.

Needs. At the university level, we nced to make an impact on teacher
education and teacher training. Serving children with ADD requires properly
preparing new teachers as well as working with existing staff.

Meeting needs. We need to help teachers, parents, and administrators feel
supported. We can do this by building a consortium of people with all of
these groups' interests at heart to benefit children with ADD.
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Parents of Children with Attention Deficit Disorder

@ We must reach out to multiple audiences. including those in special

and regular education, to make sure people understand the families

We must reach out to multiple
audiences, including those in
special and regular education, to
make sure people understand the
families and children at risk. We
need to provide the media with
high-quality, validated material.
These media include publications
at state and local levels: profes-
sional journals, special and regular
education periodicals, publications
and popular publications.

and children at risk. We need to provide the media
with high-quality, validated material. These media
include publications at state and local levels: pro-
fessional journals, special and regular education
periodicals, and popular publications.

Videos are a powerful tool for use in training and
teleconferencing. Parents can use videos at the local
level in schools and at the state level to disseminate
information about children with ADD.

We need to make sure colleges and postsecondary

institutions receive irformation so they can deal

with students with ADD. We need to encourage them to provide
preservice training. We want to ensure that physicians. particularly
pediatricians. also receive information on ADD.

We need to be able to accommodate multiple audiences by devel-

oping different kinds of information for each audience.

We think it is most important that teachers, who are responsible for
creative problem solving in the classroom. receive training and
support.

We need to ensure that accurate information reaches the local level.
Researchers should not be the authors of this information—we need
authors who understand our broader readership. Parents want a part

in the editorial process for these materials.

Local organizations need to develop linkages with other groups.
including disability groups such as the Learning Disabilities Associa-
tion, that encourage parents to lobby for their organizations at local
and state levels. asking passionately, “What are we doing for these
kids?”




@ Puarents need information from the Department of Education about
how to access funds for training and communication that. in parents’

hands. could be a powerful tool for conveying information.




Related Initiatives for Children with
Attention Deficit Disorder

A final panel of representatives from organizations involved with
attention deficit disorder (ADD) research, education, training,

CHAPTER 7

and information dissemination described their organizational initiatives. Their
presentations were intended to educate the diverse forum audience about
their organizations' efforts in order to more closely link the community of

constituents committed to educating children with ADD.

Children with Attention Deficit Disorders (CHADD)

Mary Fowler, Vice President, Federal Affairs
CHADD., formed in 1987. is a national nonprofit organization of parents,
health care professionals, and educators. CHADD works through family
suppot. advocacy. and public and professional education. and it encourages
scieniific and educational research.

CHADD's National Education Committee undertock the project of
producing an educators’ manual (see Chapter 2) to give the field a review
of ADD from an educational perspective. The manual examines current
knowledge and information and identification. assessment, and intervention
practices in education. Topics include a clinical description of ADD; academic
and social difficulties: factors that constitute learning; identification and
assessment; principles and practices of intervention; behavioral interventions:

parent and school collaboration: and a brief summary of legal issues related
to ADD.

Pran
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National Association of State Boards of Education (NASBE)
Virginia Roach, Director, Center for Teaching and Learning

For two yvears. NASBE has helped state boards examine special education
and its relationship to general education and the education reform movement.
Currently. in many states. children with disabilities are not automatically
considered in discussions about educational reform. NASBE began its work
for several reasons. Among them was the increasing tension between general
and special education and among different factions of special education.
These tensions are often manifested in battles in the state legislatures over

which group gets funds, with the understanding that there is always a loser.

Other concerns over the overall outcomes of education for both typical and

special students, fiscal restraints, and the pressure on the education system
to create higher standards of achievement alsce led NASBE to examine special
education in light of the general education reform movement.

NASBE's primary conclusion is that schools are mismatched to the
clients they serve—children. That is. there is a need to move the entire system
from a focus on the processes of education and teachers to a focus on the
outcomes of education and student learning. In NASBE's report, Winners All:
A Call for Inclusive Schools.! three areas of systemic reform are laid out:

B NASBE seeks to create a new definition of what schools are about.

In the last five years, 32 states have broadened their goals of
education for students. Some state boards are looking at a three-part
meaning of education: the traditional academic part; the social and
emotional well-being of children at school; and social and collective
responsibility, that is. citizenship. The premise of this new vision is
that all schools are for all children. In terms of special education,
every policy that comes before o state board would be considered
in terms of its impact on all children.

Teacher support and development is pivotal. We cannot expect to

serve a diverse population of students in general classrooms without

"Roach, Virginia Winsers All A Call for Incluswe Schools Alexandria. VA: National Association of State Boards of

Educaton. 1992
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providing adequate teacher support. from the preservice level

. through in-service and ongoing teacher activities. At the state level,
. we can help change teacher certification requirements, program
approval requirements for teacher education programs, state in-serv-

. ice programming, and ongoing assistance to professionals. We can
help states redirect their professional development dollars and show
them how to redirect services throughout their districts to focus on
ongoing, teacher-generated professional development that empha-

sizes the teacher’s actual work environment.

In terms of funding, when we spend time in the state legislature and
at the governor's office and with state board representatives talking
about how we are going to parcel out money by labels, we are not
helping one child. We must loock very carefully at support and
services to children, not at how to spend more resources labeling
children.

One of NASBE's most important functions is to create and hold national
forums where those involved can talk about issues in special education.
NASBE has found that it is most helpful for state policy makers to have a
forum where they can hear and discuss such information in greater depth
with a broad array of stakeholders. NASBE is interested in developing the

capacity of state board members to discuss these issues and to think about

Council for Exceptional Children (CEC)
In the summer of 1991, CEC's Committee on Advocacy and Governmental
Relations created a task force to examine issues surrounding children with
ADD in schools. The task force was charged with gathering as much relevant
information as possible to develop a practical, comprehensive document that
could be used to guide CEC policy and as a resource for parents, educators,
and others concerned with the education of children with ADD in our

schools.
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The task force obtained information for its booklet. Children with ADD:
A Shared 1<’espom;x‘bilt‘ty.2 through a variety of avenues, which included
written and verbal information supplied by outside consultants, published
sources, a written survey of parents attending a CHADD conference in
Washington, D.C.. and a public hearing.

CEC states that the recommendations and interventions contained in
the 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 he appropriate compo-

nents of effective school programs for children with ADD.

National Institute of Mental Health (NIMH)
Peter Jensen, Ph.D., Chief, Child and Adolescent Disorders

NIMH is supporting a five-year, six-site, collaborative study of multimodal
treatments for children with attention deficit hyperactivity disorder (ADHD)
and ADD. The primary question addressed by the study is. “Does medication
combined with psychosocial therapies work better in children with ADHD
over the long run than no treatment. medications alone. or psychosocial
treatments alone?” The Office of Special Education Programs is collaborating
with NIMH on the study.

Principal investigators are C. Keith Conners, Ph.D. (Chair), Duke
University Medical Center, Durham, NC: Howard Abikoff, Ph.D., Long Island
Jewish Medical Center. New Hyde Park, NY: Laurence Greenhill. M.D.. New
York State Psychiatric Institute, New York. NY; Stephen Hinshaw, Ph.D..
University of California, Berkeley. CA: William Pelham, Ph.D.. Western
Psychiatric Institute, Pittsburgh. PA: and James Swanson, Ph.D., University of
California, Irvine, CA.

? Council for Excepuonal Children. Children with ADD: A Shared Responsibility. Reston, VA. Council {or Excep-
tional Children. 1992
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Office of Special Education Programs (OSEP)
Division of Personnel Preparation, Suzanne Martin, Ph.D.,
Education Program Specialist

The Duwision of Personnel Preparation supports several federally funded

projects in the area of personnel preparation for teachers of children with

ADD. These teacher training projects include the following;:

@ University of Alabama—A five-year project to prepare administra-

tors, general and special education teachers, and parents to meet the
needs of children with ADD.

University of Georgia—A program to develop an ADD network
(ADD NET), a series of satellite-based telecasts on educational
interventions for children with ADD, featuring nationally recognized
scholars.

University of Arizona—pProject ADEPT (ADD Education for Pro-
fessionals and Teachers). which is designed to develop. implement,
evaluate, and disseminate innovative preservice and in-service per-
sonnel preparation models for regular and special educators.
University of Kentucky—A graduate training project to prepare
school psychologists to serve children and youth with ADD.
Lehigh University—The Regional Consulting Center for Early
Adolescents with ADD to provide in-service training, consultation
services, and dissemination of the model program.

University of Massachusetts—A competency-based in-service
training curriculum for general and special elementary education
teachers to improve the social skills, relationships. and competence
of children with AD!HD.

University of North Carolina at Chapel Hill—A project to de-
velop, evaluate, and disseminate curricula and materials about ADD
that can be used for preservice and in-service training of general and
special educators.

Arkansas Children’s Hospital Research Center--A program 1o

develop, evaluate, and distribute 2 model in-service training program
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on ADD for special education teachers, regular classroom teachers,
and related personnel.

University of Miami—A project to develop an in-service training
program for special and general educators, administrators. and
related services personnel to enhance their knowledge and skills
about the educational needs of students with ADD.

Kansas State Board of Education—A statewide model of person-
nel preparation, including curriculum materials, to enhance the skills
of general and special education teachers and administrators to serve
children and youth with ADD.

B Jewish Association for Attention Deficit Disorder—Training
models for teachers, school-based support teams, administrators.
parents. and children.

Council for Exceptional Children—A continuing education proj-
ect to provide professional development opportunities and products
that enhance the skills of special and general educators to serve
students with ADD.

Purdue University—A project to develop in-service curriculum
materials for working with youth with ADD at different severity levels

and ages. as well as training modules used to train teacher-educators.

Division of Innovation and Development (DID)
Tom Hanley, Ed.D., Senior Research Analyst
An important part of DID's Research in Education of Individuals with

Disabilities Program is to identify eight instructional practices that seem to

have exceptional potential to improve educational outcomes for children and
youth with ADD. These promising instructional practices will be chosen on
the basis of expert opinion, empirical findings reported in the literature on
ADD or in other independent research. and the identified classroom needs
of children and youth with ADD.

DID will identify up to 12 sites at which one or more of the eight

promising practices are used. Two research analysts will spend five days at

g ong
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cach site to collect information needed to investigate the practices and
identify the contextual conditions that support practices.
After completing the site visits, DID will analyze the data for answers
to questions such as these:
® How satisfied are teachers and parents with these educational
practices for children with ADD, and to what extent do they believe
they have enhanced the educational performance of these children?
W What are the educational attainments of children with ADD before
and after they are exposed to the practices?
® How does the educational attainment of children with ADD who are
exposed to the practices vary among locations and environments?
A report describing the practices and their impact will be prepared and
disseminated widely.
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APPENDIX

Participant List:

Forum on the Education of
Children with Attention Deficit
Disorder, Washington, D.C,,
January 27-29, 1993

Beth Bader

American Federation of Teachers
(AFT)

555 New Jersey Avenue, N.W.
Washington. DC 20001

(202) 879-4561

Joe Ballard

Council for Exceptional Children
(CEO)

1920 Association Drive

Reston, VA 22091

(703) 264-9410

LeAnne Barber

101 Beechwood Drive
Carrboro. NC 27510
(919) 942-4208

Elizabeth Becker

Center for Research in Education
Research Triangle Institute

P.O. Box 12194

Research Triangle Park, NC 27709
(919) 541-6970

Susan Brown

4425 West Mill Trail, N.W,
Kennesaw, GA 30144
(404) 429-4888

Marie Bullock

Thomas Jefferson Middle School
Arlington Public Schools

125 South Old Glebe Road
Arlington, VA 22204

(703) 358-5908

Barbara Burcham
University of Kentucky
641 Maxwelton Court
Lexington, KY 40506-0349
(600) 257-4458

Laurance Carlson

Idaho Department of Education
650 West State Street

Boise, 1D 83730

(208) 334-3940
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Jean Conner-Harrison

Attention Deficit Disorder

Association (ADDA), Challenge. Inc.

42 Way to the River Road
West Newbury, MA 01985
(508) 465-0495

C. Keith Conners

Duke University Medical Center
Box 3362

Durham, NC 27700

(919) 684-4152

Elaine Cutler

Seminole Elementary School
10950 74th Avenue North
Seminole, FL 34642

(813) 547-7668

Martha Denckla
Kennedy-Krieger Institute
707 North Broadway
Baltimore. MD 21205
(410) 550-9399

Harold Dent

Center for Minority Special
Education

Hampton University

114 Phoenix Hall
Hampton, VA 23668

(804) 727-5107

Roscoe Dykman

Deparntment of Pediatrics/CARE
Arkansas Children’s Hospital

800 Marshall Street, Room $-2343
Little Rock, AR 72202
(501) 320-32300 / 320-3333

Nancy Eisenberg
Attention Deficit Disorder
Association (ADDA)
Suite 101

12345 Jones Road
Housf®n. TX 77070

(713) 955-3720

Joanne Evans

Children with Attention Deficit
Disorders (CHADD)

625 Shoreline Court

Eau Claire, W1 54703

(715) 834-9781

Dawna Farrar

Council for Exceptional Children
(CEC)

1920 Association Drive

Reston. VA 22091

(703) 264-9410
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Bonnic Fell

Children with Attention Deficit
Disorders (CHADD)

4520 Grove

Skokie. IL 60076

(708) 674-4164

Tom Fiore

Center for Research in Education
Research Triangle Institute (RTD)
3040 Cornwallis Road

P.O. Box 12191

Research Triangle Park. NC 27709
(919) 541-6004

Mary Fowler

Children with Attention Deficit
Disorders (CHADD)

151 Oak Place

Fair Haven, NJ 0770+

(908) 842-9034

Rosa Hagin
Fordham University
15 Canterbury Place
Cranford, NJ 07016
(212) 636-6484

John Heskett

National Association of State
Directors of Special Education
(NASDSE)

Department of Elementary and
Secondary Education

P.O. Box 480

Jefferson City, MO 65102-0480
(314) 751-2965

Anne Hocutt

School of Education

Miami Center for Synthesis of
Research on Attention Deficit
Disorder

University of Miami

P.O. Box 2480065

Coral Gables, FL 33124

(305) 284-5388

Wade Horn

Children with Attention Deficit
Disorders (CHADD)

16049 Copen Meadow Drive
Gaithersburg, MD 20878

(301) 948-0599 e

Bruce Hunter

American Association of School
Administrators

1801 North Moore Street
Arlington, VA 22209

(703) 875-0723
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Peter Jensen

Child and Adolescent Disorders
National Institute of Menta! Health
Parklawn Building, Room 10-104
5600 Fishers Lane

Rockville, MD 20857

(301) 443-5944

Merrick Kalan

Student Services

Broward County School Board
600 S.E. 3rd Avenue

Ft. Lauderdale. FL 33301

(303) 761-2446

Robin Kawakami

National Black Child Development
Institute

Suite 600

1023 15th Strect. N.W.
Washington, DC 20005

(202) 387-1281

Ed Kealey

National School Boards Association
(NSBA)

1680 Duke Street

Alexandria, VA 22314

(703) 838-6722

()

Ed Keller

National Association of Elementary
School Principals (NAESP)

1615 Duke Street

Alexandria, VA 22209

(703) 684-3345

Stanley D. Klein

Counseling Services

New England College of Optometry
82 Evans Road

Brookline, MA 02146

(617) 730-5800

Ann Kornblet

241 Linden Avenue
Clayton, MO 63105
(314) 862-2089

Ellen Kosh

Children with Attention Deficit
Disorders (CHADD)

1103 Butler Pike

Blue Bell, PA 19422

Keith McBurnett

Child Development Center
Uiniversity of California, Irvine
19262 Jamboree Road

Irvine, CA 92715

(714) 856-8730
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James D. McKinney

School of Education

Miami Center for Synthesis of
Research on Attention Deficit
Disorder

University of Miami

P.O. Box 248065

Coral Gables, FL 33124

(305) 284-5388

Robert Mehl

School Nurses Association
4622 Warpath Drive
Hampstead. MD 21074
(410) 686-0721

Michael Mendelson

Special Education and Pupil
Services

Ridgefield Public Schools
172 Rolling Hill Green
Staten Island, NY 10312
(718) 948-7036

Richard Milich
Psychology Department
University of Kentucky
202 Kastle Hall
Lexington. KY 40500
(606) 257-4396

Marjorie Montague

School of Education

Miami Center for Synthesis of
Research on Attention Deficit
Disorder

University of Miami

P.O. Box 248065

Cora! Gables. FL 33124

(305) 284-5388

Pam Murray

Attention Deficit Disorder
Association (ADDA)

15772 East Crestridge Circle
Aurora, CO 80016

(303) 690-7548

Harvey Parker

Counseling Care Center
Children with Attention Deficit
Disorders (CHADD)

300 N.W. 70th Avenue, Suite 102
Plantation. FL 33317
(305)792-8100

William Pelham

Western Psychiatric Institute and
Clinic

3811 Ohara Street

Pittsburgh. PA 15213

(412) 624-5194




Ron Reeve

Curry School of Education, Dept.

of Human Services
University of Virginia
405 Emmet Street
Charlottesville, VA 22903
(804) 924-0790

Dan Reschley

Department of Psychology
lowa State University
W112 Lago Murcino
Ames, 1A 50011-3180
(515) 294-1487

Virginia Roach

National Association of State
Boards of Education (NASBE)
1012 Cameron Street
Alexandria, VA 22314

(703) 684-4000

Elaine Robey

4113 Montpelier Road
Rockville, MD 20853
(301> 565-1251

Judy Schrag

Council for Exceptional Children
1920 Association Drive

Reston, VA 22091

(703) 264-9410

Stephen Schulte

Special Education Programs
Wake County Public Schools
P.O. Box 28041

3600 Wake Forest Road
Raleigh, NC 27611

(919) 850-1821

Terri Shelton

Department of Psychiatry
University of Massachusetts
Medical Center

55 Lake Avenue North
Worcester, MA 01655

(508) 856-3606

Gary Stoner

School Psychology Program
College of Education
University of Oregon

Room 270

Eugene, OR 97403

(503) 346-3405

James Swanson

Child Development Center
University of California. Irvine
19262 Jamboree Road

" Irvine. CA 92715

(714) 856-8730




Harley Tomey Brice Verdier

Division of Adolescent Education National Education Association
Virginia State Department of (NEA)

Education 1201 16th Street. N.W.

James Monroe Building Washington, DC 20036

101 North 14th Street (202) 833-4000

Richmond, VA 23219

(804) 371-7572

U.S. Department of Education,
Office of Special Education and
Rebabilitative Services

Office of Special Education Patricia J. Guard
Programs JoLeta Reynolds
400 Maryland Avenue, S.W.

Washington, DC 20202

Division of Innovation Reuben Altman

and Development Martha Continho
Tom Hanley
Jane Hauser
David Malouf
Ellen Schiller

Helen Thornton

Division of Personnel Suzanne Martin
Preparation Max Mueller

Angele Thomas

Office for Civil Rights Claudette Kaba
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Cbesapeake Institute
2030 M Street, N.W., Suite 810
Washington, DC 20036

Widmeyer Group

1875 Connecticut Avenue, N.W.,
Suite 640

Washington, DC 20009

Wendy Amstutz
Sally Flanzer
Ruth Huhbell
Micha<] Kane
Lillian King
Maury Mclnerney
Kerry Traylor
Shayna Wik

Phyllis Blaunstein




