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ABSTRACT 

“ADHD Symptoms Clinic”SM 

An Integrative Approach to the Treatment of 

ADHD Symptoms in Children and Adolescents 

 

Doctor of Medical Humanities Dissertation by 

 

Ivonne Fadel 

 

The Caspersen School of Graduate Studies 

Drew University        May 2016 

 

This is an integrative approach, from a psychological perspective model, to the 

treatment of Attention-Deficit/Hyperactivity Disorder (ADHD) symptomatology that I 

call “ADHD Symptoms Clinic.” It aims to bring new and effective non-pharmacologic 

treatment of ADHD to children and adolescents as an alternative to medication alone.  

Research concerning ADHD symptoms intends to bring some relief to children 

suffering from ADHD and their families with the incorporation of effective methods of 

treatment that have been scientifically proven to reduce symptoms of ADHD, at least in 

children with mild to moderate symptoms of the disorder. The objective of this study is 

also to find effective school interventions to improve academics and socialization skills, 

adding alternatives to medication alone. 

This integrative treatment of ADHD addresses sleep disorders and other 

comorbidities associated with this diagnosis, such as oppositional behaviors, depression, 

and anxiety. It includes regimens of restriction diet and exercise, school and community 

center interventions, and individual/family psychotherapy offering parents and children a 

choice of treatment without medication.  

There is great controversy surrounding over-diagnosis and over-medication of 

youth suffering from ADHD symptoms. Parents are sometimes against medication, 



 

 

creating a burden on families, children, and their school systems. The goal of the ADHD 

Symptoms Clinic is to benefit all the children suffering from ADHD symptomatology 

regardless of the diagnosis. Whether or not ADHD is a true illness, the symptoms are 

present, and the number of children suffering from ADHD symptoms constitutes an 

alarming proportion of young people.  

This study treats every child as a unique entity through understanding, 

identifying, and treating symptoms of each individual child. The ADHD Symptoms 

Clinic looks at the person as a whole and emphasizes the mind-body connection and the 

individual approach to illness.  

The ADHD Symptoms Clinic advocates controlling ADHD symptoms by 

incorporating healthy habits and psychotherapy while reducing or eliminating the need 

for medication.  
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Glossary 

 

actigraph. Micro-computer that is attached to the hand or leg of the subject and 

differentiates between sleep and wake based on the amount of movement in the 

limb. 

adenotonsillectomy. Operative removal of tonsils and adenoids. 

amphetamine. A racemic drug that stimulates the central nervous system used mainly to 

lift the mood in depressive states and to control the appetite in cases of obesity.  

atomoxetine. A norepinephrine reuptake inhibitor approved for the treatment of ADHD. 

clonidine. A synthetic white crystalline substance in the form of its hydrochloride used to 

treat hypertension (high blood pressure) and ADHD.     

dragee. A sugar-coated medicated confection. 

elimination diet. A procedure used to identify foods that may be causing an adverse 

effect in a person, in which all suspected foods are excluded from the diet and 

then reintroduced one at a time.         

guanfacine. A sympatholytic drug used in the treatment of ADHD and hypertension. 

Likert scale. The most widely used approach to scaling responses in survey research. 

methylphenidate. A central nervous system stimulant used in the control of hyperkinetic 

syndromes and narcolepsy.  

night walking insomnia. Difficulty returning to sleep after waking up during the night, 

or very early in the morning.   

schizophrenia. A psychiatric disorder causing pervasive and profound impact socially, 

economically, and personally. It typically begins in early adulthood, between the 

ages of 15 and 25. The incidence in women is noticeably higher after age 30. 

short term therapy. Brief therapy, usually 10 to 20 sessions, focused on helping a 

person to resolve or effectively manage a specific problem or challenge, or to 

make a desired change. 

sleep onset insomnia. Difficulty falling asleep at the beginning of the night.  

sleep onset latency. The length of time that it takes to accomplish the transition from full 

wakefulness to sleep.  
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symptom burden. Subjective, quantifiable prevalence, frequency, and severity of 

symptoms placing a physiologic burden on patients and producing multiple 

negative, physical, and emotional patient responses.   

token economy. A system of behavior modification through positive reinforcement 

derived from the principle of operant conditioning. 
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Chapter 1 

INTRODUCTION 

This study presents an integrative approach to the treatment of children and 

adolescents suffering from symptoms of ADHD, providing alternative non-

pharmacologic treatments by balancing medical treatment with the incorporation of 

healthy habits, psychotherapy, and effective school interventions. This reduces the need 

for medication to diminish symptoms.  

The research presented here integrates new studies about methods and practices 

that have been proven to improve ADHD symptomatology while reducing dependence on 

drug regimens. This also provides alternative treatment options for children who have not 

received any services because either their parents do not agree with medication treatment 

or they do not have access to medical care.  

This integrative treatment of ADHD is based on a psychological perspective 

model that addresses sleep disorders and co-morbidities associated with this diagnosis, 

including oppositional behaviors, depression, and anxiety. This approach is called 

“ADHD Symptoms Clinic” and incorporates regimens of restricted diet, exercise, and 

individual/family psychotherapy. This approach was developed by looking at the person 

as a whole, emphasizing the mind-body connection and the individual approach to illness, 

and analyzing one child at a time. The purpose is to find ways of treating children 

presenting with ADHD symptoms instead of treating children diagnosed with ADHD. 

The exact cause of ADHD is unknown, but many researchers think that ADHD 

may be related to a chemical imbalance in the brain, inherited, or linked with other 

physical causes or the environment. Other professionals have proposed “arguments that   
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ADHD is not a valid disorder, is over-diagnosed, is excessively treated with medication, 

or represents a dangerous reductionism that mistakenly views all behavioral and 

adjustment problems merely in terms of biology.”1  

Children and adolescents suffering from ADHD are commonly inattentive, 

hyperactive, and have worrisome academic problems at school. These symptoms provoke 

low functional achievement, prevent educational progress, and create behaviors of 

concern. The symptoms frustrate the children who, most of the time, do not understand 

what they are doing wrong because they are unaware of their difficulties. They are more 

physically active than other children and have low working memory skills; as a 

consequence, they do not have the same social skills as the rest of the children their age. 

Low working memory skills are categorized by the inability to sustain attention, 

concentrate, and exert mental control. Early in life, ADHD children start noticing that 

their classmates or neighbors do not want to play with them and, little by little, they 

become marginalized by their own peers. 

According to the official updated publication of the American Psychiatric 

Association, the Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition 

(DSM-5), to be diagnosed with ADHD a child needs to have six or more symptoms of 

“inattention and/or hyperactivity-impulsivity that interferes with functioning or 

development,…and that negatively impacts directly on social and academic/occupational 

activities.”2 It also requires that symptoms of ADHD have to be present before 12 years 

                                                 
1 Joel T. Nigg, What Causes ADHD? Understanding What Goes Wrong and Why (New York: 

Guilford Press, 2006), 6. 

 
2 Diagnostic and Statistical Manual of Mental Disorders: DSM-5, 5th ed. (Washington, DC: 

American Psychiatric Association, 2013), 59. 
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of age in at least two different settings; this is not a genetic illness but it is considerably 

influenced by biological relatives with ADHD.3  

The ADHD symptoms described by the DSM-5 for inattention are that the 

individual: 

 often fails to give close attention to details 

 often has difficulty sustaining attention in tasks or play activities 

 often does not seem to listen when spoken to directly 

 often does not follow through on instructions 

 often has difficulty organizing tasks 

 often is reluctant to engage in tasks that require sustained mental effort 

 often loses things needed for tasks or activities 

 often is easily distracted by extraneous stimuli 

 often is forgetful in daily activities. 

 

The ADHD symptoms described by the DSM-5 for hyperactivity and impulsivity 

are that the individual: 

 often fidgets with hands or feet or squirms in seat 

 often leaves seat when is not expected 

 often runs about or climbs excessively in situations in which it is inappropriate 

 often unable to play quietly 

 often is restless 

 often cannot wait for turn in a conversation 

 often has difficulty waiting in line 

 often interrupts others 

 often talks excessively.  

 

The DSM-5 states that “Visual and hearing impairments, metabolic abnormalities, 

sleep disorders, nutritional deficiencies, and epilepsy should be considered as possible 

influences on ADHD symptoms.”4 

                                                 
3 DSM-5, 59-66. 

 
4 Ibid., 62. 
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If a child has normal comprehension and cognitive abilities and is able to 

socialize with peers, the exhibited symptoms of ADHD can be caused by other issues or 

disorders such as emotional problems and/or distress, social maladjustment, and/or 

cultural related difficulties. The presence of these variables increases the diagnosis of 

ADHD and, in turn, the prescription of stimulant medication. The over-diagnosis of 

ADHD in children in the United States is controversial because of the high number of 

children and adolescents taking medication for ADHD symptoms in comparison to other 

developed countries, e.g. the United Kingdom. This suggests there is an over-diagnosis 

resulting in an over-medication practice.  

Some scientists oppose this “explosion” of ADHD diagnoses and accuse 

physicians of mismanagement of the children’s symptoms. Several studies go further and 

question the validity and evidence of ADHD as a genuine disorder.5 Whether or not 

ADHD is a distinct entity, in my experience as a counselor, the symptoms are real, and 

the number of children suffering from those symptoms is alarming. The ADHD 

Symptoms Clinic emphasizes treating the ADHD symptoms, not the disorder, without the 

use of medication, if possible, to diminish these symptoms in a child. 

There are several mental health disorders presenting similar symptoms to those of 

ADHD. The DSM-5 lists best practice guidelines for the diagnosis of ADHD, and noting 

that most ADHD symptoms may indicate of other mental health disorders and will need 

to be treated differently. The DSM-5 describes sixteen other diagnoses having 

overlapping symptoms with ADHD symptoms. Relatives to attention, concentration, and 

hyperactivity/impulsivity are present in a variety of mental health illnesses, such as:  

                                                 
5 Nigg, 6. 
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 Oppositional Defiant Disorder (ODD) is diagnosed when the child is hostile or 

negative to other people’s demands. This disorder can be seen in students 

suffering from ADHD who have not been understood at school or by their parents 

due to poor mental control and inability to concentrate as required.  

 The Intermittent Explosive Disorder shows children who are impulsive and highly 

aggressive but whose attention and concentration span are appropriate. Children 

suffering from ADHD differ from those with Intermittent Explosive Disorder 

because they are not aggressive, but display distractive and disorganized 

behaviors that are not due to defiance or lack of comprehension. 

 Neurodevelopmental disorders include repetitive motor activity, such as 

Tourette’s disorder. Motor repetition is not prevalent in children suffering from 

ADHD; they are fidgety and restless, but their movements are not fixed. 

 Compromised intellectual ability or specific learning disabilities may manifest as 

a lack of attention or interest and the inability to do the work, but such students do 

not necessarily have ADHD.  

 Autism Spectrum Disorder (ASD) includes deficits in social communication and 

social interaction, inattention, and inability to control behaviors, but children with 

ADHD symptoms can socially communicate with other children and do not tend 

to isolate.  

 Reactive Attachment Disorder, in contrast to ADHD, presents as social 

disinhibition, failure to smile, and lack of permanent connections.  

 Anxiety is sometimes characteristic of ADHD; children may be anxious for the 

desire to change the subject or find pleasurable activities. However, the anxiety in 

the Anxiety Disorder diagnosis differs from the ADHD symptomatology because 

it is associated with fears and thoughts.  

 Depressive disorders, mood disorders, and bipolar disorders all present with poor 

concentration, but they differ from ADHD because their symptoms are episodic, 

with elevated mood or changes in mood, and with severe irritability and possible 

angriness, as opposed to the lack of depressive disorders and moodiness found in 

ADHD patients according to the DSM-5 Diagnostic Criteria.  

 Disruptive Mood Dysregulation Disorder patients do not present with the 

impulsivity and disorganized behaviors found in ADHD students.  

 Substance use or abuse must be assessed before making the ADHD diagnosis, as 

drugs may produce hyperactive and/or inattentive behaviors.  

 

The DSM-5 cautions that it is difficult to assess symptoms of ADHD when 

personality disorders are present in teenagers because they all show “features of 

disorganization, social intrusiveness, emotional dysregulation, and cognitive 

dysregulation. However, ADHD is not characterized by fear of abandonment, self-injury, 
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extreme ambivalence, or other features of personality disorder.”6 ADHD should not be 

diagnosed when psychotic symptoms are present or when symptoms may be side effects 

of medications and/or a consequence of a neurocognitive disorder or dementia. 

All practitioners need to review ADHD symptomatology their young patients 

display across different settings. They need to rule out other possible causes for those 

symptoms before making an ADHD diagnosis, lest other medical conditions such as 

thyroid disease; side effects from medications; seizure disorders; lead exposure; alcohol 

exposure in utero; other neurological disorders; hearing disorders; social problems; sleep 

difficulties; and psychiatric problems like depression, anxiety, and/or oppositional 

behaviors be misdiagnosed as ADHD. 

There is a great controversy about the over-diagnosis of ADHD in children. 

Sometimes doctors do not take the time to properly assess the cause of their patients’ 

symptoms, or they misinterpret symptoms from different illnesses as ADHD symptoms, 

such as medical problems (difficulty falling asleep) and other psychiatric problems 

(depression and anxiety). In 2012, Dr. Fred Baughman, a neurologist, stated that 

“500,000 children in the U.S. were diagnosed ADHD in 1985 and between five and seven 

million were today, with prescription drug usage increasing accordingly.”7  

A study that was published by the Centers for Disease Control and Prevention 

reported that in the United States, the state-based prevalence of ADHD in children from 4 

to 17 years old, ever diagnosed by their health care provider but reported by their parents, 

                                                 
6 DSM-5, 65. 

 
7 Markus Thiel, "Thiel: Study Ponders Over-Diagnosis of ADHD in Children," Kelowna Capital 

News, March 16, 2012. 
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indicated that in 2011, two million more children were diagnosed by a doctor having 

ADHD, and a million more were taking medication in comparison to 2003. The data is 

from the 2011 National Survey of Children’s Health (NSCH).8 In 35 states ADHD 

prevalence diagnosed by a health care professional and reported by parents was greater 

than 10%, including six states surpassing 15% of children having that illness. The study 

found that “in 2011, 11% of children/adolescents aged 4 to 17 years had ever received an 

ADHD diagnosis (6.4 million children).”9 The diagnosis of ADHD in children by their 

health care providers was lower than their parents’ report. However, in 17 states the 

prevalence of this illness was still greater than 10% of children. The study concluded that 

“69% of children with current ADHD were taking medication for ADHD (6.1%, 3.5 

million children)… Prevalence of medicated ADHD increased by 28% from 2007 to 

2011.”10 (Appendix Figure 1)  

Is this an epidemic? Dictionary.com describes an epidemic as “a disease affecting 

many persons at the same time… A rapid spread or increase in the occurrence of 

something.” Before the popularity of prescribing Ritalin® for ADHD in the 1990s, where 

were these children? Is this the consequence of change in diagnosis trend, ecological 

factors, environmental pollutants, or something bigger in our universe, like astronomical 

influences? Whatever the cause, changes need to happen, among doctors and 

                                                 
8 Susanna N. Visser et al., "Trends in the Parent-Report of Health Care Provider-Diagnosed and 

Medicated Attention-Deficit/Hyperactivity Disorder: United States, 2003–2011," Journal of the American 

Academy of Child & Adolescent Psychiatry 53, no. 1, accessed March 20, 2016, 

http://dx.doi.org/10.1016/j.jaac.2013.09.001. 

 
9 Ibid., 34. 

 
10 Ibid. 
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psychotherapists, as well as school and community centers, to confront and address this 

new reality. 

The Chair of the DSM-IV Task Force, Dr. Allen Frances, Professor Emeritus and 

former chair of the Department of Psychiatry and Behavioral Science at Duke University 

School of Medicine, wrote that despite “the false epidemic of ADHD already running 

rampant among kids, DSM-5 has set the stage for creating a new epidemic of ADHD in 

adults.”11 Dr. Frances opined that concentration problems are “really caused by 

something else–e.g., substance abuse, bipolar disorder, depression, all the anxiety 

disorders, OCD, autistic disorders, psychotic disorder, and many others.”12 He added that 

difficulties people have in meeting society’s expectations should not all be labeled as 

mental disorders.  

Children suffering from ADHD can be oppositional: refusing to do something 

assigned to them. This symptom seems to be a psychological response to their inability to 

perform like the rest of the children or is related to their inability to concentrate on the 

task and resolve it even though they may know they are able to do the work. Symptoms 

of ADHD are commonly associated with other psychological, psychiatric, and/or 

neurological disorders, which makes the illness difficult to assess and treat.  

I have a vested interest in this topic because it constitutes a marriage of my 

current employment as a school psychologist at a large school district in New Jersey, and 

as a Licensed Professional Counselor (LPC) at the In-Home Counseling program through 

                                                 
11 Allen Frances, Saving Normal: An Insider's Revolt against Out-of-Control Psychiatric 

Diagnosis, DSM-5, Big Pharma, and the Medicalization of Ordinary Life (New York, NY: William 

Morrow, an imprint of HarperCollins publishers, 2013), 184. 

 
12 Ibid. 
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the Division of Health and Family Services. I obtained my Bachelor’s and Master’s 

degrees in Psychology at the National University of Buenos Aires, Argentina, in 1988, 

and my School Psychology Certification at Montclair State University in 2003. 

For more than 25 years I have been providing psychological evaluations and 

counseling in both public and private settings. In my daily work, I observe that most 

children suffering from ADHD symptoms also present with problems falling asleep at 

night before being medicated. Furthermore, I noticed that after they start taking stimulant 

medication, their sleeping difficulties become more severe, and as a consequence, they 

continue to have problems waking up early in the morning to go to school.  

Once doctors determine that their patients do have ADHD and may benefit from 

medication, they should follow the National Institute for Health and Care Excellence 

(NICE) guidelines: “Drug treatment for children and young people with ADHD should 

always form part of a comprehensive treatment plan that includes psychological, 

behavioural and educational advice and interventions.”13 The NICE also reported that 3 

to 9% of children in the United Kingdom have ADHD symptoms, but less than 3% of 

school-age children and young adults carry a diagnosis of ADHD.  

Children who show impulsivity, distractibility, hyperactivity, and poor attention 

span, concentration, and alertness may have academic difficulties and may benefit from 

Child Study Team (CST) evaluation to assess their need for special accommodations or 

special education.  

                                                 
13 National Institute for Health and Care Excellence, "Attention Deficit Hyperactivity Disorder: 

Diagnosis and Management of ADHD in Children, Young People and Adults," accessed November 2, 

2014, http://www.nice.org.uk/guidance/cg72/chapter/key-priorities-for-implementation. 
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When I assessed the intellectual potential of students with the Wechsler 

Intelligence Score for Children, fourth edition (WISC-IV), I observed that children with 

symptoms of ADHD test low on working memory skills assessed by the Working 

Memory Index (WMI): ability to sustain attention, concentration, and mental control. 

Their WMI scale score was lower than 80. But they scored in the average range, between 

90 and 110, on intellectual potential in other intelligence areas, such as the Verbal 

Comprehension, Perceptual Reasoning, and Processing Speed Indexes. “The WMI in the 

WISC-IV is a measure of working memory. It assesses children’s ability to memorize 

new information, hold it in short-term memory, concentrate, and manipulate that 

information to produce some result or reasoning processes.”14 However, when students 

also had lower scale scores than average in the Verbal, Perceptual, and Processing 

Indexes a possible learning disability or a problem other than ADHD was most likely 

causing the lower results.  

Teachers, sometimes, tend to believe that children are lazy and/or immature when 

they do not work at their capacity. Not fully aware of the situation, teachers put a lot of 

pressure on these students, compounding or exacerbating symptoms. Children may 

display symptoms of ADHD or have executive dysfunction. According to Dr. Larry 

Silver,15 to express appropriate executive function in any given problem people should be 

able to: analyze, plan, organize, develop, adjust, and complete. To be successful, some of 

these steps need to be finished in a given time and some require remembering to carry the 

                                                 
14 "Wisc IV - Low Working Memory Scores," accessed March 24, 2015, http://www.brainy-

child.com/experts/WISC-IV-low-memory-score.shtml. 

 
15 Larry Silver, "Is It Executive Function Disorder (EFD) or ADHD?," New Hope Media, accessed 

October 16, 2014, www.additudemag.com/adhd/article/print/7051.html. 
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information from one step to another. Children may have both problems: ADHD and 

Executive Function Disorder (EFD). To be diagnosed with ADHD children need to 

present with inattention, the inability to stay on task. This is very different than EFD, 

“which involves a pattern of chronic difficulties in executing daily tasks.”16  

Children with ADHD symptoms, like all children, need to be motivated to do 

something. The challenge that children with ADHD face is the lack of incentive and 

inspiration. The right stimulus appears to be very important to overpower their weakness 

of not producing useful results, decisions, or achievements. But, curiously, these children 

are great at playing video games for hours and capable in computers and technology. 

Therefore, it is important to acknowledge that children with ADHD can be very 

functional in some areas of their interest where attention and concentration are needed, 

but fail in other areas where still attention and concentration are required.  

The DSM-5 indicated that differential diagnosis of ADHD is complex because 

“Signs of the disorder may be minimal or absent when the individual is receiving 

frequent rewards for appropriate behavior, is under close supervision, is in a novel 

setting, is engaged in especially interesting activities, has consistent external stimulation 

(e.g., via electronic screens), or is interacting in one-on-one situations (e.g., the 

clinician’s office).”17  

The American Academy of Pediatrics recently published an article about the over-

diagnosis of children. This special article tried to increase consciousness about the 

tendency to overdiagnose ADHD, bacteremia, food allergy, hyperbilirubinemia, 

                                                 
16 Silver. 

 
17 DSM-5, 61. 
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obstructive sleep apnea, and urinary tract infections. It concluded that “overdiagnosis 

occurs when a true abnormality is discovered, but detection of that abnormality does not 

benefit the patient.”18 Overdiagnosis is a problems found in all groups. Adult 

abnormalities diagnosed as “disease,” such as overdiagnosis of breast and prostate 

cancer, “may be harming the very people they were designed to protect.”19 In the same 

way, we need to protect our children and youth from overdiagnosis and medical social 

control through medication.  

 

 

 

 

 

 

 

 

 

 

 

 

 

                                                 
18 Eric R. Coon et al., "Overdiagnosis: How Our Compulsion for Diagnosis May Be Harming 

Children," Pediatrics 134, no. 5 (2014): 1, http://dx.doi.org/10.1542/peds.2014-1778. 

 
19 Ibid. 
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Chapter 2 

CURRENT APPROACHES OF TREATMENT 

The overmedication of children suffering from ADHD symptoms has been 

denounced since drug treatment became popular in the 1990s. According to Jacobelli and 

Watson, “in 2000, more than 19 million prescriptions for ADHD drugs were filled, a 72 

percent increase over 1995, representing possibly the most dramatic increase over any 

previous five-year period.”20 The tendency has been to prescribe not just one but often 

two medications to those suffering from ADHD symptoms. This spike in prescriptions 

has been linked to the abuse of ADHD medications by students and adults with and 

without ADHD symptoms. The abuse stems from the belief that use of ADHD drugs 

improves concentration and performance.21  

At a gathering sponsored by Johnson and Johnson, 11 international experts in 

child and adolescent psychiatry concluded that “physicians involved in the early 

treatment of youngsters with ADHD, suggested first-line treatment is psychostimulant 

medication aided by psychosocial intervention.”22 Despite the undesired side-effects of 

the stimulant medications, like appetite reduction, sleep disturbances, and growth 

suppression, the increase in prescriptions has continued often without the proper 

psychosocial intervention.   

                                                 
20 Frank Jacobelli and L. A. Watson, ADD/ADHD Drug Free: Natural Alternatives and Practical 

Exercises to Help Your Child Focus (New York: AMACOM/American Management Association, 2008), 

33. 

 
21 "More Students Abusing 'Study Drug' Adderall," accessed March 24, 2015, 

http://www.elementsbehavioralhealth.com/drug-abuse-addiction/student-adderall-abuse/. 

 
22 S. Kutcher and et al., "International Consensus Statement on Attention-Deficit/Hyperactivity 

Disorder (ADHD) and Disruptive Behaviour Disorders (Dbds): Clinical Implications and Treatment 

Practice Suggestions," European Neuropsychopharmacology 14, no. 1 (Jan 2004): 11. 
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“Why did this problem not exist in such a high proportion before the 1980s?”23 

Jacobelli and Watson presented the historical perspective explanation, stating that today’s 

society is full of distractions in comparison to society hundreds of years ago. Before, it 

was necessary “to hunt, gather, and reproduce; not much more was expected nor was 

more necessary to maintain the lifestyle of the time.”24 They also added that the 

Discovery Channel program aired on July 5, 2007, Rise of Man, reported that the human 

brain grew in size as a result of a way to survive as a species.25 I think this can be the 

reason for the alarming proportion of children suffering symptoms of ADHD lately: the 

great cultural changes prepare them to survive the robotic new millennium, while classic 

school methods will be obsolete for their computerized minds.  

When a child shows symptoms of ADHD in a school setting, the guidance 

counselor and/or the CST intervene to make a direct referral to a specialist treating the 

disorder. If that child is diagnosed with ADHD, the public school system can find the 

student eligible for Section 504 accommodations provided for by the Rehabilitation Act 

of 1973.26 This is a federal law designed to protect the rights of individuals with 

disabilities through programs and activities that receive federal financial assistance from 

the United States Department of Education. 

                                                 
23 Jacobelli and Watson, 33. 

 
24 Ibid., 33-34. 

 
25 Ibid., 34; The Rise of Man, directed by Jacques Malaterre (Boreales Productions  

Discovery Channel, 2007). 

 
26 U. S. Department of Education, "Section 504 and the Education of Children with Disabilities," 

accessed March 24, 2012, www.2.ed.gov/about/offices/list/ocr/504faq.html. 
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If the student has been diagnosed as suffering from ADHD and requires more 

help due to poor academic functioning, the student may be placed in a special education 

program under the category of Other Health Impaired (OHI).27 The special education 

program usually involves small group remediation class, Resource Center Pull Out, 

Support or Replacement, In-Class Support, and/or weekly School Counseling to address 

the inevitable misbehaviors. The New Jersey Administrative Code for Special Education 

defines OHI as a “disability characterized by having limited strength, vitality or 

alertness…due to chronic or acute health problems, such as attention deficit disorder or 

attention deficit hyperactivity disorder.”28 

When students present with a severe discrepancy between their intellectual 

potential and their functional academic achievement in their CST evaluations, the school 

can place them in Special Education under the category of Specific Learning Disability 

(SLD), and provide them with a small group remediation class (self-contained) or give 

them the opportunity to attend a resource center.29 SLD is defined as a “disorder in one or 

more of the basic psychological processes…that may manifest itself in an imperfect 

ability to listen, think, speak, read, write, spell, or to do mathematical 

calculations…including conditions such as perceptual disabilities, brain injury, minimal 

brain dysfunction, dyslexia, and developmental aphasia.”30 

                                                 
27 State Board of Education, New Jersey Administrative Code, 6A Chapter 14 (2006), 48. 

 
28 Ibid., 3.5-9 

 
29 US Department of Education, "Disabilities Education Act - Idea 2004," accessed August 8, 

2014, http://idea.ed.gov. 

 
30 State Board of Education, 48. 
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Children suffering from poor attention span, hyperactive behaviors, and other 

ADHD symptoms often present with a severe discrepancy between their intellectual 

potential and their academic functioning for their age. The inability to concentrate and 

follow teachers’ directions may be associated also with poor executive functioning.  

Working in a large school system, I see that academic remediation is not enough 

to make these children behave appropriately and perform academically at their grade 

level. Some public schools in New Jersey use Positive Behavior Support in Schools 

(PBSIS), which helps schools build system of support through Rutgers, The State 

University of New Jersey. This is another tool to prevent and/or remediate academic and 

disciplinary issues. NJ PBSIS seeks  

to build capacity among school personnel to create proactive and positive school 

systems that increase available instructional time, encourage and support pro-

social student behavior, use a continuum of function-based problem solving to 

address behavior and conduct issues, and create environments conducive to 

including students with disabilities and behavior support needs.31  

 

Despite this new program, when ADHD symptoms are present in a student, 

school staff still prefer to have that student on medication and they often encourage 

parents to have a pediatric evaluation with a specialist treating the disorder, i.e., 

neurologist, psychiatrist, or developmental pediatrician, rather than a clinical counselor or 

a psychologist for psychotherapy. Some parents are against medication, creating a burden 

not only for the child but also for the public school system which may have scarce 

programs for students suffering from ADHD symptoms. In a survey of parents of 

                                                 
31 NJ PBSIS, "PBSIS: Helping Schools Build Systems of Support," accessed March 29, 2016. 

http://www.njpbs.org. 
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children taking medication for ADHD, “44 percent said they wished there was another 

way to help their child.”32 

Dr. Gretchen LeFever compared the ADHD medication rates in Virginia with 

those in other states. She found that medication treatment for ADHD from two Virginia 

school districts alone was two to three times higher than the average rate for the whole 

country. “LeFever found that 84 percent of children with ADHD received medication at 

some point in time… The only children who had never received drug treatment were 

uninsured.”33 

In inner cities, it is very difficult to find covered Medicaid psychological services 

for children with ADHD symptoms. The free In-Home Counseling services for children 

and adolescents provided through the NJ Children’s System of Care have been helping 

tremendously to address the problem. This is a great opportunity for the clinical 

counselor to develop ways of working with one family and one child at a time; but 

without the proper knowledge and training of integrative methods to control ADHD 

symptoms, this intervention may not be enough to avoid the next step of referring the 

child to a medical evaluation with the intent of consuming medication.  

A study concluded that methylphenidate for the treatment of ADHD, “given twice 

daily, induces a slight but significant sleep disturbance.”34 Another study reported that 

                                                 
32 Linda Carroll, "ADHD Meds Help, but Many Parents Still against Them," accessed March 24, 

2015, http://www.nbcnews.com/id/38315906/ns/health-childrens_health/t/adhd-meds-help-many-parents-

still-against-them/#.VRF7R7d0zIU. 

 
33 Eileen M O'Connor, "Medicating ADHD: Too Much? Too Soon?," Monitor on Psychology 32, 

no. 11 (2001): 50. 

 
34 George Schwartz et al., "Actigraphic Monitoring During Sleep of Children with ADHD on 

Methylphenidate and Placebo," Journal of the American Academy of Child & Adolescent Psychiatry 43, no. 

10 (2004): 1276, http://dx.doi.org/10.1097/01.chi.0000135802.94090.93. 
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school-age children with ADHD treated with stimulant medication were “larger than 

expected from norms before treatment but show stimulant-related decreases in growth 

rates after initiation of treatment.”35 Charach, Ickowicz, and Schachar’s research study 

also concluded that stimulant medications improve ADHD symptoms but “clinically 

significant adverse effects were present for five years, most commonly loss of appetite.”36 

The increase in prescriptions for ADHD has continued despite the reported side-effects 

like appetite reduction, sleep disturbances, and growth suppression. 

A study investigated the growth of children with ADHD while attending 

preschool before and after the initiation of treatment with methylphenidate; children 

received medication three times daily, every day for a year. Results for the 95 children 

taking the medication indicated that “annual growth rates were 20.3% less than expected 

for height…and 55.2% [less] for weight.”37 Conclusion of this study revealed that “risks 

of reduced growth rates should be balanced against expected benefits when preschool-age 

children are treated with stimulant medication.”38 

Recent research, conducted in Korea, studied the effect of methylphenidate on 

height and weight. The study tracked 157 children and adolescents suffering from ADHD 

for a period of one year and concluded that “weight Z score decreased during the 1st year 

                                                 
35 James M. Swanson et al., "Effects of Stimulant Medication on Growth Rates across 3 Years in 

the MTA Follow-Up," Journal of the American Academy of Child & Adolescent Psychiatry 46, no. 8 

(2007): 1015, http://dx.doi.org/10.1097/chi.0b013e3180686d7e. 

 
36 Alice Charach, Abel Ickowicz, and Russell Schachar, "Stimulant Treatment over Five Years: 

Adherence, Effectiveness, and Adverse Effects," Journal of the American Academy of Child & Adolescent 

Psychiatry 43, no. 5 (2004): 559, http://dx.doi.org/10.1097/00004583-200405000-00009. 

 
37 James Swanson et al., "Stimulant-Related Reductions of Growth Rates in the PATS," Journal of 

the American Academy of Child & Adolescent Psychiatry 45, no. 11 (November 2006): 1304, 

http://dx.doi.org/http://dx.doi.org/10.1097/01.chi.0000235075.25038.5a. 

 
38 Ibid. 
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of medication…and did not change or increase after the 1st year… Height Z score 

significantly decreased during treatment…but did not change after the 1st year.”39 

According to the World Health Organization, “there are two ways of expressing child 

growth survey results using Z-scores. One is the commonly used cut-off-based 

prevalence; the other includes the summary statistics of the Z-scores: mean, standard 

deviation, standard error, and frequency distribution.”40  

On April 27, 2012, psychiatrists Dr. Gabriel Kaplan and Dr. Bennett Silver 

presented a “newly approved combination therapy”41 to reduce their patients’ persistent 

sleep problems while on stimulant medication for ADHD symptoms; it involved the “use 

of a stimulant and a non-stimulant at the same time.”42 They claimed that the side effects 

of the morning stimulant medication (Amphetamine or Methylphenidate) including 

“anorexia, insomnia, and hypertensive” were diminished by the side effects of the second 

medication (Clonidine or Guanfacine) taken in the evening. The recently approved non-

stimulant medications (Kapvay®: Clonidine extended release and Intuniv®: Guanfacine 

extended release) increase “appetite, sedation, and hypotension.”43 They explained that 

providing the second medication to children and adolescents with ADHD during the 

                                                 
39 Kim Hyo-Won et al., "Effect of Methylphenidate on Height and Weight in Korean Children and 

Adolescents with Attention-Deficit/Hyperactivity Disorder: A Retrospective Chart Review," Journal of 

Child and Adolescent Psychopharmacology 24, no. 8 (2014), http://dx.doi.org/10.1089/cap.2014.0025. 

 
40 World Health Organization, "Global Database on Child Growth and Malnutrition," accessed 

March 24, 2015, http://www.who.int/nutgrowthdb/about/introduction/en/index5.html. 

 
41 Gabriel Kaplan and Bennet Silver, "New Developments in Pharmacological and Therapeutic 

Interventions," (Powerpoint Presentation), 2012, accessed April 27, 2012, 

www.newallianceacademy.com/assets/documents/ADHD-New%20Developments-April%2027%202012-

Website%20Version.ppt. 

 
42 Ibid. 

 
43 Ibid. 
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evening, i.e. Clonidine or Guanfacine, counteracted the undesired side effects of the first 

medication.  

These doctors confirmed that ADHD was a real disorder because “statistics were 

replicated by several scientific studies throughout the world.”44 They added that “as many 

as two thirds of children and adolescents with ADHD have at least one other co-existing 

condition.”45  

Since two-thirds of children have co-existing conditions which mimic ADHD 

symptoms, then it could be that only one-third are suffering from ADHD alone. This 

dissertation targets the two-thirds of children who present with ADHD symptomatology 

associated with another disorder. Children presenting with ADHD symptoms benefit 

from an integrative approach to control those symptoms. Using this integrative approach, 

doctors will be less likely to overmedicate. 

Drs. Kaplan and Silver cautioned that “even those who benefit from medication 

may still have difficulties with primary ADHD symptoms or associated problems which 

must be targeted via other means.”46 They explained that medication alone does not 

always correct the ADHD symptoms. This means that medicated children still benefit 

from other treatments, as well as psychological and/or academic programs, in order to be 

productive and functional at school and at home.  

                                                 
44 Kaplan and Silver, Slide 10. 

 
45 Ibid., Slide 52. 

 
46 Ibid., Slide 36. 
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A research article published in the Journal of Pediatric Psychology reported that 

29% to 50% of children with ADHD will also meet criteria for another disorder such as 

oppositional defiant disorder, conduct disorder, anxiety disorder, and mood disorder.47 

According to the National Institute of Mental Health (NIMH), the largest 

scientific organization in the world dedicated to research focused on the understanding 

and treatment of mental health disorders, ADHD is one of the most common diagnosed 

childhood disorders and can continue through adolescence and adulthood.48 The NIMH 

reported that the Lifetime Prevalence of ADHD from 13 to 18 years old is 9% of the 

population. However, the Lifetime Prevalence of “Severe” Disorder for the same 

population is only 1.8%.49 (Appendix Figure 2) 

Medication is often the first-line treatment for management of ADHD symptoms. 

However, 20 to 35 percent of children do not respond positively to the standard 

medication regimens and require combination therapy. Childress and Sallee 

recommended that “for patients who are partial responders to stimulants, despite adequate 

adherence and dose optimization, the addition of atomoxetine or guanfacine extended 

release or clonidine extended release may help them achieve adequate response.”50  

                                                 
47 Thomas J Spencer, Joseph Biederman, and Eric Mick, "Attention-Deficit/Hyperactivity 

Disorder: Diagnosis, Lifespan, Comorbidities, and Neurobiology," Journal of Pediatric Psychology 32, no. 

6 (2007): 631. 

 
48 National Institute of Mental Health NIMH, "Attention Deficit Hyperactivity Disorder (ADHD)," 

NIH Publication No. 08-3572, http://www.nimh.nih.gov/health/publications/attention-deficit-hyperactivity-

disorder/adhd_booklet.pdf. 

 
49 Ibid. 

 
50 Ann C. Childress and Floyd R. Sallee, "Attention-Deficit/Hyperactivity Disorder with 

Inadequate Response to Stimulants: Approaches to Management," CNS Drugs 28, no. 2 (2014), 

http://dx.doi.org/10.1037/ a0029451. 
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Schachar and Ickowicz reported that one in five children and adolescents 

diagnosed with only ADHD received a combination treatment of a stimulant and another 

psychotropic medication during a one-year study period; ten percent of those children 

diagnosed with only ADHD received a combination which included an atypical 

antipsychotic medication.51 Atypical antipsychotics drugs “are used in the treatment of 

psychosis…by blocking the receptors in the brain’s dopamine pathways.”52 This practice 

may reveal that children are treated for comorbidities, conditions other than ADHD, 

without the appropriate diagnoses.  

Russell and Ickowicz reported that one-third of patients receiving drug therapy 

needed to switch medications because those with comorbidities did not show satisfactory 

responses with stimulant medication alone, and “about 15% of patients without a 

comorbid condition were given a combination treatment, including a small group of 

about 4% of patients who received an atypical antipsychotic despite the absence of a 

reported comorbidity.”53  

The above results show that some children were diagnosed with onlyADHD, with 

no comorbidities, but received antipsychotic medication that is not recommended for 

treating ADHD symptoms.54 Therefore, in addition to treating ADHD symptoms, doctors 

are giving medication treatments for comorbidities without the proper diagnosis.  

                                                 
51 Russell Schachar and Abel Ickowicz, "Mental Illness in the Real World," Journal of the 

Canadian Academy of Child and Adolescent Psychiatry 23, no. 3 (2014): 156. 

 
52 "Difference between Typical and Atypical Antipsychotics," accessed March 24, 2015, 

http://www.differencebetween.com/difference-between-typical-and-vs-atypical-antipsychotics/. 

 
53 Schachar and Ickowicz, 156. 

 
54 Steering Committee on Quality Improvement and Management Subcommittee on Attention-

Deficit/Hyperactivity Disorder, "ADHD: Clinical Practice Guideline for the Diagnosis, Evaluation, and 
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The Society for Humanistic Psychology, a division of the American 

Psychological Association (APA), reported that the atypical antipsychotic medication has 

doubled in the past ten years for the treatment of ADHD in children with other 

syndromes.55 The book Drugging Our Children56 describes the push to create a child 

market for antipsychotics by the pharmaceutical industry. This trend fails to evaluate the 

impact medications have on the youths’ developing brains and bodies, nor does it 

encourage the children’s healthy psychological development. Using only psychiatric 

medication reinforces the idea that “behavior and emotional issues are biochemical 

processes that can be fixed with a pill.” 57  

Professionals against providing medication in mild and moderate cases of ADHD 

have raised their voices, arguing that prescribing stimulants to children is a way of social 

control,58 mostly to regulate children that are not conforming in the public school system. 

Many of the ADHD symptoms that contribute to social and academic impairments59 are 

associated with other syndromes, making it very difficult to properly diagnose and 

prescribe medication in a single medical session.  

                                                 
Treatment of Attention-Deficit/Hyperactivity Disorder in Children and Adolescents," Pediatrics 128, no. 5 

(November 2011), http://dx.doi.org/10.1542/peds.2011-2654. 

 
55 "The Overmedication of Our Youth: An Interview with Brent Dean Robbins, PhD," American 

Psychological Association, last modified Nov. 2012, accessed Jan. 19, 2016. 

http://www.apadivisions.org/division-32/publications/newsletters/humanistic/2012/04/drugging-our-

children.aspx. 

 
56 Sharna Olfman and Brent Dean Robbins, Drugging Our Children : How Profiteers Are Pushing 

Antipsychotics on Our Youngest, and What We Can Do to Stop It, Childhood in America (Santa Barbara, 

CA: Praeger, 2012), xii. 

 
57 "The Overmedication of Our Youth."  

 
58 Peter Conrad, The Medicalization of Society :On the Transformation of Human Conditions into 

Treatable Disorders (Baltimore: Johns Hopkins University Press, 2007), ix-xi.  

 
59 Nigg, 171.  
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Dr. Sundar Gnanavel published a case study regarding the misdiagnosis of Smith-

Magenis syndrome as ADHD.60 The patient was a seven-year-old male whose cognitive 

level was mild. He presented with inattention and hyperactivity and was initially 

diagnosed with ADHD. After a careful review of his symptoms and the revision of his 

facial dysmorphism, the child was sent for genetic screening. He was found to have 

Smith-Magenis, a genetic syndrome with a behavioral phenotype close to ADHD. Smith-

Magenis syndrome is a developmental disorder that causes “mild to moderate intellectual 

disability, delayed speech and language skills, distinctive facial features, sleep 

disturbances, and behavioral problems.”61  

A study of 420 Iranian children, 210 with ADHD and 210 without ADHD, 

between the ages of 5 and 12 years, reported that “development of executive functions is 

rising in children with and without ADHD.”62 However, the group of children with 

ADHD had executive functions “significant[ly] lower than children without ADHD.”63 

But this impairment can also be found in children suffering from other disorders such as 

learning disabilities and the autism spectrum.64  

                                                 
60 Sundar Gnanavel, "Smith-Magneis Syndrome: Behavioural Phenotype Mimics ADHD," BMJ 

Case Reports (2014), accessed March 29, 2016, http://dx.doi.org/10.1136/bcr-2013-201766. 

 
61 US National Library of Medicine, "Smith-Magenis Syndrome," last modified December 2013, 

accessed April 2, 2016, https://ghr.nlm.nih.gov/condition/smith-magenis-syndrome. 

 
62 Ahmad Abedi et al., "Development of Executive Functions in 5- to 12- Years Old Iranian 

Children with and without ADHD," Journal of Educational and Developmental Psychology 4, no. no. 2 

(2014): 134. 

 
63 Ibid., 140. 

 
64 M. Semrud-Clikeman, J. Goldenring Fine, and J. Bledsoe, "Comparison Children with Autism 

Spectrum Disorder, Nonverbal Learning Disorder and Typically Developing Children on Measures of 

Executive Functioning," Journal of Autism and Developmental Disorders 44, no. 2 (2014): 331, 

http://dx.doi.org/10.1007/s10803-013-1871-2. 
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Central Auditory Processing Disorder (CAPD) is another diagnosis in childhood 

which can mimic symptoms of poor attention and concentration. This disorder shares 

some symptoms with ADHD, like academic and/or behavior problems, easily and 

frequently distracted from tasks, and requiring increased time to answer questions. The 

Super Duper Handy Handouts65 #42 and 43 made a clear difference in recognizing 

ADHD in comparison to CAPD. Children suffering from ADHD will say “I understand 

what you say, I just can’t do it!” On the other hand, children diagnosed as having CAPD 

will say: “I can hear what you say, but I don’t understand!” 

A new finding or area of interest is the association of ADHD, allergies, and 

asthma. Researchers found an increased risk of ADHD in boys with a history of allergies 

or asthma. Eelko Hak’s team studied 884 boys with ADHD and 3,536 boys without the 

disorder. They found that 34% of children with ADHD had asthma and 35% had an 

allergic disorder. The study reported that 60 to 80% of children with asthma also have an 

allergy, and both conditions often run in their families. The causal links between ADHD, 

allergy, and asthma are still unknown but they are all thought to run in families.66  

The American Academy of Pediatrics (AAP) most recent published its guidelines 

for the clinical practice, diagnoses, evaluation, and treatment of children suffering from 

ADHD in 2011. It stated that primary care clinicians should start an “evaluation for 

ADHD for any child 4 through 18 years of age who presents with academic or behavioral 

                                                 
65 Keri Spielvogle, "USPTO Issues Trademark: Handy Handouts," US Fed News Service, 

Including US State News, September 29, 2011. 

 
66 Eelko Hak et al., "Association of Childhood Attention-Deficit/Hyperactivity Disorder with 

Atopic Diseases and Skin Infections? A Matched Case-Control Study Using the General Practice Research 

Database," Annals of Allergy, Asthma, & Immunology 111, no. 2 (August 2013): 102. 
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problems and symptoms of inattention, hyperactivity, or impulsivity;”67 information 

needs to be obtained from parents, teachers, and mental health clinicians. Proper 

evaluations should identify coexisting conditions such as emotional or behavioral 

disorders, (anxiety, depression, oppositional defiant, and/or conduct), developmental 

disorders (learning and language), and/or physical disorders (tics and/or sleep apnea).  

The AAP recommendation for first line treatment for preschool-aged children is 

evidence-based parent and/or teacher-administered behavior therapy and that health care 

providers “may prescribe methylphenidate if the behavior interventions do not provide 

significant improvement and there is moderate-to-severe continuing disturbance in the 

child’s function.”68 For elementary school-aged children the pediatrician should prescribe 

approved medications for ADHD and/or evidence-based parent and/or teacher-

administered behavior therapy, preferably both. “The evidence is particularly strong for 

stimulant medications and sufficient but less strong for atomoxetine, extended-release 

guanfacine, and extended-release clonidine (in that order). The school environment, 

program, or placement is a part of any treatment plan.”69 This means that school will be 

responsible for providing efficient programs and counseling to mitigate ADHD 

symptoms in a student. 

The AAP also recommended treatment for adolescents: physicians “should 

prescribe Food and Drug Administration-approved medications for ADHD with the 

agreement of the adolescent and may prescribe behavior therapy as treatment for ADHD, 

                                                 
67 Steering Committee on Quality Improvement and Management, Subcommittee on Attention-

Deficit/Hyperactivity Disorder, 1. 

 
68 Ibid., 2. 
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preferably both.”70 The AAP further noted that pediatricians have limited time with 

patients and families and to making appropriate contacts for the continuation of care. For 

that reason, physicians need to relegate patient care to mental health practitioners, but the 

AAP realizes that these resources are very scarce in some areas and that school 

psychologists are restricted by third-party payers. The AAP also argued that to relegate 

“mental health conditions exclusively to mental health clinicians also is not a viable 

solution for many clinicians, because in many areas access to mental health clinicians to 

whom they can refer patients is limited.”71  

According to the AAP, physicians do not have enough time to take care properly 

of those suffering from ADHD because this illness needs a lot of time to be properly 

diagnosed and assessed. However, due to the lack of available mental health treatment 

options, the AAP recommended physicians prescribe stimulant medication to all 6- to 18-

year-old ADHD patients, and some 4- and 5-year-old patients. These recommendations 

may be risky and harmful, and against the welfare of children.  

The United States Food and Drug Administration (FDA) required in 2007 that all 

makers of ADHD medications develop “Patient Medication Guides” that contain 

information about the possible cardiovascular risks associated with their medications. 

The FDA found that medication for ADHD can cause serious heart events, including 

sudden death as well as an increase in mental disorders “such as hearing voices, 

                                                 
70 Steering Committee on Quality Improvement and Management, Subcommittee on Attention-

Deficit/Hyperactivity Disorder, 2. 
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becoming suspicious for no reason, or becoming manic, even in patients who did not 

have previous psychiatric problems.”72 

This supports the need for an alternative treatment for symptoms of ADHD. The 

health risks of stimulant medications are well documented and the side effects of poor 

appetite and flattening emotions of children are clearly observable. Students take their 

ADHD medication in general after breakfast but some do not like eating breakfast; as a 

result, the medication reduces appetite during the day and sometimes through the 

evening, causing weight loss. Patients look languid and lethargic.  

As a Medical Humanities student, I include interdisciplinary fields of humanities, 

like ethics, history, and psychology, to advocate for humane medical care. I consider the 

practice of medical ethics to be very important as developed by philosophers over time, 

like the historical code of ethics, the Hippocratic Oath. The ethical principles of 

beneficence and nonmaleficence require that medication and medical procedures benefit 

patients, according to the best knowledge of doctors, and as a consequence, doctors 

should not harm or cause injustice to their patients.73  

Medical practice has changed considerably in the last 50 years. As David 

Rothman explained in his book, Strangers at the Bedside: A History of How Law and 

Bioethics Transformed Medical Decision Making,74 historically physicians were well 

                                                 
72 US Food and Drug Administration (FDA), "FDA Directs Adhd Drug Manufacturers to Notify 

Patients About Cardiovascular Adverse Events and Psychiatric Adverse Events," accessed August 11, 

2014, http://www.fda.gov/NewsEvents/Newsroom/PressAnnouncements/2007/ucm108849.htm. 
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74 David J. Rothman, Strangers at the Bedside: A History of How Law and Bioethics Transformed 

Medical Decision Making (New Brunswick NJ: AldineTransaction, 2008), 127. 
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known and trusted by their patients. He wrote that doctors knew their patients from birth 

to adulthood. Since the 1960s, doctors have become increasingly estranged from their 

patients for three reasons: first, the concept of patient autonomy developed; second, 

healthcare moved patient care from the family doctor to large hospitals; and third, 

medical technology replaced the laying on of hands. In today’s healthcare model, the 

patient is evaluated and educated by the professional and encouraged to make some 

determination about the course of treatment. 

As a counselor provider, I have to deal with the problem that faces children taking 

ADHD medication and their families as they are frustrated and insecure about the 

treatment and its side effects. During this long and arduous process to get the right help 

for their symptoms, children with ADHD and their families are left in limbo; children 

lose important learning time at school and their grades continue to drop while their 

families seek answers. As a consequence, the children’s self-esteem and their relationship 

with other students and their teachers worsen.  

In the following chapters I will present specific strategies and remedies that 

psychotherapists or school counselors can utilize with their clients, students, and the 

children’s parents under their care. The remedies include the adoption of healthy habits of 

sleep, exercise, diet, psychotherapy, and school interventions. ADHD manifests itself in a 

wide variety of ways, each requiring individualized treatments.  

The goal for this integrative approach to treatment is to be able to provide 

effective interventions without medication as often possible to children suffering from 

ADHD symptoms. The ADHD Symptoms Clinic will be implemented inside and/or 

outside schools by mental health providers. 
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Chapter 3 

SLEEP THERAPY 

Drs. Judy Owens and Jodi Mindell in their book Take Charge of Your Child’s 

Sleep argue that treatments to address sleep problems may benefit symptoms of “ADHD, 

the most commonly diagnosed psychiatric disorder in children, affecting about five to ten 

percent of children in the US.”75 In the UK, it is estimated that ADHD affects around two 

to five percent of school-aged children and young people.76 The behaviors associated 

with not getting a good night’s sleep are directly related to and sometimes overlap with 

symptoms of ADHD. As a consequence, it is imperative to make effective assessments 

and evaluations of the children suffering from ADHD symptoms and ask the right 

questions about sleep; if the child is suffering from a sleep disorder, it is important to 

treat it rather than ADHD.  

According to Owens and Mindell, stimulant medications “may have a rebound 

effect when they wear off at the end of the day, resulting in an increase in ADHD 

symptoms, hyperactivity, and impulsivity that may lead to difficulty in settling and 

falling asleep at bedtime.”77 This means that the stimulant medication provided to 

children to treat ADHD symptoms is exacerbating the main symptoms that I have noticed 

in my counseling patients; these patients already had problems falling asleep when they 

still did not take any medication.  
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The NIMH brochure about ADHD explains that the available treatments are 

medication as well as psychotherapy, including family therapy. Sleep problems are only 

listed as side effects of stimulant medications together with decreased appetite, 

development of sudden and repetitive movements (tics), or appearing flat or without 

emotions, blunting of affect.78  

The DSM-579 reported that sleep disorders can possibly impact ADHD symptoms, 

but does not list the problem of falling asleep as a main symptom of ADHD. The problem 

falling asleep needs to be treated and resolved before diagnosing ADHD because, in my 

experience, more than seventy percent of children with attention, concentration, and 

hyperactivity problems have difficulties falling asleep earlier at night. As a way to control 

the overdiagnosis of ADHD, treating the sleep disorder first will show who is improving 

academically and behaviorally from sleeping better, and who is really suffering from 

ADHD.  

A study of 183 children admitted to an early childhood psychiatric day treatment 

program found that “41% of children met criteria for a sleep disorder; 23% met 

diagnostic criteria for SOI [Sleep Onset Insomnia] and 4% met criteria for NWI [Night 

Waking Insomnia], with an additional 14% meeting criteria for both (SOI + NWI).”80 

This research found that 30% of preschool children present with behavioral insomnias; 

the number is much higher for those with neurodevelopmental impairments such as 
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autistic disorders and learning difficulties. The investigators questioned whether the 

difficulties falling asleep cause the problems with behavior and emotional dysregulation 

or vice versa, whether the psychiatric symptoms disrupt the sleep pattern or impede the 

sleep regulation.  

A study was conducted to relate ADHD symptoms and problems with sleep in 

children and adolescents. The study included 325 children between 10 and 17 years of 

age, of whom 257 children did not present with ADHD. They concluded that children 

with ADHD symptoms had “increased rates of sleep problems/disorders.”81 The 

problems were associated with “earlier bedtime, later rise time, longer nocturnal sleep, 

more frequent daytime napping, insomnia, sleep terrors, sleep-talking, snoring and 

bruxism.”82  

Sleep Terror Disorder includes recurrent episodes of abrupt awakening from 

sleep; it begins with a panicky scream followed by intense fear, tachycardia, and 

sweating.83 Under my clinical observation it seems to happen when the child is having 

more emotional difficulties, is not relaxed at the time of sleep, and the brain seems to 

continue working at an extra speed. It can be caused by sleep deprivation, fatigue, stress, 

and/or anxiety. “Sleep terrors may require treatment if they cause problems getting 

enough sleep or they pose a safety risk.”84 Mayo Clinic Staff also indicated that 
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nightmares differ from sleep terrors because the dream can be remembered from a 

nightmare, but the person does not remember anything from a sleep terror because he or 

she remains asleep during the episode. 

Another study associating sleep problems with ADHD, conducted by Weiss and 

Salpekar, reported that “an estimated 25-50% of children and adolescents with ADHD 

experience problems with sleep.”85 They concluded that “medication for ADHD and/or 

co-morbid disorders may also contribute to sleep disturbances.” Interventions to target 

sleep difficulties, whether it is delayed sleep onset, bedtime resistance, prolonged 

tiredness upon waking, and/or daytime sleepiness, needs to be the first line of treatment 

when ADHD symptoms are present. The diagnosis and treatment of sleep disorders is 

conducted by certified physicians experienced in sleep disorders.  

A paper presented at the 5th World Congress on Sleep Medicine associated sleep 

disturbances with ADHD. Children were diagnosed according to the DSM-IV and 

Conner’s rating scale for ADHD. The participants, 24 children, were assessed with an IQ 

test, sleep habit questionnaire, digital electroencephalography and polysomnogram study, 

and were compared with 20 healthy children.  

The study showed that children with ADHD had a “significant decrease in the 

sleep efficiency, number of the stage shifts, number of REM periods, REM stage 

percentage and total sleep time.86 REM is the rapid eye movement sleep stage and is 

indicative of a behavioral sign of the phase of sleep during which the sleeper is likely to 
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be experiencing dreamlike mental activity. There was a significant increase in the number 

of awakenings. “41.7% of the patients had abnormal digital EEG, 75% had bed time 

resistance and increased movement during sleep.”87 The study affirmed that ADHD is 

clearly associated with sleep disturbances.  

If children have problems falling asleep, parents usually realize this once the 

children start kindergarten. They are unable to wake up for school as a consequence of 

poor hours of sleep. This vicious cycle of getting to sleep late at night and waking up at 

noon is the complaint and concern of young parents during their children’s first years of 

school.  

A study conducted by van der Heijden, Smits, and Gunning, evaluating the sleep 

characteristics of children with ADHD and sleep onset insomnia (SOI), concluded that 

“sleep latency were significantly longer in ADHD with SOI compared to ADHD-

noSOI.”88 The study assessed seventy-four children with ADHD and SOI between the 

ages of 6 and 12 years, and twenty-three children with ADHD without insomnia (ADHD-

noSOI) who had not previously used medication for ADHD. Both groups were 

scrutinized for sleep log, actigraphically evaluated sleep onset, sleep latency, total sleep 

duration, actual sleep time, and sleep hygiene as measured with the Children’s Sleep 

Hygiene Scale. The authors concluded that “there were differences in sleep onset and 

sleep latency in ADHD children with chronic SOI and those without insomnia; however, 

sleep hygiene practices were similar and did not relate to sleep characteristics.”89  
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Another actigraphic study, conducted at the Tel Aviv University Sleep Disorders 

Laboratory, supported the hypothesis that children di Heijden agnosed with ADHD suffer 

more from reduced sleep quality than children without ADHD according to the 

actigraphic measure.90 The study compared the sleep of 12 children with ADHD to that 

of twelve children without ADHD. Children were examined at home over several nights 

through actigraphic monitoring and parents’ responses. The authors concluded that the 

sleep quality was different in both groups over the night, and it was reduced in children 

with ADHD. 

A study of sleep and ADHD was presented at the 5th World Congress on Sleep 

Medicine in September to October 2013 in Valencia, Spain.91 Researchers examined the 

sleep problems of children suffering from different ADHD subtypes. They differentiated 

the hyperactive/impulsive (ADHD-H-I), inattentive (ADHD-I), and combined type 

(ADHD-C) subtypes. They included 24 boys and 1 girl between the ages of 6 and 17 

years. According to the DSM-IV criteria, 5 of those children were diagnosed with 

ADHD-H-I, 10 with ADHD-I, and 10 with ADHD-C. The results of this study showed 

that more than 50% of children suffered one or more sleep symptoms, like motor activity 

(60%), sleep talking (56%), grinding of teeth (56%), and “awakening from sleep 

(56%).”92 The ADHD-I “had the highest percentage of daytime sleepiness… Motor 

activity during sleep was more common in ADHD-H-I (100%).”93  
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The Journal of the American Academy of Child and Adolescent Psychiatry 

published a study examining sleep problems co-occurring with other problems, such as 

psychiatric disorders, to determine which of them occurred first. Examiners included 

1,420 children between ages 9 and 16 years. They were assessed from 4 to 7 times per 

person over the course of the study for mental disorders and sleep problems with the 

Diagnostic and Statistical Manual-Fourth Edition (DSM-IV).  

The results noted that sleep problems were common in children and adolescents, 

and sleep problems co-occurred with many psychiatric disorders.94 Shanahan’s team 

found that “sleep problems predicted increases in the prevalence of later generalized 

anxiety disorder (GAD) and high GAD/depression symptoms, and oppositional defiant 

disorder (ODD). In turn, GAD and/or depression and ODD predicted increases in sleep 

problems over time.”95 These results are important because ODD is frequently a co-

occurring diagnosis with ADHD. Also, it suggests that sleep problems described in many 

children suffering from ADHD symptoms can be caused by the ODD co-occurring 

condition with sleep problems instead of ADHD. The study concluded that sleep 

problems should be screened in children to reduce mental illnesses during childhood.  

Another area of concern regarding sleep difficulties relates to breathing problems. 

A recent meta-analysis evaluated the relationship between ADHD and sleep disordered 

breathing (SDB) in children and adolescents, and whether the ADHD symptoms were 

prevalent after the children’s adenoids were removed. The researchers analyzed 18 
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studies that included 1,113 children. One group, totaling 874, was diagnosed with SDB 

and was assessed for ADHD symptoms; another group of 239 children were diagnosed 

with ADHD and were assessed for SDB; another group of 1,405 children were in the 

control group. Results indicated that “there is a medium relationship between ADHD 

symptoms and SDB.”96 Twelve studies were used to know the pre- versus post-surgery 

ADHD symptoms. Results suggested “a medium effect, adenotonsillectomy was 

associated with decreased ADHD symptoms at 2-13 months post-surgery.”97 Conclusions 

of this study “suggest that ADHD symptoms are related to SDB and improved after 

adenotonsillectomy. Therefore, patients with ADHD symptomatology should receive 

SDB screening. Treatment of comorbid SDB should be considered before medicating the 

ADHD symptoms if present.”98 

Lack of sleep also has been found in children suffering from asthma; they, too, 

can develop the symptoms of ADHD. Case studies have reported that asthma can cause a 

range of sleep problems, from simple sleep insomnia to sleep apnea. The problem for the 

specialists is to know if asthma causes sleep problems or the sleep difficulties themselves 

can worsen an asthmatic’s breathing. Dr. Barbara Phillips stated that “people with asthma 

often suffer from nighttime coughing, wheezing and breathlessness that disturb their 

sleep.”99 
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Dr. Phillips reported that asthma can be controlled with activities such as exercise 

and childhood play, while asthma medication can cause sleep disturbances or insomnia. 

“According to the National Sleep Foundation’s 2004 Sleep in America poll, about 10% of 

parents say their children have trouble breathing (including heavy or loud breathing) 

while sleeping at least a few times per week.”100 

Another association with poor sleep is the impediment of neurocognitive 

functions. A recent study examined the effects of sleep deprivation and obesity on 

cognition.101 The sample included 121 obese men and pre-menopausal women who got 

less than 6.5 hours of sleep every night. Over 468 days, subjects achieved sleep extension 

with life-style modifications. They were evaluated for neurocognitive functions, sleep 

quality, and sleep duration. At the final evaluation it was found that subjective sleep 

quality improved by 24%, self-reported sleep duration increased 11% as indicated by 

questionnaires and 4% as indicated by diaries, and daytime sleepiness also tended to 

improve. Global cognitive function improved 7% and attention improved by 10%. 

Memory and executive functions also tended to improve. The authors concluded that 

“chronically sleep-deprived obese individuals exhibit substantial neurocognitive deficits 

that are partially reversible upon improvement of sleep in a non-pharmacological way. 

These findings have clinical implications for large segments of the US population.”102 
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Young children with sleep fragmentation have been studied to assess possible side 

effects on mental development and neurocognitive effects, according to a journal article 

published in Sleep and Biological Rhythms.103 Researchers investigated the effects of 

snoring and sleep fragmentation on children’s neurocognitive function. They examined 

how fragmented sleep may be affecting the mental development of 212 healthy preschool 

children. The subjects were between 3.1 and 6 years of age, 112 boys and 100 girls. The 

investigation used the Ankara Developmental Screening Inventory (ADSI), the Peabody 

Picture Vocabulary Test (PBT), and the Children’s Sleep Habits Questionnaire (CSHQ) 

completed by their parents. 

Results indicated that “snoring children had lower scores of language/cognitive 

skills, social/activities of daily living skills, and general development compared to 

controls… Children with fragmented sleep had lower scores of language/cognitive skills, 

fine motor skills, social/activities of daily living skills, and general developmental 

compare to controls.”104 No significant difference was found in sleep duration between 

the snoring children and controls. The conclusion of the study suggested that 

“uninterrupted sleep may be more important than sleep duration for the development of 

the various mental abilities in healthy preschool children.”105 

Obstructive sleep apnea syndrome (OSAS) in children has been linked to adenoid 

problems. A case report from Japan documented that untreated adenoid enlargement can 
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cause OSAS and in consequence can cause children to show symptoms that mimic 

ADHD symptoms. The authors reported that the surgery for adenotonsillar hypertrophy 

“may make it possible to improve behavioral and cognitive performance, although 

parents and even physicians do not necessarily associate these behavioral and 

neurocognitive deficits with OSAS.”106 The case discussed presented an 11-year-old boy 

who was showing symptoms of ADHD with nocturnal enuresis. He presented with 

snoring and adenotonsillar hypertrophy. A sleep study concluded that the youngster was 

suffering from OSAS. He was treated with the removal of the adenoids. His apnea 

decreased after surgery and his nightly enuresis was reduced to 2 to 3 times per month. 

The authors concluded that “neurocognitive and behavioral assessment after the treatment 

of OSAS showed significant improvement in cognitive functions, especially attention 

capacity and considerable amelioration of behavioral problems including ADHD-like 

symptoms.”107 They also added that the child was suspected first of having ADHD with 

drug-resistant enuresis. However, after treatment for OSAS, he showed significant 

improvement in enuresis, misbehaviors, academic and cognitive functioning.  

Sleep evaluation for children presenting with ADHD symptoms has been 

emphasized in research and case studies. It has been reported that the prevalence of 
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pediatric OSAS is up to 5.7%,108 with a world prevalence of school children having 

ADHD at 5.29%.109 These occurrences are similar in OSAS and ADHD.  

Ren, Wang, Wang, and Zhang reported that sleep problems are highly prevalent 

in children; about 20 to 30% of children experience later bedtimes, insomnia, and 

excessive daytime sleepiness; these problems are connected with many psychiatric 

disorders, including ADHD, autism, cognitive functioning problems, and behavioral 

problems.110 Also, medical providers need to consider the real demands children have 

from school, pressure from parents and peers, and social expectations that may impact 

their sleep.  

Most of the time children are first referred from school as having inattention and 

behaviors of concern, but parents in general do not correlate their problems with sleep to 

their school problems. Symptoms continue to be related to ADHD difficulties. When the 

sleep problems are discovered, the sleep assessment will probably diagnose them as 

having OSAS. At this point, making the right diagnosis is difficult for the specialists 

because they do not know which of the disorders came first and which one is the 

consequence of the other.111  
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My observations, coupled with several studies of ADHD and sleep disorders, 

suggest a strong correlation between ADHD symptoms and problems falling asleep. I 

found that when children have onset sleep difficulties, they have more hyperactive 

behaviors, corresponding to the ADHD hyperactive/impulsive type; however, when 

children present with symptoms of excessive sleepiness, the ADHD type diagnosed is 

mostly inattentive. According to the Robert Wood Johnson University Hospital there are 

several sleep-related disorders that can cause a multitude of other symptoms, including 

ADHD symptoms, and “many children whose sleep is broken by a disorder are swept 

into a growing tide of ADHD diagnoses.”112  

 

Melatonin and Tryptophan 

The Sleep Disorder Center at the University of Maryland Medical Center reported 

that melatonin, a hormone secreted by the pineal gland, plays a critical role in when we 

fall asleep and when we wake up.113 Melatonin is found in the over-the-counter food 

supplement section of a pharmacy and may be another optional treatment for ADHD 

symptoms of delayed onset sleep.  

A study assessing long-term melatonin treatment, effectiveness, and safety in 

children with ADHD and chronic sleep onset insomnia (CSOI) was conducted in 2009. 

This study followed the participants who took melatonin for three years and seven 

months. A questionnaire was distributed to parents and 93% responded (94/101). 
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Researchers found that “no serious adverse events or treatment related co-morbidities 

were reported.”114 Of those taking melatonin, 60% continued taking it daily and 12% 

took it occasionally; “long-term melatonin treatment was judged to be effective against 

sleep onset problems in 88% of the cases.”115 When discontinued, children experienced 

delay of sleep onset in 92% of the cases; only 9% had improved sleep onset after 

discontinued treatment.  

Physicians specializing in ADHD are scarce; getting an appointment with one 

through Medicaid takes between 6and 12 months. For this reason, pediatricians need to 

inform parents about the natural benefits of melatonin when children present with 

difficulties falling asleep. In this way, while they are still waiting to have their 

appointments with an ADHD specialist, parents have an option of accessible treatment 

that might improve sleep and, possibly, ADHD symptoms in their children. A case study 

by Dahl, Pelham, and Wierson described a ten-year old girl diagnosed with ADHD and 

delayed sleep phase syndrome. Authors concluded that through correcting the sleep 

disorder the girl showed “marked improvement in behavior and attention.”116 

Another study sought to determine if ADHD could be diagnosed through 

measuring melatonin in saliva.117 The authors reported that ADHD had a worldwide 
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estimated prevalence of 6.48% in children. The research tried to determine if children 

with ADHD “show alterations of melatonin circadian rhythm by means of Dim Light 

Melatonin Onset (DLMO) salivary determination and to evaluate the suitability of this 

test as a tool in ADHD diagnosis.”118 

Examiners used a sample of 146 children from 6 to 11 years old, 98 children with 

ADHD and 48 children without ADHD as controls. Salivary melatonin was measured 

five times in each child to detect circadian variations and compare levels by groups. The 

findings indicated that “DLMO determination as a test for ADHD detection had a 

SENSIBILITY of 34.69%, a SPECIFICITY of 97.92%, a positive predictive value (PPV) 

of 53.57% and a negative predictive value (NPV) of 95.58%.”119 The study concluded 

that “salivary determination of DLMO…can be a useful confirmatory test in ADHD 

diagnosis. The high specificity of the proposed test makes it suitable for false positive 

diagnosis prevention.”120 

Smits’ team reported that “Dim Light Melatonin Onset (DLMO) plays a key role 

in the diagnosis of circadian rhythm sleep disorders.”121 The studies established that there 

are genetic influences on sleep and circadian systems and circadian rhythm disorders. 

They reported that “efficacy of melatonin treatment depends not only on its personalized 

time of administration, but also on the speed of its metabolization.”122 
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Over-the-counter melatonin is a synthetic or animal form of a substance produced 

by humans that is linked to sleep.123 It has been used for sleep disturbances in different 

populations. A retrospective case note analysis evaluated the prescribing practices of 

melatonin, its tolerability, and its perceived effectiveness in patients hospitalized with 

intellectual disabilities.124 

The study included 119 patients of whom 103 had Autism Spectrum Disorder 

(ASD). After treatment with melatonin, 73.9% improved their sleep pattern. The doses 

were variable and no side effects were associated with melatonin treatment. The authors 

reported that “melatonin appears to represent an effective treatment for sleep disorders in 

children and adults with intellectual disability (ID), patients with ASD are [also] likely to 

be responders.”125 

Mark A. Snitselaar and Marcel G. Smits documented that “chronic sleep onset 

insomnia in ADHD has been described as a key characteristic of circadian rhythm 

problems. ADHD patients are more often and more extreme evening chronotypes and 

more often meet the criteria for delayed sleep-phase disorder (DSPD). DSPD is 

associated with delayed dim-light melatonin onset (DLMO).”126 DLMO was found in 

patients with ADHD who have sleep onset insomnia, both children and adults; 
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medication for ADHD may disturb the circadian rhythm. The authors suggested that 

“treatment with melatonin in the evening or light therapy in the morning, which results in 

greater morningness, could decrease ADHD symptoms.”127 

An article on sleep habit and dietary intake of preschool children reported that 

“sleep habits and total sleep duration are essential factors for healthy growth and 

development of children.”128 They investigated the relationship between sleep disorders 

and nutrients, to determine how food consumption might affect normal sleep in young 

children. They analyzed 210 children between three and six years old. Children were 

randomly selected from a pediatric clinic; 108 were boys and 102 were girls. They were 

assessed through questionnaires about their sleep habits and food intake for breakfast, 

lunch and dinner for one weekend and two weekdays. The results did not show any 

significant relationship between food intakes and sleep patterns.  

Another study reported on the effects of tryptophan, an essential amino 

acid precursor to neurotransmitters serotonin and melatonin, given to 

children at breakfast. The research included 1,055 children up to six years 

old, 751 children who were attending elementary school, and 473 children 

who were attending junior high school. The authors evaluated the 

correlation between the intake of tryptophan at breakfast and the ability to 

concentrate and sleep at regular bedtime.129 A morning-evening 

questionnaire was filled out by parents about sleep habits, mental 

symptoms, and contents of meals. Results of the study showed that 

“tryptophan ingested at breakfast is very important for children to keep a 

morning-type diurnal rhythm, high quality of sleep, and indirectly good 

mental health, presumably, through the metabolism of tryptophan to 

serotonin in daytime and further to melatonin at night.”130 It was also 
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explained that “lack of serotonin in body fluid in the brain during daytime 

can lead to several psychiatric disorders, while shortage of plasma-

melatonin at night can be related to sleep disorders.”131 

 

Sleep Hygiene 

Sleep hygiene is defined as “the controlling of all behavioural and environmental 

factors that precede sleep and may interfere with sleep.”132 During school hours, 

sometimes students are tired and are not able to learn and function to their potential. They 

get lethargic and/or moody. In order to promote a restful and effective sleep, it is 

imperative to work on sleep hygiene. When students do not sleep enough hours, they may 

present with “irritability, temper tantrums, decreased patience, hyperactivity, crying, 

fussiness, tiredness when they wake-up in the morning, poor concentration, poor school 

performance, poor impulse control, clumsiness etc.”133  

A study on sleep hygiene presented “guidelines to ensure more restful, effective 

sleep which can promote daytime alertness, memory, performance & growth of 

children.”134 In this study, 300 students, aged 6 to12, from different geographical areas of 

India participated. A pretest questionnaire was completed by their mothers, including the 

scoring in Epworth Sleepiness Scale (ESS). The data suggested that “all affected children 
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need intervention to conquer and to prevent future risk of becoming sleep deprived, their 

parents should also be given health education and should be counselled about the proper 

methods of promoting sleep hygiene.”135  

Cognitive-Behavior Therapy (CBT) also has been very effective in the 

improvement of sleep-onset insomnia. CBT is short-term therapy that involves active 

participation of both the therapist and the client. The therapist makes interventions after 

identifying any irrational thoughts in the child. The therapist teaches the child how to 

replace inappropriate actions with healthier coping techniques. A study conducted by 

Gregg Jacobs’ team concluded that “young and middle-age patients with sleep-onset 

insomnia can have significantly greater benefit from CBT than pharmacotherapy and that 

CBT should be considered a first-line intervention for chronic insomnia.”136  

Another treatment option for the treatment of ADHD symptoms in children is 

“complementary and alternative medicine (CAM), including meditation, acupuncture, 

dietary supplements, and the like.”137 The Annals of the New York Academy of Sciences 

published an article about the benefits of meditation for sleep problems. The authors 

reported that Buddhist meditation is “a state of relaxed alertness that must guard against 

both excessive hyperarousal (restlessness) and excessive hypoarousal (drowsiness, 

sleep).”138 They concluded that the initial stages of meditative development need more 
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mental or physical energy and may produce tiredness and sleep propensity. This practice 

might help also to reduce problems and distractions, and focus on the body and mind 

connection.  

The Centers for Disease Control and Prevention (CDC) recommended between 16 

and 18 hours of sleep for newborns a day; preschool-aged children should sleep eleven to 

12 hours a day; school-aged children should sleep at least 10 hours a day; teens should 

sleep 9 to 10 hours a day; and adults, including the elderly, should sleep from 7 to 8 hours 

a day.139 Children and teenagers are very distracted by numerous new influences in 

society, transforming their sleep habits. The basic guidelines for a good sleep in children 

are: 

1. A bedtime determined by the parents 

2. A healthy and nutritious diet  

3. Avoidance of any caffeine at night 

4. Keeping the bedroom quiet and free from distractions 

5. Maintaining a routine at bedtime 

6. Precise habits making the child understand that it is a non-negotiable situation. 

 

The Harvard Mental Health Letter, in 2010, stated that “insomnia and other sleep 

problems may worsen symptoms of ADHD.”140 They reported that diagnosing ADHD is 

challenging because of the presence of sleep problems and advocated ruling out sleep 

difficulties before diagnosing ADHD, adding that treatment choices should include 

“sleep hygiene, avoidance of caffeine, and increased physical activity.”  
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According to the National Sleep Foundation, basic guidelines for better sleep 

are:141 

1. Exercise regularly, about six hours before you want to sleep. 

2. Avoid napping. 

3. Go to sleep and wake at the same time every day. 

4. Save your worries for daytime. If concerns come to mind in bed, write them down 

in a book, then close the book until the next morning. 

5. Select a relaxing bedtime ritual, such as a hot bath or listening to calming music.  

6. If problems with sleep persist, seek help from your doctor and/or a sleep 

specialist.  
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Chapter 4 

EXERCISE 

A second important facet of the integrative approach of the ADHD Symptoms 

Clinic is physical activity, which has been demonstrated to improve attention span and 

decrease hyperactive and impulsive behaviors.  

Dr. John Ratey described how exercise is a good defense against malfunction of 

neurotransmitters and is effective in controlling several neurological and mental disorders 

including ADHD symptoms, depression, and anxiety.142 In his subchapter “The Mind-

Body Connection,” Dr. Ratey stated “when we exercise, particularly when the exercise 

requires complex motor movement, we are also exercising the areas of the brain involved 

in the full suite of cognitive functions. We are causing the brain to fire signals along the 

same network of cells, which solidifies their connections.”143 He recommended practicing 

aerobics to increase serotonin, dopamine, and norepinephrine. Dr. Ratey noted that 

serotonin “influences mood, impulsivity, anger, and aggressiveness.”144  

Serotonin is a substance stimulated by drugs such as Prozac® used to treat 

depression, anxiety, and obsessive-compulsiveness; norepinephrine acts on “mood, 

attention, perception, motivation, and arousal…and dopamine, which is thought of as the 

learning, reward (satisfaction), attention, and movement neurotransmitter” is the 
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substance elevated by the stimulant medication methylphenidate (Ritalin®) to treat 

ADHD symptoms.145 

An assessment of the relationship between physical activity with mental health 

and neurocognitive function was published in 2013. The study implemented a before-

school physical activity intervention for young children. Seventeen children from 

Kindergarten to 3rd grade showing four or more symptoms of hyperactivity and/or 

impulsivity on the Disruptive Behavior Disorders Rating Scale146 completed the training. 

They participated in about 26 minutes of continuous moderate-to-vigorous physical 

activity every day for more than eight weeks. Children were assessed with cognitive, 

motor, social, and behavioral functioning evaluations before and after participation in this 

program. The results showed significant change. “Most participants (64% to 71%) 

exhibited overall improvement according to post program parent, teacher, and program 

staff ratings.”147 The study concluded that “physical activity shows promise for 

addressing ADHD symptoms in young children.”148 

Another study was conducted at the National Taiwan Normal University. The 

research evaluated the electroencephalograms (EEGs) of 32 children suffering from 

ADHD taken before and after they were assigned to the exercise group or the control 

group. The exercise group participated for eight weeks in a water aerobics program. The 
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control group did not receive any intervention. All the children received resting EEGs 

under open-eyes conditions; there were 15 children in the exercise group (11 boys and 4 

girls) and 14 from the control group (all boys). Results suggested that “aerobic exercise 

may enhance the cognitive functions of children with ADHD, as reflected in resting 

EEG.”149  

Results of the last two studies have important correlations between them. In both, 

symptoms of ADHD were reduced with different but intensive and constant exercise 

programs.  

A randomized study evaluated children with ADHD and/or Disruptive Behavior 

Disorder (DBD) in an evidence-based 10-week after-school aerobic activity. The children 

were living in an urban poor community where it was estimated by epidemiological 

studies that the prevalence of ADHD was between 8% and 23%, and DBD prevalence 

was between 5% and 9%. These rates were higher than the national prevalence of ADHD 

because these “disorders are highly comorbid and rates are reported to be nearly three 

times higher among African American and urban poor communities where the resources 

available to meet the need are severely limited.”150  

The study sought to determine the efficacy of the physical intervention activity in 

children’s behavior and academic performance via teacher and parent reports, direct 

observations, and school grades. The participants were 56 children from 35 families; 43 
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children were suffering from ADHD or DBD and 13 children were non-disruptive 

siblings.  

The analysis for the above study included only students who completed physical 

activity (PA) three or more days a week. The enrollees had an attendance rate of 63% and 

a retention rate of 89%. Results indicated that PA interventions in this population 

improved social relationships of children suffering from ADHD or DBD symptoms.151 

The conclusions also showed that these children are more immature for their 

chronological age than their peers, and in consequence they tend to be uninvited within 

groups of children. 

Another study conducted in classrooms implemented yoga-based activities from 5 

to 15 minutes daily for a year. Data from participants, 102 teachers, 550 parents, and 661 

students, were evaluated. “Triangulation of data provided solid evidence suggesting that 

yoga-based activities produced perceived benefits in such areas as mental well-being, 

social well-being, physical well-being, and daily behaviors.”152 Teachers were trained in 

advance during a 2-day workshop to learn how to implement simple yoga exercises 

inside the classroom for a short period of time. It was reported that this activity did not 

require extra space, equipment, or previous yoga experience. This short-time yoga-based 

activities training implemented “effective behavior and class management techniques.”153  
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Yoga has been proven to diminish hyperactivity and increase attention in children. 

Another study investigated the “effectiveness of yoga for improving time on task with 10 

elementary school children who evidenced attention problems.”154 A videotape of yoga155 

was made for students with an adult instructor. Students practiced deep breathing, 

physical postures, and relaxation techniques for 30 minutes, twice a week, for a period of 

three weeks. The time on task was measured by students’ responses to teacher’s 

directions in performing the requested classroom assignments.  

The author concluded that yoga may become a promising alternative or 

complement to behavioral and medical interventions that are commonly used for children 

with attention problems.156 This practice might be implemented for a small group of 

students in the school psychologist’s office or with the whole class. It is most effective 

before taking tests or after recess to settle into work.  

Anxiety is always associated with hyperactivity and distractive behaviors. Yoga 

has been compared with relaxation in a randomized study. The study compared 130 

subjects with mild to moderate level of stress over a 10- and 16-week period. The results 

showed that “Yoga was found to be as effective as relaxation in reducing stress, anxiety 

and improving health status… Yoga was more effective than relaxation in improving 

mental health.”157  
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In my practice as a counselor, I have noticed that when hyperactive children stop 

moving they tend to start yawning. When children are moving it seems that their attention 

to details is difficult but possible, but when they need to stop moving and pay attention 

and concentrate on the task given to them, they are not able to execute mental control, 

including concentration, and then they become tired and lethargic. It seems that 

hyperactive children need movement in order to pay attention. This observation is in 

agreement with Dr. Ratey’s regarding the production of serotonin, dopamine, and 

norepinephrine. Exercise or simple moving increases these substances that are lacking in 

the brains of inattentive children. When they are hyperactive, their bodies may generate 

those neurotransmitters, giving them the possibility of a minimal attention span and 

partial concentration; their hyperactive behaviors seem to compensate for the need for 

neurotransmitters. This hypothesis requires further study.  

Research conducted at the University of California offered an alternative theory: 

that the underlying mechanism of ADHD is “catecholamine dysfunction.”158 

Psychostimulants are catecholamine agonists and have shown great efficacy in treating 

ADHD symptoms. “Exercise affects the same dopaminergic and noradrenergic systems 

that stimulant medications target and is a stressor, which elicits measurable physiological 

changes.”159 

ADHD symptoms are universal; the disorder has been described in multiple 

cultures and latitudes. Exercise has been an important, economical, and practical 
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management option. A study conducted at the Isfahan University, Faculty of Medicine, in 

Iran, investigated the effects of 12-week aerobics training on ADHD treatment, primarily 

in males. Three hundred boys suffering from ADHD were selected from primary schools 

using the Diagnostic Questionnaire Conner (CPRS) and the Diagnostic and Statistical 

Manual (DSM). They were grouped randomly into an intervention group or a control 

group.160  

The experimental group exercised for 12 weeks, 3 times a week, achieving 60 to 

85% of their reserved heart rate. The control group continued with their normal routines. 

Results showed a significant difference in the experimental group and no significant 

difference in the control group. “Findings pointed to the role and importance of sports 

and regular and organized exercises, as a non-invasive and non-medicinal method, in 

preventing and treatment of child behavior disorders.”161  

Jump rope is a good exercise that can be played year round in different settings, 

inside or outside. Some schools have developed jump rope programs to encourage 

children to exercise for fun. Jump rope requires moderate effort and produces emotional 

and physical wellness.  

In Florida, a school in North Palm Beach offers students a jump rope program 

from 8:00 a.m. to 8:45 a.m. twice a week. School staff noticed that children did not want 

to play outside because of the South Florida heat. However, despite the heat, most 

attended the program so they could play with their friends and have fun before school 
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starts. The school provided music and prizes during the program and encouraged students 

to jump often and for as long as they could. This program emphasized the importance of 

heart fitness through changing the lifestyle of playing from video games and watching 

television to PE. Ms. Cunningham, who runs the jump rope program, stated that “it keeps 

their cholesterol down, it keeps their muscles strong and flexible…so if they are 

frustrated about something, teaching the kids that by exercising, you can get those 

frustrations out.”162 Simultaneously, they will also be fighting obesity. 

Exercise is very important for the production of neurotransmitters that enhance 

the children’s ability to concentrate and pay attention right before school starts, when 

they need it the most. However, a study timing perception and motor coordination on 

rope jumping in children with ADHD suggested that they presented with some 

difficulties. The research was designed to measure the timing variation while jumping, 

timing variation while whirling, and hand-foot deviation time to evaluate their time 

estimation ability. The results indicated that the ADHD group was lower in all three 

measures and concluded that “impaired timing perception leads to less accurate 

performance during rope jumping for ADHD children. Poor hand-foot coordination 

results in poor control of simultaneous movements of the upper and lower limbs during 

rope jumping.”163 The results of this study show that children with ADHD will be 

physically challenged while jumping rope.  
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Martial arts programs ease hyperactive behaviors.164 Young children have been 

helped by karate to unwind and get their energy out in a positive way while interacting 

with other children. Parents stated that their children transformed their lives thanks to the 

movement and exercises; their children’s lives changed for the better, exceeding their 

expectations.  

Dr. Salvato from the Edmund Ervin Pediatric Center at Maine General Medical 

Center stated that martial arts can be beneficial to children with ADHD because they 

“stay in equilibrium through its methodical, predictable routines and incremental reward 

system.”165 Children receive ribbons as well as belts as rewards. The activity keeps them 

as busy as possible, while boosting their self-esteem.  

Nineteen studies comparing early childhood PA, sedentary behaviors (SB), and 

psychosocial well-being were published in the Journal of Preventive Medicine. The 

studies concluded that PA is positively, and SB inversely, associated with psychosocial 

well-being.”166  

School districts, before and after school programs, and community-based 

programs need to offer exercise programs for all children—especially for those having 

hyperactivity, distractibility, and behavioral problems. Frequent exercises including 

games and competitions mentally and physically benefit all children and adolescents.  
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Since children and adolescents like to spend hours playing video games, it is 

recommended that play be tied to an exercise machine that controls game function. To 

play the video game children must pedal a bike or walk on a treadmill. Several types are 

currently on the market:  

1.  Project ExciteBike: This system is basically an exercise bike hooked up to an 

Xbox 360 game. “The point of the device is to capture the pedaling speed from an 

exercise bike and make it control a single button on a gamepad, which in turn can 

be the ‘gas pedal’ for racing games.”167 It can be adapted for other game systems. 

2. ExerGame Fitness Bike: This is a home fitness bike that connects to PlayStation, 

Xboxes, and the Internet, as a fitness-oriented game controller encouraging 

exercising while racing cars, etc.168  

3. GAMEbike system “turns your current bicycle into a game controller for use with 

PlayStation 1 or 2.”169 

4. Nintendo Power Pad: Created in 1986 as a promotional game, the Power Pad is 

laid out in front of the video display for various games, with players stepping on 

large buttons to control gameplay.170 

5. Dance Dance Revolution: This game is adapted for Wii, PS2, PS3, Xbox 360 and 

PC. Also known as Dancing Stage or DDR, this is a more sophisticated version of 

the Nintendo Power Pad. Players test their timing, coordination, memory, and 

running speed; it allows users to play music with their steps. Players stand on a 

dance platform or stage with four arrows (up, down, left, and right) that players 

need to hit with their feet in response to musical and visual cues. DDR has been 

given good reviews for its originality and stamina in the market of video 

games.171  
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The ADHD Symptoms Clinic emphasizes exercise as a way to boost 

neurotransmitters enhancing attention span and concentration while decreasing the 

excessive energy and motion that is present in a fidgety child with ADHD symptoms. 
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Chapter 5 

RESTRICTION DIET 

Another staple of the ADHD Symptoms Clinic is a restriction diet. A healthy diet 

has been proven to promote neurogenesis and benefit ADHD symptomatology. 

A study conducted by Pelsser, Frankena, Buitelaar, and Rommelse reported that 

“an elimination diet may be an effective instrument to reduce physical complaints in 

children with ADHD.”172 A group of 27 children between 3.8 to 8.5 years old, who were 

diagnosed with ADHD, were assigned randomly to either five weeks of elimination diet 

(15 children) or to a control group (12 children). Pelsser et al. reported that “physical and 

sleep complaints were significantly decreased in the diet group compared to the control 

group,” a 77% reduction in “headaches or bellyaches, unusual thirst or unusual 

perspiration, and sleep complaints.”173  

Joel Nigg, Kara Lewis, Tracy Edinger, and Michael Falk concluded that “a 

restriction diet benefits some children with ADHD.”174 The study reported that 

“approximately 33% of children with ADHD may respond to a dietary intervention” and 

that “as many as 8% may have symptoms related to food colors.”175 Nigg et al. concluded 

that restriction diets reduced ADHD symptoms. This study comes at a time when the 
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FDA is evaluating food dyes to determine if there is a “link between food dyes and 

hyperactivity in children.”176 National Public Radio reported on an article by April Fulton 

that “artificial food dyes are made from petroleum and approved for use by the FDA to 

enhance the color of processed foods.”177 The artificial food dyes that the Center for 

Science in the Public Interest is asking the FDA to ban are Red # 40, Yellow # 5, Yellow 

# 6, Red # 3, Blue # 1, Blue # 2, Green # 3, and Orange B, which are contained in most of 

the colorful food eaten by children.  

Michael Bloch and Ahmad Qawasmi studied the effects of omega-3 fatty acid 

supplementation as a treatment for children with ADHD. Their results indicated a “small 

but statistically significant effect in improving ADHD symptoms.”178 They reported that 

omega-3 fatty acids have anti-inflammatory properties which can alter serotonin and 

dopamine levels. The study concluded that “omega-3 fatty acid supplementation, 

particularly with higher doses of Eicosapentaenoic Acid (EPA), is a reasonable 

complement to traditional pharmacotherapy or an option for those families reticent to use 

psychopharmacologic agents.”179 

                                                 
176 April Fulton, "FDA Proves Link between Food Dyes, Kids' Behavior," accessed June 24, 2012, 

www.npr.org/2011/03/30/134962888/fda-pr0bes-link-between-food-dyes-kids-behavior. 

 
177 Ibid. 

 
178 Michael H. Bloch and Ahmad Qawasmi, "Omega-3 Fatty Acid Supplementation for the 

Treatment of Children with Attention-Deficit/Hyperactivity Disorder Symptomatology: Systematic Review 

and Meta-Analysis," Journal of the American Academy of Child & Adolescent Psychiatry 20, no. 10 

(2011): 991. 

 
179 Ibid., 998. 

 



64 

  

 

 

The omega-3 highly unsaturated fatty acids (HUFA) have been reported to be 

critical for both structure and function of the brain.180 Investigators from the National 

Institutes of Health reported that the omega-3 HUFA, docosahexaenoic acid (DHA), and 

the omega-6 HUFA arachidonic acid (AA) are especially critical for the development of 

the central nervous system. They found lower concentration of omega-3 fatty acids in 

both the plasma and red blood cells of children and young adults with ADHD in 

comparison with the corresponding concentration in healthy controls. They found some 

improvement in learning capacity and behavior in youths who were academically 

underachieving, and had ADHD-like symptoms and/or severe misconduct behavior. They 

concluded that the EPA was linked to improvements in mood and symptoms of ADHD.  

The efficacy of three dietary treatments for ADHD was repeated in randomized 

controlled trials. The trials looked at restricted elimination diets (RED), artificial food 

color elimination (AFCE), and supplementation with free fatty acids (SFFA). The 

conclusions were suggestive that restricted elimination diets and food color elimination 

were beneficial; large-scale studies are required for verification. Similarly, in the area of 

food supplements, therapy trials were suggestive for diminishing symptoms of ADHD, 

but also more studies are needed.181 

Dr. Bose Ravenel, a pediatrician, advocated for a functional medicine approach to 

chronic health problems in children. He identified two factors associated with emotional 

                                                 
180 "Pediatric Psychology and Psychiatry; Investigators from National Institutes of Health Zero in 

on Pediatric Psychology and Psychiatry (Omega-3 Fatty Acid and Nutrient Deficits in Adverse 

Neurodevelopment and Childhood Behaviors)," Pediatrics Week (Aug 23, 2014): 200. 

 
181 Jim Stevenson et al., "Research Review: The Role of Diet in the Treatment of Attention-

Deficit/Hyperactivity Disorder - an Appraisal of the Evidence on Efficacy and Recommendations on the 

Design of Future Studies," Journal of Child Psychology and Psychiatry 55, no. 5 (2014): 416. 

 



65 

  

 

 

syndromes such as ADHD, anxiety, and depression. First was gluten sensitivity, and the 

second was the genetic variation known as single nucleotide polymorphisms that have 

been shown to be present in a high percentage of children suffering from these disorders. 

Dr. Ravenel argued for the “successful resolution of ADHD behaviors and clinically 

significant anxiety with a non-pharmacological approach relying upon dietary changes 

and additional nutritional interventions.”182 He emphasized that gluten sensitivity is 

causing a wide array of clinical manifestations that can be “effectively managed by 

dietary change and avoiding drugs that are otherwise commonly used to mask symptoms 

and which may have significant adverse effects.”183  

Questioning Dr. Ravenel’s assertions, Michael Miller reported that “Research 

does not support radical diets such as those that eliminate nearly all processed foods and 

many fruits and vegetables for most children with ADHD. And there is no easy way to 

identify the few children who might benefit from diets that bar particular foods.”184 He 

concluded there was only limited evidence in control studies about the benefits of 

diminishing symptoms of ADHD by restricting preservatives or artificial food colorings, 

consuming more omega-3 or 6 fatty acids, or taking specific vitamins or minerals.  

Despite the fact that the above study indicated that a single diet is not a driving 

force to control ADHD symptoms, Miller concluded that children suffering from ADHD 
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have nothing to lose by following the same sensible diet advised for all children to 

improve overall health and nutrition:  

1. Emphasize fruits and vegetables, whole grains, good sources of protein, and 

healthy unsaturated fats such as almonds, peanuts, hazelnuts, avocados, soymilk, 

walnuts, tofu, peanut butter, olives, and vegetable oils.  

2. Diminish unhealthy saturated and trans fats such as real butter because they are 

dangerous to human health, rapidly digested carbohydrates, and fast food.  

3. Include plenty of physical activity. 

4. Reduce artificial colors and additives.  

5. Increase omega-3 fats. “For children this means up to 12 ounces (two average 

meals) a week of a variety of fish and shellfish that are low in mercury: shrimp, 

canned light tuna, salmon, and pollock, plus daily plant sources of unsaturated 

fats.”185  

6. Increase micronutrients such as vitamins and minerals. These include vitamin C, 

A, D, E and K, as well as B-complex; and minerals such as fluoride, selenium, 

sodium, copper, zinc, and iodine. All of these are necessary for the healthy 

functioning of all body systems, from bone growth to brain function. 

 

A proper, healthy diet is much needed for children with impulsive and 

hyperactive behaviors; ADHD has been associated with obesity and eating pathology. Dr. 

Russell Barkley has proposed a reason for a healthy diet after documenting the 

relationship between ADHD and obesity. He stated that the combination of impulsivity in 

ADHD and the junk food availability have developed into what it is called a “trait-by-

environment resource interaction that has resulted in a marked increase in these eating 

problems in association with ADHD in the current generation of children –not evident in 

prior generations.”186 

A large study of more than 7,000 children diagnosed with ADHD in France, 

concluded that children who did not take medication were somewhat taller and heavier 
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than non-ADHD children. The authors speculated that results of this study might reflect a 

problem with growth regulation in children suffering from ADHD or that “ADHD is 

associated with dysregulated growth.”187 The study concluded supporting “the idea that, 

in the absence of medication exposure, ADHD is associated with dysregulated 

growth.”188  

Some herbal medicines contribute to diminishing symptoms of poor 

concentration, hyperactivity, and impulsiveness according to some studies. One such 

study was conducted with 169 primary school children suffering from hyperactivity and 

concentration difficulties without having diagnoses of ADHD. They were all younger 

than 12 years of age. Several pediatricians from 27 offices participated in the study. The 

children took the recommended daily dose of 640 mg of valerian root extract and 320 mg 

of lemon balm extract (Sandrin®). Children’s behaviors were evaluated by pediatricians 

and parents using standardized questionnaires at baseline, week two, and week seven.189  

The results showed that “children having strong/very strong symptoms of poor 

ability to focus decreased from 75% to 14%, hyperactivity from 61% to 13%, and 

impulsiveness from 59% to 22%. Parent rated social behavior, sleep and symptom burden 

showed highly significant improvements.”190 Only two cases of adverse side effects from 
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the given drugs were reported. Valerian has been shown to improve sleep disturbances 

and lemon balm is known to promote relaxation, help with sleep, and improve attention.  

The combination of lemon balm and valerian was investigated in an open, 

multicenter study in children younger than 12 years old suffering from restlessness and 

dyssomnia. Researchers evaluated the therapeutic effectiveness and tolerability in 918 

children receiving the valerian/lemon balm preparation. They were treated with Euvegal 

Forte; 1 Dragee contained 160 mg drug extract of Valerian roots and 80 mg drug extract 

of lemon balm.191  

Conclusions of the above study stated that “a distinct and convincing reduction in 

severity was found for all symptoms in the investigators’ and parents’ ratings.”192 The 

core symptoms dyssomnia and restlessness were reduced from moderate/severe to mild 

or absent in most of the patients. Children suffering from dyssomnia improved their 

symptoms nearly 80%, and those presenting with restlessness improved close to 70% of 

the time. No adverse side effects from the herbal medicine were reported.193   
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Chapter 6 

PSYCHOTHERAPY 

Children with academic and adjustment problems may exhibit a range of 

behaviors commonly associated with ADHD, but their symptoms may have other 

explanations and are not always due to ADHD. They may be due to emotional or 

environmental factors such as anxiety or inconsistent discipline practices that need to be 

corrected with psychological treatments and healthy habits. Addressing and diagnosing 

young children is challenging because they all sometimes have inattention, outbursts, and 

hyperactivity; they are not yet able to communicate what is really going on in their homes 

and lives in general. For these reasons, individual and family psychotherapy should be 

the first line of treatment for children suffering from ADHD symptoms.  

Child abuse has been associated with symptoms of ADHD. A study was 

conducted in Turkey to determine if the abuse discipline attitude of mothers were more 

severe when their children displayed symptoms of ADHD.194 The study included 100 

children with ADHD as the study group, and 25 children without psychiatric diagnoses as 

the control group. All mothers answered questionnaires and open-ended questions about 

the type and frequency of parental abuse discipline.  

Participants were between the ages of 5.9 and 13.1 years. All children were 

assessed according to the Schedule for Affective Disorders and Schizophrenia for 

School-Age Children Present and Lifetime version (K-SADS-PL). This instrument 
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screens for psychopathology in children.195 Children were also assessed using the 

Wechsler Intelligence Scale for Children Revised (WISC-R) to measure intelligence. 

Children with neurological disorders, scoring below average Verbal IQ, Performance IQ, 

and Total IQ, or with learning disorders were excluded from this study.  

Both parents and children were interviewed about the actual verbal and physical 

abuse discipline practices. The authors concluded that “parents of children with ADHD 

are more prone to use abusive discipline methods. In addition, parents’ abusive discipline 

methods increase the child’s behavioral problems.”196 In order to break this vicious cycle 

parents were encouraged to “participate in a parent training program that includes 

information about how they can best handle their children.”197 Parenting skill programs 

are effective in giving parents resources for better management of their children.  

Another study had shown that children exhibiting ADHD symptoms had an 

increased risk of receiving verbal and physical abuse discipline from their parents. 

Parents of children with ADHD often had problems with impulse control themselves and 

exhibited aggressive behaviors towards their children.198  

Psychotherapy for children and their families has great success in resolving 

individual and relationship problems; it also increases self-esteem and self-awareness. 

Children from age three through adolescence are able to express their feelings and needs, 
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sometimes with the help of play therapy. In short-term therapy children work on 

improving their academics and social skills, while their parents work on providing less 

distracting and more organized learning environments.  

Play time with parents and/or peers can be an important learning opportunity to 

increase attention, motor skills, and executive functioning. Halperin’s team published a 

study examining cognitive and ADHD symptoms enhancement while playing.199 The 

study analyzed 29 preschool children between the ages of four and five years old; parents 

participated in separate group sessions.  

Children were placed in groups of three to five and were invited to play games 

intended to increase inhibitory control, working memory, attention, visuospatial abilities, 

planning, and motor skills. Parents were encouraged to play the same games with their 

children with the goal of learning how to cope while dealing with obstacles with their 

children. Results of this study showed through their parents’ ratings on the ADHD-Rating 

Scale-IV (ADHD-RS-IV) a “significant improvement in ADHD severity from pre- to 

post-treatment, which persisted 3 months later.”200 The authors suggested that this play-

based intervention remained effective even after the end of the active treatment. The 

ADHD-RS-IV is a reliable and easy-to-administer instrument both for diagnosing ADHD 

in children and adolescents and for assessing treatment response.201 
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Joel Nigg reported that psychological trauma, early parental deprivation, and 

attachment problems are associated with hyperactivity, anxiety, and inattention. Nigg 

concluded that “reconsidering multiple pathways” and a more aggressive and integrative 

assessment gives tremendous opportunity for more successfully understanding social and 

behavioral problems.202 

The “cold approach” described by Carl Rogers of understanding and helping an 

individual through testing, diagnostic interviews, and prescriptive advices is neither 

enough nor efficient. He stated that the individual “cannot be understood without an 

exhaustive case history seventy-five pages or more in length” including individual and 

family history.203 To avoid over diagnosing and overmedication of children presenting 

with ADHD symptoms, it is imperative that mental health professionals assess and treat 

the social and psychological conditions affecting the person with disequilibrium or poor 

stabilization.  

Rogers argued that the “individual has within himself vast resources for self-

understanding, for altering his self-concept, his attitudes, and his self-directed behavior” 

when he has the opportunity to examine his life.204 Humanistic psychotherapy opens the 

possibility to everybody, including a child suffering from symptoms of ADHD, to be 

heard and understood. This allows for growth and change in attitude and unwanted 

behaviors. Whitaker expanded this introspection to the family, the extended family, and 
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the cultural system in order to conduct an effective psychotherapy resulting in personal 

growth.205  

The Humanistic Psychology theory emphasizes “distinctively human and 

individual self-actualization.”206 This relies on the tendency humans have to work in 

themselves in order to achieve full potential. Rogers created client-centered therapy207 in 

an attempt to produce an increase in insightful statements, maturity of reported behaviors, 

and positive attitudes. This type of therapy also seeks to produce changes in perception 

of, and acceptance of, the self; other changes include differences in personality structure, 

behavior, and physiological conditions. These changes give the person an opportunity to 

experience more freedom, becoming the person who he/she really is, knowing through 

experience, and being more creative. 

As Rogers indicated, this therapy is designed to build and/or increase acceptance 

of self, positive attitudes toward the self, and appreciation of self.208 He postulated that 

people need to develop a relationship in which they are accepted, using “empathy and 

unconditional positive regard.”209 This can be achieved because a person is positive in 

nature, basically socialized, forward-moving, rational, and realistic.210 
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The therapeutic client-centered approach helps bring an “enriching relationship 

marked by genuineness, prizing, and understanding.”211 Through this approach, persons 

move away from rigidity toward flexibility exhibiting an increase in actualizing 

tendencies. In this growth-promoting climate, people are able to develop a deeper trust in 

themselves and in others.212 Rogers stated that the philosophy of interpersonal 

relationships is applicable to all situations, including teacher-student relationships. These 

relationships need respect from both parties, recognizing that the teacher has the 

knowledge the children need to acquire and the children need to trust in their teacher.  

The Humanistic Psychology theory emphasizes understanding a person’s 

meanings and feelings. This happens when the therapist shows sensitivity to the client’s 

attitude, has a warm interest without any emotional over-involvement, and self-awareness 

of the therapist’s attitude. This parallels the relationship of teachers to students.  

In general, children’s inappropriate behaviors first draw attention at school. 

Parents report observing fidgeting and distraction earlier but they did not think these 

symptoms required treatment. But, when students do not get the special attention at 

school that their ADHD symptoms require, they start getting into trouble.  

When stimulant medication for ADHD is provided to students, teachers in general 

report that children improve their behavior in the classroom. This makes teachers happy; 

parents do not have to be called, and the relationship with the students seems to be less 

negative. The same advocates for medication admit that students improve their 

                                                 
211 Rogers, A Way of Being, 43. 

 
212 Ibid., 44. 

 



75 

  

 

 

“compliance” or “blind obedience,” but it is not proven that the student is “wiser, more 

thoughtful, or better informed.”213  

Peter Breggin argued that stimulant drugs reduce one’s ability to make “rational 

choices or acts of will.” The student is not motivated; his/her natural attention is 

diminished producing a “loss of brain function.” As a result, the “child becomes more 

obedient without learning to be self-motivated, to make rational choices, and to exert will 

power.”214 When medicated, children do not learn to express themselves or to interact 

well with others because an external force, the pill, is dominant.  

Teachers are under pressure to ensure their students function at appropriate grade 

levels. Sometimes teachers may single out the students that are not able to sit or be 

attentive. This, in turn, may cause the relationship of those students with others to 

deteriorate, creating incapacity for and/or weakening healthy relationships, personal 

development, change, and finally growth. Teachers often refer students with inattention, 

hyperactivity, and/or anxiety for CST evaluations. These referrals may isolate the deviant 

children instead of helping them with integration, causing even more problems. 

A study examining teachers’ knowledge of ADHD in New Zealand primary 

schools documented that teachers play a central role in referral and monitoring of 

students with ADHD. The author of this study assessed the knowledge and perceptions of 

ADHD disorder and whether teacher characteristics, such as demographic variables and 
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experiences, were associated with their knowledge of ADHD.215 Eighty-four primary 

school teachers’ postal surveys were analyzed. Results from this study showed that all 

teachers believed ADHD impacted students’ educational experiences. However, most of 

the teachers did not receive in-service training about ADHD characteristics and 

management, suggesting that “New Zealand primary school teachers do not in fact have 

the level of knowledge about the disorder required to effectively participate in the 

referral, diagnosis, treatment, or monitoring of students with ADHD.”216  

A phenomenological study done at the University of Missouri–Kansas City 

examined teachers’ perceptions of their students who were medicated for ADHD. Its aim 

was to learn how children with ADHD performed academically and behaviorally, and the 

impact of their medication in the classroom. Data were collected through the use of 

teacher-created documents, interviews, and classroom observations. The results of the 

study did not answer the formulated questions, but concluded that “teachers need to have 

an increased knowledge of ADHD and should be provided with more training around the 

condition, in order to best meet the needs of these students.”217  

Rogers reported that our “technological oriented society, with its steady emphasis 

on a greater control of human behavior, should be enamored of a behavioristic approach 

where the intellect is all.”218 But this ignores the humanistic approach which is effective 
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in treating and correcting many emotional difficulties. To create a beneficial relationship, 

therapists have to show that they are trustworthy, have a congruent transparency, and 

have a positive attitude. They have to encourage their clients to be open, allowing them to 

express themselves and their feelings, understand their problems and meanings, be 

sensitive, and assure the client.219 Following this model, students with ADHD will be 

able to grow emotionally and academically when their positive relationships with their 

teachers become more important than their poor attention and hyperactivity.  

Facilitating growth through a helping relationship is the principal vision of the 

Humanistic Psychology theory. This will be possible when counselors avoid diagnosing 

the patient because it “is often counterproductive in the everyday psychotherapy of less 

severely impaired patients.”220 This is not the moment to diagnose patients but rather 

counsel them; to see the person and not the disease. Irvin Yalom indicated that therapists 

need to engage the patient, be supportive, be empathic, encourage patient self-disclosure 

and create a new therapy for each patient. Children suffering from ADHD symptoms 

need to be helped in assuming responsibility for their actions and decisions.  

Every client needs to be approached in an individual way because standardization 

in therapy is ineffective. Yalom indicated that “a relationship with the patient [is] 

characterized by genuineness, positive unconditional regard, and spontaneity.”221 That is 
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why teachers need to be sensitive to student differences, not only biologically, but also 

socially and emotionally if they hope to improve their students’ academics.  

Rogers indicated that “unconditional positive regard” has the benefit of creating a 

climate for change with acceptance, caring, or prizing.222 In client-centered therapy the 

technical skills or the training of the therapist do not make the therapeutic process 

successful, but he believed “it is the presence of certain attitudes in the therapist, which 

are communicated to, and perceived by, his client, that effect success in 

psychotherapy.”223 Therapists and teachers need to be trustful in their relationships with 

clients and students.  

Peer relations are also very important in the improvement of ADHD symptoms. 

Plans of treatment need to include interventions to improve social skills and relationship 

difficulties that are frequent issues with ADHD students. Group play therapy or play 

therapy sessions may be effective in improving social skills in ADHD students. Table 

games, like cards, can be mediators of social skills training and can be used as a social 

reinforcement. 

In a three-year-long treatment study of a school-based training and consultation 

program for middle school youth with ADHD, it was reported that students had 

“cumulative long-term benefits”224 as measured by parent ratings of ADHD symptoms 

and social functioning. In this study, when group participants were told of a need for 
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additional treatment, in “92% of the cases parents opted for adjustments in psychosocial 

interventions rather than medication trials.”225 

Another alternative to treatment is to implement special psychosocial programs 

for ADHD children after school hours. In the Netherlands, children with behavioral and 

emotional problems usually attend school until 3:00 p.m., followed by a day treatment 

center program allied to the school, where they are cared for by mental health 

professionals. The centers provide an extensive plan with parent participation in which 

children play with others, read, do homework, cook, and have dinner together. Activities 

are regulated through the use of a token economy system, verbal reprimands, time out, 

manipulation of attention, and denial of privileges. Techniques to control behavior range 

from appreciation for the appropriate behaviors to disapproval for the wrong ones.226  

A study was conducted involving 86 children having ADHD from 29 community-

based day treatment centers in middle to low socio-economic neighborhoods. The 

children ranging from 3 to 16 years of age were followed during nine months of 

treatment. Results suggested that “symptoms of ADHD were increased when professional 

care-givers had exerted only behavioral control and were decreased when their behavioral 

control attempts were mixed with affectionate emotional support.”227  

Conclusions of the above study showed that emotional affection can improve 

symptoms of ADHD. It is very clear that children want to please their teachers at school, 
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but children suffering from ADHD are always moving and attracting the wrong attention 

and, as a result, fail in their efforts.  

After school treatment centers for children with emotional problems, including 

ADHD, are offered in New Jersey to children between the ages of 2.5 and 18 years at 

“partial care” programs. Some of these programs operate year round providing treatment 

for three hours daily, Monday through Friday, during the school year, and all day during 

the summer. Children receive individual and family counseling at the same time that they 

are monitored by the on-site psychiatrist.228 Children learn positive and “developmentally 

appropriate socialization skills through modeling, shaping and reinforcement. Families 

also learn to function more positively, supportively, and effectively.”229 These programs 

are located in hospitals and non-profit organizations, but access is limited and the 

programs are expensive when not covered by Medicaid.  

Family therapy is another important ingredient in the treatment of children 

suffering from ADHD symptoms. This condition affects the entire family, creating 

interactional problems, stresses, and frustrations that are complex and difficult to handle 

in the family context.230 Family therapy increases communication and understanding of 

the weaknesses that those symptoms are causing in a person and a family. The family is 

given then the opportunity to recognize and deal with the problems ADHD creates within 

the family and in every family member.  
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Another method of emotional treatment therapy is picturing stories. Children are 

invited to draw a narrative of their lives with stories in order to express their needs and 

goals. An article in the International Journal of Narrative Therapy & Community Work 

proposed working primarily with drawings within the family therapy framework while 

including other family therapy techniques. Anik Serneels is a Belgian narrative family 

therapist interested in ways of combining the learning and principles of family therapy 

with narrative practices. She reported that the narrative through drawings “can contribute 

to alternative story development and the co-creation of joint family actions, whereby the 

family can achieve their preferred ways of living.”231 The non-verbal medium gives 

children the opportunity to better express themselves. This therapy centers on the 

relationship and interactions of the family members and reinforces healthy therapeutic 

changes in the family.  

Anxiety has been associated with ADHD symptoms. Techniques and procedures 

have been developed to treat the stress in a person to avoid trigger symptoms of anxiety. 

One of them is Stress Inoculation Training (SIT). It consists of three phases of treatment. 

The first phase is the conceptualization as an education phase in which the therapist 

educates the patient about the general nature of stress. The second phase is the acquisition 

and rehearsal of coping skills to reduce anxiety. These are a variety of emotion 

regulation, relaxation, problem-solving, communication, and socialization skills that are 

taught according to the unique needs of a patient. The third phase is applying and 

transferring the cognitive coping skills to real life. The therapist provides the patient with 
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opportunities to practice coping skills and encourages using simulation methods and 

increasing coping practice, including visualization exercises and repetition of coping 

routines.232 “Stress Inoculation Training involves increasing the child’s awareness of 

his/her signals of stress or strong emotions and helping the child develop a menu of 

different coping methods to be used when faced with stressors.”233 

Individual and family psychotherapy plays a pivotal role in the ADHD Symptoms 

Clinic which looks at the child as a whole, emphasizing the mind-body connection, and 

the individual approach to illness. The counseling sessions will address not only ways of 

dealing with symptoms and behaviors, but also family communication and an 

understanding of ADHD symptomatology. This is crucial for the person exhibiting 

ADHD symptoms and for the whole family as a system.  
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Chapter 7 

THE SCHOOL SYSTEM 

Ana Miranda, Sonia Jarque and Raul Tarraga found that medication for ADHD 

does not correct all the problems associated with it and does not “produce long-term 

changes in the general academic performance of children with ADHD or in specific 

areas.”234 This study analyzed data from research studies conducted between 1996 and 

2005, and also included excellent reviews published before 1996 assessing psychosocial 

treatments and classroom interventions. Sixteen studies were selected and categorized as 

simple interventions or interventions with multiple components which showed positive 

results in the reduction of ADHD symptomatology.  

Miranda et al. reported that the most effective interventions were those which 

incorporated behavior modification techniques, cognitive-behavioral techniques, and 

changes in the environment that modified the dynamics of the class. These interventions 

diminished disruptive behaviors and improved attention span by rewarding the student 

frequently, giving immediate feedback when student broke the classroom’s rules, and 

withholding rewards from the student if rules were broken for the third time in a day.235 

In the same study, Miranda et al. report that psychosocial interventions led to less 

disruptive behaviors which allowed students to complete more mathematical problems. 

There were teacher reprimands and instantaneous reactions when the students 

demonstrated improper conduct. Reprimands included the “brief non-exclusory time-out” 
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during which the student’s chair was instantly turned to face away from the class and the 

teacher; the “no interaction” reprimand in which the teacher moved close to student 

(about 10 feet) while ignoring the behavior; and the “alone” technique in which the 

student was given an activity to complete without the teacher’s presence.236  

Miranda et al. found that “accuracy training” is an important way of managing 

symptoms of ADHD. It involves teaching students step by step how to behave or 

conform at school. The research proved that when the accuracy training diminished, the 

disruptive behaviors increased in students. Authors emphasized the importance of recess 

during the school day, noting that free time diminishes misbehaviors and “inappropriate 

verbalizations, getting out of one’s seat, being disobedient, and playing with objects.”237 

Recreation at schools is a very important part of student socialization. It helps 

students learn how to behave in a friendly way towards others and how to be part of a 

group of peers. This is a very important issue for children suffering from ADHD 

symptoms because they have more interpersonal and self-control problems than their 

peers. Schools in New Jersey offer only one short recess in the whole day, making 

students extremely active and desperate to play in a very short period of time. In other 

countries, recess happens for 10 or 15 minutes after every class with at least one recess of 

30 minutes a day, giving students the opportunity to be relaxed and distracted and follow 

their own interests. 
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The Miranda et al. study combined interventions with “counseling sessions, 

training in social skills, or training in study skills.”238 The multiple components utilized 

token economy, extinction, response cost, time out, self-instructions, reinforcing self-

evaluation, training in social abilities, and training in study skills or instructional 

management procedures. Some treatments also taught students how to identify their signs 

of anger and used relaxation techniques to control their own behaviors. They also 

provided assessments for parents and teachers.239 

Miranda et al. found it useful to pair the ADHD student with a non-ADHD peer in 

a buddy system, which helped the student with ADHD develop friendship and 

socialization skills. This training was aimed at improving management techniques and 

positive praising, setting up a home token system to include homework, and supporting 

positive peer relationships. Teachers were also trained in management and procedures of 

how to teach and control children with ADHD. The study concluded that significant 

improvements were noted in students’ academics when teachers received the appropriate 

training.240  

Cognitive Behavior Modification (CBM) was a good approach to help students 

suffering ADHD to control their behaviors. The self-evaluation task gave students 

feedback on effective on-task behaviors. The students given self-evaluation tasks were 

able to control their behaviors by using a token economy system as a positive 

reinforcement.241 Positive reinforcement is very important for all children working 

                                                 
238 Miranda, Jarque, and Tarraga, 42. 

 
239 Ibid., 45. 

 
240 Ibid. 

 
241 Miranda, Jarque, and Tarraga, 41. 
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through hard situations because it is “the best way to get rid of negative behaviors in your 

kid.”242 

There is no doubt that schools need to make every effort to accommodate and 

plan effective interventions—other than special education— for children suffering with 

ADHD because special accommodations are not enough to manage the behavioral 

dynamics of this disorder. The persistent behavioral problems that children suffering 

from ADHD symptoms present interfere with their learning and the learning of others. 

Their behaviors are frequently disrupting other students.  

Working as a school psychologist for the CST in a large school district, I am 

responsible for the evaluation, accommodation and referral of all children, including 

those suffering from ADHD symptoms. When children start having behavioral problems, 

their confidence and success deteriorate rapidly and as a consequence, their academics 

suffer greatly. Sometimes, parents are resistant to disclosing their children’s behaviors at 

home. They usually point at the school staff as incompetent in addressing their children’s 

behaviors. However, sometimes children do not display those behaviors at home because 

they are all day long sitting in front of a TV without any behavior expectation from their 

families. In consequence, poorly performing students are sent to doctors for ADHD 

evaluations or they may be placed in special education classes to improve their poor 

grades.  

The National Association of School Psychologists (NASP) recommended that 

students with attention problems due to a disorder or as a reflection of emotional or 

                                                 
 
242 "Positive Reinforcement," accessed February 11, 2015, http://kidsmakingchange.com/positive-

reinforcement/. 
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environmental factors, such as anxiety or inconsistent discipline practices, need to be 

addressed early to reduce the need for special education. NASP listed the effective 

interventions schools need to provide for students with attention problems to enhance 

their strengths and academic functioning as follows:243 

1. Classroom modifications  

2. Behavior support systems 

3. Direct instruction in study strategies and social skills 

4. Collaboration and consultation with students’ families to facilitate consistent 

approaches in all settings 

5. Monitoring by a case manager to guarantee effective implementation of 

interventions and any support students may need 

6. Education of school staff about the individual characteristics of children, with 

attention problems and management of these problems to meet academic goals 

7. Referral to special education services when attention problems are significantly 

impacting students’ performance at school 

8. Collaboration with community agencies providing medical and related services to 

students with low attention span 

9. Individual and/or group counseling to help these students value their unique 

abilities and to increase their self-esteem. 

 

As recommended by NASP, modifications, adjustments, or services for students 

with ADHD at schools need to be made on a case-by-case basis with the intention to 

improve their learning and communication with peers. These accommodations have to be 

reasonable and are intended to provide compensation for their functional limitations. 

Children with ADHD may receive appropriate accommodations and modifications.244 It 

is recommended that instructors provide students with a daily or weekly assignment 

planner and teach students to check for precisely recorded information. Teachers should 

                                                 
243 National Association of School Psychologists, "Position Statement: Students with Attention 

Deficit Hyperactivity Disorder," National Association of School Psychologists, accessed April 5, 2016, 

http://www.nasponline.org/assets/documents/Research%20and%20Policy/Position%20Statements/Students

_With_ADHD.pdf. 

 
244 "Section 504 - Sample Accommodations and Modifications," accessed March 25, 2016, 

http://www.warmlinefrc.org/uploads/5/9/5/8/5958794/section_504_accomodations.pdf. 
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provide extra time for students to check binders and organize their lockers and desks, 

give verbal, visual, and written advance notice of class assignments, and obtain models or 

examples of work. It is suggested that teachers break assignments into manageable parts, 

permit students to read aloud to process text, use frequent review and practice, allow 

varied responses including tape recorder instead of writing, and provide manipulatives 

and lined or graph paper to align math problems.  

Teachers should instruct students with rules about procedures for movement 

within the room, using a timer to designate time allowed for transitions, and using 

consistent signals to identify a change in activity. It is recommended that students with 

ADHD be seated near the center of instruction, avoiding high traffic areas.  

Students need visibility in order to learn, and teachers should arrange the room in 

a way that permits the frequent monitoring of students. Teachers can post a visual 

schedule to show a sequence of activities. They need to practice deep breathing exercises 

with students for calming down, and should plan activities that involve student 

movement. They may use visual prompts, cues, and signals in place of verbal reminders. 

Students should be given stretch breaks between lengthy presentations, and may receive 

rewards when they complete smooth transitions. Teachers should prepare and inform 

students in advance of any changes in routines, and should use a timer to encourage 

students to remain on task.  

Teachers should provide instructions using multi-sensory strategies including 

illustrations, diagrams, demonstrations, charts, and manipulatives to secure the attention 

of students. They should vary their voice tone and provide a copy of presentation notes 

with blanks in place of words to guide listening and allow students to complete blanks 
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during instruction. It is recommended for teachers to allow students movement between 

activities, and have students work with a clean desk, free of distractors. It is also 

suggested that teachers use preferential seating, increase modeling, provide a peer tutor or 

helper, and allow students to share responses with another student before being called 

upon. The introduction of new concepts should be limited and students with ADHD 

should be allowed extra time to process information for the completion of certain tasks.  

Instructors must be flexible and sensitive to students’ needs and focus on 

providing positive discipline, teaching them how to work independently but communicate 

and enforce clear, fair, and consistent consequences. Teachers should allow students to 

work in a variety of ways, e.g., sitting; standing; and working alone, in pairs, or in 

groups, and provide classroom accommodations for different seating options. They 

should have the goal of establishing a school/home behavior management program that 

reinforces appropriate behavior and adapts to the environment to avoid distractions.  

Teachers should initiate frequent parent communication and provide a checklist 

for students and parents to record assignments and completed tasks. It is a good practice 

to utilize pro-social skills with students suffering from ADHD symptoms to encourage 

positive self-talk, to teach self-control techniques, to rehearse appropriate social 

behaviors, and to develop communication skills. It is beneficial for educators to teach 

phrases to use in certain social interactions to prevent antisocial behaviors. Teachers 

should provide small rewards to promote behavior change and give frequent positive 

feedback and reinforcement. According to NASP, these modifications will help “to 

ensure optimal student behavior and school performance.”245 

                                                 
245 National Association of School Psychologists, 1. 
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An example of possible school accommodations is shown in a study evaluating 

the improvement of students diagnosed with ADHD after they received in-school 

computer attention training intervention using neurofeedback. One hundred four children 

suffering from ADHD, between the ages of 7 and 11 years, participated. All of the 

children were randomly assigned to receive neurofeedback, cognitive training (CT) or a 

control condition. They were evaluated after 6 months of training through the Conners 3-

Parent Assessment Report (Conners 3-P), the Behavior Rating Inventory of Executive 

Function Parent Form (BRIEF), and a systematic double-blinded classroom observation 

(Behavioral Observation of Students in Schools).  

The study determined that children exposed to neurofeedback benefited 

significantly according to Conners 3-P and BRIEF subscales, meaning that children 

receiving neurofeedback reduced their ADHD symptoms much more effectively than did 

children under CT or control conditions. Dosage of stimulant medication for students 

receiving neurofeedback was not increased during the six-month program. However, the 

children receiving CT or in the control group had medication increased significantly (9 

mg and 13 mg respectively). According to this randomized controlled trial, 

“neurofeedback participants made more prompt and greater improvements in ADHD 

symptoms, which were sustained at the 6-month follow-up, than did CT participants or 

those in the control group. This finding suggests that neurofeedback is a promising 

attention training treatment for children with ADHD.”246 

                                                 
246 Naomi Steiner et al., "In-School Neurofeedback Training for ADHD: Sustained Improvements 

from a Randomized Control Trial," Pediatrics 133, no. 3 (2014): 2013. 
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According to the executive director of the International Society for 

Neurofeedback and Research, Cynthia Kerson, neurofeedback is an alternative to 

medication for treating children with ADHD. The treatment is painless and consists of 

attaching electrodes to the child’s head and computer. As the child works, the computer 

records his or her brain activity. When the brain activity is positive, indicating a desired 

brain activity, the child is able to continue playing the game on the computer; this 

reinforces better behavior. The treatment usually is programed to provide up to 40 

sessions, 30 minutes long that include breaks, to sustain improvements in children with 

ADHD.247 

Three studies of neurofeedback had supported the conclusion of the American 

Academy of Pediatrics in 2012 to report that biofeedback, a.k.a. eurofeedback, was a 

“Level 1 Best Support’ intervention, the highest level of support”248 in the treatment of 

child and adolescent psychosocial interventions for attention and hyperactivity behavior 

problems.  

Children with ADHD symptoms have significant impairments functioning at 

home, school, and in their communities. For this reason, psychosocial programs must be 

offered at schools to include students, parents and teachers. Mautone, Lefler, and Power 

presented the Family School Success (FSS) program as an intervention that links the 

family and school systems to address the needs of elementary school children with 

                                                 
247 Jon Hamilton, "Train the Brain: Using Neurofeedback to Treat ADHD," accessed February 11, 

2015, http://www.npr.org/templates/story/story.php?storyId=130896102. 

 
248 BrainTrainUK Changing Lives with Neurofeedback, "How the American Academy of 

Pediatrics Reached the Conclusion That Eeg Biofeedback, (Aka Neurofeedback) Is a Level 1 Evidence-

Based Practice for Attention and Hyperactivity, and Other Recent Evidence of the Efficacy of 

Neurofeedback for ADHD," accessed March 26, 2016, http://www.braintrainuk.com/wp-

content/uploads/2013/07/How-AAP-reached-conclusion-other-recent-evidence-July-2013-V3.pdf. 
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ADHD.249 The strategy of the FSS program is to promote home and school functioning. 

This approach focuses on both the family and school, and promotes family-school 

cooperation.  

The FSS model consists of “12 weekly sessions, including six group sessions for 

parents with concurrent child groups, four individual family behavior therapy sessions, 

and two conjoint behavioral consultation sessions held at the school.”250 The goals are to 

improve parent and child communication, parenting skills, management skills, and to 

increase family involvement and collaboration with their child’s education.  

Improving the relationship between parents and children through the FSS program 

encourages children to learn self-regulation skills as a foundation for future relationships 

with peers and other adults outside their homes. Parents learn how to be positive in their 

interactions with their children and facilitates making children feel important through 

playing games together.251  

The goal of parents participating in FSS programs is to learn how to set consistent 

rules for their children and give them instructions in a clear and steady way. The 

behavioral intervention aims to increase attention to wanted behaviors as a positive 

reinforcement and to decrease attention to or ignore those behaviors that are not desired. 

Token economy is introduced as a strategy to encourage good behaviors.  

                                                 
249 Jennifer A. Mautone, Elizabeth K. Lefler, and Thomas J. Power, "Promoting Family and 

School Success for Children with ADHD: Strengthening Relationships While Building Skills," Theory into 

Practice 50, no. 1 (2011): 43-44. 

 
250 Ibid., 45. 

 
251 Ibid., 45-46. 
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The six-session parents’ groups in FSS train parents about reinforcements. Parents 

are taught about punishment strategies as a way to decrease inappropriate behaviors along 

with positive reinforcements to emphasize and build the parent-child relationship. 

Positive reinforcements must be applied at least four times more frequently than 

punishment to be effective. Parents learn how to give remedial disapproval quietly, 

steadily and efficiently; later parents learn about response-cost, a strategy in which 

freedoms or tokens are removed because of inappropriate behaviors.252  

A study published in the Journal of Attention Disorders reported “the need for 

early interventions to address social skills and homework difficulties for children with 

ADHD and comorbid externalizing disorders.”253 The authors examined the impact of 

internalizing and externalizing comorbidities associated with ADHD on academic and 

social functioning. They cited conduct and defiant disorders as externalizing disorders, 

and anxiety and mood disorders as internalizing disorders. The participants in this study 

were 416 children with ADHD and comorbid disorders. It was found also that “older 

children displayed significantly poorer social skills and greater homework problems than 

younger children.”254 

The persistent behavioral problems that children suffering from ADHD symptoms 

present interfere with their learning and the learning of others. Their behaviors are mostly 

disruptive to other students.  

                                                 
252 Mautone, Lefler, and Power, 46. 

 
253 Genery D Booster et al., "Functional Impairments in Children with ADHD: Unique Effects of 

Age and Comorbid Status," Journal of Attention Disorders 16, no. 3 (2012): 179. 
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The FFS program promotes family involvement in education at home, including 

supervision of homework and studying. It is important to establish a home learning 

environment and basic daily routine to facilitate consistency and efficacy with 

homework. Parents need to be clear about TV, games times, and when it is time for 

homework. To make the task easier, homework assignments may be split into two or 

more periods of time, giving some breaks in the middle for short distractions or snacks. 

Positive reinforcement continues to be very important to reduce argumentative attitudes 

about homework. If the goal has been met in the period of the time set, the reinforcement 

is given through token economy or in another way.255  

FSS also promotes family and school collaboration. This program includes two 

private family-school sessions to address the student academic and behavioral problems. 

The first meeting is used to recognize environmental problems at school and at home that 

can exacerbate student problems including difficulties in completing homework; 

appropriate strategies are recommended and implemented. During the second meeting, 

the child’s progress is evaluated with adjustments suggested as needed.  

Another effective way of family communication for the FSS is the daily report 

card (DRC). Every day the student will bring home the daily teacher commentary about 

academics and behaviors to be signed by parents, who, in turn, can communicate with 

teachers, writing down any difficulties the student may have had at home. The DRC can 

bring extra opportunities for positive reinforcement and is an excellent means of 

communication.256 

                                                 
255 Mautone, Lefler, and Power, 46-47. 
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In order to help their children with ADHD do their homework parents must 

understand the assignment as well as the methods and techniques schools use in teaching. 

Parents must help students learn to copy information and bring home the right books, and 

then parents must aid in completing the task.  

The Grimsby Telegraph suggested ideas that may help parents ensure completion 

of homework:257 

1. Create a set homework routine. 

2. Speak with your child’s teachers to reinforce details of what homework is being 

set, what is expected, and by when. 

3. Ask your child’s teachers to give the student time to copy the homework into a 

planner and for the teachers to check if all the requirements written by the student 

are correct. 

4. Encourage your child to check the planner before leaving school to be sure he or 

she is bringing home all of the books and materials needed.  

5. Give your child a snack and a brief down time when arriving home before getting 

started at the set time each day for homework. 

6. Create a quiet dedicated location with good lighting for their homework to be 

done with minimal visual distractions. 

7. Check all the items to be done and ensure all elements are completed before they 

are checked off in the planner. 

8. Read the instructions for each task together and discuss how to do it before 

leaving your child to complete the assignment independently. Make yourself 

available if your child has questions about the material. 

9. Timers work well for daydreamers. Depending on your child’s age, after 5 to 20 

minutes, encourage your child to move, walk around or jump rope for two or three 

minutes. 

10. If your child becomes distracted during the segment of work, tap him or her on 

the shoulder, comment on how well the child is doing, and help him or her 

refocus on the task at hand. 

 

School-based interventions seem to be a critical component of a comprehensive 

plan with students suffering with ADHD. DuPaul, Weyandt, and Janusis from the 

University of Rhode Island, Department of Psychology, described effective school-based 

                                                 
257 "Helping Children with ADHD Do Homework: Homework Help," Grimsby Telegraph / 

Scunthorpe Evening Telegraph, April 17, 2014, accessed February 2, 2015, 

http://www.search.proquest.com/docview/1517118728?. 
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interventions for ADHD students. Interventions included behavioral, academic 

instructions, and home-school communication programs presented as “multiple treatment 

strategies implemented in a consistent fashion across school years.”258 The behavioral 

interventions consisted of antecedent and consequence interventions. Antecedent 

interventions try to prevent the child from having inattentive and disruptive behaviors by 

making changes in the environment to prevent triggering the behaviors while 

emphasizing what to do rather than what not to do, posting rules close to the student and 

praising the student when the rules are followed. The assignments should be short, 

increased gradually, and teachers should allow students to choose assignments whenever 

possible because motivation is a big concern with children suffering from ADHD. 

Students reinforce their own appropriate behaviors through self-regulation strategies. 

Using a Likert scale, students and teachers were able to evaluate the students’ behaviors 

and could correct their performance, thereby reducing behaviors teachers deemed poor or 

in need of improvement.259  

When students are provided with personal options in the work to be performed, 

they show more engagement and less distractive behaviors. The consequence strategies 

include teacher praise and varied reinforcement. The reinforcement should be provided as 

close to the occurrence of the target behavior as possible. Response cost is also used. This 

involves removing the token when the student does not respond appropriately. Time-out 

                                                 
258 George J. DuPaul, Lisa L. Weyandt, and Grace M. Janusis, "ADHD in the Classroom: 

Effective Intervention Strategies," Theory into Practice 50, no. 1 (2011): 35. 
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may be used to diminish undesired behaviors, but should only be used if the student likes 

to be in the classroom.  

Enrichment programs at school and community centers are a successful way to 

engage members of the neighborhood in understanding families with children dealing 

with ADHD. Brett Novick noted that school staff often encounter the same parents at 

those meetings and, in general, they are mostly the ones whose children are doing better 

at school. To resolve this issue, Novick presented 15 ways to involve “at-risk parents” in 

enrichment programs. He listed tactics to help encourage new parents to attend events 

and parenting skills meetings and to keep them returning. He recommended that 

enrichment programs:260 

1. Hold the programs where the at-risk families are located, such as local schools or 

community centers; make the program accessible to them.  

2. Offer food or dinner at the gathering. This will be a strong incentive, especially 

for those families who are struggling economically.  

3. Involve children in an activity at the same time their parents attend their classes. 

Parents want to be involved when their children are having a good time.  

4. Discuss topics that are more practical and less theoretical; make presentations 

interesting and short (e.g., “How to Deal with Temper Tantrums”).  

5. Offer other parent-based resources, such as unemployment, health care, abuse 

counseling, etc.  

6. Advertise throughout the community together with sending a flyer home with the 

children. A phone call to the parents is the most engaging way to encourage their 

presence at the meetings.  

7. Make the congregation fun for both children and their parents.  

8. Involve teachers in this program. Invite children to the meeting and give 

homework passes to those children whose parents attended the program.  

9. Give things away (e.g., door prizes or other goodies) that parents and children can 

bring home to make the encounter more interesting and so that they will look 

forward to coming back. 

10. Do not require pre-registration. On-site registration engages more participation.  

11. Keep the presentation short, no longer than an hour; emphasize quality rather than 

quantity.  

                                                 
260 Brett Novick, "15 Ways to Involve 'At-Risk Parents' In Enrichment Programs," Review 88, no. 

5 (2014): 28-29. 
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12. Have parents sign an attendance sheet and call them to thank them and get 

feedback. Use this as a physical reminder to call them again for the next meeting.  

13. Look for funding from private grants to help cover the expenses of the meetings.  

14. Put forth a positive message encouraging good behaviors and healthy lifestyles. 

Staff should never complain about parental weaknesses or poor parenting skills.  

15. Involve Social Services and case managers in the enrichment programs and, if 

possible, inspire attendance to encourage families to work together for the welfare 

of all.  

 

In my experience, another way to recruit the greatest number of parents to attend 

an enhancement program is to offer the program weekly at the same time and day. A 

preliminary survey may determine the best possible time to attract the most parents. This 

fixed schedule provides parents with continuous help and support, a place for community 

communication, and a room of belonging. If possible, an alternative meeting time would 

accommodate parents with conflicting work schedules.  
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Chapter 8 

COMPASSION 

Medicine has been transformed from an art into a sophisticated enterprise 

science.261 However, the Humanities will always remind doctors to take care of their 

patients first and not their illnesses.262 The issue of compassion is an attribute that doctors 

need to prioritize. 

Compassion is a “feeling of deep sympathy and sorrow for another who is 

stricken by suffering or misfortune, accompanied by a strong desire to alleviate the pain 

or remove its cause.”263 Stronger than empathy, compassion incorporates the wish to ease 

other people’s suffering. It is a key factor within the social context of altruism, 

selflessness, and humanity. In ethical terms, the various expressions of the Golden Rule 

echo the principle of compassion: Do to others what you would have them do to you.264 

The word compassion translates as suffer together. Derived from the Latin 

compati, com—with and pati—to bear, suffer, compassion is regarded in major religious 

traditions and philosophy as one of the greatest of virtues.  

Clinicians, in their daily practices, need to be aware of their ability to be 

compassionate. According to the Dalai Lama, compassion or loving-kindness does not 

develop spontaneously but rather evolves through training and reasoning. Once a person 
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develops compassion, he or she must renew it daily.265 This means that compassion must 

be nurtured in the human being.  

Most have a natural desire to be happy and to relieve suffering. We transform our 

heart and mind to find happiness.266 The transformation has the potential to bring 

happiness to our lives, not the short-term sense of gratification from pleasures like sex, 

drugs or gambling, but something that brings true and lasting happiness. The key to 

developing and generating compassion in one’s life is to make it a daily practice. We can 

train our minds, we can transform our minds; both require inner discipline. 

Zen is an important school of East Asian Buddhism that means “meditation.” 

Central to Zen teaching is the belief that “awakening can be achieved by anyone but 

requires instruction in the proper forms of spiritual cultivation by a master.”267 

Cultivating compassion in our lives requires a devotion to do it during the day; as you 

live, compassion has to be a constant part of your life. It can be become a part of your life 

and bring you happiness to you and to those around you.268  

Compassion develops by following these habits:269 

1. Morning ritual: The Dalai Lama suggested greeting each morning with a ritual 

like this: “Today I am fortunate to have woken up, I am alive, I have a precious 

human life, and I am not going to waste it. I am going to use all my energies to 

develop myself, to expand my heart out to others, to achieve enlightenment for 

                                                 
265 Paul Ekman, Emotional Awareness: Overcoming the Obstacles to Psychological Balance and 

Compassion: A Conversation between the Dalai Lama and Paul Ekman (Henry Holt and Co., 2008), 140. 
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the benefit of all beings, I am going to have kind thoughts towards others, I am 

not going to get angry or think badly about others, I am going to benefit others as 

much as I can.”270  

2. Empathy Practice: Try to imagine the pain other people are going through. Keep 

your focus on the other person to avoid shifting the attention to your own 

experience and memory of suffering and turning into sympathy instead of 

empathy.271 After doing this you should be able to empathize with anyone you 

know eventually instead of just those who are close to you. Empathy means 

supporting people to their freedom while receiving wisdom of lived experience.272  

3. Commonalities practice: Recognize what you have in common with other people, 

like places you live, interest, feelings, etc. We all need kindness, gratitude, love, 

and joy. While looking at another person, tell yourself: 

“Just like me, this person is seeking happiness in life; 

Just like me, this person is trying to avoid suffering in life; 

Just like me, this person has known sadness, loneliness and despair; 

Just like me, this person is seeking to fill needs; and 

Just like me, this person is learning about life.”273 

4. Relief of suffering practice: The next step is to want the suffering of another 

person to end, as you would like someone to wish for you. That intention can be 

grown with practice. The body and mind depend on each other. Mental suffering 

may be caused by the suffering of the body as well as physical suffering may be 

produced by the suffering of the mind. However, reducing the pain of the body 

sometimes does not reduce the suffering of the mind.274 

5. Act of kindness practice: Try doing something small each day to help end the 

suffering of another person; even a smile or kind word helps ease the suffering of 

others. Random acts of kindness ideas help spread kindness and prevent people 

from losing faith in humanity.275  

6. Those who mistreat us practice: It is not good to act in anger, instead withdraw. 

When you feel better, reflect on that person who mistreated you. Try to 

understand and do not take that personally. It might not be about you, but what 

that person is going through. If you are mistreated and you respond with kindness, 
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that person will be more likely to become kind towards you next time. With 

practice, you can learn to treat everyone with kindness, even people who mistreat 

you. Forgiving relieves stress. It can be a long and hard process but it may be a 

better option than holding resentment.  

7. Evening routine: Before you go to bed, think about your day and reflect on how 

you treated other people. Ask yourself if you acted with compassion towards 

others, and how well you did.  

 

Compassion helps to develop empathy between the caregiver and the patient, 

making the caregiver more effective in his or her practice. However, caregivers need to 

balance their own emotions and involvement regarding their patients’ suffering. The 

difference between sympathy and empathy in psychotherapeutic literature is that empathy 

refers to understanding the other’s experience and “maintaining a dual perspective, 

imagining oneself in the same situation as the other without forgetting that this 

experience is not one’s own but the other’s.”276 On the other hand, sympathy denotes just 

“reactivity and advocacy.”277 

Consider the pediatric oncology nurse, who works with young children and their 

grieving parents, as a witness of enormous suffering. Some children survive but many do 

not. Some argue that if a nurse feels the suffering of all of the children and all the parents, 

he or she would burn out. But one need not feel the suffering of others to be motivated to 

act compassionately in order to help to relieve their suffering.278 Maybe practitioners are 

not able to cure a person’s illness, but they can heal their suffering through compassion. 
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103 

  

 

 

Providers will be more effective if they empathize with their patients without getting into 

mourning with them.  

Burnout of clinicians and mental health professionals is known as compassion 

fatigue. Most often the phenomenon is associated with the “cost of caring for others in 

emotional pain.”279 This secondary traumatic stress can result from absorbing and 

internalizing the pain and suffering of the people clinicians care for. Compassion fatigue 

is nearly identical to post-traumatic stress disorder (PTSD), except that it affects those 

who are witnesses of another’s trauma. It includes physical, emotional, mental, and even 

spiritual exhaustion that can result from absorbing and internalizing the pain of the 

people they care for.  

PTSD is common in medical doctors and primary care, but studies have shown 

poor levels of knowledge about it among general physicians. When the diagnosis is 

delayed or missed, the caregiver is at risk of developing complications such as depression 

or alcohol abuse.280 

An awareness of the symptoms of compassion fatigue and their negative effect on 

health care providers’ lives can lead to positive change, personal transformation and a 

new resiliency. Symptoms of compassion fatigue include:281 

1. excessive blaming 

2. bottling up of emotions 

3. isolating oneself from others 

                                                 
279 C. R. Figley, "Traumatization and Comfort: Close Relationships May Be Hazardous to Your 

Health" (paper presented at Families and close relationships: Individuals in social interaction, Texas Tech 
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4. receiving an unusual amount of complaints from others 

5. voicing excessive complaints about administrative functions 

6. using substance abuse to mask feelings 

7. compulsive behaviors such as overspending, overeating, gambling, and sexual 

addictions 

8. poor self-care 

9. legal problems, indebtedness 

10. recurring of nightmares and flashbacks of traumatic events 

11. chronic physical ailments such as gastrointestinal problems and recurrent colds 

12. apathy, sadness, no longer finding activities pleasurable, loss of joy 

13. difficulty concentrating 

14. mental and physical tiredness 

15. preoccupation 

16. being in denial about problems. 

 

Compassion fatigue poisons the cultural environment of hospitals and private 

medical offices. Doctors who fail to deal with their emotions often develop sickness and 

fatigue symptoms. Dr. Sepkowitz stated, “I almost cried in front of a patient and her 

family.”282 Few expect to see a weeping doctor and it is not well regarded by the other 

members of the staff. Given the intense anxiety of serious illness, public crying in 

hospitals, by patients, family, or staff is less common than generally expected; people 

often remain buttoned up, dry-eyed, and determined to maintain composure.  

If clinicians were better able to deal with their feelings they would also be able to 

express more compassion and give more attention to their patients and be therapeutic for 

both patients and clinicians. Health care educators must teach all their staff to deal with 

their feelings, including sadness upon the uncomfortable truth, to prevent burnout. 

Providers must relieve their emotions to avoid becoming sick through the mind-body 

connection or entering the compassion fatigue zone. An important part of our health, 
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well-being, and recovery process is to interconnect our behavioral and emotional health 

to our body and physical symptoms.  

Compassion teaches that:283 

1. Fixing a problem is easy but sitting with another person who is suffering is hard. 

2. Doing all we can is not the same as as doing what we should. 

3. Patients are concentrated in their pain. Clinicians must advocate for their 

relationship to build bridges. 

4. Time is priceless; we spend it on what we are interested in. 

5. The most common disease clinicians treat is unhappiness and the greatest 

impediment treating their patients’ unhappiness is their own discontent. 

6. Clinicians expect a lot from data and too little from conversation. 

7. Community is the ideal place of healing, to receive and give compassion. 

 

The School of Medicine at Michigan State University gained national status for its 

innovation and excellence in humanistic medical student education. They are committed 

to teaching core institutional values: respect of and care for patients; commitment to 

community; and the incorporation of psychological, social, and spiritual elements into 

care delivery. The school’s curriculum has been guided by the philosophies of William 

Osler and Francis Peabody, nineteenth-century physicians who asserted, “The secret to 

the care for the patient is caring for the patient.”284  

Compassion is considered among the greatest of virtues. What characterizes 

virtuous clinicians? They possess courage, humility, and mercy together with 

competency, social responsibility, professional responsibility, honesty, compassion, and 

respect for others. There is a need to foster and promote the integration of professional 
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values and virtues into the daily practice of medicine, thereby promoting the dignity and 

inclusion of all people while responding to those most in need of care.  

Clinicians who are already burned out and suffering from compassion fatigue are 

in need of care themselves and less able to help others. Humor and laughter are 

therapeutic tools. Laughter is usually an unconscious response to social and linguistic 

signals. The psychodynamic viewpoint of Sigmund Freud described humor as one of the 

strongest of the defense mechanisms that allows an individual to face problems and avoid 

negative emotions. It is believed to be effective in distancing oneself, framing problems 

with perspective, and proactively managing distress.285  

Humor can be used by health care professionals to manage feelings, hide 

embarrassment, reduce tension, share a sense of solidarity with others or encourage 

others to convey messages about difficult subjects, such as death, that might be deemed 

more difficult if communicated seriously. Patients with chronic or terminal illnesses or 

disabilities often use humor in an attempt to be more socially acceptable, to identify with 

others and to detach themselves from their troubles.  

Clinicians may use humor in a therapeutic way for themselves to prevent 

compassion fatigue while also helping their patients by creating a more relaxed 

atmosphere and helping break down communication or relationship barriers. Humor 

helps to build trust and empathy if used appropriately and sensitively. Clinicians should 

never laugh about race, religion, sexual orientation, nationality, or disability. Humor 

helps the patient be more open and forthcoming and conveys the message that the 
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clinician is human. Humor facilitates the expression of feelings or impulses in a safe, 

nonthreatening way.286 

Laughter therapy, humor therapy, laughter meditation and laughter clubs have 

unique implications for group programs and self-management techniques. Dr. Madan 

Kataria, who practiced and taught laughter yoga, started the Laughter Club in Mumbai, 

India in 1995. The first session had five participants, but today, an estimated 300,000 

people worldwide regularly practice Laughter for Health. Dr. Kataria’s next project is the 

Laughter University, which will have campuses on five continents.287 
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Chapter 9 

CASE STUDIES 

The diagnosis of ADHD may be easily confused with other social problems 

and/or illnesses. Doctors and mental health care providers need to make every effort to be 

careful while diagnosing and especially if medicating patients they suspect are suffering 

from ADHD. 

 

# 1 

I received a referral for the school counseling of a six-year-old boy. The principal 

reported that he displayed severe disruptive behaviors with angry outbursts. He was 

waiting to be placed into a self-contained special education class for behavioral 

difficulties called Behavioral Disabilities class. Some of his tantrums were precipitated 

by frustration when he was not permitted to play continuously.  

However, his mother stated that his behaviors only occurred at school. She 

claimed that her son behaved well at home with his family and that he was making good 

progress academically. The boy had had a neurodevelopmental consultation two months 

before my first interview with his family; the doctor reported that the boy was sensitive to 

loud sounds, covered his ears when people were talking, occasionally hit himself, and had 

poor eye contact most of the time during the evaluation. The doctor also observed that the 

boy had problems shifting his attention and was intensely selective of preferred activities. 

His motor coordination was poor with moderate dyspraxia.  

Otherwise, the neurologist reported that the boy was healthy with no known 

family history of childhood developmental disorder, ADHD, or autism. In spite of the 
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reported atypical behaviors, this doctor stated there was not enough information to 

consider a diagnosis on the autism spectrum. This specialist diagnosed the boy with 

“stable neurologic dysfunction causing severe ADHD and mild motor incoordination, 

with social impairment and difficulty with peer social interaction.” The doctor added, 

“his behavior is strongly environmentally influenced.” The boy was prescribed ADHD 

medication treatment because of significant moderate attention and impulsivity problems 

consistent with the diagnosis of ADHD. Family counseling and/or individual or group 

psychotherapy was not recommended.  

This may be a typical case of misdiagnosis of ADHD. It seems that because the 

student had attention and impulse control problems, he was being treated with ADHD 

medication despite symptoms indicative of ASD. At the same time, this doctor did not 

refer the family for counseling or a partial care program where the boy could have been 

more extensively observed, assessed, and afforded behavior modification therapy. A lack 

of family history of autism and ADHD does not guarantee exclusion from these illnesses. 

Early diagnosis gives a child more opportunities to be placed into the right academic and 

therapeutic programs and receive the appropriate therapies. 

The boy and his family were referred by this counselor to in-home counseling 

services to work on behavior modification and parenting skills. Also he was referred for 

an evaluation to the autistic center of the local hospital looking for a second opinion on 

his diagnosis. A child suffering from autism will be placed in a very different class from 

Behavioral Disabilities, into a self-contained autistic class, to receive more services 

regarding poor social and neurological development, such as more intense speech and 

language therapy, occupational and physical therapy, and socialization skills group 
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participation. The boy was properly diagnosed as having ASD and was placed at a self-

contained autistic class. He also started receiving related services of speech/language 

therapy three times a week, occupational therapy, and school transportation.  

 

# 2 

A referral for In-Home counseling was assigned to me through the Division of 

Youth and Family Services (DYFS) to help two little boys, ages five and seven, with 

hyperactive, inattentive, oppositional, distracted and anxious behaviors. They had been 

having severe behavioral problems at school and at home. Both children were on 

medication for ADHD to control their behavior.  

As I would for any client, I called the family in advance to schedule the first 

appointment to go to their house. The mother of the children, I will call her Nancy, 

answered the phone and cordially accepted my visit. Her voice was smooth and fragile. 

She stated that she was anxious to receive the counseling services and that she would 

wait for me on the day we agreed on. When I arrived at the house, the whole family was 

home: mother, father, and two children. Everyone was quiet. The children were watching 

TV in the living room, the mother was cooking, and the father was fixing something 

around the house.  

From the beginning I noticed that both children became very anxious when their 

father left the room, although they knew that their father was around working on the 

house. They did not accept their father going away even for a short amount of time. They 

started crying and screaming, throwing things, being desperate, opening windows to call 
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to their father from inside and trying to leave the house to reach their father. These 

behaviors continued throughout my initial visits.  

The children’s mother did not have an explanation for that behavior. She told me 

that they wanted to be with their father and that they did not respect or listen to her at all. 

She blamed her husband for their children’s behavior because he was not strong enough 

to tell them to stop following him everywhere. Nancy stated that the children were more 

in control when they did not see their father while he was at work but that he provoked 

intolerable situations when he returned home. She was afraid that DYFS would take her 

children away if they escaped looking for their father around the neighborhood. She felt 

powerless and helpless. The children did not listen and wanted to do things their own 

way; they were aggressive with their mother and to each other. They were angry and 

unable to control themselves. They were both receiving special education at school.  

My contact with their father was somewhat difficult at the beginning. He never 

had the time for a thorough conversation and our communication was always interrupted 

by his children crying to take them with him. He explained that his older son had a short 

temper but thought it was nothing to worry about. He insisted that his children were 

having normal social development and that he did not see anything out of the ordinary for 

children. He seemed uninterested in the possibility of counseling.  

When Nancy was questioned about her marriage, she responded that they were 

having some arguments but in general they did not have major problems. Nancy did not 

work outside the home but she complained she did not have enough time to do everything 

for the family, including doctor and school appointments. Nancy looked sad and anxious. 

At this point, the house was in chaos. Every time I arrived and their father was not there, 
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the children were fighting; they were aggressively demanding that their mother do 

something unsuitable, like going to the park at that moment, eating sweets or watching 

inappropriate shows on the Internet; they were constantly whining. They both were 

throwing tantrums; one was pulling at his hair and scratching himself.  

Nancy was unable to enforce consequences for their behaviors. She was working 

with me on effectively imposing rules in her house as part of the parenting skills 

development, but she was not able to carry it out. Over time Nancy was deteriorating. Her 

concentration and attention decreased; she was moving and thinking slowly, her memory 

was impaired; she was always cooking and constantly eating in front of this counselor. It 

was very evident after my fifth session that she was in extreme need of help.  

After my insistence on knowing her husband’s whereabouts, Nancy finally told 

me he was seeing another woman and sleeping somewhere else, but that he was still 

coming to see the children every day. Nancy told me that she was feeling worse every 

time her children spent some time with their father eating at McDonalds or going to the 

mall. When the children left she felt empty, desperate, and very sad. She reported that she 

had been hospitalized in the past for having suicidal thoughts because she was feeling sad 

and anxious. She was having low weight despite eating constantly during the counseling 

sessions. She reported hearing voices, and felt she could not take care of her children 

anymore. 

At this point, my interventions and counseling centered on Nancy’s emotional 

health. All the agencies were advised of Nancy’s situation to provide back up and 

security for the family. Despite Nancy being on medication and receiving individual 
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counseling once a week, it was not enough for her to handle all the problems she was 

having.  

The children’s behaviors and poor attitude around their father made sense to me. 

The children felt very insecure living only with their mother who was unable to 

concentrate and pay attention to them. Their father minimized his children’s problems in 

contraposition to Nancy. Neither parent wanted to say anything because they were very 

afraid that their children would be taken away from them. The father was starting another 

family and his new partner was pregnant; he knew he could not take his children with 

him because it would upset Nancy.  

Nancy started telling this counselor about her childhood and adolescence. She 

said that since she was very young she had problems concentrating in school. She could 

not think very well and her memory was always impaired. She felt different from her 

friends and felt they did not want to be with her. Her parents had been very protective of 

her and constantly controlled her. They did not let her eat as much as she wanted to. 

Paradoxically, before her first hospitalization she was hearing voices saying “do not eat.” 

During that first hospitalization, Nancy was diagnosed as suffering from schizophrenia.288  

Nancy escaped from a European country with her then boyfriend, later the father 

of her two children, to come to the United States, leaving all her family behind. She did 

not have any relatives nearby. She was happy to be in this country initially; however, as 

soon as she was settling in the new place, her emotional problems started forcing her to 

act erratically and to feel anxious. Her children were born but she continued having fears 
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and obsessions. She was always hearing voices, feeling empty, and terribly sad. She had 

problems falling asleep and was waking up in the middle of the night. She became very 

tired and life with her husband became much more difficult. She was calling him at work 

more than 10 times a day to say she needed different things or to complain about 

something that had happened.  

Nancy frequently went to the supermarket spending hours looking at products. 

She liked having appointments and doing things outside her home to make her day busy. 

She was exhausted every day after her rounds; when she came back home she did not 

have the concentration, mental energy, or mental control to provide for her children, 

much less to discipline them. She became confused at times and needed quiet time to 

recover in order to start thinking right again.  

One day I found her on the phone speaking very sweetly with a man. Nancy was 

trying to find the right person for her. However, very soon she felt frustrated, empty and 

sad with this new relationship because the other person did not want to make 

commitments to her and her two children. Her cognitive and perceptual abilities were 

affected by her major mental health illness as she could not understand why the man she 

was having a relationship with did not call her anymore. Nancy started dressing 

provocatively and inappropriately for the weather, she did not feel any hot or cold 

temperature; she was obviously exposing her weaknesses to everyone on the street 

because she was not aware of her appearance or actions.  

Nancy was outside her parents’ controlling attitude to look for her right partner, 

she said, but now she felt controlled by her children’s father. According to her, he was 

impeding her freedom because he did not allow another man to enter the house he was 
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still paying for, to protect their children’s safety. Nancy intended to look for another 

place to move with her children to have more freedom, but all her efforts were 

insufficient due to her lack of income and lack of help from the public agencies.  

With the help of the counseling and other agencies that intervened in this case, the 

children’s behaviors became better, but Nancy became more anxious and desperate. Her 

husband was helping her with the children every time she wanted, but she became sadder 

and unable to cope with her feelings. As soon as the children’s father had a baby with the 

other woman, one of her boys told his teacher that his mother wanted to kill his father’s 

new baby. DYFS intervened again and Nancy had to defend herself from her awful 

feelings under the threat of losing her children.  

Nancy was unable to communicate and healthily relate to her children, but she felt 

more alone when they were not around her; she needed them very badly. She wanted to 

do everything to make them happy but she was constantly having thoughts in her head to 

attend to, making her unable to concentrate, control them, and bring them some security 

and happiness.  

By the end of the counseling, Nancy was frequently calling me to know when our 

appointment was set. She refused to speak or socially share with people from church or 

her husband’s relatives because she did not trust them. Nancy became more disoriented 

and unable to think. Finally, she was re-hospitalized and her children were the witnesses 

of her deterioration. She was using all the services available to her, taking her 

medication, and having different psychotherapies, but nothing alleviated her symptoms. 

The mental illness was implacable for her.  
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Soon after this, the children went to live with their father. They did not take any 

more medications for ADHD. They looked happier and more functional. Their father 

stated that they did not fight with each other anymore and their behaviors were 

appropriate. They continued attending school and no incidental problems were reported at 

school. A week after their mother’s hospitalization, the children’s father called me to 

continue with the counseling because he was feeling they now needed to speak to 

somebody since their mother was not living with them and they were missing her. One 

month later their mother was discharged from the hospital and had visitation rights to see 

her children every day.  

The brothers were both diagnosed as having ADHD and had taken medication 

from a young age. Their social problems put them in the position to scream for help and 

desperation about their mother’s illness. At the same time, their mother was constantly 

knocking on the doors of the pediatric specialists looking for more medication to control 

her children. Their behaviors improved when their father was able to take proper care of 

them and when they stopped taking the ADHD medication. 

I have shown through my arguments and these case studies that in some cases 

children and adolescents are misdiagnosed as having ADHD and given unnecessary 

medication. As demonstrated in these cases, misdiagnosis can sometimes cover up 

underlying problems. 
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CONCLUSION 

My interest in ADHD is the reason for this dissertation. Children suffering from 

ADHD have substantial problems in academic achievement and psychosocial skills that 

impact not only their childhood but also their families. ADHD can limit success, strain 

relationships, and diminish well-being. In this paper, I explored methods of treatment 

from different perspectives and schools of thought to approach and treat the controversial 

and challenging symptoms of ADHD in children in an attempt to reduce or avoid taking 

stimulant medication. 

Medication for ADHD is not always helpful because it does not correct all of the 

problems, some parents are opposed to medicating their children, side effects can cause 

additional problems or exacerbate existing ones, and medications carry the possibility of 

masking other underlying or untreated medical conditions. Additionally, lack of access to 

appropriate medical/medication care makes appropriately medicating children difficult, 

and medication does not teach children how to attenuate their symptoms and be more 

socially accepted when they stop taking that medication.  

ADHD and its symptomatology have been researched worldwide in the last 

decade due to the alarming proportion of children diagnosed with the disorder. In 2001, 

the APA published an article on the controversial issue of medicating children, and 

expressed their concern that the medication administered at schools for ADHD surpassed 

medication for any other chronic health condition.289 It is imperative that schools and 

private practitioners implement programs to address ADHD symptoms with the 

incorporation of psychological treatments including interventions that lead to better sleep, 
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obtaining benefits also from exercising and proper nutrition as the preferred alternative to 

stimulant medication whenever possible.  

In my opinion, our failure in schools is the lack of psychosocial interventions 

needed to help ADHD children because medication and special education are not enough 

to change their behaviors; they are often only putting a bandage on a much bigger 

problem. Suffering from ADHD symptoms may potentially have damaging life-long 

consequences, and given the number of children suffering from the disorder more 

specialized services like psychosocial interventions are needed. Schools are the perfect 

place to work on daily prevention and to serve as laboratories to conduct accurate 

assessments and evaluations of children presenting with ADHD symptomatology. 

Schools must create the opportunity to discover other problems like social factors that 

may contribute to the ADHD symptoms of their students. 

It would be interesting to see how attention and concentration in classrooms could 

be improved by making changes to school schedules for children suffering from ADHD 

symptoms. Even creating a pilot program for the whole student body, including more 

periods of recess at school during the day, may improve not only attention but also 

academics. 

Doctors better understand suffering when they hear their patients’ stories. Doctors 

who show compassion know their patients’ stories. Reading and writing narratives helps 

doctors to be more compassionate and facilitates learning more about their patients. This 

exercise helps doctors fill in the gaps in their patients’ stories. From the perspective of 

patients this is also a part of their healing process; if doctors listen when patients cry out 
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they will be more willing to share their stories and will thereby arrive at more accurate 

diagnosis and treatments.  

Experienced doctors have reported that their profession as doctors is worsening 

due to external forces that take away their time from their patients. This problem is 

provoking a big twist in medicine preventing doctors from building the right relationship 

to care and cure. This affects patients’ recovery. In the healing relationship between 

doctor and patient, Dr. Edmund Pellegrino explained that the “character of the physician 

is an irreducible factor in the healing relationship.”290  

There is a tendency in this new age of medicine to study the cases, not the 

patients, losing sight of the individual. At a recent medical residents’ conference about 

humanities that I attended as part of my doctoral study, medical students were asked why 

they were in the field of medicine. Only 1, of about 20 medical residents, responded “to 

take care of patients.” Dr. Carola Eisenberg, a distinguished psychiatrist who has taught 

both at Johns Hopkins and at Harvard Medical School, wrote: “The satisfaction of being 

able to relieve pain and restore function, the intellectual challenge of solving clinical 

problems, and the variety of human issues we confront in daily clinical practice will 

remain the essence of doctoring, whatever the changes in the organizational and 

economic structure of medicine.”291 

Pellegrino stated that “medicine is a moral community because it is at heart a 

moral enterprise and its members are bound together by a common moral purpose.”292 

                                                 
290 Edmund D. Pellegrino and David C. Thomasma, The Virtues in Medical Practice (New York: 

Oxford University Press, 1993), 29. 

 
291 Richard C. Reynolds et al., On Doctor[i]ng : Stories, Poems, Essays, New, revised, and 

expanded edition. ed. (New York: Simon & Schuster, 1995), 20. 

 
292 Pellegrino and Thomasma, 3. 



120 

  

 

 

Nature, disposition, and knowledge must be the most important qualifications of doctors. 

He reported that the source of the goals and purposes of medicine for centuries “was the 

character of the physician… In modern times…virtue has been supplanted by principle- 

and rule-based ethics.”293 It is difficult to find a solution to this problem. In his chapter 

“Medicine as a Moral Community,” he wrote that many doctors want to emphasize “the 

patient’s welfare and the idea of a profession. Others see no reason why physicians 

should be held to a higher standard of ethical conduct than anyone else.”294 Pellegrino 

responded that doctors must have a higher standard of ethical conduct because “the 

healing relationship is itself the foundation for the special obligation of physicians as 

physicians.”295 All of us, as patients, can see the distinct difference between the two kinds 

of doctors. Dr. Rene Favaloro, who was an Argentine cardiac surgeon best known for his 

pioneering work on coronary artery bypass surgery, expressed his concern about the 

future of medicine. He stated that the medical profession has been influenced by the 

mercantilist society where doctors are more interested in money than in prescribing the 

right treatment to their patients.296  

Prevention and early intervention of ADHD symptoms are very important to 

correcting problems before they become overwhelming difficulties. Preschool children 

need to be assessed for symptoms of inattention, hyperactivity, and impulsivity. DuPaul 
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and Kern asserted in their book Young Children with ADHD: Early Identification and 

Intervention that it is important to provide young children with psychosocial 

interventions specifically designed for treating preschool children experiencing ADHD 

symptoms. They stated that “the behaviors that attention deficit/hyperactivity disorder 

(ADHD) compromises…are relatively common among preschool children.”297 The 

authors also encouraged screening young children for disorders that may be comorbid 

with ADHD, such as oppositional defiant disorder, generalized anxiety disorder, 

separation anxiety disorder, and major depression. 

I agree with Nigg’s statement that ADHD needs more research of the “complex 

etiological pathways that involve joint effects of within child and contextual factors in 

development.”298 One new pathway can be to research the effects of providing the child 

with a psychological treatment from the Humanistic school of thought for at least one 

year. Humanistic Psychology might provide an important contribution in controlling the 

overmedication of youth suffering from ADHD by balancing medical treatment with the 

incorporation of psychotherapy. Then, it will be important to reassess symptoms of 

ADHD and how they really affect the whole persona, including academics.  

Marianne Leuzinger-Bohleber, Jorge Canestri, and Mary Target, professionals 

trained in the theory of psychoanalysis, reported that “clinical experience suggests a 

spectrum diagnosis in reference to ADHD.”299 The authors stated that ADHD symptoms 

                                                 
297 George J. DuPaul and Lee Kern, "Young Children with ADHD Early Identification and 

Intervention," Communiqué (National Association of School Psychologists) 39, no. 7 (May 1, 2011): 20. 

 
298 Nigg, What Causes ADHD? Understanding What Goes Wrong and Why, 338. 

 
299 Marianne Leuzinger-Bohleber, Jorge Canestri, and Mary Target, Early Development and Its 

Disturbances: Clinical, Conceptual and Empirical Research on ADHD and Other Psychopathologies and 

Its Epistemological Reflections, Developments in Psychoanalysis Series (London: Karnac, 2010), 82. 

 



122 

  

 

 

are diverse and can be shaped by “stress factors, and different combinations of biological 

and psychosocial risks.”300 They added that it is essentially important to “differentiate 

every individual case and to not act on the assumption of a common genesis or a common 

psychodynamic appearance. The different etiological backgrounds can impact the 

developmental course quite differently.”301 

The New York Times reported recently in an article by Benedict Carey that 

“Children with attention-deficit problems improve faster when the first treatment they 

receive is behavioral–like instruction in basic social skills–than when they start 

immediately on medication, a new study has found.”302 This conclusion was published in 

two recent studies in the Journal of Clinical Child & Adolescent Psychology, and they are 

probably the first to evaluate the effect of providing behavior therapy first, following with 

stimulants as a supplement if needed.  

One of the studies assessed which method had better outcomes, the behavioral 

treatment or the pharmacological treatment initiated first. One hundred forty-six children 

with ADHD from 5 to 12 years old, 76% male and 80% Caucasian, participated in the 

study conducted for 1 school year. The behavior intervention treatment provided 

behavioral parent training for 8 group sessions and brief teacher consultation to create a 

Daily Report Card. The treatment added other modalities if needed monthly. The 

medicated group started receiving extended-release methylphenidate equivalent to 0.15 

mg and the dose was increased as needed according to the presenting behaviors. At the 

                                                 
300 Leuzinger-Bohleber, Canestri, and Target, 82-83. 

 
301 Ibid., 83. 

 
302 Benedict Carey, "Early Behavior Therapy Found to Aid Children with A.D.H.D.," accessed 

February 22, 2016, www.nyti.ms/1LuhGcF. 
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end of the study, authors concluded that the “group beginning with behavioral treatment 

displayed significantly lower rates of observed classroom rule violations…and tended to 

have fewer out-of-class disciplinary events.”303 Results of this study sustained the idea 

that beginning treatment with behavioral intervention produced better outcomes overall 

than beginning treatment with medication.  

The second study cited by The New York Times showed a comparison of costs 

from the above behavioral intervention, pharmacological intervention, and the combined 

intervention. Authors concluded that  

Beginning treatment with a low-dose/intensity regimen of behavior modification 

(large-group parent training) was less costly for a school year of treatment ($961) 

than beginning treatment with a low dose of stimulant medication ($1,669), 

regardless of whether the initial treatment was intensified with a higher “dose” or 

if the other modality was added…these findings suggest that initiating treatment 

with behavior modification rather than medication is the more cost-effective 

option for children with ADHD.304  

 

Alfred Sommer stated in his chapter “U.S. Health Care System” that a reformed 

health care system would ideally have “evidence-based medicine” as the norm in medical 

practice because physicians had not been attentive to evidence of what works and at what 

cost.305 He reported that one size does not fit all, but similar patients and conditions 

require similar care. If ineffective and unproven interventions are eliminated, public 

health will improve and costs will be lowered.  

                                                 
303 William E. Pelham et al., "Treatment Sequencing for Childhood ADHD: A Multiple-

Randomization Study of Adaptive Medication and Behavioral Interventions," Journal of Clinical Child & 

Adolescent Psychology (2016), http://dx.doi.org/10.1080/15374416.2015.1105138. 

 
304 Timothy F. Page et al., "Comparative Cost Analysis of Sequential, Adaptive, Behavioral, 

Pharmacological, and Combined Treatments for Childhood ADHD," Journal of Clinical Child & 

Adolescent Psychology (2016), http://dx.doi.org/10.1080/15374416.2015.1055859. 

 
305 Alfred Sommer, Getting What We Deserve: Health and Medical Care in America (Baltimore: 

Johns Hopkins University Press, 2009), 106. 
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My work and study have shown that relief can be achieved with the incorporation 

of healthy treatments proven scientifically effective in diminishing symptoms of ADHD 

in children, at least in those with mild to moderate symptoms. The ADHD Symptoms 

Clinic treats every child as a unique entity by understanding, identifying, and treating the 

symptoms through an individual approach. If successful, parents will have an alternative 

to the easy pill for their children through an integrative approach of treatment. 

Furthermore, the ADHD Symptoms Clinic may be more cost-effective while improving 

public health, not only in comparison to the cost of medication but with the possibility to 

avoid the need of special education at school.  

Whether or not ADHD is determined to be a distinct illness, the symptoms are 

real and the number of children suffering from those symptoms constitutes an alarming 

proportion of young people. The ADHD Symptoms Clinic may benefit all children 

suffering from mild to moderate symptoms.  

After years of practice in the field of counseling and school psychology, I have 

not had the opportunity to offer an alternative treatment to those children suffering from 

ADHD without the need of stimulant medication. Now I do. At this time, with all the 

research done to help reduce ADHD symptoms without medication, different treatments 

must be promoted to alleviate ADHD symptoms. This is what drives my interest: finding 

good practices or plausible interventions to be implemented at private practices, schools, 

and community center through a new way of managing symptoms of poor concentration 

and attention span, distractive behaviors, hyperactivity, and impulsivity in children and 

adolescents.  
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The ADHD Symptoms Clinic includes, but is not limited to, individual and family 

therapy; participation in psychosocial programs at schools or community centers for 

children and their parents; intake of herbal products and nutritional supplements; proper 

counseling for sleep disorders; psychological and/or psychiatric evaluations to assess 

possible mental health comorbidities, such as oppositional behavior, depression, and 

anxiety; specialty evaluations to rule out possible physical comorbidities, such as asthma 

or sleep apnea; CST evaluations when children present with learning disorders; a regimen 

of exercise that has been proven effective in the neurogenesis of neurological and/or 

mental health conditions; and a restricted diet to benefit ADHD symptomatology.  

This treatment method was developed by looking at the person as a whole: 

emphasizing the mind-body connection and the individual approach to illness. Scientists 

have discovered the connection between stress and health and the “powerful mind-body 

connection through which emotional, mental, social, spiritual, and behavioral factors can 

directly affect our health.”306 For this reason, the diagnosis and treatment of ADHD 

symptoms needs to be approached individually, one child at a time.  

 

Treating the Symptoms of ADHD 

Treating the symptoms of ADHD as one disease is difficult because of the 

number of other conditions that have similar symptoms. An alternate psychological 

model of treatment for ADHD symptoms is currently indispensable to assess and treat 

their presenting symptoms case by case while acknowledging that some symptoms may 

need to be treated temporarily with medication. 

                                                 
306 "The Mind-Body Connection," NIH Medline Plus 3, no. 1 (2008): 4. 
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This study has shown that: 

1. The medical diagnosis of ADHD in children must be very rigorous; it needs to 

assess possible psychological and/or psychiatric diagnoses that have overlapping 

symptoms of ADHD taking into consideration possible comorbidities, such as 

physical, emotional, and neurocognitive problems that may be causing or 

mimicking ADHD symptoms and treat them first. 

2. Medical problems causing sleep disorders have to be assessed and treated first. 

Effective forms of treatment are CBT, sleep hygiene programs for parents and 

children, taking melatonin and/or tryptophan as nutritional supplement, taking 

valerian root and/or lemon balm extract, participating in practices of meditation, 

avoiding caffeine, and increasing physical activity.  

3. Exercise helps tremendously in increasing neurotransmitters’ ability to facilitate 

neurogenesis and with it the improvement of attention and concentration.  

4. By joining psychosocial activities at the local library or community centers, and 

participating in games or competitions with same age peers, patients improve 

socialization and increase physical activity.  

5. Children can benefit from following a restricted diet by reducing artificial food 

dyes (food colors), ingesting omega-3 fatty acid supplementation including EPA 

daily, and having an emphasis on healthy and nutritious meals as a basic diet.  

6. Attending individual and family psychotherapy sessions, especially those 

approached from a humanistic perspective, will give children suffering from 

ADHD symptoms an opportunity to work on their emotional difficulties. They 

can also attend other therapies such as neurofeedback and Stress Inoculation 

Training, and/or a partial care after school program for children with emotional 

difficulties.  

7. Parents and students should participate in psychosocial programs offered at 

schools or community centers to increase behavior modification, socialization 

abilities, and parenting skills conducive to improving academics and school 

functioning. 

8. Teachers and parents should apply behavior-changing strategies to deal with 

difficult situations such as the token reward systems and timeouts. 

9. Increasing time that parents spend with their children playing table games will 

increase appropriate behaviors and neurocognitive functioning. 

10. CSTs should consider testing children to assess possible learning disabilities that 

may be impacting their academics. Psychological and educational evaluations will 

provide more information about their intellectual potential and achievement level.  

 

There is no way to prevent ADHD symptoms from occurring, but there are 

healthy habits for parents, good for everyone, that can help children with this disorder to 

be social, emotional, and physically healthier. These habits include:307  

                                                 
307 Mayo Clinic, "Attention-Deficit/Hyperactivity Disorder (ADHD) in Children," accessed June 

11, 2012, www.mayoclinic.com/health/adhd/DS00275. 
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1. Avoiding alcohol, cigarettes, and drugs during pregnancy to promote healthy fetal 

development. 

2. Protecting children from exposure to pollutants and toxins such as cigarette 

smoke, industrial chemicals, and lead found in old wall paints. 

3. Being consistent setting limits for children with poor behaviors. 

4. Following a daily routine with clear expectations about bedtime, morning time, 

mealtime, simple chores, and time on television and electronics. 

5. Advocate that children participate in sports and daily exercise. 

6. Making eye contact when speaking to children and praising them for healthy 

behaviors.  

7. Being an advocate for your children at school, trying to identify problems that can 

impede or interfere with learning or appropriate social interaction. 

8. Requiring that homework be done in a quiet place, following a routine and 

schedule; using a timer for tasks; breaking between assignments; crossing off 

tasks when completed; encouraging your child to have a study buddy to call for 

homework clarification; limiting distractions during homework time, and 

returning all supplies/homework to backpack prior to bedtime. 

 

Raising children with ADHD symptoms requires patience and energy. It can 

engender confusing emotions about parenting, sometimes resulting in parents blaming 

themselves for the inappropriate behaviors of their children. It is important that parents 

share their feelings and experiences with friends, relatives or a parent support group. 

Practical information about schedules and parenting skills is a valuable resource and may 

provide emotional support. Parents need to take care of themselves by getting plenty of 

exercise, enough sleep, learning how to reduce stress through relaxation exercises, and 

making time for activities they may enjoy.  

As Joseph Herman reported in the Journal of Medical Humanities, medicine is 

both a science and an art.308 It is impossible to reduce medicine to the scientific only 

because doctors and patients need both the science of objective measurement and the art 

of clinical proficiency and judgment to effectively ensure health and solve natural 

                                                 
 
308 J. Herman, "Medicine: The Science and the Art," Medical Humanities 27, no. 1 (June 1, 2001): 

42-46. 
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problems of human life. Furthermore, doctors need to understand the psycho-sociological 

issues of our time. 

As George Engel stated, patients always ask themselves: “Do my doctors know 

who I am, who I have been, who I still want to be? Do they understand what I am going 

through, my suffering, my pain, my distress? Do they understand my hopes and 

aspirations, my fears and shames, my vulnerabilities and strengths, my needs and 

obligations and my values? Above all do they sense my personhood and my 

individuality? Do they acknowledge my humanity? Do they care?”309 The ADHD 

Symptoms Clinic strives to answer George Engel’s questions with a very strong YES! 

 

 

 

 

 

 

 

 

 

 

 

                                                 
309 George L. Engel, "The Need for a New Medical Model: A Challenge for Biomedicine," 

Psychodynamic Psychiatry 40, no. 3 (2012), http://dx.doi.org/101521pdps2012403377. 
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Appendix 1 

FIGURES 

 

Figure 1. 

 

Graphic courtesy of Centers for Disease Control and Prevention, available from 

www.cdc.gov/ncbddd/adhd/prevalence.html. 
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Figure 2.

 

Graphic courtesy of National Institute of Mental Health (NIMH), “Attention Deficit 

Hyperactivity Disorder (ADHD),” NIH Publication No. 08-3572, 21, 

http://www.nimh.nih.gov/health/publications/attention-deficit-hyperactivity-

disorder/adhd_booklet.pdf.  
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Appendix 2 

RESOURCES 

 

www.help4adhd.org   

This is a government-funded information clearinghouse that offers research findings: 

information on diagnosis, treatment and interventions about the ADHD disorder. It 

provides information on the educational rights of children and adolescents with ADHD 

and how they make a smooth transition to college. 

www.chadd.org   

This is a national ADHD advocacy organization that shares information about how to be 

an effective parent through parentto-parent classes and connecting with others in their 

community through the local CHADD group. Members can receive weekly ADHD tips 

and tools about the illness. 

www.add.org    

This site is about research, treatment, and family and legal issues pertaining to ADD and 

ADHD. It features personal stories and has a Kids’ Area in which children are encourage 

to provide their opinions and thoughts about the disorders. It also contains links to 

support groups and other Web sites.  

 

 

 

http://www.help4adhd.org/
http://www.chadd.org/
http://www.add.org/
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