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Attention Deficit & Hyperactivity Disorder

by Dr Martin Phillips

Attention-Deficit Hyperactivity Disorder (ADHD) is a neurobehavioural developmental disorder affecting about

3-5% of the world's population under the age of 19 years. It typically presents itself during childhood and is charac-

terised by a persistent pattern of inattention and/or hyperactivity, as well as forgetfulness, poor impulse control or

impulsivity and distractibility. 

ADHD is currently considered to be a persistent and chronic condition for which no medical cure is available, al-

though medication can be prescribed. ADHD is most commonly diagnosed in children and, over the past decade,

has been increasingly diagnosed in adults. About 60% of children diagnosed with ADHD retain the condition as

adults. It appears to be highly heritable, although one-fifth of all cases are estimated to be caused from trauma or

toxic exposure.

Methods of treatment usually involve some combination of medications, behaviour modifications, life style changes,

and counselling. The scientific consensus in the field, and the consensus of the national health institutes of the

world, is that ADHD is a disorder which impairs functioning, and that many adverse life outcomes are associated

with ADHD.

History

The clinical definition of "ADHD" dates to the mid-20th century, when physicians developed a diagnosis for a set

of conditions variously referred to as "minimal brain damage","minimal brain dysfunction", "learning/behavioural

disabilities" and "hyperactivity". 

Researchers speculate that earlier references to the condition as mentioned in the examples below, have been

made throughout history.

HippocratesIn 493 BCE, physician-scientist Hippocrates described a condition that seems to be compatible with

what we now know as ADHD. He described patients who had "quickened responses to sensory experience but

also less tenaciousness because the soul moves on quickly to the next impression". Hippocrates attributed this

condition to an "overbalance of fire over water”. His remedy for this "overbalance" was "barley rather than wheat

bread, fish rather than meat, water drinks and many natural and diverse physical activities.” Shakespeare made ref-

erence to a "malady of attention", in King Henry VIII.

In 1845, Dr. Heinrich Hoffmann (a German physician and poet who wrote books on medicine and psychiatry) be-

came interested in writing for children when he couldn't find suitable materials to read to his 3-year-old son. The

result was a book of poems, complete with illustrations, about children and their undesirable behaviours. "Die

Geschichte vom Zappel-Philipp" (The Story of Fidgety Philip) in Der Struwwelpeter was a description of a little

boy who could be interpreted as having attention deficit hyperactivity disorder or as merely a moral fable to

amuse young children and encourage them to behave properly.

In 1902, the English pediatrician George Still gave a series of lectures to the Royal College of Physicians in England,

and described a condition which some have claimed is analogous to ADHD. Still described a group of children with

significant behavioural problems, caused, he believed, by an innate hereditary dysfunction and not by poor child

rearing or environment.

In 1918–19, the world-wide influenza pandemic left many survivors with encephalitis, affecting their neurological

functions. Some of these exhibited immediate behavioural problems which may correspond to ADHD (although

no diagnosis for such a disorder existed at the time). This caused many later commentators to believe that the

condition was the result of injury rather than heredity. (The concept of hyperactivity not being caused by brain
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damage was first described by Stella Chess as, "Hyperactive Child Syndrome" in 1960. This caused a significant rift

in the understanding of the disorder. Europeans saw hyperkinesis as unusual and often associated it with retarda-

tion, brain damage and conduct disorders, and changes to the ICD were not made until 1994.

In 1957, the stimulant methylphenidate (Ritalin, which was first produced in 1950) became available under various

names (including Focalin, Concerta, Metadate, and Methylin); it remains one of the most widely prescribed medica-

tions for ADHD. Initially the drug was used to treat narcolepsy, chronic fatigue, depression and to counter the se-

dating effects of other medications. The drug began to be used for ADHD in the 1960s and steadily rose in use.

Psychiatry officially codified a condition called “hyperkinetic reaction of childhood” in 1968, displaying the psycho-

analytical influences of that time. The name Attention Deficit Disorder (ADD) was first introduced in DSM-III, the

1980 edition. By 1987 – The DSM-IIIR was released changing the diagnosis to "Undifferentiated Attention Deficit

Disorder." Further revisions to the DSM were made in 1994 – DSM-IV described three groupings within ADHD,

which can be simplified as: mainly inattentive; mainly hyperactive-impulsive; and both in 

combination.

In 1975, pemoline (Cylert) was approved by the FDA in the US for use in the treatment of ADHD. While an effec-

tive agent for managing the symptoms, the development of liver failure in 14 cases over the next 27 years would

result in the manufacturer withdrawing this medication from the market. New delivery systems for medications

were invented in 1999 that eliminated the need for multiple doses across the day or taking medication at school.

These new systems include pellets of medication coated with various time-release substances to permit medica-

tions to dissolve hourly across an 8–12 hour period (Metadate CD, Adderall XR, Focalin XR) and an osmotic

pump that extrudes a liquid methylphenidate sludge across an 8–12 hour period after ingestion (Concerta).

The fact that diagnoses of ADHD occur at a higher incidence per capita in the United States than many other

countries, notably the United Kingdom, has led to doubts concerning its inheritability. However, it has been sug-

gested that the higher incidence in the U.S. is to be expected given its history of colonisation and later immigra-

tion from overseas, since the disorder may be one manifestation of the restlessness which leads people to leave

their home countries.

During 1996, ADHD accounted for at least 40% of child psychiatry references in the US.

In 2003, atomoxetine (Strattera) received the first FDA approval for a nonstimulant drug to be used specifically for

ADHD. In 2007, lisdexamfetamine (Vyvanse) becomes the first prodrug to receive FDA approval for ADHD. Lis-

dexamfetamine is used to control symptoms of attention deficit hyperactivity disorder  in adults and children. Lis-

dexamfetamine is in a class of medications called central nervous system stimulants. It works by changing the

amounts of certain natural substances in the brain.

Classification

ADHD is a developmental disorder, in that, in the diagnosed population, certain traits such as impulse control sig-

nificantly lag in development when compared to the general population. Using magnetic resonance imaging, this de-

velopmental lag has been estimated to range between 3 years, to 5 years in the prefrontal cortex of those with

ADHD patients in comparison to their peers; consequently these delayed attributes are considered an impair-

ment. ADHD has also been classified as a behaviour disorder and a neurological disorder or combinations of these

classifications such as neurobehavioural or neurodevelopmental disorders.

Three forms of ADHD exist, ADHD-PI or ADHD Primarily Inattentive (previously known as ADD or Attention

Deficit Disorder), ADHD-PH/I or ADHD Primarily Hyperactive/Impulsive, and ADHD-C or combined type. The

majority of studies have looked at ADHD-C, with much less work done on ADHD-PI.
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Symptoms

The most common symptoms of ADHD are distractibility, difficulty with concentration and focus, short term

memory loss, procrastination, problems organising ideas and belongings, tardiness, impulsivity, and weak planning

and execution. Not all people with ADHD exhibit all symptoms. The Diagnostic and Statistical Manual of Mental

Disorders categorises the symptoms of ADHD into two clusters: Inattention symptoms and Hyperactivity/Impul-

sivity symptoms. Most ordinary people exhibit some of these behaviours but not to the point where they seriously

interfere with the person's work, relationships, or studies or cause anxiety or depression. Children do not often

have to deal with deadlines, organization issues, and long term planning so these types of symptoms often become

evident only during adolescence or adulthood when life demands become greater.

According to an advanced high-precision imaging study at the United States National Institutes of Health's Na-

tional Institute of Mental Health, a delay in physical development in some brain structures, with a median value of

three years, was observed in the brains of 223 ADHD patients beginning in elementary school, during the period

when cortical thickening during childhood begins to change to thinning following puberty. The delay was most

prominent in the frontal cortex and temporal lobe, which are believed responsible for the ability to control and

focus thinking, attention and planning, suppress inappropriate actions and thoughts, remember things from moment

to moment, and work for reward, all functions whose disturbance is associated with a diagnosis of ADHD; the re-

gion with the greatest average delay, the middle of the prefrontal cortex, lagged a full five years in development in

the ADHD patients.

In contrast, the motor cortex in the ADHD patients was seen to mature faster than normal, suggesting that both

slower development of behavioural control and advanced motor development might both be required for the

restlessness and fidgetiness that characterise an ADHD diagnosis. Aside from the delay, both groups showed a sim-

ilar back-to-front development of brain maturation with different areas peaking in thickness at different times. This

contrasts with the pattern of development seen in other disorders such as autism, where the peak of cortical

thickening occurs much earlier than normal.

Hyperactivity is common among children with ADHD but tends to disappear during adulthood. However, over half

of children with ADHD continue to have symptoms of inattention throughout their lives.

Inattention and "hyperactive" behaviour are not the only problems with children with ADHD. ADHD exists alone

in only about 1/3 of the children diagnosed with it. Many of these co-existing conditions require other courses of

treatment and should be diagnosed separately instead of being grouped in the ADHD diagnosis.

Some of the associated conditions are: a. Oppositional Defiant Disorder (35%) and Conduct Disorder (26%).

These are both characterised by extreme anti-social behaviours. These disorders are frequently characterised by

aggression, frequent temper tantrums, deceitfulness, lying, or stealing. b. Primary Disorder of Vigilance. Charac-

terised by poor attention and concentration, as well as difficulties staying awake. These children tend to fidget,

yawn and stretch, and appear to be hyperactive in order to remain alert and active. 

Causes

Genetic Factors

According to a majority of medical research in the United States, as well as other countries, ADHD is today gener-

ally regarded as a chronic disorder for which there are some effective treatments, but no true cure. Evidence sug-

gests that hyperactivity has a strong heritable component, and in all probability ADHD is a heterogeneous

disorder, meaning that several causes could create very similar symptomology. Candidate genes include dopamine

transporter (DAT), dopamine receptor D4 (DRD4), dopamine beta-hydroxylase (DBH), monoamine oxidase A

(MAOA), catecholamine-methyl transferase (COMT), serotonin 

transporter promoter (SLC6A4), 5-hydroxytryptamine 2A receptor (5-HT2A) and 5-hydroxytryptamine 1B recep-

tor (5-HT1B). 
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Studies show that there is a familial transmission of the disorder which does not occur through adoptive relation-

ships. Twin studies indicate that the disorder is highly heritable and that genetics contribute about three quarters

of the total ADHD population. While the majority of ADHD is believed to be genetic in nature, roughly one-fifth of

all ADHD cases are thought to be acquired after conception due to brain injury caused by either toxins or 

physical trauma prenatally or postnatally.

Common Symptoms

Additionally, SPECT scans found people with ADHD to have reduced blood circulation, and a significantly higher

concentration of dopamine transporters in the striatum which is in charge of planning ahead.  

Medications focused on treating ADHD such as methylphenidate) work because they force blood to flow in cer-

tain areas of the brain, such as those that control and regulate concentration, which usually don't receive a normal

or sufficient amount of blood flow or circulation in the brains of individuals with ADHD. A study by the U.S. De-

partment of Energy’s Brookhaven National Laboratory in collaboration with Mount Sinai School of Medicine in

New York suggest that it is not the dopamine transporter levels that indicate ADHD, but the brain's ability to pro-

duce dopamine itself. 

Although there is evidence for dopamine abnormalities in ADHD, it is not clear whether abnormalities of the

dopamine system are the molecular abnormality of ADHD or a secondary consequence of a problem elsewhere.

Researchers have described a form of ADHD in which the abnormality appears to be sensory overstimulation re-

sulting from a disorder of ion channels in the peripheral nervous system.

Scans were taken while patients were engaging in tasks requiring focused attention. The greatest deficits were

found in the premotor cortex and superior prefrontal cortex.

Environmental Factors

The estimated contribution of non genetic factors to the contribution of all cases of ADHD is 20 percent.

Pre-Natal

The environmental factors implicated are common exposures and include alcohol, in utero tobacco smoke and

lead exposure, believed to stress babies prenatally. Lead concentration below the Center for Disease Control's ac-

tion level account for slightly more cases of ADHD than tobacco smoke (290 000 versus 270 000, in the USA, ages

4 to 15). Complications during pregnancy and birth—including premature birth—might also play a role. It has been

observed that women who smoke while pregnant are more likely to have children with ADHD. This could be re-

lated to the fact that nicotine is known to cause hypoxia (lack of oxygen) in utero, but it could also be that ADHD

women have more probabilities to smoke 

both in general and during pregnancy, being more likely to have children with ADHD due to genetic factors. An-

other factor that may be correlated with ADHD is mobile phone usage. A study surveying over 13,000 children

found use of mobile phone handsets by pregnant mothers raised the risk of hyperactivity, emotional problems, and

conduct problems, much to the researchers' surprise. 

Diet

Studies have found that malnutrition is also correlated with attention deficits. Diet seems to cause ADHD symp-

toms or make them worse. Many studies point to synthetic preservatives and artificial colouring agents aggravating

ADD & ADHD symptoms in those affected. Older studies were inconclusive quite possibly due to inadequate clin-

ical methods of measuring offending behaviour.

Parental reports were more accurate indicators of the presence of additives than clinical tests. Several major stud-
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ies show academic performance increased and disciplinary problems decreased in large non-ADD student popula-

tions when artificial ingredients, including artificial colours were eliminated from school food programmes. Profes-

sor John Warner stated, “significant changes in children’s hyperactive behaviour could be produced by the removal

of artificial colourings and sodium benzoate from their diet.” and “you could halve the number of children suffer-

ing the worst behavioural problems by cutting out additives”.

In 1982, the NIH had determined, based on research available at that time, that roughly 5% of children with ADHD

could be helped significantly by removing additives from their diet. The vast majority of these children were be-

lieved to have food allergies. More recent studies have shown that approximately 60-70% of children with and

without allergies improve when additives are removed from their diet,that up to almost 90% of them react when

an appropriate amount of additive is used as a challenge in double blind tests, and that food additives may elicit hy-

peractive behaviour and/or irritability in normal children as well.

Head Injuries

Head injuries can cause a person to present ADHD-like symptoms, possibly because of damage done to the pa-

tient's frontal lobes. Because these types of symptoms can be attributable to brain damage, one earlier designation

for ADHD was "Minimal Brain Damage".

Social Factors

There is no compelling evidence that social factors alone can create ADHD. Many researchers believe that attach-

ments and relationships with caregivers and other features of a child's environment have profound effects on at-

tentional and self-regulatory capacities. It is noteworthy that a study of foster children found that an inordinate

number of them had symptoms closely resembling ADHD. An editorial in a special edition of “Clinical Psychology”

in 2004 stated that "our impression from spending time with young people, their families and indeed colleagues

from other disciplines is that a medical diagnosis and medication is not enough. In our clinical experience, without

exception, we are finding that the same conduct typically labelled ADHD is shown by children in the context of vi-

olence and abuse, impaired parental attachments and other experiences of emotional trauma." Furthermore,

Complex Post Traumatic Stress Disorder can result in attention problems that can look like ADHD, as can Sen-

sory Integration Disorders.

Diagnosis

Many of the symptoms of ADHD occur from time to time in everyone. In those with ADHD the frequency of

these symptoms occurs frequently and impairs regular life functioning typically at school or at work. Not only will

they perform poorly in task oriented settings but they will also have difficulty with social functioning with their

peers. No objective physical test exists to diagnose ADHD in a patient. As with many other psychiatric and med-

ical disorders, the formal diagnosis is made by a qualified professional in the field based on a set number of crite-

ria. In the USA these critera are laid down by the American Psychiatric Association in their Diagnostic and

Statistical Manual of Mental Disorders (DSM-IV), 4th edition. Based on the DSM-IV criteria listed below, three

types of ADHD are classified:

ADHD, Combined Type: if both criteria 1A and 1B are met for the past 6 months.

ADHD Predominantly Inattentive Type: if criterion 1A is met but criterion 1B  is not met for the past six

months. 

ADHD, Predominantly Hyperactive-Impulsive Type: if Criterion 1B is met but Criterion 1A has not been met

for the past six months. 

The terminology of ADD expired with the revision of the most current version of the DSM1V. Consequently,

ADHD is the current nomenclature used to describe the disorder as one distinct disorder which can manifest it-
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self as being a primary deficit resulting in hyperactivity/impulsivity (ADHD, predominately hyperactive-impulsive

type) or inattention (ADHD predominately inattentive type) or both (ADHD combined type).

DSM-IV criteria for ADHD

I. Either A or B:

A. Six or more of the following symptoms of inattention have been present for at least 6 months to a point that

is disruptive and inappropriate for developmental level:

• Often does not give close attention to details or makes careless mistakes in schoolwork, work, or 

other activities. 

• Often has trouble keeping attention on tasks or play activities. 

• Often does not seem to listen when spoken to directly.

• Often does not follow instructions and fails to finish schoolwork, chores, or duties in the workplace (not 

due to oppositional behaviour or failure to understand instructions)

• Often has trouble organising activities.

• Often avoids, dislikes, or doesn't want to do things that take a lot of  mental effort for a long period of time 

(such as schoolwork or homework). Often loses things needed for tasks and activities (e.g. toys, school 

assignments, pencils, books, or tools). 

• Is often easily distracted.

• Often forgetful in daily activities.

B. Six or more of the following symptoms of hyperactivity-impulsivity have been present for at least 6 months to

an extent that is disruptive and inappropriate for developmental level: 

• Hyperactivity:

Often fidgets with hands or feet or squirms in seat. 

Often gets up from seat when remaining in seat is expected. 

Often runs about or climbs when and where it is not appropriate (adolescents or adults may feel very 

restless). 

Often has trouble playing or enjoying leisure activities quietly. 

Is often "on the go" or often acts as if "driven by a motor". 

Often talks excessively. 

• Impulsiveness:

Often blurts out answers before questions have been finished. 

Often has trouble waiting one's turn. 

Often interrupts or intrudes on others (e.g., butts into conversations or games).

II. Some symptoms that cause impairment were present before age 7 years.

III. Some impairment from the symptoms is present in two or more settings (e.g. at school/work and at home).
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IV. There must be clear evidence of significant impairment in social, school, or work functioning.

V. The symptoms do not happen only during the course of a Pervasive Developmental Disorder, Schizophrenia, or

other Psychotic Disorder. The symptoms are not better accounted for by another mental disorder (e.g. Mood Dis-

order, Anxiety Disorder, Dissociative Disorder or a Personality Disorder).

In the tenth edition of the International Statistical Classification of Diseases and Related Health Problems (ICD-

10) the symptoms of ADD are given the name "Hyperkinetic disorders". When a conduct disorder (as defined by

ICD is present, the condition is referred to as "Hyperkinetic conduct disorder". Otherwise the disorder is classi-

fied as "Disturbance of Activity and Attention", "Other Hyperkinetic Disorders" or "Hyperkinetic Disorders, Un-

specified". The latter is sometimes referred to as, "Hyperkinetic Syndrome”.

The American Academy of Pediatrics Clinical Practice Guideline for children with ADHD emphasizes that a reli-

able diagnosis is dependent upon the fulfillment of three criteria:

• The use of explicit criteria for the diagnosis using the DSM-IV-TR.

• The importance of obtaining information about the child’s symptoms in more than one setting. 

• The search for coexisting conditions that may make the diagnosis more difficult or complicate treatment 

planning.

The first criterion can be satisfied by using an ADHD-specific instrument such as the Clinical Assessment of Atten-

tion Deficit (CAT-C). The second criterion is best fulfilled by examining the individual's history. This history can be

obtained from parents and teachers or a patient's memory. The requirement that symptoms be present in more

than one setting is very important because the problem may not be with the child but instead with teachers or

parents who are too demanding. The use of intelligence testing, psychological testing and neuropsychological test-

ing (to satisfy the third criterion) is essential in order to find or rule out other factors that might be causing or

complicating the problems experienced by the patient. Neuropsychological tests such as Tasks of Executive Con-

trol (TEC). objectively measure attention. 

Adults often continue to be impaired by ADD. Adults with ADD are diagnosed under the same criteria, including

the stipulation that their symptoms must have been present prior to the age of seven. Adults face some of their

greatest challenges in the areas of self-control and self-motivation, as well as executive functioning, usually having

more symptoms of inattention and fewer of hyperactivity or impulsiveness than children do.

Common co-morbid conditions include specific learning difficulties. About 20% to 25% of children with ADD meet

criteria for a learning disorder. Learning disorders are more common when there are inattention symptoms.

There are special education laws with the Disability Discrimination Act, for example, mentioning ADHD as an eligi-

ble condition. If  the label is changed, and it is referred to as just some variation in normal temperament, ADHD

individuals will lose access to these services, and will lose these hard-won protections that keep them from being

discriminated against. 

Treatment

Attention-deficit hyperactivity disorder treatments

Singularly, stimulant medication is the most efficient and cost effective method of treating ADHD. Over 200 con-

trolled studies have shown that stimulant medication is an effective way to treat ADHD. Methods of treatment

usually involve some combination of medications, behaviour modifications, life style changes, and counselling. Be-

havioural Parent Training, behaviour therapy aimed at parents to help them understand ADHD, has also shown

short term benefits.Omega-3 fatty acids, zinc and magnesium may have benefits with regard to ADHD symptoms.
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Another medication commonly used is Atomoxetine (branded as Straterra) since this is non addictive and, unlike

Ritalin, can be stopped and re-started at any time. Paediatricians are accustomed to recommend Ritalin as they

may be unaware of Atomoxetine (Strattera) which is a new, nonstimulant medication approved for the treatment

of ADHD) in children and adults. Unlike methylphenidate and dextroamphetamine, which act primarily by blocking

the reuptake of dopamine, atomoxetine is a selective norepinephrine reuptake inhibitor. It does not appear to be

habit forming and is not a controlled substance.

Comorbid disorders or substance abuse can make finding the proper diagnosis and the right overall treatment

more costly and time-consuming. Psychosocial therapy is useful in treating some comorbid conditions.

Prognosis

The diagnosis of ADHD implies an impairment in life functioning. Many adverse life outcomes are associated with

ADHD.

During the primary school years, an ADHD student will have more difficulties with work completion, productivity,

planning, remembering things needed for school, and meeting deadlines. Oppositional and socially aggressive be-

haviour is seen in 40-70% of children at this age. Even ADHD children with average to above average intelligence

show "chronic and severe under achievement". Fully 46% of those with ADHD have been suspended and 11% ex-

pelled. 37% of those with ADHD do not achieve five passes in GCSE even though many of them will receive spe-

cial educational needs provision. The combined outcomes of the expulsion and dropout rates indicate that almost

half of all ADHD students never finish school. Only 5% of those with ADHD will get a college degree compared to

27% of the general population.

SOME CLASSROOM STRATEGIES

1. Remember that ADHD students need structure. They need their environment to structure externally 

what they can't structure internally on their own. Make lists. Children with ADHD benefit greatly from 

having a table or list to refer back to when they get lost in what they're doing. They need reminders. They

need previews. They need repetition. They need direction. They need limits. They need structure.

2. Remember the emotional part of learning. These children need special help in finding enjoyment in the 

classroom, mastery instead of failure and frustration, excitement instead of boredom or fear. It is 

essential to pay attention to the emotions involved in the learning process.

3. Post rules. Have them written down and in full view. The children will be reassured by knowing what is 

expected of them.

4. Repeat directions. Write down directions. Speak directions. Repeat directions. People with ADHD need 

to hear things more than once.

5. Make frequent eye contact. You can "bring back" an ADHD child with eye contact. Do it often. A glance 

can retrieve a child from a daydream or give permission to ask a question or just give silent reassurance.

6. Seat the ADHD child near your desk or wherever you are most of the time. This helps stave off the 

drifting away that so bedevils these children.

7. Set limits, boundaries. This is containing and soothing, not punitive. Do it consistently, predictably, 

promptly, and plainly. DON'T get into complicated, lawyer-like discussions of fairness. These long 

discussions are just a diversion. Take charge.

8. Have as predictable a schedule as possible. Post it on the whiteboard or the child's desk. Refer to it 

often. If you are going to vary it, as most interesting teachers do, give lots of warning and preparation. 

Transitions and unannounced changes are very difficult for these children. They become discomforted. 

Take special care to prepare for transitions will in advance. Announce what is going to happen, then give 

repeat warnings as the time approaches.

9. Try to help the children make their own schedules for after school in an effort to avoid one of the hall
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marks of ADHD: procrastination.

10. Eliminate or reduce frequency of times tests. There is no great educational value to timed tests, and they 

definitely do not allow many children with ADHD to show what they know.

11. Allow for escape valve outlets such as leaving class for a moment. If this can be built into the rules of the 

classroom, it will allow the child to leave the room rather than "lose it," and in so doing begin to learn 

important tools of self-observation and self-modulation.

12. Go for quality rather than quantity of homework. Children with ADHD often need a reduced load. As 

long as they are learning the concepts, they should be allowed this. They will put in the same amount of 

study time, just not get buried under more than they can handle.

13. Monitor progress often. Children with ADHD benefit greatly from frequent feedback. it helps keep them 

on track, lets them know what is expected of them and if they are meeting their goals, and can be very 

encouraging.

SOME THOUGHTS FOR PARENTS

Before you can successfully parent a child with ADHD, it is essential to understand the impact of your child’s

symptoms on the family as a whole. Children with ADHD exhibit a slew of behaviours that can disrupt family life:

• They often don’t “hear” parental instructions, so they don’t obey them.

• They’re disorganised and easily distracted, keeping other family members waiting.

• They start projects and forget to finish them — let alone clean up after them.

• Children with impulsivity issues often interrupt conversations and demand attention at inappropriate 

times.

• They might speak before they think, saying tactless or embarrassing things.

• It’s often difficult to get them to bed and to sleep.

• Hyperactive children may tear around the house or even do things that put them in physical danger.

The impact of ADD/ADHD on siblings

Because of these behaviours, siblings of children with ADHD face a number of challenges:

• Their needs often get less attention than those of the child with ADHD.

• They may be rebuked more sharply when they err, and their successes may be less celebrated or taken 

for granted.

• They may be enlisted as assistant parents — and blamed if the sibling with ADHD misbehaves under 

their supervision.

• As a result, siblings may find their love for a brother or sister with ADHD mixed with jealousy and 

resentment.

The impact of ADHD on parents

And, of course, having a child with ADHD affects parents in many ways:

• The demands of a child with ADHD can be physically exhausting.

• The need to monitor the child’s activities and actions can be psychologically exhausting.

• The child’s inability to “listen” is frustrating.

• The child’s behaviours, and your knowledge of their consequences, can make you anxious and stressed.

• If there’s a basic difference between your personality and that of your child with ADHD, you may find 

your child’s behaviours especially difficult to accept.

• Frustration can lead to anger — and guilt about being angry at your child.

In order to meet the challenges of raising a child with ADHD, you must to be able to master a combination of

compassion and consistency. Living in a home that provides both love and structure is the best thing for a child or
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teenager who is learning to manage ADHD.

When managing a child with ADHD remember never to show disappointment with the child but show disappoint-

ment with his/her behaviour.

The power of a positive attitude

Your best assets for helping your child meet the challenges of ADHD are your positive attitude and common

sense. When you are calm and focused, you are more likely to be able to connect with your child, helping him or

her to be calm and focused as well.

• Keep things in perspective. Remember that your child’s behaviour is related to a disorder. Most of the 

time it is not intentional. Hold on to your sense of humour. What’s embarrassing today may be a funny 

family story ten years from now.

• Don’t sweat the small stuff and be willing to make some compromises. One chore left undone isn’t a big 

deal when your child has completed two others plus the day’s homework. If you are a perfectionist, you 

will not only be constantly dissatisfied but also create impossible expectations for your ADHD child.

• Believe in your child. Think about or make a written list of everything that is positive, valuable, and unique

about your child. Trust that your child can learn, change, mature and succeed. Make thinking about this 

trust a daily task as you brush your teeth or make your coffee.

• Take breaks. Friends and family can be wonderful about offering to babysit but you may feel guilty about 

leaving your child or leaving the volunteer with a child with ADHD. Next time, accept their offer and 

discuss honestly how best to handle your child.

• Follow a routine. It is important to set a time and a place for everything to help the child with ADHD 

understand and meet expectations. Establish simple and predictable rituals for meals, homework, play and

bed. Have your child lay out clothes for the next morning before going to bed and make sure whatever 

he or she needs to take to school is in a special place, ready to grab.

• Use clocks and timers. Consider placing clocks throughout the house, with a big one in your child’s bed

room. Allow enough time for what your child needs to do, such as homework or getting ready in the 

morning.  Use a timer for homework or transitional times, such between finishing up play and getting 

ready for bed.

• Simplify your child’s schedule. It is good to avoid idle time, but a child with ADHD may become more 

distracted and “wound up” if there are many after-school activities. You may need to make adjustments to

the child’s after-school commitments based on the individual child’s abilities and the demands of 

particular activities.

• Create a quiet place.  Make sure your child has a quiet, private space of his or her own. A porch or a 

bedroom work well too, as long as it’s not the same place as the child goes for a time-out.

• Do your best to be neat and organised. Set up your home in an organised way.  Make sure your child 

knows that everything has its place. Role model neatness and organisation as much as possible.

• Children with ADHD need consistent rules that they can understand and follow. Make the rules of 

behaviour for the family simple and clear. Write down the rules and hang them up in a place where your 

child can easily read them.

• Children with ADHD respond particularly well to organised systems of rewards and consequences. It's 

important to explain what will happen when the rules are obeyed and when they are broken. Finally, stick

to your system: follow through each and every time with a reward or a consequence.

Rewards

• Reward your child with privileges, praise, or activities, rather than with food or toys.

• Change rewards frequently. Children with ADHD get bored if the reward is always the same.

• Make a chart with points or stars awarded for good behaviour, so your child has a visual reminder of his 

or her successes.

• Immediate rewards work better than the promise of a future reward, but small rewards leading to a big 

one can also work.
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• Always follow through with a reward. 

Consequences

• Consequences should be spelled out in advance and occur immediately after your child has misbehaved. 

• Try time-outs and the removal of privileges as consequences for misbehaviour.

• Remove your child from situations and environments that trigger inappropriate behaviour.

• When your child misbehaves, ask what he or she could have done instead. Then have your child 

demonstrate it.

• Always follow through with a consequence. 

Help your child get better rest by trying out one or more of the following strategies:

• Decrease television time and increase your child's activities and exercise levels during the day.

• Eliminate caffeine from your child’s diet.

• Create a buffer time to lower down the activity level for an hour or so before bedtime. Find quieter

activities such as colouring, reading or playing quietly.

• Spend ten minutes cuddling with your child. This will build a sense of love and security as well as provide 

a time to calm down.

• Use lavender or other aromas in your child's room. The scent may help to calm your child.

• Use relaxation tapes as background noise for your child when falling asleep. There are many varieties 

available including nature sounds and calming music. Children with ADHD often find "white noise" to be 

calming. You can create white noise by putting a radio on static or running an electric fan. 

Finally

It's hard for children with ADHD to learn social skills and social rules. You can help your child become a better lis-

tener, learn to read people’s faces and body language, and interact more smoothly in groups. 

• Speak gently but honestly with your child about his or her challenges and how to make changes.

• Role-play various social scenarios with your child. Trade roles often and try to make it fun.

• Be careful to select friends for your child with similar language and physical skills.

• Invite only one or two friends at a time at first. Watch them closely while they play.

• Have a zero tolerance policy for hitting, pushing and yelling in your house or garden.

• Make time and space for your child to play, and reward good play behaviours often.

Resources for Professionals

CAT-C - Clinical Assessment of Attention Deficit--Child 

by Bruce A. Bracken, PhD and Barbara S. Boatwright, PhD

Purpose:  Comprehensive assessment of attention deficit with and without hyperactivity (ADD/ADHD)

TEC - Tasks of Executive Control

by Peter K. Isquith, PhD, Robert M. Roth, PhD, and Gerard A. Gioia, PhD 

Purpose: Assess attention, working memory, and inhibitory control

Resource for Parents and Teachers

Practical Ideas That Really Work for Students with ADHD 

by Kathleen McConnell and Gail Ryser

These resources are available from www.annarbor.co.uk

Other useful websites: www.ADDers.org and www.addiss.co.uk 
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