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         Introduction

         
            A  lot of people have attention deficit/hyperactivity disorder (AD/HD). Researchers estimate that in the United States, people with AD/HD constitute anywhere from 3 to 6 percent of the population (or more, depending on which study you read). On the low side, this totals about 8 million people. So rest assured that if you have AD/HD, or are related to someone who does, you’re not alone. Almost everyone knows at least one person with AD/HD (whether they’re aware of it or not).

         Despite the fact that so many people have AD/HD, this is widely a misunderstood condition. Some people — including many healthcare professionals — believe that AD/HD isn’t real. These people believe that AD/HD is a made-up excuse for bad behavior and bad parenting.

         We want to assure you right from the start that AD/HD is a real condition that affects millions of people. For many, it makes life very difficult. AD/HD has a biological cause and can’t be willed away through discipline or hard work. And the symptoms of AD/HD can’t be ignored in the hopes that the person will simply grow out of them.

         To reduce (and sometimes eliminate) the symptoms of AD/HD, you need to understand this condition and receive knowledgeable intervention. The purpose of this book is to help you gain a better understanding of AD/HD and discover where to look for help. Our goal is to give you the tools to effectively address AD/HD in your life, whether you, your child, your spouse, or your friend is the one with AD/HD.

         
            About This Book

            AD/HD For Dummies
                is unique among books on this condition in that it was written with the AD/HD person in mind. We don’t go into long explanations with obscure points; we go right to the heart of the matter and give you the information you need to know with as little fuss as possible.

            When we set out to write this book, obviously we wanted to offer basic information about what AD/HD is and where it comes from. But we also wanted to provide information on cutting-edge treatment approaches and simple, effective strategies to help you start getting the symptoms under control and begin living the life you want to live. As a result, this book is short on background details and jargon, and it’s long on real-world advice. Both of us have many years’ experience working with people with AD/HD, and we draw heavily from these experiences in the pages that follow.

         

         
            Not So Foolish Assumptions

            In this book, we make only one assumption about you: We assume that you want to read a book about AD/HD that doesn’t dilly-dally around with poetic descriptions and lengthy anecdotes, because you have very little time and want to get the bottom line quickly. We don’t waste your time with lengthy explanations, but we do want to make this book fun to read, so we include some references to people we’ve worked with in order to give you insights into life with AD/HD.

            Now that we’re clear on what we assume, we should mention the thing that we don’t assume in this book: We don’t assume that you are the person with AD/HD. In this light, we try to offer a view of this condition as if you, your spouse, your child, your grandchild, your friend, or your student has AD/HD. (Whew, that’s a lot of perspectives in one book!)

         

         
            Conventions Used in This Book

            Given the enormity of perspective that we try to cover in this book, we can’t very well list each of the possible relationships you may have with AD/HD in each paragraph. To keep things simple, we generally refer to you
                throughout the book as if you are the person who has AD/HD. However, in some instances we do mention a specific perspective as it relates to a particular relationship, and in those cases we write about your child, your spouse,
                and so on.

            The only other convention we want to clarify up front is how we reference the condition we’re writing about. In the mental health field, this condition is called attention deficit/hyperactivity disorder,
                or AD/HD. Most likely, you’ve also heard it called simply attention deficit disorder,
                or ADD. We’re talking about the same condition; we’ve simply chosen to use its formal name in this book. (As you find out in Chapter 2, this condition has had many names over the years, and we expect its name to change again soon.)

         

         
            How This Book Is Organized

            This book is organized into five parts to help you quickly and easily find areas of interest. The sections below explain what you’ll find in each part, and you can check out the Table of Contents at the beginning of the book to see more specifics about what’s covered in each chapter.

            
               Part I: The ABCs of AD/HD

               Part I introduces you to AD/HD. In Chapter 1, you get an overview of the  disorder — a sort of preview of what you’ll find in the rest of the book. Chapter 2 looks at the cause of AD/HD from several different perspectives and examines the role of biology in creating your symptoms. Chapter 3 explains the symptoms of AD/HD — both the core symptoms and the secondary symptoms that can emerge from the core symptoms.

            

            
               Part II: Diagnosing AD/HD

               Part II examines how AD/HD is diagnosed and who can best make a diagnosis. Chapter 4 introduces you to the many types of professionals who can diagnose or treat AD/HD and offers advice on choosing the best professional for you or your child. Chapter 5 walks you through the evaluation process by examining the criteria for AD/HD and presenting the many types of assessment procedures you may have to go through to determine whether you have AD/HD. Chapter 6 explores conditions that look like AD/HD but aren’t and provides the guidelines that professionals may use in order to make a diagnosis.

            

            
               Part III: Treating AD/HD

               Part III explores the many types of treatment for AD/HD. Chapter 7 introduces you to the basic types of treatment options and helps you develop a plan to make the best choices for you or your loved one. Chapter 8 is all about medication and explains the different types of medications available for people with AD/HD, as well as how to work with your doctor to find the best one for you. Chapter 9 examines counseling, coaching, and training, and shows you how they can help you or your loved one. Chapter 10 explores one of the oldest approaches to dealing with the symptoms of AD/HD: behavior modification. Chapter 11 gets you up to speed on the many ways that nutrition, supplements, and herbs can help with the symptoms of AD/HD. Chapter 12 digs  into repatterning therapies
                   — treatment approaches that are designed to  help you change the way your brain works over the long-term. And finally, Chapter 13 looks into rebalancing therapies
                   — therapies that strive to rebalance your nervous system.

            

            
               Part IV: Living with AD/HD

               Part IV is all about effectively living with AD/HD. Chapter 14 starts you off with tips and suggestions for making life at home as low-stress and rewarding as possible. Chapter 15 explores schooling by offering tips on dealing with bureaucracy, developing positive relationships with your child’s teachers, and ensuring that your child gets the help he needs to do his work well. Chapter 16 helps you make the most of your job by offering you tools to handle the demands of work, as well as suggestions to help you find the  best type of work for you. In Chapter 17, we examine the often-overlooked positive attributes of AD/HD and help you explore ways to enhance them  in your life.

            

            
               Part V: The Part of Tens

               The Part of Tens is a staple of every For Dummies
                   book. This part contains three chapters that are sure to help your life with AD/HD. Chapter 18 contains ten helpful suggestions for getting and keeping your life organized. This chapter explores everything from tried-and-true organization approaches to the newest high-tech tools to keep you plugged into the pulse of your day. Chapter 19 presents ideas to help you develop and maintain family harmony, including ways to take care of yourself and to learn better communication skills. Chapter 20 finishes this section with ten types of resources that can help you find out more about AD/HD and get the support you need.

               After Part V, we’ve included an appendix that contains treatment tracking forms. These forms are great tools to use if you want to assess the positive and negative outcomes of treatments you choose to try — especially treatments that have a biological impact, such as medications.

            

         

         
            Icons Used in This Book

            As with all For Dummies
                books, we use a few icons to help you along your way.

            

            
               [image: Remember]
            

            	Certain techniques are very important and bear repeating. This icon gives you those gentle nudges to keep you on track.

            

            
               [image: TechnicalStuff]
            

            	This icon sits next to paragraphs that define tough terms, get a little scientific, or otherwise offer information that may be a little more difficult to digest.

            

            
               [image: Tip]
            

            	This icon highlights expert advice and ideas that can help you to better deal with AD/HD in your life.

            

            
               [image: Warning(bomb)]
            

            	This icon alerts you to instances when you need to take special care not to hurt yourself or someone else.

         

         
            Where to Go from Here

            This book is set up so that you can either read it cover to cover and progressively build on your knowledge or jump around and read only those parts that interest you at the time. For instance, if you don’t know anything about AD/HD and want to get up to speed on the basics, start with Chapter 1. On the other hand, if your child is having trouble in school and you want to find some ways to deal with his challenges, you can head straight for Chapter 15. If you want to find out about the latest alternative treatment methods for AD/HD, check out Chapter 11, 12, or 13 first.

            Regardless of where you start in this book, if you run across a term or idea that is covered in more detail somewhere else, we offer a cross reference so you can locate the background information you need.

         

      

      

   
      
         Part I

         The ABCs of AD/HD

                  

         
            [image: 537121 fgCN01]
         

         In this part . . .

         
            Quite simply, this part of the book introduces you to the basics of AD/HD, including the theories about what causes it and the symptoms that most people with AD/HD experience. If you, your child, or another loved one has just been diagnosed with AD/HD, the chapters  in this part offer a good overview of what you’re dealing with.

         

      

   
      
         Chapter 1

         AD/HD Basics

         In This Chapter

         
            [image: bullet]	Recognizing symptoms of attention deficit/hyperactivity disorder

            [image: bullet]	Understanding the origins of AD/HD

            [image: bullet]	Viewing AD/HD diagnosis and treatment

            [image: bullet]	Coping with AD/HD in your life 

         

         
            I n 1980, a new term entered our vocabulary: Attention deficit disorder.attention deficit/hyperactivity disorder (AD/HD)

         In this chapter, we introduce you to AD/HD. We give you a brief overview of the common symptoms, biological causes, diagnosis, treatment approaches, and life strategies for coping with AD/HD. This chapter gets you up to speed on the basics, and we deal with each of these topics in much more detail in the rest of the book.

         As we point out in the Introduction, AD/HD is a complex condition that is estimated to affect between 3 and 6 percent of the people in the United States. Rest assured that there are many happy, successful people who live with AD/HD, including both of us.

         Having so many people around you with AD/HD means you won’t have problems finding quality information, support, treatments, and life strategies that can help minimize the negative affects and maximize the positive. (And yes, there are positive attributes to AD/HD. You can read about these in Chapter 17.)

         
            Identifying Symptoms of AD/HD

            If you have AD/HD, you may have trouble regulating yourself. This difficulty can exist in the areas of attention, behavior, and motor movements. AD/HD looks different in almost everyone. For example, one person may have no problem sitting still but gazes off into space unable to focus at all. Another person may constantly fidget but can spend seemingly endless amounts of time focusing on one thing, often to the exclusion of everything else in her life. Yet another person may not be able to stop himself from impulsive and often dangerous behaviors but may be able to sit calmly in school.

            
               Peering into primary symptoms

               In spite of all the different ways that AD/HD manifests, there are three basic symptoms:

               
                  	[image: bullet]	Inattention/distractibility: People with AD/HD have problems focusing. You may be able to focus sometimes but not others. This variable nature of being able to pay attention is one of the main features of AD/HD.

                  	[image: bullet]	Impulsivity: Many people with AD/HD have trouble regulating their behavior. In this case, you often act without thinking, perhaps talking out of turn or taking unnecessary risks.

                  	[image: bullet]	Hyperactivity: Someone who is hyperactive is frequently moving in some way. You may be able to sit but may need to move some part of your body when doing so. This hyperactivity is more of a problem with children than adults. This is because most AD/HD adults have less physical restlessness as they get older.

               

               

               
                  [image: TechnicalStuff]
               

               	The term attention deficit/hyperactivity disorder
                   (AD/HD) comes from the American Psychiatric Association’s Diagnostic and Statistical Manual of  Mental Disorders
                   (DSM-IV). The DSM-IV outlines three types of AD/HD:

               
                  	[image: bullet]	Inattentive type: Having this type of AD/HD means that you have difficulty focusing but are able to sit still.

                  	[image: bullet]	Hyperactive/impulsive type: If you have this type of AD/HD, you struggle to sit still and have difficulty considering consequences before doing or saying something, but focusing isn’t an issue.

                  	[image: bullet]	Combined type: If you have a hard time focusing, plus you also have  difficulty sitting still or doing things without thinking, you have the  combined type.

               

            

            
               Seeing a few secondary symptoms

               Aside from the basic three symptoms of inattention, impulsivity, and hyperactivity (which we discuss in the previous section), AD/HD has a ton of other symptoms. These symptoms can include, but aren’t limited to, the following:

               
                  	[image: bullet]	Worry

                  	[image: bullet]	Boredom

                  	[image: bullet]	Loss of motivation

                  	[image: bullet]	Frustration

                  	[image: bullet]	Low self-esteem

                  	[image: bullet]	Sleep disturbances

                  	[image: bullet]	Hopelessness

               

               In Chapter 3, we discuss these and other symptoms in detail.

               

               
                  [image: TechnicalStuff]
               

               	These secondary symptoms are also connected to other common disorders. The overlap of symptoms among a variety of disorders is called co-morbidity
                   and is one of the reasons that diagnosing AD/HD is so difficult. (See the “Getting a Diagnosis of AD/HD” section later in this chapter, or check out Chapter 5.)

            

         

         
            Clueing in on AD/HD’s Origins

            Many people used to believe that AD/HD (before it even had this name) was merely a behavioral disorder and had no biological basis. However, research over the last 20 years has shown that people with AD/HD have something different happening biologically than people without the disorder. What exactly that biological basis is no one knows for sure. Some of the discoveries that researchers have made include the following:

            
               	[image: bullet]	Genetic links: There seems to be a genetic predisposition to having the disorder. AD/HD runs in families — you’re more likely to see a child with AD/HD born into a family where at least one parent has the disorder.

               	[image: bullet]	Neurological activity: Some studies show that people with AD/HD have brain irregularities. For example, some studies have shown a lower level of activity in the front of the brain — the area that controls attention. Others have discovered abnormalities in other regions deep within the brain.

               	[image: bullet]	Chemical differences: Certain chemical activity seems to be different  in people who have AD/HD. Several studies suggest that there are  differences in the responses when neurochemicals are created and released by people with AD/HD compared to people who don’t have  the condition.

            

            

            
               [image: Remember]
            

            	We don’t know the actual cause(s) of AD/HD. But despite this lack of completely detailed understanding of the causes, we do know a lot about how to treat the disorder. We give you an introduction later in this chapter in the section “Viewing Various Treatment Approaches,” and we write about treatment options in detail in Part III of this book.

         

         
            Getting a Diagnosis of AD/HD

            Diagnosing AD/HD can be frustrating for some people because there is  no definitive way to check for it. You can’t see it in a brain scan. You can’t test for it with a blood sample. The only way to diagnose AD/HD is to do a detailed evaluation of your (or your loved one’s) past and present behaviors. This involves finding a professional who understands the subtleties and variations of AD/HD. The following sections give you an overview of this important process.

            
               Choosing your professional

               The first step to finding out if you have AD/HD involves finding the right healthcare professional. You may start with your family doctor, but in order to get an accurate diagnosis (as accurate as possible, anyway), you need to see a professional who understands all the different ways AD/HD looks and can review your history properly. Your options can include, but aren’t limited to, the following:

               
                  	[image: bullet]	Psychiatrist: A psychiatrist is a medical doctor who specializes in mental illness and behavioral disorders. A psychiatrist can prescribe medication and often is up-to-date on the neurological factors of AD/HD.

                  	[image: bullet]	Neurologist: A neurologist is a medical doctor whose specialty is the brain. This person often views AD/HD from a biological basis and can prescribe medication. He or she may not be up-to-date on the best AD/HD life strategies or alternative treatments.

                  	[image: bullet]	Psychologist: A psychologist is trained in matters of the mind. Most  psychologists understand the criteria for diagnosing AD/HD and can offer many treatment options, but they can’t prescribe medication.

                  	[image: bullet]	AD/HD specialist: An AD/HD specialist can be anyone from a teacher to a therapist who has experience and expertise in working with people with AD/HD. Specialists likely have knowledge of many treatment and coping strategies, but they aren’t able to prescribe medication and are often not well versed in the neurological factors present in AD/HD.

                  	[image: bullet]	AD/HD coach: Like an AD/HD specialist, a coach has expertise in working with people with AD/HD but usually can’t prescribe medication and is not a medical doctor. A coach helps you improve your functioning in the world. Coaches can come from many backgrounds — education, business, psychology — and their focus tends to be on practical, day-to-day matters, such as skills training.

               

               Choosing the best professional for you depends partly on the values you have regarding medication and partly on how open you are to unconventional ways of approaching treatment. This is because each professional will immediately recommend the approaches that he or she is most familiar with and that fit with his or her treatment philosophy.

               

               
                  [image: Tip]
               

               	In Chapter 4, we help you explore your values and how they fit with each type of AD/HD professional. You also find out how to question a professional to see if his or her philosophy fits with yours. Knowing this information prevents you from feeling pressured to attempt treatments that you don’t agree with and helps you find treatments that fit your style.

            

            
               Preparing for the evaluation process

               After you’ve chosen a professional to work with, you can dig in to the actual process of evaluation. This process involves answering a lot of questions and looking at your past. Chapter 5 gives you a heads up on the types of questions you have to answer, as well as the official criteria for being diagnosed with AD/HD.

               

               
                  [image: Remember]
               

               	Diagnosing AD/HD is not easy, and a diagnosis either way is not the final word. AD/HD is one of many similar conditions, and it is possible for even the best professional to place you or your loved one in the wrong category. We recommend that you seek a second opinion, especially if you have any doubts about the diagnosis. Chapter 6 introduces you to many conditions and symptoms that can appear to be AD/HD or that can accompany it.

            

         

         
            Viewing Various Treatment Approaches

            AD/HD can manifest itself in almost limitless ways, and there seems to be no limit to the number of ways to treat it. In fact, one of the main struggles that most people have when they are diagnosed with AD/HD is to weed through all the treatment options and choose the best ones to try.

            The most conventional treatment methods for AD/HD are medication and behavior modification. Both are useful and effective approaches, but many other types of treatment can work wonders with the right person.

            Treatment options break down into several broad categories, which include the following:

            
               	[image: bullet]	Medication

               	[image: bullet]	Counseling and therapy

               	[image: bullet]	Coaching

               	[image: bullet]	Training

               	[image: bullet]	Behavior management

               	[image: bullet]	Nutrition and supplements

               	[image: bullet]	Herbs and homeopathics

               	[image: bullet]	Repatterning therapies

               	[image: bullet]	Rebalancing therapies

               	[image: bullet]	Social skills training

            

            We discuss each option in detail in Chapters 8 through 13. Each treatment approach has a place, and many of them work well together. Knowing how to choose and what to combine can be difficult. Our goal is to make this challenge more manageable, which is why we wrote Chapter 7, where we help you develop and implement a plan for treatment success.

         

         
            Recognizing AD/HD’s Role in Your Life

            One of the best ways to deal with the symptoms of AD/HD is to have a toolbox of strategies you can dig into when you run into difficulties. The more tools you have in this box, the easier life becomes. As we explain in the following sections, we dedicate an entire section of this book (Part IV) to helping you fill your box with the best tools possible.

            
               Dealing with daily life

               Whether you are at school, at home, or at work, you can develop ways to minimize the negative impacts of your AD/HD symptoms by using some strategies that have worked well for other people, including us. In Chapters 14 through 16, we offer you insights, tools, and ideas for making daily life as successful and stress-free as possible.

               For example, we suggest ways to help you develop healthy family relationships, motivate your child with AD/HD to do his or her homework, know your legal rights at school and in the workplace, keep organized on the job, develop a solid career path, and much more. We hope that the information in these chapters also spurs you on to create your own unique ways of dealing with AD/HD in your life.

            

            
               Accentuating the positive

               Along with the challenges that AD/HD creates, there are some areas where people with AD/HD have certain strengths. When you understand these positive attributes — such as heightened creativity, high energy, and a willingness to take risks — you can discover ways to maximize and amplify them to help you succeed in the world. For example, you can identify your style of working to keep you on task and motivated to get a job done. We wrote Chapter 17 to inspire and encourage you to find your strengths and make the most of them.

            

         

      

      

   
      
         Chapter 2

         Exploring the Causes of AD/HD

         In This Chapter

         
            [image: bullet]	Gaining some historical perspective

            [image: bullet]	Understanding the core issue with AD/HD

            [image: bullet]	Examining possible genetic causes

            [image: bullet]	Looking at the neurological factors involved with AD/HD

            [image: bullet]	Exploring chemical research

         

         
            N o one completely understands the causes of AD/HD — yet. However, some enlightening research has been done, and solid theories exist about how AD/HD comes to be.

         In this chapter, we review several theories about the causes of AD/HD — both those that have broken new ground and others that have severely missed the mark. We also explain some studies that indicate that AD/HD has a biological cause and demonstrate how all this research is essentially pointing to the same basic cause.

         One of the immutable facts of life is that everyone has an opinion. Therefore, we also use this chapter to offer our opinion (whether you want it or not) of where all this AD/HD research is heading and what it means to the bottom line: What’s the best way to treat this condition?

         
            Reviewing Past Theories

            Since the day in 1902 that British physician George Frederic Still lectured about patients he had seen with symptoms of AD/HD, numerous theories about the cause of AD/HD have been considered. Some of these theories have been based on behavioral problems (bad parenting, willful children), but many have viewed AD/HD as having some biological basis. (Dr. Still himself was one of the first people to suggest the biological nature of AD/HD.)

            If you know someone with AD/HD (which we assume, or else you have curious reading habits), the focus on biological causes shouldn’t surprise you. When you watch someone struggle with AD/HD symptoms, you know that this person wants to pay attention, sit still, or control his impulses. But try as he might, he isn’t able to (as we discuss in Chapter 3).

            We’re guessing that you probably haven’t had a chance to get caught up on all the past theories about AD/HD, so here we offer a brief overview of the more common ones. Presenting, for your elucidation, the highlights of AD/HD theories throughout the past 100-plus years:

            
               	[image: bullet]	Bad parenting: Blaming parents for the behaviors that a child with AD/HD exhibits is, on the surface, logical. After all, plenty of kids act inappropriately when given the opportunity through insufficient supervision. The difference is that children with AD/HD can’t be disciplined into not having the symptoms. They can be taught ways to cope and strategies to lessen their symptoms, but these strategies don’t remove the AD/HD.

            

            

            
               [image: Warning(bomb)]
            

            
               			This theory is, without a doubt, the number-one misconception about AD/HD. Unfortunately, a lot of people still believe it. Don’t buy into this theory — it’s just not true.

               	[image: bullet]	Defiance/willfulness: Like the bad parenting theory, the theory of defiance is based in logic, because when kids without AD/HD act out, they can be taught not to behave that way. The problem is that people with AD/HD can’t concentrate better by trying harder, and they can’t stop hyperactivity or restlessness by willing it away. This theory is still perpetuated among people who don’t understand AD/HD, and it is hard to dismiss partly because many AD/HD children are openly defiant (see Chapter 3).

               	[image: bullet]	Moral defectiveness: In early descriptions of children with AD/HD, the official-sounding term moral defectiveness was created to place the blame on the child and the parents. The grain of truth in the concept is that people with AD/HD can have problems with empathy and with following rules, so they may act in ways that other people see as immoral or amoral. Again, supporters of this theory believed that through effort and discipline, AD/HD could be overcome.

               	[image: bullet]	Poor diet: After researchers realized that AD/HD was not caused by bad parenting or willful defiance, they started looking at other causes. Diet was one theory that garnered a lot of attention. A poor diet can, in fact, cause some AD/HD-type symptoms in people without the condition, and it can worsen the symptoms of AD/HD (see Chapter 11), but it doesn’t cause AD/HD.

               	[image: bullet]	Allergies and sensitivities: Much like a poor diet, allergies and sensitivities can create symptoms similar to AD/HD, such as inattention and  forgetfulness. And these sensitivities can worsen symptoms for some people with AD/HD. People who have these symptoms (but not AD/HD) see them disappear when they get their allergies or sensitivities under control.

               	[image: bullet]	Brain damage: One of the early, non-behavioral theories involved the idea that people with AD/HD have some sort of brain damage. This was partly a result of the 1918 influenza epidemic, when some children who had influenza encephalitis developed hyperactivity, inattentiveness, and impulsivity. This theory was later referred to as Minimal Brain Damage and eventually led to some of the cutting-edge research that’s going on today.

               	[image: bullet]	Toxic exposure: Exposure to lead, and the accumulation of lead in the brain, was once considered the cause of AD/HD. Studies have suggested that some people who don’t tolerate lead exposure as well as others may display symptoms similar to AD/HD. However, lead exposure is not the cause of AD/HD for the majority of people who have it. Exposure to other environmental toxins during pregnancy or after birth can also cause AD/HD-like symptoms, but we don’t subscribe to this theory as the cause of AD/HD.

               	[image: bullet]	Traumatic brain injury: Similar to the brain damage theory, some people have believed that AD/HD stems from lack of oxygen during birth or a head injury early in childhood. While brain injuries can induce the same symptoms as AD/HD (depending, of course, on where the injury is), they are not the cause of AD/HD.

            

            

            
               [image: Remember]
            

            	Several of these theories actually led to the identification of disorders that are distinct from AD/HD. This illustrates how the primary symptoms of AD/HD can be found in more conditions than just AD/HD. We discuss mental disorders that share the same basic symptoms as AD/HD in Chapter 6.

         

         
            What’s in a name?

            AD/HD has been called many things since it was first observed. Two early names were Minimal Brain Damage and later — because at the time no one actually saw any damage in the brain — Minimal Brain Dysfunction. Both these names occurred before the American Psychiatric Association (APA) included this condition in its list of mental disorders. Since its inclusion in the APA listing, AD/HD has been officially called the following names:

            	[image: bullet]	Hyperactivity of Childhood. This name was used in the first edition of the APA’s Diagnostic and Statistical Manual of Mental Disorders (DSM).

            	[image: bullet]	Hyperkinetic Reaction of Childhood. This name appeared in the second edition of  the DSM.

            	[image: bullet]	Attention Deficit Disorder With or Without Hyperactivity (ADD). This name was introduced in the third edition of the DSM. Its abbreviation — ADD — is still widely used outside the professional community.

            	[image: bullet]	Attention Deficit Hyperactivity Disorder (ADHD). The third edition of the DSM was revised with this change of name.

            	[image: bullet]	Attention Deficit/Hyperactivity Disorder (AD/HD). When the fourth edition of the DSM was published, it added a backslash to the name.

            We expect this renaming trend to continue. Researchers are now discovering several different places in the brain where the symptoms of AD/HD seem to come from. This research is still in its early stages, but we predict that within a few years, what is now called AD/HD will be classified as at least five — maybe even seven —  different disorders, or at least that many subtypes of AD/HD.

         

         
            Searching for a Plausible Theory

            Why is it so tough to pinpoint the cause or causes of AD/HD? In this section, we offer just a taste of the challenges researchers face.

            If you consider just the name of this condition, you may think that AD/HD is primarily a problem of paying attention and sitting still. This belief may lead you to suspect that causes of AD/HD are rooted in parts of the brain that primarily work on these activities — say, the primary motor area and the primary attention area. Here are the problems with that detective work:

            
               	[image: bullet]	Although a primary motor area exists, it mostly works to run individual muscles, and it doesn’t even have much control over how active the muscles are. The ability to sit still is controlled by other areas of the brain that work with the primary motor area.

               	[image: bullet]	There is no attention center in the brain. Instead, a group of centers work together to perform different tasks involved in attending.

            

            Obviously, coming up with a reasonable idea of what is really going on in the brain of a person with AD/HD is about as simple as getting a straight answer out of an oracle.

            So how do neuroscientists come up with a working hypothesis that can be turned into a theory? They start by trying to understand how the brain and the mind (your thoughts and memories, for example) interact to produce particular types of learning, emotions, and behaviors. Then they try to understand how the study group (in this case, people with AD/HD) functions differently from the general population, and they try to find evidence of some biological difference to explain the differences they have observed. As you can imagine, this requires a lot of guessing and trial and error before the scientists come up with a halfway-useful model.

            In practice, all sorts of people are trying to attack the problem of understanding AD/HD from a lot of different directions. For example:

            
               	[image: bullet]	Geneticists are looking for unique characteristics of the genes that people with AD/HD inherit.

               	[image: bullet]	Doctors are trying to find biochemical or anatomical differences between people with AD/HD and those without it.

               	[image: bullet]	Physiologists are trying to find differences in brain function between people with AD/HD and people without it.

               	[image: bullet]	Psychologists (and others, such as speech–language pathologists and educators) are observing and analyzing behaviors to try to understand the nature of the differences in the ways people with AD/HD do things.

               	[image: bullet]	Pharmacologists are studying how medicines interact with the body to produce different effects; by doing so, they shed light on what functions are involved in a condition, too.

            

            When you get all these people talking, writing, and experimenting together, you have a chance of coming up with a good theory.

            

            
               [image: Remember]
            

            	A good theory is an explanation of something that fits all the data currently known about that something. One of the big problems with science is that it has to categorize individuals in order to gather data about them. The category — or group — that a person with AD/HD is put into has to consist of people who have something in common (in this case AD/HD). If you don’t have a category whose members are similar, you never get past the data collection stage, because you’re comparing apples and mulberries with pineapples and fir trees — you’ll never find anything that they all have in common. This is likely to be the problem with at least some of the research that has been done on AD/HD. Research seems to be showing that five or six different causes or types of AD/HD exist, so we probably need to have five or six models or theories to explain it.

         

         
            Examining the Core Issue in AD/HD

            The AD/HD research taking place today is rooted in the recognition that people with AD/HD have one core problem: the inability to consistently regulate their attention and behaviors. The following sections explore the nature of this problem and the various brain functions that contribute to it.

            
               Recognizing the role of self-regulation

               AD/HD may be primarily a problem with self-regulation. (Russell A. Barkley, PhD, has written a book titled ADHD and the Nature of Self Control
                   [The Guilford Press] that discusses this topic at length.) Although anyone can struggle with self-regulation, especially when you’re tired or uninterested, people with AD/HD are more likely to have problems controlling their attention, managing their impulses, modulating their moods, and managing their activity levels.

               Self-regulation
                   refers to your ability to attain and maintain particular states of functioning in a consistent and predictable way. This ability is a prerequisite for you to be able to plan, organize, and perform complex thoughts and behaviors as you wish, when you wish. Without it, you aren’t confident that you can call upon the skills you already have when you need them, and you have no guarantee of being able to learn something new.

               On the surface it may seem that self-regulation depends on your desire to control your behavior. While that is true, much more is involved than simple will power (as though that
                   is an easy thing to understand!). All brain functions are partly hard-wired from birth and partly learned. (Learning is really just modifying the wiring through experience.) In other words, your ability to self-regulate is a characteristic of the brain you were born with as it developed through the experiences that helped you learn how to use it.

               The areas that you try to regulate — such as sustaining your attention on a specific task or sitting still when you’re asked — are things you can learn to do more effectively as you grow older if you get the right kinds of experiences. The ability to make use of your experiences to learn is partly dependent on your ability to attain and maintain consistent brain states — we’ve come full circle to self-regulation.

               One characteristic of children with AD/HD (and one of the criteria for diagnosing AD/HD) is that their developmental age is younger than their chronological age; they perform at levels below their peers. This is one of the reasons that AD/HD is called a developmental disability.

            

            
               Exploring executive functions

               Executive functions are the brain functions necessary for you to be able to regulate your behaviors. Executive functions primarily cover these areas:

               
                  	[image: bullet]	Response inhibition: This term covers impulse control, resistance to distraction, and delay of gratification. According to researcher Russell A. Barkley, PhD, response inhibition is the core problem in AD/HD; the rest of the executive functions draw off of it.

                  	[image: bullet]	Working memory: Working memory is divided into two categories:

                  
                     	•	Nonverbal: This type of working memory allows you to refer to past events to gauge your behavior. For example, if you don’t remember that interrupting someone while she’s talking results in a negative social interaction, you may interrupt her.

                     	•	Verbal: This ability allows you to internalize speech, which results in the ability not only to understand other people but to be able to express yourself clearly. (For more on this topic, see Julian Jaynes’ The Origin of Consciousness in the Breakdown of the Bicameral Mind [Mariner Books].)

                  

                  	[image: bullet]	Motor control: This function not only allows you to keep from moving impulsively but also helps you plan your movements.

                  	[image: bullet]	Regulation of your emotions: Without this function, you may find yourself getting frustrated easily or reacting extremely to a given situation.

                  	[image: bullet]	Motivation: This function helps you get started and persist toward a goal.

                  	[image: bullet]	Planning: This function works on many levels, but the most significant involves being able to get organized and to develop and implement a plan of action.

               

               Executive functions are controlled in several areas of the brain, including the following (see Figure 2-1):

               
                  	[image: bullet]	Frontal lobe

                  	[image: bullet]	Basal ganglia, including the caudate nucleus (which is located deep inside the brain and, therefore, not indicated in the figure)

                  	[image: bullet]	Cerebellum

               

               
                  
                     
                        
                           	
                              
                                 Figure 2-1: Research indicates that several areas of the brain are affected by AD/HD.

                           
                           	
                              [image: Figure 2-1: Research indicates that several areas of the brain are affected by AD/HD.]
                           
                        

                     
                  

               

               As we discuss in the next section, current research is finding that in people with AD/HD, at least one of these brain areas seems to work differently than  it does in people without AD/HD.

               

               
                  [image: Remember]
               

               	A ton of research has been done to try to determine the biological cause of AD/HD. Because we want to focus most of this book on ways to treat and cope with the symptoms of AD/HD, we have to limit the amount of research we cover. In the following sections, we include a sampling of studies to give you an idea of what researchers are looking at and what they’re discovering. For a more comprehensive list of AD/HD research, check out coauthor Jeff Strong’s Web site at www.reiinsitute.com
                   and choose the “Resources” option at the top of the page.

            

         

         
            Exploring Current AD/HD Research

            Although the exact cause of AD/HD is still unknown, there is no shortage of research into the biology of AD/HD. This research fits into four broad categories: genetic, anatomical, functional, and chemical.

            
               Genetic

               AD/HD runs in families — so much so that when diagnosing the condition,  an AD/HD professional’s first step may be to look at the person’s family to  see if anyone else has it. We don’t yet know what the genetic factor is, but recent research has identified a couple of genes that may contribute to AD/HD (which we discuss later in this section).

               Many studies have examined AD/HD from a genetic perspective. These include studies that look at adoptive versus biological parents, the prevalence of AD/HD in families, twins’ tendency to share AD/HD, and specific genes associated with AD/HD. Here’s a short sampling of some of these areas of investigation:

               
                  	[image: bullet]	A study conducted by Dr. Florence Levy of the University of New South Wales, Australia showed that if one identical twin has AD/HD, 81 percent of the time the other one will as well. By contrast, only 29 percent of paternal twins share AD/HD. Because identical twins share the exact same DNA, this strongly suggests a genetic component to AD/HD.

                  	[image: bullet]	Several studies by Dr. Joseph Biederman and his colleagues at the Massachusetts General Hospital have shown that AD/HD runs in  families. In one study, Dr. Biederman and his colleagues found that first-degree relatives (parents or siblings) of someone with AD/HD have a five times greater chance of also having AD/HD than someone who has no close relatives with the condition.

                  	[image: bullet]	Studies by Dr. Dennis Cantwell on adopted children with the hyperactive/ impulsive type of AD/HD found that these children resemble their biological parents more than their adoptive parents in their hyperactivity. His studies suggest that the environment in which children grow up has less impact on the development of AD/HD than their genes.

                  	[image: bullet]	In a 1991 study, David Comings and his colleagues suggested that a mutation in the dopamine D2 receptor gene is connected to AD/HD.  (We discuss dopamine, a brain chemical or neurotransmitter, later in the chapter in the “Chemical” section.) Research is underway now that is exploring several dopamine genes as possible links to AD/HD. A few researchers have suggested that two genes in particular — DAT1 and DRD4 — are the culprits. In fact, a recent study by researchers at the University of California, Irvine, suggests that the DRD4 7R gene may be associated with several AD/HD traits, such as novelty-seeking, increased aggression, and perseverance. By the time this book is published, chances are that more research will be completed supporting this possibility.

               

            

            
               Anatomical

               Researchers have conducted a few studies into the size and shape of the brains of people with AD/HD compared to people without it. A lot of conflicting data exists in this area, but a couple basic ideas have been suggested:

               
                  	[image: bullet]	One study suggested that the size of the corpus collosum (a bundle of nerves that ties the hemispheres of the brain together) is different in some people with AD/HD than in some people without it. Other researchers have suggested that this part of the brain operates differently in people with AD/HD than in others, so this observation may have some validity.

                  	[image: bullet]	Some research has indicated that asymmetry in the basal ganglia (a set of nuclei deep in the brain that are involved in regulation and control of the motor system) may be indicative of AD/HD. We discuss this further in the next section.

               

               While anatomical research continues, most of the AD/HD research being done right now focuses on differences in brain activity between the AD/HD and non-AD/HD populations.

            

            
               Functional

               The brains of people with AD/HD seem to function differently than the brains of people without it. This area of research is buzzing right now, not only because it helps explain the cause of AD/HD, but also because these studies use relatively new technologies for imaging. (Boys — and girls — like their toys, you know.) Here’s a sampling:

               
                  	[image: bullet]	A study by Alan Zemetkin, MD, using PET scans on adults with AD/HD discovered that when the subjects concentrated, the level of activity in the front part of the brain (the frontal lobe) decreased from its level at rest. People without AD/HD have an opposite response — an increase in activity in the frontal lobe when they concentrate. This study is generally credited with showing that AD/HD is a biologically-based condition.

                  	[image: bullet]	Dr. Joel Lubar at the University of Tennessee conducted several studies using quantitative EEG (electroencephalogram — see Chapter 5). The studies showed that when people with AD/HD concentrate, there is an increase in theta activity (slow brainwaves) in the frontal lobe of the brain. This finding corresponds to a lower level of activity in the region.

                  	[image: bullet]	Dr. Daniel G. Amen conducted extensive testing at his clinic using SPECT technology (Single Photon Emission Computed Tomography — see Chapter 5). He observed several variations in brain activity in people with AD/HD and has suggested that AD/HD is actually several different conditions, each with a different brain activity signature. According to his research, the areas affected by AD/HD include:

                  
                     	•	Frontal lobe: Dr. Amen found a decrease in activity in this area when people with AD/HD are asked to concentrate. This corresponds with research done by Drs. Lubar and Zemetkin.

                     	•	Limbic system: The limbic system is located deep inside the center of the brain and is often involved with the way we feel and express our emotions. Dr. Amen’s research found that some people with AD/HD have heightened limbic activity in addition to the decreased frontal lobe activity. This corresponds with a perspective put forth by researcher Paul Wender suggesting that the limbic system is at the center of the problems in AD/HD.

                     	•	Parietal lobe: Located toward the back of the brain (see Figure 2-1), this section is also referred to as the sensory cortex. Dr. Amen suggests that certain people with AD/HD have more activity in this area than other people.

                  

                  	[image: bullet]	Dr. Robert Chabot and his colleagues at New York University found that 11 different patterns of QEEG (quantitative electroencephalogram — a device that measures surface brain wave activity and compares it to normal measurements found in a database) are associated with people diagnosed with AD/HD. They also found that some of these people could be predicted to respond well to certain medications and poorly to others.

               

               Other researchers have been looking at AD/HD in more traditional neurobiological ways (such as anatomy imaging and chemical analysis), and their results have been confusing or conflicting in many cases. This isn’t surprising; confusion is to be expected when people are trying to map out a new area of scientific knowledge.

               With all this research available, it seems obvious that something unusual is going on inside the brains of people with AD/HD. It also appears that the frontal lobe usually has something to do with the unusual activity. The question yet to be answered, however, is what other areas of the brain are involved with AD/HD, and in what way. Some possibilities include the basal ganglia, the parietal cortex, and the cerebellum.

            

            
               Chemical

               

               
                  [image: TechnicalStuff]
               

               	For information to pass from one part of the brain to another requires the action of neurotransmitters
                   — chemicals within the brain. A neurotransmitter is a small chemical messenger that allows one neuron
                   (nerve) to communicate with another. When the upstream neuron gets excited and wants to pass on information to the downstream neuron, it releases the neurotransmitter molecules into a closed connection (like an airlock in a submarine or a space ship) called a synapse.
                   The neurotransmitter then crosses the space to the downstream neuron’s membrane and binds to specific receptors that cause an effect inside the receiving nerve.

               Certain medications are generally effective for treating AD/HD symptoms (see Chapter 8), and most of these medications affect one of two neurotransmitters (or both): norepinephrine (also called noradrenalin) and dopamine. This is how we know that these two neurotransmitters are involved in causing the condition. These neurotransmitter systems are distributed throughout the brain in specific locations, and they have different effects based on the types of receptors that the downstream neurons have on their membranes. The receptors determine what effect a neurotransmitter has, and different types of receptors exist in different regions of the brain. 

               A ton of research has been done in this area showing a link between certain brain chemicals and the symptoms of AD/HD. Some of the more elegant theories about AD/HD consider the balance between norepinephrine and dopamine in the various areas they affect, including the idea that one neurotransmitter has more effect in one hemisphere of the brain than the other (see Figure 2-2). Most of the neurons that have norepinephrine as their transmitter are contained in one area of the brainstem, the locus coerulius,
                   part of the reticular activating system. This is the area of the brain that controls the general level of activation of your nervous system (how aroused you are — whether you’re awake or asleep). Dopamine is found in several different areas of the brain, but the area that seems most important for AD/HD is the part that projects to the prefrontal cortex and is probably responsible for significance, meaning, and motivation.

               
                  
                     
                        
                           	
                              
                                 Figure 2-2: The dopamine– norepinephrine connections in the brain may have  a lot to do with AD/HD.

                           
                           	
                              [image: Figure 2-2: The dopamine– norepinephrine connections in the brain may have a lot to do with AD/HD.]
                           
                        

                     
                  

               

               One way to think about AD/HD is that it is a problem of balance between the activities of norepinephrine and dopamine. When you have too much norepinephrine working, you are agitated, and you can pay attention only to things that may be threats or targets of opportunity (the “fight or flight” mechanism is very active). When you have more dopamine dominance, you tend to get stuck on repetitive activities, and you don’t get bored doing the same things over and over. AD/HD is associated with having too much norepinephrine.

            

         

         
            Getting Down to the Bottom Line

            No matter how you slice it, AD/HD has a biological basis. AD/HD is not primarily a behavioral problem, although the symptoms often involve problem behaviors. You can’t fix AD/HD by just trying harder or by using more stringent discipline. The brains of people with AD/HD are different than the brains of people without it. The only problem is that no one yet knows exactly what the differences are, and the best ways to address them are still being investigated.

            Several different areas of the brain and several different neurotransmitters seem to be involved in creating the symptoms of AD/HD. We’ll go out on a limb here (a very short, sturdy one to be sure) and make a prediction that within the next few years what we now call AD/HD will actually be identified as several different conditions — having different physiological causes — that share many of the same core symptoms. As this all becomes clearer, you can expect that clinicians will have much better ways to help someone with AD/HD cope with the condition.

            

            
               [image: Remember]
            

            	To effectively treat AD/HD, you need to not only deal with the psychological and social aspects of the symptoms but also the biological roots of the condition. In fact, biological treatment is the first line of defense against the symptoms of AD/HD because without it psychological and social treatments are often less effective (if not totally ineffective, depending on the person).

            The term biological treatment
                doesn’t necessarily mean medication, although medication is the most commonly used biological treatment approach. Other treatments address the biological end of things, and we cover many of them in Chapters 8, 11, 12, and 13. For a general overview of these approaches and more information about the three levels of treatment (biological, psychological, and social), check out Chapter 7.

         

      

      

   
      
         Chapter 3

         The Many Faces of AD/HD

         In This Chapter

         
            [image: bullet]	Examining the primary symptoms of AD/HD

            [image: bullet]	Discovering secondary symptoms

            [image: bullet]	Looking at AD/HD in people of different ages 

            [image: bullet]	Exploring the differences between the sexes

         

         
            A D/HD can look different in everyone. One person may be able to sit still but can’t focus, another may have very little trouble sitting still but constantly speaks without thinking, and yet another may not be able to sit still for any length of time while also having problems keeping focused on a task. Such is the nature of AD/HD and one of the reasons that many people have a difficult time believing this condition actually exists.

         In this chapter, we list the primary symptoms of AD/HD and discuss how these symptoms often give rise to others. We also examine how gender and age create special issues for people with AD/HD.

         
            Picturing the Primary  Symptoms of AD/HD

            AD/HD has three primary symptoms: inattention/distractibility, impulsivity, and hyperactivity. These symptoms don’t all have to be present in order for you to have AD/HD, and if you do have one or more of them, they may not be present all the time. (Chapter 5 explains how this works.) The following sections explore these symptoms and many of the ways in which they manifest in people with AD/HD.

            
               Inattention/distractibility

               Inattention
                   means you have a hard time focusing on something. Distractibility
                   means your attention is easily pulled from one thing to another. Inattention is at the core of AD/HD — it isn’t called attention deficit/hyperactivity disorder
                   for no reason. However, inattention isn’t as simple as never being able to focus; nothing about this condition is as clear-cut as that. Inattention is more accurately a problem in being able to control or regulate how and when you focus on something. (Regulation
                   is a key word for people with AD/HD; check out Chapter 2 for more about regulation.) This is where distractibility comes in. External and internal stimuli pull on people with AD/HD much harder than people without it. As a result, they have a hard time staying focused on one thing.

               A key thing to know about this symptom is that it can look different in almost everyone, and it can change from day to day in each person. But even with such variability, a few basic characteristics of inattention and distractibility are found in people with AD/HD. These are:

               
                  	[image: bullet]	Not being able to concentrate: Try as you may, keeping focused on something is difficult and, at times, impossible. The worst part of this  is that the harder you try, the harder it is to concentrate. Your mind  may go blank, or you may have other thoughts come into your mind.

                  	[image: bullet]	Being able to focus well on some things but not on others: This is one of the most confusing aspects of inattention in AD/HD. Many people think that just because a person can concentrate on something, she must be able to concentrate on everything if she just tries hard enough. This is not the case for people with AD/HD.

                  		For example, your coauthor Jeff recently worked with a 9-year-old boy who couldn’t stay on task at school. He often stared out the window, spaced out, and sometimes almost dozed off. At home, whenever he had to do homework, he had the same difficulties. However, if you gave him a model rocket to build or a book about rockets, he was in his element and could often focus for hours. In fact, he would get so engrossed that he often forgot to eat or go to the bathroom.

                  		Some people with AD/HD claim that they don’t have the condition because they can focus “as long as it’s something I’m interested in.” The criterion for AD/HD isn’t about being unable to focus ever; instead, it’s about not having control over when and how this focusing happens. This leads to another aspect of AD/HD, which we describe in the next bullet.

                  	[image: bullet]	Being able to focus sometimes but not other times: For many people, this is one of the most frustrating features of AD/HD. As an example, the same 9-year-old boy I mention in the previous bullet experienced many times when he couldn’t even focus on the model building that he loved so much. Some days he would start putting a section together and lose track of what came next or end up gluing that section to the wrong part of the main model. This scattered thinking made it very difficult for him to tackle complex projects because he’d often lose track of what he was doing.

                  	[image: bullet]	Being easily distracted by things happening around you: Many people with AD/HD are unable to filter out all the things going on around them and are easily pulled away from what they want to focus on.

                  		For example, your coauthor Jeff worked with a man in his 40s whose relationship was in trouble because he was unable to effectively listen  to his wife when she talked, which led her to believe that he didn’t care about her. This man explained that as he tried to listen, he found himself distracted by the sound of the refrigerator turning off or on, a passing car, or some other sound that his wife didn’t even notice. For him, these sounds were irresistible. As much as he tried to ignore them, they seemed to draw him in. The result was that even though he genuinely wanted to listen to his wife, he caught only parts of the conversation and often ended up misunderstanding what she said.

                  		Interestingly, this man was well aware of his tendency to get distracted when people were talking. He developed a system to deal with it at work; he kept a compact tape recorder with him and discretely used it during meetings or when he was given verbal instructions. Otherwise, he wrote everything down. Writing as he listened seemed to help him stay focused and pushed the external stimulus far enough into the background that it didn’t pull his attention away as often.

                  	[image: bullet]	Being easily distracted by your own thoughts: For many people with AD/HD, it’s common to have a series of unrelated thoughts flowing through their minds. Many people think of this as “daydreaming.”

                  	[image: bullet]	Losing track of your thoughts (spacing out): An extension of being easily distracted is spacing out. This is common with people with AD/HD — it seems like they have gaps in their awareness. 

                  	[image: bullet]	Being forgetful: A lot of people with AD/HD tend to lose their keys, forget appointments, and get lost.

                  	[image: bullet]	Being late: Because many people with AD/HD have trouble organizing their time, they are often late to appointments. Sometimes they are  purposely early everywhere they go because they know they have a  tendency to be late.

                  	[image: bullet]	Being unable to finish things: People with AD/HD are notorious for starting a project and then moving on to something else before finishing it. This is a common problem for another person your coauthor Jeff worked with. Jean, a woman in her late 30s, was extremely bright and ambitious, with tons of great ideas and the talent to back them up.  The only problem was that every time she would work on one of her projects, she would leave it half finished. She always had an excuse  for abandoning a project, such as another more important project coming up. As well, she had a long history of quitting jobs after just  a few months even though she performed them very well.

                  	[image: bullet]	Procrastinating: Because people with AD/HD are often poor at organizing their thoughts and time, they often fail to even start something. Also, after repeated failures, many people avoid starting projects because of the fear that they’ll fail again. Many people with AD/HD wait until the last minute to do things because the pressure helps them focus.

                  	[image: bullet]	Not attending to details: People with AD/HD are often “big picture” people. They can think up new and exciting ideas, but when it comes  to actually dealing with the details needed to make those ideas happen, they just can’t seem to follow through. As well, when given instructions on how to do something, they often miss important details.

                  	[image: bullet]	Making careless mistakes: Not attending to details leads to careless mistakes. This is a common problem with people who are easily distractible because they drift from one thought to another and lose track of what they’ve done and what needs to be done next.

               

               This list can’t even come close to detailing all the ways that inattention and distractibility manifest in people with AD/HD. The main aspect of inattention and distractibility for people with AD/HD is a reduced level of activity in the frontal lobe of the brain. The frontal lobe, as we describe in Chapter 2, is responsible for motor planning, organization, problem solving, attention, and impulse control, to name a few. When this part of the brain doesn’t function properly, the symptoms of AD/HD appear.

            

            
               Impulsivity

               Impulsivity
                   is the inability to consider the consequences of your actions beforehand — in other words, doing before thinking. When you have this symptom of AD/HD, it’s almost as though you have an involuntary response to a stimulus. The response can take the form of actions or words.

               Like the other symptoms of AD/HD, impulsivity looks different depending on the person. Some people have difficulty considering what they say before saying it, whereas others may act at times without thinking. Here are a few ways that impulsivity can manifest in people with AD/HD:

               
                  	[image: bullet]	Blurting out answers before a question is finished: Many teachers of children with AD/HD complain that the children shout out answers before questions have been asked. Many AD/HD adults have a habit of finishing other people’s sentences.

                  	[image: bullet]	Saying inappropriate things: Having successful interpersonal relationships often involves being diplomatic — knowing when not to say something because it wouldn’t accomplish anything useful. People with the hyperactive/impulsive type of AD/HD have a difficult time censoring themselves, and they respond to other people without considering the consequences of what they say. Most often, the person saying these things feels awful afterwards and wonders in amazement why he said what he said.

                  	[image: bullet]	Butting into conversations: Because of the inability to keep from saying the first thing that comes to mind, people with impulse problems often butt into conversations. This is partly due to the lack of impulse control but is also due to the difficulty that many people with AD/HD have in being able to “read” conversations. In other words, they cannot pick up on and interpret subtle signals (body language) and the rhythm of a conversation. When this person butts into the conversation, she may do so with a comment or story that doesn’t fit with the current conversation.

                  	[image: bullet]	Intruding on others: Another characteristic of AD/HD sufferers is that they often don’t know where their bodies are in space, so they tend to be somewhat clumsy. Couple this characteristic with the lack of impulse control, and you often find people with AD/HD intruding on others — bumping into them, grabbing at a toy, and so on.

                  	[image: bullet]	Acting without considering the consequences: Lack of impulse control often leads to doing something before thinking about whether it’s a smart thing to do. Many people with AD/HD act from impulse to impulse. For example, your coauthor Jeff has worked with quite a few adults who, when at a mall, buy things they never planned on buying. They see something in a store and “have to have it,” even though that item may not have any useful purpose for them.

                  	[image: bullet]	Engaging in risky behaviors: Because people with AD/HD often crave stimulus, they may get into situations where they do dangerous things. This is related to another aspect of AD/HD: thrill-seeking. Pushing life to the limits can really help some people focus and feel more in control.

                  	[image: bullet]	Being impatient: Impatience comes in many forms, some of which we cover in previous bullets, such as butting into conversations and blurting out answers before a question has been fully asked. One thing that is particularly difficult for people with AD/HD is waiting in line, which requires someone to stand relatively still. People with the hyperactive/impulsive type of AD/HD have symptoms that cover both impulsivity and hyperactivity or restlessness. As a result, they are more likely to fidget and squirm while waiting.

                  		Waiting in line or for one’s turn can be excruciating for people with AD/HD. For example, David, a man in his late 20s, finds waiting in line so unbearable that he won’t even go into a store when it’s busy. He does his food shopping after midnight at a 24-hour store, and if he sees a line at the cash register — even just one person — he mills around the store until he doesn’t have to wait to check out. The pacing around the store instead of standing in line keeps him from feeling, as he describes, “caged in.”

                  		Some people with AD/HD can’t stand to drive the speed limit or stop at stoplights. Your coauthor Mike has known people who would go out of their way not to stop in traffic. Your coauthor Jeff is one of those people.

                  	[image: bullet]	Wanting things immediately: This symptom can take many forms, such as wanting to have your needs met immediately, as in the case of a child who has a tantrum when you don’t come running to his aid, or buying on credit.

               

               Impulse control is regulated in the frontal lobes of the brain — the same part of the brain that controls attention. Because people with AD/HD often have less activity in this part of the brain, they have less control over their impulses. Often, their bodies react to a stimulus before the reasoning part of the brain can stop, choose the best response, and then act.

            

            
               Restlessness/hyperactivity

               Restlessness and hyperactivity are essentially the same thing — the inability to regulate your physical movements. For the person with this symptom  of AD/HD, sitting still is difficult (especially at school or work where sitting for extended periods of time is expected), as is doing activities that require minimal physical movement, such as playing quiet games. Restlessness is subtler than hyperactivity because it’s often internal rather than external.

               Hyperactive children are probably the poster children for this disorder,  even though only about half the people with AD/HD have the symptom of hyperactivity.

               

               
                  [image: Remember]
               

               	Keep in mind that most young children exhibit what would be called  hyperactivity — frequent movement and activity. This isn’t necessarily a  sign that your child has AD/HD. Most children outgrow this level of activity by the time they’re 4 or 5. And even before then, most kids have periods of time where they’re able to sit quietly, such as when reading a book with a parent or older sibling.

               

               
                  [image: Remember]
               

               	Hyperactivity is easily seen in children running around, but in adults, it  can be much subtler — so subtle, in fact, that many professionals have  suggested that adults outgrow their hyperactivity. This suggestion is proving to be inaccurate. Adults don’t outgrow their hyperactivity; they grow into their restlessness. And they often learn how to deal with the symptoms by disguising them.

               Restlessness and hyperactivity are so variable in people that in one instance this symptom may be obvious, and in another it may be almost completely disguised. Following are a few of the ways this symptom can present itself:

               
                  	[image: bullet]	Being unable to sit still for any length of time: This is especially obvious in younger children. As children grow older, they often develop the ability to sit, although they may squirm in their seats or, as they grow older still, just fidget.

                  	[image: bullet]	Being always on the go: The classic descriptor is that people with this symptom of AD/HD seem to be “driven by a motor.” As much as they’d like to stop moving sometimes, they can’t seem to do so.

                  	[image: bullet]	Feeling edgy: Adults with AD/HD often have this form of restlessness. They are generally able to control their movements to the point of not drawing attention to themselves, but they still feel the need to move and release the energy that builds up inside them. For people with the combined type of AD/HD (inattention and hyperactivity/restlessness), these feelings of restlessness often make the inattention worse because the restlessness commands their attention. Restlessness can also manifest in the medium- and long-term parts of a person’s life. It is quite common for people with AD/HD to move or change jobs frequently just because they are restless. These feelings of restlessness are not confined to adults, however; children can have them, too.

                  	[image: bullet]	Fidgeting constantly: When hyperactivity and the need to frequently move are internalized, this symptom often manifests as fidgeting. Fidgeting can take on a number of forms, from seemingly repetitive  tapping to random movements. Fidgeting doesn’t necessarily relate to restlessness in some older people with AD/HD. Some people fidget in order to try to focus on a task.

                  	[image: bullet]	Talking nonstop: Rather than move their bodies, some people with AD/HD run their mouths. Constant talking is simply another way to release the energy that seems to build up from AD/HD. Often this talking moves from subject to subject, following the somewhat random thought patterns that go through the person’s mind.

               

               Obviously, there are many other ways that hyperactivity and restlessness can manifest in people with AD/HD. The main thing to be aware of is that these actions are not voluntary. They aren’t the result of defiance or bad behavior. 

            

         

         
            Studying Some Secondary Symptoms

            Often the core symptoms of AD/HD (which we discuss in the previous  section) are accompanied by additional symptoms, such as boredom, frustration, and low self-esteem. For many older people with AD/HD — adolescents and adults — these symptoms can be more of a problem than the primary symptoms of AD/HD. The sections that follow give you a glimpse into these secondary symptoms and how they can impact your life.

            
               Anticipation of failure

               Much of the anxiety that people with AD/HD feel is the result of repeated  failures, such as losing track of thoughts, forgetting, being late, getting lost, saying the wrong thing, and so on. With a history of making these types of mistakes, many people get worried because they’re afraid that they’re going to make another one.

            

            
               Worry

               People with AD/HD often worry excessively. This worry is actually another expression of the pent-up feelings of restlessness. This makes worry both a symptom and a method for people with AD/HD to try to control how their minds work. If they can focus on a thought — in this case anxiety over some trivial thing — they can avoid spacing out.

               

               
                  [image: Remember]
               

               	Anxiety disorders have similar symptoms to AD/HD — restlessness, inability to concentrate, and hyperactivity — so someone who appears to have AD/HD may actually have an anxiety disorder. In order to rule this possibility out, you need to have a professional explore a differential diagnosis. We cover this subject in detail in Chapter 6.

            

            
               Boredom

               For people with the hyperactive type of AD/HD, almost any stimulus can become boring — especially something that happens repeatedly or is part of someone’s everyday life. These types of people seek new and exciting stimulation to keep them interested, and they often partake in high-risk behaviors in order to quell the boredom that can so easily overtake them.

               

               
                  [image: Warning(bomb)]
               

               	People with this symptom sometimes create conflict in their lives — whether at school, at work, or at home — in order to “spice things up.” This behavior can look as benign as waiting to do a project until the very last minute, or it can take the form of instigating an argument. This need for stimulation can also be as risky as driving recklessly, seeking out high-risk sports, gambling, or compulsively overspending.

            

            
               Loss of motivation/feelings of hopelessness

               Many people with AD/HD feel as if they are failing in the world, which pounds their self-esteem and can lead to loss of motivation or feelings of hopelessness. Unfortunately, for many people these feelings exacerbate some of the other symptoms of AD/HD (such as forgetfulness, inattention, and spacing out), thus further reducing self-esteem and creating more social isolation. As well, these feelings can lead to depression (see Chapter 6 for details). Depression in people with AD/HD is a serious factor and needs to be dealt with by a professional.

               

               
                  [image: Remember]
               

               	Depression has many similar symptoms to AD/HD — inattention, poor memory, and negativity — so it can be confused with AD/HD. In fact, according to the American Psychiatric Association diagnostic manual (DSM-IV), depression has to be considered when diagnosing AD/HD. Chapter 6 details this process.

            

            
               Frustration

               Imagine not being able to control your ability to focus, to keep from moving, or even to keep from saying something stupid. This is a very frustrating situation. People with AD/HD not only have to deal with their inability to do these things but also — and probably more importantly — their inability at one time and their ability at other times. The symptoms of AD/HD, as we explain earlier in this chapter, can come and go. Sometimes you can concentrate, and sometimes you can’t. Sometimes you can sit still, and sometimes you can’t.

               Not having control over one’s attention, motor activities, or impulses leads to feelings of frustration, and people with AD/HD have a lower threshold for this frustration than others. Couple this with lower self-esteem (which we discuss next), which most people with AD/HD experience, and eventually the person with AD/HD may stop trying to do things altogether.

            

            
               Low self-esteem

               Years of not measuring up to others’ or your own expectations, experiencing failures at home and school, and struggling in social situations often lead to low self-esteem. People with AD/HD generally struggle with low self-esteem, and this colors the way they view and act in the world.

               People with low self-esteem have a hard time taking compliments. They often interpret what others say as criticism even though it may, in fact, be a compliment. Low self-esteem also leads to an overall negative outlook and can be accompanied by moodiness and eventually followed up by depression.

            

            
               Sleep disturbances

               Many people with AD/HD have trouble sleeping. Some have a hard time getting to sleep, others wake up often at night, and still others have a hard time waking up in the morning.

               

               
                  [image: Tip]
               

               	For some people, changes in sleep can be one of the side effects of taking medication. In this instance, you need to make adjustments to the dose and the time of day that you take your medication. Be sure to consult with your doctor before making any changes to your medication dosage or schedule.

               Sleep problems can have many causes. Some people actually get hyper-focused on something and forget to go to bed. After a few times doing this, they may develop a sleep debt and need time to sleep longer than usual. This happens to many people with AD/HD: During the week they don’t get enough sleep, and on the weekends they sleep most of the day away.

               For other people — mostly ones with the hyperactive type of AD/HD in  particular — getting to sleep may be difficult. Winding down is next to  impossible, so it may take hours to fall asleep. For many people with AD/HD (regardless of the type), getting up and moving in the morning can be especially challenging. It may take an hour or so for the person to fully wake up.

               

               
                  [image: Remember]
               

               	The concurrence of sleep disorders and AD/HD is common, so a person with one condition may also have the other. To make matters more complicated, many sleep disorders share the same basic symptoms as the inattentive type of AD/HD — such as forgetfulness and inability to concentrate — so what looks like AD/HD may actually be a sleep disorder. Chapter 6 digs into this subject more deeply.

            

            
               Substance abuse

               Although substance abuse is technically a co-occurring condition
                   with  AD/HD (see Chapter 6), it is common enough among people with AD/HD  that we include it in the list of secondary symptoms. Abusing drugs and  alcohol may result from trying to numb feelings of failure and from trying to self-medicate. Certain drugs, such as cocaine, don’t actually offer a high for people with AD/HD. Instead, these drugs work much like the prescription stimulants (such as Ritalin) used by people with AD/HD to reduce some of their symptoms. The problem with this approach — aside from the fact that it’s illegal — is that it’s impossible to get any consistency using street drugs to try to deal with AD/HD because you never know what’s in them, and you don’t know how strong they are.

               Many people with AD/HD have drug or alcohol problems — probably due, at least in part, to a common biology between AD/HD and being prone to addiction. The good news is that people who are properly treated for AD/HD have less of a tendency to abuse alcohol and drugs than people who don’t have AD/HD.

            

         

         
            Facing AD/HD in Different Populations

            Although AD/HD manifests differently in everyone, it can show some common characteristics within a given population. In some cases, it may benefit a person with AD/HD to know how other people of their same age or gender behave similarly.

            
               Children

               Almost all young children exhibit AD/HD characteristics, such as darting from one thing to another or climbing on everything in sight. This is why  the DSM-IV (the manual for mental disorders) stipulates that in order for a child to be classified as having AD/HD, he must be acting in a way that is not appropriate for his age.

               Regardless of age, kids without AD/HD can often sit still for periods of time — such as when reading a book — whereas kids with the hyperactive type of AD/HD can’t.

               Hyperactive children can be really
                   active, which is why hyperactivity is  most problematic when kids are young. As kids age, they mellow out a bit, and their hyperactivity turns more inward. By the time they’re in their teens, they don’t run around as much, although they often squirm or have feelings of restlessness.

               Difficulties with attention and organization can have a lasting impact on children with AD/HD because AD/HD can interfere with learning the basic skills necessary for development into the next stages of education and life. Many children with AD/HD have difficulties learning to read, spell, or do arithmetic. These problems can be due to not being able to sustain attention and focus, or they can stem from specific learning disabilities that sometimes accompany AD/HD (see Chapter 6).

               Some, but definitely not all, AD/HD children have difficulties getting along with others. A lot of AD/HD kids have problems taking instruction, being disciplined, or respecting rules. These problems can follow them into adolescence and adulthood.

            

            
               Adolescents

               For adolescents, the primary symptoms of AD/HD are often overshadowed  by the secondary symptoms of low self-esteem, frustration, and boredom,  to name a few. After years of not being able to get things “right” in school or at home, many teens with AD/HD are demoralized.

               

               
                  [image: Remember]
               

               	Dealing with these secondary symptoms in adolescents becomes a priority because they have the potential of causing many more problems down  the road.

               Adolescents with the impulsive/hyperactive type of AD/HD are often able to sit and don’t exhibit the same level of activity as younger people. Generally, their hyperactivity manifests more internally as a general sense of restlessness and as fidgeting. This internalization does not indicate that the symptom of hyperactivity has lessened; instead, it indicates that the person is finding a way to release the kinetic energy in a way that is more socially appropriate. In other words, the hyperactivity is still there; it’s just been transformed to be less obvious.

               In school, adolescents with AD/HD may have a harder time than younger children with AD/HD. This is partly due to the way schools operate: After children leave elementary school, they often have classes in different rooms with different teachers and have access to fewer support services for kids who are behind in their study skills. Children with AD/HD also tend to be somewhat behind their peers in emotional development, and this delay continues into adolescence.

               

               
                  [image: Warning(bomb)]
               

               	Because of the expanding world that adolescents inhabit, the effects of impulsivity can be far-reaching. Impulsive behavior that may have been relatively benign at a younger age can become downright dangerous as the person reaches his or her teens.

               Another problem adolescents experience is that the hormonal changes occurring during puberty often coincide with an increase in the severity  of the symptoms of AD/HD. (However, some adolescents actually have a decrease in AD/HD symptoms during puberty.) Add to this the fact that as  the adolescent’s body changes, his need for medication changes too, and it becomes increasingly important to monitor the dose and drug used. As well, many teens don’t want to take medications and often sabotage a treatment regimen that would otherwise work for them. All these factors can create a very difficult period of time for families.

            

            
               Adults

               AD/HD used to be known as a childhood disorder. People assumed that after a child with AD/HD grew up, he also grew out of his AD/HD symptoms. This has proved to be a false premise — so much so that a plethora of books are now on the market addressing adult AD/HD.

               AD/HD in adults does exist, but it often manifests differently than in children. Hyperactivity gives way to restlessness; most adults are able to find a way to sit reasonably still even though they desperately want to get up and move around. As we explain earlier in the chapter (in the section “Restlessness/ hyperactivity”), adults often develop ways to avoid running around — the classic sign of hyperactivity — and instead fidget much more.

               Many of the inattention symptoms of AD/HD don’t improve with age. Adults have often developed strategies to deal with the symptoms, but they still have them. Unfortunately, most adults with AD/HD still suffer from the effects of inattention/distractibility to the point where it impacts their lives. Money problems, frequent job changes, family problems, and so on can wreak havoc and cause the secondary symptom of low self-esteem or the co-occurring condition of depression to develop.

               

               
                  [image: Remember]
               

               	One of the most important and difficult things for adults with AD/HD to do is find the right occupation, and the right job within that sector. A large number of small business owners are adults with AD/HD. This is because many of the positive attributes of AD/HD, such as creativity, innovation, and risk-taking (which we discuss in Chapter 17), are essential attributes of entrepreneurs.  In addition, many people with AD/HD are self-employed because they find it very hard to work for someone else and to meet the strict requirements of the corporate world.

               Unfortunately, running their own businesses can be especially difficult for people with AD/HD because of the tendency to procrastinate, be unorganized and impulsive, and so on. For these people, life strategies, good assistants, and technological aids — such as PDAs and day planners — are invaluable tools. Chapter 16 has details about making the most of your work environment.

            

            
               Women

               One of the biggest challenges that women with AD/HD encounter is a lack  of awareness about the condition, because the perception has been that AD/HD typically affects males. Add to this the fact that very little research has been done on females with AD/HD, and you end up with a lot less information about how the disorder affects women and how to best deal with it. Fortunately, awareness is growing, and more information is becoming available. (There are even a few books available that are written specifically for women with AD/HD.)

               Research indicates that males are three to five times more likely to be  diagnosed with AD/HD than females. Does this mean that fewer women  have AD/HD? Or is it possible that many women with AD/HD are not being identified because the assumption has been that this disorder primarily affects males? With so little research available on AD/HD and females, it’s hard to say. But one thing research has been discovering is that the women who are diagnosed with AD/HD have more serious cases. This suggests that many women with AD/HD may be falling through the cracks and not being identified.

               Traditionally, more males are hyperactive than females. This doesn’t mean that you don’t see hyperactive or restless girls, but this symptom is less common among females and often doesn’t manifest itself as extreme levels of activity — it tends to be internalized more. In young girls, hyperactivity may take the form of excessive talking, whereas boys tend to get up and move around.

               Women with AD/HD are diagnosed with depression and low self-esteem at a higher rate than men.
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Table 4-1 Diagnosis and Treatment Capabilities

Diagnose Prescribe Counseling Nonconventional Life

(Officially) Medication Treatments Strategies
AD/HD Yes Depends  Sometimes Yes Generally
specialist (Sometimes)
Family Yes (Yes) Yes Sometimes Sometimes Sometimes
physician
Pediatrician  Yes(Yes) Yes Sometimes Sometimes Sometimes
Psychologist Yes(Yes)  Sometimes Notusually Sometimes Yes
Clinical social Yes (Yes) No Yes Sometimes Yes
worker
AD/HD coach Yes No Sometimes Sometimes Sometimes
(Sometimes)
Psychiatrist ~ Yes(Yes)  Yes Yes Sometimes Yes
Neurologist  Yes(Yes)  Yes Yes No No
Neuro- Yes (Yes) Yes Sometimes Sometimes Sometimes
psychiatrist/
behavioral
neurologist
Educational  Yes(Yes, No No No Yes, but only
diagnostician according for school
to school situations
district)
Speech— Yes (No) No No Yes Sometimes
language
pathologist
Occupational Yes (No) No No Yes Generally

therapist
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AD/HD Treatment Tracking Form

Date: Day of week:
Name:
Person completing form:

Medications taken:

Time of day: Drug:
Dosage: Positive effects score:
Negative effects score:

Time of day: Drug:
Dosage: Positive effects score:
Negative effects score:

Vitamin and herbal supplements taken:

Remember that the results of vitamin and herbal supplements are often
subtle and can take a month or more to appear.

Time of day: Supplement:
Dosage: Positive effects score:
Negative effects score:

Time of day: Supplement:
Dosage: Positive effects score:
Negative effects score:

Other treatments used:

Name of treatment:
Time of day performed: Positive effects score:
Negative effects score:

Name of treatment:
Time of day performed: Positive effects score:
Negative effects score:
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