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Disability service providers in colleges and universities across the nation are struggling to come to grips with the wave of students recently diagnosed with Attention Deficit Disorder (ADD) who are seeking services and accommodations. Students who need services for ADD are growing in such numbers that they may soon equal those with learning disabilities (LD). Meanwhile, there are those on college campuses who question the need for a distinction between the LD and ADD subgroups, and even those who question the existence of ADD as a separate and distinct disorder or disability. 

Due to the relatively recent recognition of Attention Deficit Disorder, and the even more recent recognition that it is a lifespan disorder there are varying viewpoints among experts who are involved in the diagnosis, treatment, and provision of services. These disparities are reflected in the lack of consensus regarding terminology. The Diagnostic and Statistical Manual - Fourth Edition (DSM-IV), published by the American Psychiatric Association in 1994, has very recently modified the official name of this disorder. The DSM-IV refers to ADD as Attention Deficit/Hyperactivity Disorder (AD/HD), with three subtypes, Predominantly Hyperactive-Impulsive Type, Predominantly Inattentive Type, and Combined Type. Despite the official DSM nomenclature, many in the field including C.H.A.D.D., the largest national organization which advocates for those with ADD and provides support and information, uses the more generic term, ADD. The reader will note this lack of consensus in terminology reflected in the articles contained within this issue. 

A handful of postsecondary institutions now have programs specifically tailored to the needs to students with ADD are developing. One of AHEAD's own members and author of one of the articles contained in this special edition, Mary Richard, on the staff of Services for Persons with Disabilities at the University of Iowa, will be installed as the president of CH.A.D.D. in November of 1995. Perhaps with Mary Richard at the helm of CH.A.D.D., more disability service providers will be encouraged to take an active role in the broader professional ADD community, contributing to and enriching the base of knowledge and experience upon which we draw to provide services for postsecondary students with ADD. 

The debates over whether to include ADD among the other cognitive disabilities referred to as "learning disabilities," and the lack of consensus over whether the ADD or AD/HD label is most appropriate for the disorder are unnecessary distractions from the challenging work that faces all professionals who seek to provide services for postsecondary students. There is, no doubt, tremendous overlap in the behavioral manifestations of students with learning disabilities and attention deficit disorder. In many ways, these two groups of students will benefit from many of the same supports and accommodations. In addition to these similarities, however, it is critical that disability service providers are aware of the important differences between students with ADD and LD. For example, postsecondary students with ADD will need active medical follow-up during their college years from physicians experienced in working with older students with ADD. Additionally, these students are more likely to suffer from co-existing anxiety and depression, obsessive-compulsive disorder and substance abuse patterns that need to be treated both medically and psychotherapeutically. Thus, students with ADD will need a wider range of multidisciplinary services, with close coordination between student disability service providers and mental health care professionals on campus. 

This issue begins with an article written by the guest editor discussing the importance of routine screening for ADD among college students, and the roles disability service providers can play in referring a student for a complete assessment of ADD as well as related issues such as learning disabilities and psychological complications. This article also addresses factors which may lead a student's ADD to remain unidentified until the postsecondary level. 

The second article in our series, describing the roles to be played by disability service providers in order to accommodate and support students who have received an ADD diagnosis, is written by Mary Richard. Ms. Richard is uniquely qualified to speak to the issues of ADD on the postsecondary level as she has been a very active member of both AHEAD and of CH.A.D.D. Christy Willis, Director of Disabled Student Services at The George Washington University and her colleagues follow with an article highlighting some of the ways in which a disability services office can create a very supportive, "user-friendly" climate for students with ADD which can greatly enhance their ability to cope with the rigorous demands of postsecondary education. 

Dr. Patricia Quinn, a nationally recognized expert on the treatment of ADD, and the editor of ADD and the College Student (1994), the first book which is written exclusively for college students with ADD, clarifies the role which a physician should play as a member of the team of professionals supporting the postsecondary student with ADD. Perhaps her article will serve as a catalyst to student health service providers to develop appropriate medical services for students with ADD, in conjunction with the supports offered by student disability service providers. Patricia Latham addresses the legal issues pertaining to ADD on the postsecondary level. Her article serves to clarify the overlapping, and often confusing federal legislation which addresses the rights of students and the rights of persons with disabilities. Patricia Latham is the co-founder of the National Center for Learning Disabilities and the Law, and is on the board of the Attention Deficit Disorder Association. 

This special edition on ADD in postsecondary education closes with an annotated bibliography prepared by Richard Goldhammer from the LD Support Services office at Boston University. His bibliography directs the reader to some of the most recent and informative resources on ADD and adult ADD issues. 

It is our hope, through this collection of articles, bringing together experts from the medical, legal, psychological and educational fields, to address some of the concerns and misunderstandings about Attention Deficit Disorder, and to provide a solid, multidisciplinary model for responding to the needs of students with Attention Deficit Disorder on the postsecondary level. 
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Diagnosis and Assessment of ADD in Postsecondary Students

Kathleen G. Nadeau

Abstract

Attention Deficit Disorder (ADD) is a complex disorder that can be manifested in a variety of ways and is most often accompanied by other disorders of a neurodevelopmental or psychological nature. Without diagnosis, treatment, support and accommodations, many bright and capable postsecondary students with ADD are at risk for poor academic performance and lack of degree completion. This population shares characteristics with both children and adults with ADD, however, those students whose ADD is not identified until the postsecondary level is a group with some unique characteristics that need to be understood in order to correctly diagnose and assess them. A good assessment should include recommendations for accommodations, compensatory strategies, and needs for counseling, psychotherapy and/or referral to other professionals regarding related disorders. A staff physician well trained in the needs of postsecondary students with ADD is an essential member of the treatment team. By identifying, diagnosing, treating, supporting and accommodating these students during their college years we have the opportunity to help students with ADD manage their neurochemical disorder, succeed educationally, and make appropriate and adaptive career choices as they leave the postsecondary environment.
The awareness of Attention Deficit Disorder (ADD) in postsecondary students is a recent phenomenon, and for this reason few guidelines exist for diagnosis and treatment. Most research on the assessment of Attention Deficit Disorder addresses the assessment of children. The term ADD is used throughout this article to refer to all subtypes and varieties of attention deficits, both with and without hyperactivity. The use of the term ADD has become common parlance in the field despite the fact that the Diagnostic and Statistical Manual of Mental Disorders - Fourth Edition (DSM-IV), published in 1994, continues to use a confusing array of terms including ADHD - Primarily Hyperactive Impulsive Type, ADHD - Primarily Inattentive Type, and ADHD - Combined Type. Attention Deficit Disorder, previously known by a variety of terms including Attention Deficit/Hyperactivity Disorder, Minimal Brain Dysfunction and Hyperkinetic Reaction of Childhood, has historically been considered a disorder of childhood (Weiss & Hechtman, 1993). Because hyperactivity was considered the most salient feature of this disorder, and because hyperactivity often remits at puberty, it was mistakenly believed that all symptoms of the disorder were "outgrown" (Weiss, Minde, Werry, Douglas, & Nemeth, 1971). Although we now know that ADD is a lifespan disorder, the DSM-IV continues to list it among disorders of childhood with a brief, passing mention that this disorder may persist into later years. 

Recognition of ADD as a Lifelong Condition

The general recognition of ADD as a lifelong condition is very recent. Paul Wender, a widely respected researcher in the field of Attention Deficit Disorder, published in 1987 The Hyperactive Child, Adolescent and Adult, one of the first books for the general public providing information regarding ADD in adulthood. Wender reported earlier research by Hechtman and Weiss that followed the development into adulthood of children and adolescents who had been diagnosed with Attention Deficit Hyperactivity Disorder. Their study, as is true of many studies of Attention Deficit Disorder, focused exclusively upon those individuals who met the guidelines of the Diagnostic and Statistical Manual of Mental Disorders (3rd edition) (American Psychiatric Association, 1980) for Attention Deficit Hyperactivity Disorder which emphasized the symptoms of hyperactivity and impulsivity. It is now recognized that Attention Deficit Disorder can exist without the hyperactive-impuIsive component. This recognition of ADD without hyperactivity and impulsivity will almost certainly lead to the identification of more females (who are less likely to be hyperactive and/or impulsive) and of more adults (who are also less likely to be hyperactive and/or impulsive) with Attention Deficit Disorder. Conservative estimates of the incidence of ADD in childhood are 3%-5% (CH.A.D.D., 1993). It has been suggested that 1 % to 3% of the college population has Attention Deficit Disorder of significant severity to warrant treatment and accommodations (Barkley, 1993). 

Making the ADD Diagnosis
Misunderstandings and Stereotypes

The name by which we call attentional problems has shifted repeatedly as we increase our understanding of this complex disorder. With each new edition of the Diagnostic and Statistical Manual of Mental Disorders (DSM) a new label and set of diagnostic criteria are introduced. Despite the general agreement that Attention Deficit Disorder without hyperactivity exists, the most recent DSM-IV (American Psychiatric Association, 1994) persists in referring to the disorder as Attention Deficit/Hyperactivity Disorder, listing the non-hyperactive-impulsive subtype as AD/HD, Primarily Inattentive Type. Given the confusion and debate among the experts, it is small wonder that the broader community of mental health professionals and members of the educational community may harbor misperceptions about ADD. Most individuals hold a stereotypic view of a child with ADD as a hyperactive child, usually male, who is loud, boisterous, impulsive, and who experiences behavioral and academic problems (Jaffe, 1995). Such children certainly exist and are most readily identified because of their obvious and difficult symptomatology. It is the group of students who do not conform to this hyperactive-impulsive clinical picture who are likely to go unidentified longer, or who may never become identified. These are the students who are most likely to be referred for diagnosis and assessment in the postsecondary setting. A full understanding of the "primarily inattentive type" of ADD student, as well as an understanding of how ADD may present in a "residual" state in older students, is essential for the service provider attempting to work effectively with the college ADD population. 

DSM-IV Criteria for AD/HD
Primarily Inattentive Type

We will not consider in this context the criteria for "primarily hyperactive-impulsive" students with ADD. Such students are more easily recognized as having ADD, and are most likely to have been identified in early grade school. Rather, it is more important for our purposes here to consider the "primarily inattentive type" as they present during college years. The following is a list of diagnostic criteria published in the DSM-IV(American Psychiatric Association, 1994) for AD/HD - Primarily Inattentive Type. 

1. Six (or more) of the following symptoms of inattention have persisted for at least six months to a degree that is maladaptive and inconsistent with developmental level: 

a. often fails to give close attention to details or makes careless mistakes in schoolwork, work, or other activities; 

b. often has difficulty sustaining attention in tasks or play activities; 

c. often does not seem to listen when spoken to directly; 

d. often does not follow through on instructions and fails to finish schoolwork, chores, or duties in the workplace (not due to oppositional behavior or failure to understand instructions); 

e. often has difficulty organizing tasks and activities; 

f. often avoids, dislikes, or is reluctant to engage in tasks that require sustained mental effort (such as schoolwork or homework); 

g. often loses things necessary for tasks or activities (e.g., toys, school assignments, pencils, books, or tools); 

h. is often easily distracted by extraneous stimuli; and 

i. is often forgetful in daily activities.
 

2. Some inattentive symptoms that caused impairment were present before age seven years.
 

3. Some impairment from the symptoms is present in two or more settings (e.g., at school [or work] and at home).
 

4. There must be clear evidence of clinically significant impairment in social, academic, or occupational functioning. (p. 84.) 

Note: This diagnosis can be made in adolescents and adults, even if they currently do not meet the criteria of demonstrating six of the nine listed symptoms. "In Partial Remission" should be specified. 

In order to make a diagnosis of attention deficit disorder in students at the postsecondary level, there must have been evidence of attentional difficulties prior to the age of seven. The service provider should be very careful, however, in interpreting and understanding this diagnostic requirement. For some children whose intelligence is higher, whose symptoms are milder, and whose environments are supportive, ADD symptoms may not become readily apparent until a later age, when the structure in their life decreases and the demands for concentration, focus, self-control, judgment, planning, and organization increase. The professional who only knows to look for more obvious and "classic" patterns of ADD runs the risk of overlooking many students greatly in need of both treatment and accommodations. College students are unlikely to have an accurate recall of their behavior patterns prior to age seven. Even parents can be quite inaccurate or defensive historians when questioned about their son's or daughter's behavior in early childhood. In fact, some parents adamantly deny that problems existed in childhood. Such parents may feel guilty if they believe their child had a disorder that went undiagnosed or untreated. Parents may also feel that their judgment is being questioned if their adult offspring suggests having had significant problems functioning as a child which went unrecognized by their parents. Some adults with ADD relate that their parents were not closely involved in their academic life as a child; others report that they experienced difficulties which they did not report to their parents. For all of these reasons, the service provider must attempt to gather information regarding early childhood functioning with a full realization that such retrospective reporting can be fraught with misinformation. 

In non-hyperactive students of above average intelligence, the presence of ADD symptoms in high school or postsecondary school, as reported by the student, should be given stronger consideration than a parent's report that they were not aware of problems in early childhood. 

The service provider should be familiar with the types of academic difficulties typically reported by a postsecondary student with AD/HD - Primarily Inattentive Type. Often such students may report having been a successful student in elementary school and even in high school. They may also describe, however, that they tend to be slow and inefficient. They may report a pattern of studying hard, but "blanking out" on exams. They may be highly creative and may love to read, but also may report that recall of material they have read is limited. These same students are likely to describe themselves as messy, disorganized, absent-minded, forgetful, and having a strong tendency to procrastinate. They may have enormous difficulty planning and prioritizing their time. The service provider who only sees evidence of childhood ADD in students who report poor grades, behavior problems, impulsivity and hyperactivity will unwittingly overlook many postsecondary students with ADD. 

Special Concerns of the Postsecondary ADD Population

In order to develop a model for the assessment of postsecondary students with ADD certain aspects of both child and adult ADD evaluations should be included, in addition to consideration of concerns unique to the postsecondary population. Just as for children, a postsecondary ADD evaluation should address the potential educational impact of both attentional problems and any related cognitive deficits which may become evident in the evaluation process (Barkley & Murphy, 1993). The diagnostician also should be familiar with the more complex differential diagnosis issues and the likelihood of coexisting disorders for adults with ADD. For example, the likelihood of anxiety and depression secondary to ADD tends to increase with age. Other coexisting disorders such as personality disorders (e.g., narcissistic, borderline, antisocial, and passive-aggressive), obsessive-compulsive disorder, substance abuse disorders, and impulse control disorders (Hallowell & Ratey, 1994) should be considered. In one self-referred clinic population, over half of the adults with ADD were found to have an additional psychiatric disorder (Schubiner, Tzelepis, & Warbasse, 1994). Among postsecondary students the possibility of alcoholism or other substance abuse should be considered routinely. Another study (Shekim, Asarnow, Hess, Zaucha, & Wheeler, 1990) found that among adults diagnosed with ADHD, 34% had histories of alcoholism, and 34% had histories of drug abuse or dependence. Some disorders may mimic ADD and require a careful differential diagnosis, including hyper- or hypo-thyroidism, caffeinism, chronic fatigue, seizure disorders, and certain medication side effects (Hallowell & Ratey, 1994). 

Factors Contributing to a Later Diagnosis of Attention Deficit Disorder

College teachers or administrators may question how such a disorder could go undetected for so long; skepticism may be especially strong if the student performed reasonably well during high school. One young woman's ADD diagnosis was refuted by the psychiatrist on her college campus to whom she had been referred after receiving the diagnosis at home. This psychiatrist believed the student could not have gained admission to a competitive postsecondary institution if she had an accurate ADD diagnosis. The psychiatrist attributed her extreme distractibility, hyperactivity, and disorganization to a bipolar disorder. Fortunately, this student sought consultation from another physician more familiar with ADD who treated her successfully. This student's experience with misdiagnosis is not uncommon and reflects the need for education in the medical and mental health communities. 

It is critical that faculty members and disability support service providers be aware of several factors that can lead to a later diagnosis of Attention Deficit Disorder. In addition to the "primarily inattentive" pattern which is harder to detect and may delay diagnosis, factors such as degree of severity, home and school environment, and intelligence level can all influence a later ADD diagnosis. 

Degree of Severity and Environmental Factors

Attention Deficit Disorder can be manifested in widely varying degrees in different individuals. Those more severely affected are more likely to be detected earlier, while those whose ADD is more moderate can often function on grade level, escaping detection far longer. The manifestation of ADD symptoms can be strongly affected by environmental factors. Those students with Attention Deficit Disorder who grew up in families that provided them with a high degree of stability and structure may function adequately for a longer period before their attention deficits have a significant impact. Likewise, those students with ADD who attended schools with smaller classrooms, more structure, and more support are likely to go longer before attention deficits are recognized. 

Other important environmental factors influencing the emergence of underlying ADD symptoms are the degree of stress and the level of performance demands that are placed upon the individual. Such a pattern of late emerging symptoms of ADD was noted in one of the earliest adult ADD studies (Shelly & Riester, 1972). Young men in the Air Force who were retrospectively diagnosed with ADD did not become clearly symptomatic until they were placed in a very high demand situation. Under highly challenging circumstances their compensatory techniques proved inadequate, and their ADD symptoms emerged. For students whose ADD has not been previously diagnosed, college often presents a similar high demand situation in which ADD symptoms emerge. 

Intelligence

Another mitigating factor, which must be taken into account is the intelligence level of the student with Attention Deficit Disorder. The more intelligent the student the easier it will be for him or her, despite problems with inattention, memory, and organization, to function reasonably well within the classroom. A pattern common for high IQ students with ADD in high school is to show a high degree of variability in grades, between courses, and even within a single course. These students may show a pattern of high exam grades, but of mediocre final grades resulting from missing homework assignments and from papers or projects turned in late. Many gifted ADD students can rely on their intelligence to earn high grades in courses that are more conceptual in nature, but may tend to do poorly in courses such as math or foreign languages that call for disciplined memorization, cumulative knowledge, and attention to detail. Highly intelligent students with ADD can function adequately, or even well, but the hidden cost for this higher performance is enormous if their ADD goes untreated. 

Cognitive Deficits and Academic Needs of Postsecondary Students with ADD

Although hyperactivity in children has been recognized and treated for a number of decades, it is only perhaps during the past decade that a more in-depth understanding of the accompanying cognitive deficits has developed. These cognitive deficits become the more dominant ADD traits affecting postsecondary students as the hyperactivity often decreases or even disappears when the student goes through puberty. Very little has been written about appropriate services for the secondary school student with ADD (Nadeau, Dixon, & Biggs, 1993). Nadeau et al. suggested that one of the strongest needs of the student with ADD as he or she encounters the challenges of secondary school is daily mentoring and assistance with organization, planning, time management, prioritization, and follow-through. These needs become even greater in the postsecondary setting where structure is substantially reduced, daily schedules vary, and diversions and distractions abound. This is a very critical time in the educational life of the student with ADD, and often a time when prior educational success crumbles under the greater demands for self-structuring. 

Academic Difficulties Typically Reported by Postsecondary Students with ADD

Many postsecondary students with ADD report much difficulty with time management and procrastination. Even those with the self-discipline to remain seated at their desk may report that studying takes them much longer due to disorganization and distractibility. A student with ADD often reports having to reread passages many times before being able to adequately register and retain the information they have read. 

These students also frequently report memory retrieval problems. That is, they are unable to produce on demand, such as during a test situation, information which they studied and committed to memory. Such retrieval problems are often due to poor memory strategies. Information is "filed" in haphazard fashion in long-term memory making the retrieval process difficult and unreliable. Such retrieval difficulties may be referred to as the "tip-of-the-tongue" phenomenon. The student "knows" the information, but can't produce it. The memory system in students with ADD tends to be "divergent" rather than "convergent." If students with "divergent memory associations" are presented with a specific term or name, they may be able to develop rich, unique, and highly varied set of associations, demonstrating both depth and breadth of knowledge. These same students, however, may encounter great difficulty retrieving a specific term or name from long-term memory if given a short-answer question on an examination. (It is for this, among other reasons, that alternative exam formats are necessary for many students with ADD in order to accurately measure their knowledge.) 

The organizational problems encountered by individuals with ADD often make it difficult for them to write papers in a structured, cogent manner. Due to their "divergent" thought processes, ideas may come flooding from all angles with little coherency. Such students need extra support to learn to organize their thoughts into an outline form. Even with the benefit of an outline, their creative, divergent thoughts may make it difficult for them to categorize ideas. They may see so many possibilities that they struggle to reduce their "creative chaos" to a more organized set of possibilities. Many students with ADD are able to see the "big picture," but may experience much frustration and difficulty memorizing names, facts, sequences, and rules of grammar. 

The Physician as a Critical Member of the Treatment Team

In addition to the need for structured support, students with ADD also need a physician well versed in the treatment of college students. With the exception of a few highly trained developmental pediatricians and child psychiatrists, the preparation of physicians regarding the treatment of ADD has been minimal. Many physicians know the rudiments of using stimulant medication in treating ADHD, but have little or no training in the behavioral management or educational supports needed by these students. As a result, an important, but often missing piece in the team of ADD service providers is a medical consultant who is knowledgeable about ADD on the postsecondary level. (See Quinn article in this volume for a more complete discussion of the role of the physician in the postsecondary treatment team.) Because of the high incidence of coexisting psychiatric and neurobiological conditions in the college population with ADD, the background and training of the physician needs to extend beyond a familiarity with the use of stimulant medication. Ideally, each college and university should have a medical consultant or staff member at the student health center who can play this critical role. 

Referral Routes and Presenting Problems

Some students are fortunate to encounter an astute teacher who recognizes signs of Attention Deficit Disorder. Sometimes this maybe a professor whose own child has ADD, or who otherwise has personal experience with its manifestations. Such a faculty member can serve a critical role, both in identifying students who need diagnosis and assessment, and in supporting these students after they have been diagnosed. More faculty awareness and education programs would promote the likelihood that faculty members could routinely and appropriately aid in the identification of students who need to be evaluated for ADD. 

Often a student may be identified by a fellow student who has been diagnosed with ADD or LD and recognizes similar patterns in a friend. In other instances, students self-refer for an ADD evaluation after reading an article about ADD, or talking to a peer who has been identified with ADD. 

Quite commonly, however, students may refer themselves to the counseling center, student health center, or resident advisor in a dormitory completely unaware that ADD is a primary contributor to the stress and anxiety which they are experiencing. Like other students experiencing failure, such students often feel overwhelmed, anxious, discouraged, and are perhaps even contemplating dropping out of school. Due to the now-recognized prevalence of undiagnosed ADD in the postsecondary population, service providers in student health services or counseling centers should routinely screen not only for the range of emotional issues that may lead to such an academic crisis, but also for symptoms of Attention Deficit Disorder. 

A brief ADD/LD screening questionnaire should be automatically administered to all students whose troubled academic performance plays a part in their presenting complaints. (See Richard's article in this issue for a more complete discussion of screening procedures.) There are a number of these questionnaires available to Counseling Centers and DSS offices, and some have been developed for the adult population (Brown & Gammon, 1991; Copeland, 1989; Wender, 1985). The College Level ADD Questionnaire (Nadeau, 1993) is one of the first specifically designed to assist in the diagnosis of the college student with attentional difficulties. It is a comprehensive, structured-interview questionnaire that covers a wide range of issues including: inattention, impulsivity, hyperactivity, distractibility, hyper-focusing, time management, self-discipline, sleep-arousal problems, organization, memory, substance abuse, anger, frustration tolerance, emotional lability, anxiety, depression, self-esteem, interpersonal problems, and family and academic history. If the student's responses to a structured interview or questionnaire suggest that there may be reason to suspect ADD, an appropriate referral should be made for a full evaluation by an educational, clinical or neuropsychologist well trained in assessing ADD in the postsecondary population. 

Diagnosis versus Assessment

Much debate occurs at present over the role of testing in the process of diagnosing ADD. Some feel that only a thorough clinical history taken by a knowledgeable professional is necessary. Others feel most comfortable relying upon "scientific" evidence such as performance on one of the electronic continuous performance tests designed to test ADD symptoms. While a simple "yes-no" ADD diagnosis may be made through a clinical interview by a highly skilled and knowledgeable professional, the assessment process involves much more than a simple question as to the presence or absence of inattention. Such an assessment should be done by an educational, clinical or neuropsychologist who is highly experienced in assessing not only ADD, but the whole range of coexisting conditions often found in conjunction with ADD. Testing allows the psychologist to assess both the nature and degree of cognitive problems associated with ADD and the very commonly found coexisting neurodevelopmental and psychological conditions that may affect the student. 

Beginning the ADD Diagnostic and Assessment Process

The diagnostic process should begin with a clinical interview. If a structured questionnaire has not been previously administered by the referring professional, it can be very useful for the evaluating psychologist to structure the interview through the use of an ADD questionnaire. Such a questionnaire can efficiently guide the diagnostician to briefly touch upon a wide range of concerns that may bear further investigation as the assessment process continues. Responses to the questionnaire can guide the diagnostician in selecting the most appropriate test battery for a full assessment and can also assist in subsequent treatment planning. In this initial assessment phase, it is important that the psychologist not become so over focused upon ADD that he or she neglects to adequately explore the possibility of anxiety disorders, major affective disorders, personality disorders, or the range of adjustment disorders so often seen in students as they make the transition from home life to more independent campus life. 

A complete medical and educational history should be obtained. It often may be necessary to query the parents of the postsecondary student about early childhood development, medical and educational history if the student is unable to provide such information in detail. It can also be very useful for the parents to complete a College Level ADHD Questionnaire describing their son or daughter. The diagnostician should be sensitive to the student's attitude toward parental involvement in the evaluation process. Contact with parents should only be undertaken if the student is fully in agreement. Copies of the student's report cards from elementary and secondary school, as well as any educational or psychological evaluations that may have been done during childhood, and records of standardized tests can be important sources of information for the diagnostician in beginning to put together the pieces of the diagnostic puzzle. 

Based on the information gathered in this initial phase of evaluation, the psychologist can proceed to construct a test battery designed to answer specific questions which have arisen. Do the memory problems reported by the student go beyond the forgetfulness so typical of ADD- Which tests and questionnaires can best measure the extent and type of memory problems- Is there a history of psychological problems- Is the student's report of reading problems the result of inattention, or is there a possible learning disability that combines with ADD to hinder the student's reading comprehension and retention- The psychologist should develop such a set of diagnostic questions and hypotheses while interviewing the student and gathering background information. 

Tests to Consider for Inclusion in an ADD Test Battery

Beyond the initial ADD questionnaire and a thorough social, educational, psychological and medical history, there are a number of tests that can be useful in an ADD assessment. While the referring service provider does not need to be trained in the administration and detailed interpretation of these tests, it is useful for the service provider to be familiar with the range of tests available and the questions which may be answered by specific tests. Armed with such knowledge, the service provider will be prepared to review psychological reports as well as to assess whether the test batteries administered are appropriate and are adequate to answer to questions posed by the referring service provider. 

The Wechsler Adult Intelligence Scale Revised (WAIS-R) (Wechsler, 1981) is valuable to include in most test batteries. WAIS-R results can provide not only information about attentional problems, but also a performance baseline against which to measure possible learning disabilities. Valuable information about a range of cognitive functions related to ADD can be gleaned from WAIS-R results as well. Often students with ADD show Arithmetic and Digit Span subscale scores that are low relative to other subscale scores. It is also common for the Digit Symbol score to be relatively lower. The clinician should be aware, however, that good performance on these subtests does not rule out ADD. It is a well-known phenomenon in neuropsychological testing that under time-limited circumstances, in a structured environment, working one-on-one with an examiner, test performance can be deceptively high in contrast to daily functioning outside the examiner's office. 

In addition to comparing subscale scores it can also be very useful for the examiner to carefully observe the student during WAIS-R administration. Even when the pattern of subscale scores does not suggest ADD, the student may show strong behavioral signs of ADD during test administration such as fidgeting, impatience, visual and auditory distractibility, difficulty remembering verbal instructions, impulsive responding, hyperverbalization, tangential speech, and rapid mental fatigue. 

A number of continuous performance tests have been developed specifically to measure focused attention, sustained attention, and impulse inhibition. Among these are the Gordon Diagnostic System (Gordon, 1983), and the Test of Variable Attention (T.O.V.A.) (Greenberg & Waldman, 1993). The caveat must be stated again, however, that adequate performance on any of these tests cannot rule out ADD. The structure, novelty, and relative short-term nature of the continuous performance testing situation can enable an otherwise highly distractible, disorganized student to perform in a focused and effective manner. Unfortunately, ideal measures of attentional difficulties have yet to be devised. Especially for the postsecondary student, measures of more complex attentional tasks are needed. The continuous performance tests measure focused and sustained attention without requiring the subject to perform tasks requiring divided and/or alternating attention. Typically these more demanding attentional functions are the ones that can pose much difficulty for postsecondary students and adults. 

Executive functions should be investigated in addition to specific measures of attention. These functions include the ability to plan, to initiate, to maintain effort, to evaluate and correct efforts, to shift the focus of attention and effort as appropriate, and to inhibit responses. The evaluator should keep in mind that the tests often used to measure executive functioning may not be challenging enough for the postsecondary student who may perform perfectly adequately on these tests, and yet experience much difficulty with executive functioning in daily life. Some of the tests considered to measure executive functions include the Halstead Category Test (Halstead, 1947), the Wisconsin Card-Sorting Test (WCST) (Grant & Berg, 1984), and the Porteus Maze Test (Porteus, 1950). Another type of test used to evaluate executive functioning involves tasks that require strategic planning. Most of these are subjective/qualitative measures rather than tests which compare scores against established norms. One of the best known of these tasks is the Tower of London Puzzle (Shalice, 1982) which requires both sequencing and planning. Poor performance on this test has been correlated with poor planning ability in daily life. 

The Letter Cancellation Task (Lezak, 1983) is a simple task in which the examinee is presented with a sheet of paper printed randomly with letters of the alphabet with instructions to circle all of the "A's." While this test is normally given without a time limit, the author has found it very useful in the college population to allow only a 60 second time period in order to add an element of time pressure. Typically many students with ADD show markedly reduced performance level under time pressure. The examiner observes how organized, planful, and consistent the examinee is while scanning the page. An accuracy measure (number of target stimuli overlooked) is also made. Among students with ADD scanning often begins in a very organized, planful fashion but quickly deteriorates into a random, frantic search for target stimuli. Out of 45 possible correct responses, on a 60 second trial, 10 or more omissions would strongly suggest problems with inattention to detail suggestive of attention deficit. 

While memory problems are often found in postsecondary students with ADD, the tests of memory which are commonly part of a psychological or neuropsychological battery may not address the most salient areas of memory deficiency. Little attention has been paid to the issue of memory problems in adults with ADD, although such problems are widely reported in the adult ADD population. The evaluator should be aware that a student may perform quite well, even in the superior range, on a standard measure of memory such as the Wechsler Memory Scale - Revised (WMS-R, 1987), and yet experience memory difficulties on a daily basis which severely impact his or her functioning. These memory failures typically fall in the categories of poor prospective memory (forgetfulness), poor short-term verbal memory, and what Broadbent, Cooper, Fitzgerald and Parkes (1982) termed it "cognitive failures" (absentmindedness), doing things without awareness and without subsequent memory of having done them. In addition to administering the WMS-R, it can be useful to administer a self-report questionnaire regarding memory functions in everyday activities. One such questionnaire is the Cognitive Symptoms Checklist: Memory (O'Hara, Harrell, Bellingrath, & Lisicia, 1993). Since these questionnaires have been developed to assess everyday memory in a more impaired, brain-injured population, the evaluator who uses such a tool must take into account that some of the questions are inappropriate for the relatively well-functioning postsecondary population. Nevertheless, until a questionnaire is devised specifically to assess memory difficulties in the adult ADD population, the evaluator must rely on existing screening measures and make interpretations appropriate to a higher functioning population. 

Differential Diagnosis and Assessment of Disorders Coexisting with ADD

Although the service provider relies upon the assessing psychologist to answer the questions of differential diagnosis and to assess the presence of conditions commonly found to coexist with ADD, it is very important for the referring service provider to be familiar with the general range of concerns which should be addressed in a comprehensive evaluation. There are a number of neurological and psychological conditions which are not ADD, but which may produce ADD-like symptoms. In addition, there is a long list of possibly coexisting conditions, psychological, neurological and neurodevelopmental which need to be considered. 

Neurological Differential Diagnosis

The task of neurological differential diagnosis is outside of the scope of the assessment described here. It is important, however, that the diagnostician always considers the possibility of other neurological conditions that may mimic symptoms of Attention Deficit Disorder, and that may coexist with Attention Deficit Disorder. The diagnostician should take a complete medical history with specific inquiry into accidents, head trauma, exposure to toxins, seizures, serious, prolonged substance abuse, high fevers, and significant pre- and perinatal history. Input from parents may be important, particularly if the student mentions the possibility of such incidents earlier in life but is vague regarding details. A simple, brief neurological screening questionnaire may be most useful to the diagnostician to efficiently screen for possible neurological concerns, enabling him or her to recommend a neurological consultation when indicated. One such screening device is the Neuropsychological Symptoms Checklist (Shinka, 1983). 

Psychological Differential Diagnosis

Hypotheses regarding possible co-existing psychological conditions should be developed as the diagnostician conducts the initial interview. The most common psychological conditions for which the diagnostician should screen are anxiety and depression. The coexistence of such conditions will determine which medications or combinations of medication may be most effective in treating both the student's ADD symptoms in combination with other symptoms. For this reason, the diagnostician who finds evidence of significant emotional issues will not only appropriately recommend psychotherapy for the student, but should also include this information in any recommendation for a medication consultation as part of the student's treatment for ADD. Other coexisting psychological conditions which may be found include mood disorders, somatization disorders, and eating disorders (Schubiner, Tzelepis, & Warbasse, 1995). Normally, in the course of a standard ADD assessment a single psychological test such as the Minnesota Multiphasic Personality Inventory - II (MMPI-2) (Hathaway & McKinley, 1989) is recommended as a screening tool. If the MMPI-2 profile suggests significant areas of concern, then the diagnostician may elect to conduct a more extensive psychological evaluation. 

Neurodevelopmental Assessment

A complete neurodevelopmental (learning disability) evaluation should be considered as a follow up to an ADD assessment if the diagnostician observes signs of probable learning disorders during the process of interview and testing. The student's self-report is very important in this screening process. Attentional difficulties may, in fact, be reflective of learning problems in addition to or even instead of ADD. For example, a student who reports having a short attention span when reading or studying, may, in fact, be experiencing a primary difficulty with reading or writing which results in restlessness and distractibility. While estimates vary, the incidence of learning disabilities among the ADD population is significant and should always be considered as part of the evaluation of ADD. 

Recommendations Based on Assessment

No matter how accurate and thorough an assessment may be, its usefulness lies in the recommendations which are developed as a result of the assessment. These recommendations should include: 

1. A list of services and accommodations that should be provided by the office of disability services, or by other learning support services on campus.
 

2. Suggestions for areas of remediation (such remediation will involve organization, time management skills, and study skills as well as more academic skills such as reading, writing, and mathematics).
 

3. Compensatory strategies and approaches to be developed over time by the student.
 

4. Discussion of the need for medication consultation, counseling, or psychotherapy.

Support, Guidance and Mentoring

A critical element in the usefulness of any assessment is the provision of consistent guidance and support to the student as he/she implements recommended actions. It is this essential element which can be provided by the disability service provider, or by the service provider in conjunction with others on campus. Since planning, organization, and follow-through are typically areas of significant difficulty for students with ADD, it will be very rare that such a student can effectively act upon the recommendations made in a diagnostic report without ongoing structured support. Their poor ability to initiate, plan, and follow-through is not a product of immaturity or irresponsibility but is a symptom of the disability itself. A school that is committed to developing an effective program for students with ADD needs to think seriously about the provision of such ongoing support, either individually, or in groups, to structure and monitor recommended plans of action. 

Conclusion

ADD is a complex disorder that can be manifested in a variety of ways and is most often accompanied by other disorders of a neurodevelopmental and psychological nature. Without diagnosis, treatment, support, and accommodations many bright and capable postsecondary students with ADD are at risk for poor academic performance and lack of degree completion. The professional community that treats adults with ADD commonly encounters adults in their middle years who did have the benefit of diagnosis and treatment of their ADD during college years and who are struggling against enormous odds to belatedly complete their education. In light of our growing knowledge about ADD, we have the opportunity to assist the current generation of postsecondary students with ADD and to prevent them from experiencing the often disastrous "domino effect" that begins with college drop-out is followed by frustrating and disappointing job performance, and ultimately leads to despair and depression. By identifying, diagnosing, treating, supporting, and accommodating these students during their college years we have the opportunity to help them manage their neurochemical disorder, to succeed educationally, and to make appropriate and adaptive career choices as they leave the postsecondary environment. A comprehensive assessment of ADD is an important initial step in developing a comprehensive treatment plan. The disability service provider who is knowledgeable about the important elements of a comprehensive ADD evaluation can both assist the student in seeking such an evaluation, and can later assist the student in understanding the results of such an evaluation and in following through on the recommended courses of action. 
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Pathways to Success for the College Student with ADD Accommodations and Preferred Practices

Mary McDonald Richard

Abstract

This article examines a number of broad issues related to college students who have attention deficit disorders (ADD). As the number of students who are disclosing their disability of ADD and requesting services increases, practitioners are challenged to understand the nature and characteristics of this disorder and respond appropriately. The Office of Student Disability Services at The University of Iowa studied these issues and implemented a program of services including information, advocacy, instruction, support, and academic accommodations. Disability services counselors who understand this disorder can design services that address students' specific needs for program access and the development of academic and life skills. Combined with staff and faculty awareness of ADD and their provision of appropriate accommodations, the campus community can contribute to the retention and graduation outcomes of students with this disability.
A growing number of colleges, universities, and other postsecondary institutions offer a wide array of support services to provide students with ADD and ADHD (Attention Deficit Disorder and Attention Deficit Hyperactivity Disorder) an equal opportunity to obtain a quality education. On many campuses offices of student disabilities services (SDS) operating under either student or academic affairs assist in reducing physical, programmatic and attitudinal barriers that might otherwise impede student success (Kravets & Wax, 1992). 

Many of the support services emerging on campuses for students with ADD are an extension or adaptation of programs originally developed to provide program access for students with learning disabilities. As practitioners have recognized the impact of ADD, they have applied this understanding and adapted services to meet student needs. Some institutions offer specific programs and interventions designed to prevent or reduce the difficulties for students with ADD who are considered to be at high risk (Richard, 1992). 

Students with ADD in the College Population

As a result of increased public and professional awareness of ADD, the number of traditional age freshmen who have been identified and treated for this disability is increasing. An upward trend has also been observed in the number of nontraditional students who have returned to college to commence or complete degrees following diagnosis. This is encouraging and significant for students, their families, teachers, and advocates, since historically this has been an unlikely group to start or finish a college education (Klein, 1991). While postsecondary institutions offer a wide range of academic programs and environments to promote the educational growth, training, and development of students, in the past many of those with ADD have been precluded from participation as a result of their failure to graduate from high school (Klein, 1991). It has been estimated that 25% to 35% of students identified with ADD drop out of high school (Barkley, 1990; Klein, 1991). Klein reported that the career outcomes of adults with ADD also reflect the lack of postsecondary education. Only 2% of adults with ADD attained professional job status as compared with 20% of her control sample. Additionally, she noted that young adults with ADD were at high risk for substance abuse and low socioeconomic status as adults when compared with their peers. 

Studies of school children have indicated that 3% to 5% have ADD and of this number, an estimated 40% to 70% continue to have symptoms of ADD during their adult years (CH.A.D.D., 1993). While the severity varies, symptoms often include restlessness, distractibility, impulsivity, impatience, inconsistent work performance, failures to plan ahead and bring work to completion, and difficulty focusing and concentrating (Murphy, 1992). Although research has generally noted that ADD occurs in males at a much higher rate than in females, recent research indicates that fewer females manifest motor hyperactivity and aggression, and consequently are not as readily identified (Fowler, Barkley, Reeve, & Zentall, 1992; O'Brien, Phillips, & Rubinoff, 1994). The prevalence of ADD within the college population has not been precisely determined, although it has been estimated at 1 % to 3% (Barkley, 1993). Additionally, specific information about the number of college students diagnosed with ADD who have disclosed their disability to their institutions is not yet available. 

One way of estimating the potential number of students with ADD in postsecondary education is to consider the statistics regarding students with disabilities in categories such as learning and psychological disabilities that coexist at high rates with ADD (Cantwell & Baker, 1992, Semrud-Clikeman et al., 1991 ). ADD seldom exists alone and while this may occur, ADD more often appears with other neurobiological disabilities (Barkley & Murphy, 1993, Gersh 1993, Stein 1993). A 1992 survey of full-time college freshmen with self-disclosed learning disabilities (LD) indicated that this group comprises 25% of all freshmen with disabilities (HEATH, 1993). Since LD and ADD often occur together, the incidence of ADD has probably been subsumed as a part of the statistics documented in the category of LD. Statistics for students with psychological disabilities may also include students with ADD. SDS offices serving students with ADD report that the majority of these students are identified while enrolled in college after their freshman year (Richard, 1994). Thus, it is also probable that a number of college students with undiagnosed ADD are enrolled in postsecondary institutions. These data all point to the reality of a growing disability population that is eligible for services under Section 504 and the ADA. 

College Service Delivery Models

Just as there is no typical student with ADD, there is no universal model throughout postsecondary education for providing services for students with disabilities, including ADD. Each institution that provides academic accommodations to students with disabilities has its own programs and services. Staff sizes and qualifications as well as philosophy and practices may differ widely (Sandperl, 1993). At some schools, a faculty or staff member is designated as the resource person for students with disabilities; some institutions limit their assistance to providing a form for verifying accommodations eligibility, while others assist with advocacy and provide content-based tutoring (Barbaro, 1982; Dalke & Schmitt, 1984; Vogel, 1993). A number of institutions utilize a decentralized model in which students with ADD participate fully in the academic program of the institution with the support of the campus SDS that provides individual and group counseling services, advocacy, and training in study strategies pertinent to their needs. A few schools provide services through a centralized, self-contained model that includes a program of separate or "special" academic courses that students with disabilities must complete prior to entering "regular" classes (AHSSPPE, 1987; Kravets & Wax, 1992). Regardless of the model, offices that serve students with ADD should have: (a) disability documentation standards and screening procedures, (b) services and programs, and (c) instructional and testing practices and accommodations (Javorsky & Gussin, 1994). 

Issues of Late Diagnosis

When attention deficit disorders are not diagnosed and understood until a student is in college the toll on the individual can be especially high. Like other students with hidden or nonvisible disabilities, students with ADD may have been frequently misunderstood by others. They may often have struggled to appear normal by attempting to control their symptoms. In spite of their best efforts to keep up with others and avoid embarrassment, they may have been "caught" and told by those who cannot see their effort that they are "not trying hard enough." Students with undiagnosed ADD have often developed negative self-perceptions as a result of track records that include academic and/or social failures (Weiss & Hechtman, 1993). Many have been labeled as "having a bad attitude," "a slow learner," "lacking motivation," "immature," "lazy," "spacey," or "self-centered." Social withdrawal and isolation are strategies employed by some who are seeking to avoid criticism or hurt (Werry, Reeves, & Elkind, 1987). Others manifest cynicism or aggressive behavior in response to chronic anger and frustration related to their problems. 

Identification of students who have reached adulthood with undiagnosed ADD and the provision of appropriate assistance improves their chances for a successful outcome. Effective intervention can improve self-esteem, academic achievement, and general adjustment. An accurate diagnosis of ADD can help students to put their difficulties into perspective. Unfortunately, rather than viewing their difficulties as the result of an inherited or acquired neurobiological disorder, many college students with ADD have come to accept the erroneous belief that they are to blame for their problems. Related to this, many also experience a sense of relief following diagnosis. The uncertainty over what was "wrong" or what led to the referral is replaced with information and hope for the future (CH.A.D.D., 1993). 

Professionals working with college students frequently ask how students with significant disabilities in the areas of attention and learning have passed undetected through the educational and health care delivery systems. A number of issues beyond the folk tale that "they out-grow it" contribute to this (Ratey, 1992; Stein, 1993). Although by definition the symptoms of ADD appear before age seven, like other students with hidden disabilities, many "fall through the cracks" of the systems charged with their identification and treatment. This is primarily attributed to a lack of pre-service and inservice training for educators and health care providers in the area of identifying children at risk for disorders of learning and attention. Some college students completed the secondary level prior to the enactment of laws that require the evaluation of children demonstrating educational problems. Many others who were in primary or secondary school after the implementation of these laws did not fall below grade level substantially enough to meet state standards for eligibility for assessment. Nor did they display behavioral problems to the extent that the system was activated to deal with these symptoms (Ratey, 1992). Of those students who were professionally evaluated, many were missed or misdiagnosed owing to service providers' lack of information about identifying students who may be at risk for ADD. State standards for eligibility commonly require that students score two to three years below grade level in math or reading in order to qualify for special educational services. Since students with ADD in college are generally of average and above intelligence and have developed a range of compensatory strategies, they seldom meet the criteria for school assessment based on academic failure or extreme and persistent misbehavior. Thus, it is not surprising that these individuals have gone undiagnosed. Even when demonstrating the required amount of school failure to access school assistance, some students, identified as having ADD without the presence of specific learning disabilities, may not have been previously considered eligible for educational services. Although some may have been served through regular and special education on account of academic impairment related to co-existing disabilities (such as learning disabilities), it was not until the U.S. Department of Education issued a memo of clarification on September 16, 1991 that the law was clear on the point that students whose educational progress is impaired by ADD are eligible for accommodations and services under Section 504 of the Rehabilitation Act of 1973 or the IDEA (Individuals with Disabilities Education Act). 

Screening Students with Symptoms of ADD

SDS counselors report an increasing number of referrals of students for screening of symptoms that may be related to ADD. Postsecondary students may self-refer or may be referred by staff, faculty, or peers. During initial interviews, counselors often observe symptoms of depression, frustration, defensiveness, indifference, anger, and anxiety. For some students, discomfort may be related to referral to the "disability office" when they do not have a visible condition, while more seriously, it may stem from the academic or adjustment problems that have brought them to the appointment. Over the course of their academic career, underachievement or failure may have undermined their sense of personal competence, engendering adaptive behavior that appears as defensiveness or indifference. Students may have been told and have come to believe that they do not "try hard enough." Others who appear anxious or depressed indeed may have coexisting depression or an anxiety disorder at a clinical level (Hallowell & Ratey, 1994). 

Counselors should remember that "the most consistent thing about ADD is inconsistency" (Barkley, 1991). The performance of students with ADD is not necessarily impaired at all times, nor does it necessarily represent skill deficits. Instead, ADD appears to be a performance deficit, a problem of "not doing what one knows," rather than "not knowing what to do" (Barkley, 1991). When these students encounter certain tasks that offer high interest, novelty, immediate feedback, or risk and danger, they may focus and keenly attend. In contrast, when they are faced with tasks that are routine, repetitive, and require attention to detail, they may demonstrate great difficulty voluntarily focusing and maintaining attention. Thus, those working with students with ADD can apply this to interpret students' tendency to have better grades in classes that intrinsically interest them or are taught by instructors who have attention-holding teaching styles (Zentall, 1993). 

In the case of students who are referred for behavior and/or learning problems, screening and assessment services may be available through SDS offices or counseling centers. Although postsecondary institutions are not mandated by law to provide formal assessment services, some do have clinical psychologists on staff who are familiar with ADD, can perform testing, and make recommendations for students. However, more frequently, following a screening interview, SDS offices either recommend that students whose difficulties are symptomatic of ADD seek private assessment services or suggest names of clinicians who perform this kind of diagnostic evaluation. 

An SDS screening interview for students who may have ADD is often similar to or the same as that used to obtain a developmental history of students suspected of having learning disabilities. The process for a screening usually consists of: (a) a one hour intake appointment with a counselor of students with LD/ADD, (b) student completion of an information form, and (c) discussion between the student and counselor during which the counselor asks questions to solicit additional information or detail. While SDS offices generally use their own in-house forms, a few have been published for use with students suspected of having LD. In recognition of the need to screen for symptoms of ADD, The University of Iowa Office of Student Disability Services added a checklist of ADD characteristics to its form for the purpose of obtaining students' reports of related symptoms they consider problematic. The interview form is a tool to supplement the information obtained during the appointment and assists counselors in distinguishing between the symptoms of ADD and issues of adjustment or development common in many college students. Certainly, a number of students without ADD behave in disorganized, impulsive ways and report difficulty concentrating on homework. Counselors should also be cognizant that students' reports and displays of anxiety, frustration, defensiveness or indifference, and depression may both result from and conceal ADD, or stem from another cause. 

The following checklist of characteristics was developed based on analysis of presenting concerns of students later diagnosed with ADD (Richard, 1992). Not all of the following characteristics are applicable to every college student with ADD; each individual has his or her own presentation. Students are asked to respond "yes" or "no" to whether they have problems with: 

· Distractibility 

· Disorganization 

· Forgetfulness 

· Procrastination 

· Becoming easily bored 

· Speech 

· Restlessness 

· Test anxiety 

· Relationships 

· Low self-esteem 

· Temper 

· Daytime drowsiness 

· Losing things 

· Depression or mood swings 

· Substance abuse 

· Chronic tardiness or inattendance 

· Academic underachievement or failure 

· Clumsiness or incoordination

In the event counselors believe symptoms of attentional problems are present, they should recommend that students seek a comprehensive evaluation. Reasons for this should be explained in a supportive manner. They should specifically note that their concerns are not based on lack of intelligence or cultural differences. To further support the recommendation and encourage follow-up, counselors should be prepared to offer the student examples from the interview, such as the history of problems with math and memory, or reports of impulsive acts later regretted. Counselors can offer students guidance by explaining how the diagnostic report will be helpful since it will not only profile weaknesses and provide clues to methods of mitigating them, but more importantly, identify areas of strength that will be helpful in overcoming difficulties. While students' responses to referral vary, many express relief and feel validated by learning that their difficulties are taken seriously. 

The evaluation of a college student or of an individual who plans to enter college may vary somewhat in focus from that of an adult in the work force. Special attention must be paid to academic history and functioning (Barkley & Murphy, 1993, Gersh, 1993), and academic accommodation recommendations should be stated. A multi-disciplinary evaluation is important in the diagnosis and treatment of ADD. Clinicians from psychology and medicine should look into a number of domains including: cognitive, affective, motor, academic, work and study habits, social and general health. Recommendations in the summary report should focus primarily on academic needs that are related to the findings. They may include statements concerning a student's eligibility for services such as notetakers and extended time for test taking. If ADD or a co-existing learning disability substantially impair a student's ability to complete required courses in mathematics or foreign language, the report may include a recommendation that the student be permitted to take approved courses in substitution for those generally required. (Mangrum & Strichart, 1988; Richard & Chandler, 1994; Sedita, 1980; Vogel, 1987). Most institutions request that the student provide a copy of the report to the college disability counselor for the purposes of providing evidence of eligibility and arranging for appropriate academic accommodations. 

SDS counselors often take the lead in helping students understand how ADD affects them in and outside of the classroom. While some students may have been previously provided with information about ADD, counselors often find that many have little substantive understanding of the disability and how it affects learning and living. Although counselors in academic settings may tend to focus on the cognitive aspects of ADD, it is equally important to pay attention to how this disorder affects relationships and daily activities (Hallowell, 1992). Students often are receptive to working with SDS counselors who provide scientifically-based information about ADD including fact sheets, booklets, books, and videotapes. This material can be provided in the context of individual or group counseling. 

Adjustment Issues of Students with ADD

Freshmen with ADD may demonstrate a great deal of anxiety related to increased expectations at the postsecondary level. This can be based on realistic fears since a significant maturational lag found in students with ADD may compromise their college adjustment (Barkley, 1993). For some, after years of "special" education they may wish to leave their disability behind by denying a need for continued support (Leonard & McCormack, 1994). In doing this, they may also choose to leave their medication behind. Medication compliance problems may originate in students' needs for "reality checks" and be reinforced by such factors as problems remembering to take medications, difficulty in obtaining prescriptions, and/or problems of medication availability. Barkley (1990) noted that although medication is highly effective for the majority of young adults with ADD, they are generally compliant with medication treatment for only a period of six months to a year. Interestingly, this seems to contradict fears that students will become addicted to their medications. Counselors working with these students need to assist them to understand ADD as a lifespan disability and encourage the development of skills to manage the disorder, prevent some of the problems they have experienced in the past, and reduce the occurrence of new ones. 

As juniors and seniors encounter the challenges of upper level classes, if ADD has been a hindrance in the past, they may perceive it as a barrier to their graduation goals for employment or graduate school, and personal relationships. Some externalize their frustration, blaming problems on faculty or advisors. Others may take it out on themselves in a manner that results in feelings of anger and/or depression. If students have not gained insight about the symptoms of their disability, they may struggle with unrecognized transition issues by finding fault and reacting with anger to every situation that poses challenges. This is often especially true if ADD impairs the ability to move into new situations, learn the "unwritten rules," and readily integrate different or more complex procedures. Students may react by thinking new situations are "awful," and that those involved in them are either untrustworthy or are working against them. Attempts to cope with this through anxious displays of overtalkativeness, outbursts of temper, or withdrawal into depression are not uncommon. If any of these are the case, and students have come to blame others in an unrealistic way, counselors assisting them will need to gain their cooperation and trust through the use of caring and careful communication and clear, well-founded information. 

College Selection and Admissions Issues

Students who self-identify at the time of application or admission, seek assistance early, and use appropriate accommodations are more likely to achieve academic success (Richard & Chandler, 1994). While the decision to self-identify a disability is a personal one, and a student's decision not to do so should be respected, the benefits of self-disclosure may appear quickly. Examples include: (a) orientation accommodations, eg., extended time on placement examinations, (b) support in the registration process, (c) an interview to initiate SDS services, and finally, (d) referral to other offices and if needed, to state and federal agencies that may offer assistance. Early intervention and support can be critical for high school students with ADD applying to colleges, especially those diagnosed at the secondary level (Mangrum & Strichart, 1988), who are jeopardized by lags and discontinuous development in the areas of academic, social, and emotional functioning. Their risk factors may include an inadequate concept of the nature or difficulty of the college experience and not relating high school achievement to their future performance at college in a realistic way. Vulnerability to underachievement, interpersonal problems, low self-esteem, stress intolerance, and depression may hamper independent long-term planning. Symptoms manifested by many adolescents with ADD, such as procrastination and disorganization, may further compromise their progress toward self-determination (Brinckerhoff, Shaw, & McGuire 1993). 

With respect to academic matters, as they relate to college selection, students with ADD need information with respect to the sufficiency of their preparation for college. High schools vary in their practices for preparing students with disabilities. Some students with ADD are not encouraged to take classes that are routinely a part of a college-bound curriculum in spite of the fact that, generally, any transcript deficiencies (e.g., missing high school requirement courses) must be made up at college without benefit of credit toward graduation. It is important to mention that some students with ADD may be unable to successfully complete the required courses in such areas as mathematics and/or foreign language. Psychoeducational testing may demonstrate that learning disabilities coexisting with ADD prevent a student from mastering these subjects. If this is the case, it is important that this information be in the psychoeducational report along with a recommendation that the student be allowed to complete the college graduation requirement through the substitution of approved courses. 

SDS and admissions offices are often contacted by prospective students with ADD and others who are assisting them in college selection (Richard, 1992). Offices of admissions should be prepared to respond to questions such as: 

1. What are the regular criteria considered in the application for admission process (ACT/ SAT scores, class rank, grade point)-
 

2. Are there special considerations for admission for students who have documented ADD- Is there a deadline for applications that request special admissions considerations- 
 

3. Is the applicant's current diagnosis accepted- Are there guidelines about the recency of the documentation- What kind of verification is needed- 
 

4. How many credit hours must be taken to be a full time student- Are students with disabilities such as ADD permitted to take reduced course loads and still be considered full-time students- 
 

5. Is there an office of student disability services at the school- If so, what is the name, address, and phone number of the staff member who works with students who have ADD- 
 

Offices of student disability services may be asked:

1. What are the student's responsibilities in obtaining needed services- 
 

2. What are the qualifications and size of the staff- 
 

3. How many students with ADD are currently actively receiving services from the office- 
 

4. What training and/or experience does the staff have in assisting students who have ADD- 
 

5. Are the professional staff members of CH.A.D.D. or AHEAD- 
 

6. Are students assigned an individual staff counselor or advocate- How available are counselors to see students- 
 

7. How willing are faculty members to provide appropriate academic accommodations- 
 

8. What specific programs and services are available to students who have ADD- How are services delivered- 
 

9. Is there an additional cost for participation in services and/or programs- 
 

Colleges and universities may not discriminate in their admissions policies on the basis of ADD. Generally, students with ADD are considered for admission to college on the same basis as all other applicants and must meet the same academic requirements. However, some admission offices recognize extenuating circumstances such as ADD that may interfere with meeting admission standards. They carefully evaluate the overall performance of these applicants for evidence of the ability needed to successfully pursue studies at their college or university (Barron, 1993). 

Students may not be required on the application form to provide personal information about whether they have a disability. In fact such pre-admission inquiries are illegal. However, supplying this type of information is useful if a student wants to be referred for related services or does not meet admissions requirements. When applying to an institution, prospective students should contact the offices of admissions and inquire about their procedures. In the event students want to initiate a request for special consideration in the admissions process, they should also inquire about this. While institutions have their own policies and instructions related to this, generally applicants will submit a letter to the director of admissions to disclose ADD. Additional information that may be provided includes: 

1. A statement requesting special consideration in the admissions process. 
 

2. A description of how the ADD affects the applicant. 
 

3. A description of how the student has compensated for any academic deficits. 
 

4. Resources used to compensate for these deficits (e.g., resource room, tutors, word-processing, calculators, extended time for testing, taped text books, etc.). 
 

5. Discussion of the student's involvement in self-advocacy. 
 

6. A description of why the applicant was unable to complete any required high school course work. This should be verified by a psychologist's written assessment or by a letter from the student's high school guidance counselor. 
 

7. A diagnostic report and summary of treatment recommendations related to the student's ADD and any coexisting disabilities. 
 

8. Copies of recent educational plans if the student has been served under Section 504 or the IDEA. 
 

Accommodations and Modifications for Students with ADD

Postsecondary institutions should be prepared to provide program access through appropriate accommodations and modifications for students who are diagnosed with ADD. Federal law mandates that otherwise qualified students who have disabilities that impair their ability to carry out a major life function be permitted to use alternative methods to meet educational requirements as long as these methods do not alter the essential components of the course or program or create an undue burden on the institution. These reasonable and appropriate accommodations do not lower academic standards; they are simply different ways of meeting course requirements. More information about the legal terms is found in Latham's article elsewhere in this issue. 

Contrary to the perception that accommodations and modifications for students with ADD give these students an advantage over others, their purpose is to reduce or eliminate any disadvantages that may exist because of the disability. Institutions are not required by law to waive specific courses or academic requirements considered essential to a particular program or degree. Rather, they are mandated to modify requirements on a case-by-case basis to ensure that they do not discriminate on the basis of disability. Students who want to access services must identify themselves and provide appropriate verification of their disability. Eligibility for reasonable and appropriate accommodations is individually determined (Latham & Latham, 1993). Not all students with ADD need or benefit from identical modifications and accommodations, nor do they necessarily use them to the same degree. Actual use of services is the student's choice, and it is the responsibility of each individual to determine whether or not to utilize available services. 

SDS counselors should be partners with students who are learning to negotiate their way through the system. Instruction and support are needed to address the shift of responsibility to students entering postsecondary education. At the elementary and secondary levels, the law mandates that schools are responsible for identifying and serving students with disabilities. At the postsecondary level the law places the responsibility on students to self-identify and request services. Most students are unprepared for this abrupt change in procedures. Professionals assisting students must help them not only to become more articulate in discussing their disability, but also to understand and face any attitudinal barriers they may encounter, and to use strategies for dealing with them (AHSSPPE, 1987). 

While student disability services staff should work to dispel erroneous notions among instructors that ADD is caused by emotional disturbance or mental retardation, their efforts do not replace the need for students to self-advocate. Students need to speak for themselves in order to: (a) make an appointment with instructors to disclose the disability, (b) request any classroom accommodations that are needed, and (c) request examination accommodations that will help them to demonstrate knowledge of course material (Nadeau, Dixon, & Biggs, 1994; Richard, 1995). 

Students with ADD have diverse profiles of strengths and areas of need. The following "menu of services" lists accommodations that can be selected on a case-by-case basis (Richard, 1992): 

· Special orientation sessions 

· Priority registration for classes 

· Alternative testing arrangements 

· Advocacy with staff and faculty 

· Tutorial services 

· Note-taking services 

· Assistance with time management 

· Extended assignment deadlines 

· Recorded textbooks 

· Course substitutions 

· Assistance with academic skills 

· Individual and group counseling 

· Disability information 

· Assistance with technology

Students with ADD may want to utilize additional services such as typing or transcription that are not required under Section 504. SDS offices may maintain a list of persons who are available for hire by students with disabilities as assistants. Generally, assistants are paid directly by the student who makes arrangements regarding hours and payment. 

Preferred Practices in Serving Students with ADD

Effective practices for students with ADD include the provision of individualized, cooperatively planned accommodations that are structured yet integrated within existing university services. Institutional practices considered as core by the office of Student Disability Services at The University of Iowa are discussed in detail. Eligibility for services is determined by counselors based on students' disability information. Counselors also work with students using this information to plan services and accommodations that will support them in their efforts to be successful. 

Practice #1: Support Staff and Disability Services
The availability of an SDS office and staff who are trained about ADD and experienced in assisting students with the disability, and who have excellent interpersonal and team-building skills is one key to student retention and success. 

Practice #2: Faculty and Staff Awareness 
Faculty and staff who have had some training about ADD as a disability and are aware of the protections for students with disabilities mandated by law are vital partners in assuring access. Both can benefit from this information and improve their practices for delivery of instruction and services for students with ADD. SDS staff should be available to provide staff development and consultation to enhance faculty/staff awareness. 

Practice #3: Student Involvement
Students who are encouraged to meet regularly with their SDS counselors and use the programs and accommodations available to them are more likely to be successful. Since these students often experience a sense of acute boredom that is symptomatic of their disorder, it is especially important that they are encouraged to participate in programs of residence life, academic advising, and other campus activities and affiliations. If they work, an on campus part-time job of no more than 10-15 hours per week may enable students to remain connected to school while earning money. Volunteering in a campus service program may also increase student commitment to staying in college. 

Practice #4: Advocacy and Self-Advocacy
SDS counselors may work with staff and/or faculty in a variety of ways to advocate appropriate accommodations for students with ADD, including campus committees and staff development. On an individual basis, at the request of students, letters can be sent to instructors for the purpose of: (a) identifying them and stating that they will need accommodations to complete the course, and (b) identifying students' specific needs for accommodation. Counselors may instruct or coach students in the use of specific self-advocacy skills such as making requests of faculty. SDS personnel should also provide information about the organization of the institution and its academic departments. 

ADD has received some "bad press" and as a nonvisible disability it is vulnerable to this kind of distortion. For some who may include members of the campus community, ADD serves as a perfect target for criticism from those who do not accept the existence of conditions they cannot readily observe. Students with ADD who are initiating their own advocacy efforts may benefit from preparation to effectively meet such challenges. 

Practice #5: Degree Requirement Substitutions
When a student's disability prevents him or her from completing a degree requirement in such areas as mathematics or foreign language, the SDS office may assist the student in obtaining a course substitution from an approved list of courses. Students with ADD in combination with learning disabilities may be eligible, on a case-by-case basis, for these accommodations. To facilitate this, SDS counselors often work with students in cooperation with an academic review committee in the college of liberal arts. The process generally involves a meeting between the student and the SDS counselor regarding the eligibility for this accommodation and the process through which it may be requested. Academic review committees often ask the student to write a letter or complete a petition requesting the substitution and providing information pertaining to the need for it. This is submitted together with a letter of support from the SDS counselor, and a clinical recommendation that the proposed modification is an appropriate accommodation. The recommendation is usually contained in the student's diagnostic report from a school psychologist, educational specialist, clinical psychologist, developmental pediatrician, or psychiatrist. 

Practice #6: Testing Accommodations
Alternative examination accommodations are frequently requested by postsecondary students with ADD to assist them in compensating for their symptoms of distractibility, restlessness, and difficulty maintaining focus and concentration. Based on their individual needs students may be able to take exams in a private or semi-private room, have extended time limits, and/or be assisted by a reader and/or scribe. Other assistive devices that students may be eligible to use include a calculator, speller's dictionary, proofreader, and/or word processing equipment. Some students may be eligible to request the substitution of specific exam formats (e.g., essay, multiple choice, short answer, etc.) through arrangements with SDS and faculty. While some students with ADD independently make these arrangements with their instructors, others utilize services through the SDS office. Students who plan to use examination accommodations should discuss them with their instructors ahead of time in order for arrangements to be made in a timely manner. Some SDS offices have reservation forms used to facilitate arrangements for tests that will be proctored through the office and accommodation forms for students to use when arranging their tests with faculty. 

Practice #7: Notetaking Services
According to their profiles of abilities and deficits, some students with ADD may qualify for the use of notetaking services based on their inability to concentrate on listening and processing simultaneously with transcribing. These services are facilitated in a number of ways such as supplying the students with instructors' notes, making copies of another student's notes by formal arrangement, and provision of notes supplied by a paid notetaker. Since notes are only as good as the notetaker, their usefulness and accuracy may vary. Programs should provide training to notetakers to establish consistent notetaking practices and quality. 

Practice #8: Recorded Reading Materials
Students who also have severe reading disabilities are eligible to receive their textbooks and reading assignments on tape. Tapes may be available through the SDS office or obtained through other national and campus resources. SDS counselors can certify student application forms for membership in the Recording for the Blind and Dyslexic (RFB&D) Master Tape Library. RFB&D is a non-profit agency that supplies taped materials to persons with specific disabilities. Students are responsible for obtaining lists of reading materials from instructors, gathering them and taking them to the recording drop-off site, and completing any related forms. 

Practice #9: Technological Tools and Auxiliary Aid
Students with ADD may benefit from the use of a number of technological tools that assist them in compensating for their problems with organization and planning. Among those materials currently available are electronic spellers and personal organizers, calculators, tape player/recorders, and computers with word-processing, spread sheet, database, and time management software. Students may own these items, or in some cases, gain access to certain items through campus loan services. 

Practice #10: Tutorial and Learning Assistance Programs
Institutions vary in their mechanism for delivery of content-based tutorial services. Some programs are located within the SDS, while others are delivered under the auspices of a campus learning center, departmental learning labs, counseling centers, or tutorial service. Some students with ADD hesitate to use tutorial services, waiting until they are in trouble to ask for assistance. Embarrassment about needing help and denial of problems may contribute to the tendency of individuals with ADD to procrastinate with respect to arranging for and using tutorial services. Counselors working with students should emphasize that using tutorial services is a common practice in college and does not infer that a student is incompetent. Training for tutors should address the cardinal characteristics of the disability and emphasize that every student has a different pattern of academic strengths and weaknesses. Students must be active participants in their own learning. A few strategies that tutors can employ to facilitate this include starting each session by asking the student for a "success story" related to the tutoring teamwork, making mini-assignments related to the material, and administering practice tests. Tutors should interview new students regarding what methods of studying have helped in the past. Tutors need to recognize the importance for students of task mastery and the consequent rewards of accomplishment. Even though some students display learned helplessness, tutors must not do a student's work. 

Practice #11: Self-Management Instruction
Interviews with college graduates with ADD reveal they have used a number of cognitive strategies for gaining insight and regulating their attention and productivity. While most describe difficulty with the symptoms of stress intolerance and cognitive fatigue, and many say that they have continuing problems with inconsistency, strategies such as "self-talk," notetaking systems and time management tools are considered helpful. Some college students have written personal essays about growing up and living with ADD. Through telling one's story, students may reflect on where they have been and where they are going in terms of their personal as well as academic development. This is a valuable exercise for developing insight, especially for students who process information well through writing. 

Practice #13: Support Groups
Support groups meet the needs of students who process information well through discussion and are validated by group support. Groups for students with ADD occur in a variety of formats, including time-limited (i.e., four to five 90 minute sessions) and on-going. They may target any student with ADD who would like to attend, or be limited to those who are newly diagnosed. Some are self-help in nature; others are facilitated by a trained counselor or psychologist. 

Practice #14: Individual Counseling
Students with ADD may have more concerns about college and career than other students. Coping with a disability requires a good deal of effort, and this may detract from resources needed by students to put toward achieving their goals. Individual sessions with a counselor who is knowledgeable about ADD can assist students to overcome feelings of frustration, being "stuck" or helpless, and aid in identifying strengths, resources, and opportunities. They may need guidance in the selection of a major, intern or externship, relationships, and careers. Services may be available through SDS programs or counseling services. 

Practice #15: Strategic Schedule-Building
Most institutions offer priority enrollment for students with disabilities. This assists students by allowing them access to enrollment in classes during the initial period of registration when more classes and sections are open at more times. Students with ADD should utilize this accommodation to schedule classes at effective times. Many students with ADD are more alert and perform better in morning classes, while they typically feel drowsy at mid-afternoon. Although some students who have severe problems with underarousal would like to forego morning classes entirely, if they do so they may be at additional greater risk for marginalization if they do not enter the mainstream of college life at approximately the same time as their peers. Counselors who are assisting them in registration should advise them regarding this and harmful potential of becoming isolated in a college community. 

Students with ADD entering college are often advised to schedule no more than twelve to thirteen hours of credit per semester. This is recommended since some family health insurance plans will only continue to carry college students who are enrolled in 12 or more hours of college credit per semester (up until age 24), and some forms of student financial aid require that students carry at least 12 hours of credit. If, after a semester or two of a reduced course load a student's grades are good to excellent and the student believes the grades can be maintained, he or she may consider enrolling in an additional three hours of credit. 

Practice #16: Mentorship and "Anchoring"
Studies have shown that the most successful adults with learning disabilities have a number of characteristics in common (Gerber, Ginzberg, & Reiff, 1992). One of the most important was the presence of a positive rolemodel or mentor. Due to their characteristic developmental lag, many college students with ADD are reassured and can benefit by anchoring themselves either to a counselor, SDS staff person, faculty member, or successful older student with ADD. Having such an "anchor" person available can greatly assist students in more rapid recovery from setbacks and in avoiding prolonged downward spirals in academic performance or emotional adjustment. Such a mentor is more like a "big brother" or "big sister" than like a therapist. 

Conclusion

While nondiscrimination for college students with disabilities is mandated by law, the proactive implementation of supportive policies and practices reflects the educational ethics of institutions and their commitment to providing access. As a part of the diverse student body in postsecondary education, students with ADD should be counted among those valued for their differences and accommodated with accessible programs and learning environments. 

The practices "preferred" for these students and listed in this article reflect five years of program development during which a "base camp" of services was established. In order to achieve this, staff members at The University of Iowa undertook an intentional process of studying issues related to accommodating students with ADD in higher education and the disability itself. However, in order to move these preferred practices beyond the realm of common sense and reason, they must be further examined. As a community of counselors and educators, those involved in providing disability services must be able to explain and justify their actions and recommendations. The development of empirical information and evidence supporting "best" practices for students with ADD is an area worthy of professional study. 
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Devising a Supportive Climate Based on Clinical Vignettes of College Students with Attention Deficit Disorder
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Abstract

Structured interviews were conducted with five students with Attention Deficit Disorder (ADD), their family members, and colleagues from the support team of the Disabled Student Services program at The George Washington University. From these interviews, five clinical vignettes are developed representing a spectrum of college students with ADD. Discussion follows of six recurring personal issues that emerged from these interviews: self-esteem, family and peer support, stress, resistance/acceptance, organizational skills, and additional disabilities. A summary of useful strategies is offered for service providers who are working with this increasing population of college students with disabilities.
The growing body of information about Attention Deficit Disorder (ADD) in both children and adults creates significant new challenges for educators looking at traditional learning environments at the college/university level. The college student with ADD is presented with new and perhaps more complex issues that stem from leaving home and the attendant familial, social, and psychological supports that contributed to the organization and stabilization of the student's earlier life. 

Stephen Quint, MD, Associate Clinical Professor of Psychiatry at Georgetown University and an expert in the treatment of individuals with ADD, has identified two key issues that affect his patients: 

One of these relates to the well known notion of stigma where they have been labelled as "disordered,". . . As a protective reaction, many of these students and patients have developed a protective psychological style which entails externalization and denial. There is a tendency to view the world as punitive, harsh, and unsupportive and to blame others for the difficulties and deny any problems in themselves. 

The second key issue often arises early in the phase of attempting to help these students. Here the notion of splitting or all-or-none thinking pertains ... the attention given to them reminds them of the feelings of being "all" defective and the wish to revert to the "none" defense, i.e., "nothing is wrong with me." . . . The challenge for the helper is to assist the student in accepting some responsibility for improvement while maintaining self-esteem. (S. Quint, personal communication, June 30, 1994) 

At The George Washington (GW) University, the Disabled Student Services (DSS) staff has endeavored to find ways of identifying students with ADD and addressing their academic and emotional needs. In both the academic and the personal realm, these efforts are based on maintaining active collaboration among DSS and staff, faculty, and administrators in order to create the best of all possible learning climates in response to individual student needs. We believe our efforts contribute positively to providing a greater sense of self and success for individual students. Through these vignettes and discussion of the issues, we illustrate the critical role a DSS support program plays in providing the empathy and the understanding that are important factors in students' openness to assistance. 

Clinical Vignettes:
Case Studies of Students With ADD at The George Washington University

1. A student athlete who self-identified as having ADD to both Disabled Student Services and the Athletic Department in advance of enrolling at the University. 

2. A student with a history of learning disabilities and a recent diagnosis of ADD who attended an LD program at a community college before transferring to the University. 

3. A student who was facing suspension from the University before being diagnosed with learning disabilities and ADD, 

4. An older re-entry student, newly diagnosed with both learning disabilities and ADD, endeavoring to overcome a previous history of frustration and failure. 

5. A student with a long history of ADD and learning disabilities, as well as psychological problems, who needs extensive academic and therapeutic support.

Mike

Mike is a freshman and a member of the University water polo team. Although mathematics was always difficult for him, Mike was first tested between 6th and 7th grades because of his aggressive behavior toward his brothers. The testing showed his verbal abilities to be high and his math skills to be low. He also performed better on whole-to-part tasks than on part-to-whole. In high school Mike improved during his freshman and sophomore years, but because of family and personal stresses, he had a difficult junior year and was tested again. At this time he was diagnosed with ADD and placed on Ritalin. While he says that he did not notice any change, his parents noted that he was more calm and focused and that he did, in fact, become an honor student in his senior year. The diagnosis helped him to understand his learning style. "Now that I understand the effects, I can cognitively reason why it's happening. O.K., I'm spaced out, I'm unfocused because... so I can recognize it but I can't stop it." 

Prior to his coming to GW, the Director of DSS met with Mike and his mother to make certain that the proper support systems would be in place for him. The Director also contacted the Office of Athletic/Academic Support Services to assess what additional services might be available beyond the scope of DSS. Mike's first semester was bleak. It was difficult for Mike to budget his time when faced with the overwhelming demands of his athletic schedule and a work-study position. Coming from a small, competitive prep school where he received a great deal of personal attention, to an urban university such as GW, Mike had a difficult adjustment both personally and academically. "in a small class it is more obvious when you're not focused. In a large class, people can't notice you when your focus is off." Because Mike self-identified prior to the beginning of the school year, he was targeted as an at-risk student and during his initial interview was encouraged to take advantage of weekly academic advising and counseling, as well as opportunities for individual and group tutoring. The academic support program had Mike's permission to talk with his professors, coaches, and family members regarding his academic progress. At first Mike appeared somewhat reluctant to fully utilize resources available to him, and he seriously considered transferring after the first semester. It was important for Mike to trust the people with whom he was working. Once he became comfortable enough to "drop in" and use the resources on his own terms, he had a more successful second semester. He now actually enjoys GW and has decided to return in the fall. Mike initiates meetings with the Athletic/Academic Coordinator to discuss his progress and to request tutoring when needed. He studies and takes extended-time exams in an individual carrel in the library reading rooms. While studying, he listens to soft non-lyrical music, such as new age, classical, or guitar music, which helps to block out distractions. He talks to other students with LD and uses a Student Association publication which presents student opinions of instructors in categories such as intelligibility of spoken English, organization, clarity and pace of presentations, and availability out of class; students also note their willingness to take another course with the same instructor. When possible, he meets with professors in advance to discuss his disability related needs. If the communication is not positive, he switches classes. Priority registration is available through DSS as well as Athletics to secure the schedule and faculty that will best accommodate a student's needs. 

Students with disabilities who are also athletes face additional challenges. The Academic Coordinator of Academic Support Services for Student Athletes commented about Mike: 

Being a student-athlete at a Division I school such as George Washington presents a series of challenges especially for the ADD athlete. Time constraints due to practice, playing, and class mandate that he learn quickly to "manage" his time efficiently, work closely with his professors, seek assistance from tutors when needed, and perform, with equal ease in the classroom in order to maintain eligibility for participation in his sport to retain his athletic scholarship. 

Mike may have had a slight advantage in his transition to GW because not only did he have the contact with our office as well as DSS, but he also had the support of his coach and teammates, so that the network of people to whom he could turn was varied and available on a daily basis. (S. Hoben, personal communication, June 14, 1994) 

Brian

Brian is a 26-year old senior majoring in geology who was diagnosed just this past year with ADD. He has a history of reading, speech, and language problems and a 1989 testing report confirms his language-learning disabilities. Brian has experienced stress from family traumas, including the suicide of a family member. 

At the age of five, Brian's teachers thought he was mentally retarded. In elementary school he received extra help for reading and writing, but was never in special classes. It was not until his senior year that he was found to be dyslexic. Brian gratefully acknowledges his high school law teacher for having an understanding of his learning disability and the forethought to provide extended time on exams. Describing the demands of school, Brian said, "The whole system, the whole thing is punishing. We're expected to perform, we're expected to improve. And as an ADD person, I have concentration problems." 

When denied admission to GW, he attended a learning disabilities program at a local community college for two years. He then transferred to GW and sought the assistance of Disabled Student Services. Brian's load is greatly reduced because his verbal and written language disabilities continue to be severe. Brian describes his ADD as follows, "Cause when you're very hyperactive as I am, I can't sit straight, I can't concentrate on one thing for very long. It will take me a lot of time to settle down to basics, even when it is with Ritalin, it's like my only way to hold on to reading is to grab onto a pencil and underline, and that's the only thing I can ... retain when lights are distracting, when sound is distracting ... I'm physically fighting to hold onto it. It is amazing that without the medication how much effort I must put on just to retain the basics and it's so frustrating, why must I spend three hours on something simple." 

Brian uses numerous resources available to him including ongoing advising by the director, information to professors, extended time and the use of word processors on exams, the services of a learning disabilities specialist, as well as attendance at the learning disabilities resource group. Although Brian's research skills are strong, he benefits from assistance with planning and outlining his material for a coherent paper. He often has his papers edited for clarity and he uses computer software packages to check spelling and grammar. He sees a psychiatrist to monitor his medication and to cope with his bouts of depression. As he said, "And now that I've gone through those years with therapy, with Montgomery College, and continuing on with GW, with you, and the support group, and with many people who can talk and share and really get to the root so that you shudder in your soul and you shudder in your mind but then you realize, yes, that's the pain but that doesn't want to prevent me." 

Alex

Alex is a junior who entered GW as a business student. Because he was on academic probation pending suspension, he was referred to DSS in his sophomore year by his academic advisor in the School of Government and Business Administration. Although not diagnosed until college, his early history shows indications of a disability. Alex describes himself as a really quiet child, too scared to ask questions. He was a serious thinker. He attended early elementary school in Brazil and relates that teachers reported that, "Alex could always do better." Alex said, "I began to notice I had a disadvantage from the other students by the time I was six or seven. All the other kids around me seemed to understand the problems better than I did, comprehension, math problems. I had to listen carefully or ask the teacher again and if I didn't I would miss out." 

At age 9 or 10 when he was in boarding school in England, the headmistress said he had no capability for academic work. Following his admission to a top prep school in England, his parents wrote a letter to the principal of his previous School saying, "Here you go, you said that Alex didn't have any capabilities. He does." According to Alex, he was a reasonably good student until he reached his senior year of high school. He says, "it seems as if I was becoming insecure about the future because the end of school or education was becoming closer, and you can't lose that kind of confidence, not confidence, security." 

When he was suspended from GW in his sophomore year, a condition of readmission was that he successfully complete a minimum of four courses at a local community college, enroll in a study skills course, and arrange for a neuropsychological assessment. Diagnostic testing revealed an expressive and receptive developmental language disorder and attentional deficits, but Alex refused further testing because of his fears that medication would be prescribed. Nearing his second suspension, Alex was allowed to retroactively withdraw from his failed mathematics and economics course work and to transfer to the College of Arts and Sciences to pursue a course of study in visual communication, an area more in keeping with his strengths. 

When he did not experience greater academic success, Alex came to see the Director of DSS and requested a referral for further testing. He was retested by the same neuropsychologist and was diagnosed with ADD. Ritalin was prescribed. Alex said, "I don't take Ritalin every day, I only take it when I feel it is necessary. What I found is the reason I take Ritalin is I will get a 'lock' in my head where things will literally shut down and I can't absorb anything. You can repeat the same directions twenty thousand times and I will not understand. But the moment I take Ritalin, give me a half hour, and I'll come back and take it in the first time. When I do take Ritalin, I feel really relaxed and I can take information in slower. I am more inclined to sit and listen and think things out ... I can listen to a professor and grab bigger chunks of what he says before I write things down." Despite repeated attempts to encourage Alex to use the accommodations to which he might be entitled, he has chosen not to use them. Because of this project, however, he has expressed an interest in meeting the other student participants with ADD. 

Alex must re-read his material as he has found that repetition is the key to his success. Because he finds that the assigned texts are frequently too complex, he purchases comparable texts which are written and formatted in a more readable way at an area bookstore specializing in scientific, medical and professional texts. Unlike Mike, Alex cannot study with music but must have lots of space and total quiet. He has not come up with a method to concentrate in the classroom. 

Alisa

Alisa is a 41 -year old Master's student in psychology. In addition to her unsupportive home life, Alisa describes her elementary years as being very traumatic. "A lot of my problems were a result of what the nuns did to me because in those days you could beat children. I was beaten by nuns ... I grew up not only thinking that I was stupid but I also grew up with very low self-esteem. And this goes along with a lot of ADHD (Attention Deficit Hyperactivity Disorder) children. I became very aggressive, and I adopted a persona that got me through my elementary school years, and that was either to be a joker in the class or to be a bully. During the high school years my aggressive personality that I developed in elementary school became more focused in aggression to helping the underdog." Alisa describes her academic performance in high school as "making the upper two-thirds possible." She maintained an A-average for two years at a community college and then dropped out because, "I was convinced that the Metropolitan Opera was going to hire me as a singer." 

After having two children, she decided to attend GW as a pre-med major. "I picked the hardest thing, the biggest challenge, as if I needed to prove to myself that I wasn't stupid." After performing poorly on several exams, her genetics professor suggested that she be tested. She was diagnosed with ADHD, with verbal skills in the superior range, but with performance abilities that were weakened by poor attention and concentration. In addition, she has dyscalculia and sequential processing difficulties. 

Reflecting on this diagnosis, she stated, "Rather than bringing me relief, it made me sad, and I also felt that I was mentally deficient." A medication consultation was recommended to evaluate her suitability for a psychostimulant medication to treat ADHD. She took Cylert for a year and a half, but discontinued the medication because she said, "It became a coping strategy .... it was a psychological addiction, so I took myself off, and I found my grades stayed the same. The strategy of just taking the exam in a quiet room was enough for me." Alisa's approach to her college education reflects a well honed understanding of her own learning style. "I didn't think I had a learning style. I just knew that to do well I had to get up at 4:30 a.m. when the house was quiet. I didn't know why. To learn things I had to use colored markers, I had to draw arrows, I had to write things sequentially, and when I did things like that, I learned. I didn't know why, I just knew that was my style." 

Alisa is an intense, strong-willed individual whose communication style is direct. Consequently, she often meets with the Director to soothe stress and to develop effective tactics for approaching faculty members. She regularly uses test accommodations which provide her with extended time and an individual room in which to take her exams. She wears ear plugs because she must have total quiet when she studies. At home she has created a "tomb-like environment" in order to study. To alleviate stress, she makes a list for each day. She prepares everything the day before, down to what she puts in her briefcase. She streamlines organization by dividing things according to task, those that are easy to accomplish and those that are difficult. Because she has been able to overcome many of the obstacles imposed by her disability, Alisa has been an effective mentor for incoming students with learning disabilities and/or ADD. Alisa is currently pursuing a graduate degree in psychology. 

Gil

Gil is a 20-year old freshman who was diagnosed before the end of first grade with a learning disability in the areas of reading and visual-motor integration. At that time, evidence of ADD was found and he was put on Ritalin until 14. According to Gil's mother, "Gil has always been immature for his chronological age; he was often one of those children who used aggression inappropriately, it was hard for him to make friends." His mother also reported that he first began seeing a psychologist for some of his behaviors when he was five or six years old. She said, "He also, early on, I would say six or seven, talked in the context that if he would do something that he felt very badly about he would say, 'that was so terrible, I'm such a terrible person, I'm going to throw myself in front of a car'... he has always suffered from low self-esteem." 

From grades one to four, Gil attended an LD school which was comfortable for him. "When I was at Howard, the LD school, from first to fourth grade, I had a very good social experience because I was basically with a bunch of other LD kids who were just as LD and weird as I was." According to Gil, it shifted in fifth grade when he transferred to "a very stuck-up sort of upper-class, very shallow school... my peers thought of me as the class pariah." He was placed in the Individualized Study Program (ISP) for students with learning disabilities. While he seemed to have an appreciation for the efforts of the staff, he felt branded; he joked that in the ISP program they called themselves "ispers." Following this, Gil bounced back and forth between private and public schools in an attempt by him and his family to find the right fit. While his sophomore and junior years at a private school were more positive, his mother described his senior year as his "drug and alcohol year." In fact, Gil did attempt suicide during the spring of this year and was diagnosed with a depressive disorder. 

This diagnosis postponed his entrance into college by a year. Gil began at GW in the summer of 1993. He withdrew from one of two heavy reading courses and barely passed the other. In the fall semester he was granted a full medical withdrawal for depression. Gil's difficulty with work completion is a result of distractibility, not laziness. He explained his dilemma in this way, "I mean laziness is not the thing. I think laziness is just people who are just sitting around saying I don't care, it doesn't matter. I do care and I do want to meet my potential, it's just very hard for me to motivate myself to sit down and focus. I get distracted real easily. I could win a gold medal in procrastination. I can think of anything to do, I could theoretically paint a house before I write a paper." 

Gil is a student who needs a great deal of emotional and moral support. He has been under the care of a psychiatrist off and on since he was six. A number of drug therapies have been used in an attempt to deal with the ADD, and in the last two years with the depression. These have included Ritalin, Ditropan, Tofranil, Norpromin, Zoloft, Eskalith, Paxil, and Dexadrine. Before Gil came to GW, Gil's family secured referral to a local psychiatrist who was a colleague of Gils psychiatrist at home. When Gil and the Director realized that this was not an appropriate match, she found another psychiatrist. As Gil said, "He is more of the Ross Perot at the beginning of the campaign ... I say we're going to fix it, we're going to get under the hood, that's what [the psychiatrist] and I are doing; we're getting under the hood and trying to figure out how to beat this and how to fix, solve my problems. He's not your Freudian open-ended shrink.. he's very solution oriented." 

In addition to finding Gil the right therapeutic support, it was necessary to obtain effective academic support. Gil was referred to a reading specialist to provide academic counseling on a weekly basis. Gil said, " I meet with her once a week and she sort of sees what track I'm on, and if I do need academic help, she's there. She's just a support of all kinds. She's very supporting psychologically, you know, and LD wise, and she's very good in that ... I think it's just sort of resource management. She helps me keep my act together... She's my rock." Gil's reading specialist noted the following: 

Working at the college level as a tutor, as part of a support system for ADD students or ADD students with secondary disabilities such as learning disabilities or depression, requires a more vigilant and more flexible process approach than working with strictly LD students. 

With ADD students there seem to be greater extremes in the students' ability to perform or function from week to week. When some part of their support system breaks down, especially the usefulness of the drug therapy, the ADD symptoms of impulsivity, distractibility, and lack of focus can paralyze these students. When this situation is compounded by a learning disability and/or depression, the ADD students must work harder to find coping strategies. These students with compounding factors may feel in crisis very quickly. If my vision of their success is unwavering, they can rely on that support from week to week. It is consistent and constant which is what they need in their ever-changing and fluctuating world. (P. Myette, personal communication, June 24, 1994) 

Gil is considered to be an at-risk student, and his academic progress is carefully monitored by DSS. The Director has permission from Gil to maintain ongoing contact with his professors, family, support service providers, and therapist. While Gil consistently uses these services, he has not accepted any test accommodations. 

His current tutor reports that Gil takes a long time to do his assignments. Often he does them incorrectly and has to redo them. Gil has great difficulty assessing the amount of time that will be required for a task. His tutor times his reading, then asks him to compute the total time needed for his week's volume of work if he maintains that rate of speed. Since he frequently loses his place on the page, she asks that he place a ruler or note card under the line or follow with his finger so that he reads only one line at a time. This also increases his reading speed. However, he has told her that he finds this intrusive and will not do it independently. His writing is tangential because he finds the topics "rudimentary." Gil wants to be creative by applying his own ideas, but often they do not directly apply to the topic. Because his thoughts have merit even when they may not address assigned topics, the tutor places Gil's ideas in footnote form within the paper, so that his thoughts are in a protected place and are not discounted. The tutor and Gil look for three or four quotes from the reading material that address the topic. Those are paraphrased in order to analyze what the author is saying. At this point, he can interact with the ideas of the author from his own point of view. At times the tutor has found it effective for Gil to dictate his thoughts while she types. She suggests that he quote from class notes or the professor's lecture so that his class time becomes meaningful to him. Gil's tutor occasionally attends class with him to demonstrate good notetaking skills. She will sit with him at least twice so that he can observe her, and then sit separate from him to observe whether he can take good notes independently. 

Despite extensive and coordinated support, Gil's is not a success story. He was so enthusiastic about coming to the university that he enrolled in two summer courses in advance of the fall freshman term. Because they were history courses that required extensive reading, he was granted a partial medical withdrawal to reduce his load. In the fall he experienced a bout of severe depression and was subsequently given a full medical withdrawal. With the sanction of his psychiatrist, he returned to school in the spring. He was monitored closely by an area psychiatrist and was tutored weekly by a reading specialist. With one month remaining in the semester, he asked to drop out again. He was told that he would not be allowed another withdrawal and, with encouragement, he did finish with what was his best performance. This past fall was marked by poor attendance and low achievement. 

Because of his abuse of his prescribed medication, Dexadrine, he was taken off it. This may have been a contributing factor to his poor academic performance. He is on probation and at risk for dismissal. His parents have developed a contract with him according to which states that he must speak with the Director to explore further services, meet with his tutor twice weekly, attend all classes, and receive ongoing support from his psychiatrist. Whether Gil wants to remain in school enough or has the internal motivation and self-discipline necessary to succeed in this environment is in question. 

Recurring Personal Issues For Students With ADD

In our work and our interviews with these students, a variety of academic, social, and personal issues have been raised, ranging from aggressive behavior in childhood to career choice changes. Through analysis of our case studies, it is clear that some issues are relevant for all students with ADD. Six recurring issues emerged from the data are: self-esteem/stigmatization, family/peer support, stress, resistance/acceptance of diagnosis, organizational problems, and additional disabilities. Several issues unique to individual students were revealed as well. 

Self-esteem/Stigmatization

All of the students mention ADD's effect on their self-esteem. It is clear from their own observations that their self-esteem is often lowered by poor academic performance, stigmatization by peers, teachers, and/or family, and their lack of success in other realms. Two of the students think they have always had low academic self-esteem but have always felt good about themselves in sports and outdoor activities, Alex stated, "My low self-esteem comes when it comes to academics. Only towards academics, the rest I can do. I've always been good at sports and things like that. I've always been the adventurous one... I like going out and climbing mountains and going camping and things like that." Mike also mentioned feeling confident outside of school. "I had difficulties in school, I knew I was smart, well not smart, but intelligent. But I was able to do sports well and be confident there." 

One of the students remarked that his academic self-esteem has been improving in college. Brian's self-esteem has improved after attending a learning disabilities program at a community college. He said, "... we could learn from our mistakes, not punished for dyslexic writing, the grammar, the spelling, but a chance to get a second shot. And it's amazing how much your self-esteem improves, your self-confidence, your ability to say, yes I can master." 

Three of the students remember being socially stigmatized by their disabilities. According to Gil, "There was this sort of stigma ... they thought it [a special individualized program] was, you know, special ed and that we were a bunch of retards." Alisa commented, "I was totally rejected, I had no friends growing up. I was a very isolated little kid. When kids see somebody else being isolated by an authority figure, then they're afraid to have anything to do with them." Alex also noted, "I had a major problem socializing with my own year. They would say, 'Alex is totally out of it, don't listen to him."'

It appears that in order to strengthen their self-esteem, these students work hard, in Brian's words, to erase "a lot of the emotions ingrained in the past, scars from childhood, professors, or insensitive students." They find constructive ways of dealing with many of the symptoms of the disability. For example, Alisa changed her persona in the following way: "in the high school years, my aggressive personality that I had developed in elementary school became more focused in aggression to helping the underdog. So I became the person who made money for Biafra ... I worked for emotionally disturbed children, so all of my aggression, instead of fighting with kids like I did in elementary school, I channeled it ... it's amazing, because when I helped them, I, felt this was how I was able to raise my, looking back on it now I didn't know what I was doing, but it was the way I could raise my self-esteem." 

In searching for a constructive way to manage his disability Alex reflects, "One thing that really stuck in me was the last year of my school, the previous principal said something that really stuck in me, I'm glad he said it. At the end of each year, he writes a page to each kid and he'd really know what he's talking about. We'd have seven hundred kids and he'd know every kid's first name, last name, their parents name, what your parents do... I mean he knew you. He was a referee in a soccer match ... and he said, 'In his position, Alex had a great tenacity in playing his game and being on his side.' That really stuck with me, I'm not sure why but..l really don't know why. I know what tenacious means, but saying that to a kid who's seventeen or sixteen is quite a lot. To me it meant a lot." 

The students all believe that life will always be difficult but that having a better attitude about themselves will make it easier. As Brian said, "Ok, I've got ADD, there's ways to solve it. Part of the recovery is to deal with emotions saying, yes, I've got that, but that's not going to prevent me. 

Family and Peer Support

Families and friends can play an important part in the support system for students with ADD. As Gil's mother highlighted, "I think Gil saw how much he does mean to the family and I think it did sort of draw him into the family in his mind." Since ADD students often feel isolated, the more their families and friends can draw them into the support network, the better for the students. It can be a tremendous resource for students to have a consistently caring family and a group of friends who understand how to assist students with ADD in achieving their goals. 

Three of these five students have had consistent assistance from their families. Alex's parents were very concerned about his difficulties. They were also supportive of any interventions that would help in school. On several occasions, they flew in from abroad for meeting about Alex's program. Gil asserted, "One thing that is a big help is that I've had a lot of support from every facet of my life... my family is supportive ... my friends are supportive... one thing that really helped me out this semester was that I had friends who were very serious about school ... so my friends were very understanding ... they were just supportive..were glad to see I was turning it [my work] around." Mike also has felt sustained by his family. Describing their support he said, "My parents really understand, they know what's going on with me, in school, in water polo. They're just very supportive. My roommates are also understanding." 

The support of families and friends can be crucial to the success of a student with ADD. When families and friends are neglectful, indifferent, or critical, they can be extremely destructive. Two students have had mixed support, and they speak about the negative effects of that inconsistency. Alisa has always received backing from her husband and children, yet has experienced only damaging interactions from her birth family. The other student, Brian, has had help from his mother, but only negative input from his father. As he explained, "My father is a perfectionist, he catches each and every mistake I make and doesn't understand this. He explodes with a temperament, so of course, it's psychological trauma for me. I hope that with time we work it out in therapy." When any part of the family or friends support system is primarily negative, a student with ADD may expend additional energy repairing her/his psychological wounds. 

Stress

The level of stress for students with ADD seems to be greater than for their college peers because of the typical attributes of ADD and learning disabilities. All five of these students have felt the burden of stress. Typical examples of stressors for students with ADD are deadlines, both short and long term, exam time limits, poorly constructed and written exams, the language of multiple choice tests and directions, tasks requiring organization, noisy environments, and dimly lit rooms. Brian pointed out that, "if not dealt with, you know there's major anxiety and the major anxiety heightens the depression and sometimes ADD covers that. My high school law professor ... gave me extra time and immediately took the stress out." Mike noted, "My parents were breaking up in my junior year and there was lot of stress in the family, I was diagnosed with ADD and I heard that ADD often comes out more with stress." 

In order to manage stress, students with ADD need to identify what factors are stressors for them. Brian described what causes stress for him, "You expect time pressure, to finish an exam within the hour and fifteen minutes, whatever, no consideration, particularly my case is for lighting conditions because I can sense that flickering, I'm hypersensitive." Then students must try to figure out how to mitigate these stressors. A major way students quickly cope with the effects of stress is by calling upon Disabled Student Services or a member of their support team. Alisa recollected doing just that. "I was failing apart I was so stressed out. Things were going wrong ... and you came over there, helped calm me down." By identifying their stressors and seeking out support, these students can attempt to handle stress before it compounds their problems. 

Resistance/Acceptance of Diagnosis

Growing to accept the presence of ADD and learning disabilities is a difficult task. Students' openness with family, friends, and professors seems to evolve over time and may indicate a certain level of acceptance. Moreover, the degree to which students advocate for themselves, and the degree of support they accept from Disabled Student Services can also signify the amount of residual resistance to accepting the diagnosis. Mike felt very positive about how his diagnosis came about. "The whole testing experience was very good. I found out that I had a learning disability and I was given a lot of support in testing and in class ... At first I was bummed because I thought I was stupid, well not stupid ... but then it built me up, it gave me a reason. I was able to understand why I wasn't dealing with stuff." On the other hand, Alisa is very candid about the fact that the diagnosis was not helpful to her. "I didn't feel good with the diagnosis. I hear a lot of people say, 'I felt so relieved. Now I know.' But with me, the issue has always been one of self-worth and well, you see, there is really something wrong. So I worked hard to prove myself." However, she uses the support provided in the way of extended time and in a separate room for exams. Alex also has some trouble with the diagnosis, "I'm really not doubtful about the test results, but it came to me as a shock but ... it is so difficult to accept the fact that you do have ADD." Yet, he knows that sometimes he will "get a lock in my head where things will literally shut down and I can't absorb anything," and "I feel it [Ritalin] is necessary." 

The students explained their feelings about disclosure in the following ways. Alex feels closed about it. "Actually, I never disclose it. I never say to people that I have ADD. The reason because of that is I've never been put in that situation where I've had to go out and say it or not. And actually I don't think it's something I'll ever have to tell someone about." Mike said it depends on the context. "I tell people that I have it if they ask me why I'm taking untimed tests. I'm not obligated but I should just explain why. I believe it is a legitimate reason." 

Gil differentiates between his disclosure of ADD and depression. "I don't really have a disclosure marker for my ADD. If it comes up in conversation, I'll tell someone. I won't say 'Hi, I'm ADD, how'ya doing-' but I won't hide it from people if it just happens to come up in conversation. The depression thing is a little different. I'm honest about it. That's a little more touchy, so I wait for certain appropriate [markers], there are certain markers for that. " 

Alisa described a pivotal moment in regard to disclosure. "The turning point for me was in a psychology class about one and a half years ago, when one of the students in the class (and I had never told a soul up to this point and this was a big class of 100 students) made a comment, 'Oh people who have learning disabilities just take the drugs to get high. Who are they fooling-' A couple of people reiterated that. And again, I just couldn't listen to it. So I raised my hand and I said, 'My name is Alisa, I have ADHD. I take Cylert and I resent what you have just said and what you are doing to me, and I took over the lecture .... I told them basically the etiology of the disorder, what Cylert does, how I've never experienced any sort of a high, I wish I had, but they need to understand, because if they were in that psychology class as psychology majors, they couldn't possibly hope to go on to any kind of a career with that kind of misconception. And from that point on I was more open." 

But even with this awakening, Alisa still feels guarded about her disabilities in some spheres. "I've told just about everybody, every one of my colleagues over at school, so that they know there are certain things that I can't do so I'm very open about it, but I don't tell people off campus, because there is still a tremendous amount of ignorance from people about disabilities, and the comment I hear most, 'But you can't have a disability, you're smart'." 

Students seem to decide what will be the most reasonable for them and follow those instincts. For example, Gil has tried to keep his discussion with faculty members to a minimum. He feels that they will get to know about his disabilities "... by the letters [sent to professors at the beginning of each semester from Disabled Student Services to describe the needs of students with disabilities in their courses] you know, I don't feel that it needs to be a big open issue. So, if they get the letter, they know and that's about it, so they know. If I need to come talk to them, I will." As it turns out, Gil has often had to negotiate with professors about his work and has had to discuss his disabilities. Acceptance and openness seem to evolve as the students need to garner more support. 

Organizational Problems

All five of the students feel that their organizational skills are poor, affecting them in different areas. Gil and Alex see their organizational problems evidenced in their writing. Gil defined his process in this way, "My organizational skills aren't very good at all, they're getting better, but when it comes to research papers and things, my biggest problem is finding a starting point." Alex also realizes his weakness in this area. "I can write really good papers, but only at the last minute because I've done all the thinking until the very last minute, and all of the sudden I write it out. I get a lower grade because I didn't sort my ideas out right." 

Alisa has trouble organizing as she prepares for a test. "Learning is still much harder to concentrate and to assimilate material and to do it in an orderly way is still very difficult. The hardest test I had ever had in my life was on directly sequential processing." Mike has difficulty following classes if they are not whole-to-part or linear. "When a class is linear and goes in one direction, I can follow it." Finding strategies for improving organizational skills in studying and writing is a constant struggle for these students. 

Although none of the students have mentioned time management as a problem for them, it is clear to our staff that balancing school with other obligations is a challenge since most of them have difficulty organizing and prioritizing their time. 

Additional Disabilities

ADD often is linked with other disabilities. Four of these five students have other disabilities; only Mike deals solely with ADD. Learning disabilities seem to be identified before ADD. Brian and his family found out about his dyslexia as he was acquiring language. He noted, "My mom said when I was 5 years old I didn't know the difference between 'thank you' and 'blanket'...My sisters are all straight A students, reading books by 5 years old ... They have no problem with languages, they have no problem with this ... I can't do that ... so I really noticed it when I couldn't pronunciate things with my mind and they wouldn't come out. I could visualize the words but it didn't come out." 

This delay in diagnosing ADD happened to Alex as well. He was not tested until college. His expressive and receptive language disorder was diagnosed first. He remembered, "I knew I was going into a test to find out something different about my process of thinking which I was pretty sure I already had, but I wasn't sure about the specifics of it." That first testing indicated some attention deficits, but at the time Alex refused to find out more. When he went back, he took the same test with and without Ritalin. He was amazed. "The test results were completely different .... The first test was like click, click... Well actually it started off ok, but the reason it dies down was either I lost concentration, or I really tensed up 'cause I remember tensing up in that test. So tension was a major factor in the first test. The second test after the dose, I was ok, I still felt tense but not as tense as I did before. I was more relaxed and really at ease because of the Ritalin." 

Additional disabilities complicate matters. It becomes difficult to know which disability is getting in the way of the school work. Gil described this interaction. "I was very defeatist about my learning disability ... it was sort of like ammunition for my depression. When I hit rock bottom due to my depression and my ADD combined, you can't really separate them often, because either one of them was the symptom of the other, or they combined to cause a problem ... they would combine to aggravate a problem, you know, make it worse." These students try to determine how their disabilities aggravate each other and then work to lessen their impact. 

Summary Of Useful Strategies

Like similar programs at other colleges and universities, the Office of Disabled Student Services at The George Washington University provides an array of services for ADD students which include advocacy, readers, notetakers, test accommodations, learning disabilities advising, learning disabilities support group, registration assistance, adaptive materials and equipment, provision of information to professors, regular advising, coordination with other services such as the academic support program for athletes, and off-campus referrals. Although professors vary as students proceed through school, the constant and comprehensive "umbrella" nature of DSS allows for close contact and provides a place where support activities are monitored. Based on our work with students with ADD in higher education, we have developed a compendium of helpful strategies. The following is by no means an exhaustive list, but should be considered as an evolving set of methods which may vary with each student. 

1. Goal Setting

· Plan a course schedule with attention to most suitable instructional style, course load, and hours of productivity. 

· Develop objectives for each class. 

· Prioritize and schedule work to be done. 

· Establish rewards for meeting realistic day by day goals. However, if the goal for the day is not met, no punishment occurs; simply move on. 

· Continually rework and rethink goals

2. Crisis Management: Salvaging Something. 

· When goals haven't been met and deadlines are approaching, ask yourself, "What should I do first-" 

· Consider realistic options. 

· Select the most constructive, least destructive option (i.e., asking for an extension vs. dropping the course or getting an F). 

3. Environmental Strategies

· Consider biological factors to determine best times of day for scheduling classes and study sessions. 

· Consider best classroom seating arrangements. 

· Consider place/conditions for optimal productivity with regard to studying and test taking. 

· Aim for rituals/consistency. 

4. Organizational Strategies

· Note class schedules, assignments, and test dates for each course on a wall calendar, in a daily planner, or on an electronic organizer. 

· Keep courses and notes organized by color in a 3-ring binder for each class. 

· Take notes in class and in texts; rewrite them on a computer. 

· Break down all academic tasks into manageable increments. 

5. Scaffolding Control

· Cultivate the student's ability to make decisions independently by offering options and choices in every skill - from scheduling appointments to creating a way to outline a paper - that provides the student with a sense of control. 

6. Strategies for Fighting Depression

· Post signs with reminders to take medication and with key aphorisms to keep going. 

· Schedule free/play time as well as work time. 

· Work in short, focused blocks. 

· Maintain weekly meetings with physician and tutor.

Conclusion

Because of their unique and often complex psychological profiles and their unorthodox and idiosyncratic learning styles, students with Attention Deficit Disorder (ADD) present challenges to disability support service providers. With this in mind, we have found it necessary to develop comprehensive and collaborative support services which assist students in moving from dependence to independence, from stigmatization to self-assurance, from resistance to self-advocacy, and from a history of failure to a sense of empowerment. We have based our evaluation and approach on the emerging issues of self-esteem, family and peer support, stress, resistance/acceptance, organizational skills, and additional disabilities through clinical vignettes. We hope the description and discussion of our experiences, through the voices of our students, their families, and the professionals who serve them, have provided assistance to others attempting to create an environment in which success for students with ADD is possible. 
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The Role of the Physician and Medication Issues in the Treatment of ADHD in Postsecondary Students

Patricia O. Quinn, M.D.

Abstract

In this article the role of the physician in working with students with ADHD at the postsecondary level is defined. The symptoms and etiology of ADHD are reviewed and gender differences are discussed. Criteria for diagnosis are presented and helpful worksheets and questionnaires are reviewed. An overview is provided of the multimodal treatment plan necessary to address the needs of the student with an in-depth discussion of medication and its side effects. Follow up visits are recommended, and the importance of the physician becoming more involved in postsecondary education to support the identification of this disorder is addressed.
The role of the physician in working with postsecondary students is defined by four purposes: (a) assisting in or confirming the initial diagnosis of ADHD, (b) initiating a multimodal treatment program, (c) prescribing and monitoring the student's response to medication, and (d) working in collaboration with the postsecondary director of the disability office. 

Diagnosing ADHD

Causes of ADHD

In order to diagnose ADHD it is important to look at its causes and some of the high risk populations in which it is found. ADHD is a neurobiological condition that affects learning and behavior. It is present in from 5% to 10% of the population. ADHD begins in childhood and was initially thought to be outgrown by adolescence. However, we now known that this is not the case, and that from 40% to 60% of individuals with ADHD continue to be bothered by symptoms into adulthood. Studies that have followed these children into adulthood have found a persistence of symptoms with less stability and satisfaction in areas such as employment. Underachieving and impulsivity with emotional lability have also been seen (Mannuzza, Klein, Bessler, Malloy, & LaPadula, 1993; Weiss & Hechtman, 1993). 

ADHD is usually diagnosed in males, but it can also be observed in females. However, ADHD in women can escape even the best clinician's detection as these women frequently lack the typical symptoms of hyperactivity and impulsivity (Berry, Shaywitz, & Shaywitz, 1985), and because socialization processes lead girls to develop more internalized symptoms such as anxiety and depression (Brown, Abramowitz, Madan-Swain, Eckstrand & Dulcan, 1989) rather than the conduct disorders more often seen in boys. Although females with ADHD have been found to have more pronounced cognitive deficits than their male counterparts (Berry et al., 1985), they tend to go undiagnosed longer. For many females with ADHD, more severe problems begin with the onset of puberty, with an increase in emotional overreactivity, mood swings and impulsivity due to an increase in hormones and to hormonal variation throughout the phases of the menstrual cycle (Huessy, 1990). 

Despite this varied picture, investigators are becoming more certain that ADHD has a genetic basis. Studies of identical and fraternal twins (Gullies, Gilger, Pennington, & DeFries, 1992; Goodman & Stevenson, 1989) have substantiated a higher incidence of ADHD in identical rather than fraternal twins. Other studies (Biederman, Faraone, Keenan, & Tsaung, 1991) have found that the relatives of ADHD children have a greater risk for the disorder as well as having much higher rates of anxiety and depression. Research in this area also includes studies of the dopamine receptor gene. The dopamine D2 receptor locus was recently found to be a modifying gene in 46% of patients diagnosed with ADHID (Comings, et al., 1991). 

Comprehensive Interview

In establishing the diagnosis of ADHD the physician should always conduct a comprehensive interview with the student suspected of having the disorder. This includes a full medical and genetic history inquiring about other neuropsychiatric conditions as well as ADHD. A higher incidence of alcoholism has been noted in the families of individuals with ADHD (Goodwin, Shulsinger, Hermansen, Guze, & Winokur, 1975; Morrison & Stewart, 1973). Exposure to environmental toxins such as lead (Needleman et al., 1979) and prenatal exposure to alcohol (Hanson, Jones, & Smith, 1976) and cocaine (Brooks-Gunn, McCarton, & Hawley 1994) may also lead to hyperactivity in childhood and inattention and memory dificits in adults. 

Neonatal problems such as prematurity and lower birth weights than expected for gestionational age place the infant at risk for both learning disabilities and attention deficits in the future. Early childhood conditions such as meningitis, encephalitis, serious head trauma, early iron deficiency anemia, and severe malnutrition can also be causes of later disabilities and should be investigated during the initial interview. 

Questionnaires

Questionnaires are now becoming available, and these can be useful tools in establishing the diagnosis of ADHD. In his workbook for clinicians, Attention-Deficit Hyperactivity Disorder: A Clinical Workbook, Barkley has provided an Interview Form and Rating Scales for ADHD adults. These forms are used in the adult ADHD clinic at the University of Massachusetts Medical Center for evaluating adult referrals. Permission is given to photocopy these pages for personal use. Forms include a Semistructured Interview for Adult ADHD that inquires about current symptoms, past history (medical and psychiatric), current medications, family history, and social history. Also provided are a series of self-rating checklists including a Self-Rating Symptom Checklist, a Physical Complaints Checklist, and a Patient's Behavior Checklist. These forms may be useful in providing a framework for physicians to obtain background information, elicit symptoms, and establish a baseline against which to evaluate the success of various treatment interventions. 

Nadeau (1994) has developed a checklist, College Level ADHD Questionnaire, designed especially for students at the postsecondary level. A Sample Adult ADD Assessment Interview and an ADD Checklist are also provided by Weiss (1992), but these are not as structured as Barkley's. Other checklists are being developed or are just becoming available at this time. 

Symptoms of ADHID

The structured interview presents the opportunity for the physician to inquire about the symptoms of ADHD not only as they present at this time but as they affected the student in earlier years. Young adults with ADHD continue to have difficulty with sustained attention, impulse control, decision making, and distractibility. Hyperactivity remains a symptom, but this may be "outgrown" by adolescence and appear more as a fidgety restlessness and/or inability to sit for long periods. The most common areas of continued disturbance are academic and social. Underachievement in school is frequently the presenting complaint. Impulsivity when found impairs the young adult's ability to make decisions or to stick to a course of action. It may be difficult for him or her to inhibit behaviors as the situation demands or to keep from changing plans. Emotional reactions secondary to ADHD may also be present. These include denial, temper tantrums, poor self-esteem, and depression. It is important to identify and address these secondary problems as well as the underlying attention deficits. 

Criteria for Diagnosis

By 1985, Wender, observing these symptoms in adults with a previous history of ADHD, referred to the syndrome as Attention Deficit Disorder-Residual Type (Wender, Reimherr, & Wood, 1981, Wender, Reimherr, & Wood 1985) and developed criteria for the diagnosis of ADD-RT. These criteria consisted of the following: (a) the individual must have had a history of the disorder in childhood; (b) the adult must have symptoms of both hyperactivity and attentional deficit; and, in addition, (c) must have two of the following characteristics: 1) poor organization, 2) poor concentration to task persistence, 3) impulsivity, or 4) emotional lability. 

The Diagnostic and Statistical Manual of Mental Disorders (DSM- III) (American Psychiatric Association, 1980) used the term Attention Deficit Disorder, Residual Type (314.8), and stated that the individual must have at one time met the criteria for ADD with hyperactivity; that signs of hyperactivity may no longer be present, but that others signs have persisted into adulthood. These symptoms must also have resulted in some impairment of social or occupational functioning, and the disorder must not be due to other causes. This diagnosis was not listed in the DSM III-R published in 1987. Likewise, the new DSM IV (1994) offered no separate listing for residual type but divided ADHD into three categories: (a) ADHD, Predominantly Inattentive Type; (b) ADHD, Predominantly Hyperactive-Impulsive Type; and (c) ADHD, Combined Type. Criteria included the use of a coding note that stated that adolescents and adults who currently have symptoms of ADHD that no longer meet the full criteria should be diagnosed according to the new categories but have the terms "in partial remission" added. 

Physical Examination and Routine Tests

A complete physical examination should be carried out by the physician to rule out other causes of presenting symptoms (e.g., hypoglycemia, drug abuse, frontal lobe epilepsy, etc.) and to establish the presence of other medical conditions such as hypertension, allergies, asthma, or headaches. Tests such as an electroencephalogram (EEG), magnetic resonance imaging (MRI) or computerized tomograms (CT) scans are not necessary as part of a routine evaluation for ADHD. However, a vision and hearing screening as well as routine blood testing should be performed. These blood tests should include thyroid studies as Attention Deficit Disorder has been associated in children (70%) and adults (50%) with generalized resistance to thyroid hormone (Hauser et al., 1993). 

Comorbid Conditions

Physicians play an important role in identifying ADHD but must also be aware of the other related conditions that commonly occur with this syndrome. Individuals with ADHD have been found to have comorbid conditions in as many as 40% of the cases. These include Obsessive Compulsive Disorder (OCD) (Rapoport, 1986), anxiety disorders, depression, oppositional or conduct disorders (Beiderman, Newcorn, & Sprich, 1991; Pliszka 1992), tics, and Tourette's Syndrome (Comings & Comings, 1984). The physician must be sure to rule out or become aware of these disorders as well. In a sample of adults with ADHD, 53% were diagnosed as having a general anxiety disorder, 34%, alcohol abuse or dependence, 30%, drug abuse, 25%, dysthymic disorder, and 25%, cyclothymic disorder (Shekim, Asarnow, Hess, Zaucha, & Wheeler, 1990). In addition, a large percentage of individuals with ADHD also have learning disabilities (LD) (Barkley, 1991). The physician should be sure that this area is addressed by thorough educational and psychological evaluations. A referral should be made if these tests have not already been performed. 

Multimodal Treatment Program

Following the observation of significant difficulties, the physician may recommend appropriate treatment from among a variety of modalities. The treatment of ADHD requires a comprehensive program that addresses all of the young adult's needs. This includes medical, educational, psychological, and behavioral interventions. While the medical treatment remains in the hands of the physician, other aspects of this program usually come under the domain of the disability service provider who, in most institutions, assumes the role of case manager. Coordination with this postsecondary service provider and a team of other care-givers including mental health professionals, educational specialists, tutors, and counselors is imperative. 

The student may likewise benefit from individual therapy, support groups, college and career counselling, academic accommodations, auxiliary aids, metacognitive and other self-regulatory strategies, as well as medication. The degree to which a student is affected by ADHD will vary considerably; not all students will need each of these interventions. 

Counseling and Behavior Management

Other treatments should be recommended in conjunction with medication to assure the most positive outcome for students with ADHD at the postsecondary level. Psychotherapy and supportive counselling are critical not only in dealing with the symptoms of ADHD but also the secondary emotional and social problems. A structured behavior management program with written contracts can be useful in dealing with difficulties with task completion, and can be effective in modifying target behaviors. Research has shown that behavior therapy combined with stimulant medication can be more effective than either treatment modality alone (Pelham, 1990). 

Cognitive Therapies

Various cognitive therapies have recently gained much attention for use in the treatment of ADHD symptoms, particularly overactivity and impulsivity. The goal of cognitive therapy is to develop improved self-control skills and reflective problem solving strategies. While several initial small studies appeared to lend promise to this technique, recent reviews have found they have little or no effect on cognitive functioning and academic performance (Abikoff, 1991). Some improvement in self-control behavior in the classroom as measured on the Conner's Teacher Rating Scale was seen (Reid & Borkowski, 1987). Other studies have suggested an increase in on-task classroom behavior (Barkley, Copeland, & Sivage, 1980; Cameron & Robinson 1980). 

For the professional interested in learning more about these treatment modalities in a text that goes beyond the scope of this brief review, Goldstein and Goldstein's book (1990) is particularly relevant. 

Supportive Therapies and Tutoring

Supportive special education services and tutoring programs should continue if they were necessary for the successful completion of a secondary curriculum. These combined with postsecondary accommodations will make the academic challenges easier for the young adult with ADHD. Referral should be made to the college counselling center or facility for students with special needs. The physician should make sure that the student is accessing these services at the routine followup visits. 

Exercise and Diet

The student with ADHD should be counselled on the need for plenty of exercise on a routine basis to help deal with hyperactivity, frustration, and stress. The physician also needs to stress the importance of a proper diet for all students with ADHD but particularly those on stimulant medication who may experience appetite suppression. The best course for all students is a well balanced, nutritionally sound diet with meals evenly spaced throughout the day. In my practice, I am always amazed at the number of patients who are not eating breakfast or are "skipping meals." The life style of a college student does little to reinforce good nutritional habits, but good habits are essential for the individual with ADHD who needs to carry on effectively and efficiently. The physician further needs to be on guard for the student who is using the appetite suppressing side effect of stimulant medication for weight control. Frequent weight checks and nutritional counselling can help to avoid this particular problem. 

Medication

Stimulant medication is one of the most useful tools in dealing with ADHD. Although the use of medication does not cure the disorder it certainly can reduce many of the symptoms. Stimulants are effective in both teenagers and adults with ADHD and can be used in these populations contrary to popular belief. Higher doses may be necessary in this population with best results occurring at a level of 1.0 mg/kg/day dose. This correlates somewhat to the need for moderate (20 mg/day) and higher dose (30 mg/day) methylphenidate treatment in 71% of the subjects with attention deficit disorder with hyperactivity reported by Barkley and coworkers (1991). In this sample 95% were found to be positive responders to the stimulant medication. While the majority of individuals with ADHD respond to stimulant medication the physician must now look carefully at other treatment regimes in order to treat the complex symptoms and comorbid conditions associated with ADHD in this age group. It is the biochemical models that have been proposed and the recent documentation of CNS dysfunction that allow the physician to evaluate a student's symptoms and prescribe treatments that will be effective in alleviating them. Knowledge of the specific neurotransmitter systems which control and regulate particular anatomical areas can be useful in determining the medication that is best suited for the patient. 

Individuals who appear to have mainly frontal lobe deactivation have been found to respond best to stimulants. While the exact mechanism of action of the stimulants is not known, they appear to improve symptoms of ADHD by allowing better use of the chemical neurotransmitters. These medications may regulate and stabilize the neurobiochemical system and thus improve brain functioning. The frontal lobes become "stimulated" and are thus able to perform their inhibitory capacity, and motor restlessness is decreased. Rapoport et al., (1978) reported that a single dose of dextroamphetamine given to a group of normal boys resulted in a marked decrease in motor activity and reaction time and improved performance on cognitive tests, thus ending the theory that children with ADHD had a "paradoxical" response to stimulants. 

Patients who are overaroused and hypervigilant may be more responsive to alpha-2-noradrenergic agonist drugs such as clonidine. Since the work of Hunt, Minderaa, and Cohen (1985), clonidine has been proposed as an alternative treatment in patients with ADHD. Clonidine, in addition, can be highly effective in controlling tics and therefore has been proposed as an alternative medication in patients with ADHD and a comorbid tic disorder. In studies conducted by Steingard, Biederman, Spencer, Wilens, and Gonzalez (1993), clonidine resulted in improvement in both ADHD (72%) and tic (75%) symptoms. Their findings also suggest that children with ADHD and tic disorder responded better (96%) than children with ADHD alone (53%).

The role of serotonin in ADHD has not been clearly established biochemically. Newer serotonin agents, such as fenfluramine and fluoxetine, have been useful in treating comorbid symptoms such as depression and anxiety when they occur in an individual diagnosed with ADHD. However, these agents do not appear to address the core symptoms of ADHD. 

Tricyclic antidepressants have also been used for many years as an alternative psychopharmacologic agent for treating the symptoms of ADHD in children (Beiderman, Baldessarini, Wright, Nee, & Harmatz, 1989). Dosages in adults for treatment of ADHD have not yet been well established with two opposite camps advocating effectiveness at either 3mg/kg/day or higher (Beiderman et al., 1989) or low dose therapy of between 10 to 30 mg/day advocated by Ratey (Jaffe, 1993). 

Prescribing medication. 

Stimulants are by far the most frequently used treatment modality for ADHD. They are rapidly absorbed with food enhancing absorption (Greenhill, 1992). Methylphenidate is the most commonly used medication for ADHD. Dextroamphetamine is also used, particularly in adults. If there is no response to the initial stimulant prescribed then the other should be tried (Elia & Rapoport, 1991). These medications are available in both short and long acting preparations. While initial reports indicated that the long acting preparation was not significantly different from the standard form (Whitehouse, Shah, & Palmer, 1980), some have suggested that the long acting methylphenidate is not as effective (Dulcan, 1990). In my experience the latter has been the case. The short acting preparations last approximately four to six hours, and this dosage delivery appears to be particularly effective to coordinate medication delivery around blocks of class and/or study time. 

Other medications can also be used to treat of symptoms of ADHD. These include the antidepressants which although not as effective as the stimulants can have other beneficial effects. Potential cardiac complications necessitate that a EEG be obtained prior to starting this group of drugs and be repeated after each increase in dose (Elliott & Popper, 1991). The availability of blood levels helps the physician establish treatment and monitor dosage to assure that medication levels stay within the therapeutic range. The practitioner should be aware that controversy exists regarding the dose of the tricyclics in adults and refer to the previous discussion of this topic. 

Clonidine may be used alone or in conjunction with the stimulants. This combination appears to be particularly effective in treating the overaroused, hypervigilant, and/or aggressive patient. Its main side effect of sedation necessitates initial therapy at bedtime with gradual introduction during the day in very small doses. Individual doses should be increased very gradually over several weeks to months until effective levels are reached. Clonidine has proven particularly useful for the patient with ADHD and tics. 

Side effects of stimulant medication. 

Stimulants can produce side effects with some being more common than others. Physicians should be prepared to discuss these with the student prior to beginning a trial of medication. Short term side effects of decreased appetite, insomnia, stomachaches and headaches were found to increase significantly in severity and frequency during dose trials with stimulants (Ahmann et al.,1993; Barkley, McMurray, Edelbrock, & Robbins, 1990). 

Follow Up Visits

Once established on a stable dose of medication with a good therapeutic response, the student should be followed at regular intervals. If stimulants are prescribed, a quick check can be done monthly as each prescription is refilled. Compliance with dosage schedule can also be monitored in this way by keeping track of frequency of refills. Height, weight, and blood pressure checks should be monitored every three to six months or more often if anorexia or weight loss is a problem. The physician should also inquire as to compliance with the other aspects and recommendations made as part of the total treatment program. Additions or deletions in this program may be made as necessary to ensure the student's success in all aspects of college life. 

Coordination with the Disability Services Office

Although the physician is responsible for the diagnosis and/or treatment of ADHD, he or she usually does not assume the role of case manager at the postsecondary level. On most campuses this role falls to the director or staff of the disability services office. It is therefore critical that there be communication between these two parties and a spirit of collaboration. In most instances, it is the service provider who has first contact with a student in academic difficulty presenting with the symptoms of possible ADHD. Referral to the physician for diagnosis would then be appropriate. 

Likewise, the service provider on campus will most likely be responsible for initiating and implementing those aspects of a total treatment program that involve dealing with academic regulations, faculty, and/or tutoring services. Individual and career counselling may also be carried out through this office. 

Medication effectiveness can be monitored during regularly scheduled follow up meetings. The disability service provider may also arrange for medication follow up for the student who comes to campus already on medication. 

Conclusion

In conclusion, it is the role of the physician to monitor progress in students with ADHD and to make referrals to other professionals as the situation warrants. The physician should be responsive to the multifaceted needs of the student with ADHD at the postsecondary level and do all that can be done to provide information and guidance to the individual student. However, this role should not merely be limited to prescribing medication, as this is only part of the picture. The physician should work closely with the director of the disability office to insure that the student is taking advantage of available services and responding positively to therapeutic interventions. Regularly scheduled meetings between the physician and the disability service director will assist in a well coordinated program for students with ADHD at the postsecondary level. The physician should also take an active role in educating the faculty and administration as to the symptoms, prognosis, and needs of patients with ADHD at the postsecondary level. 
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Legal Issues Pertaining To The Postsecondary Student With ADD

Patricia Horan Latham

Abstract

Attention Deficit Disorder (ADD) has received considerable attention in the media. Is it real- Is it a disability under federal laws- What are the obligations of postsecondary institutions to students with ADD- ADD is real, and, like other impairments, it is a disability when it substantially limits a major life activity. Qualified postsecondary students with this disability are entitled to appropriate accommodations to make the courses, examinations and activities accessible to them. Legally required services must be provided at no additional charge. Services that are not legally required may be offered on a fee for service basis. 
Attention Deficit Disorder (ADD) is a neurological disorder that impacts upon learning and behavior. ADD is a disability when it substantially limits a major life activity, such as learning. This article explores the nature of ADD and the legal rights of the postsecondary student with ADD. (Please see Introduction in this issue for a discussion of terminology.) 

Attention Deficit Disorder

The Disorder

ADD is a complex disorder with three primary types of symptoms that are described in the Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition (DSM - IV) (American Psychiatric Association, 1994), Section 314, as follows: Combined Type, Predominately Inattentive Type, and Predominately HyperactiveImpulsive Type. Symptoms are listed under the categories: inattention, hyperactivity, and impulsivity. 

As a practical matter the disorder may involve difficulty directing attention appropriately, impulsive behavior, hyperactivity, mood swings, low stress tolerance, and difficulty in following rules. It is an invisible disability that often affects an individual's performance in the early school years, postsecondary education, and throughout life. 

Over the course of this century, ADD has received increasing recognition as an impairment that does significantly affect learning and behavior. A brief review of that historical development is helpful in understanding the current status of ADD. 

History

ADD is a current term for a condition previously termed hyperactivity, minimal brain dysfunction, and minimal brain damage. Symptoms of the condition were first observed in the late 19th century in connection with insult to the brain. Over the years, the occurrence of behavioral symptoms, without a history of brain insult, was termed minimal brain damage, and then minimal brain dysfunction (Interagency Committee on Learning Disabilities, 1987). 

By the late 1970s, there were findings that ADD, long thought to be a disorder of childhood, does not go away but rather persists into adulthood (Hallowell & Ratey,1994). In the 1980's and 1990's ADD gained increasing recognition as an impairment that may significantly affect learning and behavior. A compelling discussion of ADD was presented by the Administrator of the Drug Enforcement Administration of the Department of Justice on December 16, 1988: 

ADD (officially named attention deficit disorder with hyperactivity [ADD/H] and sometimes simply called 'hyperactivity') is a developmental disorder in which children find it difficult to sit still and pursue attentional tasks for any length of time. ADD, which affects boys more than girls, is characterized in schools by frequent out-of-the-seat behavior in the classroom which is obviously disruptive for the other students. ADD children commonly are unable to complete academic assignments, have attention problems in the classroom, and often are unable to write legibly. Many such children physically provoke others nearby and most lack appropriate social skills. ADD children are also frequently unmanageable at home, which can easily aggravate or create a variety of domestic problems. 

ADD in children, while not necessarily a life-threatening disorder, is a very disturbing handicap which, if untreated, will affect the child for his entire life. (DEA Docket No. 86-52; 53 Fed. Reg. 50591, 1988 pp. 5-9) 

Further, ADD was recognized as a condition with significant impact on an individual's life by the Interagency Committee on Learning Disabilities (1987): 

... attention deficit disorder (ADD) should be a central focus of any discussion of learning disabilities, since ADD is found to coexist so frequently in persons with LD, and to complicate their diagnosis and treatment. It affects children from their earliest infancy, through school age, and into adolescence and adult life ....(pp. 194-195) 

In 1991, the U. S. Department of Education issued an important memorandum clarifying the status of ADD, recognizing that ADD can result in significant learning problems and confirming that children with ADD may be eligible for services under the Individuals with Disabilities Education Act (IDEA), which was passed in 1975 as The Education for All Handicapped Children Act, and under the Rehabilitation Act of 1973 (29 U.S.C. § 701). In the Memorandum to Chief State School Officers, Subject: Clarification of Policy to Address the Needs of Children with Attention Deficit Disorders within General and/or Special Education, (U.S. Department of Education, 1991), specified examples of adaptations that would be useful in general education programs for students with ADD were noted including: 

providing a structured learning environment; repeating and simplifying instructions about in-class and homework assignments; supplementing verbal instructions with visual instructions; using behavioral management techniques; adjusting class schedules; modifying test delivery; using tape recorders, computer-aided instruction, and other audiovisual equipment; selecting modified textbooks or workbooks; and tailoring homework assignments.

Other provisions range from consultation to special resources and may include reducing class size; use of one-on-one tutorials; classroom aides and note takers; involvement of a 'services coordinator' to oversee implementation of special programs and services, and possible modification of nonacademic times such as lunchroom, recess, and physical education (p. 7). 

Thus, over the years, ADD has come to be recognized as a significant impairment that may impact upon learning and behavior from early childhood into the adult years. Having considered ADD in general terms, problems that may arise as a result of the condition in postsecondary education will now be addressed. 

ADD at the Postsecondary Level

Postsecondary students with ADD may have problems with directing attention appropriately, organizing, prioritizing, consistency of performance, completing assignments on time, writing lengthy papers, completing examinations within the customary time, meeting mathematical requirements, meeting expectations that are more subtle, following rules, and interacting with faculty and students in an appropriate manner. These problems are often compounded when college living conditions are noisy and full of distractions. Finally, because college is more demanding than prior schooling, compensations that worked previously may not continue to be successful. 

Particularly in the case of ADD, where there are traits that may lead to a negative perception of the student by others, it is most helpful to remember the positive traits often seen in individuals with ADD, such as high energy, intensity about interests, and creativity. These positive traits may promote success in postsecondary education. Some individuals with ADD report doing well in courses that have a practical purpose or that are a good fit for their learning styles. Since there is a greater opportunity to select courses in postsecondary education than in earlier schooling, students with ADD may be able to take a greater number of courses that are a good fit. 

The availability of support services at postsecondary institutions also may facilitate success for many students with ADD. Postsecondary institutions offer learning disability support services ranging from basic to comprehensive. Some offer separate programs for students with learning disabilities. Generally, services fall into three categories: remediation of specific learning weaknesses, academic support services, and related services. 

Remediation services may address learning weaknesses in various areas including: reading, spelling, mathematics, organization, speaking, listening, writing, time management, studying, test taking, inputting information, memory enhancement, and vocabulary improvement. 

Academic support services may include special orientation program, priority registration, reduced course load, academic advising, assistance with learning strategies, assistance with networking and advocacy with faculty, supervised study, tutors, peer tutors, textbooks on tape, talking books, audiotaped lectures, videotaped lectures, tape recorders, notetakers, readers, proofreaders, large print examinations and answer sheets, extra time on tests, extra time on papers and assignments, separate room for tests, oral tests, computer assistance, and special computer equipment and software. 

Related services may address such issues as frustration, social skills issues, low-self esteem and other psychosocial problems. Such services may include: support groups, psychological counseling, career counseling, and transition to employment. 

Determining which services are appropriate for a particular student with a disability is a complex process. Many students with ADD also have learning disabilities. The types of ADD and learning disabilities and the degrees of impairment may vary considerably among these students. Some services are legally required to make the institution's program accessible to the student, and other services are not legally required but are offered by the institution, often on a fee-for-service basis. The legal rights of postsecondary students with ADD will be explored next. 

Legal Rights

Source of Rights

The rights of postsecondary students with ADD stem primarily from three sources: the Constitution, statutes and regulations which prohibit discrimination, and cases decided by courts, departments and agencies. In some instances, cases involving other disabilities will be cited because the principles apply broadly and are not limited to the particular disability involved in that case. Similarly, licensing cases will be cited because the principles are broadly applicable. 

The 5th and 14th amendments to the Constitution are the most important sources of the rights of individuals with disabilities. The 14th Amendment provides in pertinent part that "No state shall ... deny to any person within its jurisdiction the equal protection of the laws" or "deprive any person of life, liberty or property without due process of law." Section 5 of the 14th Amendment provides that the "Congress shall have the power to enforce, by appropriate legislation, the provisions of this article," The 5th Amendment contains the identical due process language and has incorporated the "equal protection" concept. 

The Constitutional requirements of due process and equal protection are made specific by statutes which are authorized by and implement these Constitutional provisions. In general, the statutes prohibit discrimination, require affirmative action or provide funds for specific activities and programs. In the latter case, the institution is required to agree that it will conduct its programs without discrimination. 

The two principal statutes which give rise to the legal rights of postsecondary students with ADD are the Rehabilitation Act of 1973 (RA) and the Americans with Disabilities Act of 1990 (ADA). Section 504 of the RA applies to postsecondary institutions that receive federal funds. Title II of the ADA applies to public postsecondary institutions, and Title III of the ADA applies to private postsecondary institutions. 

Postsecondary institutions must operate their programs and activities in a nondiscriminatory manner, including recruitment, admission, academic programs, research, occupational training, housing, health insurance, counseling, financial aid, physical education, athletics, recreation and transportation (U.S. Department of Education, Office for Civil Rights, 1992). 

Discrimination

To establish a claim of discrimination, a student must demonstrate that he or she is a qualified individual with a disability and that the institution has discriminated against him or her on the basis of the disability. The term "disability" includes an impairment that substantially limits a major life activity, such as learning (42 U.S.C. § 12102(2)). 

Impairment

To invoke the ADA and RA, an individual must have a physical or mental impairment. That term includes "any mental or psychological disorder, such as mental retardation, organic brain syndrome, emotional or mental illness, and specific learning disabilities." (29 CFR § 1613.702(b)). ADD has been recognized as an impairment by federal departments and agencies, such as the Department of Education, and in court cases. One court stated : 

The plaintiff, Jack Straube III ('Jack'), has a physical condition called dyslexia which is 'a developmental disorder selectively affecting a child's ability to learn to read and write which creates educational problems.' Bantam Medical Dictionary (Bantam Books 1982). The dyslexia is compounded by a condition known as attention deficit disorder. As a result of this condition, Jack is classified as 'learning disabled' within the meaning of the Act, 20 U.S.C. § 1401 (1), and is entitled to receive, at public expense, specially designed instruction to meet his unique needs. (Straube et al., v. Florida Union Free School District et al. 1991)

The Office for Civil Rights of the U.S. Department of Education has issued letters of findings recognizing ADD as a "physical or mental impairment" (Letter of Findings issued to Gaston County School District, 1990; Letter of Findings issued to Hopkins County Board of Education, 1992). 

Finally, arguably ADD is within the definition of "specific learning disabilities" set forth in the Individuals with Disabilities Education Act, (1990). That definition expressly includes the term "minimal brain dysfunction," a predecessor term for ADD. 

Disability

ADD is a disability when it substantially limits a major life activity. ADD has been recognized as a disability in court cases and letters of findings of the Office for Civil Rights of the U.S. Department of Education. In Weintraub v. Board of Bar Examiners (1992), a lawyer with ADD and learning disabilities sued the Board for examination accommodations of separate, private room and double time for the two day exam spread over four days. For the first test, the Board had allowed a lesser amount of additional time and a separate room with other applicants with disabilities. The Board had also allowed an alternative method of marking answers. The lawyer failed and then took the test a second time in a private room and with a greater amount of extra time, but not double time. Again, he failed. The Supreme Judicial Court ordered the Board to provide the requested accommodations. On his third try, with the requested accommodations, he passed. 

In Letter to San Antonio College (1993), the Office for Civil Rights found that a student with ADD was a qualified individual with a disability. However, OCR concluded that there was no discrimination because the student had not provided the institution with notice of his disability and had not requested academic adjustments or auxiliary aids. 

In another case, the Office for Civil Rights found that a student with Post Traumatic Stress Disorder that affects attention span and ability to concentrate was a qualified individual with a disability (Letter of Findings issued to University of Utah,1993). However, OCR concluded that the student had not submitted documentation of his disability to the institution prior to the events giving rise to his complaint, and that the institution was in compliance with applicable regulations. 

In Letter of Findings issued to Florida Department of Education (1993), the Office for Civil Rights concluded that a teacher with a diagnosis of specific dyscalculia and associated attention deficit was a qualified person with a disability. However, OCR found that he was not entitled to a requested test waiver in connection with his effort to obtain a professional certificate. This letter will be discussed in greater detail below. 

Accommodations

Postsecondary students with ADD, who provide documentation of their disabilities in a timely manner and are qualified for the program, are entitled to appropriate academic adjustments and auxiliary aids and services. These accommodations must be provided at no additional expense to the student, unless such provision would pose an undue hardship (Southwestern Community College v. Davis, 1979). An undue hardship may be a financial burden or a fundamental alteration in the nature of the program. A review of cases involving ADD and learning disabilities will illustrate when accommodation is required and what types of accommodations may be appropriate for these disabilities. 

1. Accommodations may be denied when the student is not qualified for the program, and/or the accommodation would pose an undue burden for the institution. 

In Wynne v. Tufts University School of Medicine (1991), a medical student with a learning disability was dismissed from medical school after failing numerous courses including biochemistry three times. During his second year the University had provided him with notetakers and other aids and services. He sued the University alleging that it had an obligation to provide him with accommodations in the form of permission to take written multiple choice examinations in a different format. The District Court rejected his claim and granted summary judgment. The 1 st Circuit reversed the District Court finding that the record did not show that alternative testing methods had been explored. On remand, the District Court, on the basis of the supplemented record, ruled in the University's favor, finding that the University had evaluated the alternatives and had concluded that the requested change in format was not practicable. The 1st Circuit affirmed that decision in Wynne v. Tufts University School of Medicine (1992). 

In Pandazides v. Virginia Board of Education et al. (1991), the Court considered the extent and nature of accommodations which could be provided to an applicant for teacher certification who had learning disabilities. She was given accommodations on the National Teaching Exam (NTE), none of which enabled her to pass. She requested an untimed test and interactive testing or a waiver of the test. Her request was denied. She brought suit and lost in the District Court. The 4th Circuit reversed and remanded, with instructions for the District Court to conduct an individualized inquiry. The District Court considered the case, on remand, and found that Pandazides was not otherwise qualified (Pandazides v. Virginia Board of Education et al. 1992). 

In Letter of Findings issued to Florida Department of Education (1993), a teacher with specific dyscalculia and associated attention deficit, who had experience as a teacher in other states, sought to obtain a professional certificate in Florida. He filed a complaint alleging that the Florida Department of Education, a public educational institution, had discriminated against him on the basis of his learning disability by failing to waive the requirement that he pass the mathematics subtest of the College Level Academic Skills Test (CLAST), a prerequisite to obtaining the professional certificate. The Office for Civil Rights found that the CLAST is validated to measure achievement and is used to insure teacher competency, a legitimate propose. OCR further found that there was no discrimination in refusing to waive the mathematics subtest because modifications in the administration of the CLAST are available but had not been requested, and because alternative means of obtaining the professional certificate are available to experienced teachers from other states without taking the CLAST. 

The Pandazides, Wynne and Florida Department of Education cases demonstrate that educators and licensing authorities will not be required to alter the fundamental nature of the program or to provide accommodations to individuals with disabilities who are not qualified for the program. 

2. In a number of cases in which the student or applicant for certification is a qualified individual with ADD and/or a learning disability and the requested accommodation does not pose an undue burden, the student has established discrimination by the institution. 

In Weintraub v. Board of Bar Examiners (1992), the board of bar examiners was ordered to provide to an applicant, who had ADD and learning disabilities, these examination accommodations: separate, private room and double time for the two day exam spread over four days. 

In Letter of Findings issued to Educational Testing Service (1993), a student, who had learning disabilities affecting reading, writing and mathematics, requested modifications on the National Teaching Exam (NTE), consisting of a person to read the examination questions to her and 300% of the testing time. The Director of the University's special program confirmed the disability, the need for the requested testing modifications, and the fact that similar modifications had been provided in the past. During the administration of the NTE, the student was provided with a reader, a separate, private room, a cassette player, and 100% of the testing time. OCR found that the Educational Testing Service's provision of testing modifications was based solely on a categorical determination by types or groups of disabilities and not on an individual basis. OCR concluded that the policy of categorically denying requests and failing to consider specific documented requests was discriminatory. 

In Letter of Findings issued to University of Arizona (1991), The Arizona Center for Law in the Public Interest, the complainant, alleged that a fine arts graduate student and other students with learning disabilities were being denied required services, and that these services were available only through the University's Strategic Alternative Learning Techniques (SALT) Program, on a fee-for-service basis. The complainant asserted that the fine arts aids "to enable him to participate in and benefit from his educational program: taped tests or a reader, special test administration, assistance in preparing written materials, tutoring services, and liaison and advocacy services." The Office for Civil Rights found that the University of Arizona had discriminated against the graduate student with learning disabilities in failing to provide, at no additional charge, certain academic adjustments and auxiliary aids, including taped texts in a timely manner and assistance needed for typing papers. Further, OCR concluded that the University failed to provide academic adjustments and educational auxiliary aids to the alleged injured parties. OCR also concluded that the practices of charging a fee for the SALT program services and of requiring potentially costly current diagnostic testing, as a prerequisite for services, discriminated against students with learning disabilities. In that connection, OCR found that students with other disabilities were subjected to less stringent documentation requirements. 

3. The obligation of postsecondary institutions to provide to qualified students with disabilities appropriate academic adjustments and auxiliary aids and services, at no additional charge, has been confirmed in regulations that implement the ADA (28 CFR § 35,130(f) and 28 CFR § 36.301 (c)). Such obligation has also been confirmed in court cases and letters of findings of the Office for Civil Rights (Letter of Findings issued to University of Arizona, 1991; United States v. Board of Trustees for the University of Alabama, 1990).

In Letter of Findings issued to Western State University College of Law (1993), the Office for Civil Rights found that the University failed to provide a notetaker to a student with cerebral palsy and learning disabilities. The University took the position that it would not provide the notetaker, because of the cost involved, and directed the student to the state Department of Rehabilitation. OCR found that the University, in maintaining a policy of denying students with disabilities accommodations that cost money, was in violation of Section 504 of the RA and Title 11 of the ADA. 

The U. S. Department of Education has stated that, in making undue hardship determinations, the primary consideration will be the size and budget of the institution, compared with the cost of the requested aids and not the amount of tuition paid by the student (Letter from W. Smith, 1990). 

4. Surcharges may be permissible for programs intended to increase the skill level of students who are not qualified for admission to a regular program offered by the institution. 

In Hazlasz v. University of New England (1993), the Court considered two programs maintained by the University: the Individual Learning Program (ILP), which offered support services for students with learning disabilities, and the First Year Option program (FYO), a program for first year students not qualified for admission to a degree program. There were different fee arrangements for the programs. The Court held that the University did not violate Section 504 of the RA by maintaining a separate, and potentially more expensive, fee structure for its FYO program. Since the FYO program was for students who were not qualified for regular programs, even with accommodations, the University had no legal obligation to offer the FYO program and so could charge separate fees for it. 

5. In two recent consent orders involving hearing impairments, principles were articulated that may have applicability to other disabilities, including ADD. The orders stress the importance of providing an equal opportunity to participate in the complete educational experience. (United States v. Becker C. P. A. Review, 1994; United States v. Harcourt Brace and Professional Publications, Inc., 1994). 

The Becker Order provides for a consultation process involving the student to determine if an aid or service offered by the institution meets the needs of the student. In Harcourt Brace, the Order provides for consultation with the student and consideration of the nature of the student's disability and particular communication needs. It provides that the institution may request documentation of or verify particular aids and services provided in recent similar settings. The Order also provides that the institution may require reasonable medical or professional documentation of the disability and the need for the requested aids and services. The aids and services are to be provided at no cost to the students. 

Separate Programs

Some postsecondary institutions offer separate learning disability programs in which students with learning disabilities are educated separately from those who do not have these disabilities. A few offer special programming for students with ADD. Such programs are permissible, provided that qualified students with these disabilities are offered a choice between the separate program and comparable degree programs offered by the institution with the modifications and auxiliary aids required by law. The educational program must be offered in the "most integrated setting appropriate to the needs of the individual" (28 CFR § 36.203(a)). Separate benefits may be provided, but qualified individuals with disabilities may not be denied an opportunity to participate in programs and activities that are not separate or different. (28 CFR § 36.203). As noted previously, in the discussion of Hazlasz v. University of New England (1993), an institution may charge separate and higher fees for special programs offered to students who are not qualified for admission to its regular programs, because there is no legal requirement to offer such special programs. 

Summary

ADD is a neurological disorder that affects learning and behavior. Many students with ADD also have learning disabilities. The two statutes that principally give rise to the rights of postsecondary students with ADD are the Rehabilitation Act of 1973 and the Americans with Disabilities Act of 1990. They apply to most postsecondary institutions. ADD is an impairment. An impairment that substantially limits a major life activity, such as learning, is a disability. Qualified postsecondary students with disabilities are entitled to appropriate accommodations to make the courses, examinations, and activities of the institution accessible to them. Services that are legally required must be provided by the institution to the student at no additional charge. Services that are not so required may be offered by the institution on a fee-for-service basis. 
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Resources Addressing Issues for Students with ADHD in Postsecondary Education: An Annotated Bibliography

Richard F Goldhammer

General References on ADHD

Books

1. Barkley, R. A. (1990). Attention deficit hyperactivity disorder: A handbook for diagnosis and treatment. New York: Guilford Press.

This is a comprehensive, scholarly consideration of ADHD. The author is a neuropsychologist who specializes in the research and treatment of children, adolescents and adults with ADHD. Working definitions of the syndrome, punctuated with clinical examples, are useful. Included in Barkley's discussion are the effects of having ADHD on one's learning both in and out of the classroom; the complexities of diagnosing ADHD, especially in adults; and updates on various outcome studies on the long-term effects of ADHD. Various pharmacological, behavioral, and educational treatment methods are outlined. This book is more for a professional than lay person audience. However, it is considered to be a classic guide to ADHD that service providers will find useful.

2. Hallowell, E.M., & Ratey J. J. (1994). Driven to distraction: Recognizing and coping with attention deficit disorder from childhood through adulthood. New York: Pantheon.

This recent and extremely popular guide to ADHD and its treatment is intended for all audiences. The nature of ADHD is considered across the lifespan. Considerable attention is devoted to the practical side of treatment, i.e., steps for getting a diagnosis as well as how to seek treatment. Particularly useful are sections that can serve as handouts for students or as an easy reference for a professional. They include: recommended diagnostic criteria for adult ADH D; self-quiz for adults who suspect they have ADHD; a helpful graphic depicting the various medications currently used to treat ADHD and related disorders (along with typical side effects); and tips for managing ADHD. 

The authors also summarize current research on the causes of ADHD, offering new metaphors for conceptualizing ADHD that service providers will find thought provoking. This book is an excellent resource for those with the disorder, particularly in light of its many clinical stories, consciously developed into interesting narratives. 

3. Hechtman, L. T., & Weiss, G. (1986). Hyperactive children grown up: ADHD in children, adolescents, and adults (2nd ed.). New York: Guilford Press. 

The authors summarize over three decades of their longitudinal research on children with ADHD. The second edition considers recent developments in ADHD, including neurobiological research, coexisting conditions, assessment in adults, efficacy of psychosocial treatments and medications, and a multimodal approach to treatment. A work that's often cited by professionals, it should be informative reading for service providers as well as students. 

4. Weiss, L. (1992). Attention deficit disorders in adults: Practical help for sufferers and their spouses. Dallas, TX: Taylor Publishing Company. 

Weiss summarizes the many ways ADHD affects adults and includes many practical tips and coping strategies for managing ADHD, given the demands of everyday adult life. 

5. Wender, P. (1987). The hyperactive child, adolescent, and adult. London: Oxford University Press. 

This is an informative overview of ADHD throughout the lifespan, including diagnostic procedures and treatment plans. The author is one of the long-standing researchers/clinicians on ADHD. Included are the Utah criteria for diagnosing ADHD. Its brevity makes this book a useful resource for both service providers and students. With its focus more on the childhood and adolescent manifestations of the disorder, attention deficit disorder with hyperactivity receives more emphasis, though ADHD in its various forms is considered. 

Articles

1. Bellak, L., & Black, R. B. (1992). Attention deficit hyperactivity disorder in adults. Clinical Therapeutics, 14(2), 138-47. 

This article provides an overview of ADD in adults. Efficacy of psychotherapy and psychopharmatherapy are reviewed, and a multimodal approach to treatment is emphasized. 

2. Biederman, J., (1991). Attention deficit hyperactivity disorder. Annals of Clinical Psychiatry, 3(l), 9-22. 

A discussion of the nature of ADHD by one of its leading researchers is the focus of this article. Course of outcome of ADHD is considered, as well as descriptions of subtypes based on patterns of co-morbidity related to conduct, anxiety and mood disorders. The author concludes that treatment needs to be multimodal and may include: individual therapy, family counseling and parental guidance, cognitive and behavior therapy, educational therapy, and pharmacotherapy, including stimulants and tricyclic antidepressants. 

3. Children and Adults with Attention Deficit Disorder. (1993). CH.A. D. D. facts: Attention deficit disorder- not just for children. (individual fact sheet). Plantation, FL: Author. 

Although this is more of a handout than an article, it is thorough and compiled by experts on adults with ADHD. Discussed are the characteristics of adult ADHD, its diagnosis, and types of treatments. 

4. Leimkuhler, M.E. (1993, Fall/Winter). ADD in adults and adolescents: Symptoms persist. Exchange, 11, 1-7. 

This is a concise, excellent overview of symptoms of adults with ADHD, as observed by a neuropsychologist. The symptoms are described and examples are provided. Major treatment modalities are considered including pharmacology, psychotherapy, tutoring and accommodations for college students, relaxation training, and the need for integrated treatment. 

Newsletters and Magazines

Addendum
C. P. S.
5041-A Backlick Road
Annandale, VA. 22003
Paul Jaffe, Editor

This is a publication that focuses exclusively on the needs of adults with ADHD. It includes current trends affecting adults with ADHD, perspectives of individuals with ADHD, articles from professionals, reviews of relevant conferences, and updates on various resources for adults with ADHD. In addition, current bibliographies for the consumer and professional are available through this service. Disability service providers will find it useful for providing insight into the world of those with ADHD, as well as a means for keeping current with the latest information. 

Attention!
CH.A.D.D.
499 NW 70th Avenue
Suite 109
Plantation, Florida 33317

This quarterly magazine contains featured columns, professional articles, advertisements for ADHD related products, a listing of CH.A.D.D. chapters across the country, and news on upcoming conferences pertaining to individuals with ADHD. The magazine also highlights advice for parents, reviews of recent research and useful discussion on adult issues. The magazine is similar to Chadder Box, but is more indepth. 

Chadder Box
CH.A.D.D.
499 NW 70th Avenue
Suite 109
Plantation, Florida 33317

This is a newsletter with featured columns, interesting articles, and recent updates on issues pertaining to individuals with ADHD. Columns include: questions and answers, issues pertaining to the legal rights of individuals with ADHD, and reviews of recent literature. Examples of recent articles range from the implications of Section 504 in the elementary and secondary school classroom to the social problems of adults with ADHD. 

Students with ADD in Postsecondary Education

Books

1. Nadeau, K. (1994). Survival guide for college students with ADD or LD. New York: Magination Press. 

This guide is primarily for students and is divided into four sections: choosing a college, help on campus, help in the community, and helping yourself. The easy to access, bullet type format guides students through the many options available to them. Students should find useful many checklists for self-help, including: simple, clear study tips, suggestions for overcoming procrastination, and the importance of extracurricular activities. The service provider will find informative the various resources and processes outlined in the help on campus section, including topics such as selecting a major, accessing career guidance, and scheduling classes. 

2. Quinn, P. 0. (Ed.). (1994). ADD and the college student: A guide for college and high-school students with ADD. NewYork: Magination Press. 

This manual is a compilation of critical issues for students both attending and preparing to attend college. Each chapter addresses a distinct issue facing college students and is authored by an expert on that issue. The first five chapters survey general topics concerning ADHD, including its biochemistry, its effects on individuals, and the many available treatments. 

Several chapters offer suggestions for high-school students with ADHD who are preparing for college. Included also are informative stories written by college students with ADHD, a mother's perspective on preparing her daughter for college, a practical timeline for planning for college, and methods for looking at college programs. Strategies and accommodations for college students are then addressed, along with legal rights and commonly asked questions. This helpful overview can introduce ADHD to the service provider and can be on suggested reading lists for students wanting to learn more about ADHD. 

Articles and Handouts

1. Barkley, R.A., Anastopolous, A.D., Guevremont, D.C., & Fletcher, K.E. (1991). Adolescents with ADHD: Patterns of behavioral adjustment, academic functioning, and treatment utilization, Journal of the American Academy of Child and Adolescent Psychiatry, 30 (5), 752-761. 

Adolescents aged 12-17 were compared to 77 adolescent controls across social, academic, emotional, cognitive, and behavioral domains, using an assessment battery. While the subjects are clearly not college age, the findings are useful for helping service providers understand the kinds of learning problems students with ADHD can have. Poorer performances in verbal learning and self-monitoring during academic tasks were noted. Exacerbation of ADHD symptoms during math tests was also evident. 

2. Goldhammer, R. F. (1995). College students with ADD: Strategies for success. LD Connections. 

Summarized in this article are some of the primary effects of ADHD for students in a college environment. Specific accommodations, strategies and techniques are described. Encouraging students' pursuit of wellness while in school is emphasized. 

3. Greenspan, S., Apthorp, H., & Williams, P. (1991). Social competence and work success of college students with learning disabilities. Journal of Postsecondary Education and Disability, 9 (1-2), 227-234, 

A sample of 45 college students with an initial diagnosis of LD, including a subset of students with a subsequent diagnosis of ADHD, were rated for their social competence and work adjustment. Those with ADHD were found to have a lower social competence rating and marginal work histories relative to their peers with LD. Implications for planning support services are discussed. 

4. Hallowell, E.M. (1994). Fifty tips for managing attention deficit disorder in adults. In E.M. Hallowell & J.J. Ratey (Eds.), Driven to distraction: Recognizing and coping with attention deficit disorder from childhood through adulthood (pp. 245-253). New York: Pantheon Books. 

This section on ways to manage ADHD in adults deserves special mention since it serves as an excellent hand-out for students. It lists brief, descriptive tips on how to manage ADHD for everyday routines in several categories: insight and education; performance management; mood management; and interpersonal life. This is an excellent reference for service providers to use with students. It offers many suggestions for helping individuals with ADD build routines into their lives. 

5. Hunter, C. (1990, June). Attention deficit disorder in adulthood. Parents of ADD/Hyperactive Children. 

Written from the perspective of a clinician/researcher at the Attention Deficit Disorder Clinic at the University of Minnesota, this article is helpful in its description of the symptoms college students with undiagnosed ADHD often present. Also considered are recommended treatments for adults with ADHD, including those pursuing postsecondary education. Although the article is brief and general, it provides an informative overview of important issues. 

6. McCormick, A., & Leonard, F. (1994). Learning accommodations for ADD students. In P.O. Quinn (Ed.), ADD and the college student. (pp. 75-83). New York: Magination Press. 

Typical academic and emotional difficulties faced by college students with ADHD are outlined in this chapter. Specific accommodations are then listed for lecture classes, writing papers, and taking tests. More general auxiliary aids are also considered. This resource provides a quick reference for service providers who are considering appropriate accommodations for students with ADHD. 

Assessment of Adults with ADHD

1. Denckla, M. B. (1991). Attention deficit hyperactivity disorder-residual type. Journal of Child Neurology, 6, 44-50. 

Denckla explores the historical interview and checklist criteria for obtaining a diagnosis of ADHD in adults. The need for additional evaluation measures is recommended. Executive functioning deficits in relation to ADHD are considered, as well as these deficits' responsiveness to intervention. 

2. DuPaul, G. J., Guevremont, D. C., & Barkley, R. A. (1991). Attention deficit disorder in adolescence: Critical assessment parameters. Clinical Psychology Review, 11 (3), 231-245. 

The authors describe the nature of ADHD and its effects in adolescence. An assessment protocol is proposed including interviews, rating scales, laboratory tasks, and direct observation techniques. The advantages and disadvantages of each approach are considered along with the difficulties involved in assessing adolescents for ADHD. 

3. Fargason, R.E. (1994). Attention deficit hyperactivity disorder in adults: Diagnosis, treatment, and prognosis. Southern Medical Journal, 87(3), 302-9. 

Newly developed measures for screening and supporting the diagnosis of ADHD in adults are described in addition to a discussion of ADHD with and without hyperactivity as well as comorbid conditions. Prognosis for adult ADHD is considered, given appropriate diagnosis and treatment. 

4. Greenberg, M.S. (1994, January). The identification and assessment of adult ADHD. Paper presented at the Cambridge Hospital CME course on Adult Attention Deficit Disorders in Clinical Practice, Cambridge, MA. 

This is a brief summary of elements considered important for the assessment and diagnosis of ADHD in adults. It is written from the perspective of a practicing neuropsychologist with over ten years experience in the assessment of this disorder in adults. The paper provides overview analyses of: current patterns of complaints, historical factors, prior response to psychotherapy, common patterns in neuropsychological testing, differential diagnoses, and patient responses to treatments. 

5. Spencer, T., Biederman, J., Wilens, T., & Farone, S.V. (1994). Is attention deficit hyperactivity disorder in adults a valid disorder- Harvard Review of Psychiatry, 1, 326-35. 

The concern about the validity of the diagnosis of ADHD in adults is addressed, and the authors evaluate critically whether ADHD in adults meets acceptable standards of diagnostic validity. An extensive literature search was conducted for empirical studies of childhood onset, adult ADHD. The studies were examined for descriptive, predictive, and concurrent validity. Evidence from the literature points increasingly to the validity of adult attention deficit hyperactivity disorder. 

Legal Issues and ADHD

1. Latham, P.S., & Latham, P.H. (1993). ADD and the law: A guide for advocates. Washington, DC: JKL Communications. 

ADD and the Law is a comprehensive guide to the law as it applies to individuals with ADHD. Written for advocates, it provides in clear language an overview of ADHD; the judicial system; relevant tenets of the constitution; summaries of relevant laws such as Section 504 of the 1973 Rehabilitation Act, IDEA, and ADA; as well as other processes necessary for informed advocacy on the behalf of students with ADHD. 

Service providers will find particularly useful a consideration of requirements for individuals with ADHD accessing equal opportunity; an informative discussion on when to disclose a disability in the workplace; a framework for thinking about the current debate over the rights of individuals with ADHD; and appendices covering such topics as the status of the production of Ritalin, and a letter from the U.S. Office of Special Education and Rehabilitation Services clarifying the policies related to students with ADD receiving support services before college. 

2. Latham, P.S., & Latham, P.H. (1994). Higher education services for students with learning disabilities and attention deficit disorder: A legal guide. Washington, DC: JKL Communications. 

This publication provides an informative and readable analysis of the law as it relates to higher education for students with LD and ADHD. Included are discussions of the most recent statutes and cases relevant to serving college students with LD and ADHD. Specific applications of the law are outlined as well as services that can be required. This is a helpful resource for service providers who have little prior background in the law and higher education. 

Medications and Adults with ADHD

1. Chilnick, L. D. (Ed.). (1992). The pill book (5th ed.). New York: Bantam Books. 

This is a comprehensive guide to the most commonly prescribed medications in the U.S. Each medication is discussed in terms of: its purpose; general information; cautions and warnings, including those for special interest groups such as seniors or women who are pregnant; common and rare side effects; interactions with other drugs and food substances; usual dosages; and any additional pertinent, special information. 

2. Copeland, E. D. (1994). Medications for attention disorders and related medical problems. Atlanta, GA: Resurgens. 

Written for the parent, educator, and others who do not have an extensive background or training in psychopharmacology, this publication addresses medications for related problems such as sleep disorders and seizures. 

3. Gammon, D.G., & Brown, T. E. (1993). Fluoxetine and methylphenidate in combination treatment of attention deficit disorder and comorbid depressive disorder. Journal of Child and Adolescent Psychopharmacology, 3 (1), 1 -10. 

Tested in this research was the combination of these medications to find a safe alternative for treating adults with ADHD who were not responding adequately to treatment with stimulants. Thirty-two subjects aged 9-17 who fit the DSM III-R criteria for ADD were given the treatment. Results suggested that a combination treatment significantly improved the symptoms in some methylphenidate resistant children. 

4. Greenhill, L., & Osman, B. (1991). Ritalin: Theory and patient management. New York: Mary Ann Liebert Publishing. 

While this book is designed to be a reference for professionals in research or in the clinical use of methylphenidate (Ritalin), it contains usef ul information for service providers. Current theories on ritalin use and its treatment efficacy with children, adolescents and adults are reviewed, including its effects on the central nervous system and cognitive processing of information. 

5. Wilens, T. E -, & Biederman, J. (1992). The stimulants. Psychiatric Clinics of North America, 15(1), 191-222. 

This journal article contains a review of the literature on the prevalence of use, neurobiology, and pharmacology of stimulants. Recent studies on the use of stimulants are reviewed including those with adults. Treatment strategies are discussed. While technical and more for a medical audience, its focus on the effects of stimulants in controlled studies is suitable for a broader readership. 

Psychosocial Issues and Adults with ADD

1. Biederman, J., Farone, S. V., Spencer, T., Wilens, T., Norman, D., Lapey, K., Mick, E., Lehman, B. K., Doyle, A. (1993). Patterns of psychiatric comorbidity, cognition, and psychosocial functioning in adults with attention deficit hyperactivity disorder. American Journal of Psychiatry, 150 (12). 

Eighty-four adults with childhood onset of ADHD were referred for treatment. Findings were compared with a preexisting study group of referred children with ADHD, nonreferred parents of those children referred for ADHD treatment, and nonreferred adults who were relatives of normal children. High rates of antisocial, major depressive, and anxiety disorders among adults with ADHD mirrored already well documented patterns of comorbidity in children with ADHD. 

2. Murphy, K. (1994, October/November). Interpersonal and social problems of adults with ADD. Chadder Box, 10-12. 

This newsletter article provides an excellent, descriptive overview of the social problems faced by many adults with ADHD. Based on his clinical and research experience at the University of Massachusetts Medical Center's ADHD clinic, Murphy focuses more on the problem than on solutions. The article groups primary issues into four domains: intrusive behaviors, emotional regulation, communication skills, and self-awareness. 

3. Strickland, H. R. (1993). 1 only look normal. Journal of Psychosocial Rehabilitation, 17(1), 51-53. 

An interesting personal account of a community college student's struggle with ADHD is offered. The author relates the effects of having ADHD on her schooling, from the elementary years to her present degree program as a social work assistant. 

Cognitive Treatment Interventions for Adults with ADD

1. Weinstein, C. (1994). Cognitive remediation strategies: An adjunct to psychotherapy of adults with attention deficit hyperactivity disorder. Journal of Psychotherapy Practice and Research, 3(1), 44-57. 

Weinstein discusses issues in the psychotherapy of adults with ADHD. Case histories are presented that illustrate a multimodal approach to treatment including medications, psychotherapy, and cognitive remediation strategies to enhance attention, memory, and problem-solving skills. 

Workplace Issues and ADHD

1. JKL Communications. (1993). Succeeding in the workplace. Washington, DC: Author. 

This is a three page publication of suggestions for accommodating individuals with ADHD and/or LD in the workplace. It is divided into several categories: a brief overview of ADHD, the concept of reasonable accommodations, strategies for employees, accommodation recommendations for employers, and a resource list. Most helpful are the specific suggestions for employers and employees. 

2. Rosenberg, J. (1994). For adults with ADD: A new generation of time management- Attention!, 1(2), 45-46. 

This newsletter article summarizes an invaluable time management system as put forth in The Seven Habits of Highly Effective People (Covey, S., 1993). It discusses the value for adults with ADHD of having a system that teaches a simple but effective way to prioritize their time that reflects not only pressing obligations, but also a person's deepest held values. 
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