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Attention Deficit Disorders

      Method

A literature search on evidence based practices for screening, assessing, and treating attention deficit disorder  in youth was conducted on October 8, 2008. See Figures 1.1 and 1.2 for information about the use of specific databases and search terms.  



     Screening and Assessment 


The Swanson, Nolan, and Pelham Rating Scale (SNAP-IV) is a measure assessing attention deficit hyperactivity disorder (ADHD) and oppositional defiant disorder (ODD). Response to treatment and direct classroom observations has established the validity of SNAP-IV, and it was used as the primary outcome measure in the 1999 Multimodality Treatment Study of ADHD (Verduin, Abikoff, and Kurtz, 2008). However, Swanson et al. (2008) found that due to non-normal distribution of individuals with ADHD in the general population, use of summary scores on the SNAP-IV over-identified extreme cases. When the distribution of SNAP-IV scores are normal, the cutoff criteria is based on the mean and standard deviation, and can be used to specify the percentage of individuals in the test group that can be considered “extreme”. If the distribution of SNAP-IV scores is not normal, the identification of “extreme” cases is skewed. In other words, the SNAP-IV assumed that scores fell into a normal distribution curve and thus over diagnosed severe cases of ADHD.


In response to Swanson et al.’s finding, the SWAN scale was developed to more accurately assess ADHD by re-describing the SNAP-IV scores within a non-normal distribution. By reexamining estimates of population parameters within a large non-referred population, Swanson et al. determined that the distribution of SNAP-IV scores do not group in a normal distribution but in a J-shaped “contagious Poisson” distribution. The SWAN was developed to account for this non-normal distribution, and the SWAN is less likely than the SNAP-IV to over-identify extreme cases of ADHD. 


The DSM-IV TR is the most commonly used attention deficit disorder (ADD) screening and diagnostic tool. The DSM-IV covers a range of ADDs, and three subtypes. The DSM-IV is supported by “an extensive empirical foundation” (DSM-IV, 2000) formed by multi-disciplinary and peer reviewed team processes. However, DSM-IV has been criticized for its focus on pathology and neglect of strength based perspective.

Another evidence-based screening tool is the International Classification of Diseases 10 (ICD-10). ICD-10 was developed by the World Health Organization (WHO) to classify injury and disease. Included in the ICD-10 is diagnostic criteria for hyperkinetic disorder (HKD) aimed to identify disturbances of activity and attention in children. The ICD-10 tends to identify a narrower group of individuals with ADD-like symptoms than the DSM-IV (Nutt et al., 2007). Lahey et al. (2006) compared the predictive validity of DSM-IV ADHD criteria and ICD-10 HKD criteria over 6 years and found that both DSM-IV and ICD-10 had predictive validity, but that ICD-10 tends to under identify children with persistent ADHD symptoms. Children that met DSM-IV ADHD criteria but not ICD-10 HKD criteria exhibited at least as much functional impairment over time as those that met HKD criteria. 

Rapport, Kofler, Alderson, and Raiker (2007) evaluated 26 rating scales used in childhood assessment of attention deficit hyperactivity disorder (ADHD). Of the 26 rating scales evaluated, eight were identified as statistically more effective as identified by alpha levels of .05 or less. Alpha levels are used to indicate acceptable levels of statistical significance, and .05 is the commonly accepted alpha level in social sciences. The Behavior Assessment System for Children, Second Edition (BASC-2) uses questionnaires and scales to gather information from parent, teacher, and self reports; the alpha levels were .35 at one week and .03 at 7 months. The Connors Rating Scale, Revised (CRS-R) uses observer and self ratings; demonstrated alpha level of .04. The Child Symptom Inventory, Fourth Edition (CSI-4) is based on criteria specified in the DSM and screens for a variety of childhood disorders; when applied to screening for ADD, the alpha level is .06. The Devereux Scales of Mental Disorders (DSMD) is designed to identify emotional difficulties and specific types of psychopathology in youth ages 5-18; when applied to screening for ADD, the alpha level is .05.  The ACTeRS (ADHD Comprehensive Teacher Rating Scale) gathers teacher ratings through a 24 item survey; alpha level is .03. The Attention Deficit Disorder Evaluation Scale, Third Edition (ADDES-3) includes school and home versions; the alpha level is .01. Finally, the ADHD-SRS (Attention Deficit Hyperactivity Disorder – Symptom Rating Scale) is a standardized, norm referencing scale based on DSM criteria; the alpha level is .01.

Interventions


Social Skills Training (SST) is designed to target social impairments associated with ADD. While treatment focused on decreasing peer rejection and aggression towards peers is clearly promising, Evans, Schultz, & Saddler (2008) report SST programs “have failed to demonstrate efficacy in improving the social problems of children with ADHD.”

Another intervention that targets social impairment is Behavioral Peer Intervention (BPI). BPI is usually clinic based and consists of weekly social skill training groups. Like SST, BPI is promising, but not empirically bullet proof.   Research indicates BPI is more effective in all day multiple week sessions that alternate SST and sports or other recreation activities, as commonly seen in summer treatment programs (Pelham and Fabiano, 2008)


Behavioral Parent Training (BPT) typically consists of multiple behavior-shaping components including positive feedback and contingent rewards and punishments. BPT has been reported to reduce ADHD symptoms in 3 year olds participating in home based treatment, but only when administered by trained professionals (Verduin, Abikoff, & Kurtz, 2008). Small sample sizes, inconsistent findings, and lack of follow-up data plague BPT research, and prevent strong conclusions about the efficacy of BPT. 


 Contingency management (CM) typically involves frequent monitoring and prompting of specific behavioral targets and high rates of positive and negative consequences (Verduin, Abikoff, & Kurtz, 2008). Pelham and Fabiano (2008) report that contingency management in the classroom “clearly meets criteria for well established treatment with 23 studies supporting its effectiveness, based on a large number of single subject designs” (p. 184).  Pelham and Fabiano (2008) report CM reasonably decreases core symptoms and improves functioning. Frequently, Daily Report Cards (DRC) are used in CM programs. DRC vary in structure, but have common elements that target specific measurable behaviors that are monitored at regular intervals throughout the school day. At the end of the school day, the DRC is sent home for the parent to continue reinforcement of desired behaviors. Secondary enforcers, such as using stickers to mark success on DRCs, can increase beneficial outcomes. DRCS are easy to implement, allow for shaping, and promote school to home continuity. However, DRCs are evaluated only in conjunction with other methods (such as CM), and has not yet shown the ability to produce positive outcomes in the absence of other methods (Evans & Youngstrom, 2006). Successful reduction in ADHD symptoms through the use of DRCs, and other CM interventions depends on the willingness of teachers and parents to implement and continually engage in the intervention.  Further, some children are not willing or able to serve as a liaison between parent and teacher; DRCs can be easily forgotten, lost, or simply avoided. 
      Conclusions 


Research on screening, assessment, and treatment of attention deficit disorders in youth yield several evidence based practices. The SWAN, DSM-IV, ICD-10, BASC-2, CRS-R, CSI-4, DSMD, ACTeRS, ADDES-3, and ADHD-SRS are all evidence screening or assessment tools with sound and tested statistical reliability.  Contingency management (CM) and Daily Report Cards (DRC) have shown to decrease core symptoms and improve functioning, but successful reduction of symptoms depends largely on willingness of teachers, parents, and children. Behavioral Parent Training (BPT) and Social Skills Training (SST) have not consistently demonstrated statistically sound positive outcomes. Research of individuals with ADHD from diverse ethnic, gender, age, and socioeconomic status groups is lacking (Mattox & Harder, 2007), and should be investigated to determine the ability of the information in this review to generalize to diverse populations.  
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