
INFORMATION TO USERS 

This manuscript has been reproduced from the microfilm master. UMI 

films the text directly from the original or copy submitted. Thus, some 

thesis and dissertation copies are in typewriter face, while others may be 

from any type of computer printer. 

The quality of this reproduction is dependent upon the quality of the 

copy submitted. Broken or indistinct print, colored or poor quality 

illustrations and photographs, print bleedthrough, substandard margins, 

and improper alignment can adversely affect reproduction. 

In the unlikely event that the author did not send UMI a complete 

manuscript and there are missing pages, these will be noted. Also, if 

unauthorized copyright material had to be removed, a note will indicate 

the deletion. 

Oversize materials (e.g., maps, drawings, charts) are reproduced by 

sectioning the original, beginning at the upper left-hand corner and 

continuing from left to right in equal sections with small overlaps. Each 

original is also photographed in one exposure and is included in reduced 

form at the back of the book. 

Photographs included in the original manuscript have been reproduced 

xerographically in this copy. Higher quality 6" x 9" black and white 

photographic prints are available for any photographs or illustrations 

appearing in this copy for an additional charge. Contact UM' directly to 

order. 

UMI 
A Bell & Howell Information Company 

300 North Zeeb Road, Ann Arbor MI 48106-1346 USA 
3131761-4700 800/521-0600 

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission. 

INFORMATION TO USERS

This manuscript has been reproduced from the microfilm master. UMI 

films the text directly from the original or copy submitted. Thus, some 
thesis and dissertation copies are in typewriter face, while others may be 

from any type of computer printer.

The quality of this reproduction is dependent upon the quality of the 

copy submitted. Broken or indistinct print, colored or poor quality 

illustrations and photographs, print bleedthrough, substandard margins, 

and improper alignment can adversely affect reproduction.

In the unlikely event that the author did not send UMI a complete 

manuscript and there are missing pages, these will be noted. Also, if 

unauthorized copyright material had to be removed, a note will indicate 

the deletion.

Oversize materials (e.g., maps, drawings, charts) are reproduced by 

sectioning the original, beginning at the upper left-hand comer and 

continuing from left to right in equal sections with small overlaps. Each 

original is also photographed in one exposure and is included in reduced 

form at the back of the book.

Photographs included in the original manuscript have been reproduced 

xerographically in this copy. Higher quality 6” x 9” black and white 

photographic prints are available for any photographs or illustrations 

appearing in this copy for an additional charge. Contact UMI directly to 

order.

UMI
A Bell & Howell Information Company 

300 North Zeeb Road, Ann Arbor MI 48106-1346 USA 
313/761-4700 800/521-0600

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



Reproduced with permission of the copyright owner. Further reproduction prohibited without permission. Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



A CASE STUDY OF AN ADULT WITH ATTENTION DEFICIT DISORDER: 

CAN PSYCHOEDUCATIONAL ASSESSMENT 

KNOW THE DANCER FROM THE DANCE? 

A Thesis 

Submitted to the Faculty of Graduate Studies and Research 

In Partial Fulfillment of the Requirements 

For the Degree of 

Master of Education 

In Educational Psychology 

University of Regina 

by 

Marilyn Ann Matthews Gosselin 

March, 1998 

Copyright 1998: M. A. Matthews Gosselin 

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission. 

A CASE STUDY OF AN ADULT WITH ATTENTION DEFICIT DISORDER: 

CAN PSYCHOEDUCATIONAL ASSESSMENT 

KNOW THE DANCER FROM THE DANCE?

A Thesis

Submitted to the Faculty of Graduate Studies and Research 

In Partial Fulfillment of the Requirements 

For the Degree of 

Master of Education 

In Educational Psychology 

University of Regina

by

Marilyn Ann Matthews Gosselin 

March, 1998

Copyright 1998: M. A. Matthews Gosselin

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



1.1 National Library 
of Canada 

Bibliotheque nationale 
du Canada 

Acquisitions and 
Bibliographic Services 

395 Wellington Street 
Ottawa ON MA ON4 
Canada 

Acquisitions et 
services bibliographiques 

395, rue Wellington 
Ottawa ON Ki A ON4 
Canada 

The author has granted a non-
exclusive licence allowing the 
National Library of Canada to 
reproduce, loan, distribute or sell 
copies of this thesis in microform, 
paper or electronic formats. 

The author retains ownership of the 
copyright in this thesis. Neither the 
thesis nor substantial extracts from it 
may be printed or otherwise 
reproduced without the author's 
permission. 

Canada' 

Your kis van rtifersnat 

Our Ns NOVO nifirsms 

L'auteur a accorde une licence non 
exclusive permettant a la 
Bibliotheque nationale du Canada de 
reproduire, preter, distribuer ou 
vendre des copies de cette these sous 
la forme de microfiche/film, de 
reproduction sur papier ou sur format 
electronique. 

L'auteur conserve la propriete du 
droit d'auteur qui protege cette these. 
Ni la these ni des =traits substantiels 
de celle-ci ne doivent etre imprimes 
ou autrement reproduits sans son 
autorisation. 

0-612-30474-4 

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission. 

■♦I National Library 
of Canada

Acquisitions and 
Bibliographic Sen/ices
395 Wellington Street 
Ottawa ON K1A0N4 
Canada

Bibliotheque nationals 
du Canada

Acquisitions et 
sen/ices bibliographiques
395, rue Wellington 
Ottawa ON K1A0N4 
Canada

Your hie Votro riUmnce 

Our So Notro rM ronco

The author has granted a non
exclusive licence allowing the 
National Library of Canada to 
reproduce, loan, distribute or sell 
copies of this thesis in microform, 
paper or electronic formats.

The author retains ownership of the 
copyright in this thesis. Neither the 
thesis nor substantial extracts from it 
may be printed or otherwise 
reproduced without the author’s 
permission.

L’auteur a accorde une licence non 
exclusive permettant a la 
Bibliotheque nationale du Canada de 
reproduire, preter, distribuer ou 
vendre des copies de cette these sous 
la forme de microfiche/film, de 
reproduction sur papier ou sur format 
electronique.

L’auteur conserve la propriete du 
droit d’auteur qui protege cette these. 
Ni la these ni des extraits substantiels 
de celle-ci ne doivent etre imprimes 
ou autrement reproduits sans son 
autorisation.

0-612-30474-4

Canada
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



UNIVERSITY OF REGINA 

FACULTY OF GRADUATE STUDIES AND RESEARCH 

PERMISSION TO USE POSTGRADUATE THESES 

TITLE OF THESIS: A Case Study of An Adult with Attention Deficit Disorder: Can 
Psychoeducational Assessment Know the Dancer from the Dance? 

NAME OF AUTHOR: Marilyn Ann Matthews Gosselin 

FACULTY: Faculty of Graduate Studies and Research 

DEGREE: Master of Education 

In presenting this thesis in partial fulfillment of the requirements for a postgraduate degree from 
the University of Regina, I agree that the Libraries of this University shall make it freely available 
for inspection. I further agree that permission for extensive copying of this thesis for scholarly 
purposes may be granted by the professor or professors who supervised my thesis work, or in 
their absence, by the Head of the Department or the Dean of the Faculty in which my thesis 
work was done. It is understood that any copying, publication or use of this thesis or parts 
thereof for financial gain shall not be allowed without my written permission. It is also 
understood that due recognition shall be given to me and to the University of Regina in any 
scholarly use which may be made of my material in my thesis. 

SIGNATURE: 

DATE: 

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission. 

UNIVERSITY OF REGINA

FACULTY OF GRADUATE STUDIES AND RESEARCH

PERMISSION TO USE POSTGRADUATE THESES

TITLE OF THESIS: A Case Study of An Adult with Attention Deficit Disorder. Can 
Psychoeducational Assessment Know the Dancer from the Dance?

NAME OF AUTHOR: Marilyn Ann Matthews Gosselin

FACULTY: Faculty of Graduate Studies and Research

DEGREE: Master of Education

In presenting this thesis in partial fulfillment of the requirements for a  postgraduate degree from 
the University of Regina, I agree that the Libraries of this University shall make it freely available 
for inspection. I further agree that permission for extensive copying of this thesis for scholarly 
purposes may be granted by the professor or professors who supervised my thesis work, or in 
their absence, by the Head of the Department or the Dean of the Faculty in which my thesis 
work was done. It is understood that any copying, publication or use of this thesis or parts 
thereof for financial gain shall not be allowed without my written permission. It is also 
understood that due recognition shall be given to me and to the University of Regina in any 
scholarly use which may be m ade of my material in my thesis.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

SIGNATURE:

DATE:



UNIVERSITY OF REGINA 

FACULTY OF GRADUATE STUDIES AND RESEARCH 

CERTIFICATION OF THESIS WORK 

We, the undersigned, certify that Marilyn Ann Matthews Gosselin, candidate for the Degree of 
Master of Education, has presented a thesis on A Case Study of An Adult with Attention Deficit 
Disorder. Con Psychoeducational Assessment Know the Dancer from the Dance?, that the 
thesis is acceptable in form and content, and that the student demonstrated a satisfactory 
knowledge of the field covered by the thesis in an oral examination held on March 27, 1998. 

External Examiner: 

Internal Examiners: 

..-----7 

Dr. N. Browne, Fa ty of Education 

Dr. M. Taylor, Co-Supervisor 

Dr. B. Sveinson, Co-Supervisor 

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission. 

UNIVERSITY OF REGINA

FACULTY OF GRADUATE STUDIES AND RESEARCH

CERTIFICATION OF THESIS WORK

We, the undersigned, certify that Marilyn Ann Matthews Gosselin, candidate for the Degree of 
Master of Education, has presented a  thesis on A Case Study of An Adult with Attention Deficit 
Disorder: Can Psychoeducational Assessment Know the Dancer from the Dance?, that the 
thesis is acceptable in form and content, and that the student demonstrated a  satisfactory 
knowledge of the field covered by the thesis in an oral examination held on March 27.1998.

External Examiner:

Internal Examiners:

jQ A JU M yU L y
N. Browne, Faajlty of Education

fyUihJjLMll ^ 1- ___________
Dr. M. Taylor. Co-Supervisor "

Dr. B. Sveinson, Co-Supervisor

'

k y < tv\

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



ABSTRACT 

The intended purpose of this case study was to determine the usefulness of 

multifaceted psychoeducational assessment in discovering the ways in which 

attention deficit disorder (ADD) and its comorbid conditions manifest 

themselves in the participants life and, perhaps, in the lives of others like her. 

The assessment of ADD in adOts is complicated by (a) the absence of 

specific diagnostic criteria; (b) the presence of conditions that accompany, 

resemble, or mask it; (c) the invisibility of the predominantly inattentive type; 

(d) the need to establish evidence of childhood onset; (e) its contextual 

variability; and (f) the lack of research. Despite these uncertainties, the 

demand for psychoeducational assessment is steadily increasing. 

Multifaceted psychoeducational assessment is a composite of best practices 

recommended by trusted experts in the field of learning disorders, and its 

main function is differential diagnosis. For this research, the assessment 

process involved seeking the participant's (a) current functioning, using 

checklists, rating scales, and conjoint reports; (b) life history, through 

semistructured interviews, archival material, and conjoint reports; and (c) 

cognitive and achievement strengths and weaknesses, with the Woodcock-

Johnson Psycho-Educational Battery-Revised. This case study illustrated that 

multifaceted psychoeducational assessment, although complex and 

cumbersome, is useful in the differential diagnosis of ADD. 

i 
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Chapter I 

WHY KNOW THE DANCER FROM THE DANCE? 

In Wallace Stegner's (1943) novel The Bia Rock Candy Mountain, Bruce 

Mason takes pen to hand and attempts to characterize his father, Bo. After 

writing for three-quarters of an hour, he realizes that he has not even scratched 

the surface of this man. He remarks that everything he has listed about his 

father is "subject to contradiction by other characteristics, open to qualification in 

degree and kind" (p. 437). Grappling with the tumultuous nature of his father is 

no easier on paper than it is in real life. Stegner's fiction has unwittingly captured 

the essence of attention deficit disorder (ADD).' 

Fiction may be more useful than fact in comprehending this disorder. It is 

not useful in any crude, pragmatic way, but it offers transcendence by allowing us 

to stay as dose to the human experience as possible. Stegner's prose conjures 

up a sense of what it is like to be restless. He writes of Bo Mason: 'Inactivity 

was like a disease in him. He needed the excitement of starting something, 

getting something going. Being cooped up in the house made him grit his teeth. 

Haunting the mailbox for letters that didn't arrive sent him swearing" (p. 95). 

Translated into a formal diagnostic criterion, Bo Is often 'on the go' or often acts 

as 'if driven by a motor." This, and other diagnostic criteria for ADD, are found in 

l Although attention-deficit/hyperactivity disorder (AD/HD), predominantly inattentive type, 
predominantly hyperactive-impulsive type, or combined type, are the official terms, I use attention 
deficit disorder (ADD) to represent the three types. I also use ADHD to refer specifically to the 
hyperactive-impulsive type, and ADD W/O for the inattentive type. 

-1-
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the Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition (DSM-

IV, American Psychiatric Association [APA], 1994), and are clearly seminal in 

that, as yet, they do not accurately reflect ADD in children or adults (see 

Appendix A). Appendix B provides further evidence of the disorder's state of flux 

by outlining the history of its evolving nomenclature. Even if the next DSM more 

explicitly represents the diagnosis, fiction and poetry will remain valuable media 

for rendering the surreal quality of a life, which accompanies being born with an 

itch in your bones. 

Fiction is about conflict, energized by complication. The vicissitudes of an 

ADD life provide the fiction writer with a rich source of both complications and 

conflicts. If fiction, through narrative, has the power to capture the essence of 

ADD, poetry, through metaphor, illuminates that essence. A metaphor is a 

crucial meaning-maker; it is "not an ornament. It is an organ of perception" 

(Postman, 1995, p. 174). In this thesis, I call upon poets and fiction writers who 

have "dwelt upon the battle within each individual mind, between what one is and 

what one would like to be, the real and the image of its opposite" (Ellman & 

O'Clair, 1973, p. 109). To some extent this battle is familiar to everyone, but it is 

a battle which consumes, and sometimes destroys, the person for whom ADD is 

disabling. The metaphor which informs this thesis comes from the poem, 

"Among School Children," by W. B. Yeats: 

0 chestnut-tree, great rooted blossomer, 
Are you the leaf, the blossom or the bole? 
0 body swayed to music, 0 brightening glance, 
How can we know the dancer from the dance? 

In this case study, research-based literature, as well as the imaginative portrayal 
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of ADD in fiction and poetry, are used to elucidate the follies of the disorder and 

their implications for psychoeducational assessment. 

Significance of the Study 

Like literature, a psychoeducational report2 wants to tell a story; however, 

they differ in that one is concerned with universal themes, and the other with 

themes particular to one person. The assessment process is a means of 

ensuring that the resulting report represents a person as meaningfully as 

possible. In this case study, it is tailored to represent the breadth and depth of 

ADD's influence on the life of the study's participant. 

Psychoeducational assessment is a lot of different things to different 

people. For me, it represents a composite of what is expected by my community, 

what the trusted experts in the field of ADD recommend, and what I consider to 

be a legitimate and ethical process for the comprehensive evaluation of possible 

ADD in adults. This composite process in this case study involves: (1) 

determining the participant's current functioning, using checklists, rating scales, 

and conjoint reports; (2) seeking the participant's life history, through 

semistructured interviews, archival material, and conjoint reports; and (3) 

assessing the participant's cognitive and achievement strengths and 

weaknesses, with normed cognitive and achievement tests. It is all about 

knowing the dancer from the dance. 

Knowing the dancer from the dance represents the perplexity resulting 

from the paradoxes, ironies, and inconsistencies that are the hallmarks of 

2When an evaluation report is written by a psychologist, rather than an educational psychologist, 
it is usually called a psychological report. 

4 -

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission. 

of ADD in fiction and poetry, are used to elucidate the follies of the disorder and 

their implications for psychoeducational assessment.

Significance of the Study 

Like literature, a psychoeducational report2 wants to tell a story; however, 

they differ in that one is concerned with universal themes, and the other with 

themes particular to one person. The assessment process is a means of 

ensuring that the resulting report represents a person as meaningfully as 

possible. In this case study, it is tailored to represent the breadth and depth of 

ADD's influence on the life of the study's participant.

Psychoeducational assessment is a lot of different things to different 

people. For me, it represents a composite of what is expected by my community, 

what the trusted experts in the field of ADD recommend, and what I consider to 

be a legitimate and ethical process for the comprehensive evaluation of possible 

ADD in adults. This composite process in this case study involves: (1)

determining the participant's current functioning, using checklists, rating scales, 

and conjoint reports; (2) seeking the participant’s life history, through 

semistructured interviews, archival material, and conjoint reports; and (3) 

assessing the participant’s cognitive and achievement strengths and 

weaknesses, with normed cognitive and achievement tests. It is all about 

knowing the dancer from the dance.

Knowing the dancer from the dance represents the perplexity resulting 

from the paradoxes, ironies, and inconsistencies that are the hallmarks of

2When an evaluation report is written by a psychologist, rather than an educational psychologist, 
it is usually called a psychological report.

-3-

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



attention deficit disorder perplexities that frequently result in ADD being 

confused with other psychiatric disorders. Differential diagnosis, the primary 

function of psychoeducational assessment, is the process of demystifying the 

perplexity by separating ADD from other disorders. Differential diagnosis also 

involves recognition of the multiple, often subtle ways, in which a person's 

functioning may be impaired by ADD. The significance of this case study lies in 

its examination of this vital function of psychoeducational assessment. 

This study's in-depth analysis of this painstaking, time-consuming, and 

costly psychoeducational process is especially significant because it is an 

analysis that is negligibly represented in the research literature. The literature is 

replete with theoretical justifications for the recommended format, but devoid of 

careful scrutiny of the actual process. This case study addresses this void by 

commingling the theoretical and practical in an actual psychoeducational 

assessment of a person diagnosed with ADD. 

Purpose of the Study 

Mystery is at the centre of the evaluation of ADD. Differential diagnosis is 

driven by the contrast between what seems and what is: appearance contradicts 

reality, words contradict behaviour, behaviour contradicts purpose, symptoms 

contradict diagnosis. The paradoxes and contradictions are not malevolent 

designs as they are in Shakespeare's Hamlet where "one may smile, and smile, 

and be a villain."3 Although, like Prince Hamlet, whose superficial behaviours are 

"but the trappings" that do not truly denote him, the behaviours of people with 

3This kind of manipulative deceit is typical of conduct disorder (CD) and its adult counterpart, 
antisocial personality disorder. 
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ADD often do not truly denote them either. The purpose of this study emerges 

from the acknowledgement that both the appearance and reality of ADD are 

confusing to depict and to evaluate. 

To begin with, "the apparent opposite of virtually every symptom is also 

characteristic of the disorder" (Leimkuhler, 1994, p. 188). One person with ADD 

may be hyperactive, impulsive, histrionic, and rigidly compulsive; another person 

with the same diagnosis may be hypoactive, hypervigilant to detail, depressed, 

and disorganized. This interpersonal polarization, often viewed as an implausible 

discrepancy, tends to foster public contempt for the diagnosis. 

/ntrapersonal polarization, manifested by contextual variability, is also a 

significant threat to public acceptance of ADD. It appears to function on two 

levels. First, there is the selective memory phenomenon, whereby a person 

appears to remember only what he wants to remember. It is a major source of 

frustration for those who interact with a person with ADD. Typical of this 

phenomenon is the story of a young man who arrived home after watching a 

movie. He came in, left the door of the house open to -40 degree temperatures, 

sat down and related to his family, verbatim, the dialogue of the movie he had 

just seen. This kind of contextual variability has been compared to situational 

impotence in a male (Brown, 1995, p. 98). 

The second level involves the phenomenon of conscious subordination. A 

person may be overwhelmingly characterized by either one pole or its opposite; 

however, in some contexts, may choose to have the subordinate pole dominate. 

For instance, a person who is chaotic and disorganized at home may be rigidly 
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compulsive at work. This rigid compulsiveness is actually a coping strategy 

intended to counteract the disorganization that threatens job security. 

Frequently, coping strategies become maladaptive behaviours, resulting in 

secondary symptoms as toxic as the primary ones, and differential diagnosis is 

confronted with yet another level of obscurity. Adults with ADD usually have 

figured out that they have problems with inhibition, and they respond by forcing 

tiresome coping strategies in place. 

The fatigue often experienced by adults with ADD can be debilitating, and 

most likely results from white-knuckling it through life as the self attempts to 

control its mad twin. Impulsiveness creates a dichotomous self with one part 

standing by, appalled at what the other part is doing and saying. Mad Twin is 

cleverly drawn in Brian Moore's 1968 novel, I am Mary Dunne. Mary Dunne, the 

protagonist, distinguishes between her "normal, ordinary, shamed me" (p. 28) 

and her mad twin who "does not listen" and is "unable to stop' (p. 29). Mad Twin 

is "a fool who rushes in, a blurter-out of awkward truths, a speaker-up at parties 

who the morning after, filled with guilt, vows that never again, no matter what, but 

who, faced at the very next encounter with someone whose opinions [seem] 

unfair, rushes in again, blurting out, breaking all vows" (p. 27). 

In psychology, the self is considered to be the source of volition, control, 

responsibility, and intentionality (Cross & Madson, 1997, p. 6). Increasingly, 

research findings support the view of ADD as a neurodevelopmental 

phenomenon (Barkley, 1997c, p. 31) which "impairs the human will and one's 

volition" (p. 35). The white knuckling it through life metaphor depicts the struggle 
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to self-control when the "will is less free, one's actions less voluntary, one's 

choices more limited, and one's time frame or horizon more narrowed as a 

consequence of having ADHD" (p. 316). 

Unaware of brain mechanisms and their influence on self-regulation and 

effective functioning, persons with severe ADD construe their identity as 

inadequate and set about to reconstruct it. Dogged by two realities, the 

reconstruction is doomed. First, personal identity is more than a creative 

achievement, and second, such a pursuit increases the demands on an already 

dysfunctional control system. It is a posturing which condemns the person to life 

as an actor, a failed one at that. Everything is staged and restaged in the mind's 

eye, but to no applause. Resilience marks this quest for control of the mad twin, 

building intrigue upon intrigue for those challenged with the evaluation of a 

person with ADD. 

Sense of self is indeed a muddled affair for people with ADD. Their 

behaviour often takes on a life of its own and, as a result, they are in a perpetual 

state of contrition, embarrassment, or outright rejection. It is not necessarily the 

behaviour that is the problem; it is just that there is too much of it.4 ADD is 

inertia-like in its tendency to preserve a state of rest (ADD W/O) or motion 

(ADHD) unless acted upon by an external force. It is this dependence on 

external forces, which makes autonomy of self so elusive. 

Scientists have documented the sluggish metabolism of the ADD brain 

41t is important to note that ADHD does not predict antisocial actions. Research with youth 
indicates that CD and other social factors predict antisocial behaviour in ADHD youth (Barkley, 
1997b). In fact, coexisting ADHD (not ADD W/O) and CD is considered to be a virulent strain of 
CD that is the precursor to psychopathy (Lynam, 1996). 
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(Zametkin, Nordahl, Gross, Semple, Rumsey, Hamburger, & Cohen, 1990), and 

"without that energy, thoughts, and actions spin out of control" (Ratey & Johnson, 

1997, p. 196). The verbal rush that many people with ADD experience is an 

example of how difficult it is for them to stop something once it has started. The 

self watches helplessly as the mad twin blathers on. This discordant view of self 

is at the core of the ADD tragedy. 

Searching for the self, minus Mad Twin, is an extended form of conscious 

subordination intended to quell the discordance by replacing one form of 

behaviour with another. This search is characterized by: 

• the oppressive, unrelenting rigours of consciously suppressing a natural 

inclination in favour of one more acceptable to those around them. 

• not really knowing what is acceptable to those around them. 

• knowing that the natural inclination being suppressed is not really any 

more representative of who they are than its replacement. 

• sensing that the replacement is not being received any better than the 

natural inclination. 

Of course, it is a futile search because all behaviour will be subject to the 

disinhibition that defines the disorder. 

Differential diagnosis is further challenged by the need to recognize the 

invisibility of ADD W/O. This inattentive type is especially challenging, 

diagnostically, since the DSM-IV diagnostic criteria require that the symptoms 

were present before age seven: something almost impossible to determine as 

these adults were likely sedate, dreamy children, not motorically-driven and 
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impulsive. It is difficult to diagnose a behaviour disorder when there is no 

observable behaviour, or when the observer is unaware of subtle ADD W/O 

symptoms. 

Experienced, sound clinical judgement needs to be exercized in 

diagnosing ADD W/O. This is a group whose subtle childhood symptoms the 

DSM-IV fails to address by requiring ADD impairment to be present before age 

seven. There is also a crossover phenomenon where some hyperactive-

impulsive children grow up to be inattentive adults; the diagnosis is easier to 

make in these cases since the early childhood behaviour symptoms were present 

as required by the DSM-IV. 

Differential diagnosis must also be able to recognize a variety of comorbid 

disorders (e.g., tic disorders, other learning disorders, anxiety, depression, 

addictive behaviour, obsessive-compulsive behaviour, personality disorders, 

etc.). Comorbidity5 is the tendency for a disorder to be diagnosed in individuals 

who also have another disorder. It is thought that about 50 percent of those 

diagnosed with ADD also meet the diagnostic criteria for another psychiatric 

disorder (Brown, 1995, p. 99). The question must be asked, "Does the 

psychiatric disorder mask ADD, or do the ADD symptoms mask the psychiatric 

disorder?" The answer is vital, since treatment hinges on the correct response. 

Psychoeducational assessment has a promising future as a means of 

differential diagnosis, and ultimately, as a means of ameliorating public contempt 

for ADD. The medical community provides valuable resources for the 

sSome authors refer to comorbidity as the coexistence of two or more unrelated disorders, and to 
related disorders occurring together as inserted disorders. This usage, however, is not the norm. 

-9-

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission. 

impulsive. It is difficult to diagnose a behaviour disorder when there is no 

observable behaviour, or when the observer is unaware of subtle ADD W/O 

symptoms.

Experienced, sound clinical judgement needs to be exercized in 

diagnosing ADD W/O. This is a group whose subtle childhood symptoms the 

DSM-IV fails to address by requiring ADD impairment to be present before age 

seven. There is also a crossover phenomenon where some hyperactive- 

impulsive children grow up to be inattentive adults; the diagnosis is easier to 

make in these cases since the early childhood behaviour symptoms were present 

as required by the DSM-IV.

Differential diagnosis must also be able to recognize a variety of comorbid 

disorders (e.g., tic disorders, other learning disorders, anxiety, depression, 

addictive behaviour, obsessive-compulsive behaviour, personality disorders, 

etc.). Comorbidity5 is the tendency for a disorder to be diagnosed in individuals 

who also have another disorder. It is thought that about 50 percent of those 

diagnosed with ADD also meet the diagnostic criteria for another psychiatric 

disorder (Brown, 1995, p. 99). The question must be asked, "Does the 

psychiatric disorder mask ADD, or do the ADD symptoms mask the psychiatric 

disorder?" The answer is vital, since treatment hinges on the correct response.

Psychoeducational assessment has a promising future as a means of 

differential diagnosis, and ultimately, as a means of ameliorating public contempt 

for ADD. The medical community provides valuable resources for the

sSome authors refer to comorbidity as the coexistence of two or more unrelated disorders, and to 
related disorders occurring together as inserted disorders. This usage, however, is not the norm.

-9-

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



nonmedically-trained clinician to better understand comorbid conditions. Chapter 

2 deals with some of these resources. It also deals with what is known, or 

thought to be known, about conditions that accompany, resemble, or mask ADD, 

and their implications for assessment. The procedures and instruments required 

to facilitate the assessment are described in Chapter 3. 

With an understanding of how difficult ADD is to depict and assess, it is 

easy to see how the "knowing the dancer from the dance" metaphor captures the 

question that haunts ADD adults: 'Who am I anyway?" As previously 

mentioned, fiction, poetry, and research-based literature set a definitional context 

for this case study, and I have attempted, through multifaceted 

psychoeducational assessment, to sort through a quagmire of contradictions in 

order to assist the participant discover who she is: "the leaf, the blossom or the 

bole." The ultimate purpose of this research is to determine the usefulness of 

this painstaking, time-consuming, and costly multifaceted psychoeducational 

assessment process in describing the ways in which ADD informs the 

participant's life and, perhaps, the lives of others like her. 

Need for the Study 

Professionals trained in educational psychology are recognized as pivotal 

role-players in assessing and managing learning disorders,6 and with increasing 

frequency are being asked to "know the dancer from the dance." It is a reflection 

of our times that educational psychologists need to be familiar with the differential 

61 use Pennington's (1991) conceptual framework for learning disorders. This framework 
describes mental retardation, acquired memory disorders, autism spectrum disorder, specific 
learning disabilities (LD) (e.g., reading and math), and ADD as subsets of learning disorders. 
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diagnostic process. Many employees are trained and retrained in today's job 

market; when an employee fails to adjust to a new situation, a responsible 

employer wants to know why. Postsecondary institutions require solid 

documentation of learning disorders for students who request accommodations. 

Adults who have spent their lives in varying degrees of dysfunction are becoming 

aware of ADD and other learning disorders, and are requesting assessment. 

Many medical doctors require a psychoeducational assessment as part of an 

ADD diagnosis. 

Multifaceted psychoeducational assessment is universalized as the means 

of searching for learning disorders: a manual search engine tailored to the 

purposes of a particular search (diagnosis). Unfortunately, its growth has 

preceded the scientific development and examination of its basic constructs, 

concepts, operating principles, and practical applications. It is a search engine 

with murkily defined search parameters: How are normal variations in a cognitive 

profile distinguished from a learning disorder? How is one learning disorder 

distinguished from another? How are environmental issues distinguished from 

neuropsychological factors? How are psychiatric disorders distinguished from 

learning disorders? 

The professional who undertakes the search requires a highly developed 

knowledge base in order to determine which parameters accurately reflect the 

nature of the information being sought. Most often this means a thorough 

understanding of learning disorders; psychiatric disorders; health-related issues; 

psychopharmacology; informal assessment tools, and the administration, and 
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interpretation of psychometrically-normed cognitive and achievement tests. In 

the absence of this information, the results may be invalid, resulting in critical 

implications for treatment. 

The necessary information for avoiding such a situation is scattered 

throughout current research literature; however, educational psychology 

practitioners would be well-served by an integrated resource in which the 

process is synthesized, then carefully delineated, brought into the practical 

domain, and evaluated. In the interest of scrupulous professionalism, and as a 

means of being in full control of what we are being asked to do, it is hoped that 

this case study responds to this need. For clarity, it is useful to begin with a 

discussion of how language, ADD, and psychoeducational assessment interact 

with each other. 

Role of Semantics in the Study 

To Postman (1995), semantics is how we map the territory we call reality, 

a territory that undergoes continuous change. For instance, "a cup is not a thing, 

but an event" (p. 180) which no one will ever see in its entirety. The millions of 

electrons that comprise it are constantly changing, but we make assumptions 

about that cup by naming it. For the most part, we can count on a "cup" being a 

"cup." Language assists us to evaluate the world by providing "names for the 

events that confront us and, by our naming them, tells us what to expect and how 

to prepare ourselves for action." Words are symbols and, as such, are always 

somewhat removed from the reality of the world, and we must "never take them 

completely for granted" (pp. 180-181). 
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Semantics is what psychoeducational assessment is all about. It seeks to 

find, evaluate, and name something meaningful. It is not about absolute 

knowledge. It is about being as clear as we possibly can be about anything, a 

clarity arrived at "through an awareness of how we use language, how language 

uses us, and what measures are available to clarify our knowledge of the world 

we make" (Postman, 1995, pp. 86-87). The semantics of ADD are to be found in 

natural science and in human science. This duality is reflected in the quantitative 

and qualitative language with which it is depicted. 

A critical approach to language can also be an advantage in avoiding 

some of the pitfalls associated with reporting research. Aloof, remote, superficial 

language which is characteristic of scientific reporting is a pitfall, as is its 

opposite. Gambell (1995) addresses the role language plays in going native, the 

result of too much familiarity, empathy, and identification with the subject or the 

participant. He expresses the need for the researcher "to be critical of his or her 

own language of reporting ... to be doubly reflective...of the phenomenon 

observed, and of the language of recording the phenomenon" (p. 164). 

Combining qualitative and quantitative research approaches, as in this case 

study, means that the languages of both merge into a symbiotic relationship 

which reflects their mutual involvement with ADD. 

Territory Mapped by the Language of ADD 

At this time, there is no theoretical basis for attention deficit disorder, and 

there is very little research on adult ADD. Some speculation, and even some 

research, suggests that the inattentive type and the hyperactive-impulsive type 
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are different disorders, not subtypes of the same disorder. There is a large 

amount of research on ADD in general, and some of it is enlightening, but 

confounding variables like LD and CD contaminate much of it. The DSM-IV still 

includes ADD in the section called "Disorders of Infancy, Childhood, and 

Adolescence," and the participants in the field trials were from ages four to 16. 

Considering that ADD is developmental in nature, how well can the symptom lists 

and diagnostic thresholds apply to adults? 

Furthermore, most experts on ADD cringe at its nomenclature, as it really 

is not a disorder, nor is attention its primary deficit. It is more likely that inhibition 

(Barkley, 1997a) or inconsistency in brain arousal (Brown, 1995) is the primary 

deficit, and it resembles a syndrome more than a disorder. Syndrome is more 

appropriate than disorder, since its heterogeneous symptoms appear on a 

continuum from mild to severe, and in some contexts may be an asset, not a 

liability (e.g., hypervigilance and hyperactivity on the floor of the Toronto Stock 

Exchange). Considering all of these uncertainties, it is not surprising that there is 

no single definitive test to prove or disprove its presence. 

A person whose symptoms are, for the most part, a liability is referred for 

assessment by a medical practitioner, an educational institution, an employer, a 

family member, or by clients themselves. The referral is usually the result of a 

pervasive dysfunction that has resulted in an impending threat to the person's 

wellbeing (e.g., job loss, marriage breakdown, or education failure). This adult 

comes to the process with a history that must be unravelled. The unravelling is 

broader than diagnosis, and depends on patient, careful, imaginative life study, 
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not simply on quick shortcuts or technical instruments. 

The unravelling is actually the precursor to sorting: sorting out primary 

ADD symptoms; comorbid conditions; secondary impairments; native intelligence 

and its relationship to school and work history. Medical doctors rely on this 

assessment because a diagnosis of ADD is dependent on the number of 

symptoms displayed, and their degree, duration, and pervasiveness. Currently, a 

diagnosis is appropriate only when DSM-IV criteria are met, and impairment is 

significant in at least two settings involving occupational, academic, or social 

functioning. In certain situations when a person does not meet objective 

diagnostic criteria, an empathic diagnosis may be justified (Hallowell & Ratey, 

1996, p. 8). For instance, Brown (1995) recommends an empathic diagnosis 

when impairments are linked to a chronic pattern of ADD symptoms that occur in 

at least two domains of experience (e.g., in marriage and self-esteem), rather 

than the two settings required in the DSM-IV. 

Diagnosing ADD is not an exact science, and there are times when a 

subjective diagnosis, in the absence of full objective criteria, is legitimate. 

Wender (1995) cautions that the unrecognizable heterogeneity of the ADD 

population makes its study, and therefore, its diagnosis, resemble "measuring 

amoebas with a rubber ruler" (p. 11). He views the multifaceted assessment of 

ADD as a means of revealing "bell ringers" (p. 135), which include cognitive and 

affective markers, as well as the behavioural criteria laid out in the DSM-IV. 

In spite of valiant efforts to map accurately the territory of ADD in the 

DSMs, there will always be an imperfect match between the clinical and human 
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realities of the disorder. In conventional medicine such an imperfect match is 

known as the condition form fruste. Ratey and Johnson (1997) rename form 

fruste as shadow syndrome and define it as an "indistinct and seldom obvious 

form of a severe disorder which casts a pall across a day that might otherwise be 

sunny and clear" (pp. 11-12). A person with a mild form of ADD, when 

experiencing sensory overload, "is a person operating at the far low end of his 

capabilities" (p. 49). Living with a shadow syndrome threatens "our capacity to 

wish for the rest of our lives" (p. 65), and "depression, even mild depression, is a 

slippery slope. Once we are on it, a stoic soldiering on is not the answer" (p. 89). 

Assessments, like the one in this case study, are structured around DSM-

IV (1994) diagnostic categories, which are guidelines for improving the reliability 

of diagnostic judgements (p. ix). They provide a standard for diagnosis and a 

basis for communication between professionals (Hallowell & Ratey, 1996, p. 8), 

and cannot be indiscriminately tossed aside. On the other hand, they cannot be 

expected to account for the atypical presentations of symptoms, nor can they 

possibly determine that misery is significant when 6, but not 5, criteria are met. 

No single document can map the territory for all of the pernicious vagaries of this 

human condition; however, educated, professional judgement based on sound 

assessment practices can effectively and humanely bridge the gap that often 

appears between clinical and human realities. 

Namina the Disorder 

No doubt Bruce Mason (Stegner, 1943) would have appreciated Barkley's 

amoeba simile. However, Bruce's frustration with his attempts at characterizing 
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his father, Bo, in The Bia Rock Candy Mountain, is a struggle with language, 

more than it is a struggle with measurement. As the novel ends, though, Bruce is 

no longer struggling to sort out the contradictions from the man: The 

contradiction is the man, and the man is a child. Bruce's contemplation, just as 

the lid is to be lowered on his fathers coffin, captures the essence of ADD: 

That child with a quick mind and talented hands, a child off on the 
wrong foot and unable to see that he was wrong, a child with 
tremendous drive toward the things that seemed to him good. If he 
went wrong, he was mistaken, not vicious; or if vicious, his 
viciousness was merely the product of the balking of his will ... [He] 
was a child and a man. Whatever he did, any time, he was a 
completely masculine being, and almost always he was a child ... 
He would always have been an undeveloped human being, an 
immature social animal. (pp. 561-562) 

Bo is on his way to Lot 6, Block 37 beside his wife and oldest son whose deaths 

had been untimely. The cardinal symptoms of ADD (hyperactivity, 

impulsiveness, and distractibility), intense and pervasive in Bo, had worn out his 

wife and broken her heart; had crushed the spirit and destroyed the chances of 

his oldest son; and had turned his youngest son, Bruce, against him. 

Benjamin Disraeli is credited with saying "most people go to their graves 

with their music in them." Like many others with ADD, Bo Mason certainly went 

to his grave with his music in him. He was creative, intelligent, boundlessly 

energetic, and he left a trail of failed relationships, substance abuse, missed 

opportunities, chronic underachievement, pain, and indignation. 

The parallels between Bruce's portrayal of his father as an "undeveloped 

human being, an immature social animal," and Barkley's perspective-cum-

definition of ADD are remarkable. Barkley (1995) writes: 
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I now see ADD as a developmental disorder of the ability to 
regulate one's behavior with an eye toward the future. I believe the 
disorder stems from an underactivity in an area of the brain that, as 
it matures, provides us with ever-greater means of behavioral 
inhibition, self-organization, self-regulation, and foresight. 
Relatively hidden from view in the child's moment-to-moment 
behavior, the behavioral deformity this underactivity causes is 
pernicious, insidious, and disastrous in its impact on the person's 
ability to manage the critical day-to-day affairs through which we 
prepare for the future, both near and far. (p. 19) 

Both Bruce Mason and Russell Barkley name developmental issues as core 

concerns. Barkley is writing about children, but for many, the developmental lag 

remains, and "the child is father of the man." 

Naming my Bias 

David Jardine (1992), in his glorification of hermeneutics, makes the point 

that "life as something to be mastered seems to deny what we already know 

about being alive" (p. 124). He cautions that "if life dwells in an original difficulty, 

an original ambiguity that cannot be mastered but only lived with well, the pursuit 

of such mastery can only lead to immobility or exhaustion" (p. 124). These are 

wise words, if by pursuit of mastery he actually means pursuit of absolute 

knowledge. They are injudicious words if he is recommending that inquiry be 

provincial and introverted, that there be no reaching beyond our grasp, no 

incentive for correcting our errors and moving ahead. Fortunately, for people 

who are disabled by ADD, such thinking does not blunt Barkley's vision. He has 

devoted his life to one day being able to convey "the scientific reality of ADHD"7

(1995, p. ix), and in the process he has also "recollected the contours and 

?Barkley, Wender, and Leimkuhler use ADHD, not ADD. When referring to their work, I honour 
their preference. 
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textures" (Jardine, 1992, p. 116) of the lives his patients are living. The attitude 

that things can get better, and better, and better, contrary to what Jardine thinks, 

is an antidote to, not a prescription for, immobility and exhaustion. 

I declare that my bias lies within Peshkin's (1993) words: "No research 

paradigm has a monopoly on quality. None can deliver promising outcomes with 

certainty. None have the grounds for saying 'this is it' about their designs, 

procedures, and anticipated outcomes" (p. 28). I believe that the reality of what 

we call ADD is to be found in both human science and natural science, a 

principle which guided this research. 

Bo being treated for ADD would not have made the lives of the Masons 

perfect, but they would have been improved upon. Even if the assessment of a 

person with ADD is like "measuring an amoeba with a rubber ruler," it is still 

useful in avoiding overidentification, underidentification, and misidentification. 

There is much that is left to say about the definition of ADD, and it is hoped that 

this case study moves the discussion forward. 

Case-Study Questions 

The point has been made that ADD is a question mark: one that I find 

fascinating, and one that I expect to be carried, to some degree, into perpetuity. 

Among the many credible researchers who have wrestled with this question 

mark, Berkley is pre-eminent. For 15 years, he has doggedly grappled with the 

confusions of ADD, and it has paid off in tangible, human, dividends, and in the 

development of an emerging theory of ADD. 

In his book, Taking Charge of ADHD, Barkley (1995) relates an incident in 
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which he was able to respond to a mother's cry of "Help me. I'm losing my child" 

(p. 1). Without treatment this child, as an adult, may have ended up crying, "Help 

me, I'm losing my wife, children, job, battle with addiction and dignity": a cry to 

which an educational psychologist could well be asked to respond. For this 

reason, I asked the following questions of this case study: 

• What profile will a multifaceted psychoeducational assessment, like the 

one proposed for this study, reveal for this person who has been 

diagnosed with ADD? 

• How useful is this type of multifaceted psychoeducational assessment in 

describing the ways in which ADD symptoms inform the participant's life? 

This case study provided a context from which responses to these questions 

emerged. 

Organization of the Case Study 

Prior to this study a physician had diagnosed the participant with ADD. 

The organization of the case study facilitated the multifaceted psychoeducational 

assessment format recommended by experts in the assessment of ADD and 

other learning disorders (e.g., Biggs, 1995; Brown, 1995; Hallowell & Ratey, 

1994; McGuire, Madaus, Litt, & Ramirez, 1996; Murphy & Gordon, 1996). With 

some modifications, I have used the model for ADD evaluation designated by 

Weinstein (1997), which is based on the work of DeMuth (1996). This model 

best reflects a composite of the formats recommended by specialists in ADD, 

and avoids the impression that there is a 'one size fits all" evaluation. The 

organization of the case study is detailed in Chapter 3. 
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Chapter 2 

CAN DIFFERENTIAL DIAGNOSIS KNOW THE DANCER FROM THE DANCE? 

The Brain, within its Groove 
runs evenly—and true—
But let a Splinter swerve—
'Twere easier for you—

To put a Current back—
When Floods have slit the Hills—
And scooped a Turnpike for Themselves—
And trodden out the Mills—

Emily Dickinson 

Sometimes when a splinter swerves, and throws the brain outside its 

groove, it is called attention deficit disorder, or it may be called something else. 

This is the diagnostic challenge for educational psychologists and 

psychoeducational assessment. The disorder, and its chaotic ramifications, has 

been summarily introduced in the previous chapter. 

The literature review in this thesis attempts to superimpose some order on 

the chaos. It is true that ADD is atheoretical and, for the most part, devoid of 

valid research. The validity problem stems from inconsistent definitions of ADD, 

and from failure to control for confounding variables. This is not to say that 

nothing of value has been written about it; on the contrary, there is a creditable 

body of literature stemming from both the clinical and affective perspectives of 

what it is, whom it affects, and how it shows itself. These three issues are critical 

to differential diagnosis, and they frame this chapter in this thesis. 

-21-

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission. 

Chapter 2

CAN DIFFERENTIAL DIAGNOSIS KNOW THE DANCER FROM THE DANCE?

The Brain, within its Groove 
runs evenly—and true—
But let a Splinter swerve—
'Twere easier for you-

To put a Current back- 
When Floods have slit the Hills—
And scooped a Turnpike for Themselves- 
And trodden out the Mills—

Emily Dickinson

Sometimes when a splinter swerves, and throws the brain outside its 

groove, it is called attention deficit disorder, or it may be called something else. 

This is the diagnostic challenge for educational psychologists and 

psychoeducationai assessment. The disorder, and its chaotic ramifications, has 

been summarily introduced in the previous chapter.

The literature review in this thesis attempts to superimpose some order on 

the chaos. It is true that ADD is atheoretical and, for the most part, devoid of 

valid research. The validity problem stems from inconsistent definitions of ADD, 

and from failure to control for confounding variables. This is not to say that 

nothing of value has been written about it; on the contrary, there is a creditable 

body of literature stemming from both the clinical and affective perspectives of 

what it is, whom it affects, and how it shows itself. These three issues are critical 

to differential diagnosis, and they frame this chapter in this thesis.

- 21-

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



What is ADD? 

It is very rare for a medical condition to be diagnosed prior to the 

formulation of its definition; however, this is the case with ADD. Everything about 

it is the reverse of most other medical practices. It is a grassroots disorder, 

which has risen up from the people to the medical and helping professions. 

Common practice is that medicine holds the knowledge first, and then applies it 

to the diagnosis of a patient. 

The medical profession, stunned by the public's insistence on the 

recognition of ADD, has responded coolly. A few medical professionals, like 

Hallowell and Ratey (1994), who have experienced the problem personally, have 

advanced its cause, and in doing so risked being anathema to their colleagues. 

A further obstacle is ADD's perplexing inconsistency, something that does not 

readily lend itself to the linear, scientific method preferred by the medical 

community. As a result, a definition has been slow to evolve; however, new 

technology like positron-emission tomography (PET), single photon emission 

computerized tomography (SPECT), magnetic resonance imaging (MRI), and 

topographic mapping of the electroencephalogram (Beam studies) have 

advanced the study of brain function, and fostered the development of a 

definition of ADD. 

Since 1937, when Bradley first used an amphetamine to induce calmer 

and quieter behaviour in hyperkinetic children, it has been recognized that 

neurochemicals are involved in brain functioning. The neurotransmitters (e.g., 

serotonin, norepinephrine, epinephrine, monoamine oxidase inhibitors, 
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acetycholine, dopamine, and many others) are chemical messengers produced 

by neurons in the brain, and they have been implicated in symptoms related to 

"depression, anxiety, sleep disorders, decreased attentiveness, and over-and 

under-arousal" (Quinn, 1995, p. 19). The stimulants, methylphenidate (Ritalin), 

and d-amphetamine (Dexedrine), and pemoline (Cylert) are known to increase 

the amounts of dopamine and norepinephrine available for use in the brain. 

Tricyclic antidepressants that primarily affect norepinephrine, and selective 

serotonin reuptake inhibitors (SSR1s), which act on serotonergic systems, are 

sometimes used in the treatment of primary ADD symptoms. Usually, though, 

they are prescribed for the comorbid conditions. Some of the newest 

antidepressants (e.g., Effexor and Serzone) act on both norepinephrine and 

serotonin availability, and initial reports indicate that they may reduce the effects 

of ADD. Numerous investigators have implicated dysregulated neurotransmitters 

in the brain functioning of people with ADDS; however, biochemical studies have 

had little success in correlating measures of the neurotransmitters with ADD. It 

remains that we do not "know the exact nature of the neurochemical 

dysregulation" (Quinn, 1995, p. 21). 

Since the 1980s, researchers have hypothesized that ADD is a 

disinhibition or dysregulation of the frontal lobes. Modem brain imaging 

technologies seem to have validated this hypothesis: Lower electrical brain 

activity, less blood flow, lower metabolic activity, and unusual morphology have 

been described in the frontal lobes and their connecting substructures (Barkley, 

8 Evidence of a depletion of dopamine and norepinephrine in ADD has been found by Shaywitz 
and Shaywitz, 1988. 
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1995). The frontal lobes are known to be dopamine-rich, and have "reciprocal 

interconnections with virtually every part of the nervous system" (Wheeler, Stuss, 

& Tulving, 1995, p. 332). They exert a supervisory role over other brain 

functions, allowing people to achieve prediction and control over themselves. 

This ability is referred to as an executive function. 

Everything is starting to come together, and a definition of ADD is in the 

offing with Barkley's (1997c) proposed theory of ADHD9 (see Appendix C). His 

theory is emerging, and he is constantly refining it, but even in its neophyte state, 

it is a lucid, credible definition. He defines ADHD as a disorder in which a deficit 

in behavioural inhibition interferes with the efficacy of four executive functions 

that in turn affect behaviour control. 

Behavioural inhibition is the ability to stop (1) the urge to act; (2) an 

ongoing pattern of behaviour that is not working; and (3) disruptions from inside 

and outside in order to protect concentration and self-regulation. These 

inhibitions are the support system for the four executive functions: (1) nonverbal 

working memory" is the ability to hold information long enough to act on it; (2) 

verbal working memory or internalization of speech involves a developmental 

progression from external to internal control of behaviour; (3) self-regulation of 

affect, motivation, and arousal moves, emoting, motivating, and arousing from 

external to internal control; and (4) reconstitution allows for the analysis of past 

behavioural sequences and their reconstitution in terms of goal-directed verbal or 

nonverbal behaviour. The executive functions allow for the development of self-

9Barkley's theory applies to ADHD, not ADD W/O, which he speculates is a separate disorder. 
19Working memory allows for an idea to be held long enough for it to be executed. 
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control over immediate events in the environment by delaying a response long 

enough to consider implications for the future. ADHD, through the behaviour 

disinhibition it represents, disrupts the delay in response that is essential for 

behaviour to be purposefully mediated by past experiences. 

It is important to note that Barkley's proposed definition of ADHD does not 

diminish personal accountability and responsibility. Antisocial actions cannot be 

excused by a diagnosis of ADHD (Barkley, 1997b, p. 1). He emphasizes that it 

does not represent a loss of self-control or under-control; rather, it represents a 

delay in the shift of the source of control from external to internal. This 

developmental delay makes it incumbent on others to respond to the poor self-

control shown by those with ADHD by providing feedback and consequences, 

both of which should be immediate, frequent, salient, and consistent (p.16). 

Who Does it Affect? 

Those who Inherit it 

ADD is one of the most strongly inherited psychiatric disorders; its 

heritability is said to be between 75 and 91 percent, depending on the definition 

used (Levy, Hay, McStephen, Wood, & Waldman, 1997). Wender (1995) 

reviewed the accumulated literature on the heritability of ADHD, critically 

examined the evidence that the disorder is related to genetic factors, and 

concluded that ADHD is genetically transmitted. Barkley (1995) also reviewed 

the heritability research and noted that "if a child has ADHD, then, there is a 

500% increase in risk to other members of that family" (p. 64). He suspects that 

it is "probably a tendency toward problems in the frontal cortex of the brain and 
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the caudate nucleus" (p. 64) that is inherited. Molecular genetic biology, family 

studies, adoption studies, and twin studies are the venues of heritability research, 

all of which have contributed evidence to support the contention that ADD is 

genetically transmitted; however, the advances in molecular genetic biology have 

been the most interesting of all. 

Blum, Cull, Braverman, and Comings (1996) are noted for their research 

on the relationship between genes and behavioural disorders. They recently 

reported the following discovery: 

In the course of our work we discovered that the genetic anomaly 
previously found to be associated with alcoholism is also found with 
increased frequency among people with other addictive, 
compulsive or impulsive disorders. The list is long and remarkable-
it comprises alcoholism, substance abuse, smoking, compulsive 
overeating and obesity, attention-deficit disorder, Tourette's 
syndrome and pathological gambling. (p. 1) 

Blum coined this discovery the reward deficiency syndrome. He and his 

associates believe that they have discovered a variant form (the Al allele) of the 

dopamine D2 receptor gene. This genetic aberration leads to "an alteration in 

the reward pathways of the brain" (p. 2) resulting in a chemical imbalance which 

manifests itself in one or more of the behavioural disorders that comprise the 

syndrome. The reward pathways are in "a neuronal circuit deep in the brain 

involving the limbic system" (p. 2) and dopamine appears to be its primary 

neurotransmitter. 

This discovery is no surprise to those who are familiar with ADD: The 

family history of a person with the true genetic form of the disorder reflects a 

variety of these conditions (e.g., addictions, eating disorders, obsessions, 
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compulsions, and tics) with varying degrees of severity, and the stimulants used 

to treat ADD do so by enhancing the availability of dopamine. Thus far, Blum's 

findings have not been replicated; however, it is inevitable that more genetic 

news about ADD will soon follow. Barkley (1997c) reports that "another gene 

related to dopamine, the D4RD (repeater gene) was recently found to be 

overrepresented in children with ADHD" (p. 41). The D4RD research is currently 

being replicated. 

As yet, modes of transmission and gene locations have not been fully 

developed, but they are not far off. There is overwhelming confidence that within 

the next five to ten years the human genome will be mapped (Rapoport, 1996). 

The United States government's Human Genome Project, established in 1990, 

intends to have the exact location and function of all genes identified during the 

15-year period of its mandate. These genetic advances have the potential to 

provide more specific, more effective, less troublesome treatments for ADD than 

now exist. 

Mapping the genome will not decrease the demands on 

psychoeducational assessment: They will likely increase. Jamison (1993), in her 

book on manic-depressive illness, speculates that "it seems more likely than not 

that the infinite varieties and complexities of life, with their infinite capacities for 

change, will be more rather than less recognized and appreciated as the genetic 

code begins to unwind" (p. 258). Apart from the challenge of ever-rising genetic 
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mutants, and phenotypes," idiosyncratic ADD manifestations will likely always 

require an intense, individualized scrutiny to determine their impact. 

Modern behaviour genetics, and its perspective of nature and nurture 

rather than nature versus nurture, is basic to understanding who gets ADD. Most 

of us have an intuitive sense of what they mean; unfortunately, it is a sense that 

has evolved from the outdated nature versus nurture argument, and nuances of 

this argument remain. The either/or inherent in versus is misleading. 

Nature refers to what is inherited. Inheritance is an event whereby DNA 

differences are transmitted throughout the generations. However, not all genetic 

events are alike; Rende and Plomin (1995) differentiate between two types. 

First, are the inherited "events that are coded in DNA at conception," and 

second, are the noninherited "changes in gene expression that occur in response 

to events in the intracellular and extracellular environment" (p. 292). True ADD is 

like the first, an inherited genetic event. There are also other inherited genetic 

events that may appear to be ADD because of many overlapping symptoms, like 

fragile X syndrome, and generalized resistance to thyroid hormone (GRTH) 

(Lavenstein, 1995, p. 85). 

Those who Acquire it 

Nurture refers to biologically compromising events, including prenatal viral 

assaults on the brain (e.g., postencephalitc behaviour disorder); prenatal 

maternal substance use or abuse (e.g., nicotine, alcohol, and drugs); 

"Traditionally, in ADD literature, phenotypes are •environmental mimics of genetic conditions' (Wender, 1995, p. 79) (e.g., 
post-encephalitic behaviour disorder is a phenotype of ADD). Modem behaviour geneticists view them as physical 
expressions of the dynamic correlation between environment and genetics (e.g.. in childhood, the genetic contribution of 
ADD may be lower than the environmental contribution; by adulthood, those influences may have changed prominence in 
the phenotypic correlation) (Rende a Plomin, 1995). 

28 

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission. 

mutants, and phenotypes,11 idiosyncratic ADO manifestations will likely always 

require an intense, individualized scrutiny to determine their impact.

Modem behaviour genetics, and its perspective of nature and nurture 

rather than nature versus nurture, is basic to understanding who gets ADD. Most 

of us have an intuitive sense of what they mean; unfortunately, it is a sense that 

has evolved from the outdated nature versus nurture argument, and nuances of 

this argument remain. The either/or inherent in versus is misleading.

Nature refers to what is inherited. Inheritance is an event whereby DNA 

differences are transmitted throughout the generations. However, not all genetic 

events are alike; Rende and Plomin (1995) differentiate between two types. 

First, are the inherited "events that are coded in DNA at conception," and 

second, are the noninherited "changes in gene expression that occur in response 

to events in the intracellular and extracellular environment" (p. 292). True ADD is 

like the first, an inherited genetic event. There are also other inherited genetic 

events that may appear to be ADD because of many overlapping symptoms, like 

fragile X syndrome, and generalized resistance to thyroid hormone (GRTH) 

(Lavenstein, 1995, p. 85).

Those who Acquire it

Nurture refers to biologically compromising events, including prenatal viral 

assaults on the brain (e.g., postencephalitc behaviour disorder); prenatal 

maternal substance use or abuse (e.g., nicotine, alcohol, and drugs);

1'Traditionally, in ADD Rterature, phenotypes are ‘environmental mimics of genetic conditions* (Wender, 1995, p. 79) (e.g., 
post-enceptMWic behaviour disorder is a phenotype of ADO). Modem behaviour geneticists view them as physical 
expressions of the dynamic correlation between environment and genetics (e.g., in childhood, the genetic contribution of 
ADD may be lower than the environmental contribution; by adulthood, those influences may have changed prominence in 
Ihe phenotypic correlation) (Rende ft Plomin, 1995).

28

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



complications during pregnancy (e.g., toxemia); head injuries at, or after birth; 

lead poisoning; and psychosocial factors. These factors have been associated 

with an increased risk of ADD. They may also be risk factors that exacerbate an 

inherited predisposition to ADD since environmental factors "can exert influence 

on genetic factors, as is the case with nutritional improvements leading to gains 

in average height in a population" (Rende & Plomin, 1995, p. 297). Concern is 

arising about the influence culture is exerting on ADD traits, and herein lies one 

of the greatest threats to the credibility of an ADD diagnosis. 

Those who Look as if They Have it 

The threat stems from what has been called "pseudo-ADD" which is 

culturally induced by the "ADD-ogenic" society in which we live. (Hallowell & 

Ratey, 1994, p. 191). It is a postmodem12 affliction characterized by "the fast 

pace, the quick sound bites, the need for instant gratification, and the abundance 

of high-tech communication tools [which] all tend to shape us along ADD 

contours. If you do not have ADD when you are born, and you grow up in an 

urban environment, chances are you'll look as if you have it by the time you are 

fifteen" (p. 9). Not only that, chances are you will also end up looking as if you 

have dyslexia. Pseudo-ADD, and pseudo-dyslexia, present a grave challenge to 

the differential diagnosis of ADD. It appears that our cultural values are creating 

learning problems where there are none, and moving existing learning problems 

12 Postmodem thought characterizes the prevailing theoretical perspective of postmodemism, 
which is usually considered to have begun in the 1960s and emphasizes that there is no available 
a priori on which to ground human reason since everything depends on an individual's perception 
and interpretation. 
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into learning disorders. 

The postmodern culture is a risk factor for (1) the development of ADD-like 

symptoms in those who do not have it; (2) the intensification of nonpathological 

ADD-like personality traits; (3) the exacerbation of the symptoms of true ADD; 

and (4) the fostering of environmentally-induced reading, writing, spelling, and 

math deficits that are difficult to distinguish from leaming disorders. ADD and 

dyslexia, each in its own way, are neuropsychological problems that affect 

learning. This can best be understood within the framework that Pennington 

provides for the discussion of learning disorders. 

Bruce Pennington (1991) defines learning disorders in terms of five 

modular brain functions: phonological processing, executive functions, social 

cognition, spatial cognition, and long-term memory. I am most concerned about 

the postmodem effects on executive functions, and phonological processing as 

they "are the systems most vulnerable to developmental insult and therefore are 

the substrates for the most common developmental disorders" (p. 4). 

The executive function module, localized in the prefrontal cortices (frontal 

lobes) oversees all other brain functions. As previously discussed, it involves 

working memory, inhibition (self-control), planning, and selective attention, and is 

the source of dysfunction in ADD. This explains why ADD is unrelated to 

intelligence, but related to all cognitive and social functioning. The phonological 

processing module, localized in the perisylvian region of the left hemisphere, is 

the seat of language development. It involves the development of phonological 
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language processes like speaking, reading, and spelling. It is the source of 

dysfunction in dyslexia. What follows is a speculative overview of some ways in 

which postmodern culture simulates ADD, and how those simulations affect the 

prevalence and severity of ADD, dyslexia, and their mimics. 

Lifestyle. It is the norm for people to be constantly on the go and driven 

to distraction. We have blurred the definitional boundaries of what it means to be 

hyperactive. Ironically, in our frenzy we barely move. Our lives are dependent 

on devices that are immobilizing: vehicles, elevators, television, computers, and 

remote controls. We live without the daily physical rigour of our ancestors' lives: 

an endorphin-releasing rigour that calms, soothes, and focusses both body and 

mind. Aerobic exercize is known to alleviate the symptoms of ADD, and to allow 

increased focussing in non-ADD brains (Ratey & Johnson, 1997, p. 352). 

Rituals and manners. Systematic, explicit structure that operates within 

a meaningful context is essential for people with ADD. Rituals (e.g., bedtime, 

religious, family, mealtime) and manners provide rule-governed codes for 

learning appropriate behaviour. Their structure can be a source of tranquillity for 

people with ADD because expectations are clearly defined. And we are a 

generation of lost rituals and manners. 

Rights and responsibilities. The postmodern era honours individual 

rights at the expense of accountability and responsibility, in effect sanctioning the 

impulsiveness that often defeats people with ADD. This trend minimizes 

feedback and consequences in favour of understanding the personal issues that 

cause the behaviour. It is this yak, don't act approach that Barkley (1995) claims 
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does not change behaviour (p. 133), and fosters the development of the victim 

mentality by transferring accountability outside of the individual. 

A visual world. Television and video games develop right hemispheric 

skills at the expense of left hemispheric skills, like language processing and 

abstract thought. Reading and spelling are auditory acts, and dyslexia "is 

essentially a phonological processing problem" (Pennington, 1991, p. 57). There 

is a strong association between reading problems and ADD behaviour. 

Pennington (1991) believes that the frustration produced by dyslexia may lead to 

secondary symptoms of inattention, distractibility, and impulsiveness (p. 89). 

Therefore, the more children who have difficulty reading and spelling, the more 

ADD behaviours will be expressed. 

The student as-meaning-maker approach to education does not honour 

the phonological basis of reading and spelling, nor does it address the limited 

auditory processing experience that characterizes postmodern beginning 

readers. Its incidental, haphazard approach to phonics, and its diminution of 

recitation and performance, ignore the stringent connection between orality and 

literacy. In 1987, Eric Havelock, speaking at the conference "Literacy: The 

Medium and the Message," reminded his listeners that the natural human being 

is not a writer or a reader, but a speaker and a listener. In agreement, Jan 

Swearingen responded with a plea for orally based schooling that would train the 

ear, improve the ability to listen and analyze, and ultimately improve written 

literacy (Canadian Broadcasting Corporation, 1988). Havelock and Swearingen 

have gone unheeded: If anything, we have moved towards visually based 
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schooling. 

Curricula. In our attempt to make learning meaningful for everyone, we 

have made it meaningful for no one. Curricular objectives are ambiguous and 

obscure, making it difficult to identify learning problems. For example, this is a 

Grade 6 reading objective: "Students will extend their abilities to...recognize that 

reading is an active process in which readers interact with text to construct 

meaning in context" (Saskatchewan Education, 1997, p. 223). And, this is a 

Grade 9 reading objective: "Students will extend their abilities to...recognize that 

reading is an active process in which readers interact with text to construct 

meaning within the context of their own understanding and experiences" 

(Saskatchewan Education, 1997, p. 353). With objectives as undisceming as 

these, it is impossible to identify developmental lags, and gaps in learning for 

remediation purposes. These objectives make it sound like the students are not 

expected to read, just to have an intellectual grasp of the act of reading. 

Classroom structure. A classroom routine that is well organized and 

predictable, with a clear set of operating rules, can decrease ADD behaviour. 

Research shows that a noisy environment contributes to a higher level of 

disruptive behaviour in hyperactive children. Traditional rows of desks, and 

classrooms enclosed with four walls and a door are important for reducing 

distractions (Barkley, 1995, p. 216). A noisy, visually distracting classroom is 

also the perfect situation for inattention, hyperactivity, and impulsiveness to go 

unnoticed and unaddressed in children who regularly tune out or have cognitive 

weaknesses. The postmodem inclination to have the classroom rival an arcade 
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is an inducement to ADD behaviours. 

Direct instruction. Strong basic skills reduce the pressures on the at-risk 

ADD working memory by making some things automatic, freeing it up for higher-

level thinking processes. Good teaching, and drill-to-mastery are emancipating, 

not restricting. For instance, practising cursive writing not only enhances its 

readability, but also develops fine-motor coordination and sustained attention. 

Handwriting has implications for both visual-spatial, right hemisphere disabilities 

and executive function deficits; unfortunately, it has fallen into disrepute with 

postmodern educators. This is not a call for rigid teachers and passive students. 

On the contrary, low-interest or passive tasks should be interspersed with high-

interest or active tasks preferably by an enthusiastic, yet task-focussed teacher. 

Process and product. Process-oriented education is an ADD dream-

come-true, as unfinished business is characteristic of the condition. Postmodern 

pedagogy has legitimized the disorder. If a product is required, it is often of the 

student's choosing, and the choice will indulge the student's strengths, not 

weaknesses. The skills that need to be improved never get practised. 

This is not romancing past educational practices, for I recognize that the 

ideal lies somewhere between then and now. I am also very aware that without 

the influence of postmodern thought a thesis like this would not have been 

written. I question the current extremes of the experiential, self-reflective 

approach. It is one thing to have true ADD or dyslexia; it is another to be 

needlessly incapacitated by your culture and your education. 
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How Does ADD Show Itself? 

Positive Traits 

ADD traits can be positive attributes. From thousands of experiences with 

people with ADD, and from conversations with other experts in the field, Hallowell 

and Ratey (1996) note that the advantages of the ADD personality include: "high 

energy; creativity; resourcefulness; intuitiveness; tenacity; hardworking, never-

say-die approach; trusting attitude (sometimes too much); forgiving attitude 

(sometimes too much); sensitivity (often can hurt as well as serve the person); 

ability to take risks (again, a double-edged sword); flexibility; good sense of 

humor; loyalty" (p. 4). Hallowell and Ratey are quick to point out that not all 

people with ADD have all these qualities, and that the toxic effect of the negative 

traits can outweigh the positives. Jaffe (1995) warns that viewing ADD as an 

asset is comparable to viewing deafness as a culture, not a disorder, and that the 

"feel-good rhetoric...can trivialize and misinform" (p. 384). When these attributes 

do come together in one person, they create an electricity, which cannot be 

ignored. 

As socially inept as many with ADD can be, there are also those who are 

very appealing, in a strange sort of way: hyperactive and impulsive with high 

energy, often radiating that special something, a joie de vivre, a je-ne-sais-quoi. 

In The Bic Rock Candy Mountain, Bo Mason's wife found him "fascinating in a 

way no man in her life had ever been fascinating before" (p. 17), and "there was 

a kind of warmth that radiated from him when he wanted to let it" (p. 21). Like 

Bo, those with ADD can carry with them a sense of heightened excitement that 
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even they recognize as a double-edged sword, a recognition expressed in lyrics 

written by Alana Miles: "Even I'd run from me if I could. I'm bad for you." 

Sedate, controlled onlookers, disdainful of the erratic, risky antics of such people 

often label them bad, or crazy. 

Bad and crazy should not be confused with the "high flicker" of the ADD 

personality, a distinction that is acutely drawn in Ursula Hegi's 1994 novel Stones 

from the River 

Most people in Burgdorf did not wonder at all why the wild young 
woman was marrying the dentist, who already was thirty-six and so 
different from her in temperament. He would make a reliable 
husband, they agreed. He'd quiet her down....They regarded Jutta 
as odd, the people of Burgdorf. Not only did she paint pictures in 
which the colors were all wrong and far too bright, but she also, 
despite their warnings, swam in summer storms. "She doesn't value 
her life," some would say. Lightning and thunder, which made 
others seek shelter, would lure Jutta from the house...."Crazy," 
some of the people would say. But Trudi knew what crazy meant 
from her own mother, and Jutta was not like that although she, too, 
had that high flicker, as Trudi thought of it. Hers was not the kind of 
flicker that would bum itself out but would only grow stronger, she 
believed, and even when Jutta would die young in a fast-driving 
accident nearly two decades later, Trudi would stay convinced that, 
without that one accident, Jutta would have kept burning strong, her 
fire evident in her brilliant paintings of the town. (p. 295) 

Distinguishing between "high flicker" and crazy is one of the challenges of 

differential diagnosis. High flicker may not be degenerative like severe bipolar 

depression usually is, but, it is often hazardous, as it was for Jutta, and there are 

those who will ask for help in dimming the flame. 

Just as in other psychiatric disorders, there are milder, temperamental 

expressions of ADD that can be viewed as exaggerated personality styles. If 

they are troublesome, environmental manipulations like increased exercize and 
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the use of organizers may adequately address the situation. Such manipulations 

may be inadequate when secondary cognitive and emotional characteristics and 

the presence of comorbidities amplify ADD's primary characteristics. 

Primary Symotoms 

The DSM-IV offers four options in the diagnosis of ADD: 

(1) predominantly hyperactive-impulsive type with the presence of at least six of 

nine symptoms; (2) predominantly inattentive type with the presence of at least 

six of nine symptoms; (3) combined type when criteria for both hyperactive-

impulsive and inattentive types are met; and (4) a coding note allows for the 

specification of "In Partial Remission" for those who no longer meet full criteria. 

Some of the symptoms must have caused impairment before age seven. The 

current impairment must be clinically significant in social, academic, or 

occupational functioning, and must be present in two or more settings (e.g., at 

school [or work], and at home). See Appendix A. 

The DSM-IV portrayal of ADD is provisional and must be viewed as that. 

The diagnostic criteria will evolve as more is known about the disorder, but they 

will likely always be tentative as the result of genetic heterogeneity and changing 

environmental conditions. Barkley (1997c) suggests that during the clinical 

interview, besides querying about DSM-IV criteria, the clinician should inquire 

"about functioning of the patient with regard to working memory and sense of 

time, internalized speech and rule-governed behavior, the self-control of affect 

and motivation, and goal-directed creativity and persistence" (p. 335). 

Wender (1995, p. 10) conjectures that ADD, like other genetic disorders, is 
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heterogeneous. Just as there are more than forty forms of phenylketonuria 

(PKU) based on genetic variations, so too can we expect huge variations in 

ADD's "prevalence, natural history, response to medication, and biological 

concomitants" (p. 11). Thus, applying the same name to "disorders suffered by a 

group of individuals does not necessarily mean 'they have the same thing"' 

(p. 11). For instance, anemia may be the manifestation of any number of 

conditions. It is also true that two people may have the same disorder, but not 

the same symptoms, and the DSM-IV allows for this by requiring only some of 

the symptoms to be present in each of the subtypes. ADD diagnosis is indeed, 

like Wender says, "measuring amoebas with a rubber ruler" (p.11). In spite of 

this, there is consensus among the experts as to what to look for when 

diagnosing ADD. 

Primary or core symptoms of a disorder are universal, specific, and 

persistent. They are observable characteristics that result most directly from the 

underlying neurobiological disorder. Since the DSM-IV diagnostic criteria are 

mainly designed for children, the experts have taken the core symptoms of 

inattention, hyperactivity, and impulsiveness and illustrated how they are 

manifested in adults. The following is a composite representation of the primary 

symptoms in adult ADD. 

Attention. There are profound problems with working memory, an 

executive function which allows for an idea to be held long enough for it to be 

executed. Malfunctioning working memory impairs attention, concentration, 

organization, and integration, which all affect the processing and registering of 
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information for learning and memory purposes. The result is frequent misplacing, 

or losing of things; chronic time management and scheduling problems, and; 

difficulties with sequencing and establishing priorities. Organization, planning, 

learning, and memory are highly dependent on the structure of a task and 

structure of the environment. In this sense, ADD is a learning disorder, but a 

potentially reversible one when there is a positive response to medication and 

psychotherapy. Unfortunately, consistently positive responses to both 

medication and psychotherapy are elusive. 

Working memory problems are intermittent in that the ability to focus, 

direct, and maintain attention is inconsistent, and may alternate between 

overfocussing and underfocussing. The overfocussing occurs in situations of 

high interest, and high stimulation: situations that seem to override all the 

distractions to which an individual is susceptible. Focussing can be adversely 

affected by the tendency for people with ADD to hyperreact to sensory stimuli. 

They are distracted and severely agitated by sounds that most others do not 

even notice. They often cannot stand labels on their clothing, certain fabrics, and 

bright colours. Sometimes they are distracted by internal stimuli, like thoughts 

and ideas. 

Physical and mental activity. Adults may remain motorically 

hyperactive, but are more likely to be restless, fidgety, and edgy, with tapping 

fingers, fidgety feet, and anxiety resulting from forced immobility. Even those 

with the inattentive type have tapping fingers and fidgety feet. Some manage to 

be hyperactive in a productive way. Hyperactivity may manifest itself in highly 
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stimulating, risky activities, or those who are intellectually inclined may read 

several books at a time. Many have internalized quiet hyperactivity, racing 

thoughts, tangential associations, and obsessive preoccupations. Hyperactive 

thoughts can lead to the sleep disturbances so common in adult ADD. 

It is clear that disinhibition is at the core of ADD. I prefer, however, to 

conceptualize ADD as inertia-like, because when someone is in a state of rest or 

motion, the tendency is to preserve that state unless acted on by an external 

force. This conception allows ADD W/O and ADHD to coexist quite comfortably 

within one theoretical perspective. Stopping too little behaviour is as difficult for 

the hypoactive person as stopping too much behaviour is for someone who is 

hyperactive. Hypoactivity and procrastination are often interpreted as weakness 

of will and laziness. This may be one of the most demoralizing and self-defeating 

effects of ADD. One young man described to me the hopelessness and 

helplessness he felt as he sat in his home amidst a housekeeping nightmare. He 

got out his broom and dustpan but could not figure out where to begin. Similarly, 

getting up in the morning can be an organizational complexity, especially for 

those with inattentive ADD: Overwhelmed by the complexity of getting ready, 

many just lie back and do not move until they absolutely must. 

Inhibition of in:wises. Dysfunctional response delay, with little regard 

for consequences, is obvious in social interactions, decision-making, and 

problem solving. It shows up in excessive talkativeness, failing to finish tasks, 

interrupting or blurting out, impatience, low frustration levels, car accidents, 

impulse buying, physical injuries, and other risky behaviours. Disinhibition often 
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impairs personal relationships because of difficulty with delaying gratification 

(related to food, drugs, alcohol, gambling, and sex addictions). There is usually 

genuine remorse for inappropriate behaviour, but in spite of the best intentions, it 

happens again: fertile ground for self-loathing. 

Affective management. Wender (1995), Hallowell and Ratey (1994), and 

Brown (1996) all include mood management problems as core symptoms. Some 

experts, like Murphy (1995), remain true to the DSM-IV and designate them 

secondary symptoms. There is no clear consensus on whether mood problems 

are primary or secondary reactions to ADD. I include them as primary because 

they are universal, specific, and pervasive; and because I regularly see mood 

disturbances subside with stimulant therapy, right along with the other core 

symptoms. The mood disturbances marked by irritability, and several ups and 

downs per day usually respond to stimulants. 

By adulthood, many people with ADD have learned to ameliorate their 

problems by overcoming inertia, developing strategies for dealing with 

forgetfulness, disorganization, and impulse control. Any novel situation requires 

learning new behavioural expectations, appropriate responses to those 

expectations, and impulse-control strategies that address the situation's 

uniqueness. Living under the constant demand of forcibly going against your 

native inclinations creates mood management problems. This results in rapid 

mood changes (excitement to disappointment), sensitivity to criticism, short-lived 

outbursts of temper, excessive reactions to ordinary stresses, irritability, and 

impatience. The effects of living with these difficulties eventually take their toll. 
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In the assessment of adults with ADD, it is inevitable that, to varying degrees, 

there will be secondary cognitive and emotional problems to consider. 

Secondary Symptoms 

A four-year follow-up study (Biederman et al., 1996) found "that by 

midadolescence, children with ADHD were at very high risk of a wide range of 

adverse outcomes" (p. 442), including school dysfunction, substance use, and 

family conflict. Weiss and Hechtman's (1993) nearly 30-year follow-up of 

hyperactive children found that about 66% of them continued to have at least one 

disabling symptom in adulthood (p. 386). They found that by adolescence the 

primary symptoms were still present, but had somewhat abated; however, the 

presenting problems were secondary symptoms, like poor school performance, 

deviancy, and relationship problems. As adults, they had poorer social 

functioning, less education, inferior work status, and more frequent and intense 

substance use compared to controls. 

Douglas, Barr, O'Neill, and Britton (1986) draw attention to the "secondary 

deficits resulting from a history of failing to 'stop, look, listen, and think"' (p. 192). 

Research, thus far, has determined that executive function deficits are primary in 

ADD, and that these deficits can be reversed by stimulant medication 

(Pennington & Ozonoff, 1996). ADD does not affect one's ability to learn; it 

disrupts one's availability for learning. There are gaps in the learning of people 

who regularly tune out, and skill deficits develop that resemble learning 

disabilities (e.g., reading, writing, and arithmetic). These deficits are secondary 

to ADD, not primary to a learning disability. If treated, the person with ADD may 
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be able to catch up, whereas a specific learning disability requires that coping 

strategies and accommodations be acquired. 

Adults who have spent a lifetime struggling with undiagnosed ADD will 

also have secondary emotional symptoms that exacerbate their struggle. 

Hallowell and Ratey (1994) name "impaired self-image, low self-esteem, 

depression, fearfulness of others, mistrust of self, skittishness in relationships, 

and anger over the past" (p. 106) as consequences of ongoing organization, 

impulse control, and distractibility problems. "Self-loathing and a gnawing sense 

of underachievement" have also been mentioned (Ratey, Greenberg, Bemporad, 

& Lindem, 1992, p. 267). 

Quiet Hyperactivity 

Both inattentive and hyperactive-impulsive types of ADD appear to have a 

defective delay (inhibition) mechanism. In the inattentive type there is a paralysis 

of response, a delay of inhibition, which is manifested in daydreaming or internal 

preoccupation; apathy, lethargy, and lack of motivation; and confusion. These 

people appear to be exceedingly patient and understanding, but it is as if they 

are stuck in the delay between thought and action. Leimkuhler (1994) describes 

it in the following way: 

They have difficulty in developing an internal sense of conviction, 
or in forming opinions about controversial issues. They also find it 
difficult to see a problem from a different angle or to adopt another 
person's point of view. There is often a peculiar lack of insight or 
objectivity regarding the self in relation to the social environment: 
They lack a sense of conviction and have a difficult time forming 
opinions about controversial issues. (p. 186) 

There is some speculation, especially by Barkley (1990, 1995, 1997a), 
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that ADD W/O and ADHD are separate disorders. I disagree, and Leimkuhler 

(1994) explains why: 

Barkley reviewed the literature on childhood ADHD and ADDnoH 
and concluded that they probably are separate disorders, citing 
studies that describe children with ADDnoH as dreamy and socially 
withdrawn in addition to being apathetic, lethargic, and cognitively 
sluggish. While this conclusion may be an accurate objective 
description of these children, it may actually confound one group of 
daydreamy, socially withdrawn but mentally hyperactive children 
with another group that is underaroused and lethargic, both in 
behaviour and in mental activity. Experience suggests that this 
would seem to be the case with adults, who are better able to 
describe their internal processes. (p. 189) 

The distinction drawn by Leimkuhler is profoundly significant for differential 

diagnosis. My experience has been that, depending on personality, hyperactivity 

can be externalized or internalized. Both types are challenged by inertia: 

stopping behaviour is very difficult to do. For the inattentive type, the problem is 

stopping thoughts long enough to act, and for the hyperactive-impulsive type, the 

problem is stopping acting long enough to think. One immobilizes, and the other 

excessively mobilizes. Then there is the combined type: those who are both 

physically and mentally hyperactive. It is an exhausting existence with both brain 

and body in non-stop motion. 

Anxiety and Depression in Women 

Ratey, Miller, and Nadeau (1995) describe ADD in women as "the wolf in 

sheep's clothing" (p. 260). "Sheep's clothing" refers to the nonhyperactive, 

nonimpulsive female who is "withdrawn, passive, overly submissive, and unable 

to advocate for herself or find ways to have her needs met" (p. 262). The 

hyperactive-impulsive female will be much more obvious, especially at 
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adolescence when she often embarks upon "painful and destructive paths of 

promiscuity, fights with parents, and running away from home" (p. 262). Puberty 

exacerbates symptoms of ADD in women, and premenstrual syndrome (PMS) 

has "unique and serious consequences" for them in the accompanying 

debilitating mood swings, depression, anxiety, and anger (p. 266). There is 

evidence that testosterone delays the development of the frontal lobes which 

may account for the "more robust functioning of the frontal lobes in women 

[which] possibly makes the symptoms of ADD less overt, less debilitating, and 

more easily tolerated" (p. 264) than they are for men. 

During assessment, Ratey et al. (1995) encourage the clinician to listen: 

Listen carefully for evidence of inattention, impulsivity, mood 
swings, and subjective experiences of failure, frustration, 
restlessness, boredom, and disorganization; to note neurological 
soft signs such as migraines, sleep disturbances, left handedness, 
or history of defiant behavior, and to recognize that while anxiety 
disorders, depressive disorders, and substance abuse disorders 
may be comorbid, they may just as likely be consequences of 
unrecognized ADD....In addition, the clinician needs to note those 
phenomena associated with ADD in women, including problems 
with sexuality, premenstrual syndrome, poor self-esteem due to the 
inability to live up to role expectations, descriptions of troublesome 
passivity and dependency, and neuropsychological problems such 
as memory problems, spatial-relationship difficulties, and 
hypersensitivities to sensory experience. (p. 279) 

Managing a household challenges the organizational skills of most 

everyone, and for a person with ADD it can be overwhelming. Add working 

outside the home, children with ADD, and the scene is set for disaster. Women's 

sense of identity is closely tied to their relationships with others, and lifelong-ADD 

challenges their sense of connectedness and relatedness. They often look to 

their families for unequivocal acceptance, and support, and feel a great sense of 
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loss when they are not forthcoming. Clinicians need to keep these special 

considerations in mind when evaluating ADD in women. 

Compensatory Behaviours 

Adults who are "intelligent, talented, or from socioeconomic strata which 

[provide] additional structure and opportunity" often mask their ADD symptoms 

by using compensatory strategies (Ratey et al., 1992, p. 273). Learned 

adaptations never become automatic: They "remain relatively effortful and costly 

in terms of energy, and also tend to break down under stress" (Leimkuhler, 1994, 

p. 187). Leimkuhler further explains that "people with ADD may have been 

forced to overuse compensatory strategies, which helps to explain the pervasive 

sense of anxiety and inadequacy many of them display even (or especially) when 

their compensations are fairly effective" (p. 187). 

The issue of compensating behaviours is frequently mentioned in the 

literature, but it has rarely been explored. Ratey et al. (1992) selected sixty 

previously undiagnosed adults to participate in a study on the effects of 

unrecognized ADD in adults. The participants in the study had incorporated into 

their lives some sophisticated defense mechanisms which, in the end, did not 

spare them from becoming demoralized. The following compensatory 

behaviours that were identified in the study are worth keeping in mind when 

assessing an adult with ADD. 

• Complex organizational structures, put in place to overcome 

disorganization, resulted in obsessive-compulsive behaviours that 

decreased productivity. 
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• To overcome their impulsiveness and distractibility, some spent more time 

on school or work than their peers. Some recognized their need for 

emotional arousal in order to complete projects, leaving their work to the 

last moment with fear of failure as their motivator. 

• Under-reacting or over-reacting to others jeopardized their personal 

relationships. In order to protect themselves from failed relationships they 

avoided intimacy. To avoid criticism and rejection, many of them avoided 

social contact. 

• Some recognized that they quickly grew tired of ideas, things, and people, 

so they avoided commitment of any kind. Some isolated themselves from 

intimacy with high stimulus careers, and workaholic schedules that 

precluded personal relationships. 

• Some used relationships to maintain their motivation and focus, 

overvaluing the significant other, and assigning themselves a subservient 

position in the relationship. 

• Many used over-focussing to compensate for their sense of 

underachievement: They increased time and intensity of effort, but 

continued to be viewed as underachievers by themselves and others. 

• The most common compensating behaviours were either withdrawal or 

high stimulus-seeking. 

As maladaptive as these behaviours were for the adults in the study, 

perhaps they were better than allowing the primary inattention, hyperactivity, and 

impulsiveness to run amok. 
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Is it ADD or Something Else? 

Comorbidity represents one of the major challenges of differential 

diagnosis, as features of other psychiatric disorders not only often accompany 

ADD, but also resemble or mask it. Wilens, Biederman, Spencer, & Prince 

(1995) note that there are actually "very few ADD-like symptoms" (p.276), but 

careful attention needs to be paid to them. Just because two people have the 

same symptoms, it does not mean they have the same thing. Familiarity with the 

DSM-IV, ADD characteristics, and the diagnostic subtleties of comorbidities, are 

essential for determining whether ADD or something else is found. 

A medical doctor is responsible for (1) ruling out medical conditions (e.g., 

tumours, stroke, epilepsy, trauma, multiple sclerosis, thyroid conditions, and 

others) that can accompany, resemble, or mask ADD; (2) considering the 

implications of a psychoeducational evaluation; (3) making the final diagnosis; 

and (4) treatment. The psychoeducational assessment, because of its depth and 

breadth, provides valuable diagnostic and treatment information for physicians to 

the extent that it accurately reflects the patient's psychological and psychiatric 

status. In recognition of this, members of the medical community have provided 

nonmedically-trained clinicians with diagnostic tips for the differential diagnosis of 

ADD and its comorbidities. 

Depression 

Adults tend to have been diagnosed with anxiety or depression prior to 

receiving an ADD diagnosis (Ratey et al., 1992). When their primary problem is 

actually ADD, their symptoms will persist. It is difficult to draw the line between 
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ADD and depression because of overlapping symptoms. Restlessness, 

distractibility, and sleep problems are common to both. In ADD, depression can 

result from a lifetime of coping with underachievement and chronic 

disappointment. 

When ADD is the primary condition, diagnosis and medication therapy can 

bring about a rapid lift in mood: "It is analogous to giving vitamin C to a patient 

with scurvy" (Wender, 1995, p. 153). I agree with Wender. Response to the 

medication can be so striking "that it can almost serve as a confirmation of the 

diagnosis" (p.30). This is an unpopular opinion to express and I can understand 

why. Most of the literature on ADD emphasizes that a positive response to 

medication cannot be viewed as confirmation of the diagnosis. 

This argument is always based on a study done in the late 1970s which 

showed that "stimulants appear to act similarly on normal and hyperactive 

children and adults" (Rapoport, Buchsbaum, Weingartner, Zahn, Ludlow, & 

Mikkelsen, 1980, p. 933). Rapoport was a researcher in that study, and in 

Chicago in November of 1996 I heard her speak. She said then that stimulants 

are not diagnostic tools, but she also acknowledged that they could make a big 

difference for those who are very hyperactive.13 She equated the stimulant-

induced changes seen in normals and hyperactives with the insulin-induced 

changes in normals and diabetics: Insulin lowers blood sugar in both groups, but 

only if you are diabetic will it matter. Similarly, what does it matter if stimulants 

lower activity levels in people who are not hyperactive? It only matters to those 

'Stimulants can also make a significant difference to those with ADD W/O who are paralyzed by 
hypoactivity. 
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for whom it is a problem. 

Medical opinion is divided on how to handle treatment when dysthymia 

(chronic low-grade depression) appears with ADD. Some doctors begin 

treatment with antidepressants if there are any indications of depression, 

regardless of a coexisting diagnosis of ADD. When the depression stabilizes 

they add stimulants. Their caution is understandable14 since an estimated 15 

percent of untreated depressives commit suicide (Wameke, 1990, p. 5). 

Unfortunately for those whose ADD is primary, such stabilization is often elusive. 

Others, like Wender (1985), begin treatment with stimulants when 

diagnostic criteria are met for both dysthymia and ADD. This approach is highly 

effective, but only if it is guided by a clear understanding of the distinguishing 

features of dysthymia, unipolar depression (major depressive disorder), 

cyclothymia,15 and bipolar depression (BPD).16 The following insights are 

intended to clarify the differential diagnosis of ADD and depression. 

• In depression that is secondary to ADD, people have a "chronic 

disaffection, a demoralized view of themselves and life rather than a true 

unipolar depression" (Ratey et al., 1992, p. 270). It is demoralization that 

comes from getting into ADD messes and from trying to rein in Mad Twin. 

• There is increasing evidence that dysthymia exists in childhood. 

Establishing childhood onset of ADD does not necessarily mean that it is 

"Their caution may not be warranted as stimulant treatment has been shown to have promise for 
depression in geriatric and medically ill patients, and in those who are unresponsive to 
conventional treatment (Satel & Nelson, 1989). 
15Individuals who have cyclothymia do not meet all the criteria for mania or major depression. 
Their alternating mood and energy swings are milder than those in bipolar depression. 
"Bipolar disorder is the formal diagnostic name for manic depression. 
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primary, although, the longitudinal presence of ADD is still considered 

significant in viewing it as primary. 

• The ADHD personality is almost the polar opposite of the depressed 

personality: one is gloomy, quiet, and no fun, and the other is talkative 

and energetic (Wender, 1995, p. 133). 

• Mood abnormalities in ADD are less intense and of shorter duration than 

in major depression. When ADD people feel down, they can still 

experience pleasure, perking up when anything of interest comes their 

way. Anhedonia is characteristic of major depression. 

• Both tend not to finish things: Those with ADD get bored, and depressed 

people lose their energy. 

• Both experience sleep problems: Those with depression usually 

experience early morning wakening, and those with ADD cannot get to 

sleep because of their racing thoughts. 

• Consider primary ADD if the depression is reactive, short-lived with 

occasional microhighs (Wender, 1995, p. 187). 

• Often the mood in ADD is described as "a sadness tugging at me" 

(Hallowell & Ratey, 1994, p. 188). 

• Depression-free intervals in which ADD symptoms remain may signal a 

comorbidity between the two disorders. 
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Bipolar Disorder 

Recent findings suggest that there is a trend for random mating between 

those with ADD and those with mania, predisposing their offspring to ADD + 

BPD. It is believed that the result represents a childhood-onset type of BPD that 

may be easily confused with ADD (Faraone, Biederman, Mennin, Wozniak, & 

Spencer, 1997). This new perspective must be considered in assessment, 

especially while garnering information for an early childhood history. As well, 

clinicians need to be aware of other descriptors of the ADD/BPD relationship in 

order to recognize the boundaries of each condition. The information that follows 

provides some background for the differential diagnosis of ADD and BPD. 

• It is thought that ADD is often incorrectly diagnosed as bipolar BPD (also 

known as manic-depressive illness) because of the high energy level and 

frequent mood swings in ADD. The high energy and excitement in ADD is 

far different than the grandiose and often delusional moods in BPD. 

• The ADD mood is characterized by irritability with frequent highs and lows 

that are different than the mood swings in BPD. The ADD mood fluctuates 

throughout the day but is not cyclical. The mood in BPD must be 

elevated, expansive, or irritable for at least one week. The manic stages 

in childhood BPD may be periods of intense, rapid-cycling, irritability with 

grandiosity, hypersexuality, and delusions (Geller & Luby, 1997). The 

cycling in children and adolescents is not as distinct as in adults, and is 

often described as episodic rather than cyclical. ADD irritability is not 

episodic nor does it cycle; ADD adolescents may be perpetually irritable at 
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home, and charming socialites outside the home. 

• Racing thoughts are qualitatively different from the tangential thinking that 

occurs in BPD: Tangential thoughts change direction abruptly and 

frequently; whereas ADD thoughts just run on and on, more or less in the 

same direction. The tangential thoughts in BPD result in pressured 

speech, for example: Do you have a dog? My mother grew up in Nova 

Scotia. Last winter we had so much snow. My brother is very fat. 

• In ADD + BPD, or just BPD, there will be a family history of BPD. 

• In adult-type onset of BPD, individuals have "good functioning until the 

abrupt onset of marked manic symptomology that often requires 

hospitalization, is responsive to treatment, and is succeeded by 

interepisode well-being" (Geller & Luby, 1997, p. 1168). 

• Jamison (1993) points out that cyclothymia is an integral part of the 

spectrum of manic-depressive illness, and that it precedes the overt 

clinical illness in about one-third of the patients who develop the full 

clinical disorder. She also indicates that manic-depressive illness occurs 

in about one out of a hundred people. Researchers have found that 57% 

of early-onset patients (before 18 years) also met criteria for ADHD (West, 

McElroy, Stratkowski, Keck, & McConville, 1995). 

Differentiating ADD from the bipolar form of depressive illness needs to be 

emphasized since one can mimic the other or they can coexist, and drug therapy 

for ADD can trigger a manic episode in a person with bipolar disorder. BPD also 

frequently mimics or coexists with specific language disorders, antisocial 
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personality, sexual abuse, schizophrenia, and substance abuse. It is inevitable 

that clinicians who do evaluations for ADD will encounter all forms of depressive 

illness as well as associated conditions. Any indictors of cycling moods or 

episodes of irritability need to be included in the final report in order to alert the 

patient's physician. 

Anxiety 

The evidence is considerable that ADD plus anxiety is a distinct diagnostic 

entity, and not a comorbid relationship (Jensen, Martin, & Cantwell, 1997). Even 

though they appear to be transmitted independently, together they become 

something distinctly different from either ADD or anxiety. To a certain extent, this 

synergistic/interactive effect is also seen in ADD's relationship with depression, 

and it may be that one day there will be a subtype defining the condition that 

results from the coexistence of ADD and internalizing mood and anxiety 

disorders. It is also true that ADD characteristics can be mistaken for anxiety, 

and this must be considered in the assessment. The following represents what is 

currently known about the distinctive clinical characteristics of ADD and anxiety. 

• Generalized anxiety disorder (GAD) is chronic anxiety (with or without 

panic attacks) characterized by excessive worry present most of the time 

for at least six months. Anxiety symptoms and ADD overlap considerably 

(e.g., restlessness, fatigue, difficulty concentrating, irritability, muscle 

tension, and sleep disturbance). When impulsiveness, a childhood history 

of ADD, and the diagnostic criteria for GAD are met, both disorders should 

be diagnosed (Tzelepis, Schubiner, & Warbasse, 1994, p. 41). This is the 
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condition that becomes ADD + GAD, the potential subtype. 

• Hallowell and Ratey (1994) describe the two kinds of anxiety they see in 

their patients who have ADD. Obvious/logical anxiety is the result of doing 

ADD things, like forgetting, losing, or misplacing things; speaking and 

acting impulsively; and struggling to keep organized. Hidden/anxious 

ADD is the inclination to scan the environment looking for something to 

worry about. Once something is found, it is clung to obsessively. The 

speculation is that these people use worry to organize their thinking, and 

this is characteristic of ADD comorbid with GAD (p. 155). 

• The anxiety in ADD is the result of always feeling driven, always white 

knuckling it through life. The symptoms of GAD are "usually of shorter 

duration, and symptoms of autonomic nervous system overactivity (e.g., 

sweating, clammy hands, palpitations or fast heart rate, dizziness, 

discomfort in the abdomen, frequent urination, etc.) are nearly always 

found, whereas they are absent in ADHD patients" (Weiss & Hechtman, 

1993, p. 400). Individuals with GAD are intensely worried about what may 

happen in the future. 

• ADD + GAD responds poorly to stimulant treatment and more favourably 

to tricyclic antidepressants (Biederman, Baldessarini, & Wright, et al., 

1993). Stimulants may exacerbate ADD + GAD, especially if 

accompanied by disordered thinking. Obvious/logical anxiety resulting 

from ADD responds to stimulant treatment. . 
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Obsessive-Comoulsive Disorder 

Obsessive-compulsive disorder (OCD) so frequently exists in a comorbid 

relationship with ADD that it must actively be sought out during assessment. 

OCD is classified in the DSM-W as an anxiety disorder, and it frequently coexists 

with panic attacks, phobias, depression, and tic disorders. These conditions, in 

various combinations and degrees of severity, will dot the family history of a 

person with true ADD. They are part of the spectrum that I previously discussed 

as the reward deficiency syndrome, and may appear together or individually. 

It is a cruel irony that in spite of being so closely related, the disorders in 

this spectrum must be distinguished from each other, because the treatment for 

one can be contraindicated for the other; or the treatment for one may be 

ineffectual for the other. An educated understanding of these conditions is a 

prerequisite for the accurate differential diagnosis of ADD. The considerations 

that follow are worth keeping in mind during the assessment process. 

Obsessions are uncontrollable and unacceptable doubts, fears, images, 

and impulses. Doubting is the most common type of obsession and the most 

common subjects are dirt and contamination, aggression, sex, religion, and 

arranging things in an orderly manner (Carter, Pauls, & Leckman, 1995, p. 613). 

Compulsions are repetitive behaviours and mental activities that reduce the 

tension caused by the obsessions. Common compulsions are washing, 

checking, ordering/arranging, counting, ritualistic praying, and reviewing 

conversation. Less common obsessions are picking, digging, cutting, or biting 

skin; copralalia; need to swallow, need to do things at just the right moment, and 
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conversation. Less common obsessions are picking, digging, cutting, or biting 
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need to spit or touch. 

It is important to distinguish between obsessive, compulsive, and 

impulsive behaviours when differentially diagnosing ADD. The ADD brain often 

latches on to something and cannot let it go, but this differs from obsessions in 

that the ADD fixations are reactive to some real problem, and are not 

inappropriate, upsetting, and unwanted thoughts or images like those that befall 

a person with OCD. For instance, a person with ADD may have constant doubts 

about whether or not the stove has been turned off; this is a legitimate, realistic 

doubt because of the nature of the disorder. When the OCD person doubts that 

the stove has been turned off, it is an obsession because there is no foundation 

for the concern. In fact, the stove may have been checked 15 or 20 times. The 

ADD doubting is compensatory for a faulty short-term memory. On the other 

hand, the thoughts, images, and impulses of OCD are unrelated to real life 

worries, and they interfere with the individual's daily functioning. If, during 

assessment, a person is self-described or described by the informant as 

obsessive, the clinician should query the reasons behind the label. 

Compulsions are anxiety-reducing acts from which no gratification is 

gained. The ADD act of checking the stove is not a compulsion, but the OCD act 

is. If someone is described as compulsive, the clinician should ask for 

clarification. Often ADD behaviour that is impulsive is called compulsive. The 

anxiety related to impulsiveness comes from trying to delay behaviour, and the 

behaviour in OCD is an attempt to soothe the anxiety that results from the 

obsession. 
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Some other distinguishing features of the two disorders are that ADD 

onset antedates OCD, and childhood separation anxiety disorder seems to be a 

"marker for later vulnerability to OCD and/or other anxiety disorders" (Carter et 

al., 1995, p. 616). If a clinical history reveals ADD characteristics and separation 

anxiety in childhood, there is a strong chance that the adult being assessed is 

ADD with comorbid OCD, GAD, and/or panic disorder. Informants have real 

significance for assessment because individuals with OCD can be highly 

secretive about their condition. Even though they "both hide their symptoms from 

relatives and deny those symptoms in a direct interview, it is less likely that they 

will be able to do both over their lifetime" (p. 618). 

Tic Disorder 

Tic disorders, misleadingly included in the childhood disorders section of 

the DSM-IV, consist of chronic single vocal or multiple motor tics (not both), and 

Tourette's disorder (both multiple vocal and motor tics). Tics are so intimately 

related to OCD that they have been described as variant forms of each other, 

yet, one can appear without the other (Peterson, Leckman, & Cohen, 1995). Tics 

are not intimate with, but certainly have a strong affinity for, ADD.17 Rather than 

Tourette's, it is the more subtle, simple tics that concern clinicians who do 

assessments. 

The intermittent nature of tics, and their tendency to be dismissed as 

annoying habits, frequently allows them to go unnoticed and unreported, so they 

must be sought out during the clinical interview. The tics that accompany ADD 

Il l believe it will be proven that ADO and tic disorders are intimately related. Research is hampered by the 
elusiveness of tics, and by the perception that they are only extreme behaviours, like copralalia. 

58 

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission. 

Some other distinguishing features of the two disorders are that ADD 

onset antedates OCD, and childhood separation anxiety disorder seems to be a 

"marker for later vulnerability to OCD and/or other anxiety disorders" (Carter et 

al., 1995, p. 616). If a clinical history reveals ADD characteristics and separation 

anxiety in childhood, there is a strong chance that the adult being assessed is 

ADD with comorbid OCD, GAD, and/or panic disorder. Informants have real 

significance for assessment because individuals with OCD can be highly 

secretive about their condition. Even though they “both hide their symptoms from 

relatives and deny those symptoms in a direct interview, it is less likely that they 

will be able to do both over their lifetime" (p. 618).

Tic Disorder

Tic disorders, misleadingly included in the childhood disorders section of 

the DSM-IV, consist of chronic single vocal or multiple motor tics (not both), and 

Tourette's disorder (both multiple vocal and motor tics). Tics are so intimately 

related to OCD that they have been described as variant forms of each other 

yet, one can appear without the other (Peterson, Leckman, & Cohen, 1995). Tics 

are not intimate with, but certainly have a strong affinity for, ADD.17 Rather than 

Tourette's, it is the more subtle, simple tics that concern clinicians who do 

assessments.

The intermittent nature of tics, and their tendency to be dismissed as 

annoying habits, frequently allows them to go unnoticed and unreported, so they 

must be sought out during the clinical interview. The tics that accompany ADD

17l believe it will be proven that ADO and tic disorders are intimately related. Research is hampered by the 
elusiveness of tics, and by the perception that they are only extreme behaviours, like coprolalia.

58

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



are usually the simple motor or simple vocal type. Common motor tics include 

rapid eye blinking, sniffing, nose twitching, jerking motions of the shoulders, facial 

grimaces, neck jerks, thrusting the jaw forward or tongue forward, sudden 

motions of one or several muscles, lip or finger biting, lip sucking, and other 

sudden jerking motions. Simple vocal tics include sudden involuntary noises, 

snorting, sniffling, squeaking, humming, throat clearing, and other odd guttural 

noises. 

Even though ADD, tics, and OCD converge symptomatically, it appears 

that they diverge neurochemically. For this reason, drug therapy must be tailored 

to the specific diagnosis, not to the symptoms. The psychoeducational report 

should specifically state if evidence of tics was found, and to what degree the 

criteria for OCD were met, as this information will affect the physician's approach 

to the treatment and monitoring of the patient. It helps for the clinician to be 

aware that in a multiple comorbid relationship the order of onset is usually ADD, 

tics (Lavenstein, 1995, p. 81), and then OCD (Peterson et al., 1995, p. 221). The 

ADD and tics may remit in adulthood, but the OCD will remain. Once again 

differential diagnosis is complex, but necessary, because of each condition's 

unique treatment requirements. 

Conduct Disorder/Antisocial Personality Disorder 

Conduct disorderle is the childhood counterpart to antisocial personality 

disorder (APD). APD diagnostic criteria require that the individual be 18 years of 

age with evidence of conduct disorder before 15 years of age. Rarely, if ever, 

leOppositional defiant disorder (ODD) is a less severe form of conduct disorder. 
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does antisocial behaviour arise in adulthood without a clear history of it in 

childhood. Hare (1993) points out that APD is defined in the DSM-IV by a long 

list of antisocial and criminal behaviours, and it was supposed to have the same 

meaning as sociopath or psychopath,19 but it does not. 

The majority of criminals easily meet the criteria for a diagnosis of APD, 

but psychopathy, on the other hand, "is defined by a cluster of both personality 

traits and socially deviant behaviors. Most criminals are not psychopaths, and 

many of the individuals who manage to operate on the shady side of the law and 

remain out of prison are psychopaths" (p. 25). Unlike psychotics, psychopaths 

are rational and make choices about their behaviour. Hare divides the symptoms 

of psychopathy into two groups (p. 34): (1) emotional/interpersonal (glib and 

superficial; egocentric and grandiose; lack of remorse or guilt; lack of empathy; 

deceitful and manipulative; and shallow emotions); (2) social deviance 

(impulsive, poor behaviour controls; need for excitement; lack of responsibility; 

early behaviour problems; and adult antisocial behaviour). Unfortunately, this 

discussion about psychopathy has implications for the assessment of ADD. 

Most of the research on ADD has a lot to say about conduct disorder, but 

little to say about ADD. Research criteria are based on the DSM classification 

system, and the DSM failed to clearly distinguish between CD and ADD until 

1994. The 1980 DSM-III attempted to separate them, but a 1987 revision 

reversed it. For the most part, research probands have been drawn from clinic 

populations that represent the most severely affected individuals. The resulting 

IgSociopathy and psychopathy describe the same disorder; except one's genesis is defined in 
terms of sociological forces, and the other in psychological, biological, and genetic forces. 
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clinical picture tells us "only something about mixed syndromes" (Wender, 1995, 

p. 7) characterized by externalizing behaviour problems that are incorrectly 

viewed as ADD (p. 7). Current researchers acknowledge the need to control for 

confounding disorders, but also to study the various comorbid combinations in 

order to determine distinct patterns of response to treatment, severity, and 

eventual outcomes. 

Differential diagnosis must clearly distinguish between ADD and CD. The 

current trend is for those charged with criminal behaviour to use ADD as a 

defence in the courts. Defence lawyers are seeking out psychoeducational 

assessment reports for their clients in hopes of obtaining an ADD diagnosis that 

will excuse their clients' transgressions. There is no evidence that ADD predicts 

the development of CD or criminal behaviour (Barkley, 1997b). There is 

evidence though that early CD predicts offending patterns, especially in the 

presence of aggressive behaviour and adverse family circumstances (Jensen et 

al., 1997, p. 1068). 

Conduct disorder and ADD are separate disorders (Jensen et al., 1997; 

Lynam, 1996), and this will no doubt be reflected in the DSM-V.2° However, it is 

just as likely to reflect that children with co-occurring hyperactivity and conduct 

problems "are afflicted with a virulent strain of conduct disorder best described as 

fledgling psychopathy" (Lynam, 1996, p. 209). The DSM-IV fails to describe the 

characteristics of the person who has CD or APD with comorbid hyperactivity-

impulsiveness. 

"It is also hoped that in the DSM-V there will be more emphasis on the personality characteristics 
of CD and APD than there is in the DSM-IV. 
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The DSM-Ill-R differentiated between group type and solitary aggressive 

type of conduct disorder, and this was useful for assessment as it clearly 

illustrated that one form of CD was more hazardous than the other. When CD 

overlaps with ADD, there is a significant difference between the solitary 

aggressive type who is manipulative, grandiose, lacking in empathy, and 

remorseless, and the group type, who is more inclined to engage in impulsive, 

irresponsible, and antisocial behaviour with the peer group. Those of the group 

type usually grow out of their antisocial behaviour, but the solitary aggressive 

type usually becomes the psychopath that Dr. Robert Hare has studied and 

written about for so many years. 

Hare's (1993) work with psychopaths is respected throughout the world, 

and he has developed the Psychopathy Checklist that screens out simple social 

deviance or criminality. Reflective of the Checklist, the following early school-age 

hallmarks (p. 158) characterize the condition resulting from the 

CD/hyperactivity/aggression combination, and they need to be considered in a 

clinical interview: 

• Repetitive, casual, and seemingly thoughtless lying 

• Apparent indifference to, or inability to understand, the feelings, 

expectations, or pain of others 

• Defiance of parents, teachers, and rules 

• Continually in trouble and unresponsive to reprimands and threats of 

punishment 

• Petty theft from other children and parents 
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• Persistent aggression, bullying, and fighting 

• A record of unremitting truancy, staying out late, and absences from home 

• A pattern of hurting or killing animals 

• Early experimentation with sex 

• Vandalism and fire setting 

Parents often note that they knew there was something wrong from the 

start. These children are aggressive, deceitful, resistant to socialization, sexually 

precocious, hyperactive, impulsive, and inattentive, well before they go to school. 

Usually, by the time they enter school, the parents have "tried everything" but 

nothing has seemed to help: "Even a good family life that promotes healthy 

behavior in their siblings does little to deter psychopaths from their lives of 

callous gratification" (Hare, 1993, p. 175). Parents of children with ADD speak of 

annoying, frustrating, tiring little characters who are irritable, but also loving, and 

affectionate. A good family that promotes healthy behaviour can considerably 

increase the chances of a positive outcome for a child with ADD. 

The DSM classifications have unfairly implied that all people with ADD are 

disruptive. With criminals seeking release from responsibility for their crimes 

because of ADD, the public will soon come to view ADD and criminality 

synonymously. The symptoms of ADD usually do not by themselves violate 

societal norms. The premeditation seen in APD is contrary to ADD 

impulsiveness, and the symptoms are less variable in APD than ADD. 

Leamina Disorders 

ADD, reading disability (RD), arithmeticlwritten work disability (AD), and 
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reading/arithmetic disability (RAD) are all learning disorders that are localized in 

different areas of the brain. ADD is an executive function deficit that interferes 

with an individual's availability for learning. RD is a phonological processing, 

vocabulary, spelling, and short-term memory deficit. AD is a spatial cognition 

deficit. RAD is a phonological processing, visual-spatial, vocabulary, spelling, 

and short-term memory deficit. They all interfere with ability to learn, and RAD 

interferes the most severely. Barkley (1995) reports that "between 20 to 30% of 

ADHD children have at least one LD in math, reading, or spelling" (p. 87) and the 

problem does not miraculously disappear in adulthood. The assessment of one 

is bound to be confused by the other. 

Added to the confusion inherent in assessing comorbidity, is the war of 

semantics and definition being fought over the term learning disability. A further 

complication is that the current DSM-IV ADD diagnostic criteria are outdated, and 

do not address adequately adult characteristics, subtypes, and age of onset. 

These obstacles can be circumvented, however, and a meaningful grasp of the 

relationship between ADD and learning disabilities acquired from current 

professional literature. Discriminating ADD from the two most common learning 

disabilities, RD and AD, has significant implications for assessment, treatment, 

and outcome. 

Reading disability. RD, the most common learning disability, is 

synonymous with dyslexia that means "unexpected difficulty in learning to read 

and spell. Unexpected means that there is no obvious reason for the difficulty, 

such as inadequate schooling, peripheral sensory handicap, acquired brain 
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damage, or low overall IQ" (Pennington, 1991, p. 46). The most recent definition 

comes from a report by the Health Council of the Netherlands: "Dyslexia is 

present when the automatization of word identification (reading) and/or spelling 

does not develop or does so very incompletely or with great difficulty' (Gersons-

Wolfensberger & Ruijssenaars, 1997, p. 209). As indicated in this definition, 

reading and spelling have a close relationship: 'When we read, we go from 

letters to phonological representations, and when we spell, we go from 

phonological representations to letters" (p. 60). 

RD is a problem with word recognition that is due to a deficit in the use of 

phonological codes, and it affects males and females equally, although females 

usually are not as severely affected as males, and as adults they compensate 

very effectively for the disorder. The disabled reader has also been shown to 

have short-term memory deficits (Shafrir & Segal, 1994). 

Strong concept formation, reasoning, and critical thinking may accompany 

phonological processing weakness. Using these strengths, very bright 

compensating adults may quite accurately identify words, but their decoding is 

not automatic, and they will read slowly. Objective measures may not pick up 

their problem, but their test-taking behaviours will be revealing. 

People with dyslexia may like reading, and they may comprehend fairly 

well, but their problems are obvious when they read aloud. They will make errors 

on function words ("of' instead of "for") and visual substitutions ("car" for "cat"). 

Their spelling will reflect phonological problems by the omission of sound units 

("dibility" for "disability") and by making vowel errors. Some letter reversals occur 

-65-

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission. 

damage, or low overall IQ" (Pennington, 1991, p. 46). The most recent definition 

comes from a report by the Health Council of the Netherlands: “Dyslexia is 

present when the automatization of word identification (reading) and/or spelling 

does not develop or does so very incompletely or with great difficulty” (Gersons- 

Wolfensberger & Ruijssenaars, 1997, p. 209). As indicated in this definition, 

reading and spelling have a close relationship: "When we read, we go from 

letters to phonological representations, and when we spell, we go from 

phonological representations to letters" (p. 60).

RD is a problem with word recognition that is due to a deficit in the use of 

phonological codes, and it affects males and females equally, although females 

usually are not as severely affected as males, and as adults they compensate 

very effectively for the disorder. The disabled reader has also been shown to 

have short-term memory deficits (Shafrir & Segal, 1994).

Strong concept formation, reasoning, and critical thinking may accompany 

phonological processing weakness. Using these strengths, very bright 

compensating adults may quite accurately identify words, but their decoding is 

not automatic, and they will read slowly. Objective measures may not pick up 

their problem, but their test-taking behaviours will be revealing.

People with dyslexia may like reading, and they may comprehend fairly 

well, but their problems are obvious when they read aloud. They will make errors 

on function words ("o f instead of "for") and visual substitutions ("car'' for "cat"). 

Their spelling will reflect phonological problems by the omission of sound units 

("dibility" for "disability") and by making vowel errors. Some letter reversals occur

-65-

Re produced with permission of the copyright owner. Further reproduction prohibited without permission.



(b/d), but they are not the hallmark of the disorder they were once thought to be. 

Individuals with dyslexia have no visual-spatial problems21and their 

performance in mathematics is usually better than in reading and spelling. Short-

term memory deficits make memorizing arithmetic facts difficult, and the reading 

deficit can hinder the understanding of word problems. Calculation errors may 

result from reversing numbers. However, unlike someone with a math disability, 

a person with dyslexia is able to understand mathematical concepts. 

Life history is the most sensitive and accurate means of picking up a 

reading disorder, as it will reveal "early and continuing difficulties in learning to 

speak, in pronouncing words, in reading new or unfamiliar words, in spelling and 

in writing" (Shaywitz, Fletcher, & Shaywitz, 1994, p. 7). Early childhood history 

may reveal articulation and name-finding problems, and difficulty remembering 

verbal sequences, such as phone numbers, addresses, months of the year, and 

complex directions. The childhood problems may continue into adulthood, and 

the result can be hesitant, disfluent speech, punctuated with mispronounced 

words. As an example, Pennington (1991, p. 60) points out that in saying the 

name of their disorder, "dyslexia" frequently becomes "dyslectia." Familial risk is 

substantial in dyslexia; therefore, a careful history of reading, spelling, and 

related language problems in the first and second-degree relatives of the patient 

is important (p. 69). 

Many people with RD are incorrectly diagnosed as ADD because they 

have attentional problems, but the ADD-like problems are specific to situations 

21 Evidence is inconclusive about the existence of a visually-based form of dyslexia. 

66 

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission. 

(b/d), but they are not the hallmark of the disorder they were once thought to be.

Individuals with dyslexia have no visual-spatial problems21and their 

performance in mathematics is usually better than in reading and spelling. Short

term memory deficits make memorizing arithmetic facts difficult, and the reading 

deficit can hinder the understanding of word problems. Calculation errors may 

result from reversing numbers. However, unlike someone with a math disability, 

a person with dyslexia is able to understand mathematical concepts.

Life history is the most sensitive and accurate means of picking up a 

reading disorder, as it will reveal "early and continuing difficulties in learning to 

speak, in pronouncing words, in reading new or unfamiliar words, in spelling and 

in writing" (Shaywitz, Fletcher, & Shaywitz, 1994, p. 7). Early childhood history 

may reveal articulation and name-finding problems, and difficulty remembering 

verbal sequences, such as phone numbers, addresses, months of the year, and 

complex directions. The childhood problems may continue into adulthood, and 

the result can be hesitant, disfluent speech, punctuated with mispronounced 

words. As an example, Pennington (1991, p. 60) points out that in saying the 

name of their disorder, "dyslexia" frequently becomes "dyslectia." Familial risk is 

substantial in dyslexia; therefore, a careful history of reading, spelling, and 

related language problems in the first and second-degree relatives of the patient 

is important (p. 69).

Many people with RD are incorrectly diagnosed as ADD because they 

have attentional problems, but the ADD-like problems are specific to situations

21 Evidence is inconclusive about the existence of a visually-based form of dyslexia.
66

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



that are reading related. An ADD diagnosis means that the symptoms occur in at 

least two settings. RD and ADD do coexist, but not as frequently as it was once 

thought. Individuals with pure ADD are impaired in executive functions, and 

those with pure RD are only impaired in phonological processing.n  The 

cognitive deficits in ADD do not "involve language functions to any great extent" 

(Pennington & Ozonoff, 1996, p. 199). 

A childhood rich in language and school years with rigorous phonics 

instruction can mediate the effects of dyslexia. The inverse is also true: The lack 

of early language-based stimulation and instruction can produce a mimic of 

dyslexia. It can be difficult to tell one from the other. 

Arithmetic/written work disability. This disability is known as a right 

hemisphere learning disorder or nonverbal learning disability (NVLD), and it most 

often includes problems in spatial cognition, visuoperceptuaVsimultaneous 

information processing, and social-emotional functioning. It does not include 

deficits in phonological processing or short-term memory. Although abnormal 

language patterns are common in people with NVLD: Their vocabularies are 

good, but they have difficulties with prosody and pragmatics. Pennington (1991) 

excludes social cognition from this category of learning disabilities because in his 

clinical experience there are patients with either spatial or social cognition 

disabilities, not necessarily the two together. Davis, Park, and Lan (1997) found 

that a group with NVLD had greater social-emotional problems than a group with 

RD. 

22The struggle with decoding results in reduced comprehension. 
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People with a visual-spatial disability have a history of weak eye-hand 

coordination, and are poor at drawing, puzzles, and mazes. Their mathematical 

problems are conceptual: They do not realize when their answers are totally 

unreasonable. They have trouble keeping numbers aligned in columns, which 

causes them to make computational errors. A poor sense of direction further 

complicates the life of someone with this disability. Short-term memory problems 

usually exist only when a task involves memory of numbers. 

Visual-spatial problems do not interfere with learning as much as a 

reading disability, although the social cognition difficulties sometimes associated 

with NVLD can be disabling. It is possible to work around a right-hemisphere 

dysfunction. The disability in handwriting is the result of poor fine-motor 

coordination, a concern that the computer has somewhat alleviated. Handwriting 

may be neat, but it will have been a long, arduous process to get it that way. On 

examination there will be many irregularities in the spatial organization of the 

letters and their placement on the page. Handwriting, and difficulties with 

drawing, are often noted in those with ADD. Barkley (1997c) views this as an 

executive-function deficit that fails to control complex motor sequencing (p. 295). 

A visual-spatial disability shows up in other non-handwriting, visual-spatial tasks, 

whereas the deficient performance in ADD is an executive function deficit that 

results in disinhibited fine-motor control. 

ADD can look like a visual-spatial disability, so it is important to distinguish 

one from the other. The demise of cursive writing practice has eliminated a 

valuable source of remediation for those with visual-spatial disabilities or fine 
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motor movement disinhibition. I have found no evidence that this visual world we 

live in is therapeutic in any way for nonverbal learning disabilities. 

It is common for people with ADD to have extremely weak visual-spatial 

cognition. Even in artistic, highly visual individuals, there will often be a strangely 

incompatible deficit when a spatial component is added to a visual task. This is 

an area that is just beginning to be explored. Epstein, Conners, Erhardt, March, 

and Swanson (1997) published the results of a study that associates right-

hemispheric abnormalities in visual-spatial attention with ADD in adults. It is 

possible that a visual-spatial deficit is a marker for a subtype of ADD. 

Schizoohrenia 

Schizophrenia and ADD share the symptoms of inattention, hyperactivity 

and impulsiveness: The two disorders likely have a history of being mistaken for 

each other. The realization that ADD does not necessarily remit in childhood has 

caused people previously diagnosed with schizophrenia to seek evaluation for 

ADD. Tzelepis et al. (1995) in 'Differential Diagnosis and Psychiatric 

Comorbidity Patterns' summarize the available information on differentiating 

ADD and schizophrenia. 

It is usually not difficult to distinguish between adults with the two 

disorders, but adolescents can be challenging, as they may not as yet have had 

a psychotic episode. Once again, the truth will be found in the life history, 

because the hyperactivity and impulsiveness associated with schizophrenia will 

have surfaced at puberty. Childhood behaviour may have been bizarre with 

indications of paranoia. and there will be a family history of first degree relatives 
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with schizophrenia (Tzelepis et al., 1995, p. 49). A clinician needs to approach 

the semistructured interview with a thorough knowledge of the "Schizophrenia 

and Other Psychotic Disorders" section of the DSM-IV. 

Caution needs to be exercized in avoiding rash decisions about the 

presence of auditory hallucinations (voices). The rushing thoughts associated 

with ADD W/O and ADHD will often be described as "hearing voices." Hallowell 

and Ratey (1994) mention this phenomenon, and on many occasions I have had 

children and adolescents describe these voices to me. It is notable that the 

words of these voices are not distinguishable: They are more like a swhooshing 

sound in the head which is most noticeable while lying in bed trying to go to 

sleep. 

Clinicians also need to be aware of the voices that people with OCD 

sometimes hear. There is extreme guilt, shame, and anger associated with the 

unwanted thoughts (obsessions), and perhaps actions (compulsions) of OCD. In 

the throes of intense remorse people may report hearing self-critical inner voices 

which are frightening to them. 

Due to treatment implications, an ADD evaluation report written for a 

physician needs to reflect that the differential diagnosis of psychotic disorders 

has been considered. Stimulants used for the treatment of ADD, and some 

antidepressants, may trigger a psychotic episode in a person who has 

schizophrenia. And conversely, anti-psychotics used to treat schizophrenia may 

exacerbate ADD. 

Another complicating factor is the frequent coexistence of ADD and 
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substance abuse. Individuals with severe substance abuse may experience 

psychotic episodes, and this may lead to a false diagnosis of schizophrenia. This 

is a complex issue; however, if a person has been successfully treated for 

substance abuse, the clinician, in the semistructured clinical interview, should try 

to determine if the psychosis was drug-related. The childhood course of ADD 

symptoms and the presence or absence of a family history of schizophrenia 

should be explored. 

Substance Abuse 

It is impossible to leave the discussion of comorbidities without mentioning 

substance abuse, a factor that often complicates the differential diagnosis of 

ADD. There is no doubt that people with ADD have family histories plagued with 

alcoholism and other forms of addiction (Biederman, Wilens, Mick, Faraone, 

Weber, Curtis, Thomell, Pfister, Jetton, & Soriano, 1997; Carroll & Rounsaville, 

1993; Homer & Scheibe, 1997; Weiss & Hechtman, 1993; Wilens, Biederman, 

Spencer, & Francis, 1994). It appears that there is a subtype of ADD that is 

defined by alcohol and drug dependence, and it may be linked to a genetic defect 

in the production of dopamine (Blum et al., 1996). 

This type of addiction probably begins as an attempt to self-medicate ADD 

symptoms (Homer & Scheibe, 1997) and, because of the ADD brain's 

disinclination for stopping something that has started, dependence quickly 

ensues. In a longitudinal study, Biederman et al. (1997) found that *ADHD status 

conferred an increased risk for rapid progression from abuse to dependence* (p. 

25): The gap between abuse and dependence for the ADHD probands was 1.2 
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years, and 3 years for the control group. It is not surprising then, that compared 

to other abusers in treatment, Homer and Scheibe (1997) found ADHD 

adolescents to have begun substance use at an earlier age, and have 

significantly more severe abuse. Other studies have shown that substance-

abusing patients, in general (Peterson & Pihl, 1991), and in particular, heavy 

marijuana users (Pope & Yurgelun-Todd, 1996), show specific deficits in 

executive functions, just as is evident in those with ADD. It is not known whether 

the deficits are the result of substance use or if they are the expression of an 

underlying trait, like ADD. 

All of this presents a dilemma for the assessment and medical treatment 

of ADD. First, it is difficult to get an accurate assessment of someone who is 

affected by substance abuse. Second, it has been shown that 'substance 

abusers with ADHD have been treated with a number of pharmacological agents, 

including desipramine and methylphenidate, resulting in reduced drug craving, 

improved response to substance treatment programs with sustained abstinence, 

and no evidence of abuse of prescribed medication' (Homer & Scheibe, 1997, p. 

31). The dilemma is obvious: Very effective treatment for many substance 

abusers may be available, but it is a treatment that they will not receive as long 

as they are abusing. Homer and Scheibe respond to this dilemma by 

recommending that adolescents in treatment for substance abuse be carefully 

screened for ADD and receive appropriate psychopharmacological treatment. 

Weinstein (1997) reflects the opinion of most clinicians when she states 

that prior to an ADD assessment "all active addictions (e.g., alcohol, eating 
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disorders, etc.) are first treated or referred to an addictions specialist for 

stabilization" (p. 8). Naturally, physicians are unwilling to prescribe stimulants to 

someone who is abusing drugs or alcohol, and drug treatment centres in 

Saskatchewan, which are the ideal location for assessing ADD and initiating 

stimulant or antidepressant treatment, reject the use of prescription drugs in 

abuse or addiction treatment. This is a complex topic whose consideration 

belongs in another venue; however, the evidence connecting ADD and 

substance abuse is mounting, and it will soon have to be acknowledged by those 

working in addiction treatment. 

Summary 

Solid psychoeducational assessment has a role to play, not only in 

searching for ADD, but in recognizing when something other than ADD has been 

found. The comorbidities that have been discussed have high heritability and 

their reverberations are felt throughout the generations. Assessment of an 

adolescent or adult has quality-of-life implications far beyond the lifetime of this 

individual. If ADD and its comorbidities are recognized early enough in 

childhood, the Matthew effect, whereby the rich get richer and the poor get 

poorer, can be waylaid. ADD gets progressively more complicated with the 

accumulation of secondary symptoms like substance abuse and maladaptive 

coping strategies. It is, therefore, progressive in the severity of dysfunction that 

develops in its wake. 

An astute differential diagnosis of ADD and its comorbid conditions 

increases the chances that treatment will be effective. The literature reflects the 
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belief that the most powerful treatment approach is a combination of education, 

medication, and psychotherapy (Hallowell & Ratey, 1994; Leimkuhler, 1994). 

Simply knowing what is wrong, and being educated about the disorder, can be 

effective treatment in itself. Medication, however, is considered to be the first line 

of treatment (Wender, 1995, p. 151). With at least an 80 percent chance of 

reducing or eliminating the core symptoms (Spencer, Wilens, Biederman, 

Faraone, Ablon, & Lapey, 1995), it is well worth trying first. The improvement in 

core symptoms is encouraging and motivates people to address secondary 

symptoms through psychotherapy. 
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Chapter 3 

HOW CAN THE DANCER BE KNOWN FROM THE DANCE? 

Most research on ADD has been quantitative, and the logic of such an 

approach imposes a structure that demands linear, empirical results. If the 

description of ADD that emerges is linear, convergent, and straightforward, 

chances are that it is not ADD that ends up being described. And there is a 

plethora of research that does just that. 

Researchers like Douglas et al. (1986) warn that years of research on 

stimulant medications "must be discarded because of conceptual and 

methodological errors" (p. 207). Wender (1995) writes of the pre-DSM-III failure 

to distinguish between ADD, oppositional-defiant disorder, conduct disorder, or 

specific developmental disorders. This failure renders the research that is based 

on pre-DSM-M criteria useless, except for having something to say "about the 

mixed syndromes" (p. 7). 

Research based on the DSM-IV does not fare much better. The 

guidelines are directed at children, except for two oblique references to adults: 

occupational functioning has been added to school and home as a setting in 

which impairment may occur, and a coding note mentions that for adults who 

currently have symptoms that do not meet full criteria, In Partial Remission 

should be specified. The adult syndrome remains at the exploratory pre-

definition stage. 

At the symptom level, its variety, its contrary and oppositional qualities, its 
-75-
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flux, and its extremes, and at the syndrome level, the complexity of overlap 

between heredity, individual will, circumstance and temperament have made 

ADD an empiricists nightmare. Its study is laced with ironies: an underactive 

brain results in hyperactive behaviour; stimulant medication tempers 

hyperactivity; a father who forgets to pick up his children can memorize most of 

Shakespeare's plays; and the list of contradictions could go on and on. It is 

understandable, on one hand, that scientific research and writing would find ADD 

a challenge. On the other hand, ethnography "frequently rests on the 

juxtaposition and comparison of opposites, or of classes and categories that are 

commonsensically treated as mutually exclusive" (Hammersley & Atkinson, 1983, 

p. 211). Irony and ethnography coexist quite comfortably, and this may make 

ethnographic methods particularly useful in dealing with ADD. 

Hallowell and Ratey (1994) moved the study of adult ADD significantly 

forward with a collection of their patients' stories. Their book, Driven to 

Distraction, represents a watershed moment in the study of adult ADD. The 

voices of Hallowell and Ratey's patients tell what it is like to be part of this group 

of people who have ADD, and somehow the ambiguity and chaos end up making 

sense. Not forgotten in the stories is the impact that medical science has had on 

their lives. 

The life story is the cornerstone of ADD diagnosis, and it probably always 

will be. This does not diminish the need for the contributions of science. After 
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Hallowell and Ratey wrote that, as yet, there is no single test for ADD, "no blood 

test or encephalogram reading, or CAT scan or PET scan or X ray, no 

pathognomonic neurological finding or psychological test score" (p. 195). By 

1996, a computer, programmed to recognize the recently discovered subtle, but 

detectable, differences in ADD cerebral morphology, scored a diagnostic hit rate 

of 78% (Rapoport, 1996). A computer may now be able to differentiate the ADD 

brain from a normal brain, but it cannot determine the impact of that unusual 

neurochemistry and morphology on the daily life of the person to whom the brain 

belongs. That continues to reside in the life story. 

Multifaceted psychoeducational assessment is a complex, time-

consuming exploration that seeks to describe and understand a person's life 

story from its origin through its development. its goal is to find meaning for the 

present situation. Quantitative research is suited to looking at its individual 

elements (e.g., determining the validity and reliability of one of the rating scales), 

but with its emphasis on sample size, it is not suited to a study of the entire 

process. Case study is the research method best suited to discovering a 

problem in all its personal and social complexity, as it is receptive to a 

combination of both quantitative and qualitative methods. 

Case Study as Research Method 

Bounded System 

There is an absence of solid research about adult ADD; yet, there is a 

complex, dynamic conceptual structure that supports it. Case study, with its 

focus on understanding a "bounded system" is an appropriate means of looking 
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for "systematic connections among the observable behaviors, speculations, 

causes and treatments" (Stake, 1988, p. 255) associated with ADD. The 

participant, in this particular circumstance, with this particular problem is the 

bounded system. 

Supports for this bounded system are the "speculations" or "foreshadowed 

problems" (p. 255) that represent ADD's conceptual structure: a structure based 

on neurobiological, cognitive, psychosocial, and behavioural factors. Careful 

thought was given to the boundaries of this case study, as there are implications 

for verification. A case study's validity is related to the degree to which the 

outcomes "give an accurate and useful representation of the bounded system" 

(p. 263). If the boundaries are too expansive, the bounded system will be 

undefined, making it impossible to determine to what extent it is represented by 

the outcomes. 

Emeraina Patterns 

Exploration of this bounded system, revealed emerging patterns, which for 

the most part, were recognized as issues in the case study questions. The 

boundaries set by these questions were not restrictive, but they did serve as a 

filter system for extraneous issues that encroached on the process, as I became 

familiar with the case. Issues like career options, treatment plans, report writing, 

and academic skill remediation could easily have distracted me, if it had not been 

clearly laid out in the questions that my purpose was descriptive, not prescriptive. 

I recognized that this case study must deal with "the unity of the case, the 

unity of the experience" (Stake, 1988, p. 258), but it could not, and should not try 
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telling the complete story. Case study, and the assessment process, are very 

closely aligned in that they both focus on the unravelling of a life story. They are 

postmodern forms of inquiry, in that they allow for self-conscious, self-reflective 

expression of ironic doubt about the reality of self. But, they are less postmodem 

in that they each have an "end." The case study has clearly-defined boundaries, 

and the assessment concludes by defining and naming the results. 

My goal was to recognize emerging patterns, not to suppress them. The 

patterns that emerged in this case study had to do with the symptoms of ADD 

and its comorbid conditions. They are relevant to the research purpose of this 

case study which is to determine the usefulness of multifaceted 

psychoeducational assessment in describing how ADD manifests itself in the life 

of this person in this case study. 

Naturalistic Generalization 

The focus of a case study is the individual case: "The case is something 

deemed worthy of dose watch. It has character, it has a totality, it has 

boundaries ...It is a complex, dynamic system. We want to understand its 

complexity" (Stake, 1988, p. 256). The case, however, may contribute to 

"naturalistic generalization" (p. 260) depending on the degree to which it is 

representative of other cases. 

The participant in this case study is demonstrably representative of a 

population of other cases, as she came to the study diagnosed with ADD by a 

medical doctor. Like many others before her, she had met the diagnostic criteria 

for ADD, and the case study confirmed this. Multifaceted psychoeducational 
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assessment, as it is used in this study, is itself demonstrably representative of 

the assessment process recommended by the professionals who assess learning 

disorders. This case study had the potential for contributing to naturalistic 

generalizations about the multifaceted psychoeducational assessment of adults 

with ADD, which it appears to have done. 

Triangulation 

The strength of fieldwork lies in triangulation, and it is the motive behind 

the multifaceted in psychoeducational assessment. ADD's complexity requires 

that multiple data collection techniques be employed in order to gain an 

understanding of how a person is affected by the disorder. Multiple perspectives 

are also an essential part of an ADD assessment. 

In ADD there is a reality independent of the cognition of the perceiver 

(Brown, 1995; Schaeffer, 1994). As a result, people with ADD are unreliable self-

assessors; this necessitates that the emic perspective23 includes the participant, 

her friends, family, or coworkers, who are referred to as informants, collaterals, or 

collegials. Ethnographic case study is particularly adept at supporting multiple 

perspectives, as "it calls into question the apparent understandings of the actors 

in the case and offers from the outsider's standpoint explanations that emphasize 

causal or structural patterns of which participants in the case are unaware" 

(Stenhouse, 1988, p. 49). Ethnography's influence on this case study was strong 

enough to support the use of multiple perspectives in the fieldwork practices that 

constitute the psychoeducational assessment process. 

23Qualitative research explores a problem from the participants perspective (emic), unlike 
quantitative research which operates from the researchers perspective (etic). 
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This Case Study and the ADD Evaluation Process 

Multifaceted psychoeducational assessment is comparable to fieldwork in 

ethnography. Instead of going out into the field, the field comes to the researcher 

via the techniques used to ferret out and crosscheck varying perspectives on the 

complex issue of ADD and its surrounding events. Like the anthropologist, I was 

a research instrument with my continual opportunities to observe the participant 

and ask questions. In fact, in this case study, psychoeducational assessment is 

more appropriately called fieldwork practices, albeit, fieldwork without footwork. 

As the assessor, my role was to discover, understand, record, and ultimately 

portray the culture of ADD as it is reflected in the participant's life. 

This case study draws from recommendations for competent, effective, 

and cost-efficient ADD adult evaluation by DeMuth (1996) and Weinstein (1997), 

with adjustments which reflect the participant's perspective. Information from this 

case study can be formatted for either an ADD Evaluation Report intended to 

enhance and complement a physician's examination, or an ADD Documentation 

for a Postsecondary Accommodations Report (see Appendix D). 

There are three essential components to an ADD evaluation: (1) 

determining the participant's current functioning, using checklists, rating scales, 

and conjoint reports; (2) seeking the participant's life history, through 

semistructured clinical interviews, archival material, and conjoint reports; and (3) 

assessing the participant's cognitive and achievement strengths and weaknesses 

with normed tests. All three components are intended to provide evidence that 

the symptoms are not better accounted for by factors other than ADD. Chapter 4 
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describes how these three components guided the discovery of the life story of 

the participant in this case study. A background in the technical and definitional 

underpinnings of these three major components of a generic ADD evaluation, 

and their tailoring for this case study, will make that chapter more meaningful for 

the reader. 

Current Functioning 

For DeMuth (1996) and Weinstein (1997), the process begins with a 

concern for the time and costs associated with an evaluation. They address this 

concern by mailing a packet and cover letter to the client. The cover letter 

indicates the guidelines for the evaluation, the need for an informant, and a 

request for historical material. Their packet contains various checklists, 

questionnaires, and language-based assessment activities. This material is 

reviewed prior to the first assessment session. 

Instead of using the mail, I held a pre-assessment interview in which the 

participant was familiarized with the details of the process. At the next meeting I 

began the assessment in earnest, querying the participant about symptoms and 

their effect on current functioning in order to determine if ADD indicators were 

strong enough to warrant further investigation. The following describes the steps 

I took to determine the participant's current functioning. 

• Administered self-report cognitive, affective and motivation rating scale. I 

used the Brown ADD Scale for Adults (Brown, 1996), as it identifies ADD 

W/O and provides information on cognitive impairments associated with 

both ADD W/O and ADHD. Also, it provides for informant ratings. 
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• Administered self-report rating scale for hyperactive-impulsive behaviour. 

I used Wender's (1995) Utah adult diagnostic criteria to determine current 

impairment. Wender's scales require hyperactivity to have been present 

in childhood, so they must be used with a scale like Brown's that identifies 

ADD W/O. 

• Administered checklist for DSM-IV diagnostic criteria. I used the Brown 

Multirater Evaluation Form for DSM-IV Diagnostic Criteria (Brown, 1996). 

Professional judgement must be used in applying the DSM-IV criteria to 

adults. Preliminary normative data (Murphy & Barkley, 1995) suggest that 

thresholds of six out of the nine symptoms for both inattentive and 

hyperactive-impulsive items may be too high, and that in the 40 to 49 age 

range, four out of nine criteria positively endorse inattentive or 

hyperactive-impulsive diagnosis. For those in their twenties, five out of 

nine criteria endorse the hyperactive-impulsive type. Any report must 

show that the DSM-IV criteria were employed in the assessment. 

• Administered The Bums Anxiety Inventory and The Bums Depression 

Checklist (Bums, 1993) because of some indicators that concerned me. It 

probably should be a routine procedure to screen for depression, anxiety, 

and substance abuse. I also administered checklists for codependent 

behaviour and for obsessive-compulsive disorder because of some 

indicators that arose during this phase. 

Life History

This phase of an ADD evaluation seeks out background information in 
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order to (1) establish childhood onset with some evidence of impairment at least 

by early high school; (2) determine significant impairment in at least two settings; 

(3) identify the presence of comorbid conditions; (4) rule out substance abuse, 

dissociative disorders, antisocial personality disorder, and bipolar disorder; and 

(5) recognize adaptive and maladaptive coping strategies. All evaluation or 

accommodation reports must indicate that hard evidence supports the presence 

of ADD over a lifetime. Hard evidence comes in the form of archival material, 

and it may consist of any or all of the following: 

• School report cards or records 

• Employment records 

• Psychiatric or psychological records 

• Journal or diary entries, letters, or any other relevant personal material 

that the client is willing to share 

Archival material is used to ensure that (1) there is impairment in at least 

two settings: home, school, or work; (2) malingering and distortions are 

uncovered; (3) the symptoms are not caused by pseudo-ADD, induced by a 

frantic lifestyle; and (4) the age-of-onset criterion (AOC) is met; however, the 

AOC requires some clarification. 

Professional judgement needs to be called upon when establishing age-

of-onset for ADD. The criterion requires that there be evidence of impairment 

from the symptoms before age seven, and recent DSM-IV field trials have proven 

this to be invalid (Applegate et al., 1997). Barkley and Biederman (1997) have 

also illustrated that there is no empirical foundation for the AOC. They 
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recommend that "until such a time as a justification can be marshalled for a 

precise AOC for either symptom onset or impairment, the AOC deserves to be 

generously interpreted as occurring sometime in childhood" (p. 1209). With this 

proviso about the AOC in mind, and with supporting archival material, I 

uncovered background information in the following ways: 

• Conducted a semistructured clinical interview that sought out the 

participant's life history (developmental, school/work, sociaVcultural, 

pharmacological, family, and daily adaptive functioning in multiple 

settings). I followed the Clinical History Protocol for Evaluating Possible 

ADDs (Brown, 1996). 

• Administered the Wender Utah Rating Scale (WURS) (Ward, Wender, and 

Reimer, 1993) to establish a retrospective diagnosis of childhood ADHD. 

• Administered the Screener for Comorbid Disorders (Brown, 1996). 

• Re-administered the checklist for DSM-IV diagnostic criteria (this time to 

establish what symptoms were present in childhood). 

Coanitive and Achievement Strengths and Weaknesses 

There is no single profile that emerges from cognitive and achievement 

testing that supports an ADD diagnosis (Murphy & Gordon, 1996, p. 11). Wide 

arrays of cognitive processes are dependent on executive functions, and ADD 

can disrupt them in a multitude of ways. Cognitive and achievement testing 

contributes to the evaluation of ADD by providing a context for the observation 

and documentation of (1) ADD behaviours and problem-solving approaches; (2) 

. specific deficits in basic cognitive processes (e.g., long-term memory, short-term 
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memory, processing speed, auditory processing, and visual processing); (3) 

executive functions; (4) level at which information processing breaks down; and 

(5) cognitive and behavioural responses to medication. Cognitive and 

achievement testing is required for the documentation of ADD for academic and 

vocational accommodations, the differential diagnosis of learning disabilities, 

identifying strengths and weaknesses for designing treatment plans, and for 

monitoring treatment. 

Test-taking behaviours and attitudes. Normed tests cannot be 

underestimated for their power to operate bilaterally, providing both formal and 

informal data. Qualitative data "allow the clinician to observe where there is a 

breakdown in performance, when there is a breakdown in performance, why 

there is a breakdown in performance, and the conditions under which a patient 

can recoup (Kaplan, 1990)" (Weinstein, 1993, p. 330). For example, a standard 

score of 100 obtained with great effort says something quite different than a 

standard score of 100 obtained with ease. Close observation of behaviour also 

reduces the chances that malingering or serious psychological problems will go 

unnoticed. 

Since ADD and its associated deficit in executive functions relate to how 

or whether individuals perform certain tasks, rather than how much they know or 

what they can do, the behavioural observations made during testing can be more 

important than the actual results of the test. Biggs (1994, p. 116) recommends 

that a clinician watch for the following: 

• Uncritical and careless responses 
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• Frequent false starts, off-task behaviour 

• Concentration problems 

• Auditory and visual distractibility (distracted by the sights and sounds 

around them) 

• Variations in work style (from slow to impulsive responding) 

• Mental fatigue 

• Hyperactive behaviour (foot and finger tapping, sitting on the edge of the 

seat, asking how much longer the test will take) 

• Frustration and impatience while engaged in tasks that tax visual, 

auditory, short-term memory, or sequencing functions 

• Forgetting of instructions, requests to repeat information 

• Hyperverbalization and tangential speech 

Biggs recommends asking clients to comment on their reactions to tests. 

In honour of standardization requirements, they should be questioned between 

tests about their impressions of the task just completed. For instance, individuals 

may score high in an auditory task, but at great cost to their energy level. Or, 

they may score high on a visual task, but do so with ease. These would be 

highly significant observations. 

The Woodcock-Johnson Psycho-Educational Battery-Revised. The 

tests most commonly used in the assessment of adult learning disorders are the 

Wechsler Adult Intelligence Scale-Revised (WAIS-R) used in tandem with the 

Wide Range Achievement Test, Third Edition (WRAT3). In spite of their glaring 

inadequacies for the assessment of learning disorders, they are ubiquitously 
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present and enjoy a grandfathered status amongst clinicians. For this reason, I 

originally planned to use these two tests in this case study, a decision that I 

eventually reversed. My preference was for the Woodcock-Johnson Tests of 

Cognitive Ability-Revised (WJTCA-R) and the Woodcock-Johnson Tests of 

Achievement-Revised (WJTA-R), together known as the Woodcock-Johnson 

Psycho-Educational Battery-Revised (WJ-R). 

McGuire et al., (1996) investigated the documentation submitted by 

university students to verify their learning disabilities and, among other 

observations, they note their surprise at the limited use of the WJ-R considering 

its unique features, its technical adequacy and comprehensiveness (p. 302). 

They speculate that its recency (1989) accounts for its absence and that its use 

is becoming more widespread. With this, and the following validations of the WJ-

R in mind, I reversed my plan to use the WAIS-R. 

• Measures of fluid intelligence (Gf) have a closer similarity to the executive 

functions of planning, working memory, impulse control, flexibility, and 

concept formation than do measures of crystallized intelligence (Gc). 

Therefore, fluid measures are thought to make heavier demands on 

executive functioning than crystallized measures (Barkley, 1997c, p. 296). 

The WJ-R has more Gf measures than the WAIS-R. 

• The Tests of Cognitive Ability yield four scholastic aptitude clusters: oral 

language, broad reading, broad mathematics, broad written language. 

When used in combination with the achievement tests, the resulting 

aptitude-achievement comparisons are diagnostically more meaningful 
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than the verbal-performance or the IQ-subtest discrepancies obtained 

from the WAIS-R and the WRAT3. 

• Assessing auditory processing ability is an essential part of an ADD or LD 

evaluation. The WAIS-R has no measures of auditory processing. The 

WJ-R includes two strong and two mixed measures of auditory 

processing. However, for visual-spatial processing, I supplement the two 

moderate visual measures on the WJ-R with Block Design and Object 

Assembly from the WAIS-R. 

• Other advantages of the WJ-R include its supplementary battery for 

gathering additional information; intracognitive and intra-achievement 

discrepancies as well as an aptitude-achievement discrepancy; norms for 

each individual test (unlike subtests on the WAIS-R); direct and indirect 

measures of writing skills; and norming across the lifespan (2 to 90+ 

years). 

The WJ-R is a multifaceted cognitive and achievement battery, and as 

such it can be tailored to meet the needs of individual assessment questions. 

With its distinct clusters of tests, it is possible to tap into areas of concern without 

administering the entire battery. For this case study, I administered Tests of 

Cognitive Ability 1 to 14 and 17 to 21, and Tests of Achievement 22 to 27. These 

tests were selected on the advice of Dr. K. S. McGrew, the statistician for the 

WJ-R. He suggested that these tests would give me two indicators of each Gf-

Gc cluster (Tests 1-14), and the other tests would likely be sensitive to ADD and 

medication (personal communication, November 1, 1996). 
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Differential diagnosis of ADD and learning disabilities. The differential 

diagnosis of ADD and LD is a major function of this phase of an ADD evaluation. 

Earlier, I alluded to the definitional wars being fought over the term learning 

disability: They are more appropriately called interpretation wars. For the most 

part, a learning disability is defined in terms of a severe discrepancy between a 

person's IQ score and achievement test score. This definition allows for the 

scenario described by Sattler (1992). He points out that the student who obtains 

an IQ of 150 on the WISC-R and standard scores of 132 on the WRAT-R 

Reading, Spelling, and Arithmetic subtests can be designated LD. This student 

is actually functioning at the 99th percentile on both tests and certainly does not 

need remediation or accommodation. Severe also is subject to a variety of 

interpretations: I have seen it defined as 1, 1.5, and 2 standard deviations below 

the mean. 

Extended waffling by professionals responsible for psychoeducational 

assessment has resulted in the courts making definitional decisions about 

learning disabilities. A recent court decision in the United States will no doubt 

reverberate throughout Canada. Gordon, Barkley, and Murphy (1997) report a 

judge's answer to the question, "What level of impairment is required to consider 

an individual disabled?" The judge's decision demonstrated that a significant 

discrepancy between aptitude and achievement is not sufficient to establish a 

disability. He said that impairment must be in relation to the average American. 

The judge expressed concern that someone could be considered handicapped 

simply because he or she did not live up to his or her expectations. 
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This decision affirms Sather, and many others, who have acknowledged 

the need to use regression formulas when calculating aptitude-achievement 

discrepancies. The practical implication of regression to the mean is that 

"clinicians cannot assume a one-to-one correspondence between a person's 

measured intelligence and achievement, particularly as a person's abilities 

diverge from average" (McGrew, 1994, p. 213). This has implications for the 

choice of the WJ-R over the WAIS-R. The aptitude-achievement procedures 

used with the Wechsler scales are not as technically sound as when used with 

the WJTCA-R. 

The amount of regression is dependent on the degree of correlation 

between tests. Intelligence and achievement tests are imperfectly correlated, 

especially unrelated tests like the WAIS-R and the WRAT3. The WJTCA-R and 

the WJTA-R are more highly correlated because they are conormed: normed at 

the same time on the same sample; therefore, "no significant norming differences 

can influence the discrepancy score" (McGrew, 1994, p. 213). This conorming 

makes it possible to calculate the correlation between the intelligence and 

achievement tests which, in turn, makes it possible to calculate a regression-

adjusted estimate of a person's predicted achievement level. The aptitude-

achievement discrepancy scores obtained from the WJ-R are the "most accurate 

and sophisticated procedures for adjusting for regression to the mean" (p. 215). 

Even though the WJ-R aptitude-achievement discrepancies are 

regression-adjusted, they are still aptitude-achievement discrepancies, and 

cannot automatically be assumed to indicate a learning disability. Such a 
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discrepancy is the manifestation of underachievement only, not specifically of an 

information processing disorder that affects one or more cognitive domains. 

Depressed achievement, in comparison to aptitude, may be due to environmental 

factors, like poor school attendance or inadequate instruction. It also may be due 

to problems within the individual (e.g., motivation, ADD, and psychological or 

emotional problems). 

As for aptitude-achievement discrepancy, the view of intracognitive scatter 

as an indicator of learning disabilities has also been realigned. McGrew and 

Knopik (1996) found that up to two significant intracognitive strengths and/or 

weaknesses are common in the non learning-disabled population. However, the 

severity of those weaknesses can reveal information-processing deficits that 

constitute learning disabilities. 

The WJ-R made important contributions to my understanding of the 

participant in this case study, contributions that would not have been possible 

with the WAIS-R and the WRAT3. They also would not have been possible if I 

would have relied solely on school records, as her struggles with academic skills 

had never been documented. It was important for me to remember that aptitude-

achievement discrepancies and intracognitive scatter are no longer considered to 

necessarily differentiate one who has a learning disability from one who does not. 

And intracognitive scatter may just be normal. 

Emergent Patterns 

When I felt that I comprehended the participant's current functioning, life 

history, and cognitive and achievement strengths and weaknesses well enough 
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to identify patterns in her experience, I began to review the entire process. The 

interviews, archival material, and behaviour observations were considered for 

prevailing patterns or themes. All of the Brown ADD Scales were analyzed and 

interpreted according to the procedures outlined in the manual. Factor analysis 

of the WJ-R24 provided scores that were considered in terms of patterns (e.g., 

inconsistencies in auditory tasks). Aptitude-achievement and intracognitive 

discrepancies were considered as part of a learning disabilities evaluation.25

In the interest of differential diagnosis, I asked myself many questions 

about how the symptoms were linked to disorders, or explanations, other than 

ADD. I continued to ask questions until I arrived at the best explanation for the 

participant's symptoms. At this point I had discovered, understood, and recorded 

the ways in which ADD informed the life of the participant, and I was ready to 

portray the dancer and her dance, and decide how well psychoeducational 

assessment had been able to know one from the other. 

The psychoeducational assessment of ADD is a search for hard evidence 

of its presence in childhood, that it continues to cause impairment in multiple 

settings, and whether or not the symptoms can best be described by something 

other than ADD. This evidence, if it exists, will be found in the life history and in 

the assessment of current functioning. The clinician has to be intuitive enough to 

follow wherever the history leads. There is no one-size-fits-all assessment 

process. Differential diagnosis has to remain foremost in the clinician's mind: If 

there are indications of obsessive or addictive behaviours, then the assessment 

241 have taken Levels 1, 2, and 3 in the administration, scoring, and interpretation of the WJ-R. 
251 have Saskatchewan Special Education qualifications. 

-93-

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission. 

to identify patterns in her experience, I began to review the entire process. The 

interviews, archival material, and behaviour observations were considered for 

prevailing patterns or themes. All of the Brown ADD Scales were analyzed and 

interpreted according to the procedures outlined in the manual. Factor analysis 

of the WJ-R24 provided scores that were considered in terms of patterns (e.g., 

inconsistencies in auditory tasks). Aptitude-achievement and intracognitive 

discrepancies were considered as part of a learning disabilities evaluation.25

In the interest of differential diagnosis, I asked myself many questions 

about how the symptoms were linked to disorders, or explanations, other than 

ADD. I continued to ask questions until I arrived at the best explanation for the 

participant’s symptoms. At this point I had discovered, understood, and recorded 

the ways in which ADD informed the life of the participant, and I was ready to 

portray the dancer and her dance, and decide how well psychoeducational 

assessment had been able to know one from the other.

The psychoeducational assessment of ADD is a search for hard evidence 

of its presence in childhood, that it continues to cause impairment in multiple 

settings, and whether or not the symptoms can best be described by something 

other than ADD. This evidence, if it exists, will be found in the life history and in 

the assessment of current functioning. The clinician has to be intuitive enough to 

follow wherever the history leads. There is no one-size-fits-all assessment 

process. Differential diagnosis has to remain foremost in the clinician’s mind: If 

there are indications of obsessive or addictive behaviours, then the assessment

24l have taken Levels 1,2, and 3 in the administration, scoring, and interpretation of the WJ-R. 
x l have Saskatchewan Special Education qualifications.

-93-

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



looks for answers in those areas. Each person is different and the evaluation 

should reflect this. 

The process is all about listening and watching accurately in order to write 

an evaluation report that reflects as close to the truth as possible how ADD has 

influenced, and continues to influence, this person's life story. The key to a 

credible psychoeducational evaluation of ADD is the longitudinal documentation 

of symptoms, use of broad-spectrum and more narrowly focussed rating scales, 

results of current informal and formal assessments, and sound professional 

judgement. With all of these things in place, it is quite likely that the clinician will 

know the dancer from the dance. 
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Chapter 4 

IS THERE A DANCER AND A DANCE? 

When Bruce Mason, in The Bic Rock Candy Mountain, first takes pen to 

hand in his attempt to characterize the contradictions that are his father, he 

writes: 

The understanding of any person is an exercise in genealogy. A 
man is not a static organism to be taken apart and analyzed and 
classified. A man is movement, motion, a continuum. There is no 
beginning to him. He runs through his ancestors, and the only 
beginning is the primal beginning of one cell in the slime. The 
proper study of mankind is man, but man is an endless curve on 
the eternal graph paper, and who can see the whole curve? What 
is my father? What is my mother? What is my brother? What am 
I? (p. 436) 

Like Bruce Mason, I have taken pen to hand in an attempt to understand 

Crystal, a woman 18 years of age. Out of respect for her as a dynamic 

organism, I acknowledge that what I write today may be only more or less true 

tomorrow. This is her story as revealed through psychoeducational assessment. 

Discovering Current Functioning 

The process proceeded upon receipt of approval from the ethics 

committee (see Appendix E). The goal of this initial stage of the ADD evaluation 

was to answer the following questions: 

• How does Crystal view her problem? 

• Do the scores on the screening instruments fall within the threshold that 
indicates the need for further evaluation? 

• Are there any indications of substance abuse? 
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• Does she appear to have impaired functioning in terms of the general 
population? 

• Are there any indicators of a comorbid disorder? 

I began with a preliminary session, and then administered screening 

instruments as a means of assessing Crystal's symptoms and the degree to 

which they are causing impairment in her daily functioning. 

Preliminaries 

Crystal had just graduated from high school and recently turned 18 years 

old when she decided to be the participant in this case study. She hoped that it 

would help her sort out some of the confusions she had lived with all her life: 

"Something is wrong with me and I can't stand it anymore. I don't know. I don't 

know who I am or what's wrong with me." Mainly, she wanted to deal with her 

problems because of the terrible toll her irritability and rages were taking on her 

parents. She was concerned that her mother was breaking after years of 

intensively supporting two challenging children. 

Crystal is frustrated with the poor control she has of her behaviour, in spite 

of desperately wanting to ease the strain on her parents. She views herself as 

abusive to parents who have loved and cared for her without fail. She also feels 

totally reliant upon them, and is beginning to wonder how she will manage as an 

independent adult. These concerns are intensified by fear that her behaviour is 

alienating her boyfriend. 

In this first meeting, with the Letter of Consent as a guide, I acquainted her 

with the nature of my research, summarizing the psychoeducational assessment 

process. I provided her with an estimate of the time commitment asked of her, 
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with the nature of my research, summarizing the psychoeducational assessment 
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and I explained the safeguards to be put in place to honour her privacy and 

anonymity. I asked how she felt about an informant of her choosing completing 

conjoint reports that would help me understand her, and she eagerly agreed to 

have her mother contribute to the process. 

I asked her about providing me with archival material like report cards, 

journals, diaries, achievement awards, or anything else she could make 

available. I explained that I needed to understand her situation in terms of her 

entire 18 years. This was not a problem: She and her mother had kept 

meticulous records of this tumultuous childhood. Her childhood exists in 

hardcopy; for the most part, memory has failed to register her early life. Her 

memories begin around Grade 5. She sensed early on that in order to make her 

life real she had to record it, and so she did. 

She signed the Informed Consent (see Appendix F). We agreed upon the 

date and time of our next meeting. Before leaving, she selected pseudonyms for 

herself, her family, and boyfriend. She relished this opportunity, and after some 

thought, arrived at her decision. She would be Crystal; her mother, Carol; her 

father, Gary; Robbie, her brother; and Mark would be her boyfriend. We were to 

begin the assessment in two days, and she was eager to get started. My notes 

on this first meeting read as follows: 

Crystal is a thin, meticulously groomed young woman. She is very 
discouraged about her out-of-control behaviour. She cannot 
understand why she continues to hurt her parents when she always 
plans to do otherwise. She speaks very quickly, struggles to find 
language to express her confusion, and needs to have things 
repeated in different ways in order to understand. Her locus of 
control appears to be external: She defines herself only in terms of 
how others view her. She is threatened by the impending 
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departure of her boyfriend to a school in another province, even 
though that will not happen at least for another year, if it happens at 
all. She is also threatened by the diminishing ability of her parents 
to cope with her behaviour. It distresses her that her friends all 
know what they want to be and she cannot decide. All plans for the 
future hinge upon what will be best for her relationship with Mark. 

Throughout this discussion she consistently demonstrated 
all-or-nothing thinking: Things are good or bad, and she is happy 
or unhappy; when she makes a mistake, she's stupid; if she feels 
jealous, she is a terrible girlfriend. She wants things in her life to be 
one way or its opposite. Her discomfort with having to be an adult 
now that she has finished school is obvious. She admits to having 
sobbed inconsolably on her final day of high school. The thought of 
no longer being a "kid" terrifies her. She genuinely seems to want 
to change, but does not know where to start. A physician has 
revisited her childhood diagnosis of ADD, and she is committed to 
this assessment. 

After two days, Crystal and I met again. I began to get to know her 

through the checklists that are standard in the assessment of adult ADD. My 

intent was to establish rapport with her, get a general sense of how she was 

functioning, and collect markers for exploration in the clinical interview. 

Brown ADD Scale for Adults 

This scale screens for cognitive and affective symptoms commonly 

associated with ADD. These symptoms are to have been present within the last 

six months. Her total raw score was 50, and 40 to 54 indicates ADD probable 

but not certain. The dusters are reported in T-scores: A T-score of 65 or higher 

indicates significant problems: 

• Organizing and activating for work: difficulties in getting organized and 

started on work-related tasks; problems in activating for daily routines = 68 

• Sustaining attention and concentration: problems in sustaining 

attention to work-related tasks; daydreaming/distractibility when listening 
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or doing required reading = 51 

• Sustaining energy and effort: difficulties in keeping up consistent 

energy and effort for work-related tasks; daytime drowsiness; slow 

processing of information; inconsistent work production = 

• Managing affective interference: difficulties with irritability, depressed 

mood, or hypersensitivity to criticism; shyness; temper outbursts = 80 

• Utilizing "working memory" and recall: difficulties in memorizing or in 

recalling learned materials; forgetfulness; problems keeping track of 

needed materials = 55. 

Administering this instrument orally was worthwhile, as many of the items 

led to discussions that add meaning to these T-scores. As an example, the 

'sustaining energy and effort' score may be understated. She manages to 

complete things she starts, but at a great emotional cost. Her effort fades when 

she is doing a task, but she forces herself to complete what she starts. 

As well, the "sustaining attention and concentration' score may be 

underestimated. She rarely allows herself to be in a situation where sustained 

attention and concentration are required (e.g., reading books, or following 

complex instructions); however, she over-focusses on relationships. Crystal has 

far more problems with working memory than the score of 55 indicates. She 

accommodates for forgetfulness by list-making, and by over-focussing on things 

that need to be remembered; however, this system is not foolproof (e.g., when 

conscientiously trying to remember her purse, she forgets her books). Her list-

making frequently fails her as well, because she has trouble decoding her jot 
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notes. Her sense of time has been affected by her inefficient working memory, 

and she is always "running a little behind." 

Utah Criteria for the Diaanosis of ADHD in Adults 

The Utah Criteria require hyperactivity to be present for a diagnosis of 

ADHD. Wender created these criteria for research purposes, and he intended for 

them to identify a homogeneous group. Wender requires the presence of A.1 

and A.2, and at least two of the five characteristics listed in B: 

• A.1. Hyperactivity (restlessness, fidgetiness, or a resistance to sedentary 
activities) 

• A.2. Impaired concentration (distractibility, frequent forgetfulness, 
inattentiveness) 

• B.1. Affective lability (frequent mood changes, easily bored or 
discontented) 

• B.2. Hot temper (cools off quickly and does not brood) 
• B.3. Inability to complete tasks, and disorganization 
• B.4. Stress intolerance (excessive reaction to the ordinary daily stresses) 
• B.S. Impulsivity (talking before thinking, impulse buying, impatient, 

interrupting others). 

Crystal indicated that she meets all of the above criteria. Some 

explanation is required of B.3 and B.S. As previously explained, she completes 

tasks, but at great emotional expense. Organization is a challenge to her, yet 

she is a perfectionist in organizing schoolwork. Schoolwork was always 

completed on time, after a great deal of effort, but never to her satisfaction. Her 

high school teachers probably were unaware of her difficulty in getting organized 

and activated for work. 

B.5 needs to be clarified, as Crystal is a mix of both rash and unduly 

cautious behaviour. She is verbally impulsive, but excessively careful about her 
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personal safety. Her verbal impulsiveness got her into a great deal of difficulty in 

elementary school. She has many fears (e.g., health, safety, and abandonment) 

that restrict her life, and cause her anxiety: "I want to learn to take risks," she 

told me. "What kind of risks'?" I asked. "Like staying home alone," she 

answered. 

B.1, B.2, and B.4 are areas of severe dysfunction for Crystal. Her moods 

and rages have always been a problem, but they have intensified since 

graduating from high school last June. Her brother is well-attuned to her short 

fuse, and he can ignite it at will, and so he does. Each of the Wender Criteria is 

a source of impairment in her current functioning. 

Checklist for DSM-IV Diaanostic Criteria 

The DSM-IV has two sets of symptom lists, one for inattention and one for 

hyperactivity-impulsivity. For a diagnosis of ADHD, inattentive type, 6 of 9 

symptoms must be present, and for a diagnosis of the hyperactive-impulsive type 

6 of 9 symptoms must be present. She positively endorsed 3 of the inattention 

symptoms (difficulty organizing, problems sustaining mental effort, and frequently 

losing things), and 7 of the hyperactivity-impulsivity symptoms (fidgets, easily 

bored, often "on the go," talks excessively, blurts out, has difficulty waiting her 

turn, often interrupts). According to the DSM-IV, she meets the criteria for a 

diagnosis of ADHD, predominantly hyperactive-impulsive type. 

I must clarify her responses to these criteria. Three of the inattention 

items not endorsed (e.g., often does not listen when spoken to directly), I found 

to be markedly present throughout the evaluation. A fourth item not endorsed 
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(easily distracted by extraneous stimuli) is actually present; she is highly 

distracted by relationship issues and negative thoughts. She did not endorse a 

fifth item concerning her difficulty sustaining attention in work-related tasks, as 

she has a strong work ethic and, no matter what it takes, she fulfills her 

obligations. On one hand, I consider her to meet the inattention criteria; on the 

other hand, she endorsed the three criteria for impulsivity, two that describe 

verbal impulsivity, and the third that describes impatience. Even though risk-

taking is considered to be the kind of impulsivity that is characteristic of ADD, it is 

not queried in these criteria. Anyway, Crystal would not be considered impulsive 

in the risk-taking sense of the word. I would conclude, as would the informant, 

that she meets DSM-IV criteria for ADHD, combined type. 

Burns Depression Checklist 

Crystal seemed quite negative about herself, and I asked if she was 

depressed. She shrugged in response. It was becoming clear to me that she 

has difficulty identifying her feelings. If I pressed her to tell me how she felt, she 

would squirm in her seat and say, "I don't know' in a whining-like tone. Crystal 

expresses strong body language (squirming, grimacing, and twisting) and voice 

tones (a high-pitched whine) when trying to describe her thoughts or feelings. 

Throughout the assessment process, this would be her standard response to any 

challenging metacognitive or auditory task. 

It took an unusually long time to get through the checklist because her first 

response to each item was "I don't know." She truly seemed to "not know." Her 

score was 26, and moderate depression falls in the range of 21 to 30. After 
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discussing what the 26 could mean, I told her that we would do the checklist 

again the next day when she returned to continue the assessment. The next day 

her score was 7, indicating normal, but unhappy. I learned that her moods are 

extreme, fluctuating frequently. The checklist revealed that she feels sadness, 

inferiority, guilt, indecisiveness, and irritability "a lot.* She also indicated that 

there had been a considerable reduction in her appetite over the last couple of 

months; this triggered some concern, as I had noticed her perfectionist 

tendencies. I noted this for consideration in the clinical interview. 

Bums Anxiety Inventory 

Her score on this inventory was 52 (the 51 to 99 range of scores indicates 

extreme anxiety or panic). She experiences the physiological signs of anxiety: 

restlessness, racing pulse, and light-headedness. The inventory led into a 

discussion of her fears that are related to being left alone and being disapproved 

of or criticized. She has no faith in her self-reliance, and is concerned about 

being on her own. Anxiety and panic will be further explored in the clinical 

interview. 

Checklist for Codeoendent Characteristics 

I chose to administer this checklist because Crystal appears to envision 

herself only in the context of a relationship in which she assumes the other 

person's misfortunes. She assigns herself a passive role in this phenomenon, as 

a "magnet" for troubled souls. Although, she is beginning to consider that she 

may actively pursue the negative, and this concerns her. When I asked for a 

description of her, she did so in terms of how others think of her. Her best 

-103-

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission. 

discussing what the 26 could mean, I told her that we would do the checklist 

again the next day when she returned to continue the assessment. The next day 

her score was 7, indicating normal, but unhappy. I learned that her moods are 

extreme, fluctuating frequently. The checklist revealed that she feels sadness, 

inferiority, guilt, indecisiveness, and irritability “a lot." She also indicated that 

there had been a considerable reduction in her appetite over the last couple of 

months; this triggered some concern, as I had noticed her perfectionist 

tendencies. I noted this for consideration in the clinical interview.

Bums Anxiety Inventory

Her score on this inventory was 52 (the 51 to 99 range of scores indicates 

extreme anxiety or panic). She experiences the physiological signs of anxiety: 

restlessness, racing pulse, and light-headedness. The inventory led into a 

discussion of her fears that are related to being left alone and being disapproved 

of or criticized. She has no faith in her self-reliance, and is concerned about 

being on her own. Anxiety and panic will be further explored in the clinical 

interview.

Checklist for Codependent Characteristics

I chose to administer this checklist because Crystal appears to envision 

herself only in the context of a relationship in which she assumes the other 

person’s misfortunes. She assigns herself a passive role in this phenomenon, as 

a “magnet” for troubled souls. Although, she is beginning to consider that she 

may actively pursue the negative, and this concerns her. When I asked for a 

description of her, she did so in terms of how others think of her. Her best

-103-

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



girlfriend would say that she is outgoing, sensitive, a perfectionist, hardworking, 

and interested in people. Her boyfriend would say she is stubborn, competitive, 

and a poor loser. 

She positively endorsed 17 of the 22 characteristics on the codependency 

checklist. The results indicate that she has perfectionist expectations of her 

relationships, and an external locus of control. She defines her worth in terms of 

how others view her, and her interpretation of how others view her is often 

negatively construed. 

When in a relationship, she over-focusses on the other person, and she 

expects the same in return. She incessantly scans her relationships for signs of 

infidelity. It is common to hear Crystal say, "Well, if he really loved me he 

would....lf she were really my best friend she would....lf I go away my parents 

may forget about me." She is concerned that her boyfriend is "pulling away' 

because of her stringent expectations of him. She vacillates from not being sure 

she loves him to being sure that she does love him. She is always certain about 

one thing, and that is her need for him. I asked her why she needs him so badly, 

but she could not explain it. 

Yale-Brown Obsessive Compulsive Scale 

Patterns reflective of OCD and its hallmark, a negative attentional bias, 

were beginning to emerge: excessive worries about her health, needless fears 

for her safety; constant doubting about everything from how she looks to whether 

or not her family loves her; and an insatiable need to have her hair, clothes, and 

all of her relationships "just right." I decided to use the Yale-Brown Obsessive 
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Compulsive Scale (YBOCS) in an informal way, pulling out relevant criteria as 

focal points for discussion. 

I presented her with a checklist item that, in the course of our 

conversations, she had positively endorsed: "Have you felt driven to perform 

certain acts over and over again, such as checking light switches, water faucets, 

the stove, door locks, or emergency brake?" She first responded "No"; however, 

she quickly reconsidered with "I don't know," accompanied by the strong body 

language and tone of voice that I previously described. Earlier, she told me of 

repeatedly checking that doors are locked and the stove turned off. When I 

reminded her of this, she said "Oh, that's what that means," and readily 

acknowledged that she is driven to repeatedly check some things. It did not 

seem that the nature of the thoughts and feelings were upsetting; rather, it was 

bothersome for her to identify and express them. It was beginning to appear that 

she has limited self-awareness, her vocabulary is weak and she struggles to find 

appropriate language, and that she is too restless to pursue the difficult task of 

matching thoughts to language. I decided to forego the administration of the 

YBOCS for the moment. 

Informant 

Crystal arranged for her mother, Carol, to meet with me. Our meeting 

began with a description of my research, and a review of the Informed Consent 

(see Appendix G) that I had prepared for her. She signed the consent form. 

Then, we worked through the conjoint counterparts to the checklists and rating 

scales already completed by Crystal. 
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Then, we worked through the conjoint counterparts to the checklists and rating 

scales already completed by Crystal.
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Crystal's responses to the Brown ADD Scales had resulted in a total T-

score of 50, indicating possible ADD; her mother's responses totalled 55, 

indicating highly probable ADD. They were in basic agreement, except Crystal 

sees herself less impaired than Carol does in sustaining attention and 

concentration or in keeping track of belongings and tasks that need to be done. 

Other conjoint reports that Carol responded to during this meeting are reported in 

the next section on past functioning, as is the content of two lengthy discussions I 

had with her. 

Crystal had fondly described her parents as unfailingly loving and devoted 

to her and Robbie. During the time I spent with Carol, I found no reason to 

dispute this. Carol recognized early on that her daughter had more challenges, 

and was more challenging, than other children. After 18 gruelling years, she is 

feeling fragile. Crystal, like most young people, has never considered her mother 

mortal and subject to burnout, until now. 

At the breaking point, Carol told Crystal that she could no longer take 

things the way they were. Concerned, Crystal responded by seizing this 

opportunity to be assessed, and she was eager to have her mother participate in 

the assessment. Carol was a perceptive and articulate informant, and these are 

her concerns about Crystal's current functioning: 

• Her irritability and rages undermine the family's quality of life, and put 

every relationship she has, or will ever have, in jeopardy. 

• She over-focusses on individuals with whom she has relationships. She 

sets up rigid expectations for these people and when they vary from them 
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she is irritated or furious. She expects total devotion from people 

designated as friends. 

• She has poor control over her emotions, and yet attempts to have 

excessive control of her body image, events, and people around her. As 

an example, when she buys a friend a birthday gift, she puts her whole 

heart and soul into it. The gift-giving is a meticulously conceived and 

executed procedure. The gift is artistically wrapped and presented in a 

celebratory manner. When her friends do not approach her birthday with 

the same attention to detail, she is furious and feels slighted. She sets 

herself up for disappointment with her unrealistic expectations of others, 

and of herself. 

• In spite of over-focussing on her friends, she is inattentive to the world 

around her. She has had a life rich in experiences, but it is as if they 

never happened. Crystal remembers very little of her life and seems 

naively unaware of the happenings in the world around her. She has been 

hyperactive and impulsive all her life, and in her frenzy has not 

apprehended the external world. 

Carol views her daughter as a mass of contradictions: over-focussed and 

under-focussed; loving, but frustrated and angry; controlling of others, but with 

limited self-control; poor emotional control but rigid moral standards. She senses 

despair in Crystal that comes from turning 18 and recognizing that the world does 

not make the same allowances for an adult as it does for a child. Carol is 

concerned for her daughters future, both in terms of the work world and her 

-107-

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission. 

she is irritated or furious. She expects total devotion from people 

designated as friends.

•  She has poor control over her emotions, and yet attempts to have

excessive control of her body image, events, and people around her. As 

an example, when she buys a friend a birthday gift, she puts her whole

heart and soul into it. The gift-giving is a meticulously conceived and

executed procedure. The gift is artistically wrapped and presented in a 

celebratory manner. When her friends do not approach her birthday with 

the same attention to detail, she is furious and feels slighted. She sets 

herself up for disappointment with her unrealistic expectations of others, 

and of herself.

•  In spite of over-focussing on her friends, she is inattentive to the world

around her. She has had a life rich in experiences, but it is as if they 

never happened. Crystal remembers very little of her life and seems 

naively unaware of the happenings in the world around her. She has been 

hyperactive and impulsive all her life, and in her frenzy has not 

apprehended the external world.

Carol views her daughter as a mass of contradictions: over-focussed and 

under-focussed; loving, but frustrated and angry; controlling of others, but with 

limited self-control; poor emotional control but rigid moral standards. She senses 

despair in Crystal that comes from turning 18 and recognizing that the world does 

not make the same allowances for an adult as it does for a child. Carol is 

concerned for her daughter's future, both in terms of the work world and her

-107-

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



her personal relationships. She is encouraged that for the first time, Crystal is 

taking a look at herself and recognizing where adjustments need to be made. 

Prior to this, she appeared incapable of self-assessment. 

During this meeting I showed Carol Dr. Leimkuhler's (1994) list of 

personality styles associated with ADD (see Appendix H). I asked her if there 

was a set of characteristics on the list that distinctly applied to Crystal. Without 

deliberation she indicated the obsessive-compulsive personality style. Crystal is 

rigid, inflexible, ruminative, indecisive, perfectionistic and controlling. ADD, 

coexisting with this personality profile, is typical of a differential diagnosis of 

obsessive-compulsive disorder and overanxious disorder. 

I felt that I had reached a strong comprehension of Crystal's current 

functioning, and that I was ready to consider her past. This comprehension 

included a sense of her adaptive functioning in terms of personal and community 

independence. If I did not have a clear sense of her adaptive behaviour, I would 

have administered the Scales of Independent Behaviour (SIB) (Bruininks, 

Woodcock, Weatherman, & Hill, 1995). 

Discovering Background 

In the evaluation of ADD, the past is evoked to illuminate the present. 

Crystal's past is presented as a composite of perspectives: hers, her mother's, 

and her teachers'. Crystal's perspective was arrived at through the 

semistructured clinical interview. I have attempted to record these perspectives 

as accurately as possible. 

The purpose of getting background information was to answer the 
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following questions: 

• To what degree were the symptoms of ADD present in her childhood? 

• What evidence is there that these symptoms persisted outside of home? 

• What interventions were tried in childhood? What were their outcomes? 

• Is there anything other than ADD that could account for Crystal's 
symptoms? 

Wender Utah Retina Scale 

Crystal's memory of childhood specifics is minimal, but she does have 

impressions of her elementary school years, starting in Grade 5. This scale 

asked Crystal to rate her behaviour between the ages of 6 and 10. She scored 

127 on the rating scale. Norming information on the scale shows that women 

without ADD have a mean score of 8.5 and women with ADD have a mean of 

65.8. The scale reveals that she remembers being very much the following: 

active, anxious, fidgety, sensitive, sad, hot-tempered, impulsive, regretful, 

unpopular, stubborn, disobedient to her parents, and angry. She also admits to 

having very little self-control and very low self-esteem. She feels that she was 

quite a good student, although she read somewhat slowly and had some trouble 

with mathematics. 

Carol completed Wender's Parents' Rating Scale concerning Crystal's 

behaviour between the ages of 6 and 10. The total score was 25. In the norming 

sample only 1 percent of normals scored 16 or higher. Carol rated Crystal at the 

most severe end of the scale in overactivity, impulsiveness, disruptiveness, short 

attention span, and frustration. The remainder of the items on the scale were 

given the second highest rating: fidgeting, inattention, crying, quick mood 
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changes, and temper outbursts. 

Semistructured Clinical Interview 

Family background. Crystal's parents, Carol and Gary, are both 

university educated, but have chosen to run the family farm. They are very 

knowledgeable about ADD. Crystal's brother, Robbie, has been treated for ADD 

for several years. He is three years his sisters junior. 

Carol did not smoke, drink alcohol, or take drugs during her pregnancy. 

The pregnancy and delivery were normal. There are high standards of nutrition 

in the home; however, Crystal has always been a poor eater. Carol has been a 

homemaker since the children were born, and is an active volunteer in her 

community. The family life is structured, but not rigid. 

Crystal feels that her father, and perhaps his brother, are undiagnosed 

ADD. She has one cousin, on her fathers side of the family, diagnosed with 

ADD. There are no known psychiatric problems on either side of the family, 

although, there is little information available about Gary's family, as his parents 

died in middle-age. There appears to be at least one person in the paternal 

extended family with an eating disorder, and others who are hyperactive and 

impulsive. 

Carol was raised in a hard-working, farm family. She has one sister who 

was diagnosed in adulthood with a thyroid disorder. Crystal has always had a 

close relationship with her maternal grandparents. Her grandfather died recently, 

and her grandmother continues to be an important part of her life. Crystal often 

senses that her grandfather is watching her, and because of this she is very 
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ashamed when she does something that would displease him. The grandfather 

was a highly moral individual, but in an unobtrusive, nondogmatic way. 

Crystal's brother has ADD and a learning disability in reading and written 

language. His mother has worked with him throughout his school life, and now 

he is nearly finished high school and doing well. He is bussed to an out-of-

district school so he can receive tutorial assistance, and at home has a computer 

program which somewhat accommodates for his written-language deficits. He is 

reading quite well now, but dyslexia continues to be apparent in his spelling. 

Robbie has a strong aptitude for science and mathematics. 

Robbie takes methylphenidate (Ritalin) on school days, but is 

unmedicated evenings and weekends. His behaviour is a major source of 

irritation for Crystal, as she sees him only when he is unmedicated. Crystal was 

nearly three when he was born, and she was intensely jealous of him. When 

Carol was feeding the baby, Crystal would go to the china cabinet, threatening to 

empty its contents on the floor. The conflict between the two siblings remains 

intense. Carol tells of taking the two of them for walks when they were young 

children, both screaming the entire time. 

Crystal was a colicky baby and a difficult child: hyperactive, irritable, 

demanding, jealous, and rejected by other children. She did not sleep through 

the night until she was three years old. In response to the colic and severe 

behaviours exhibited in early childhood, her parents tried many things, including 

elimination diets, in hopes of identifying possible allergens. Finally, it was 

medically determined that she is allergic to grass, moulds, and dust. 
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Crystal has always had an unusual need for attention. Because her 

emotions are externalized, it is obvious when she wants more attention than she 

is getting. For many years, while Gary was at work, Carol chased after two 

hyperactive children, and met Crystal's inordinate demands for attention as best 

she could. Carol is a quiet person, and Crystal credits her with endless patience. 

Since her children were born she has been the calm in the centre of a storm. 

Crystal has great respect for both her parents, but she is in awe of her mother's 

fortitude, tenacity, and serenity. 

School/social history. Crystal has a severe deficit in social cognition 

that has been present since early childhood; she had few friends in preschool 

and elementary school. Throughout her early school years there were bouts of 

stealing, some of which her parents knew about and dealt with, and others they 

were not aware of until now. Carol recognized her daughters social difficulties, 

and in response put her in many activities, including preschool. Crystal could not 

get along with other children. Preschool was a nightmare with one parent 

wanting Crystal removed from the school. Carol managed to keep Crystal in the 

school, but it was just the first of many negotiations that she would engage in on 

Crystal's behalf. 

In elementary school, Crystal was a behaviour problem due to blurting out 

and hyperactivity, as well as hypersensitive responses to events and people. 

Her elementary school reports indicate severe relationship problems with peers. 

These reports speak for themselves: 

• Grade 1: Crystal is a complex, erratic little girl. Her impulsive 
behaviour makes life difficult for herself and her classmates. 
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Unfortunately, this behaviour is beginning to affect her academic 
progress. She is not listening to lessons and instructions as effectively 
as is necessary. Her frustrations tend to make her rush through her 
work without much care or attention. 

• Grade 2: Behaviour has been a serious problem at times. Crystal can 
be such a charming little girl one day and then the next she becomes 
an overly aggressive, totally uncooperative little character who cannot 
be motivated or cajoled to do anything. She has difficulty grasping 
new concepts, no doubt because of a lack of attention to tasks. 

• Grade 3: Crystal is a very creative little person. I am so pleased with 
her ingenuity in all class assignments. You are a good student, 
Crystal. Remember to think of others too. 

• Grade 4: Crystal needs to work on her interpersonal skills. 

• Grade 5: Crystal takes pride in doing her work well. She is 
overanxious and worries about her work at times, which is probably 
indicative of a lack of self-confidence. She continues to have 
difficulties in her relationships with other students. She requires a 
great deal of attention, guidance, and encouragement from all of us. 

• Grade 7: I have yet to find a really good way to "slow Crystal down" 
when things get tense. Crystal and all kids her age need to pause and 
reflect on how others see their behaviour. She tends to damage her 
relationships with other students (and me) when she is overtired or 
stressed. She speaks of arguments as if they were a necessary part 
of her day. I hope to give her opportunities to develop her special gifts 
through cooperative projects, etc. She is very high strung and seems 
to have a very quick metabolism. She really needs to get the 
maximum rest and nutrition to avoid getting run down. Congratulate 
her on how mature and responsible she has been. 

In Grade 5, the school prinicipal asked the educational psychologist to see 

Crystal because of her poor social relations. In Grade 7 she was nearly expelled 

for her inappropriate classroom behavior (blurting out, never in her seat, 

aggravating peers, hypersensitivity to people and events). In response, her 

family took her to a pediatrician who diagnosed ADHD and prescribed Ritalin. 

She was also referred to Child and Youth for self-esteem counselling. 

-113-

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission. 

Unfortunately, this behaviour is beginning to affect her academic 
progress. She is not listening to lessons and instructions as effectively 
as is necessary. Her frustrations tend to make her rush through her 
work without much care or attention.

•  Grade 2: Behaviour has been a serious problem at times. Crystal can 
be such a charming little girl one day and then the next she becomes 
an overly aggressive, totally uncooperative little character who cannot 
be motivated or cajoled to do anything. She has difficulty grasping 
new concepts, no doubt because of a lack of attention to tasks.

•  Grade 3. Crystal is a very creative little person. I am so pleased with
her ingenuity in all class assignments. You are a good student, 
Crystal. Remember to think of others too.

•  Grade 4: Crystal needs to work on her interpersonal skills.

•  Grade 5: Crystal takes pride in doing her work well. She is
overanxious and worries about her work at times, which is probably 
indicative of a lack of self-confidence. She continues to have 
difficulties in her relationships with other students. She requires a 
great deal of attention, guidance, and encouragement from all of us.

•  Grade 7: I have yet to find a really good way to "slow Crystal down”
when things get tense. Crystal and all kids her age need to pause and 
reflect on how others see their behaviour. She tends to damage her 
relationships with other students (and me) when she is overtired or 
stressed. She speaks of arguments as if they were a necessary part 
of her day. I hope to give her opportunities to develop her special gifts 
through cooperative projects, etc. She is very high strung and seems 
to have a very quick metabolism. She really needs to get the 
maximum rest and nutrition to avoid getting run down. Congratulate 
her on how mature and responsible she has been.

In Grade 5, the school prinicipal asked the educational psychologist to see 

Crystal because of her poor social relations. In Grade 7 she was nearly expelled 

for her inappropriate classroom behavior (blurting out, never in her seat, 

aggravating peers, hypersensitivity to people and events). In response, her 

family took her to a pediatrician who diagnosed ADHD and prescribed Ritalin. 

She was also referred to Child and Youth for self-esteem counselling.

-113-

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



The Ritalin made an enormous difference in her life; for the first time she 

made friends and had somewhat more stable family relations. She says she had 

a good two years at school (not quite as good at home).26 By Grade 9 she was 

attending a high school in the closest community to the family farm and had 

decided not to take Ritalin because she wanted to be herself. 

By Grades 10 and 11 her situation had deteriorated. She over-focussed 

on newly acquired friends, some of whom had behaviours that conflicted with her 

moral code. Along with her new friends, she was arrested for shoplifting. When 

Carol responded to a call to claim her daughter, she found Crystal in the security 

room in tears over what she had done. Carol and Gary made Crystal face the 

consequences of her actions, and she was required to attend a police course on 

the effects of shoplifting. Her family objected to these new friends, but she 

belligerently and vociferously rejected their concerns. At times, her moods were 

out of control, especially at home. Her response was to avoid family 

confrontations by isolating herself in her room. 

In Grade 11, after a series of crises, Crystal saw a physician who 

prescribed Effexor (an antidepressant) and Dexedrine (a psychostimulant). 

Initially, her family observed positive effects from the medications; however, 

when she began to resist taking them as prescribed her behaviour deteriorated. 

Family counselling attempts at this time were not successful. 

In Grade 12 she began a relationship with 17 year-old Mark, who 

reportedly has also been diagnosed with ADHD. Over-focussing on friends was 

26Schachar, Tannock, Cunningham, and Corkum (1997) found that methylphenidate improves 
ADHD symptoms during the day, but the medication loses its effect by the end of the day. 
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replaced by over-focussing on her boyfriend. This over-focussing on Mark is 

interfering with making a vocational decision; she confines her options to what is 

best for her relationship with him, even though that relationship is precarious. 

This relationship continues, but it is one of the reasons that she has sought out 

this assessment. 

In spite of her behaviour, Crystal's capacity for love and compassion has 

never been in question. Teachers frequently noted her sincere regret for her 

inappropriate behaviour. Her parents often wonder how, in the absence of 

frustration, Crystal can be such a joy, and when frustrated such a sorrow. 

Psycholooical/osvchiatric history. This information came from Crystal's 

and Carol's responses to the semistructured clinical interview and the questions 

on the Brown Screener for Comorbid Disorders. Many areas were queried; I 

have reported only significant responses. 

• Sleeping and eating 

She has always been a picky eater and a poor sleeper. She did not 

sleep through the night until she was 3 years of age. She still has difficulty 

falling asleep because of racing thoughts. In the past, Carol blamed 

Crystal's poor eating on dental problems27 that may have made it difficult 

for her to eat. She is beginning to have some concerns about the 

possibility of an eating disorder. Crystal weighs 100 pounds and is 5'6" 

tall. This will be noted in the report so the doctor will be aware of it. 

27In order to address these dental problems her jaw had to be broken. Carol and Gary did not 
want to put her through that. 
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• Anxiety 

Crystal experienced varying degrees of panic attacks in elementary 

school, and visited the emergency department at the hospital because of 

one of them. She frequently worries about things that would not concern 

others (e.g., she stepped over a propane tank and then ruminated about 

what would have happened if she had hit the tank with her foot). One of 

her panic attacks occurred in Grade 4 at school as a result of viewing a 

film about menstruation. She was hysterical, left the classroom, and ran 

home. Her mother was aware of this phobia and had been approaching 

the subject cautiously. When Crystal actually began menstruating she 

responded with intense anger and revulsion. It was a difficult time for both 

mother and daughter. 

Extreme separation anxiety as a child made it impossible for her 

parents to promote her independence. Carol and Gary sent her to 

summer camp, and ended up being asked by camp organizers to pick her 

up and take her home. She still cannot go away from home without 

getting terribly homesick. Her parents have asked her to move out of the 

family home if her behaviour does not improve, but she feels that she has 

not learned to take care of herself well enough to move out. 

As a child, she repeatedly checked her pockets before going to 

bed, and insisted on her nightgown lying very flat against her body. 

Currently, she repeatedly checks to see if doors are locked or the stove is 

off, and she cannot sleep unless her nightgown is wrinkle-free and lying 
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flat against her body. She has perfectionist expectations of relationships, 

of herself, and of life in general. She gets very anxious when things are 

not the way she expects them to be. Typically, she latches on to the 

worst-case scenario and will not let it go. 

She recently worked at a fast food outlet, and her perfectionism got 

in the way of her job. She insisted on precision, and she had difficulty 

catching on to procedures. She has had other more slowly paced jobs at 

which she has been successful (e.g., like her current job of clerking in a 

retail outlet). Morbid thoughts about herself and her family dying and 

decaying enter her mind and she cannot stop them. This is one of the 

reasons she has a difficult time getting to sleep. She rubs the top of her 

fingernails in a tic-like fashion. Concerns about health issues and her 

appearance are excessive: On hearing a siren, she checks her body to 

see if she is injured; she repeatedly seeks the opinions of others about 

how she looks, but will not accept the compliments she receives. 

• Moods 

Crystal has frequent mood shifts (several per day). She alternates 

from excitement to disappointment, rather than euphoria to depression. 

She is highly sensitive to her interpretation of people and events, and 

responds to anything she perceives as negative with poor control over her 

emotions. For instance, she was furious with Mark when, according to 

her, he tried to be the centre of attention at her birthday party. She 

thought that he was purposely trying to ruin her special day, and she flew 
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into a rage, reproaching him for his thoughtlessness. 

There is no in-between for Crystal; she is either happy or sad. Her 

depression scores fluctuate from day to day. When she gets down for a 

few days, it is usually the result of a self-dug hole in her life (e.g., worrying 

about whether or not she is responding appropriately to the news that her 

boyfriend is going away to school). 

Learnina and lanauaae disorders. Crystal has always found 

mathematics, both computation and word problems, challenging. She and her 

mother do not remember difficulties learning to read, but she now reads slowly 

and comprehends poorly. Her Grade 1 teacher mentioned °phonics problems" 

on a report card. She has a limited vocabulary, considering the highly stimulating 

verbal environment in which she has lived her life, and seems to have difficulty 

understanding oral language. In ordinary daily conversation, she speaks very 

quickly, hardly stopping to breathe. On the other hand, when asked to respond 

specifically to something, she experiences word-finding problems and quickly 

becomes frustrated. 

. Other symptoms. Her anger is quick to rise, but mostly this is directed at 

her family and, increasingly, at her boyfriend. She is generally not physically 

aggressive, although she has hit her brother, and can be threatening at times. 

She denies ever having suicidal or self-mutilation ideation, as she would never 

want to intentionally hurt her parents. She is never manipulative or game-

playing; on the contrary, she is straightforward and sincere. She tries to control 

people, but she does so very directly. Her rigid moral code assures that she 
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does not drink alcohol or take drugs. 

Revisiting OCD. At this point in the assessment, I was even more 

convinced of the need to pursue the presence of OCD. Kleptomania and eating 

disorders have been linked to OCD. Due to the very private nature of some of 

the markers associated with this disorder I decided to wait to pursue them until 

after I had administered the normed tests. Crystal was becoming increasingly 

more trusting of me, and I knew that I could not expect her to disclose intensely 

personal issues unless she was perfectly comfortable. 

Cognitive and Achievement Strengths and Weaknesses 

Cognitive profile. I administered cognitive tests 1 to 14 and 17 to 21 to 

Crystal, resulting in a Broad Cognitive Ability28 score of 116. (See Appendix I for 

a brief description of these tests.) Tests 22 to 27 were administered from the 

achievement battery. Crystal's specific cognitive strengths and weaknesses 

were determined by calculating her standard score range (94 to 124); any 

standard score of 94 or below was designated a weakness, and any score of 124 

or above was designated a strength. Table 4.1 reports the standard score (SS) 

and percentile rank (PR) for each of the tests administered. 

28Broad cognitive ability is the WJ-R's counterpart to the full scale IQ obtained from the WAIS-R. 
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Table 4.1 

Results of Woodcock-Johnson Tests of Cognitive Ability-Revised 

Test Standard Score Percentile Rank 
1. Memory for Names 97 43 
2. Memory for Sentences 107 69 
3. Visual Matching 151 99.9 
4. Incomplete Words 93 31 
5. Visual Closure 119 89 
6. Picture Vocabulary 92 29 
7. Analysis-Synthesis 113 81 
8. Visual-Auditory Learning 151 99.9 
9. Memory for Words 100 50 

10. Cross Out 82 12 
11. Sound Blending 100 50 
12. Picture Recognition 130 98 
13. Oral Vocabulary 95 38 
14. Concept Formation 99 48 
17. Numbers Reversed 118 88 
18. Sound Patterns 116 86 
19. Spatial Relations 107 68 
20. Listening Comprehension 97 41 
21. Verbal Analogies 91 27 

At the individual test level, she showed definite weaknesses on Test 4 

(Incomplete Words); 6 (Picture Vocabulary); 10 (Cross Out); and, 21 (Verbal 

Analogies). She showed borderline weaknesses on Test 1 (Memory for Names); 

13 (Oral Vocabulary); 14 (Concept Formation); and, 20 (Listening 

Comprehension). Her definite strengths were in Test 3 (Visual Matching); 8 

(Visual-Auditory Learning); and, 12 (Picture Recognition). The following 

discussion focusses on the interplay among these tests and reveals Crystal's 

information-processing patterns: 

• Attention 

Attention was a problem for Crystal throughout the testing, and it 
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was obvious when her concentration was lapsing. She is an open book: 

Thoughts and feelings are externalized. If she thinks it she says it; if she 

feels it she shows it. When her concentration broke down, twisting and 

turning in her chair, and in a whine-like voice, she would tell me that she 

had had enough: "How much longer? How many more of these? I can't 

do this! I don't like this! 

Sometimes, she decided to stay with the task and, as if attempting 

to physically pressure her brain into working, she would push her fingers 

into her temples and close her eyes, all the while giving herself oral 

prompts about staying focussed. Any emotional upset in her personal 

relationships further stressed her concentration, and her upsets were so 

frequent that I could not test around them. 

• Visual-spatial processing 

I could see Crystal is an exceptionally strong visual processor, but I 

wanted to explore her visual-spatial skills. This is a domain that the WJ-R 

does not directly tap into, although Spatial Relations does indirectly. I 

thought she had spatial problems because of her poor sense of direction, 

and also, the spatial component of Spatial Relations had given her some 

trouble. 

The WAIS-R subtests, Block Design and Object Assembly, are 

strong measures of visual-spatial processing, and I wanted to see how 

Crystal responded to them. I administered Block Design; however, she 

was too frustrated to tolerate Object Assembly. She scored 1 standard 
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deviation below the mean on Block Design; I was correct about her weak 

visual-spatial processing skills. Attention did not appear to be a factor; 

she seems to have a severe weakness in processing spatial dimensions. 

• Visual processing and sustained attention 

In spite of strong visual processing ability, sustained attention 

demands reduced the strength of Crystal's responses to visual tasks. 

Cross Out, a visual test measuring processing speed, went on too long for 

her, and she scored very low. She did extremely well in Visual Matching, 

which is similar to Cross Out. However, Cross Out adds a level of 

complexity to Visual Matching, thereby increasing demands on attention. 

Memory for Names is a visual and auditory task and she relied on her 

visual memory to get through it. 

• Auditory processing and sustained attention 

Crystal's frustration threshold for auditory tasks was significantly 

lower than in visual tasks. Incomplete Words is purely auditory; and early 

into it she was squirming and asking, "How many more of these?' The 

Picture Vocabulary score was affected by her inability to name pictures of 

common everyday items that she has seen and heard named throughout 

her life. Her weak auditory memory compromised this task. Memory for 

Words is a measure of auditory short-term memory and, when she got 

frustrated with listening, she gave up. Oral Vocabulary was very 

challenging for her. She had problems generating antonyms and 

synonyms for words that I am certain are heard (but not processed) daily 

122 

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission. 

deviation below the mean on Block Design; I was correct about her weak 

visual-spatial processing skills. Attention did not appear to be a factor 

she seems to have a severe weakness in processing spatial dimensions.

• Visual processing and sustained attention

In spite of strong visual processing ability, sustained attention 

demands reduced the strength of Crystal’s responses to visual tasks. 

Cross Out, a visual test measuring processing speed, went on too long for 

her, and she scored very low. She did extremely well in Visual Matching, 

which is similar to Cross Out. However, Cross Out adds a level of 

complexity to Visual Matching, thereby increasing demands on attention. 

Memory for Names is a visual and auditory task and she relied on her 

visual memory to get through it.

•  Auditory processing and sustained attention

Crystal’s frustration threshold for auditory tasks was significantly 

lower than in visual tasks. Incomplete Words is purely auditory; and early 

into it she was squirming and asking, “How many more of these?” The 

Picture Vocabulary score was affected by her inability to name pictures of 

common everyday items that she has seen and heard named throughout 

her life. Her weak auditory memory compromised this task. Memory for 

Words is a measure of auditory short-term memory and, when she got 

frustrated with listening, she gave up. Oral Vocabulary was very 

challenging for her She had problems generating antonyms and 

synonyms for words that I am certain are heard (but not processed) daily

122

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



in her home. 

Her response to the Sound Patterns test is of particular interest. In 

the test, a person listens to a tape, determining whether sound patterns 

are the same or different. It is not just a matter of listening; it means 

listening and concentrating in order to differentiate one sound from 

another. Crystal managed to achieve a standard score of 116, but under 

great duress because her mind would wander during the silence between 

sound sets and, before she knew it, the next set of sounds had come and 

gone. 

She wanted me to replay the ones she missed, but that would be 

tampering with standardization procedures, so I encouraged her to keep 

trying. She would lose her focus and miss a set or two; then she would 

regain it long enough to get a couple of correct responses, and so on. 

There are 54 items in this test, and she nearly went right to the end: She 

got 52, and then missed 53 and 54. 

This test is excellent for distinguishing between pure auditory 

processing dysfunction and attention problems, because it goes on long 

enough to assess sustained attention. There were other indicators in 

other tests, but it was very obvious in Sound Patterns, that even though 

she appears to have an auditory processing disability, it is more likely that 

she has an auditory vulnerability, exacerbated by attention problems. 

Achievement profile. The results of the achievement tests were 

unexpected by Crystal, Carol, and Gary (refer to Table 4.2). 
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Table 4.2 

Results of Woodcock-Johnson Tests of Achievement-Revised 

Test Standard Score Percentile Rank 
22. Letter-Word Identification 106 66 
23. Passage Comprehension 98 43 
24. Calculation 89 22 
25. Applied Problems 95 37 
26. Dictation 86 18 
27. Writing Samples 86 18 

Carol has worked very hard with Robbie on his schoolwork, but Crystal 

always did her work on her own, and always got good marks. They knew that 

she had to work hard to succeed in mathematics, but they were unaware of the 

severity of her problems in mathematics and in written language. Crystal had 

just graduated from high school a few months prior to this assessment. She 

graduated with an °A" average, and had no indications from teachers that her 

academic skills were weak. I searched her report cards for evidence of learning 

problems, and such evidence was negligible. Her Grade 1 teacher had 

perceptively zeroed in on weaknesses that continue to haunt Crystal: 

[Crystal's] readiness skills are well-developed and she is able to 
apply the concepts easily. Her counting is a little weak; however, 
she really has a very good understanding of the underlying 
principles in both addition and subtraction. [Her] difficulty in 
listening combined with a few enunciation problems is hampering 
her a little in language arts. She is tending to compensate for 
phonic difficulties by using contextual and picture clues in her 
reading so that her comprehension is satisfactory. 

This comment is revealing to anyone with knowledge of learning 

disorders. First of all, her intact readiness skills indicate that Crystal's home was 
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stimulating, that she had received lots of attention, and that she has, at least, 

average cognitive ability. The weak counting, but good understanding of 

underlying mathematical principles; and the enunciation and phonics problems 

along with the use of context as a compensatory response are early markers of a 

left hemisphere learning disability (dyslexia). The "difficulty listening" indicates 

an attention problem. It is known that attention problems are often secondary to 

dyslexia; however, Crystal's problem with attention began well before she went to 

school. 

Report card comments in other elementary grades mention behavioural 

concerns, but her academic skills never seem to be in question. In Grade 7 she 

is rated as "3" in mathematics, indicting that she is "achieving some progress." 

The "3" is supplemented with the comment "Don't be intimidated by tough math 

problems. You have the brain to solve them.' If one chooses to read between 

the lines the teacher may be indicating a math skill deficit. 

The journals from her elementary years show no indication of dyslexia. 

Her writing, fluent and expressive, is at or above grade level. Mechanics, 

spelling, and usage are all in tact. Her strong visual skills are evident in her 

decorative use of colour and design. In her Grade 5 journals the content is 

skewed towards sadness and anger associated with peer conflicts. Entries 

addressed to her teacher are signed "Your mad student Crystal" or "Your upset 

student Crystal." The teacher was using the journals as a means of changing her 

behaviour. There are pages devoted to self-control issues like creating lists of 

things "I felt like, but did not." The teacher has prodded for responses related to 
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hitting/touching other children, putting glue on her hands, crying or pouting, being 

patient and waiting her turn, and being patient with other children. 

The journals provide evidence that Crystal is a competent writer. She has 

a healthy sense of belonging to her family and nature, a love of drawing, and an 

insatiable desire to have friends and change how she behaves. In her last 

journal entry in Grade 5 she writes, "My worst problem was that I was so ill 

behaved! To [sic] bad I could not ignore some things (I guess I could try harder 

next year) I can see that when I put my head to my pen, and paper and think, I 

get some beautiful writing back." The teacher responds: 

I'm really happy to know you realize your problem as once you 
know a problem you can go about solving it....Do the best you can 
but remember your limitations. Don't get so frustrated when things 
don't turn out as well as you wish them to. Although your social 
maturity is continuing, it is not consistent. Remember tolerance 
and compassion go a long way toward understanding. Keep on 
trying to not get upset over little things that happen to you. Your 
curious mind contributed to the lively discussions we had in our 
classroom. Thanks for your interest. 

Crystal was transformed by the achievement tests. She was no longer 

cooperative: She did not want to do the tests, and she was frustrated and angry 

when. doing them. I think she would have refused to do them, except by now we 

had a mutual respect for each other, and she did not want to jeopardize my 

research. The following are some of the observations that I made during the 

achievement testing. 

• Passage Comprehension is a doze test whereby the person reads a 
passage and provides the missing word. During this test she was 
frustrated from beginning to end, even though I started her at an easy 
level. She repeatedly said, "I don't know." She was irritated when she 
could not get an answer. Her body language said, "Let me out of here." 
When facing a long sentence, she would just blank out and not even try it. 
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• Her discomfort was obvious during the Calculation test. She could not 
add or subtract single and double digits if one of the numbers was a 
negative; in fact, she had trouble subtracting two-digit positive numbers. 
She could not work with fractions unless there were only two of them, and 
they had a common denominator. She could not work with decimals at all. 
During this test and the Applied Problems test she kept asking me for a 
calculator, and grumbling, *I don't want to do this." She did not know the 
square root of a single-digit squared number, and could not explain what 
square root means. 

• For the Writing Samples test the respondent composes and writes 
sentences in response to various commands. Sometimes the sentences 
are a response to a picture-prompt; sometimes the first and third 
sentences are given and the middle sentence is to be written; sometimes 
there is a phrase given and the respondent is asked to write about some 
scenario of their choosing that relates to the given phrase. This test 
stressed Crystal more than any other test in the entire battery. Many 
times she growled, "I hate this!" She was fidgety and very upset, making it 
clear to me that she only writes about what she wants to write about. 

In comparison to the general population, Crystal is achieving significantly below 

average in all academic skills, except for Letter-Word Identification, which is 

slightly over 1 standard deviation above the mean. 

Intracoonitiye discrepancy profile. Crystal's intracognitive 

discrepancies are reported in standard scores and presented in Table 4.3. Using 

the first cluster (Long-term Retrieval) as an example, Table 4.3 is to be read as 

follows: Crystal's actual score is 124 and it is compared to the predicted score 

of 110 which is based on the actual scores of peers with the same aptitude. The 

difference between these two scores (SS DIFF) is 14; therefore, Crystal's score 

on the Long-term Retrieval cluster is 1.19 standard deviations above those 

received by peers with the same aptitude. The percentile rank (PR) indicates 

Crystal's SD DIFF is equal to or better than 88 percent of the norming sample. 

29 The average SS of the other achievement clusters is used to derive the predicted score. 
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Table 4.3 

Intracoanitive Discrepancies 

Cluster Actual Predicted SS DIFF PR SD DIFF 
Long-term Retrieval (Glr) 124 110 14 88 1.19 
Short-term Memory (Gsm) 103 110 -9 24 -0.69 
Processing Speed (Gs) 125 108 17 90 1.31 
Auditory Processing (Ga) 96 115 -19 6 -1.54 
Visual Processing (Gv) 128 108 20 94 1.54 
Comp. Knowledge (Gc) 93 118 -25 1 -2.34 
Fluid Reasoning (GO 106 115 -9 21 -0.8 

Discrepancy debate. In their study of 2,974 subjects in grades one 

through 12, McGrew and Knopik (1996) disputed the diagnostic validity of 

defining learning disabilities in terms of intracognitive strengths and/or 

weaknesses (test scatter). McGrew and Knopik report that 86 to 89 percent of 

their sample exhibited "between zero to two intracognitive strengths and/or 

weaknesses when using either a ± 1.5 or ± 2.0 ... criterion" (p. 361). They found 

an insignificant difference between using the ± 1.5 or ± 2.0 criterion." The 

researchers also report the following: 

The presence of three to six intracognitive strengths and/or 
weaknesses appears to be a rarer occurrence (13.48% across 
grades), with very few (0.60% across grades) displaying five or six 
intracognitive strengths and/or weaknesses." (p. 358) 

McGrew and Knopik (1996) also investigated the relationship between number of 

intracognitive strengths and/or weaknesses and academic performance in 

reading, mathematics, and written language across the entire school-age 

3o It is still common in Canda to use ±1 as the criterion. 
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population, and they did not find a significant correlation. Their research does 

suggest that the severity of intracognitive discrepancy might be important 

diagnostically and instructionally. 

The WJ-R intracognitive discrepancies are calculated using the 

± 1.5 criterion and Crystal demonstrates three that are significant: two 

weaknesses (Auditory Processing and Comprehension-knowledge) and one 

strength (Visual Processing). Processing Speed approaches the significant 

threshold for a weakness.31 Comprehension-knowledge, her most severe 

negative discrepancy (-2.34), is a strong measure of expressive and receptive 

language (auditory processing), Crystal's weakest information-processing 

domain. 

Aptitude-achievement discrepancy profile. Using the ± 1.5 criterion, 

Crystal has three significant negative aptitude-achievement discrepancies (Oral 

Language, Broad Mathematics, and Broad Written Language). Broad Reading is 

also a negative discrepancy, but is not significant at the ± 1.5 threshold. 

Crystal's aptitude-achievement discrepancies are presented in Table 4.4. 

Table 4.4 

Aptitude-Achievement Discrepancies 

Cluster Actual Aptitude Predicted SS DIFF PR SD DIFF 
Oral Language 94 118 111 -17 5 -1.67 
Broad Reading 103 116 113 -10 12 -1.19 
Broad Mathematics 92 118 113 -21 1 -2.28 
Broad Written Lang. 86 132 124 -38 0.1 -3.92 

31Processing Speed was derived from only two tests, Visual Matching (151) and Cross Out (82). 
With just two such divergent scores, I would not consider the Processing Speed score valid. It 
does, however, reflect how increased complexity affects her response to a visual task. 
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Revisiting Obsessive-Compulsive Disorder 

Early in this assessment I noticed OCD markers in Crystal's behaviour. 

OCD eludes detection unless an evaluation is intensive and the individual is 

willing, as people with OCD fake normality by restricting compulsions to private 

hours. Others have obsessions and compulsions that are swathed in legitimacy, 

making them difficult to question. Such obsessions often have to do with rigid 

religious or moral beliefs. Crystal's mother was encouraged by her daughter's 

unrelenting morality; something she now recognizes as part of an illness. Carol 

had secretly worried about how Crystal's extraordinary need for attention would 

affect her sexuality, and she had been concerned that it would result in a 

promiscuous lifestyle. 

In my first meeting with Crystal I was aware of the extended depth and 

breadth of her distorted thinking. I knew that people with ADD often use negative 

thoughts as a source of stimulation, but this went beyond anything I had ever 

seen. In her school reports I saw where a teacher had observed that Crystal 

"speaks of arguments as if they were a necessary part of her day." Carol 

explained that Crystal is able to find something disturbing in most anything, and 

then be disproportionately disturbed by it. I knew that in OCD there is an 

attentions' bias toward negative thoughts, a pessimistic attributions! style (Carter 

et al., 1995). 

The better I got to know Crystal and her mother, the more I felt confident 

about ruling out environmental factors, like abuse or neglect. Throughout the 

evaluation process I had glimpses of behaviours that resembled both ADD and 

-130-

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission. 

Revisiting Obsessive-Compulsive Disorder

Early in this assessment I noticed OCD markers in Crystal's behaviour. 

OCD eludes detection unless an evaluation is intensive and the individual is 

willing, as people with OCD fake normality by restricting compulsions to private 

hours. Others have obsessions and compulsions that are swathed in legitimacy, 

making them difficult to question. Such obsessions often have to do with rigid 

religious or moral beliefs. Crystal’s mother was encouraged by her daughter’s 

unrelenting morality; something she now recognizes as part of an illness. Carol 

had secretly worried about how Crystal’s extraordinary need for attention would 

affect her sexuality, and she had been concerned that it would result in a 

promiscuous lifestyle.

In my first meeting with Crystal I was aware of the extended depth and 

breadth of her distorted thinking. I knew that people with ADD often use negative 

thoughts as a source of stimulation, but this went beyond anything I had ever 

seen. In her school reports I saw where a teacher had observed that Crystal 

"speaks of arguments as if they were a necessary part of her day." Carol 

explained that Crystal is able to find something disturbing in most anything, and 

then be disproportionately disturbed by it. I knew that in OCD there is an 

attentional bias toward negative thoughts, a pessimistic attributional style (Carter 

etal., 1995).

The better I got to know Crystal and her mother, the more I felt confident 

about ruling out environmental factors, like abuse or neglect. Throughout the 

evaluation process I had glimpses of behaviours that resembled both ADD and

-130-

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



OCD; however, toward the end of the normed testing, I suspected that ADD 

might be the least of her problems. I discussed this with Crystal and her family, 

explaining that I would like to go through an OCD checklist with her, but not 

before speaking to her doctor. 

Crystal gave me written permission to approach the doctor on her behalf. 

I recognized the hazards inherent in accessing some of the private subjects 

involved in an OCD evaluation. I was also aware that there were 

pharmacological implications dependent on the outcome of this evaluation. The 

doctor was receptive to my observations, so I went ahead. 

The first time I tried to administer the YBOCS to Crystal I expected a yes 

or no response to the items. This, however, was not to be the case. The 

behaviours probed by the YBOCS are so imbedded in her lifestyle that she 

cannot easily view them objectively. For instance, when I asked her whether she 

had been bothered by unpleasant thoughts or images about contamination 

concerns (e.g., dirt, germs, chemicals, radiation or acquiring a serious illness 

such as AIDS), she said 'I don't know" and then she said `No." It was obvious 

that she was sincerely trying to figure out if this was a problem for her. In 

response, I asked her if she remembered telling me of her concern about being 

pregnant even when she had not been sexually active. Yes, she remembered. If 

I had given her this checklist prior to the clinical interview, she would have 

answered "no" to all the items without intending any deception. What follows is a 

summary of her responses to DSM-/V-oriented items on a screening test for 

OCD: 
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• She is repeatedly bothered by health concerns: If she hears about it, then 
she has it. Mostly, the possibility of having the problem (like the 
pregnancy) is either remote or impossible. 

• The images of her grandfather's death have haunted her considerably 
more than would be expected. 

• She has excessive fears about losing something valuable, and she 
attaches inordinate value to things that have sentimental connections 
(e.g., a piece of thread or string reminiscent of someone or some 
occasion). 

• She saves things that most people would consider useless garbage. 

• She checks and rechecks that doors are locked and the stove is off. She 
has had periods of checking her pockets over and over again to see if she 
has stolen something and stashed it in her pockets. 

• She does not seem to be concerned with evening things up, as in making 
certain that both socks are the same height, but she is very concerned 
about human relationships being even. You must like her as much as she 
likes you, and show affection for her as she does for you. Her 
relationships must feel just right, and of course, they never do. If 
something has gone wrong she must confess immediately and set things 
right. Her relationships must never be misaligned. 

• She unnecessarily rereads things she has written, checking repeatedly to 
be certain that things are as they should be. 

• She repeatedly checks her body for signs of illness. If she hears an 
ambulance she assumes that it is coming for her. 

• The last item on the checklist asks about the need to "confess" or 
repeatedly ask for assurance, and this behaviour is Crystal's hallmark. 
She is driven to confess even her most private thoughts, as if she is not 
entirely sure whether they are thoughts, or indeed, actions. Her 
confessions may be compulsions that serve to dispel the anxiety created 
by her inappropriate thoughts. She is insatiable in her need for 
reassurance, and always has been. Her preschool teacher observed to 
Carol that no matter how much attention Crystal was given, she needed 
more. Many of the compliments Carol gives Crystal are received with 
skepticism or rejection. Although she has no reason to doubt the 
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constancy of her parents' love, she is afraid to move out of the family 
home for fear that they will stop loving her when she is out of sight. 
Crystal doubts, and she doubts with her entire being, injecting negativity 
into the most benign of circumstances, as if engaged in an endless search 
for grief. 

Of the 21 items on Part A of the checklist, Crystal endorsed 13. Part B 

attempts to determine the intensity and persuasiveness of those 13. The 

questions on Part B ask how much time is occupied by these thoughts and 

behaviours each day, the amount of distress they cause, how difficult they are to 

control, and the degree to which they interfere with her daily life. The answer. 

Negative thoughts and behaviours permeate her work, family, and social life; she 

lives immersed in doubt. Though not housebound by them, she is increasingly 

spending more time in her room away from the family, protecting them from her 

irritability and rage. People with OCD are known to respond to their 

unacceptable thoughts and behaviours with guilt, shame and anger, and it 

appears that Crystal has spent her 18 years doing just that. 

Summary 

I am now satisfied that I comprehend Crystal well enough to know that 

there is both a dancer and a dance. The themes that have emerged appear 

related to attention-deficit/hyperactivity disorder, obsessions and compulsions 

with tic/disturbed sleep phenomena; and information processing weaknesses in 

auditory and visual domains. Scanning the time I spent with Crystal, attempting 

to represent her on this page, I realize that impoverished sense of self-

awareness, of self-definition, is the most vivid marker of her life story. 
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Aware of the muddled sense of self that results from living with ADD, and 

of psychoeducational assessment's mandate to sort through the muddle, I was 

attracted to the metaphor in Yeats's poem. I could not have predicted the degree 

to which this thesis would become a story about personal identity. Freud 

recognized that negative impulses (obsessions) and defences against these 

impulses (compulsions) are ego-dystonic (Carter et al., 1995, p. 612). And, one 

only needs to conjure up the image of Mad Twin to recognize the ego-dystonic 

nature of ADD. 

It is certainly possible that the interactive effects of multiple comorbid 

disorders could seriously compromise the development of self. However, the 

severity and pervasiveness of Crystal's symptoms leads me to end this chapter 

with the DSM-IV and the diagnostic criteria for dependent personality disorder 

(DPD). Research is sparse, but what there is indicates 'that individuals with 

OCD [are] more likely than controls to exhibit a personality disorder (Carter et 

al., 1995, p. 616). 

Dependent personality disorder (DPD) is described as `a pervasive and 

excessive need to be taken care of that leads to submissive and clinging 

behavior and fears of separation, beginning by early adulthood and present in a 

variety of contexts, as indicated by five (or more)" of eight criteria (DSM-IV, Code 

301.6). Crystal meets all 8 of the criteria. Next, I must place the emergent 

themes, with DPD as one of them, and data from this multifaceted 

psychoeducational assessment, against a backdrop of established theory, and 
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attempt to determine what dance she has been doing for the past 18 years, and 

why she cannot stop doing it. 
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CHAPTER 5 

KNOWING THE DANCER AND THE DANCE 

Quite consciously and most lucidly Crystal is living the paradox of knowing 

she is not what she appears to be. She wants this storm, which is her life, to 

calm. As we moved through the evaluation, she greeted enthusiastically any 

insight that more clearly defined her world. Anton Chekhov once avowed, "A 

conscious life without a clearly defined conception of the world is not a life but a 

burden, a horror" (quoted in Gilles, 1968, p. 124). Perhaps the task faced by this 

final chapter will lift Crystal's horror and ease her burden. 

Naming the Patterns 

The multifaceted assessment approach is an analysis of risk and 

protective factors, as well as other mechanisms operating in individuals and their 

environment across a lifetime. It is a longitudinal perspective in which the past is 

evoked to illuminate the present with a view to enhancing the quality of the 

future. This case study employed a comprehensive assessment approach that 

addressed multiple domains of functioning (cognitive, psychological, behavioural, 

social, and family) from multiple perspectives and in multiple contexts. 

Out of this panorama, meaning emerged, eventually sorting itself into 

distinct patterns that wove their way throughout the evaluation process. If this 

assessment is to be useful to Crystal, those patterns need to be grounded in 

theory. This is a process of naming the patterns, and by naming them Crystal 
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and others like her will know what to expect and how to prepare themselves for 

action. Together, these patterns comprise Crystal's "dance." 

Attention-Deficit/Hyperactivity Disorder. Combined Type 

The evaluation process confirms that symptoms of inattentiveness, 

hyperactivity, and impulsiveness have had a significant effect in all contexts 

(home, school, work, and relationships) of Crystal's life from early childhood to 

the present. Her childhood memories are sparse; however, school records, 

journal entries, scrapbooks, and a reliable informant provide hard evidence of her 

life story, and they indicate that the ADD symptoms endorsed by Crystal are 

more salient than she recognizes. Her functioning is seriously impaired in spite 

of numerous protective factors, like strong intellectual ability, an effectively-

structured support system, regular school attendance, no record of school failure, 

strong motivation, and highly adaptive coping mechanisms. 

She meets DSM-IV criteria for both a current and retrospective diagnosis 

of ADHD, combined type. The rating scales are significantly positive for the 

presence of ADD-like symptoms, as is the behaviour I observed during the 

normed testing. The Wender Utah criteria show dysfunction in the core ADHD 

symptoms and severe dysfunction in affective lability and stress intolerance. 

Her pattern of responses on the Brown ADD Scale for Adults indicates 

that ADHD is "probable but not certain"; the conjoint report completed by her 

mother indicates "highly probable." The results of the Brown Scale suggest that 

there may be an anxiety disorder, especially of the obsessive-compulsive type, 

concurrent with ADHD. She shows clinically significant impairment in "organizing 
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and activating for work." 

There are no specific cognitive test profiles that predict ADHD; however, 

test-taking behaviours do. Crystal's problems with concentration and 

restlessness were apparent during testing, especially during auditory tasks. 

Research is beginning to indicate a visual-spatial deficit in ADHD (Epstein et al., 

1997) and Crystal has difficulty with visual-spatial processing. 

It is important to determine the extent to which Crystal's deficits are 

specific to ADHD32 or the result of possible coexisting disorders. To facilitate 

this, differential diagnosis needs to consider disturbances that are specific to 

ADHD and not seen in normal, anxious or aggressive people. Barkley's (1997c) 

proposed theory of ADHD (see Appendix C) purports that "deficits in inhibition 

and the four executive functions are much more likely to be associated with 

ADHD than with other disorders" (p. 263). The following discussion attempts to 

determine the goodness of fit between Crystal's symptoms and behavioural 

inhibition, nonverbal working memory, verbal working memory, regulation of 

affect/motivation/arousal, and reconstitution. 

Behavioural inhibition. Hyperactivity is the initial presentation of poor 

inhibition and self-control, and the assessment confirmed that Crystal was 

hyperactive from the moment she was born. Currently, she exhibits the 

restlessness typical of adult ADD, and she is verbally impulsive and impatient. 

She is poor at stopping or interrupting thoughts or behaviour once they have 

begun. Impulsiveness, under-controlled behaviour, and poor adherence to rules 

321 will now refer to Crystal as having ADHD, as hyperactivity is critical to her profile. 
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to restrict behaviour are more characteristic of ADHD than other conditions. 

Nonverbal workina memory. Most people are able to hold events in 

mind until they can manipulate or execute a controlled response, but not those 

with ADHD. Nonverbal working memory is the source of sense of time and 

timeliness, both of which are impaired in Crystal. It is challenging for her to keep 

track of her belongings, be on time, get started on anything that involves complex 

sequences, learn from her mistakes, and develop self-awareness. 

Verbal workina memory. Verbal working memory is the source of 

private self-directed speech, and it allows us to develop self-control, as well as 

self-questioning and problem-solving skills. It is considered important in reading 

comprehension and moral reasoning. Crystal has weak reading comprehension 

and avoids moral reasoning by making a priori decisions about right and wrong, 

thereby, avoiding the need for moral reasoning. Her aversion to self-questioning 

and poor ability to problem-solve may explain the negative body language and "I 

don't knows" that I witnessed during the evaluation. When faced with making a 

decision, like a career choice, she is overwhelmed, becoming irritable and 

difficult to be around. Any decision that requires self-examination overwhelms 

her. 

Self-regulation of affect/motivation/arousal. Immature self-regulation 

of affect/motivation/arousal may be the source of her greatest challenge. Many 

of her behaviours are age-inappropriate: In her own words she, "throws 

tantrums" when things do not go her way; she has to be coerced into contributing 

to the upkeep of the household; and she depends on rigidly imposed deadlines in 
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order to get things done. The self-regulation function is closely related to working 

memory, as it involves delaying a response in order to moderate initial feelings. 

Her emoting remains external, rather than private and intrinsic, as it should be, 

developmentally. Arousal and motivation are inconsistent for Crystal: If she is 

interested in something, she can be excessively aroused, but when not 

interested, she needs rigid external expectations and controls to initiate 

behaviour. 

Reconstitution. Reconstitution means being able to analyze past 

behaviour, and reassemble it in order to respond creatively to new situations. 

Crystal's difficulties with nonverbal and verbal working memory ensure that new 

situations will be her worst nightmare, and they are. Impaired reconstitution 

tends to foster rigid rule-making so that the faulty working memory does not have 

to be relied on to figure out new situations and new relationships. 

Reconstitution also affects verbal fluency. Barkley (1997c) notes that 

ADHD children have problems with complex language fluency and organization 

of discourse. They tend to be less efficient verbal problem-solvers than children 

without ADHD and produce less speech in confrontational situations. 

Confrontation is a situation in which reconstitution is vital. It involves dredging up 

past experiences, presenting them in an orderly way while under stress, and 

organizing responses to counter-arguments. Perhaps this is why people with 

ADHD usually try to avoid conflict. Crystal speaks quickly, and has few problems 

in ordinary conversations, but when someone else sets the conversation agenda 

requiring more specifically focussed responses, she struggles with word finding 
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and becomes disfluent. 

Summary. True ADHD is difficult to come by, as comorbidities are the 

rule rather than the exception, and few researchers have reflected the 

characteristics of ADHD in the absence of other disorders. Recently, 

researchers have been controlling for confounding disorders, and Barkley is 

encouraged by the results of these studies that support the relationship between 

inhibition, executive functions, and ADHD. He is still urging caution when 

designating ADHD as being solely responsible for executive function deficits. 

In view of current perspectives of ADHD, I have no qualms in concluding 

that Crystal has attention-deficit/hyperactivity disorder, combined type. She 

meets all of the diagnostic criteria, and her symptoms have a strong affinity for 

Barkley's model of ADHD that is the best means available for distinguishing 

ADHO from other disorders. However, I do not think that ADHD alone is 

responsible for what she has suffered and continues to suffer. 

Obsessive-Compulsive Disorder 

Frontal lobe function refers to those processes related to the brain region 

defined as the frontal lobes. The frontal lobes are the region anterior to the 

central sulcus, although many researchers restrict their interest to include only 

the areas anterior to the motor and premotor areas called the prefrontal cortex or 

frontal lobes. The frontal lobes have reciprocal interconnections with virtually 

every part of the nervous system. They are the source of the executive functions 

that *provide conscious control and direction for the integrated behavior of total 

brain operations and are especially important during nonroutine situations that 
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require novel solutions" (Wheeler et al., 1995, p. 334). 

Executive functions are just one of the three levels of frontal lobe 

operation which have been identified so far, and little is known about how these 

levels interact with each other. New technology has fast-forwarded the 

exploration of the brain, but for now, there is no definite neurobiological 

explanation for the frequent coexistence of ADD with obsessive-compulsive 

disorder and its relatives, generalized anxiety, tic and panic disorders. 

Neuroimaging has linked both ADD and OCD to the frontal lobes and their 

substrates. Their coexistence is a conundrum because in ADD there is evidence 

of a reduced rate of metabolic activity in the frontal lobes (Zametkin et al., 1990) 

and in OCD it appears to be increased (Carter et al., 1995). They also differ 

neurochemically: Primarily serotonin has been implicated in OCD, and dopamine 

and norepinephrine in ADD. Neuroimaging indicates "that the ADHD that occurs 

comorbidly with TS [Tourette's] has been associated with reduced volumes and 

with a loss of normal asymmetry in the left lenticular nucleus° (Peterson et al., 

1995, p. 228) and genetic research intimately relates tic disorders to OCD (p. 

216). As previously discussed, Blum et al. (1996) have reported a genetic 

connection between ADD, tic disorders, and OCD. 

Barkley (1997c) in ADHD and the Natur of Self-Control struggles with the 

contradiction that OCD and ADHD can coexist within opposing theoretical 

frameworks (p.198). He speculates that the anxiety of OCD arises out of a 

different brain system than the behavioural inhibition of ADHD. This may be the 

case, since the frontal lobes interconnect with most other parts of the nervous 
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system. 

Early in this evaluation I noticed markers that made me wonder if Crystal 

has obsessive-compulsive personality disorder (OCPD). OCPD describes a 

lifestyle of perfectionism, orderliness, and inflexibility without the obsessions and 

compulsions of OCD. OCD and OCPD are often confused with each other, as 

obsessions and compulsions are often private and well hidden from public view; 

only the perfectionist, controlling behaviour is observable. As the assessment 

progressed, I uncovered more information that indicated the presence of 

obsessions and compulsions. I then decided to administer the YBOCS to her. 

The scale taps into the DSM-IV criteria for OCD, and she exceeded the threshold 

necessary for diagnosis. 

Current OCD theory. Peterson et al. (1995) and Carter et al. (1995) 

summarize the current theoretical underpinnings of tic disorders and OCD. They 

provide a template that fits comfortably over what I discovered about Crystal. 

The following is a theoretical adjunct to the discussion of OCD in Chapter 4. 

• There is a strong co-occurrence of OCD with panic attacks, phobias, tic 

disorders, and ADHD. Tic disorder in the presence of ADHD is related to 

a disordered arousal system and manifested in sleep problems, 

bedwetting, night terrors, and nightmares. Crystal's brother has had a 

history of bedwetting and verbal tics. 

• Separation anxiety in children is considered to be a marker for adult OCD. 

In fact, there is a high rate of lifetime separation anxiety in those with 

OCD. 
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• OCD is conceptualized from a learned helplessness perspective. 

• There is evidence that individuals with OCD have impairments in recent 

nonverbal memory (as in remembering where the keys are), but not verbal 

or immediate nonverbal memory (as in remembering a phone number long 

enough to dial it). Processing speed and visual-spatial deficits have also 

been linked to OCD. 

• Moral and cognitive inflexibility executive function deficits that have been 

found in some studies of people with OCD are thought to be a defensive 

reaction to fears of sex and aggression. 

• Transition periods that increase responsibility heighten the salience of 

OCD symptoms. It is common for adolescents with OCD to experience 

new uncontrollable negative obsessions, such as in romantic 

relationships. 

• A pessimistic attributional style and a negative attention bias characterize 

those with OCD. 

• An inflated sense of responsibility is considered to be the driving force 

behind obsessions and compulsions. 

• Shame, guilt, and anger are common emotional responses to obsessional 

thoughts. 

Summary. Crystal is reflected in all of the above, linking her profile to 

current OCD theory. It appears that OCD is a possibility that needs to be 

explored by a medical doctor. The coexistence of ADHD and OCD may account 

for the severity and pervasiveness of Crystal's dysfunction. They both have an 
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impact on the regulation of thoughts and behaviour. Neither disorder has an 

impact on intelligence, but they both are capable of interrupting one's availability 

for learning, an interruption that may have profound significance for the 

discussion that follows. 

Leamina Disabilities 

The debate continues concerning the theoretical construct of a learning 

disability and its operational definition. One position views a person with a 

learning disability as exhibiting a significant aptitude-achievement, intracognitive, 

or intra-achievement discrepancy. In Canada, the much-disputed aptitude-

achievement discrepancy still dominates the identification of persons with 

learning disabilities. 

Saskatchewan Education requires students to meet 3 criteria in order to 

be identified as high cost severely learning disabled: (1) be of average 

intelligence (IQ of 85+) as measured by an approved intelligence test; (2) show a 

significant discrepancy, one standard deviation or greater, between aptitude and 

achievement; and (3) the student's average rate of progress in the skill subjects, 

including reading, is not greater than half that of average pupils as measured by 

an approved achievement (Saskatchewan Education, 1989, p. 66)33 Crystal 

definitely meets all of these criteria, and for purposes of LD documentation for 

postsecondary or workplace accommodations, I would be obligated to grant her 

the designation learning disabled." The numerical data indicate that, using 

33 I called a representative of Saskatchewan Education to see if a change in policy is forthcoming. I was 
told that a revision to the Special Education Policy Manual (1989) is about to be printed, but that the policy 
for designating students learning disabled" remains unchanged. 
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Saskatchewan Education's ± 1 discrepancy criterion, she has significant 

negative aptitude-achievement discrepancies in reading (-3.92), written language 

(-3.92), oral language (-1.67), and mathematics (-2.28) (refer to Table 4.4). 

Diagnosis is the main purpose of this evaluation, and aptitude-

achievement discrepancies tell me only that there is a problem, but nothing about 

what might be causing the problem. Treatment, management, and outcome 

depend on "naming" her problem. After hearing her life story, reviewing archival 

material, and observing her test-taking behaviour, I believe that OCD, ADD, and, 

perhaps, other frontal lobe related conditions, predominantly handicap her 

learning. 

Since there is no obvious reason for Crystal's difficulties, such as 

inadequate schooling, overall low IQ, brain damage, environmental concerns, or 

sensory handicap, I could take this assessment at face value and make a case 

for the presence of the following: 

• A reading disability (RD) because of early articulation and phoneme 

awareness problems; poor verbal short-term and long-term memory; 

current spelling weaknesses; weak comprehension of written and spoken 

language; and slow reading rate. 

• An arithmetic disability (AD) because of weaknesses in social and spatial 

cognition, opposition to written work, nonverbal short-term memory, and 

mathematics. 

• A reading/arithmetic disability (RAD) because of the presence of deficits 

characteristic of both RD and AD. 
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• A long-term memory disorder because semantic memory problems are 

evident in her poor ability to understand words which she regularly hears 

in her home. She also has episodic memory problems, whereby she 

cannot remember specific events in her past life. For instance, she does 

not remember the day she ran home from school screaming, terrified by 

the film on menstruation. There is very little research on nonacquired, 

developmental amnesia in nonretarded children (Pennington, 1991, p. 

166). My experience has been that it is common for adults severely 

affected by ADD or ADHD, including those with superior IQs, to report that 

their early childhood simply did not register in their memories. 

• All major brain functions are affected in Crystal: phonological, spatial, 

social, long-term memory, and executive functions. The first three are 

region-specific, but the last two are horizontal disorders and, as such, 

affect all domains. Her deficits fit the reading/arithmetic disability (RAD) 

profile except for one strange phenomenon: Individuals with AD show 

deficits on working memory tasks involving numbers, and those with RD 

show deficits on working memory tasks involving both numbers and 

language; Crystal was very strong in Numbers Reversed, a short-term 

memory task involving numbers. She has presented me with some 

complex contradictions. 

These complex contradictions probably stem from the likelihood that she 

has two frontal lobe conditions with one compounding the effects of the other. In 

Chapter 4, I described how body language and vocalizations indicated that her 
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focus had broken down during normed testing, especially while performing 

auditory tasks. I also pointed out that when she regained her focus, she was 

able to go to the end of the task. It was evident that she could distinguish one 

sound from the other as long as she was able to maintain her concentration. It 

was her availability not her ability for auditory processing that broke down. 

I saw Crystal demonstrate considerable competence in all basic cognitive 

processes, except for spatial cognition. And spatial cognition is the least likely of 

brain functions to affect learning; however, in all the other cognitive processes 

she exhibited a sporadic competence that waxed and waned according to her 

level of distraction. This variation in performance suggests to me that an 

executive function disorder is the main cause of her difficulties. It will be 

interesting to reassess her if she is treated pharmacologically for ADHD and 

OCD. 

Dependent Personality Disorder 

Avoidance/anxiety, learned helplessness, depression, low self-esteem, 

and difficulty making friends, have all been associated with ADD (Murphy, 1995). 

Many of these symptoms are also similar to the expression of DPD. Crystal's 

dependence on her parents is unusual for a woman of her age. It may also be a 

natural outcome of the rejection she has experienced from others and the 

constancy of her family's acceptance. If she is treated for OCD and ADHD, her 

symptoms may be alleviated and DPD may no longer be a consideration. Her 

physician may decide to refer her for a psychiatric evaluation. 
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Academic Skill Deficiencies 

Whatever the nature of her learning difficulties, it remains to be seen how 

a young woman of above average intelligence, with a life rich in experience, 

regular school attendance, strong family love and support, and superior 

motivation and work ethic, can graduate from high school with an "A" average 

and be so impaired in basic skills. The answer is probably multidimensional. 

Preferred information-orocessino domain. First, most people have a 

preferred information-processing modality. For Crystal it is visual, and it is a 

definite strength. Auditory processing, however, is her vulnerability: It is 

responsible for her two negatively significant intracognitive discrepancies in the 

auditory processing and comprehension-knowledge clusters. It is also 

responsible for the nonsignificant, but negative discrepancy, in short-term 

memory. Her short-term memory problems were far less compromised in 

Numbers Reversed than in Memory for Sentences. Numbers Reversed is the 

more complex of the two tests, as it required her to listen to a series of random 

numbers and then repeat them in the opposite order. She did it with ease. Her 

demeanour was very different in Memory for Sentences: She struggled to 

maintain her focus right from the beginning of the test. 

Her auditory processing difficulties were obvious throughout the 

assessment process. Her vocabulary is limited, and she needs things repeated 

and clarified. Her parents express disbelief at how little she has apprehended 

the experiences they have shared with her. Her responses to the items on the 

checklists and the questions in the clinical interview were halting, and it was often 
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difficult to tell if it was a language deficit that inhibited her responses or an 

executive function deficit in self-awareness. 

Availability for learning. Second, the double misfortune of having a 

condition that causes intrusive, negative thoughts and another that limits one's 

ability to control those thoughts almost ensures the disruption of learning. The 

negative attention bias of OCD is exacerbated in periods of transition. Since 

writing in the Grade 5 journal, Crystal has encountered transitions to puberty, to 

high school, and to postsecondary decision-making. She has been traumatized 

by her exit from high school, just as she was on entering it. 

Decision-making, always a source of anxiety for Crystal, is further 

compromised by limitations inherent in her weak academic skills, and the 

prospect of possibly having to separate from her parents and boyfriend. It is 

quite likely that Crystal's functioning has deteriorated with each transition, and 

this may partially account for the severe deficits in basic academic skills that 

showed up when I tested her. 

The postmodern school system. Third, the school system might have 

missed her decline because it very rarely expected her to read, write, and do 

mathematics at an independent level. With the emphasis on process, evaluation 

was continuous with few, if any, comprehensive examinations that would have 

picked up on her processing problems and skill deficits. 

In mathematics she always used a calculator, and was allowed cheat 

sheets for formulas that in the past would have been committed to memory. In 

her English and social science classes she was usually given the choice of a 
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product, which made it possible to cut and paste her way through many of them. 

In English classes where students traditionally have learned to do higher-level 

thinking while grappling with issues arising from literature, she was encouraged 

to respond effectively, rather than cognitively, in journals. It may be that school 

did not provide a forum in which she could display her academic frailties. 

Naming the Dance 

In naming that "dance" I am responding to the first question that guided 

this case study: "What profile will a multifaceted psychoeducational assessment, 

like the one proposed for this study, reveal for this person who has been 

diagnosed with ADD?* Broadly, the answer to this question is that it revealed the 

cognitive, psychological, behavioural, social, and family dimensions of Crystal's 

profile over her lifetime and in multiple contexts. It confirmed Crystal's 

hypothesis that there is a disparity between her appearance and her reality, and 

that it cannot be accounted for by the failure of her will. 

If I am without my glasses, I cannot read; I do not respond to people who 

smile at me, and I leave the cobwebs hanging from the corners in my house. 

One could conclude by observing my behaviour that I am stupid, snobbish, and 

dirty. Behaviour is the way in which human beings pass judgement on each 

other, and it can be dangerously ineffectual as a measure of a person's worth. 

Behaviour may inflate a person's value, as in the case of a smooth, manipulative 

psychopath. A person with manic-depression may appear to be sullen and 

withdrawn or exciting, and outgoing, depending upon which cycle is influencing 

the behaviour. Some, who appear to be shy and sincere, can be calculating and 
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insincere. 

It is fortunate for Crystal that her parents know, and constantly remind her, 

that she is a fine person. At the same time, they have always made her 

responsible for her behaviour. Crystal's stealing was so inconsistent with the 

family's values that Carol and Gary were in anguish over it; however, it was not 

ignored. They dealt with it, and Crystal was forced to face the consequences of 

her actions. There are bottom lines in this family, and Crystal has landed on one 

of them by continuing to be irritable and angry. They have tried many, many 

times before to get her help, but she would never follow through on the 

treatments. They have decided that they will no longer put up with her behaviour 

in the family home, and she has to leave or do something about it. She is 

determined to do something about it. 

This assessment revealed that Crystal has stolen, but she is not a thief. 

She interrupts and blurts things out, but she is not rude. She screams at her 

parents, but she is not mean. She loses and misplaces valuables, but she is not 

careless. She hears voices, but she is not schizophrenic. She has frequent 

mood changes, but she is not bipolar. She gets down, but she is not depressed. 

She has fears of being abandoned by her parents, and she has never been 

abandoned. She is controlling, but she does not want to control. She has 

thoughts that are predominantly negative and she wants them to be positive. 

She is driven by ridiculous fears, and she wants them to stop. It could very well 

be that the "dance" is the observable cumulative effect of severe and pervasive 

ADD in combination with OCD, tic disorder, disturbed sleep, and possibly DPD. 
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Crystal's doctor will decide, as there are psychopharmacological implications to 

the diagnosis. It might also be that she has a learning disability, and Crystal has 

agreed to return to me for further assessment after she has consulted her doctor 

about the other conditions. 

Assessing the Process 

The second question that guided this case study is "How useful is this type 

of multifaceted psychoeducational assessment in describing the ways in which 

ADD symptoms inform Crystal's lifer If Crystal and her parents were asked this 

question, they would answer that it is useful beyond any doubt. They have had 

Crystal assessed by various professionals over the years, but her problems were 

considered related to low self-esteem. 

A few years ago a medical doctor recognized and treated the ADHD, but it 

was diagnosed on the basis of a quick interview with Carol and Crystal and the 

administration of a checklist. Even the most astute professional cannot assess 

severity and pervasiveness of the symptoms, comorbidities and environmental 

factors (e.g., abuse, pseudo-ADD, or malingering) with a checklist and a few 

quick questions. Recently, another doctor recognized the ADHD, and he 

requires a psychoeducational assessment before prescribing medication, and 

this brought Crystal to this case study. 

If I sign my name to an ADD Evaluation Report that will be used to support 

a medical diagnosis of ADD, I must be able to illustrate that I have honoured the 

following principles: 
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• Determined and provided evidence of how current functioning is impaired, 

and that the impairment is in at least two settings. 

• Determined that age of onset is in childhood, and established the 

presence of impairment at least by high school. 

• Indicated that DSM-IV criteria were employed. 

• Illustrated the use of multiple data from multiple sources. 

• Supplemented self-reports with hard evidence from archival material and 

conjoint reports. 

• Included evidence that the symptoms are not better explained by some 

other disorder. 

If the evaluation is a request for academic or workplace accommodations, it must 

also include the results of normed cognitive and achievement testing. Cognitive 

impairment should be demonstrated relative to the average Canadian or 

American (depending on available norms), and a rationale provided for each 

requested accommodation. 

The process employed in this case study was useful in meeting all of 

these externally imposed principles. And from Crystal's perspective it was useful 

because of the increased awareness she gained of herself and the world around 

her. She was heartened to discover that her thoughts and behaviour do not 

necessarily reflect who she is. She did not view this as a release from personal 

accountability, but rather as motivation to exercise her will in seeking medical 

help. She became conscious of herself as a person with guilt, shame, and anger 

related to her inappropriate thoughts, fears, and behaviour, rather than as a 
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shameful, angry, guilty person. By naming what she has, she may begin to 

imagine "her self," just as the dancer can imagine "her self without a dance. 

Closing the Assessment 

Crystal received her ADD Evaluation Report and an explanation of it in a 

debriefing session to which she brought her parents. She had a doctor's 

appointment the next day. It is quite likely that I will be reassessing her, as she 

has begun taking medication. She has been on Luvox for five months with a 

considerable reduction in all symptoms that were causing her and her family so 

much distress. The doctor explained to Crystal that of all the psychiatric 

disorders, OCD is the most responsive to medication therapy. There is no 

placebo effect in OCD medication therapy research. 

I explained that the appropriate time for reassessment is after her 

medication has been titrated to its maximum therapeutic level; the doctor will 

advise her of when that is. He indicated that he might add a stimulant to the 

Luvox when he reassesses her, depending on the nature of residual symptoms. 

It will be interesting to revisit her cognitive and achievement deficits, and 

reconsider the possibility of a learning disability. It is my instinct that if she has a 

positive response to the medication, which she seems to have had, her deficits 

will be able to be remediated considerably. 

After the initial disappointment concerning her cognitive and achievement 

weaknesses, Crystal and her family responded positively to the contents of the 

report, and it was noticeable from their comments and questions that the 

34 See McGuire et al. (1996) for guidelines on the documentation required by university students 
for verifying their learning disorders. 
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evaluation had been a prominent interest in their home as of late. I had to 

wonder, though, if they would be so enthusiastic if they had had to pay for it. 

Three years ago I inquired across Canada as to the cost of learning 

disability assessments: They ranged from $600 to $1200. These assessments 

included normed cognitive and achievement testing, and a report which indicated 

the nature of the disability, as well as possible academic accommodations. The 

research for this thesis indicates that this is no longer adequate, especially for 

the documentation of ADD. Even for the documentation of learning disabilities, 

McGuire et al. (1996) state that "one of the most important sources of data about 

a student can be informal measures, including a detailed history of the student's 

education and diagnosis, as well as observations of behaviors during testing" (p. 

301). 

Pressure is mounting for comprehensive evaluation reports that express 

clinical judgement from multiple sources of data, including both formal and 

informal assessments. It is a labour-intensive, knowledge-intensive undertaking 

that can be highly effective in helping students understand how they learn. 

Crystal definitely presented me with a complex scenario, and I spent close to the 

15 hours predicted with her. Interpreting the results and writing the report added 

many more. I also relied heavily on my special education background, my 

expertise in ADD and its related conditions, and my training in the WJ-R. 

In the interests of cost and efficiency I will work to refine this process, 

which will increasingly become the focal point of many educational psychologists. 

Multifaceted psychoeducational assessment is not an option, it is a requirement. 

156 

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission. 

evaluation had been a prominent interest in their home as of late. I had to 

wonder, though, if they would be so enthusiastic if they had had to pay for it.

Three years ago I inquired across Canada as to the cost of learning 

disability assessments: They ranged from $600 to $1200. These assessments 

included normed cognitive and achievement testing, and a report which indicated 

the nature of the disability, as well as possible academic accommodations. The 

research for this thesis indicates that this is no longer adequate, especially for 

the documentation of ADD. Even for the documentation of learning disabilities, 

McGuire et al. (1996) state that “one of the most important sources of data about 

a student can be informal measures, including a detailed history of the student’s 

education and diagnosis, as well as observations of behaviors during testing” (p. 

301).

Pressure is mounting for comprehensive evaluation reports that express 

clinical judgement from multiple sources of data, including both formal and 

informal assessments. It is a labour-intensive, knowledge-intensive undertaking 

that can be highly effective in helping students understand how they learn. 

Crystal definitely presented me with a complex scenario, and I spent close to the 

15 hours predicted with her. Interpreting the results and writing the report added 

many more. I also relied heavily on my special education background, my 

expertise in ADD and its related conditions, and my training in the WJ-R.

In the interests of cost and efficiency I will work to refine this process, 

which will increasingly become the focal point of many educational psychologists. 

Multifaceted psychoeducational assessment is not an option, it is a requirement.

156

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



Every postsecondary institution in Canada requires one for the purposes of 

documenting learning disorders for accommodations. Skyrocketing numbers of 

students are requesting accommodations for many reasons, ADD among them, 

and sound psychoeducational assessment is viewed as a means of legitimizing 

these requests, and establishing the integrity of the diagnosis. Medical doctors 

do not have the time to undertake a process like this, and they are reluctant to 

diagnose ADD or prescribe medication unless they have a clear sense of what 

other things could account for the symptoms. And, increasingly, the courts and 

the corporate world are asking for evaluations such as the one in this case study. 

My review of the professional literature establishes the process used in 

this case study as the archetypal format for evaluating attention deficit disorder 

and learning disabilities. The life history is critical to the process, as it is the most 

solid means of achieving a clear sense of the multiple, often subtle ways, in 

which a person's functioning may be impaired by attention deficit disorder or 

something else. If I were forced to choose a minimalist version of an ADD 

evaluation that would tell a person's ADD story and withstand a challenge in the 

courts, it would consist of the following: 

• Appropriate rating scales 

• Semistructured clinical interview 

• Archival material, and conjoint reports 

• Sound professional judgement 
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Closing the Case Study 

Verification,

Verification of this case study is dependent upon the degree to which the 

outcomes give an accurate representation of Crystal and the use to which the 

findings are put. She and her family have read this thesis, endorsed it as an 

accurate rendering of her life story, and used the findings to seek medical help. 

The physician was receptive to the results of the assessment, and Crystal has 

had a positive response to the medication she was prescribed, with a lessening 

of OCD symptoms. 

Data was collected using multiple techniques: journals, report cards, 

checklists, rating scales, clinical interview, normed cognitive and achievement 

tests, and direct behaviour observation. Multiple perspectives were considered 

in the collection of the data: Crystal's, her mothers, her teachers' and mine. 

The instruments used in the assessment have strong technical qualities. The 

Wender Utah Rating Scale is normed, as is The Brown ADD Scale for Adults. 

The semistructured clinical interview was based on Brown's Clinical History 

Protocol for Evaluating Possible ADDs and the Screener for Comorbid Disorders. 

The WJ-R is highly regarded for being clearly grounded in psychological theory 

and for its ability to discriminate between special needs populations (Ysseldyke, 

1990). 

The results of this case study are particular to Crystal. Her story is 

unique, but it is also representative of a population of other cases. It is especially 

representative of those people who have multiple manifestations of the 
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conditions identified in the reward deficiency syndrome. It may, in some way, 

contribute to the understanding of how OCD and ADHD together can disrupt a 

childhood and adolescence. Researchers are just beginning to view OCD as a 

childhood disorder. 

It is unlikely that a scientific study with its concerns about sample size 

would have unearthed Crystal's OCD symptoms. It also may have missed her 

information processing difficulties and academic skill deficiencies, and it certainly 

would not have seen the process through from beginning to end. As it is, this 

case study stands as a useful model for professionals undertaking ADD and LD 

evaluations. The bibliography is current, as is the process I employed. It was a 

process that proved capable of doing what it was supposed to do: ferret out ADD 

and its comorbid conditions in the current and past functioning of the participant 

in the case study. 

Limitations 

This case study is limited by not contributing to scientific generalization. It 

is not experimentally controlled, has inadequate sample size, and is not 

generalizable to the population of people with ADHD and ADD W/O. This case 

study may be limited by the nurturing family life that Crystal has experienced. It 

is unlikely that most children with severe behaviour disorders receive, as Crystal 

has, unconditional love and respect from their families. 

I am, however, most concerned about the adequacy of my explanation of 

Crystal's life: "The ultimate test of ethnography resides in the adequacy of its 

explanation rather than in the power of its method" (Wolcott, 1988, p. 189). I 
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have never before felt so limited as a writer. Conscientiously, I heeded 

Gambell's (1995) warning about "going native," or so I thought I had. My 

proofreading has indicated otherwise. I strove to write a "calmly detached 

narrative" (p. 173), even though I am not a calmly detached person. Perhaps 

exploring a problem in all its personal and social complexity defies a totally 

objective perspective, and the most I can hope for is a balance between an 

objectively critical stance and veneration. 

Literature as Equivalent Text 

In addition to Gambell's "going native" warning, he urges the use of 

"equivalent texts" in ethnographic research. He is referring to the need for a 

"review of literature that informs the research at hand" (p. 166). He most likely 

had not intended to include imaginative literature as "equivalent texts"; however, 

fiction and poetry immediately came to mind when I read that "equivalent texts do 

not have to be of the same research pedigree or in the same discourse or 

rhetorical mode" (p. 166). I do not regret the use of fiction and poetry alongside 

extensive, current professional research literature: The two complement each 

other, especially when life history and personal identity are central to the study. 

I am Mary Dunne. Brian Moore is not hesitant about exploring life history 

in order to know the dancer from the dance. He is unequivocal about Mary 

Dunne's identity: She is Mary Dunne, and her "dooms" are the 

anthropomorphous Mad Twin. It is evident that the two are distinct when, at the 

end of the novel, Mary becomes "conscious of the fact that she can choose to 

exercise her will to fight the 'dooms.' The existence of that consciousness and 
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will is evidence that she is Mary Dunne" (Moore, 1976, p. x). The evidence is 

arrived at through Mary's patient, careful, imaginative study of her life that begins 

on the novel's first page, and ends on the last page with the words, " I am Mary 

Dunne, I am Mary Dunne, I am Mary Dunne." This case study provided Crystal 

with the opportunity to identify her dooms. Once identified, she had a clearer 

conception of her world, and like Mary Dunne, was able to choose to exercise 

her will to fight them. 

"Among School Children." Yeats may have intended to portray the 

conundrum of the dancer and the dance as an insoluble puzzle about personal 

identity, but it is insoluble only if one is seeking an absolute answer. If our goal is 

to be as clear as we possibly can be about anything, then knowledge about 

personal identity is within our grasp. Yeats's metaphor is perplexing and, for this 

reason alone, it suitably represents the paradoxes, ironies, and inconsistencies 

that are the hallmarks of attention deficit disorder. 

The Bia Rock Candy Mountain. I will let this thesis end as it began, with 

Bruce Mason's attempt to characterize his father in Wallace Stegner's novel, The 

Big Rock Candy Mountain. These words are mindful of how arrogant it would be 

to claim total understanding of any human being. Bruce writes: 

To know what Harry Mason is, as of January, 1931, I should have 
to know every thought, accident, rebuff, humiliation, triumph, 
emotion, that ever happened to him and all his ancestors, and 
beyond that I should have to weigh him against a set of standards 
to which I was willing to subscribe. That would be understanding. 
But that kind of understanding can only happen instantaneously in 
the mind of God. (p. 438) 

Only with these words in mind, is it justified to say that the multifaceted 
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psychoeducational process employed in this case study managed to manoeuvre 

through the complexities of overlap between heredity, individual will, 

circumstance, and temperament. Ultimately, it disputed the words that had 

become Crystal's mantra: "They say it, therefore I am." The patterns that 

emerged suggest an explanation for the distress that she and her family have 

experienced by naming obsessive-compulsive disorder as worthy of 

consideration by her physician. He has considered it; accepted its likelihood; 

chosen an appropriate medication; and five months later Crystal and her family 

are enjoying a substantially improved quality of life. As for ADD: It still may need 

to be addressed. For now, with the lessening of her obsessions and 

compulsions, she seems much more able to manage the restlessness, 

impulsiveness, and inattention. And she is much less likely to end up like Bo 

Mason, who never quite made it to Big Rock Candy Mountain because he was 

"wasted in a thousand ways." 
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Appendix A 

Diagnostic Criteria for Attention-Deficit/Hyperactivity Disorder 

A. Either (1) or (2): 

(1) six (or more) of the following symptoms of inattention have 
persisted for at least 6 months to a degree that is maladaptive and 
inconsistent with developmental level: 

inattention 
(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 
(i) is often forgetful in daily activities 

(2) six (or more) of the following symptoms of hyperactivity-
impulsivity have persisted for at least 6 months to a degree that is 
maladaptive and inconsistent with developmental level: 

Hyperactivity 
(a) often fidgets with hands or feet or squirms in seat 
(b) often leaves seat in classroom or in other situations in which 

remaining seated is expected 
(c) often runs about or climbs excessively in situations in which 

it is inappropriate (in adolescents or adults, may be limited to 
subjective feelings of restlessness) 

(d) often has difficulty playing or engaging in leisure activities 
quietly 
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(e) is often "on the go" or often acts as if "driven by a motor' 
(f) often talks excessively 

Impulsivity 
(g) often blurts out answers before questions have been 

completed 
(h) often has difficulty awaiting turn 
(i) often interrupts or intrudes on others (e.g., butts into 

conversations or games) 

B. Some hyperactive-impulsive or inattentive symptoms that caused 
impairment were present before age 7 years. 

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

D. There must be clear evidence of clinically significant impairment in social, 
academic, or occupational functioning. 

E. The symptoms do not occur exclusively during the course of a Pervasive 
Developmental Disorder, Schizophrenia, or other Psychotic Disorder and 
are not better accounted for by another mental disorder (e.g., Mood 
Disorder, Anxiety Disorder, Dissociative Disorder, or a Personality 
Disorder). 

Code based on type: 
314.01 Attention-Deficit/Hyperactivity Disorder, Combined Type: if 
both Criteria Al and A2 are met for the past 6 months 
314.00 Attention-Deficit/Hyperactivity Disorder, Predominantly 
Inattentive Type: if Criterion Al is met but Criterion A2 is not met for the 
past 6 months 
314.01 Attention-Deficit/Hyperactivity Disorder, Predominantly 
Hyperactive-Impulsive Type: if Criterion A2 is met but Criterion Al is 
not met for the past 6 months 

Coding note: For individuals (especially adolescents and adults) who currently 
have symptoms that no longer meet full criteria, "In Partial Remission" should be 
specified. 

Source: Based on information from the Diagnostic and Statistical Manual of Mental Disorders, 
Fourth Edition. Copyright 1994 American Psychiatric Association. (Used with permission.) 
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Appendix B 

History of Attention Deficit Disorder Nomenclature 

Pre-1968 Post-Encephalitic Disorder, Minimal Brain 
Damage/Dysfunction, Hyperkinesis, Hyperactive Child 
Syndrome. 

1968 DSM-II Hyperkinetic Reaction of Childhood (HRC) 

1980 DSM-III 

Did not distinguish between oppositional defiant disorder 
(ODD), conduct disorder (CD) and specific developmental 
disorder (SDD). 
Emphasized motoric hyperactivity of children. 

Attention Deficit Disorder with Hyperactivity 
(ADD+H or ADHD) 
Attention Deficit Disorder without Hyperactivity 
(ADD-H) 
Attention Deficit Disorder, Residual Type (ADD-RT) 

In childhood disorders section. 
Recognized distinction between ADD+H and ADD-H for the 
first time. Made motoric hyperactivity optional. 
Symptoms grouped under inattention, impulsivity, and 
hyperactivity. Did not recognize ADD, hyperactive/impulsive 
type (ADD-H1). 
ADD-RT allowed for diagnosis of adults who had met criteria 
for hyperactivity, but had outgrown it, remaining inattentive 
and impulsive. 
Separated out CD, ODD, and SDD. 

1987 DSM-III-R Attention-Deficit Hyperactivity Disorder (ADHD) 
Undifferentiated Attention Deficit Disorder (U-ADD) 

In childhood disorders section. 
Classified as one member of a 3-member category called 
Disruptive Behavior Disorders; ODD, and CD were the other 
two. Incorrectly implied that all ADHD children were 
disruptive. 
ADD-H became U-ADD. Adult diagnosis was acceptable if 
childhood symptoms persisted; criteria were still written in 
terms of childhood behaviours. 
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1994 DSM-IV Attention-Deficit/Hyperactivity Disorder, 
Predominantly Inattentive Type 

Attention-Deficit/Hyperactivity Disorder, 
Predominantly Hyperactive-Impulsive Type 

Attention-Deficit/Hyperactivity Disorder, Combined Type 

Remains in childhood disorder section, 
Separates A-D/HD, ODD, CD, and SDD. 
Defines disorder in terms of subtypes based on predominant 
symptom pattern. 
Inattentive subtype has opened up diagnosis to adults and 
females (57%). 
Coding note allows for adolescents and adults who no longer 
meet full criteria to be designated "In Partial Remission." 
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Appendix C 

Barkley's Emerging Theory 
of 

Attention-Deficit/Hyperactivity Disorder 

Behavioral disinhibition 
Disinhibited prepotent responses 
Perseveration of ongoing responses 
Poor interference control 

Poor warkear Memory (nonverbal) 
1 Whip w hold wawa in wad 
Usable so asanipetate or act on the wawa 
Inespoited invisatias of ample* anionic= 
Defective hiadolght 
Defective foredisioght 
Poor metaapatory an 
Diminished wide of time 
Unwed self-awareacss 

Delayed internalization of speech 
Itimised verbal workine memorvl 
Reduced description and reflection 
Deficient ruleigovenied behavior (insaructioad 
Poor probkin solvingiseff-questioning 
Lass effective generation of nalesimmaeolos 
Impaired reading eomprebeission 
Delayed moral reasoning 

bantotere self-regulation of affect/ 
rootivotionierousal 
Lionised emotional oelf-conuot 
Law ablectivity/sticial perspective tatting 
Diminished selfeegulation of drive and 

enosivadoo 
Poor regulatiedi of arousal in me service of 

goal-directed action 

1 

Reduced motor control/fluency/syntax 
Disinhibited task-irrelevant responses 
Impaired execution of goal-directed responses 
Limited novehy/contplexity of motor sequences 
Diminished goal-directed persistence 
Insensitivity to response feedback 
Behavioral inflexibility 
Less able to re-engage tasks following disruption 
Behavior poorly controlled by internally 

represented informal:on 
Deficient cross-temporal organization 

of behavior 

;impaired recasslihiliOa 
Unshed analysis sed sweetest, of Wheeler 
adduced verbal aucacylhehavioral threw, 
Del-iciest rule acadeity 
Lass goal-directed techavioral crewieity and 

diversity 
Less frequeni use of behavioral simutalloos 
Immature syntas of tedirrier 

Source: Barkley, R. A. (1997). ADHD and the nature of self-control. New York: Guilford Press. (Used with permission.) 
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LiftMCd
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Impaired reading comprehension 
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V

la u M h a re  scir-rcpulalioo o f  affect/
matlrration/amuitl-------------------------------
L im ite d  emotional setf-control 
Leas objectiv ity/socia l perspective taking 
O b n in iih rd  sclf-rcgwiatiou o f  dove and 

motivation 
Poor regulation o f  arousal in  fee service o f  

goofalkectcd action

Reduced m o to r co n tro l/flu e n c y /s y n ta x  
Disinhibited task-irrelevant responses 
Impaired execution o f goal-directed responses 
Lim ited novelty/complexity o f motor sequences 
Diminished goal-directed persistence 
Insensitivity to response feedback 
Behavioral in flex ib ility
Less able to re-engage tasks fo llow ing disruption 
Behavior poorly controlled by internally 

represented inform ation 
Deficient cross-temporal organization 

o f behavior

Im p aired  rrto tm itu tio n ____________
l im ite d  analysis and synthesis o f  behavior 
Reduced verbal necacyibehavioral fluency 
Deficient rule creativity 
L e u  goal-directed behavioral creativ ity and 

diversity
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Sourre: Barkley, R. A. (1997). ADHD.and the nature of self-control New York: Guilford Press 
(used with permission.)

176

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



Appendix D 

Guidelines for Documenting Attention Deficit Disorder-Based 
Requests for Accommodations 

1. Establish evidence that ADHD-type symptoms arose in childhood. 

a. Indicate you employed DSM-IV criteria retrospectively. 

b. Report approximate age of onset. (Although appearance of symptoms 
after age 7 is acceptable, there must be some evidence of impairment at 
least by middle school or early high school. Except in highly unusual 
circumstances, claims of adult onset are generally unacceptable.) 

c. Provide compelling information beyond the client's self-report that ADHD 
symptoms significantly interfered with the individual's academic and social 
functioning. If someone experiences serious impairment, there will be a 
long paper trail of prior referrals, comments on multiple report cards, and 
past attempts at intervention. In addition to information from parents, you 
should also attempt to provide corroborating evidence from individuals 
outside of the family. 

2. Establish evidence that symptoms currently meet DSM-IV criteria in 
their nature and severity. 

a. Indicate that you employed DSM-IV criteria and report the number of 
symptoms endorsed for current functioning. 

b. Offer hard evidence (supervisors reports, performance reviews, test 
histories, academic records, statements by disinterested parties, etc.) that 
the individual suffers significant impairment in comparison to the general 
population across current educational or occupational settings. Your 
write-up should be specific about the nature and extent of poor 
adjustment. Also, keep in mind that problems taking certain kinds of 
educational tests, like multiple choice formats, are not in themselves 
sufficient evidence pervasive impairment. 

c. Remember that the diagnosis of adult ADHD hinges far more on evidence 
of childhood history and current impairment than on any particular profile 
of psychological test scores. While testing may be useful in ruling out 
alternate explanations for underperformance (particularly insufficient 
cognitive ability), it cannot alone justify an ADHD diagnosis. Requests for 
accommodations based primarily on testing will likely be denied. 

3. Establish evidence that current remediation does not lead to 
sufficient improvement in function. 
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a. Provide a history of past treatments and their outcome. 

b. Indicate which important ways these treatments have not produced relief 
from symptoms. If current treatments are successful, why are 
accommodations necessary? 

4. Provide a rationale for the kinds of accommodations requested. 

a. Indicate on what basis the accommodations you recommend are sensible. 
For example, if you suggest additional testing time, explain the scientific 
basis for this accommodation. You can also provide evidence from your 
client's history that certain accommodations have proved successful. 

5. If you are not a physician, or do not hold a terminal degree in clinical 
psychology, indicate why you are qualified to render this diagnosis. 
(Specifically, what training qualifies you to conduct a differential 
diagnosis of mental illness.) 

Source: Gordon, M., Barkley, R. A., & Murphy, K R. (1997). ADHD on trial. The ADHD Report. 5(4), 1-
4. (Used with permission.) 
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psychology, indicate why you are qualified to render this diagnosis. 
(Specifically, what training qualifies you to conduct a differential 
diagnosis of mental illness.)

Source: Gordon, M„ Barkley, R. A., & Murphy, K. R. (1997). ADHD on trial. The ADHD Report 5f4t 1-
4. (Used with permission.)

178

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



Appendix E 

Ethics Committee Approval 

UNIVERSITY OF REGINA 

OFFICE OF ASSOCIATE VICE-PRESIDENT AND DEAN 
7- FACULTY OF GRADUATE STUDIES AND RESEARCH 

DATE: December 8, 1997 

TO: Marilyn Matthews Crosselin 
Faculty of Education 

FROM: P. Gingrich, Acting Chair 
Research Ethics Review Committee 

Re: A Case Study of an Adult with Attention Deficit Disorder: Can 
Psychoeducational Assessment Know the Dancer from the Dance? 

Please be advised that the committee has considered this proposal and has agreed 
that it is: 

Acceptable as submitted. 
(Note: Only those applications designated in this way have ethical approval 
for the research on which they are based to proceed.) 

2. Acceptable subject to the following changes and precautions (see attached): 
Note: These changes must be resubmitted to the Committee and deemed 
acceptable by it prior to the initiation of the research. Once the changes are 
regarded as acceptable a new approval form will be sent out indicating it is 
acceptable as submitted. 
Please address the concerns raised by the reviewer(s) by means 
of a supplementary memo. 

3. Unacceptable to the Committee as submitted. Please contact the Chair for 
advise on whether or how the project proposal might be revised to become 
acceptable (ext. 4161/5186.) 

/nun 
N Kuhns. supervisor 
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FACULTY OF GRADUATE STUDIES AND RESEARCH 

DATE: December 8, 1997

TO: Marilyn Matthews Gosselin
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FROM: P. Gingrich, Acting Chair
Research Ethics Review Committee

Re: A Case Study of an Adult with Attention Deficit Disorder: Can
Psychoeducational Assessment Know the Dancer from the Dance?
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that it is:
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(Note: Only those applications designated in this way have ethical approval 
for the research on which they are based to proceed.)

2. Acceptable subject to the following changes and precautions (see attached):
Note: These changes must be resubmitted to the Committee and deemed 
acceptable by it  prior to the initiation o f the research. Once the changes are 
regarded as acceptable a new approval form w ill be sent out indicating it  is 
acceptable as submitted.
Please address the concerns raised by the reviewer(s) by means 
o f a supplem entary memo.

3. Unacceptable to the Committee as submitted. Please contact the Chair for 
advise on whether or how the project proposal might be revised to become 
acceptable (ext 4161/5186.)
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cl N Kuhns, supervisor
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Appendix F 

Letter/Informed Consent (Research Participant) 

UNIVERSITY OF REGINA 

FACULTY OF EDUCATION 

1-etterfinfoimed Consent (Research Participant) 

Research: A Case Study of an Adult with Attention Deficit Disorder. Can 
Psychoeducational Assessment Know the Dancer from the Dance? 

Researcher: Marlyn Matthews Gossein 

Supervisor Dr. Norman Kuhns 
Department of Educational Psychology. 
University of Regina. 535-4740 

This research is being done for a masters thesis in educational psychology. The 

purpose of the study is to evaluate the usefulness of psychoeducational assessment in 

determining how attention defbt disorder (ADD) has affected. and continues to affect 

your fife. At the conclusion of the assessment process I will provide you with a written 

psychoeducational report, and a verbal explanation of that report. 

Unfortunately. there are no shortcuts to understancfing the effects of ADD: This 

assessment will examine your fife history through various tests and interviews. It is 

difficult to establish a time frame, but. I expect to need about 10 to 15 hours of your time. 

spread out in five two- or three-hour sessions. 

The unravelling of your fife history is an intensely personal process. and 1 am well 

aware of my ethical obligations to you. Care will be taken to protect your anonymity; 

although. I cannot guarantee that the details of your life history will go unrecognized. 

You wid be represented in my thesis by a mutually-agreed upon pseudonym. The 

pseudonym will be used on all documents relating to the study, except for the letters of 

consent and the final psychoeducational report. The signed letters of consent will be 

available only to me. and you will be given the sole personalized copy of the report On 

completion of the study, I will -securely archive all documents for three years. and then 

they will be destroyed. 

Part of the complexity of assessing ADD involves determining how you function 

on a daily basis in various settings (e.g. home, work. socially). This necessitates the 

REGINA. SASKA TE-IIEWAN. CANADA SAS nA2 PISMO. 1,40, 1M1‘ 41Sre 1' AZ' INNS ‘1115.4.11111 
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Letter/Inform ed Consent (Research Participant)

Research: ACaseStudy of an Aduft with Attention Defeat Disorder. Can
Psychoeducational Assessment Know the Dancer from the Dance?

Researcher Marityn Matthews Gossefin

Supervisor Or. Norman Kuhns
Department of Educational Psychology.
University of Regina. 535-4740

This research is being done for a master's thesis in educational psychology. The 

purpose of the study is to evaluate the usefulness of psychoeducational assessment in 

determining how attention deficit disorder (ADO) has affected, and continues to affect 

your fife. At the conclusion of the assessment process I will provide you with a written 

psychoeducational report, and a verbal explanation o f that report.

Unfortunately, there are no shortcuts to understanding the effects of ADO: This 

assessment will examine your fife history through various tests and interviews. It is 

difficult to establish a  time frame, but I expea to need about 10 to 15 hours of your time, 

spread out in five tw o- or three hour sessions.

The unravelling of your fife history is an intensely personal process, and I am wefl 

aware of my ethical obligations to you. Care wit be taken to protect your anonymity; 

although. I cannot guarantee that the details of your fife history w ill go unrecognized.

You will be represented in my thesis by a mutuafiy-agreed upon pseudonym. The 

pseudonym will be used on all documents relating to the study, except for the letters of 

consent, and the final psychoeducational report. The signed letters of consent will be 

available only to m e. and you will be given the sole personalized copy of the report On 

completion of the study. I will -securely archive all documents for three years, and then 

they will be destroyed.

Part of the complexity of assessing ADD involves determining how you funaion 

on a daily basis in various settings (e.g. home. work, socially). This necessitates the
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use of an informant someone (family member. coworker. friend) you know and trust 

The informant or informants. you choose will be asked. either by mad. phone. or in 

person. to answer some questions about how you manage in your day-to-day affairs. 

You will have access to anything they say about you. 

ADO frequently is confused with other psychiatric disorders. and it is possible that 

this in-depth assessment may provide your doctor with new insights into the ADO 

diagnosis that you have received. Whatever the case, you wit be provided with a 

written report. and a verbal explanation of that report. an the completion of the 

assessment If you or I feel that you need support following the completion of the 

assessment. I will refer you to the appropriate professional. 

This is a voluntary Project and you may withdraw at any time. Your doctor will be 

available to address any concerns whidi may arise for you in the course of the 

assiu.sment If you decide to withdraw, ail the documents wilt be destroyed in your 

presence. If you do withdraw. I will not be able to provide you with a psychoeducational 

report unless I have gathered sufficient information. I expect that this will be a positive 

experience for you. and that you will want to see it through to the end. 

Consent 

This is to certify that I have read the above description and agree to take a part 

as a volunteer in the above-named research project. 

I hereby give permission to be tested, and interviewed as a means of getting my 

life history for the psychoeducational assessment of attention deficit disorder. I also 

understand the need for providing an informant or informants for the assessment, and I 

give permission for you to interview anyone I choose for this role. 

I am aware that the results of this assessment will be described in a thesis that 

will eventually be placed in the University of Regina library, and perhaps published in a 

professional journal at a later date. I will be referred to by a pseudonym in the thesis, 

RtGINA. SASKA IIE WAN. CANADA SAS NA.? MINE: (WAs NI5—ISIA FAX: YAI ND.Awn 
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use of an informan t someone (family member, coworker, friend) you know and trust. 

The informant or informants, you choose wi> be asked, either by mail, phone, or in 

person, to answe r some questions about how you manage in your day-to-day affairs. 

You wfll have access to anything they say about you.

ADD frequently is confused with other psychiatric disorders, and it is possible that 

this in-depth assessment may provide your doctorwith new insights into the ADO 

diagnosis that you have received. Whatever the case, you w ill be provided with a 

written report and a verbal explanation of that report on the completion o f the 

assessment If you or I feel that you need support following the completion o f the 

assessment I wB refer you to the appropriate professional.

This is a voluntary protect and you may withdraw at any time. Your doctor will be 

available to address any concerns which may arise for you in the course of the 

assessment If you decide to withdraw, all the documents will be destroyed in your 

presence. If you do withdraw, I wB not be able to provide you with a psychoeducational 

report unless I have gathered sufficient information. I expect that this will be a positive 

experience for you, and that you win want to see it through to the end.

Consent

This is to certify that I have read the above description and agree to take a part 

as a volunteer in the above-named research project.

I hereby give permission to be tested, and interviewed as a means of getting my 

life history for the psychoeducational assessment of attention deficit disorder. I also 

understand the need for providing an informant or informants for the assessment, and I 

give permission for you to interview anyone I choose for this role.

I am aware that the results of this assessment wifl be described in a thesis that 

will eventually be placed in the University of Regina library, and perhaps published in a 

professional journal at a later date. I will be referred to by a pseudonym in the thesis.

AtCINA.SASKATCHEWAN.t‘ANA|>A SJSHA* ni(INC:l.ll«|f(UM« FAX llmi.MMAna
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Consent 

This is to certify that I have read the above description and agree to take a part 

as a volunteer in the above named research project. 

I hereby give permission to be interviewed in order to =tribute to the 

participants life history for a psychoeducational assessment related to attention deficit 

disorder. I am aware that the results of this assessment will be described in a thesis 

eventually to be placed in the University of Regina library, and perhaps published in a 

professional journal at a later date. I will be referred to by a pseudonym in the thesis. 

and in all related documents and pubfrcations. I understand that every effort will be 

made to avoid any identifying information. 

I understand that I am free to withdraw my consent and terminate my participation 

at any time without penalty. I also understand that the participant will have access to 

any information that I provide to the researcher. 

This project was approved by the Human Subjects Ethics Committee. University 

of Regina. If I have any questions or concerns about my rights or treatment as a 

research participant. I may contact the Chair of the Research Ethics Committee at 585-

4461. I acknowledge that I have received a copy of this consent form. 

Date 

Signature 

REGINA. tASK Tt'lltiWAN. 'AMAIN% SAS gook2 MIME: 11/4 01 W-4$ Iv FAX. a MIAS SICL-11FAu 
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Consent

This is to certify that I have read the above description and agree to take a part 

as a volunteer in the above named research protect

I hereby give permission to be interviewed in order to contribute to the 

participant's life history for a psychoeducational assessment related to attention deficit 

disorder. I am aware that the results o f this assessment wfll be deserted in a thesis 

eventually to be placed in the University o f Regina fibrary. and perhaps pubfishedm a 

professional journal at a later date. I will be referred to by a pseudonym in the thesis, 

and in all related documents and publications. I understand that every effort win be 

made to avoid any identifying information.

I understand that I am free to withdraw my consent and terminate my participation 

at any time without penalty. I also understand that the participant will have access to 

any information that I provide to the researcher.

This project was approved by the Human Subjects Ethics Committee. University 

of Regina. If I have any questions or concerns about my rights or treatment as a 

research participant I may contact the C har o f the Research Ethics Committee at 585- 

4461. I acknowledge that I have received a copy o f this consent form.

Date

Signature
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Appendix G 

Letter/Informed Consent (Research Informant) 

UNIVERSITY OF REGINA 

FACULTY-OF EDUCATION. 

Letter/Informed Consent (Research Informant) 

Research: A Case Study of an Adult with Attention Deficit Disorder: Can 
Psychoedizational Assessment Know the Dancer from the Dance? 

Researcher: • Marilyn Matthews Gossean 

Supervisor Dr. Norman Kuhns 
Department of Educational Psychology. 
University of Regina. 585-4740 

This research is being done fora master's thesis in educational psychology. The 

purpose of the study is to evaluate the usefulness of psychoeducational assessment in 

determining how attention deficit disorder (ADD) has affected, and continues to affect, 

the participant 

It is common in the assessment of ADD to use an informant someone (family 

member, coworker. friend) who the participant knows and trusts. The informant will be 

asked. either by mail. phone. or in person, to answer some questions about how the 

participant manages in her day-today affairs. The participant, 

has identified you as a possible informant She will have access to everything that you 

say about her. 

This is a voluntary project, and the participant and you may withdraw at any time. 

It is possible that I will need to interview you twice. Each interview will be at your 

convenience by phone, mail, or in person, and should not take more than 15 to 30 

minutes. 

A bound copy of my thesis will be placed in the University of Regina library. The 

participant's and your anonymity will be guarded, and both will be represented in the 

thesis by a pseudonym. It is also possible that the results of this assessment may be 

published in a professional journal. Every effort will be made to remove any identifying 

information. 
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Letter/Inform ed Consent (Research Inform ant)

Research: A  Case Study of an Adult with Attention Deficit Disorder Can
Psychoeducational Assessment Know the Dancer ftom the Dance?

Researcher * Marilyn Matthews Gosselin

Supervisor Dr. Norman Kuhns
Department of Educational Psychology.
University of Regina. 585-4740

This research is being done for a master's thesis in educational psychology. The 

purpose of the study is to evaluate the usefulness of psychoeducational assessment in 

determining how attention deficit disorder (ADD) has affected, and continues to affect, 

the participant.

It is common in the assessment of ADO to use an informant: someone (family 

member, coworker. friend) who the participant knows and trusts. The informant wfll be 

asked, either by mad. phone, or in person, to answer some questions about how the

participant manages in her day-today affairs. The participant.____________________ .

has identified you as a possible informant She wid have access to everything that you 

say about her.

This is a voluntary project, and the participant and you may withdraw at any time. 

It is possible that I will need to interview you twice. Each interview will be at your 

convenience by phone, mail, or in person, and should not take more than 15 to 30 

minutes.

A bound copy of my thesis will be placed in the University o f Regina library. The 

participant's and your anonymity win be guarded, and both win be represented in the 

thesis by a pseudonym. It is also possible that the results of this assessment may be 

published in a professional journal. Every effort will be made to remove any identifying 

information.
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and in all related documents and publications. I understand that every effort will be 

made to avoid any identifying information. aid that all material related to the study will 

be securely archived by the researcher for three years following the publication of the 

thesis. It will then be destroyed. 

I understand that I am free to withdraw my consent and terminate my panidpation 

at any time without penalty. At such time I would be referred back to my physician. 

This project was approved by the Human Subjects Ethics Committee. University 

of Regina. If I have any questions or concerns about my rights or treatment as a 

research participant. I may contact the Chair of the Research Ethics Committee at 585- ' 

4461. I acknowledge that I have received a copy of this consent form. 

Date 

Signature 

REGINA. SASK. AT( ANADA SIS wo nor we cow., 5115.4511 IF A t You Sis-aami 
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and in an related documents and publications. I understand that every effort will be 

made to avoid any identifying information, and that all material related to the study wiB 

be securely archived by the researcher for three years following the publication o f the 

thesis. It will then be destroyed.

I understand that I am ffee to withdraw my consent and terminate my participation 

at any time without penalty. A t such time I woidd be referred bade to my physician.

This protect was approved by the Human Subjects Ethics Committee. University 

of Regina. If I have any questions or concerns about my rights or treatment as a 

research participant. I may contact the Chair of the Research Ethics Committee at 585- ' 

4461. I acknowledge that I have received a copy o f this consent form.

Date

Signature
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Appendix H 

Personality Styles Associated 
With 

Attention Deficit Disorder 

Personality style Behavioral features 

Impulsive/intrusive 

Inhibited/avoidant 

Obsessive/compulsive 

Distractible/disorganized 

Hostile/aggressive 

Irritable/depressed 

Restless 
Impatient 
Acts without thinking 
Reckless, careless 
Seeks stimulation 

Quiet, withdrawn 
shy 
Preoccupied 
Avoids stimulation 

Rigid, inflexible 
Ruminative, indecisive 
Perfectionistic 
Controlling 

Drawn to novel stimuli 
Difficulty focusing 
Forgetful 
Frequently late 
Overwhelmed, confused 

Temper outbursts 
Easily provoked 
Overreacts to stress 
Blames others 

Easily annoyed 
Intolerant of demands 
Defensive 
Moody 
Dysphoric 

Differential diagnosis 

Hypomania 
Cyclothymia 
Histrionic personality 

disorder 

Dysthymia 
Overanxious disorder 
Avoidant personality 

disorder 

Obsessive-compulsive 
disorder 

Overanxious disorder 

Dysthmia 
Overanxious disorder 
Passive-aggressive 

personality disorder 

Impulse control disorder 
Conduct disorder 
Antisocial personality 

disorder 

Dysthmia 
Overanxious disorder 
Passive-aggressive 

personality disorder 
Unipolar depression 

Source: Leimkuhler, M. E. (1994). Attention-deficit disorder in adults and adolescents: 
Cognitive, behavioral and personality styles. In J. M. Ellison, C. S. Weinstein, & T. Hodel-
Malinofsky (Eds.), The psychotherapist's guide to neuroosvchiatrv: Diaanosis and treatment 
issues. Washington, DC: American Psychiatric Press, Inc. (Used with permission.) 
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Appendix H

Personality Styles Associated 
With 

Attention Deficit Disorder

Personality style Behavioral features Differential diaanosis

Impulsive/intrusive Restless
Impatient
Acts without thinking 
Reckless, careless 
Seeks stimulation

Hypomania 
Cyclothymia 
Histrionic personality 

disorder

Inhibited/avoidant Quiet, withdrawn 
shy
Preoccupied 
Avoids stimulation

Dysthymia
Overanxious disorder 
Avoidant personality 

disorder

Obsessive/compulsive Rigid, inflexible 
Ruminative, indecisive 
Perfectionistic 
Controlling

Obsessive-compulsive 
disorder 

Overanxious disorder

Distractible/disorganized Drawn to novel stimuli 
Difficulty focusing 
Forgetful 
Frequently late 
Overwhelmed, confused

Dysthmia
Overanxious disorder 
Passive-aggressive 

personality disorder

Hostile/aggressive Temper outbursts 
Easily provoked 
Overreacts to stress 
Blames others

Impulse control disorder 
Conduct disorder 
Antisocial personality 

disorder

Irritable/depressed Easily annoyed
Intolerant of demands
Defensive
Moody
Dysphoric

Dysthmia
Overanxious disorder 
Passive-aggressive 

personality disorder 
Unipolar depression

Source: Leimkuhler, M. E. (1994). Attention-deficit disorder in adults and adolescents:
Cognitive, behavioral and personality styles. In J. M. Ellison, C. S. Weinstein, & T. Hodel- 
Malinofsky (Eds.), The psychotherapist's ouide to neuropsvchiatrv: Diagnosis and treatment 
issues. Washington, DC: American Psychiatric Press, Inc. (Used with permission.)
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Appendix I 

Woodcock-Johnson Tests of Cognitive Ability-Revised 

The following tests were administered to the participant in this case study: 

1. Memory for Names 
Subject is shown a picture of a 
space creature and told the 
creature's name. Then the subject 
is shown a page of 9 space 
creatures and asked to point to the 
creature just introduced. 

2. Memory for Sentences 
Subject is to remember, and repeat, 
phrases and sentences presented 
auditorially by a tape player. 

3. Visual Matching 
Subject locates and circles the two 
identical numbers in a row of 6 
numbers. This is a timed test. 

4. Incomplete Words 
Subject listens to a tape-recorded 
word that has one or more 
phonemes missing and identifies the 
complete word. 

5. Visual Closure 
Subject identifies drawings that 
have been distorted, have missing 
areas, or have a superimposed 
pattern. 

6. Picture Vocabulary 
Subject must name pictures of 
objects. 

7. Analysis-Synthesis 
Subject is presented with the 
components of an incomplete 
puzzle and asked to determine the 
missing components. 

8. Visual-Auditory Learning 
Subject is asked to associate new 
visual symbols with familiar words 
and to translate a series of symbols 
into verbal sentences. 

9. Memory for Words 
Subject repeats lists of unrelated 
words in the sequence presented on 
an audio tape. 

10. Cross Out 
Subject makes the 5 drawings in a 
row of 20 drawings that match the 
first drawing in the row. This is a 
timed test. 

186 

11. Sound Blending 
Subject integrates and says whole 
words after hearing parts of the 
words. 

12. Picture Recognition 
Subject recognizes previously 
presented pictures within a field of 
pictures. 

13. Oral Vocabulary 
Subject is presented orally with 
words and must state a word that is 
the same in the Synonym part, and 
then state a word that is the 
opposite in the Antonym part. 

14. Concept Formation 
Subject is presented with a 
complete stimulus set from which to 
derive a rule for each item. 

17. Numbers Reversed 
Subject listens to numbers on an 
audio tape then says them in the 
opposite order. 

18. Sound Patterns 
Subject listens to a tape and 
determines whether sound patterns 
are the same or different. 

19. Spatial Relations 
Subject must select from a series of 
shapes the component parts 
needed to make a given whole 
shape. 

20. Listening Comprehension 
Subject listens to an audio-taped 
passage and supplies the word 
missing at the end. 

21. Verbal Analogies 
Subject completes phrases with 
words that indicate appropriate 
analogies. 
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Woodcock-Johnson Tests of Cognitive Ability-Revised

The following tests were administered to the participant in this case study:

1. Memory for Names 11.
Subject is shown a picture of a 
space creature and told the 
creature's name. Then the subject 
is shown a page of 9 space 12.
creatures and asked to point to the 
creature just introduced.

2. Memory for Sentences
Subject is to remember, and repeat, 13.
phrases and sentences presented 
auditorialiy by a tape player.

3. Visual Matching
Subject locates and circles the two 
identical numbers in a row of 6 
numbers. This is a timed test 14.

4. incomplete Words
Subject listens to a tape-recorded 
word that has one or more 
phonemes missing and identifies the 17.
complete word.

5. Visual Closure
Subject identifies drawings that 
have been distorted, have missing 18.
areas, or have a superimposed 
pattern.

6. Picture Vocabulary
Subject must name pictures of 19.
objects.

7. Analysis-Synthesis
Subject is presented with the 
components of an incomplete 
puzzle and asked to determine the 20.
missing components.

8. Visual-Auditory Learning 
Subject is asked to associate new
visual symbols with familiar words 21.
and to translate a series of symbols 
into verbal sentences.

9. Memory for Words
Subject repeats lists of unrelated 
words in the sequence presented on 
an audio tape.

10. Cross Out
Subject makes the 5 drawings in a 
row of 20 drawings that match the 
first drawing in the row. This is a 
timed test.

Sound Blending
Subject integrates and says whole 
words after hearing parts of the 
words.
Picture Recognition
Subject recognizes previously 
presented pictures within a field of 
pictures.
Oral Vocabulary
Subject is presented orally with 
words and must state a word that is 
the same in the Synonym part, and 
then state a word that is the 
opposite in the Antonym part 
Concept Formation 
Subject is presented with a 
complete stimulus set from which to 
derive a rule for each item.
Numbers Reversed 
Subject listens to numbers 
audio tape then says them 
opposite order.
Sound Patterns 
Subject listens to a 
determines whether sound patterns 
are the same or different.
Spatial Relations
Subject must select from a series of 
shapes the component parts 
needed to make a given whole 
shape.
Listening Comprehension
Subject listens to an audio-taped 
passage and supplies the word 
missing at the end.
Verbal Analogies 
Subject completes phrases with 
words that indicate appropriate 
analogies.

on an 
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