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STUDENTS
DIAGNOSED WITH
ATTENTION DEFICIT
HYPERACTIVITY
DISORDER:
COLLABORATIV
SIRATEGIES FOR
SCHOOL COUNSELORS

The school setting can be a difficult place for children

with attention deficit byperactivity disorder (ADHD).

The core symptoms of ADHD, which include inattention,
hyperactivity, and impulsivity, make meeting the
curriculum demands of the classroom challenging. That
ADHD negatively impacts not only academic performance
but also social and emotional functioning is well
established (Lee, Lahey, Owens, & Hinshaw, 2008). Given
the negative consequences of ADHD, effective school-
based interventions are warranted. School counselors are
uniquely positioned to implement strategies for children
with ADHD to maximize their capacity for learning. This
article provides specific strategies that school counselors
can provide collaboratively to enhance the academic and
social functioning of children with ADHD in school.

ttention deficit hyperactive disorder
ADHD) has been identified as one
of the most common behavioral
disorders of childhood (Center for
Disease Control and Prevention
[CDC], 2010) with rising prevalence
rates. Significantly, ADHD affects
3-5% of children every year (U.S.
Department of Health & Human
Services [HHS], 2011), with boys
approximately three times more
likely to be diagnosed with the
disorder (CDC, 2010). The ex-
tent to which ADHD adversely
affects the overall functioning
of children and adolescents
cannot be underestimated. It
is well documented that the attention
and associated behavior problems
that children with ADHD experience
negatively affect academic perfor-
mance and school functioning (Shil-
lingford, Lambie, & Walter, 2007). In
light of the deleterious consequences
of ADHD, effective school-based
interventions are needed. This article
provides an overview of ADHD in
children, including prevalence, associ-
ated characteristics, comorbidity, and
interventions that school counselors
may employ in collaboration with
teachers and parents to support stu-
dents diagnosed with this disorder.

DEVELOPMENTAL
CHARACTERISTICS

Childhood ADHD is characterized by
three core characteristics that include
inattention, hyperactivity, and impul-
sivity, and affects millions of children
worldwide. However, the age and
developmental level of a child often in-
fluence how symptoms are expressed.
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Characteristics of ADHD typically
appear during the preschool years and
include strong and intense reactions
to daily events, difficulty with delayed
gratification, becoming bored easily,
talking excessively, interrupting the
activities of others, moving from one
activity to another, excessive activity,
and doing things without thinking
(Campbell, 2002; Greenhill, Posner,
Vaughan, & Kratochvil, 2008). The
behaviors evidenced by children with

these challenges including difficulties
with executive functioning, poor aca-
demic achievement, social struggles,
and health-related problems.

Executive Functioning

Children and adolescents with ADHD
evidence deficits in executive function-
ing, which is responsible for self-reg-
ulation of behavior. More specifically,
executive functions are responsible
for organization, planning, working

THE SCHOOL SETTING CAN BE A DIFFICULT PLACE
FOR CHILDREN WITH ADRD BECAUSE SYMPTOMS
ARE DIAMETRICALLY OPPOSED TO EXPECTATIONS IN A
TRADITIONAL CLASSROOM, AND THE BEHAVIORS MAY

ADHD exceed the appropriate levels
of behavioral comportment expected
their same-aged peers. Although
adolescents with ADHD may evidence
a reduction in their symptomatology,
many do not outgrow their difficulties.
Rather, hyperactive and impulsive be-
haviors may decline, but the disorder
continues into the teenage years for
approximately 50% of adolescents
(Spencer, Biederman, & Mick, 2007).

ADHD IN THE
SCHOOL SETTING

The school setting can be a diffi-

cult place for children with ADHD
because symptoms are diametrically
opposed to expectations in a tradi-
tional classroom, and the behaviors
may prolong into adulthood (National
Institute of Mental Health [NIMH],
2013). The core symptoms of ADHD
make meeting the curriculum demands
of the classroom challenging. School
personnel should be knowledgeable
regarding the various associated issues
that children with ADHD may face.
The following sections review some of
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PROLONG INTO ADULTHOOD.

memory, and self-regulation of arousal
levels. Executive functions allow
children to purposefully control their
attention and engage in goal-directed
activities (Brown, 2000). These abili-
ties are integral to focusing on tasks
that require concentration. Impair-
ment in executive functioning results
in poor sustained attention, particu-
larly on tasks that are routine. Thus,
in the classroom, children with ADHD
may become easily distracted, forget
information that was just read, and
lose their concentration. This results
in minimal effort towards completing
tasks, particularly assignments that
are repetitious and that do not provide
immediate rewards (Martel, Nikolas,
& Nigg, 2007). Moreover, since chil-
dren with ADHD also exhibit deficits
in working memory, or the ability to
retain facts while manipulating infor-
mation, they are less likely to complete
tasks or follow multiple-step directions
(Loe & Feldman, 2007).

The ability to organize and priori-
tize information is another executive
function that is impaired in children
with ADHD. Deficits in this area result
in difficulty beginning a task and
organizing assignments. For example,

a teacher may have assigned a home-
work task to write about a favorite
family vacation. Children with ADHD
may sit down in front of their com-
puter, but rather than focusing on the
content of the written language assign-
ment, may spend hours examining the
different font styles and sizes, fiddling
with margin sizes, and looking at clip-
art that would help depict aspects of
their vacation. Although these students
may have spent hours working on
their assignment, they may not have
written anything because too much
time was spent working on ancillary
aspects of the assignment rather than
content. This illustrates the difficulty
of assignment completion for children
diagnosed with ADHD because their
attention may be split between many
stimuli. Deficits in executive function-
ing also result in difficulty controlling
emotions and arousal level, which
often results in overreacting to posi-
tive and negative events. For instance,
when children with ADHD hear excit-
ing news, they may yell loudly and
jump about, unable to contain their
happiness (Brown, 2000). Moreover,
because they struggle to control their
emotions, children with ADHD have
trouble managing disappointment, act
or speak before thinking, are easily ir-
ritated, and are sensitive to criticism.

Academic Achievement
Academically, most children with
ADHD have difficulty concentrating
in school, which makes it difficult for
them to complete assignments and
pay attention in the classroom. This
results in deficits in the acquisition of
basic academic skills. Further, their
decreased academic engagement and
inconsistent rates of work completion
may account for underachievement
(DuPaul, Stoner, O’Reilly, 2008).
Therefore, their grades are lower, they
perform poorly on standardized tests,
and they are more likely to be retained
or placed in special education and/or
drop out of school (Loe & Feldman,
2007). The culmination of the deficits
in attention and lack of development
of scholastic skills may be the reason
that approximately 20-30% of chil-



dren with ADHD are also diagnosed
with a specific learning disability
(DuPaul et al., 2008). That is, ADHD
and learning disabilities often coexist
as ADHD serves as a risk factor for
learning disabilities. Moreover, the
behaviors associated with ADHD (e.g.,
inattention, hyperactivity, impulsivity)
often exacerbate learning difficulties in
school.

Differential Diagnosis of ADHD

In considering a differential diagnosis
of ADHD and a learning disability,
there are a few signposts that school
counselors should consider. First,
children with ADHD underachieve
because of their difficulty attending in
the classroom, low rates of academic
engagement, and inconsistent work
completion (DuPaul et al., 2008).
However, children with a learning dis-
ability do not learn in school because
they have a specific deficit in their
ability to learn, and evidence a signifi-
cant discrepancy between academic
performance and overall cognitive
ability. Second, children with a learn-
ing disability typically demonstrate
problems solely in the school setting,
and the problematic behaviors they
display are the result of frustration
they experience in specific academic
subjects. Notably, their behavior is
not impaired in other settings. This is
in direct contrast to children with a
diagnosis of ADHD, whose behaviors
are pervasive, exhibited in both the
home and school environments, and
impair academic and social function-
ing (Barkley, 2003). In differentiating
the symptoms of ADHD with other
mental health disorders, the authors
have noted that similar symptoms

of inattention have been found in
children who have mental retardation.
Symptoms of oppositional defiant
disorder should also be differentiated
with ADHD, although many children
are diagnosed with both. ADHD
should not be accounted for by other
mental disorders such as anxiety,
depression, or personality disorders,
which are more relevant to adult
comorbidity (American Psyciatric
Association [APA], 2013). Distinguish-
ing between disorders is important

because evidence-based interventions
will differ based on the disorder and
will not be effective for the student if
misdiagnosed.

Social Difficulties

Socially, children and adolescents

with ADHD evidence a wide range of
problem behaviors, including inat-
tention, hostility, argumentativeness,
and stubbornness, and they tend to be
loud, intense, and socially awkward
and insensitive (Nijmeijer et al., 2008).
The deficits in interpersonal skills

and prosocial behaviors often result

in social difficulties and poor quality
friendships. For instance, they often
have difficulty with the natural give-
and-take of relationships (Hoza, 2007)
and struggle to regulate their emotions
and behaviors (Kats-Gold, Besser, &
Priel, 2007). Given the social difficul-
ties that children with ADHD experi-
ence, they tend to have few friends,

or poisonings. This is likely due to
their impulsive behaviors and lack
of planning and precaution (Bark-
ley, 2006; Brehaut, Miller, Raina, &
McGrail, 2003). Further, they are at
greater risk for motor vehicle ac-
cidents (Jerome, Habinski, & Segal,
2006) and risk-taking behaviors such
as experimentation with alcohol and
drugs (Molina et al., 2007), cigarette
smoking, and engaging in dangerous
sexual behaviors (Burke, Loeber, &
Lahey, 2001).

ETIOLOGY

Although no professional consensus
exists about the cause of ADHD, ge-
netic and neurobiological factors have
been implicated in its development
while biological and environmental
risk factors influence how ADHD is
expressed. Both the National Insti-

CHILDREN WITH A LEARNING DISABILITY TYPICALLY
DEMONSTRATE PROBLEMS SOLELY IN THE SCHOOL
SETTING. . .IN DIRECT CONTRAST T0 CHILDREN WITH A

DIAGNOSIS OF ADHD, WHOSE BEHAVIORS ARE PERVASIVE,
EXHIBITED INBOTH THE HOME AND SCHOOL ENVIRONMENTS,

AND MPAIR ACADEMIC AND SOCIAL FUNCTIONING.

are rejected and less accepted by their
peers, and have a great deal of conflict
with parents and siblings (Kats-Gold
et al., 2007). The negative social impli-
cations experienced by children with
ADHD often result in social isolation
for these children. Consequently, they
tend to be less resilient and are more
likely to associate with peers who have
similar adjustment problems (Howard

& Landau, 2010).

Health-Related Problems

With respect to health-related issues,
children with ADHD are more likely
to experience accidental injuries,
such as broken bones, lacerations,
burns, head injuries, severe bruises,

tute of Health (NIH; 2012) and the
National Resource Center on ADHD
(2012) have speculated that genetics
may be a contributing factor in the
development of ADHD. Research has
suggested that ADHD runs in fami-
lies and that children born to parents
who themselves have been diagnosed
with ADHD have as high as a 60%
chance of having ADHD (Waldman
& Gizer, 2006). Although genetics
may predispose a child to the devel-
opment of ADHD, extant biologi-
cal and environmental factors may
exacerbate the disorder. Such factors
include maternal smoking (Altink et
al., 2009), maternal stress (Grizenko
et al., 2012), lead exposure (Nigg,
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Nikolas, Knottnerus, Cavanagh, &
Friderici, 2010), and effects of father-
child and mother-child interactions
(Keown, 2012).

EVIDENCE-BASED
INTERVENTIONS

In light of the previously mentioned ef-
fects of ADHD on children’s academic,
social, and behavioral functioning,
several approaches have been employed
to support children with ADHD. These
approaches include psychostimulant
medication, nutrition and diet, play
therapy, and behavioral interventions.
Although there is no known cure for
ADHD, treatment has been shown to
improve the associated characteristics
of the disorder (NIH, 2012).

The most common medications
prescribed for children diagnosed with
ADHD are stimulants (NIMH, 2013).
Some of the more popular stimulants
prescribed are Concerta, Adderall,
Ritalin, Dexedrine, and Focalin (U.S.
Food & Drug Administration, 2010).
These medications have been found to
reduce hyperactivity and impulsivity
as well as increase the child’s abil-
ity to focus. Despite the benefits of
ADHD medications, children taking

ADHD as the stimulant medications
mentioned above (PubMed Health,
2011). Medication may not ameliorate
all behaviors associated with ADHD
and children may continue to experi-
ence difficulty at school, home, and in
the community (Children and Adults
with Attention-Deficit/Hyperactivity
Disorder [CHADD], 2012).

Given the many side effects that
medications may have, families should
think carefully about medication as a
treatment for ADHD. In fact, satisfac-
tion with ADHD medications has been
known to influence the assessment of
treatment outcome (Gortez-Dorten,
Breuer, Hautmann, Rothenberger, &
Dopfner, 2011). Therefore, parents’
perception of the effects of medica-
tion on their children may determine
how they evaluate the effectiveness of
these medications on the functional-
ity of their children. Considering the
reported side effects of ADHD medica-
tions, parents need to be supported
in making informed decisions about
beginning and maintaining their chil-
dren on these medications. In a study
exploring the knowledge, attitude, and
information sources of 126 parents of
children diagnosed with ADHD using
stimulant medication, Stroh, Franken-
berger, Cornwell-Swanson, Wood, and
Pahl (2008) reported that a significant

CONSIDERING THE REPORTED SIDE EFFECTS OF ADKD
MEDICATIONS, PARENTS NEED TO BE SUPPORTED IN
MAKING INFORMED DECISIONS ABOUT BEGINNING AND
MAINTAINING TREIR CHILDREN ON THESE MEDICATIONS.

them may experience several adverse
side effects, such as decreased ap-
petite, anxiety, irritability, and sleep
difficulties (Weiss & Salpekar, 2010).
The U.S. Food and Drug Administra-
tion has recently approved Strattera, a
non-stimulant medication also known
to have side effects such as decreased
appetite and trouble sleeping. How-
ever, Strattera has been found to be as
effective in reducing the symptoms of
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number of these parents were misin-
formed. In fact, although the children
of these parents were taking ADHD
medication, parents had inaccurate in-
formation about the medications and
were greatly misinformed about these
drugs. Parental misinformation points
to the necessity of providing parents
with accurate information and infor-
mational sources to fully understand
the treatment of their children.

In terms of further treatment for
ADHD, researchers have explored
the impact of nutrition on children’s
functioning. For example, dietary
modification has been associated with
decrease in sleep difficulties in children
afflicted by the symptoms of ADHD.
Pelsser, Frankena, Buitelaar, and
Rommelse (2010) found significant
improvements in sleep patterns when
children instituted an elimination
diet consisting of only hypoallergenic
foods such as turkey, rice, vegetables,
pears, and water. Kanarek (2011)
discussed controversy surrounding the
elimination diet and suggested that
studies such as those eliminating foods
containing food additives or dyes
to potentially reduce symptoms of
ADHD were questionable. Although
positive results such as decrease in
hyperactive behaviors was found when
these ingredients (e.g., food addi-
tives and food dyes) were eliminated
from the diet, Kanarak questioned the
potential influence of other variables
such as minerals and vitamins. This
concern was echoed by Sinn (2011),
who suggested that continued research
be conducted in order to present
more concrete information on the
effects of food coloring and additives
on children diagnosed with ADHD.
However, Sinn also suggested that
supplements with components such as
zinc, magnesium, and iron may very
well be advantageous in countering
some of the effects of ADHD. Thus,
although nutrition and diet play posi-
tive roles in decreasing symptoms of
ADHD, exploration needs to continue
to determine the extent of support that
nutrition and diet can provide.

Apart from pharmaceutical and
nutritional approaches in supporting
children diagnosed with ADHD, coun-
seling interventions also have been
utilized. For example, play therapy is
one noted therapeutic approach that
has been shown to be effective in the
treatment of childhood ADHD. The
Association for Play Therapy (APT;
2012, para. 2) defines play therapy
as “the systematic use of a theoretical
model to establish an interpersonal
process wherein trained play thera-



pists use the therapeutic powers of
play to help clients prevent or resolve
psychosocial difficulties and achieve
optimal growth and development.”
Play therapy is a fun way of allowing
children to learn adaptive behaviors
to expand self-expression, self-knowl-
edge, self-actualization and self-
efficacy (Schottelkorb & Ray, 2009).
For example, Portrie-Bethke, Hill, and
Bethke (2009) explored the benefits
of an integrative model of adventure
therapy and Adlerian play therapy and
reported a strength-based and creative
approach to meeting the needs of
children diagnosed with ADHD. This
approach focuses strongly on relation-
ship building between counselor and
client, family dynamics, behavioral
awareness, and skill building. Accord-
ing to Portrie-Bethke and colleagues,
the tenets of this integrative approach
empower children to control their im-
pulsivity and learn new ways to build
more positive social relationships.

Similarly, Schottelkorb and Ray
(2009) observed the effectiveness
of client-centered play therapy with
children diagnosed with ADHD
and determined a positive reduc-
tion in ADHD symptoms. Through
techniques such as tracking, reflect-
ing content and feelings, facilitating
creativity, and enhancing the meaning
of play, the researchers found an in-
crease in on-task behaviors even after
the play therapy meetings had ended.
In this instance, child-centered play
therapy gave positive indications of its
usefulness in working with children
diagnosed with ADHD. These studies
and others presented in the literature
promoted play therapy as an effec-
tive approach for supporting children
diagnosed with ADHD in resolving
psychosocial difficulties and enhanc-
ing growth and development in the
academic and social setting.

With respect to behavioral interven-
tions, cognitive self-instructional train-
ing has been shown to assist with pro-
cessing one’s thoughts into adaptive,
appropriate behaviors. This model has
been adapted to support students with
impulsivity difficulties (Meichenbaum
& Goodman, 1977). Cognitive be-

havioral interventions allow children
the opportunity to learn to modify
their thoughts and behaviors, thus
decreasing the behavioral difficulties
that children with ADHD experi-
ence. For instance, cognitive behavior
therapy was used in a case study with
a student diagnosed with ADHD who
was experiencing significant lack of
self-control. The researchers, Levine
and Anshel (2011), found that when
using a token system, parental in-
volvement, positive coping examples,
humor, and role-play, significant
improvement in behavioral outcomes
was noted. Furthermore, the student
showed a decrease in classroom dis-
ruptive behaviors and an increase in
classroom participation. Similar results
were reported by Shillingford, Lambie,
and Walter (2007), whose integrated
approach focused on students diag-
nosed with ADHD. The researchers
determined that an amalgamation of
cognitive behavioral techniques (e.g.,
cognitive restructuring, homework)

INTERVENTION EFFORTS ARE MOST EFFECTIVE WHEN THEY

gies and interventions that school
personnel may employ in the school
setting to support and promote posi-
tive academic, social, and behavioral
functioning for children with ADHD.

STRATEGIES AND
NTERVENTIONS
-OR CHILDREN
WITH ADHD IN
THE CLASSROOM

That ADHD negatively impacts
academic performance and social
and emotional functioning is well
established (Lee, Lahey, Owens, &
Hinshaw, 2008). Given the nega-
tive consequences of ADHD, effec-
tive school-based interventions are
warranted. School personnel are
uniquely positioned to implement

ARE [MPLEMENTED BOTH AT HOME AND AT SCHOOL. SCHOOL
COUNSELORS ARE [DEALLY POSITIONED T0 COORDINATE

BETWEEN TEACHERS AND PARENTS T0 PROVIDE SUPPORT

FOR STUDENTS DIAGNOSED WITH ADHD.

and family systems was successful in
allowing more positive behavioral
functioning such as remaining on-task,
developing positive friendships, and
promoting more functional family
relationships. Therefore, a cognitive
behavioral approach appears to have
potential for being a key contributor
to improvements in academic and so-
cial functioning of students diagnosed
with ADHD. However, despite the
benefits of cognitive behavioral inter-
ventions, Evans (2007) suggested the
combined use of stimulant medication
and behavior intervention to support
children with the symptoms of ADHD.
The following section describes strate-

strategies for children with ADHD

to maximize their capacity for learn-
ing. However, intervention efforts are
most effective when they are imple-
mented both at home and at school.
School counselors are ideally posi-
tioned to coordinate between teachers
and parents to provide support for
students diagnosed with ADHD. In
fact, the American School Counselor
Association’s (ASCA, 2010) position
statement supports the involvement of
school counselors in creating, leading,
facilitating, and evaluating school and
home partnerships in order to procure
more collaborative relationships. As
such, continued communication and
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progress monitoring of interventions is
integral to optimal success for chil-
dren with ADHD. This collaborative
effort can begin with school counsel-
ors working with teachers to develop
and implement interventions to assist
students in reducing the symptoms of
ADHD. Teachers can be trained to
employ the following strategies in the
classroom.

Classroom Strategies

Several evidence-based classroom man-
agement strategies may help a student
be successful in school. Perhaps most
important is maximizing structure and
predictability. Classrooms that are
highly structured promote increased
concentration, friendly and helpful
behaviors, and enhance social interac-
tions with peers (Simonsen, Fairbanks,
Briesch, & Myers, 2008). Within the
classroom, children with ADHD will
benefit from a consistent schedule. A
predictable routine lets children know
what is expected of them and develops
stability (Brock, Bethany, & Searls,
2010). Teachers may establish a rou-
tine by maintaining a clearly posted
list of classroom rules, expectations,
and consequences for behaviors. Rules

ADHD, teachers may need to repeat
instructions several times (Brock,
Bethany, & Searls, 2010).
Environmental changes within
the classroom may be helpful in
circumventing distractibility issues
that children with ADHD experi-
ence. Research has suggested that the
physical arrangement of a classroom
should minimize distractions (Shil-
lingford, Lambie, & Walter, 2007) and
crowding (Maxwell, 1996). Teachers
may address distractions by incorpo-
rating walls and/or dividers within
the room and minimize crowding by
increasing the amount of open space,
which facilitates students’ interac-
tions with teachers and peers (Simon-
sen, Fairbanks, Briesch, & Myers,
2008). Preferential seating close to the
teacher’s desk and frequent breaks to
improve on-task behavior (Pfiffner,
Barkley, & DuPaul, 2006) may also
help children with ADHD. Another
evidence-based classroom strategy that
has been shown to enhance overall
student behavior is active supervision,
whereby the teacher moves around the
classroom, interacts with students, and
monitors behavior, correcting inap-
propriate behavior and reinforcing ap-

TEACHERS MAY INCREASE STUDENTS" ACADEMIC
ENGAGEMENT IN THE CLASSROOM BY INCREASING
OPPORTUNITIES TO RESPOND AND ENGAGING ThE
CLASS IN OBSERVABLE WAYS, SUCH AS CHORAL
RESPONDING AND RESPONSE CARDS

should be clear and brief with visual
reminders for appropriate behaviors
(Simonsen, Fairbanks, Briesch, & My-
ers, 2008). In order to be maximally
effective, rules should be taught to
students, reviewed on a regular basis,
and feedback on expectations should
be provided (Colvin, Sugai, Good,

& Lee, 1997). Similarly, instructions
should also be specific and direct, with
students paraphrasing directions in
order to ensure understanding. Since
inattention is a core symptom of
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propriate classroom behavior (De Pry
& Sugai, 2002). Finally, planning and
anticipation of changes in routine or
difficult situations is important so as
to make appropriate accommodations
for the child and reduce the likeli-
hood of behavioral problems (Brock,
Bethany, & Searls, 2010).

School counselors can coordinate
several other strategies with class-
room teachers to help students with
ADHD succeed academically. Specifi-
cally, teachers may increase students’

academic engagement in the classroom
by increasing opportunities to respond
and engaging the class in observable
ways, such as choral responding and
response cards (Greenwood, Horton,
& Utley, 2002; Simonsen, Fairbanks,
Briesch, & Myers, 2008). These
strategies have been found to increase
academic achievement (Christle &
Schuster, 2003) and improve behavior
(Godfrey, Grisham-Brown, & Schuster,
2003). The teacher may also provide
academic accommodations such as
breaking assignments into smaller

and more manageable tasks, provid-
ing students with shorter assignments,
allowing more time to complete tasks,
and writing assignments on the board
(Brock, Bethany, & Searls, 2010;
Pfiffner, Barkley, & DuPaul, 2006). In
addition to these modifications, it is
important that teachers match the dif-
ficulty of an assignment to the child’s
skill level. Since children with ADHD
have a low tolerance for frustration,
appropriately matching an assignment
to meet the academic skill level dimin-
ishes the likelihood that children with
ADHD will give up quickly because

a task is too difficult for them. By
teachers incorporating modifications
such as these, children with ADHD
are more likely to complete their work
(Brock, Bethany, & Searls, 2010). Stu-
dents with ADHD also evidence more
on-task behavior in the morning than
in the afternoon. Therefore, research-
ers have recommended that academic
instruction be provided in the morn-
ing, reserving nonacademic instruction
for later in the day (Brock, Bethany, &
Searls, 2010).

Behavioral Strategies

Contingency management, which
combines positive reinforcement for
desired behaviors with punishment to
reduce inappropriate behaviors, has
been found to be effective for children
with ADHD. Effective school-based
interventions begin with structured
classroom management that typically
employs consequences for behavior.
Incorporating both positive and nega-
tive consequences in the classroom is
important for children with ADHD.



When considering the contingencies
for reinforcement and punishment,
teachers and school counselors should
note that consequences need to be more
powerful for children with ADHD,
need to be delivered more frequently,
and need to be immediate. Particularly
important is that the rewards need

to be changed regularly so that they
do not lose their reinforcing power
(Pfiffner, Barkley, & DuPaul, 2006).
Moreover, for any behavior manage-
ment plan to work, involving students
in the creation of the menu of possible
rewards is critical. The reason for this
is that different rewards will be rein-
forcing for different students and what
adults may believe to be rewarding for
students may be different from what

a particular student finds reinforcing.
Thus, effective reinforcers vary from
student to student and school coun-
selors may assist teachers by brain-
storming school-based rewards that
the teacher can use with students with
ADHD. Although both positive and
negative consequences are important
in modifying behavior in children with
ADHD, positive reinforcement in the
form of positive and powerful rewards,
should initially be provided in order to
reinforce the desired behavior (Brock,
Bethany, & Searls, 2010).

Token economy systems, in which
positive and negative reinforcement
are combined, serve as an effective
classroom behavior management
strategy for children with ADHD. This
behavioral technique provides tokens
for behaving appropriately. Students
may redeem tokens for pre-determined
privileges or rewards. This type of
behavior management program is
considered to be efficient in that the
teacher or counselor can immediately
reinforce the desired behavior at any
point during the school day. Further,
he or she may take tokens away if stu-
dents engage in inappropriate behav-
ior (Brock, Bethany, & Searls, 2010;
Pfiffner, Barkley, & DuPaul, 2006).

Response-cost procedures and time-
out both serve as behavior modification
techniques. A response-cost program
involves losing privileges, tokens, or
activities for engaging in undesirable

behavior. Thus, a student may begin
with a certain number of points/tokens,
and each time the student demonstrates
an undesired behavior, they lose points/
tokens. Implementing such a system
requires planning and communication
with the student (DuPaul et al., 2008).
In particular, the student should under-
stand how a response-cost contingency
will work, when it will be implemented,
what the cost will be (i.e., how many to-
kens/points will be lost for each instance
of evidencing undesirable behavior), the
possible reinforcers available and the
points/tokens needed to earn rewards,
and when he or she may redeem points/
tokens for rewards. Response-cost
procedures may be used as the sole
method of behavior management or as a
component of another contingency pro-
gram, such as a token economy (Brock,
Bethany, & Searls, 2010; Pfiffner, Bark-
ley, & DuPaul, 2006).

in timeout should be supervised at all
times (Brock, Bethany, & Searls, 2010;
Pfiffner, Barkley, & DuPaul, 2006).

As mentioned previously, for an
intervention to be optimally effec-
tive, home and school collaboration
should be in place. A home-school
log or daily report card may facilitate
consistency in practice between both
settings. That is, when the child’s prog-
ress and performance are shared with
the parents, and positive or negative
consequences are provided based on
that day’s performance, the likelihood
is greater that children with ADHD
will strive to modify their behavior
(DuPaul et al., 2008).

In selecting a behavioral manage-
ment plan, school counselors and
teachers should remember that stu-
dents may display similar behaviors
for different reasons, which is why
determining the function of a behav-

CONSEQUENCES NEED TO BE MORE POWERFUL FOR
CRILDREN WITH ADHD, NEED T0 BE DELIVERED
MORE FREQUENTLY, AND NEED TO BE IMMEDIATE.
PARTICULARLY [MPORTANT IS THAT THE REWARDS
NEED TO BE CHANGED REGULARLY §0 THAT THEY DO
NOT LOSE THEIR REINFORCING POWER.

In timeout, children who display
disruptive classroom behavior are
removed from the setting in which
they engaged in the inappropriate
behavior so that they no longer receive
attention for the undesirable behavior.
It involves removing a child from the
reinforcing activity where they were
demonstrating problematic behavior
to a quiet, boring place, for a speci-
fied period of time. Timeout should
be administered immediately follow-
ing the undesired behavior and the
teacher/counselor should remain calm
but firm. The heuristic for the length
of time is 1 minute for each year of
age (DuPaul et al., 2008). Therefore, if
a child is 5 years old, timeout should
last a total of 5 minutes. The student

ior is critical in order to develop an
effective management strategy. Some
children diagnosed with ADHD may
benefit from verbal reprimand, while
others may require a more command-
ing consequence. The student who is
inattentive and often caught day-
dreaming may require verbal remind-
ers to stay on task. On the other hand,
the student who is more impulsive
may require a timeout session. Thus,
each behavior plan should be individu-
ally tailored to the unique needs of the
student. To help the teacher respond
more effectively to the problematic
behaviors evidenced by children with
ADHD, school counselors can facili-
tate and participate in the develop-
ment of a functional behavioral assess-
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ment (FBA). An FBA is a method of
problem-solving in which the goal is to
identify the purpose of a behavior and
environmental factors that maintain
the behavior, and design interventions
to address the behavior (DuPaul et al.,
2008). The FBA should be completed
as part of a team effort, including

the participation of the student and
individuals who work with him or her
(counselors, teachers, paraprofession-
als, coaches, etc.). Information for the
FBA may be obtained by reviewing
student records (grades, attendance,
previous testing, disciplinary actions,
medical issues, social history, prior
interventions), interviewing parents
and teachers, and observing the stu-
dent in different classes, with different
teachers, and at different times during
the school day (Steege & Watson,
2009). Once the data are collected,
work can begin on determining what
factors maintain the behavior(s) and
what situations or events trigger those
behaviors (DuPaul & Stoner, 2003).
Thus, determining the function of the
behavior is essential in developing

a successful intervention. Behavior
may serve various functions, includ-
ing (a) obtaining positive or negative
attention from others; (b) obtaining
access to desired objects or activities;
(c) producing sensory effects, such as
feeling good or relieving pain; and (d)
avoiding/escaping undesirable events,
people, or activities. For example, if a
student demonstrated out-of-seat be-
havior to obtain attention from peers,
the intervention that is designed would
be different than one for a student
who was out-of-seat during reading
to avoid work-related activities for
this academic subject. This informa-
tion will assist the school counselor
and collaborative team in developing
an appropriate behavior intervention
plan (BIP) that addresses the student’s
individual needs (DuPaul et al., 2008).

ADHD is a serious behavior disorder
that negatively affects a child’s aca-
demic and social functioning. Given the
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complexities of ADHD, school-based
intervention efforts are important to

a child’s success. Therefore, equip-
ping school personnel with the skills
and strategies to support students is
imperative. School counselors have the
knowledge and training to not only
assist students with ADHD, but also to
provide teachers with strategies to sup-
port students in their classrooms. In this
manner, school counselors may make a
difference in the lives of children diag-
nosed with ADHD.
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