ome parents
S of very
young chil-

dren - those 6
years old and
younger — will
come to you ex-
hausted, feeling
inadequate as parents, and even angry at

their children.

MICHAEL S.
JELLINEK, M.D.
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Parents will report that their children
with attention-deficit/ hyperactivity
disorder are very difficult at home and in
preschool. Probably when their children
were around age 2, 3, or 4 years old, their
parents began wondering if the young-
sters were immature, were more impul-
sive, and had a shorter attention span,
compared with peers.

Pediatricians will recognize this pattern

as likely ADHD and, in addition to mak-
ing an accurate diagnosis, know that much
is at stake in guiding and supporting par-
ents. A critical relationship is at risk as the
child’s behavior evokes criticism and a
negative tone from parents. Pediatricians
should help parents set reasonable expec-
tations and focus on behaviors and activ-
ities that build self-esteem. For some fam-
ilies, this work can be difficult and time
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Managing ADHD in a Young Child

consuming, requiring counseling and be-
havioral reward training — probably better
delegated to a mental health specialist.

Attention span, impulsivity, and motoric
hyperactivity are active concerns every
waking hour of the child’s day. Certain de-
mands in preschool, at a longer dinner, or
in church may exacerbate the symptoms,
whereas playing in the park or playing a
fun-filled computer game may ease the
symptoms. The pediatrician can sort
through a typical day and recommend ap-
proaches that are consistent with develop-
mentally reasonable expectations, and
modified for the child’s ADHD symptoms.

Family history is another consideration.
About 30% of children with ADHD come
from fathers who had or have the disorder.
Reminding a father of his difficulties grow-
ing up or any ongoing ADHD symptoms
can be helpful in eliciting some empathy
from him for his child’s suffering.

Beyond family life, ADHD will affect the
choice of school and activities. Based on
what works for the child, consider how
many hours a child should spend in
preschool and how much structure is help-
ful. How will the culture of the school fit
the child’s style? Remember that the last
thing a child with ADHD needs is an ear-
ly school experience characterized by crit-
icism and a sense of not being able to
please teachers. A school with more recess
and activity opportunities, as well as after-
school programs, might be a good choice,
and might offer some respite for parents.

As part of building self-esteem, ask par-
ents if there is anything the child is really
good at. For example, I treated a 6-year-old
with ADHD who was gifted with com-
puters. He was able to teach his peers and
play games with friends, and he felt gen-
uine pride working with a machine that
was tolerant and nonjudgmental, and
could be reset as needed. Might this not
lead to a path of an after-school comput-
er club or computer summer camp (that
of course would include other activities)?
Other young children may show strength
in music, art, or a sport, and these activi-
ties are at least as important as remediat-
ing weaknesses.

Awareness of the different ADHD sub-
types is important in general, but also can
guide you in when to refer these children.
Some kids with ADHD are more moody
or depressed, some are more anxious, and
others are more physically aggressive.
Consider referral to a child and adolescent
psychiatrist if one of these subtypes
becomes more difficult to manage. A
mental health consultation can help these
higher-risk children.

Some children with ADHD also have
learning disabilities, and diagnosis at a
young age, before school failure, is in-
valuable. If you suspect this in a particu-
lar patient, you might want to recommend
some early testing through the schools to
avoid creation of unrealistic expectations
in the classroom.

Parents may tell you their children are
impulsive. While other kids are more pre-
dictable when playing in the sandbox,

Continued on following page
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their children with ADHD may do some-
thing unpredictable. They might jump
out of the sandbox or grab a toy from an-
other child, for example. A mother of a 3-
year-old with ADHD will stay closer to the
sandbox because she doesn’t know what
that child is going to do next.

Typically, the child also will have a short-
er attention span. The parents cannot re-
lax because they know the sandbox, or a
particular project in the sandbox, won't
hold their child as long. Other children
may be occupied for 15, 20, or even 30
minutes, but their young child with
ADHD might last only 3 or 4 minutes and
then need to move on. That, as you can
imagine, is going to make the parenting
demands much higher. Remember this
doesn’t happen for just 1 or 2 hours per
day; children with true ADHD are going
to be like this from the time they get up
until the time they go to sleep.

All these behaviors associated with
ADHD set these children up for a fair
amount of criticism. The parents are
tempted, especially if they don’t under-
stand the disorder, to say: “Don’t do
that!”; “Put that down!”; “T just bought
you this — why don’t you want to play with
it?”; “Why can’t you play like your friend
Johnny does?”; “Why can’t you sit still for
a minute while Mommy fixes dinner?”

These children are subject to a lot of
negative feedback from their environ-
ment. The world is not very tolerant of a
young child, or even an older child, with
ADHD. My guess is if these children are
in preschool, the teacher is having the
same issues with their behaviors. They
may get criticized during circle time or
while doing a certain project. Except for
recess and lunch, they are going to be un-
der alot of scrutiny and most of the feed-
back is going to be negative.

We can see how children with ADHD,
in a typical day, can hear 10, if not 25, neg-
ative comments. That is about two to
three per hour. That degree of criticism be-
gins to become part of how they see them-
selves, and they become fairly self-critical.

One of the key risks from ADHD at this
young age is that it’s hard for these children
to differentiate if what they are doing is bad
orif they are bad. Their self-esteem is very
vulnerable. One principle that guides a lot
of my management of these youngsters
with ADHD is figuring out how to protect
or enhance their self-esteem. Therefore,
one of the initial things I ask parents to do
is to think about how much negative crit-
icism their child is hearing. Next, I ask
them to think about what are reasonable
expectations for that particular child.

Any opportunity to build self-esteem
and build a sense of success based on rea-
sonable expectations is worthwhile. A lot
of parents will start sports for their children
when they are 4 or 5. Kids with ADHD
don’t do very well in the outfield of T-ball
because they are distracted. They don’t
stand out there waiting for the hit, and then
they get yelled at for missing the ball. Help
parents choose a sport that fits their chil-
dren. I've seen some ADHD kids be goalies
because they have to pay attention for a
few seconds when the ball is coming, and
then when the ball is somewhere else they
can daydream with impunity. A lot of chil-

dren with ADHD do well with swimming,
for example, because there are fewer rules
and they have a little more freedom. Oth-
ers thrive with the structure and sense of
accomplishment that comes from the
“belt” system of karate.

Clearly one of the most effective treat-
ments for the symptoms of ADHD is
medication. Medication will increase at-
tention span in school, church, or at din-
ner. Of course, every parent has concerns
about how young to start children on
medication, or whether to use medication
at all. For those families, the first set of ef-
forts may be directed to setting reasonable

BEHAVIORAL PEDIATRICS

expectations and reviewing daily activities.

This focus will help, but will not be
enough, and medication will be a critical
part of treatment. Medication adds some
risk, but the benefits to the child’s func-
tioning and self-esteem often outweigh
these risks.

One of the things that medication prob-
ably does best is reduce the amount of
negative feedback because the child will
not be as impulsive and will appear to have
alonger attention span. Again, you can ask
too much of a child, but you will see high-
er expectations if the child is taking med-
ication that is working correctly. Once

ADHD is diagnosed in a young child, the
pediatrician has a key role in trying to pro-
tect and enhance the child’s self-esteem,
advising on the child’s day-to-day func-
tioning, and supporting the overall care
with appropriate use of medications. W

DR. JELLINEK is chief of child psychiatry at
Massachusetts General Hospital and
professor of psychiatry and of pediatrics at
Harvard Medical School, Boston. He is
president of Newton (Mass.) Wellesley
Hospital. He said he has no relevant
disclosures. E-mail him at pdnews(@)
elsevier.com.
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