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CHAPTER |

INTRODUCTION

Attribution theory may help explain a person’s perceptions and beliefs about the
world, as well as his or her inferences about causes of behavior. Three explanator
dimensions in this theory are stability, others’ controllability, and locusibAtion
theory has often been applied to education, particularly teachersttitinis about
student behavior and achievement. Because schools now include children with
disabilities in general education, it may be important to examine howersgoérceive
the behavior and outcomes for these students. For example, teachers frequsntly
implement specific interventions, designed to improve student academic or behavior
functioning within the general education classroom and expectations about a tiid wi
disability may affect how willing a teacher is to implement an interventidhe
classroom. Students with learning disabilities (Clark, 1997; Rodden-Nord and Shinn,
1992) and student ability/effort and achievement (Georgiou et al., 2002; Graham &
Weiner, 1986; Weiner, Graham, & Chandler, 1982; Medway, 1979; Tollefson & Chen,
1988) have been studied, but little research has examined teacher attributitaderiks
with Attention Deficit/Hyperactivity Disorder (AD/HD). It is impa@mt to investigate
teacher attributions of students with AD/HD, because they are often askedemanpl

behavioral interventions in the general education classroom.
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Attribution theory is related to the concept of Locus of Control. Volumes of cdsear
have focused specifically on whether an individual views events as dominated by
internally or externally controlled forces. For example, some individeatstb view
events or phenomena as controlled by internal forces, such as their own effokiisand s
(Hunt, 1993). Others focus on the external environment out of their control as
explanations for events that occur. Locus of control, then, is “the extent to which people
perceive outcomes as internally controllable by their own efforts and gatioas
externally controllable by chance or outside forces” (Myers, 2002). Emlpiesearch
has identified two additional dimensions of attribution theory meant to explain outcomes
In addition to the internal/external locus of causality, stability consitanether
dimension (Clark, 1997). When applied to students and teachers, a teacher may view a
student’s high or low achievement to be a stable factor across time, or one shavtdoe
occur consistently. A third dimension deals with controllability. That is,@heranay
view the student’s high or low achievement to be under that student’s control, or outside
of the student’s control.

These three dimensions of attribution theory relate to how individuals explain
other people’s behavior, and why they make these specific interpretatitnsidtder
(1958), widely regarded as the originator of attribution theory, believed thplepaften
struggle to make sense of the world, and often analyze and discuss why things heappen t
way they do, particularly, when the event is something negative or unexpected.
Attribution theory then, may be used to interpret teachers’ attributions of letigugg
students, students with disabilities, or problematic students. A better understairitieg

relationship between teachers’ perceptions of children’s school performanceacret te
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responses to student achievement, may offer the foundation for predicting how willing
elementary school teachers might be to implement interventions and tre&intaeir
students with learning and behavioral disabilities.

Past research has focused on the differences in teacher attributions fodlow a
high achieving students, as well as consequences of teachers’ attributistos éort
failure. For instance, Graham and Weiner (1986) examined the link between teachers
anger and pity towards students and the preference to use rewards and punishment the
teachers provided. Negative classroom events often trigger emotional resjponse
teachers, such as anger or pity. Their particular emotional experigetatésl to how
much control they perceive the student had over the incident. For example, if a teacher
believes that a student failed a test or assignment because of lack pheftarternal
factor over which the child has more control, the teacher is more likely tonfgsi and
punish the child.

This study will examine teachers’ attributions of students with Attention
Deficit/Hyperactivity Disorder, and the relationship to intervention giat®lity, either
behavioral or pharmacological. Whereas previous research has focused on teacher
attributions of student achievement, and students with learning disabilitiesubdished
studies have done so for students with AD/HD. Recent research on attributions for
children with AD/HD has focused solely on parental attributions. This reseach ha
demonstrated that when compared to parents of children without AD/HD, parents of
children with AD/HD are more likely to attribute inattentive-overactive @pylositional-
defiant behaviors to internal causes that are stable, and that were not undéd'the chi

control (Johnston and Freeman, 1997). Because AD/HD often has negative impact on
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classroom performance in terms of success, achievement, grades, and behavior, it i
important to examine the willingness of teachers to treat and intervene upon these
students. Additionally, most students with AD/HD may have their educatioeds meet

in the general education classroom. Research has also demonstratedi¢émas stith

AD/HD often benefit from behavioral intervention (Ayllon, Layman, & Kandel, 1975;
Dunlap et al., 1998; Dunlap et al., 1994; Kelley, 1990; Pfiffner & O’Leary, 1993; MTA
Cooperative Group, 1999; Robinson, Newby, & Ganzell, 1981;). If teachers’ willingness
to implement interventions is affected by their specific attributions ofttitest's
performance, it may have implications for the child’s treatment.

For example, teachers may attribute the causes of disabilities to irfiéetoes,
such as the child’s neurological functioning or genetic makeup. This may ithpact
acceptability of behavioral interventions designed for implementation in theagjene
education classroom, since these intervention are designed to changd,externa
environmental factors. Furthermore, teacher attributions toward studentssaitlities
may signify stability in the child’s functioning across time, meaning thathié’s
performance is unlikely to change as they mature. This would also likelyno#lue
acceptability of interventions. Lastly, attributions that assign childrankadf control
over their performance may impact teachers’ belief that a studenesplbnd to an
intervention. Other types of treatment or intervention may appeal to teaicioershey
seem more appropriate. For instance, psychopharmacological treatmentaltdiskhe
internal state of the student, may perhaps seem more beneficial. HowteNmiti@ns

that ascribe student performance to external factors, such as the environmang, that
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under the student’s control, are more likely linked to acceptance of behavioral

intervention, making the child more successful in the general education classroom.
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CHAPTER Il

REVIEW OF LITERATURE

Attribution Theory

Attribution theory posits that an individual's perceptions and beliefs about the
world determine the expectations about behavior, whether it be self behavior or that of
other people. Attribution theory explains the causes of events relative to the inividua
and that individual explains the events and behaviors of others. Fritz Heider (1958)
believed that individual’'s often struggle to make sense of the world, and people often
analyze and discuss why things happen the way they do. Particularly, wheanhes e
something negative or unexpected attribution theory seeks to clarify how and why we
explain other people’s behavior. In addition, this theory seeks to examine outcomes or
events that may result from various attributions (Heider, 1958).

Attribution theory has been applied to education, specifically, the attributions
teachers make of student behavior, ability, and achievement. Because sckools oft
mainstream children with disabilities in general education, it magnpertant to
examine how teachers perceive the behavior and outcomes for these students. Students
with disabilities often remain in the general education classroom, becausarfy, this
constitutes the least restrictive environment. Often, teachers are askgdeiméent

specific interventions designed to improve student academic or behaviorabhimgti
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within the general education classroom. These intervention are meant to beatgrpor
nature, and are faded out over time so that the student functions in the general education
classroom independently, appearing similar to the other students in the clagsttoom
regards to their academic and behavioral functioning. However, teachers may have
specific attributions about children with disabilities, and these perceptionaffeat
how willing a teacher is to implement an intervention in the classroom.

Attribution Theory and Dimensions of Causality

Attribution theory is related to the concept of Locus of Causality. Widely
regarded as the originator of attribution theory, Fritz Heider (1958) statetti¢h@sult
of an action is felt to depend on two sets of conditions, specifically, factors within the
person and factors within the environment. Past research has focused slyeuifical
whether an individual views events as dominated by internally (dispositiot@isfac
within the individual) or externally (situational factors within the environmesrijrolled
forces. For example, some individuals tend to view events or phenomena as controlled by
internal forces, such as their own efforts and skills (Hunt, 1993). Others focus on the
external environment, which is outside of their control, as explanations for events that
occur. Locus, then, is “the extent to which people perceive outcomes as internally
controllable by their own efforts and actions, or as externally controllaltbdnce or
outside forces” (Myers, 2002, p. 55). Therefore, the study of the composition of causality
began with an internal-external (locus) dimension.

Three dimensions of attributional causality have been identified. Stahildthex
dimension (Clark, 1997), investigates whether the behavior or event is stabletiaoeoss

and setting, or if it occurs under specific circumstances, in specific envintsyoe at



Teacher Beliefs 8

specific times. An unstable behavior or event, then, would be one that occurred at certai
points in time, but not consistently or constantly. When applied to students and teachers
a teacher may view a student’s high or low achievement to be a stabieafaots time,
or one that does not occur consistently. Weiner et al. (1971) introduced this second
dimension of causality stating that ability is often perceived to be constnt a
unchanging, but other causal factors such as effort and mood may be more variable,
changing from time to time (Weiner, 1985). For example, although a student may have
high ability, an internal and stable cause of success, he or she may put forttotoim ef
certain academic performance areas. Effort, then, is classified stg@aral an unstable
cause (Weiner, 1985). Over time, it became clear that a third dimension oftgamaali
necessary.

Controllability, a third dimension (Rosenbaum, 1972), deals with whether
behavior or performance is attributed to controllable causes, or causes thasale of
an individual’s control. A student’s ability is often viewed as outside of his or her control.
For example, if failure in math is due to low ability, an internal cause, gasaait of the
student’s control, as they cannot change their level of aptitude (Weiner, 1985). However
effort is a characteristic that an individual has control over. Failure magrimited to
low effort, an internal cause of which the student has control. Therefore, caumatot c
be explained without the dimension of controllability. Rosenbaum (1972) argued that
mood, fatigue, and temporary effort are internal and unstable causes. Howhveglal
effort is under the individual’s control, mood and fatigue may not be. Weiner states that
“locus and causality, not locus of control, describe causal perceptions. To avoid

confusion, the locus dimension should be labeled “locus of causality” (Weiner, 1985, p.
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552). Thus, the three dimensions of causal attributions used in empirical research a
locus, stability, and controllability.

Empirical analysis of these causal dimensions has been conducted using factor or
cluster analysis, multidimensional scaling, and correlations based oniaghemes
(Weiner, 1985). In the majority of studies investigating dimensions of causalitys loc
stability, and controllability dimension were identified. Furthermore nnperticipants
rate causes of events, they often rate them on the three causal dimensiorso(Ande
1983). Their ratings also tend to be highly intercorrelated, signifying thatrttendions
are not independent of one another (Anderson, 1983). Locus, stability, and contrgllability
then, should be used collectively in the explanation of causal events.

Recent research has also identified an additional causal dimension, a
global/specific dimension. Within this dimension, behavior is viewed as eltitsl g
occurring across all settings, environments, or situations, or specific, in gdsetthe
behavior is specific or occurs only in some particular setting or undemcertai
circumstances. For example, an elementary student may perform wellyrsalbgrct at
school, leading one to believe his achievement occurs globally. On the other hand, the
student may perform poorly in one subject area only, while achieving wellathal
courses, upon which his performance may be viewed as specific to that pastityket.

These attributional dimensions have been applied to education, particularly
teachers’ attributions about student behavior and achievement. Research hasdiocuse
teacher attributions for children based on ability, effort, achievement, and itysabil
Moreover, the link between those attributions teachers make about students based on

these characteristics and teacher behavior has been investigated. Roejnsdicular
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attributions teachers make about a low achieving student with low ability nrajalbed
to their treatment of that student. This relationship may provide insight ioetea
acceptability of proposed interventions, and teacher willingness to execuvemtitans.
Attribution Theory and Education
Attribution theory is concerned with the explanations that people give to explain
their own behavior, as well as the behavior of other people. In the context of education,
attribution theory has focused on the reasons that teachers give to explain stccksg s
or failure, student high or low achievement, and student high or low effort. Attribution
theory has also examined teacher attributions of students who have been laleled wit
psychiatric and special education diagnoses, and those who have not. This model offers a
framework for understanding teacher behavior in relation to student performance
Attribution research has examined anger versus pity for the student in relatiotetot s
ability and effort (Graham & Weiner, 1986). The consequences that occur as a biyproduc
of teacher attributions of students have also been studied (Tollefson & Chen, 1988).
The concept of locus (Myers, 2002), attributing an event to either internal or
external forces or stimuli, was initially studied in the context of individuabséavior.
For example, causal attributions involving a strong sense of personal control and
accountability were referred to as internal attributions, while attabstinvolving a lack
of control were referred to as external. If a student studied hard for an exam aredl,did w
he or she may attribute their success to internal forces. Conversely, if @t studéd
hard for an exam and did poorly, they may attribute their failure to externas foree
which they had little control. Thus, early research pertaining to locus of itpusal

suggested that beliefs in internal causes of behavior led to positive outcomes, whil

10
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beliefs in external causes of behavior led to less favorable outcomes. Whalen and Henker
(1976) proposed the concept of “functional externality” in which external attisited

to more positive or optimistic outcomes and beliefs. For example, if a student’s
problematic behavior, such as inattention, is attributed to external stimuli, sactoesy
classroom that hinders the student from attending, observers will likely view t

behavior as changeable, specifically with the use of academic and behavioral
intervention. Since research indicates a high success rate with theseniidasy/et is

important for teachers to consider them in treating low achieving studehsfualents

with behavior problems.

Research indicates that teachers tend to attribute low-student achievedhent a
school performance to internal student characteristics as opposed to home,
environmental, and teaching factors (Medway, 1979). Thus, teacher attributions about
students may lead to differential response to, interaction with, and treatntieatobild.
Additionally, it is likely to have strong implications for treatment prefeesrfor students
with learning and behavioral difficulties. These implications are impor&cause
research supports the use of behavioral interventions for students with learning and
behavioral difficulties. A prescribed behavioral intervention frequently rexjaitra
effort on the part of the teacher. When teachers view student problems to be a result of
internal deficits, over which the student has little control, and even stableroeethey
may be less willing to promote and implement behavioral interventions designezt to alt
some external element of the student’s environment. Additionally, teachensatiois
to attribute school difficulties to internal deficits, or the student, ratheretktannal

factors, the environment, the curriculum, or even the teacher, may be a réiselseif-

11
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serving bias (Bradley, 1978). That is, teachers may deny personal respgrisibil
failure of that student in order to protect their own self-image. When they artabl
attribute student problems and failure to causes that are out of their control,heut of t
student’s control, and immune to environmental change and external causes (thus caused
by biological, internal deficits), they may be acting to preserve théinsage.

Teacher Attributions of Ability and Effort, Failure and Success

Negative student outcomes often cause teachers to search for explanations for
poor performance. Weiner (1986) suggests that teachers’ emotional and behavioral
reactions, as well as their expectations for future behavior are oftemuedhliey
attributions they make regarding the student’s behavior. When students perform poorly
teachers often seek to understand the cause of the negative outcomes, spétcificall
terms of how much control the student had over their work and output. The most
common causes teachers tend to focus on are ability and effort (Burger, CoQuard &
1982). Graham (1991) points out that in the context of achievement, success and failure
are most often attributed to ability and effort. That is, teachers tendibutsta students
failure or success to low or high ability or high or low effort. Empiricalaesehas
applied the three dimensions of attributional causality, locus, stability, and|taitity,
to teacher perceptions of failure based on ability and effort (Burger, et al., 11882n%G
1991; Weiner, 1985). Ability is often perceived to be internal, stable, and uncontrollable
while effort is labeled internal, unstable, and controllable (Graham, 1991; \WEX8&).
Because low ability is perceived as not controllable and therefore not a redpgrdibi
the student, it may lead the teacher to believe that there is no response in her or his

repertoire to alter the course of student failure. Therefore, when falategibuted to

12
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disability, which is often the case for students with learning difficyltesschers often
attribute the event to internal characteristics that are unchangeable antheut of
student’s control (Graham, 1991). If a teacher attributes a student’s high or low
achievement, failure or success, or cause of his or her disability, to baragheal or
external, it is likely to have an effect on their willingness to treat and arterupon the
student.

In terms of student ability, there is evidence that teachers perceivéildwta
be internal and uncontrollable. Conversely, low effort is often viewed by teachersito b
controllable construct (Burger, Cooper, & Good, 1982; Medway, 1979; Weiner, 1985).
Although both characteristics are seen as unchangeable traits that letiaetichild and
thus an internal characteristic, teachers believe that a student has thty tagantrol
the level of effort they put into their academic work and behavior. However, teacher
view ability, or aptitude, to be an internal construct over which the student has no control
(Graham, 1991). In other words, a student cannot change their level of aptitude or
intelligence. These types of attributions have significant implicatioresmstof teacher
acceptance of treatment and intervention for struggling students. If the SEueegitof
success or failure is attributed to causes that are internal and outsidstofing’s
control, it is unlikely that the teacher will view an academic or behaviaehention as
acceptable.

According to the attribution theory, events or circumstances influence the
likelihood that an individual will attribute the behavior of others to personal digpusiti
an internal cause, or to the particular situation, an external cause. For exaagtiers

may attribute a child’s underachievement to lack of motivation, an internal/dispak

13
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attribution, or to physical and social circumstances, an external/situaitmaltion.
Attribution theory has also been extended to explain observers’ tendency to
underestimate situational influences and overestimate dispositional inBugrme
others’ behavior. This phenomenon is labeled the “fundamental attribution erron’s(Mye
2002, p. 86). For example, a teacher may attribute an underachieving student’s success on
an exam to luck, or an external, situational attribution. When the underachieving student
fails an exam, the teacher may attribute his or her failure to lack of, @ffiointernal,
dispositional attribution. The fundamental attribution error is consistent withéea
attributions of ability and effort. Research indicates that teachdtsisgtstudent failure
to low ability and low effort, both of which are internal, dispositional attributions
(Burger, Cooper, & Good, 1982; Medway, 1979; Weiner, 1985; Weiner, 1986).
Therefore, teachers appear make the fundamental attribution error wheimgepauses
for student failure. The difference lies in the attribution of controligbilieachers report
that effort is under the student’s control, and ability is outside of the student’s control
Another important dimension of the fundamental attribution error is the actor-
observer effect (Myers, 2002). In some situations, when observing another’s behavior
the observer is able to focus all attention on the person he or she is observing, and the
situation becomes relatively invisible. Under those circumstances, the ahsengre
likely to attribute the person’s behavior to internal factors, so that the persomsajopea
cause whatever happens (Jones & Nisbett, 1971). Attribution theory posits that
individuals tend to seek out causes for negative behavior more often than positive
behavior, teachers, for example, may be more inclined to identify the causesaftbreneg

student behavior. Additionally, since the actor-observer effect predicthéhalbserver

14



Teacher Beliefs 15

is more likely to interpret the actor’s behavior as internal, teacherdenapore disposed
to interpret negative student behavior (academic failure or behavioral prolohet@rsns
of internal, dispositional traits occurring within the student.

When teachers attribute student academic or behavioral performancerto eithe
external or internal causes, negative outcomes are likely to result. Iulzartice
attributions teachers, parents, and other school personnel make about the classroom
performance of low-achieving students and students with disabilities neay ti@ir
willingness to intervene for the child. For example, a teacher who makeganaint
stable, uncontrollable attribution about problems exhibited by a student with a learning
disability may be less willing to implement an academic intervention, betdaise
behavior is seen as residing within the child, unchangeable, and unmanageable by the
child. A better understanding of the relationship between teachers’ perceptions of
children’s school performance, and teacher responses to student achievemenfgmay of
the foundation for predicting how elementary school teachers will respond to
interventions and treatment for their students with learning and behavioralitiesabi

The Effects of Attributions on Teacher Behavior

Anger versus Pity: Rewards versus Punishment

Differences in teacher attributions for low and high achieving students, agswell
consequences of teachers’ attributions for student failure have been a focus of
investigation in attribution theory. In his application of attributional theory to eidacat
Weiner (1985) proposed a theory of motivation and emotion. Through his review of past
research studies investigating the dominant causes for success and faines, fatind

that in terms of academic achievement, two dominant causes, ability andagtort
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consistently ascribed to behaviors and outcomes. That is, teachers tend to attribute a
students’ success to high ability and hard work or effort. Conversely, failure i®fters
attributed to low ability and low effort, or not trying (Graham, 1991; Weiner, 1985).
Furthermore, Weiner, Graham, and Chandler (1982) studied three dimensions of
causality, i.e. locus, stability, and controllability, and their relationghthe emotional
responses of anger, pity and guilt in a two part study. University studentsskeceta
create scenarios in which they felt anger, pity, or guilt. Two scenari@soneated for
each emotion, and then students were asked to report their perceived causes of.the event
The researchers then analyzed the attributional dimensions, locus, stability,
controllability, as a function of the emotion. Situations involving pity were most ofte
associated with stable and uncontrollable causes, while situations involMingeyei

most often associated with internal and controllable causes (Weiner, Graham, &
Chandler, 1982).

Graham and Weiner (1986) examined the link between teachers’ anger or pity
towards students and the rewards and punishment they provided. These researchers
discovered that negative classroom events often trigger emotional resjpotesehers,
such as anger or pity. Teachers’ particular emotional experience elreldiow much
control they perceive the student had over the incident. For example, if a tedigveisbe
that a student failed a test or assignment because of lack of effort, aalifdetor over
which the child has more control, the teacher is more likely to feel anger antd fhenis
child. If on the other hand, the teacher perceives a child to have failed due to low or la
of ability, an internal factor out of the student’s control, the teacher is mokethkizel

pity for the child. Medway (1979) explained the relationship between teadfieutadns
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and behavior by stating that those students who will get the greatest amoawchef te
criticism will be “dull students who are held responsible for failure” and thexssving
the greatest amounts of praise will be “smart students who are held respfamsible
success” (p.1).

The beliefs, perceptions, attitudes, and expectations teachers have for student
behavior may be explained by attribution models. The attributions that teaclkers ma
about students’ behavior may have an effect on their willingness and aceepit@iedp,
treatment, and intervention for the student. Recent research has examin&titmesingd
between teacher attributions of student failure and their behavior towardiitinge fai
student (Georgiou et al., 2002). Specifically, factors such as the student’s lab@itpf
and effort, family characteristics, and teacher effects on student pancenwvere
examined in terms of their effect on teacher attributions of student failuree The
attributions were then studied to scrutinize their effects on teacher beltagiors
represented pity, anger, and giving up. Overall, the study examined whichesriabl
(ability, effort, and family characteristics) were related to thieawae in teachers’
treatment of student failure. The results indicated that 10% of the variance inofeport
pity was accounted for by student ability (Georgiou et al., 2002). Particutaappeared
that teachers responded with more pity toward failing students with low acl@evvand
low ability. In addition, 31% of the variance in teacher anger was accounted forityy abil
and effort together. Specifically, teachers responded with more angerivayen t
attributed student failure to lack of effort. Finally, 67% of the variance tesicigeving
up” was accounted for by ability, effort, teacher effects, and familgfacombined

(Georgiou et al., 2002). In conclusion, this research suggests that teacheraisibiiti
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student failure seem to be linked to their behavior toward the failing student and their
beliefs about how effective they may be with that student.

Willingness to Praise and Help

Past research has focused on the consequences of teacher attributiongrpartic
regarding low versus high achievement and success versus failure. Teadhegessi
to praise or help a student based on the attributions they make about that student were
examined. Tollefson and Chen (1988) examined the relationship between teachers’
willingness to praise and to help students, based on their internal and external
attributions. In this study, teachers were given vignettes of students askimajpfoin
some scenarios, the student was portrayed as having low ability (internal add thes
student’s control). In other scenarios, the student was portrayed as havingetfiolow
(internal and controllable). Teachers reported that although their expeaftuccess
for low ability students was only moderate, they would be more willing to help the
student with low ability and are more likely to enjoy working with him. In aoidithey
indicated that they would be more likely to praise and less likely to criticiget angry
with the low ability students (Tollefson & Chen, 1988).

Attributions of Students with LDs

The relationship between teacher attribution and teacher behavior towards
particular students may be studied in the context of disabilities and disordersamher
in which teachers conceptualize learning disabilities is likely to hawajaer impact on
how they view treatment and intervention for these students in their classrooms. For
example, Weiner (1993) discussed how disabilities can be viewed as eithepa “si

sickness” (p.1). Certain disabilities, such as learning disabilities, tere wéwed by
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teachers and others as a sickness, (internal, stable, and uncontrollable to tig stude
These types of disabilities are perceived as out of the student’s control, anthlbkry s
across setting and time. These types of attributions are similar to thdseofmow

ability students. Consequently, these teachers may view students with |ehsainities

to be less responsive to intervention and instruction in the general education classroom
Conversely, causes of maladjustment, such as drug abuse, are viewed as sins (under the
person’s control) (Weiner, 1993).

Because the concept of learning disabilities is rooted in the traditional medica
model, they are more likely to be seen as needing diagnosis, and to have intesesl ca
that are unchangeable (Clark, 1997). In one study, 97 general education classroom
teachers from public elementary schools were given vignettes of a hypaithely who
failed a classroom test (Clark, 1997). Information about the boy included his level of
ability and the amount of effort expended by other students in the classroom. The
teachers read one of eight vignettes that described boys either with or aitfieability,
with high or low levels of ability, and with high or low expended effort. The researche
examined the likelihood of teachers recommending reward or punishment for the,student
feeling anger or pity for the student, and expecting future failure for the stuassd on
the vignette they were asked to read. The results indicated that teachelsdgsoof
learning disabilities influenced whether they rewarded or punished the chitifi G,
teachers reported that they were more likely to reward the child if they kaéad a
learning disability and reported less anger and more pity for boys withildies.
Specifically, they reported lower levels of anger for boys with disesiland low-ability,

than boys with disabilities and high-ability. Lastly, teachers reportedhéwathad higher
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expectations of future failure for boys with disabilities, specificallytfiose with
disabilities and low-ability and low-effort (Clark, 1997).

The beliefs teachers have about students may also have a huge impact on their
willingness to reintegrate students with disabilities into their geeeratation
classrooms. Teachers may draw certain conclusions about whether or not the child
belongs in the general education classroom based on assessment resulssuafehiat
Rodden-Nord and Shinn (1992) investigated this phenomenon directly by assessing the
willingness of general education classroom teachers’ to reinteysttelent with a
learning disability in reading based on information the researchers providedtabout
student’s academic capabilities. Using CBM reading probes and the Beaalihg
Cluster subtests of the Woodcock-Johnson Test of Achievement, the researchers
classified students receiving special education as either potential caadidanlikely
candidates for reintegration. The researchers provided the general edwwaatizard with
information regarding the student’s reading skills. Furthermore, these wskilé
compared to students in the general education classroom placed in low reading groups,
and teachers were provided with this information as well. Prior to being provided wit
this information, teachers of both potential and unlikely candidate students were
unwilling to reintegrate.

The researchers discovered that once teachers were provided with the agsessme
results and academic information, the mean willingness for teachers oftstladesled
potential candidates for reintegration into the classroom increased, whileahe me
willingness for teachers of students labeled unlikely candidates dedré@odden-Nord

& Shinn, 1992). Teacher willingness to reintegrate students receiving sphaatien
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into their general education classroom is an important step to successagragioh and
mainstreaming. When teachers form rigid beliefs and mental pictures afitstbdsed
on a small piece of information or a single observation, they may be ignoring other
important factors related to the student’s ability for success. Furtherthese findings
have strong implications for the effects of labels on a teacher’s atinbw#nd treatment
acceptability. Once a student is labeled, either with a disability, asdoieveng/low
ability, or unworthy of reintegration, teachers may make certain attiimitibout that
child contingent on the label that affects their behavior toward the student and their
willingness to instruct and intervene upon them.

Teacher Attributions of Student Problem Behaviors

Students’ problematic and disruptive behaviors are an important area oflresearc
for educators and school personnel. Teacher perceptions, beliefs, and attributions of
problematic student behavior have been researched to identify a relationship between
teacher attributions and teacher disciplinary style (Bibou-Nakou, Stogiannidou, &
Kiosseoglou, 1999). The majority of these studies suggest that teacherseattribut
problematic classroom behavior to internal student characteristics alydoare
characteristics within the environment or within the teacher (Christensosldyles,
Wang, Algozzine, 2001; Ho, 2004). This area of research could be enhanced to include
the relationship between teacher attributions of student behavior and the type of
interventions or treatments teachers find acceptable to remediate thimbeha

In conclusion, it appears that teachers have different perceptions and make
different attributions about causes of behavior and outcomes for behavior based on

specific characteristics of the student. When teachers view a studentmbabkanternal
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an unchanging, they often feel that the student is less likely to succeed in the future
Additionally, if a teacher views a learning disability to be caused by internal
characteristics which are uncontrollable, and stable over time and adtogssthey
will be less likely to believe that they child’s behavior will change and become mor
successful. If teachers make these types of attributions, it is likeéhthawill view any
type of intervention for the child in the general education classroom as unlikely to be
successful. As a result, they may be less likely to be willing and acgegitireatment
and intervention for the student in the regular education classroom setting. Searelhe
has identified a number of intervention strategies based on environmental change, it is
important to investigate the effects of teacher attributions on treatnoamtalbility.
AD/HD Symptomology and Attributions

AD/HD Symptomology

Individuals with Attention-deficit/Hyperactivity Disorder (AD/HD) sh@®nstrate
developmentally inappropriate levels of inattention, impulsivity, and/or motortgct
that are linked with functional impairment (American Psychiatric Assgci, 2000).
AD/HD is one of the most common childhood disorders, affecting approximately 3 to 5
percent of school-aged children (American Psychiatric Association, 2000). Jore ma
symptoms of AD/HD (inattention, hyperactivity, impulsivity) charactécally emerge in
childhood, specifically the early childhood years and often impair functioning in a
multiple areas and settings. These symptoms are often apparent throughout the
individual’s life, and are associated with impairments in peer, family, andragade
functioning. The Diagnostic and Statistical Manual of Mental Disorders -tH-Bdition

outlines the core symptoms of AD/HD as inattention and/or hyperactivity/ syl
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(American Psychiatric Association, 2000). That is, an individual may be diagnosed wit
AD/HD primarily inattention, AD/HD primarily hyperactivity/impuisty, or AD/HD
combined type, including symptoms from both of the previous.

Inattention is characterized by difficulty maintaining or sustainingdesie
attention that are characteristic of same-aged, non-diagnosed peer cotmtegieits
in attention may result in difficulty completing academic assignments;dtes of
accuracy on academic work, off-task behavior or daydreaming, and dyfficult
understanding the task at hand. Hyperactivity, or hyperkinesis, is exechgifeaigh
“excessive movement, unpredictable behaviors, unawareness of consequenitigs, inab
to focus on and concentrate on a particular task” and can result in poor academic
functioning (Ayllon, Layman, & Kandel, 1975). In fact, research indicates that students
with AD/HD are at risk for scholastic problems, presumably due to their gdficit
attention and engagement during instruction and work productivity (DuPaul & Stoner,
2003). Children with attention-deficit/hyperactivity disorder also demoestraigher
than average frequency of off-task behavior in the classroom (DuPaul et al., 1998)
Children with attention-deficit/hyerpactivity disorder are also at wslatiditional
behavioral difficulties, such as defiance toward authority figures, sociautiféis, and
conduct problems such as lying, stealing, and fighting (Barkley, 1991). They display
behaviors that interfere with classroom routines. Hyperactivity is oftenfested in
school-related and behavioral problems such as fidgeting, out-of-seat behaVior, a
aggression.

These core symptoms, inattention, hyperactivity/overactivity, and impulsivity

place children with this disorder at risk for poor school performance in termsdsnaica
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functioning in the area of independent seat-work and assignments, overall grades,
attention to instruction, and dropping out. Academic underachievement is one of the
greatest risk factors associated with students with AD/HD due to theoudtiefs

sustaining attention (DuPaul et al., 1998). Students with the disorder often have trouble
concentrating for extended periods of time, habitually have trouble completing an
academic task or activity, and tend to be unorganized (DuPaul & Stoner, 2003). Children
with AD/HD are also at a greater risk of school-related problems such assiogpeom
school, poor peer relations, low self-esteem, and depression (Barkley, 1991).

To date, the most common and popular targeted treatment for academic and
behavioral problems associated with AD/HD has been pharmacologicalgrgatm
(psychostimulant medications) such as methylphenidate (Ritalin), Addechibther
stimulant drugs. However, behavioral interventions have been found to be highly
effective through empirically based research. In addition, numerous academic
interventions have been developed that target students with AD/HD (DuPaul & Eckert,
1998). These interventions can be designed to target all problematic aastaed with
AD/HD, without the negative side effects associated with stimulant mexticat order
to better understand the preference for treatment options, it is necessamioees
attributions related to the cause and maintenance of problematic and diffi¢tiDAD
symptomology and behaviors.

Parents’ Causal Attributions of AD/HD

As the majority of the research on attribution theory as applied to education has
focused on academic success, ability, and difficulties, little reshaschttended to

attributions about students with other disorders. Attribution theory has just receamtly be
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extended to attributions, beliefs and perceptions of children with attention
deficit/hyperactivity disorder (AD/HD). However, the research ki@ been completed
in this area has focused mainly on parental attributions of child behavior for those
children diagnosed with AD/HD, specifically in terms of the three dimensiongo$|
stability, and controllability, and how these attributions relate to theiptatuéty of
certain treatments for AD/HD. Much less research has been done to exarcimeesea
acceptability of treatment for children/students with AD/HD. Numerous sundiee
been conducted to examine causal attributions parents make of their child diagiosed
AD/HD (Johnston & Freeman, 1997; Johnston, Seipp, Hommerson, Hoza, & Fine, 2005).
Another area of study compares the attributions parents of children with AD/HD
make to parents of children not diagnosed with AD/HD (Johnston & Freeman, 1997).
Furthermore, some studies have compared the attributional patterns of paraitkesf c
with AD/HD to parents of children with other behavior disorders such as oppositional
defiant disorder (ODD) (Johnston, Chen, & Ohan, 2006; Saltmarsh, McDougall, &
Downey). For example, there is evidence that there are distinct differenatributional
patterns of parents of children with AD/HD and those of parents of children with ODD.
Extensive research has also been conducted to examine how these differenmesdah pa
attributions may affect parent-child interactions (Frick, 1994; Patterson, 20@2audte
both parents and teachers hold a crucial role in treatment, intervention, and mamageme
of children with AD/HD, it is important to understand how their attributions of theesaus
of AD/HD relate to their own behavior towards those children, and their prefdmnce

treatment.
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AD/HD has historically been regarded as a disorder with a neurobiologsial ba
that is best treated using pharmacological intervention or treatmekte§gd 991,
Faraone & Biederman, 1994). There is much evidence that the social and etologica
context in which the disorder is displayed can have a large impact on the child’s behavio
and parental attributions about their child with AD/HD may influence parent-child
interactions, parent-child conflict, and parent’s role in treatment and intenvdot their
child with AD/HD (Johnston & Freeman, 1997; Johnston & Mash, 2001). The manner in
which parents interpret their child’s behavioral symptoms of AD/HD, inattenti
impulsivity, and hyperactivity, may affect their responses to these behasimelas
their choice of treatment for their child (i.e. medication, behavioral inteorgnParental
perceptions of the etiology of AD/HD symptoms may influence the accaptalbil
psychosocial or pharmacological treatment/interventions (Johnston & Freeman, 1997,
Johnston, Seipp, Hommersen, Hoza, & Fine, 2005; Reimers et al., 1995). Whereas
previous research has focused on parental attributions of children with AD/HD, litt
research has been done to examine teacher attributions of students with AldHiDya
these attributions impact a teacher’s willingness to intervene upon thdeatst
Because teachers are often responsible for intervening with students who HeN& AD
research in this area would be beneficial to better understand factorsgfteather
willingness and acceptability, or lack thereof, in treatments for theseehildr

Studies that directly investigate parental attributions for their own claighdsed
with AD/HD often ask parents to rate causality of behaviors on a likert scale. F
example, Johnston et al., (2006) used written descriptions of a parent-child interaction i

which the child displays a behavior indicative or typical of AD/HD symptomololyg. T
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child may behave in a highly impulsive or overly hyperactive manner, in such aatay th
it disrupts everyday activity and irritates the parent. After reatlieget scenarios, the
parents were asked to rate the cause of the child’s behavior on the dimensions of locus,
whether the behavior was due to another individual/situation, or to the child (internal or
external), globality, whether the behavior was specific to the situatiwhether it

occurs in numerous settings, stability, the consistency of the behavior ovemime, a
controllability, whether or not the behavior was within the child’s control or outside the
child’s control. Results of this investigation, consistent with past researctatedithat
parents attributed the cause of the behavior to internal forces more oftertéraale

forces (Johnston & Freeman, 1997). That is, when judging behaviors of their child
diagnosed with AD/HD, parents are more likely to indicate that the behaviaranasd

by some internal force, rather than an external environmental event.

Past research has also consistently shown that parents of children witb AB¥H
more likely than parents of children without AD/HD to attribute their child’s bensas
more uncontrollable and more stable over time, as well as more internal boldhe c
(Johnston & Freeman, 1997). This “disease” (Johnston et al., 2005) perspective that
parents tend to take is consistent and related to the research of Weiner (1993) on the
perception of disabilities as a “sin or sickness” (p.1). Consistent with thasnit
appears that parents often view their child’s diagnosis of AD/HD as a sichradss
internal to the child. These attributions may be related to the sources parkrits see
information regarding AD/HD, as parents report consulting medical sigtsiahd
family doctors most often (Johnston et al., 2005). These beliefs have important

implications for treatment preference.
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Parental Attributions: AD/HD versus No Disorder

Research in the area of parental attributions suggests that causatliatis for
child behavior differ in parents of clinic referred children and parents of childtemay
behavior disorders. Johnston and Freeman (1997) compared parents of children without
behavior disorders to parents of children with AD/HD. The investigators found that
parents of children with AD/HD were more likely to attribute inattentive-acstére and
oppositional-defiant behaviors to internal causes that are stable, and not undedthe chil
control. These findings are consistent with previous research in which patebtsext
oppositional and defiant behaviors, common behaviors of AD/HD, as not controllable by
the child (Johnston & Patenaude, 1994). These results have important implications for
willingness to accept particular types of treatment for children wittHED/Acceptable
treatments will likely be those that treat the child internally, such asnalcatogical
interventions that alter neurobiological functioning when problematic behaviors are
viewed as symptoms or illnesses of AD/HD which be internal to the child. Addiyiona
because these behaviors are also seen as not under the child’s control, behavioral
interventions that alter some external aspect of the child’s environment alrswdiext
may likely be viewed as unacceptable or ineffective.

Research has examined the link between the type of behavior a child engages in
and the attribution that the parent makes about that particular behavior. Results have
consistently found that parents tend to view their child’s positive behaviors ad tguse
internal, controllable, and stable causes or factors. Contrary to this, negdtive chi
behaviors tend to be attributed to external, uncontrollable, and unstable cause#(Joine

Wagner, 1996; Miller, 1995). However, a different pattern of attributions has been found
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for parents of children with AD/HD. In their comparison of attributions made Bnf=

of children with AD/HD and parents of nonproblem children, Johnston and Freeman
(1997) asked parents to read written scenarios of a child’s behavior. In addition, these
parents were asked to remember behaviors of their own children, and view videotapes of
their own childrens’ behaviors. In each of these conditions, parents were @shkakit
attributions about the child’s behavior. In terms of prosocial behaviors, there were no
differences between parents of AD/HD and nonproblem children. In other wordssparent
of both AD/HD and nonproblem children attributed behaviors to internal, controllable,
and stable causes. However, there was a difference between the two groups in their
attributions of negative behaviors, as parents of AD/HD children were monetikel
attribute negative behaviors as internal and pervasive. In general, when p@wents
negative or problematic child behaviors as dispositional, attributing behavior to interna
global, and stable factors, controllable by the child, they are more likely to be
disappointed or angered by the behavior and use more severe discipline (Dixe&,Grus
1985; Geller & Johnston, 1995).

Parental Attributions: The Role of Oppositional Behavior

The types of attributions mentioned previously may also have implications for
parental acceptance of behavioral treatment or intervention for their child [ithDA
as well as parental emotional and behavioral responses to these behaviors. ®he type
attribution a parent, caregiver, or teacher makes may effect theioeaicind
behavioral response to the child’s behavior, which in turn may affect how they choose to
manage that behavior. The defining features of AD/HD consist of diffisuktith

behavioral inhibition, attention, and executive functioning. Because oppositional defiant
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disorder is the most common comorbid disorder with AD/HD, children with AD/HD may
also exhibit behaviors consistent with oppositional defiance (Mash & Barkley, 2003).
addition, due to the core symptom of disinhibition in children with AD/HD, their
impulsivity may lead them to engage in defiant behaviors, which are thought to be
unplanned and often unintentional. In other words, defiant behaviors, exhibited by
children with AD/HD, may simply be a manifestation of the hyperactivigtilsivity
symptom, as opposed to being meaningful and purposeful behaviors that occur in
children with ODD. Furthermore, given the high comorbidity of AD/HD and ODD,
parents often observe both inattentive and oppositional behaviors in their child. Johnston
and Patenaude (1994) investigated the difference between attributiongtéartine:
overactive behaviors and oppositional-defiant behaviors among parents of chiltiren w
attention-deficit/hyperactivity disorder. They found that there were ferelifces
between attributions for these two behaviors in terms of locus and stability. Gypaisi
defiant behaviors were found to be more controllable by the child than inattentive-
overactive behaviors. In addition, oppositional-defiant behaviors often elicit vesgati
pessimistic responses and appear to be more problematic to the observer.

Johnston and Patenaude (1994) also reported that inattentive-overactive behaviors
offered in the context of opposition-defiant behaviors were rated as more chigrbifa
the child. However, oppositional-defiant behaviors presented in the context of inattenti
overactive behaviors were perceived to be less controllable and less stalbéelyS
Johnston, Chen, and Ohan (2006) compared attributions of mothers of nonproblem boys,
boys with AD/HD, and boys with oppositional defiant behavior. Mothers of boys with

AD/HD/OD gave more negative attributional causes for their child’s behthan
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mothers of children with AD/HD only and nonproblem boys. These results may have
implications for the type of treatments preferred by parents and tea€bemstance, if
oppositional behavior is found to be more controllable in children with ODD or other
behavior disorders, but less controllable in children with AD/HD (due to their
impulsivity), it may affect a parent or teacher’s acceptance of spaaétments.
Oppositional behaviors are often categorized as direct, hostile, negatanstic,
preplanned (Mash & Barkely, 2003). This implies that these behaviors are under the
child’s control. However, hyperactive and impulsive behaviors are usually rmei\esd
to be under the control of a child with AD/HD. When behaviors are viewed to be more
internal to the child, but less controllable by the child and parent, those intervening may
assume that altering situational cues or contexts will be ineffective, drenfatst
preference for treatment. However, medical treatment, may be percelvedi® most
effective treatment, since the problem is conceived as a physiological theficannot
be controlled by child, parent/teacher, or environment. In conclusion, this research
suggests that both inattentive-overactive and oppositional-defiant behaviors found in
children with AD/HD are caused by internal characteristics of the chmttaee likely
perceived to be resistant to environmental contingencies. If the child céwamofechis or
her behavior on their own, due to lack of controllability, he or she may be seen as
candidate for psychopharmacological treatment.

Attributions and Reactions

Numerous studies have been conducted to investigate parental attributions of
children with AD/HD, and also the attributions of parents of nonproblem children.

Research has examined the effects these attributions have on parent-ahitdi omis
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The attributions that parents make about child behavior may be related to Siqult
interactions between the parent and the child (Bickett, Milich, & Brown, 1996; Dix &
Lochman, 1990). It is relevant to investigate how parent-child interactions amdltes

in interactions are related to how these difficulties arise and how taéinleed to
treatment compliance and outcomes for children with AD/HD. Research indghitas
compared attributions that parents of children with AD/HD or other extemmglizi
behavior problems and parents of children without any disorder make for their child’s
behavior.

For example, Dix and Lochman (1990) compared the attributions of mothers of
aggressive boys to mothers of nonaggressive boys using videotapes of children
misbehaving. The results indicated that mothers of aggressive boys made ratixe neg
attributions than mothers of nonaggressive children. Additionally, mothers of aggress
children reported more intense negative emotions than mothers of nonaggressive
children. Strassberg (1997) found similar results when comparing mothers afsaggre
preschool boys to mothers of nonaggressive preschool boys. Mothers of both aggressive
and nonaggressive children were asked to read hypothetical vignettes of a cgld bei
compliant or noncompliant. All mothers were questioned about the severity of the
noncompliance, and their attributions of the intent of defiance. Attributions, rather tha
judgments of severity, were more accurate in discriminating between mothers
aggressive children and mothers of nonaggresive children. Mothers of the aggressive
boys were more likely to make negative attributions for noncompliant behaviors,

reporting that the child in the vignette intended to be defiant.
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In one social-cognitive model of parent-child interactions for children with
AD/HD or other behavior disorders (oppositional defiant disorder, conduct disorder), D
and Grusec (1985) proposed that parental attributions may mediate between a child’s
behaviors and parents’ interpretation and reaction to the behaviors. Johnston and Ohan
(2005) illustrate this idea using an example of a child refusing to eat his vegeiHid
parent may attribute this behavior to a “lack of hunger (internal, uncontrollable, and
transient cause)”, or they may conclude that “the child is stubborn (internafltzdné;,
and stable cause)”. The type of attribution a parent makes about their chilebmedgted
to the parent’s affective response to his or her child, as well as how they choose to
intervene upon their child. For instance, Johnston and Leung (2001) found verification
that attributing obedient or “prosocial” child behavior to internal, controllable, ablke sta
causes is linked with more constructive and positive parenting reactions. Tiuasgsi
have important implications for teacher behavior towards students. This modeémay b
applied to teachers in such a manner that teachers’ attributions of childreficapeci
children diagnosed with AD/HD and children with behavioral problems, may serve to
mediate or effect their behavior toward that student and their ideas abotiveffec
treatments.

Teacher Knowledge and Attitudes of AD/HD

Behavioral problems and difficulties such as hyperactivity, inattention, and
impulsive behaviors have always been an issue in schools. As an increasingly large
number of children with disabilities and behavior problems remain included in general
education and more teachers will be called upon to implement interventions to assist

these students. Those attributions a teacher makes about these childrenlynaiffioe
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her acceptability and willingness to implement these interventions withitgtélgy date,
literature investigating teacher attributions of students with AD/HD dogsxist. A

small amount of research and literature is present that investigatesrtkacwledge and
attitudes towards students with AD/HD, however, the three dimensions of atmgbuti
theory, locus, stability, and controllability, have not been examined with teaclibes t
same extent been with parents. Teacher attitude involves a number of components,
including the thoughts or cognitions about the student, the feelings towards the student,
and those behaviors elicited by the teacher directed at the student. Teanliemcagd

affect are discussed below as they pertain to students with AD/HD. Tdmattaasior in

the form of treatment acceptability will be discussed later.

Because teachers and other personnel in the school system are oftenra freque
source of information for parents concerning children with AD/HD, exploriacjier
attributions, knowledge and misconceptions for AD/HD behaviors would be highly
beneficial. Research in this area may also reveal the underlying ared@tpreference
of particular treatments. For example, it would be relevant to investigaterttedation
between a teacher’s tendency to attribute behaviors indicative of AD/HD¢o el
internal or external causes (locus), and her or his preference toward stimedicdtron
or behavioral intervention to treat those behaviors. Specifically, as teachers ar
necessary component in the multimodal treatment of children with AD/HD through thei
execution of behavioral interventions in the classroom, it is important to understand thei
acceptance of specific treatments, and the rationale behind those preferences.

To better understand attribution theory, research about teacher knowledge and

misperceptions of AD/HD is reviewed. Because there is a large body afadlese
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signify that children with AD/HD experience academic and social probl@ssarch
related to teacher knowledge and comprehension of the disorder is pertinent.feacher
often play a direct role in the referral and assessment process for chilsipected of
AD/HD behaviors. The literature shows that teachers are frequentlyghpdtson to
refer a child for AD/HD evaluation, and in addition, those referrals often drive the
assessment process and are also used as a guide when predicting the student’s
symptomology (Pelham et al., 1992). Although a teacher may refer the child fdDAD/
the assessment may indicate other diagnoses than AD/HD. Many childread &ber
AD/HD meet the diagnostic criteria for alternative disorders, or do not diggnosis at
all (Cotugno, 1993).

The school environment, and the classroom in particular, may prove to be one of
the most challenging environments for children with AD/HD, specificatigesthis
setting requires the child to exhibit high levels of engagement and attentioteioded
periods of time. Sciutto et al. (2000) studied the teacher knowledge and misconceptions
of AD/HD using the KADDS (knowledge of attention deficit disorders scaled. T
researchers designed the scale themselves to study teacher tgmiltarAD/HD, as
well as any fallacies and erroneous information they have. Three suliddhles
KADDS, general information, symptoms/diagnosis, and treatment were aedalging
an ANOVA. Results indicated that teachers scored higher on the symptoms/diagnosi
subscale than the treatment and general information subscales (SciuftaG&g)l.
There were no differences between the treatment and general informaticadesibsc
Correct and incorrect responses were also analyzed, demonstrating thas teadtke

least amount of incorrect responses, or “misconceptions” on the symptoms subscale
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which directly corresponded with the diagnostic criteria designated ySkelV
(Sciutto et al., 2000).

Teachers’ low scores on the general information subscale, containing items
related to the “nature, course, and treatment of AD/HD” (p. 3), is consistarpast
research. Teachers do not have accurate knowledge of these categories ofiamforma
(Sciutto et al., 2000). This is also consistent with similar research usinghibB-Q
(knowledge of attention deficit disorder questionnaire) in which teachemsdsthe
highest on the Causes subscale, and lower on the Characteristics and Tredistaite S
(West, Taylor, Houghton, Hudyma, 2005). West et al. (2005) compared teachers’ and
parents’ knowledge about AD/HD using a questionnaire format of the KADD. Both
teachers and parents knew more about the causes of AD/HD and significardlydess
the characteristics and treatment of AD/HD. Specifically, both teaehdrparents had a
general knowledge about the overall defining features of AD/HD, such as irattand
hyperactivity. In terms of the more narrow, specific features and chastics of
AD/HD, parents and teachers were less accurate. For example, 95% of teachers
responded correctly when asked whether or not children diagnosed with AD/HD have
poor concentration. But when asked about a more specific feature of AD/HD, 38% of
teachers reported inaccurately that children diagnosed with AD/HD hawe Bpdy
posture”, and 48% reported that children diagnosed with AD/HD do not talk excessively
in class (West et al., 2005, p. 202).

These results are consistent with the literature in this area, that knowletige
disorder was tied to the likelihood that teachers had taught a student diagnosed with

AD/HD at some point in their career (Kos, Richdale, & Jackson, 2004). Experience with
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a child diagnosed with AD/HD in the classroom leads to more knowledge about AD/HD
symptomology and behaviors (Kos et al., 2004; Sciutto et al., 2000). Kos et al. (2004)
found that there was a significant positive correlation between years bingand
perceived knowledge of AD/HD. This may account for the higher rate ofaaycan the
symptoms/diagnosis subscale, because teachers may use those behaviced byhibit
familiar students with AD/HD to conceptualize and guide their ideas alsyabstpical
behaviors they believe to be indicative of AD/HD. Teachers then, may have basic
recognition for conventional behaviors that tend to be related to AD/HD, but tesearc
indicates that they have little knowledge and more misconceptions about underlying
characteristics and effective treatments for AD/HD symptomolagy.uinclear what the
relationship of teacher knowledge is with teacher attributions of AD/HDhé&iurésearch
indicates that teachers tend to be more concerned with the challengindfiantd di
behaviors associated with AD/HD such as lack of impulse control, inability¢o kstd
sustain attention, noncompliance with authority figures and directions, and lat¢k of se
regulation, than they are with the social impediments (Kauffman, Lloyd, &edc
1989). These research findings are consistent with the literature on attribetowy, in
which individuals seek to interpret events, specifically when the event or belsavior i
something negative or disruptive (Heider, 1958). Teachers may pay mormatterthe
defining attributes of AD/HD that disturb their classroom environment and agpeear t
disorderly and aggravating. Thus, their knowledge and beliefs about the disorder cente
on these defining features.

Li (1985) demonstrated that teachers attribute more negativity and toward

externalizing, acting-out behaviors than internalizing withdrawn behaviorg.héwe
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less tolerance for externalizing problems. That is, teachers percemednealizing
behaviors to be more difficult and to cause more problems. This is most likely due to the
fact that internalizing disorders and problems cause less disruption in thealaskie

to their covert nature, making them harder to identify. Furthermore, becauseakxiay
behaviors consistent with AD/HD symptomology tend to be perceived as disruptive and
irritating, teachers often feel less positive about instructing these staahehitsving

these students in their classroom (Kauffman et al., 1989). These findings have serious
implications for teacher acceptability and willingness to implementvegions

designed to treat students with AD/HD and AD/HD symptoms in the general education
classroom. Teachers’ expectations for classroom behavior of children witiDA&nd
causes of those behaviors may be related to their willingness to integsestidents

into general education and to assist in the treatment of those children usimgoahailt
treatment packages that include a behavioral intervention. Once teackergepttrese
unruly behaviors to be an internal and unchanging quality of the student, they are
unlikely to be accepting of a treatment that alters the external environment.

Study of teacher knowledge, attitudes, and beliefs about AD/HD and the cause of
typical AD/HD behaviors may inform teacher preference for spacdatments. The
literature indicates that the attitudes teachers hold about students andsShetentior
is often directly linked to their behavior toward that student (Tollefson & Chen, 1988;
Georgiou et al., 2002). Therefore, teachers who believe that they have an accurate
understanding of AD/HD may be less likely to ask for additional informaticardety
the disorder. However, the literature has shown that teachers’ understanding and

knowledge of the disorder is somewhat low (Sciutto et al., 2000). Parents often look to
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teachers for meaningful and accurate information about their children with\[2&
well as information regarding effective treatments. Therefore, tesoegy be giving
inaccurate and incorrect information regarding diagnostic symptomology, yinderl
difficulties, and effective treatments to parents and others involved in workinghsi
target child.

Labeling Bias: Effects of the Label on Teacher Attitudes and Pevospti

Children with disabilities such as AD/HD are currently being included inrgene
education to a greater degree. Research on teacher attitudes towardgtagantef
these children with special needs into general education classrooms has deadonstrat
they are often negative toward these students and negative about their inclusion in
general education (Center & Ward, 1987). A number of variables have been studied to
determine which characteristics are related to and affect teaititede toward students
with disabilities. One important variable may be the effects of labelidgagnosing a
student with a disability. Teachers’ attitude and expectations about stuceottea
based on information derived from other individuals or sources prior to meeting them,
rather than direct observation (Rolison & Medway, 1985). One source of information
may include labels applied to students as a consequence of assessment amshevaluat
Teacher attitudes towards a student may differ depending on whether orudsrd bas
been diagnosed or not. Consequently, teachers may have more negative attitaidiss tow
a student with disruptive behavior who has been diagnosed with some disorder, than
towards another student with the same problematic behavior who has not been diagnosed
or labeled with a disorder. Labeling bias or the effects of labeling areededs the

difference in teachers’ opinions, interpretations, and evaluations of diffargatd
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contingent upon which group the target individuals belongs (Jussin, Nelson, Manis, &
Soffin, 1995).

Past research suggests that applying a disability label to childigts iedower
expectations from teachers (Thelen, Burns, & Christiansen, 2003; Rolison & Medwa
1985). The particular label may also impact teacher expectations ofspebtiéviors
that will be exhibited by the student (Allgozzine, 1981; Allgozzine, et al., 1977).
Educational programs and districts often utilize categorical clessdn systems for
children with disabilities and exceptional needs. These systems require stadents
labeled with a specific disorder or disability under special education legyisia order
to receive any type of necessary services. Students with AD/HD andaiseded in order
to receive services that allow them to be more successful in school and in treoolass
Furthermore, inadvertent negative effects have been found to result from labeling
students with a disability (Rolison & Medway, 1985). For example, the labelihngdea
of classification systems have been shown to lower teacher expectatitrestor
students (Rolinson & Medway, 1985; Thelen, et al., 2003). Labeling bias has also led to
unconstructive models of self-fulfilling prophecy, learned helplessness imi&tudad
specific attributions that occur as a result of the label (Burns, 2000). Fiaxsgigning a
label to a student may impact teacher attributions, and in addition, labeling bias and
attributions may have some combined effect on teacher expectations, perceptions, a
attitudes (Burns, 2000; Rolison and Medway, 1985).

Effects of Label on Attributional Ratings
Studies investigating the effects of labels or diagnoses on teachefesttand

perceptions often investigate multiple factors. For example, Stinnettf@davillespie,
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Cruce, and Langford (2001) examined teacher perceptions of a hypothetical sttldent w
AD/HD. All other factors were held constant across vignettes. Teaclaers iscenario
of a student who was either labeled or not labeled AD/HD. In addition, the treatiae
also varied. Special education versus stimulant medication (Ritalin) wasteckddsing
the Teacher Rating Scale (TRS), the results indicated that students ddagiitbs
AD/HD received less negative judgments of Social Problems, as rated on ththaiRS
students in the non-label condition, despite the fact that all other conditions for the
student were held constant (Stinnett et al., 2001). The researchers reportetetiiscaif
in jJudgment based on the label condition to the controllability attribution. That is,
teachers may perceive students with the label of AD/HD to have less contesis or |
“personal responsibility” over certain behavioral difficulties (Stineetl., 2001). The
non-labeled student, then, is given more negative judgments since that student bas contr
over engagement in problematic behaviors.

These findings have significant implications for teacher attributionsidésts
with problematic behaviors and with AD/HD. Consistent with past researdrdiGe,
1999; Tollefson & Chen, 1988; Weiner & Graham, 1986), labeling a student with a
disorder, or as a low achieving student, may elicit attributions from teablatieffect
teacher behavior. When behaviors are seen as out of a student’s control, they may be
viewed as unchanging and thus immune to behavioral intervention and treatment. These
findings are consistent with research discussed earlier on teacher’s ky@wfddarning
disabilities and how that knowledge impacts whether they rewarded or punished the child
(Clark, 1997). In both studies, it appears that teachers take more pity on the sttldent wi

AD/HD, are perceive the student’s behavior to be unchanging and out of the student’s
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control. These perceptions of students labeled with a disability have implicatrons f
teacher behavior toward that student, and teacher acceptability of sfreatincents for
those students.

Rolison and Medway (1985) investigated the interaction effect of label and
attribution on teacher expectations for students with or without a disability. Using
hypothetical scenarios to describe a student labeled learning disabled|ymetaaded,
or no label, participants were provided with information from the student’s cumulative
file. The participants were informed whether the child had attended speciatiedt
the past and district-wide testing results of student achievement. The medickiseid that
overall, teachers reported internal factors to have more influence on studermhpece
and achievement than external factors (Rolison & Medway, 1985)

Recently, researchers have proposed theoretical explanations that focus on the
effects of special education labels on teacher attributions of these studenss(ZB®0)
points out that special education labels are authorized by federal law,yybatieeno
neurological basis and may cause biases that may lead to learned hedplestime
child. Burns (2000) suggests that special education labels are likely to be atttdute
internal sources that are stable and out of the student’s control. Therefore, altlevagh t
is limited evidence that neurological deficits or dissimilarities etisbng students
labeled with a disability, they may be perceived nevertheless to be causéet gl
factors or deficiencies. Because the internal and neurological makeaprafividual is
difficult to change, these problems may seem difficult to treat. Furthernfidhese
problems are perceived to be stable, occurring over time, and uncontrollable, the

likelihood that a teacher will perceive intervention to be successful seemmsahi
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Additionally, Burns (2000) states that these particular attributions mayddearhed
helplessness on the part of the student if they make faulty self appraisals.

Burns (2000) also posits that disabilities and intelligence are often peroeived t
internal and stable. This particular attributional combination has been linkedriedea
helplessness in the individual who makes these attributions about herself or himself.
Burns (2000) proposes that it is the stability aspect of this attribution thdienajated
to learned helplessness. Stability is thought to create stronger feelifiagsrefand less
hope for change in the future (Weiner, 1985). Therefore, students who are labeled with a
disability may be perceived by others, and may learn to perceive theiataimérnal
and stable, thus unchanging and untreatable. Burns (2000) states that one possible reason
that special education has proven globally to be an ineffective intervention may be
“because it is dependent on labeling students with assumed disabilities” (p. 105).

Often times, students receiving labels receive necessary servicaiaiwahem
to be more successful in school. Although diagnosis should never be contingent upon
those services the student will receive, diagnosis may lead to appropriate draldbene
treatment for many students with disabilities. For example, students witiplenul
disabilities consisting of mental retardation and physical disabititeasbe assigned this
label and as a result, receive services that allow him or her to function more
independently or successfully in school. When a label or diagnosis is appropriate, it is
assumed that the student will receive services in which will rehabilitatepoove
functioning in some manner. In some cases, the educational placement, treatment
intervention matches the behavioral and educational needs of the student, thus indicating

a positive effect of the label or diagnosis.
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Effects of Label on Expectations and Attitudes

Labeling continues to be a debatable topic in education, with many believing that
labels highlight a student’s capacity, ability, strengths, and weaknesdgwoaides
insight to acceptable and appropriate treatments and interventions for that studen
conditional upon the designated diagnosis. Those that oppose the use of labels have
argued that labels may elicit false impressions regarding a chil@tsassl weaknesses,
and may serve to prejudice teachers and other individuals against the studerit’s actua
ability. Additionally, these critics argue that labels hold little to natneat validity,
meaning the label says little about how to intervene or help the child. Furthetheore
label may hinder individuals from the actual behaviors in the student that are being
targeted for treatment and change. Labels may provoke harmful stereotypessahdtbi
would not be present in the same child without the assigned label. Past research has
sought to examine the difference in teacher attitudes and perceptions towdedssst
with labels and without labels (Algozzine, 1981; Thelen, et al, 2003). In addition, teacher
expectations of students based on whether or not the student is labeled with a special
education disability have also been investigated.

Thelen et al. (2003) investigated the effects of labels on teacher exqestati
looking specifically at teacher perceptions of the labels learning disatilddnental
retardation, and emotional disturbance. Teachers read hypothetical age@harstudent
with either one of these designated disabilities, or no label. Results of thisrstiodyed
that those teachers that read vignettes about a labeled student rated thetelstuele
on behavioral and academic dimensions. This is consistent with research done by

Johnson and Blakenship (1984) in which pre-service teachers watched two different
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videotapes of an average student. In one of these viewing conditions, subjedtddvere
that the student was “behaviorally disordered”, while in the other they wdredtiling.
Subjects rated the student labeled with the behavioral disorder more negatively on the
Behavior Problem Checklist (Johnson and Blakenship, 1984).

Label appropriate and label inappropriate behaviors have been investigated to
determine their effects on teacher expectations (Algozzine, 1981; Algpkisneer, &
Countermine, 1977). The type of label may impact behavioral expectations thatdeacher
have for students. Algozzine (1981) examined the effects of two different labetsnie
disabled and emotionally disturbed, on pre-service special education teachers
expectations for student behavior. Subjects read one of four case studies in which the
label was matched with either behavior indicative of that label, or behaviortiadioh
the other label being studied. The investigators found that subjects who read case
descriptions of emotionally disturbed behavior being exhibited by learning disable
students found this behavior to be more disturbing than subjects that read descriptions of
students labeled emotionally disturbed who exhibited ED behaviors. Furthermore,
subjects were specifically concerned when LD children exhibitecagige and
disruptive behaviors, but reported being more “accepting” of these behaviors instudent
labeled ED (Algozzine, 1981). Results of this study suggest that students wath cer
labels are expected to exhibit certain types of behaviors and those behayienseemae
more tolerable when they correspond with the diagnostic or educational label.

Algozzine et al. (1997) also conducted studies with teachers investigating the
same labels, learning disabled and emotionally disturbed. The results for teacher

expectations were similar to those found in the preceding study with preesgpeicial
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education teachers. Teachers indicated that emotionally disturbed behaviorsgjagg
classroom disturbances and disruptions) were less tolerable and accepteldeyivesr ¢
present in students labeled learning disabled (Algozzine et al., 1977). The féutsleat
behaviors are reportedly more acceptable, tolerated, and expected in stumkeds la
emotionally disturbed has important implications for teacher behavior. Algozzihe e
(1977) suggest that “labels may generate restrictive tolerancasdeptable behavior”
(p. 131). Bearing this in mind, when teachers expect labeled students to exhibit specif
behaviors as a manifestation of their labeled disorder, their resulting attittaderahce
and acceptance of those behaviors may imply that they attribute theseolet@mvi
internal and uncontrollable causes on the part of the student. This may have important
implications and effects on teacher acceptance of ecological intemwgrais well as
teacher willingness to alter their behavior in order to improve student functioning.
Prognostic outlook, or belief about the likelihood of student success in the future,
has also been studied in relation to labeling bias. Fox and Stinnett (1996) investigated t
differences in individuals’ beliefs about the likelihood of failure or succestidénts
based on their diagnostic label. Those diagnostic labels utilized in this stiudiethc
conduct disorder, socially maladjusted, seriously emotionally disturbed, and no
exceptionality. Most notable in this investigation is that subjects included indizidual
from a variety of professions including school psychologists, special and regular
education teachers, and undergraduate students. The results indicated thahtiséicliag
label seriously emotionally disturbed elicited more pessimistic outlooks disout t
likelihood of success (Fox & Stinnett, 1996). These results are consistent with past

research investigating the effects of labeling students on teachetatixqec Levin,
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Arluke, and Smith (1982) also found that out of four labeling conditions, emotionally
disturbed, dyslexic, mentally retarded, or no label, only emotionally disturbedeteduc
confidence for future success of the student.

Because more and more students with disabilities are currently beindadch
general education, more research designed to investigate teacher peofegitidents
with disabilities in the general education classroom is being conducted. \Afeis€ur-
Kaspa (2002) investigated the effects of labeling and personal contact witlsttiesets
on teacher attitude. Specifically, teacher attitude towards two lowvantpigroups of
high school students was examined. One group was placed in general education classes
while the other group received special classes in the same school. Theaktu#t
study indicated that although the label of “special class” had a positeat eh teachers’
attitudes, contact with these students resulted in a more negative attitudepart tife
teachers (Weisel & Tur-Kaspa, 2002). These results have implications foerteptions
of general education teachers about appropriate placement for students with specia
needs.

General education teachers may feel that they cannot effectivetlytedp, or
teach these students, thus, these students belong in special education clagses. Thes
perceptions may be linked to teacher attributions of students. If teachérg@ttudent
ability to be internal, stable, and unchanging (out of the student’s control), themghey a
likely to believe that special services will be more effective for thngkests. Another
finding in the Stinnett et al. (2001) study relates to teacher perceptions of studeuaits ba
on the label. Despite the fact that all variables in the vignettes were Inskzict

teachers rated a student labeled AD/HD with more attention difficultiasathan-
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labeled student, even though students in both vignettes were placed in special education.
In another study, labeling a student AD/HD may cause teachers to intbgtretudent
as having greater attentional difficulties.
Effective Treatments for AD/HD and Treatment Acceptability

Because teachers and parents are often responsible for the treatment and
management of children with AD/HD, it is important to investigate suftdess
interventions for this disorder. It is also important to understand how teachmrtettrs
and knowledge towards children with AD/HD influences their behavior in terms of
treatment implementation and acceptance. For example, if a teacheedéhat AD/HD
and those behaviors indicative of AD/HD are caused by internal characsenisthe
child, then the teacher may be less willing to implement psychological intems,
specifically effective behavioral treatments, in the general educeliaissroom, despite
overwhelming evidence that these interventions are highly effective in muaglifyi
disruptive behaviors. Research indicates that when tested about their knowledge of
different areas pertaining to AD/HD, teachers knew the least about tregtceautto et
al., 2000; West et al., 2005). It is important that parents, educators, and all school
personnel be conscious of and promote the use successful, multimodal intervention
packages for both home and school environments. Empirical research has pinpointed the
most effective treatment for AD/HD to be a multimodal treatment whidbdes some
form of psychostimulant medication (mythylphenidate), combined with a behavioral
intervention/ treatment involving contingency management (Barkley, 2006; Conners, et
al., 2001; Dupaul & Weyandt, 2006; MTA Cooperative Group, 1999;). Furthermore,

multimodal treatment is optimally successful when the behavioral strateg
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implemented across settings, both at home and in the school environment (Barkley,
2006).

Because teachers play an enormous role in the success of these treatment
packages, it is important to understand their attributions about the causes of behaviors
related to AD/HD in order to better understand their rationale behind agreegafgsing
to implement specific treatments. Multimodal treatments in geneaalteeh treatment
for AD/HD symptomology that includes the combination of medication, behavioral
intervention, and some accommodation of the educational environment. This
“multimodal treatment protocol” has proven to be more effective than a unimodal
treatment involving only one of the treatment option, either psychostimulant meudicati
or behavioral intervention. Multimodal treatments for AD/HD combine classroom
modifications and intervention, parent training, medications (when appropriate), and
other necessary interventions such as social skills training, training in prebleny
strategies, and one-on-one therapy (Abramowitz & O’Leary, 1991; MTA Caibper
Group, 1999). There are also a number of benefits related to multimodal treatmémts, suc
as a greater decrease in oppositional behaviors, and a less invasive feanudrt in
terms of medical side effects. Unfortunately, a lack of cooperation besgbenls,
parents, and psychologists often inhibits the effectiveness of the multimodaleineat
protocol. Research pertaining to attributions of the causes of problematic behagors m
shed light on preferences and willingness towards specific treatments.

Stimulant Medications

Stimulant medications have been shown to be effective in alleviating problematic

behaviors associated with AD/HD. However, there are a number of reasonsrthkrgt
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medications and behavioral interventions should be compared and studied for their
effectiveness in treating AD/HD symptomology and problematic behavioss, Fi
stimulant medications have been shown to produce adverse and harmful side effects in
children and adults. The Food and Drug Administration (FDA) recently voted to
recommend a black-box warning on stimulant drugs designed to treat AD/HD (Nissen,
2006). A black-box warning, or black label warning, is the strongest type of warning tha
the FDA may apply to prescription drugs that cause severe adverse. &ffbets
applying a black-box warning, the FDA has indicated that numerous medical studies ha
been conducted with the findings that the drug being tested carries sigraincheven
life threatening side effects. Those drugs included in this review cahgaiststly of
amphetamines such as Adderall, and methylphenidate (Ritalin, Concerta). Thiedxac
warning should be recommended due to the number of cardiovascular risks associated
with these stimulant drugs.

The major compounds in these stimulant drugs exercise sttiomgant effects
on the cardiovascular and central nervdystems (Nissan, 2006). Frequently reported
side effects of stimulant medications include insomnia, reduced appetite, mogdsshan
weight loss, irritability, increased heart rate, stomachaches, and hea(Bdves &
Sawyer, 1998). Other less common side effects that have resulted from the use of
stimulant medications include major depressive episodes, nausea, hives, psychosis,
impaired liver functioning, and dizziness (Brown & Sawyer, 1998). When given in large
dosages, stimulant medications have been known to cause tics and are assohiated wit
compulsive behaviors. The most common side adverse side effect of stimulant

medication appears to be insomnia (Brown & Sawyer, 1998). In one study, more than 50
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percent of children diagnosed with AD/HD who were being treated with stmhul
medication (methylphenidate) developed insomnia (Barkley, McMurray, Edell&ock,
Robbins, 1990). Despite the risks and side-effects associated with these medlications
parents most often report using stimulant medications as the primary me&tntéeir
child with AD/HD (Johnston et al., 2005).

Effects of Multimodal Treatments for AD/HD and Behavior Problems

Research has demonstrated that the most common trouble associated with
children with AD/HD is poor school outcomes consisting of retention, and an increased
likelihood of dropping out (Barkley, 2006). However, research does not consistently
indicate an improvement in academic and social functioning with the use ofasttmul
psychotropic medication as the sole, unimodal treatment for children and adalescent
with AD/HD. Many studies have found that there is almost no enhancement in academic
performance (DuPaul & Rapport, 1993; Brown & Sleator, 1979; Rapport, Denny,
DuPaul, & Gardner, 1994; Sulzbacher, 1972). Conversely, in order to target all
problematic behaviors associated with AD/HD, treatment packages ngettaad
involve multiple areas, the behavioral, academic and social functioning of the individual,
as well as multiple settings and persons involved such as the target individd@h{)st
the parents and home setting, and the teachers and peers in the school settiyg (Barkl
2006; DuPaul & Stoner, 2003). Teachers, therefore, must be open to and willing to
partake in the treatment and intervention process in order to maximize effestsva
interventions for children with AD/HD. For this reason, it is imperative thatredtive

forms of treatment and intervention designed to target problematic behavabes ttel
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AD/HD be investigated for the purpose of implementing effective interventiahditile
to no negative side effects.

Empirical research has demonstrated that alternative options, namehobaha
interventions, are highly effective at reducing these behaviors. Behawialentions
have been proven to be highly effective, not only when employed across settings, at home
and at school, but also when used in conjunction with educational accommodation
(Dupaul & Stoner, 2003; MTA Cooperative Group, 1999; Ota & Dupaul, 2002; Pfiffner,
Barkley, & DuPaul, 2006; Weyandt, 2001). In addition, when used in combination with
stimulant medication, behavioral treatments have shown that a lower dosage of
medication may be required, thus reducing some of the possible adverse sideeffects
those medications (MTA Cooperative Group, 1999). Thus, it is crucial that empirically
supported, multimodal interventions for students with AD/HD be researched and
discussed in order to obtain the most advantageous treatment for this population.

The Multimodal Treatment of AD/HD (MTA) study completed in North America
is currently the largest study comparing the effectiveness of variotimém@amethods on
reducing problematic behaviors in children with AD/HD (MTA Cooperative Group,
1999). The purpose of this study was to compare intensive medication management,
rigorous behavioral treatment, the combination of medication and behavioral trteatme
and “treatment as usual” in children evaluated for and diagnosed with AD/HD. Tidhys st
was performed at multiple locations using a sample of 579 children aged 7 to 10 years
old, all diagnosed with AD/HD. These children were randomly assigned to one of four
treatment conditions. These conditions involved a group receiving stimulant medication

(some form of methyphenidate), a second group receiving multiple behavioral
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interventions implemented across settings (at home, at school, and at summeacamp
third group receiving both stimulant medication and the comprehensive behavioral
intervention, and a control group receiving community care treatment.

The medication group received controlled treatment implemented by trained
professionals and pharmacotherapists who provided support and practical advice about
dosages. Those groups receiving the complete behavioral intervention receimeéd pare
training, bi-weekly teacher consultation for school based intervention implemantat
and child-focused treatment. Parent training consisted of individual sessibribevit
family. For child-focused treatment, children attended a summer prognaimch they
received interventions consisting of a token economy, time out, social reinfotceme
modeling, problem solving, and social skills. The school based intervention targeted the
teacher’s classroom management skills and a daily report card desige¢dgarg
reinforcement of academic behavior. The control group also contained a number of
subjects (67%) receiving stimulant medication, but not in the same controlled m&nner a
the first treatment group (MTA Cooperative Group, 1999).

Results indicated that every group demonstrated a decline in their problematic
AD/HD symptomology during treatment. The first and second groups, those mgceivi
just medication and medication and behavioral interventions combined, accomplished the
greatest reductions in symptoms. The most significant finding of this studywdéalthe
comparison of the medication group to the combined treatment (medication and
behavioral intervention) group. The combined treatment and medication management did
not significantly differ their effectiveness for core AD/HD sympsofdowever, in terms

of oppositional behaviors and social performance difficulties, those childreringctie
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combined, multimodal treatment demonstrated the greatest decline. Furtheéh@ore
children in this multimodal group also needed a “lower mean dosage” of meditetion t
did the children receiving medication only (MTA Cooperative Group, 1999, p. 1078).

There was also a small effect size separating the behavioral interventy
group and the community-care control group. Nevertheless, many of the patticipa
the control group were receiving stimulant medication as part of their prescribed
community care treatment. Therefore, one may argue that thorough behavioral
intervention implemented across settings (home and school) appears comparable to
unimodal-medication only treatment in reducing disruptive behaviors associttied w
AD/HD. The researchers point out that medication is proven to be effective eadiecy
negative peer interactions. However, medication does not appear to enhance or increase
positive social behavior. For these target behaviors, it seems necessaoydorate a
behavioral element to the treatment package for AD/HD (MTA Cooperative Group,
1999).

The execution of this multimodal treatment package at a minimum would require
teachers, and other school personnel to be accepting of the procedures. Knowledge about
the treatment and their effectiveness may also be important. Additionaliizets need
to be willing to put forth the required effort to implement these interventiaihstiae
highest integrity. It seems logical that when individuals working with stadeiti
AD/HD attribute those problematic behaviors associated with the disorderrtwinte
forces on the part of the student, they will be more likely to advocate the use oastimul
medication for treatment. However, when teachers, and other individuals involved in the

treatment of children with AD/HD, understand the involvement of external forces in
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maintaining disruptive and problematic behaviors, they may be more open to
implementation of effective behavioral interventions. Because the implemardat
behavioral interventions has been linked to a decrease in the dosage of harmful stimulant
medications, the use of these treatment packages seems both valuable and indispensabl

School-Based Interventions for AD/HD and Behavior Problems

Research has identified a multimodal protocol consisting of behavioral
interventions implemented across settings combined with stimulant medicatiom a
most effective and superior treatment of AD/HD symptomology. Numerous alcadem
and behavioral interventions have been designed to treat children with AD/HD in the
classroom (Ayllon, Layman, & Kandel, 1975; Robinson, Newby, & Ganzell, 1981,
Pfiffner & O’Leary, 1993; Kelley, 1990; Dunlap, et al., 1994; DuPaul, et al., 1998;
DuPaul & Eckert, 1998). Because teachers are likely to come into contact witteats
with AD/HD, it is important to be informed about effective interventions used taatke
difficulties associated with AD/HD. In terms of school-based treatmekiapas, a
number of factors should be present to maximize success of the student and reduce
interfering difficult behaviors targeted for reduction. School-based inteoventiave
been shown to be most effective when both proactive and reactive behavioral techniques
are executed. The use of these proactive, preventative strategies in ¢tiombwta
reactive techniques are shown to be the most successful interventions, partidutarly
used in conjunction with positive reinforcement. Proactive behavioral techniques are
designed to alter specific environmental contingencies that occur ble¢ot@geted
problem behavior. As a result, the behavior will not occur or will decrease. Titegrefo

some antecedent condition or stimulus must be changed or modified to decrease
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problematic behaviors, and/or increase positive, more desirable behaviors. Exaimple
empirically-based proactive interventions for AD/HD include choice makingswide
interventions, instructional choice, and classwide peer tut@@oglap et al., 1994;
Dupaul et al., 1998; Harlacher, Roberts, Merrell, 2006).

Reactive treatment strategies involve the converse strategy, thayisltédre
some environmental contingency directly following the target behavior to chamnge t
frequency with which that behavior occurs. Reactive interventions, thereforzs utili
some type of consequence for the target behavior, such as a verbal reprimand &upaul
Weyandt, 2006). These empirically-based interventions include response ceost, self
management strategies, reminders/reprimands, and token reinforcemént, (Ay
Layman, & Kandel, 1975; Kelley, 1990; Pfiffner & O’Leary, 1993; Robinson, Newby, &
Ganzell, 1981). Reactive treatment strategies have been shown to decgedise ta
behaviors, specifically when implemented in conjunction with proactive intervention
strategies that increase some desirable behavior. Additionally, bestadeats with
AD/HD are often at risk for academic difficulties, interventions must beydedito
target problematic behaviors, as well as academic problems and underachteveme
Those behaviors indicative of AD/HD such as inability to sustain attention nmayabed
to poor academic achievement on the part of many students with AD/HD. For example,
these problematic behaviors may be related to poor work completion and work
productivity.

Academic and Behavioral Interventions

Although the most effective school-based interventions have been shown to be a

combination of both proactive and reactive strategies, teachers often pariakeselc
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in the reactive approaches (Dupaul & Eckert, 1997). These approaches are often
punishment-based procedures designed to decrease disruptive behaviors associated with
AD/HD. Because reliance on punishment-based interventions is often unsuccessful in
treating students with AD/HD, it is important to include a strong proactivgpeonant
(DuPaul & Stoner, 2003). Dunlap et al. (1994) found that proactive choice-making
interventions which allow students to choose from a range of activitiesegkguln
increase in on-task behaviors in students with low on-task behavior and disruptive
symptomology. Since students with AD/HD often demonstrate higher levelstas&ff
behaviors than their non-diagnosed classroom peers, another effective proactive
intervention, peer tutoring, may be used for children with AD/HD. This intervention
involves students working together on some type of assignment where a peer tutor will
provide help and instructional feedback on the task.

Dupaul et al. (1998) investigated the effectiveness of this intervention for students
with AD/HD. The results indicated that both teachers and students enjoyed the
intervention, and the procedure was successful in decreasing behavioraltigiffjard
increasing academic functioning (DuPaul et al., 1998). Furthermore, thes eff@aer
tutoring on student on-task behavior, off-task behavior, and fidgeting behaviors were
measured. Results indicated that the mean percentage of on-task behaviordncrease
significantly during treatment, and decreased significantly with theval of the
treatment phases. Additionally, the mean percentage of off-task behaviors forsstudent
with AD/HD during treatment phases resembled that of peer comparison students’

percentages during baseline. Finally, during treatment phases, 13 out of 18 students
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exhibited a reduction in percentage of fidgets. These percentages increasibe wi
removal of treatment (Dupaul et al., 1998).

More recent interventions for students with AD/HD include classwide
interventions. Classwide interventions can be defined as “any intervention ulsedewit
whole class, regardless of why the intervention was implemented (e.g. tt beaef
students vs. the entire class)” (Harlacher, Roberts, Merrell, 2006, p. 7). These
interventions may be academic or behavioral in nature. For example, a contingency
management intervention could be implemented on a classwide level in whichepositi
reinforcement is applied contingent on certain behaviors exhibited by the @asis (on
task behaviors, staying in seat, raising hand) (Harlacher, Roberts)IN20€). These
interventions may allow teachers to save time as they can be impldnt@iite whole
class at once, as opposed to taking time out to target one child. Furthermoredelasswi
interventions prevent any one child from being singled out (Harlacher, Roberts|IMer
2006).

Reactive interventions are also successful when used in conjunction with
proactive techniques and positive reinforcement. For example, a token reinfarceme
component involves earning some form of tokens (reinforcement in the form of sticker
for exhibiting some criterion behavior, such as academic engagement, maintaining
attention, and decreased rates of hyperactivity and defiance. These tekeassated
into points which can be exchanged for tangible reinforcement such as desitiatilesac
or toys. Two common forms of token reinforcement found to be effective for students
with AD/HD involve the daily school report card and response cost. Daily report cards

require students to meet some designated behavioral goal in order to earn points for
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reinforcement (DuPaul & Stoner, 2003; Kelley, 1990). Response cost includes a cost
component in which the student must return tokens for exhibiting specified problematic
behaviors.

Effects of Intervention Versus Medication on Academic and Social Functioning

The Multimodal Treatment of AD/HD (MTA) study demonstrated that a
combined treatment package (medication and behavioral treatment) required lower
dosages of stimulant medication than medication alone treatment groups fat desire
behavioral outcomes, insinuating that multimodal treatment packages requabest sm
intake of stimulant medication. There are also important issues relevaattnac
functioning when considering required dosages for students with AD/HD symgigynol
Earlier studies have suggested that doses of stimulant medications havatdiffere
influences on behavior and cognition or academic improvements. Lower dosages of
medications appear to improve academic functioning, or learning, while higher dosages
of stimulant medications seem to decrease disruptive behaviors (Brown & Sléat@y
Sulzbacher, 1972).

Many children with AD/HD are placed on stimulant medication to treat both
academic and behavioral difficulties. Yet studies have shown consistens nesuftich
children on stimulant medications show no improvements on standardized academic
assessments (DuPaul & Rapport, 1993; Rapport, Denny, DuPaul, & Gardner, 1994).
Research also indicates that behavioral interventions may be equallyveféect
stimulant medications in improving the child’s overall functioning (Ayllonyrhan, &
Kandel, 1975). Bearing in mind the possible negative side effects of stimulant

medications, it seems more logical to treat these problematic behavioteweth
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dosages of medication in combination with behavioral interventions that targetnécade
functioning.

Ayllon, Layman, and Kandel (1975) conducted a significant investigation of the
effectiveness of a token reinforcement targeting the accuracy of geatiinmath
responses on academic assignments in the classroom. Moreover, this studyadompare
levels of hyperactivity during a medication treatment phase in which the stuets
administered methlypheniate (Ritalin, a stimulant medication used tARAD
symptomology), during a non-treatment phase in which the medication was removed, and
during a behavioral intervention phase in which token reinforcement was adméhistere
the absence of stimulant medication. Specifically, the investigatorsteallavo
conditions of baseline data by measuring hyperactivity of children diagnosed as
chronically hyperactive during medication and during the absence of medication (once
the medication had been discontinued). When medication was removed, that is, when the
children stopped taking the stimulant medication, their hyperactivity irest¢d®m
20% to about 80%” (Ayllon, Layman, & Kandel, 1975). Token reinforcement, consisting
of reinforcing students for correct academic answer in math and readigignassts,
was then implemented under conditions in which the students were not taking
medications. Ayllon and colleagues found that when the token reinforcementnititatve
was implemented for academic performance, during the “no medication” condigon, t
children’s hyperactivity decreased to “a level comparable” to that whgmidre on
Ritalin, “about 20 percent” (p. 6).

Simultaneously, the students’ academic performance in math and reading

improved approximately 70 percent relative to baseline. Token reinforcementswas f
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administered for math only, then during math and reading in the following phase. Thus,
levels of student hyperactivity were similar during the medication onlymesd phase

and behavioral intervention only treatment phase. However, academic performance for
reading and math, measured by percentage of correct responses, wasisignific
superior. Specifically, academic performance during the medication phas¢himna
reading combined consisted of 12 % correct, and 85 % correct in the behavioral
intervention phase (Ayllon, Layman, Kandel, 1975). This research is consistent with
additional literature indicating that stimulant medication has littiecégfon enhancing
academic functioning for children with AD/HD.

In a similar study, Sulzbacher (1972) investigated the effects of medication on
academic performance of hyperactive children in classrooms. Three students’
performance was measured in math, writing, and reading. The resealsbengasured
disruptive behaviors such as talking out and out of seat frequency. These behaviors were
measured under three separate conditions, placebo, five milligrams ofstimul
medication (dextro-amphetamine), and ten milligrams of the medication. Jiitsre
showed variable responses for each condition. Academic responses appeared to improve
in the five milligram condition; however, there was great variation in academ
performance under the ten milligram condition (Sulzbacher, 1972). Additionally, one
child exhibited decreased rates of disruptive and hyperactive behavior undexctizopl
condition as compared to the medication conditions. Overall, medication seemed to
alleviate problematic and hyperactive behaviors, but had little to no effeaproving
academic performance (Sulzbacher, 1972). Furthermore, some research has shown tha

disruptive and hyperactive misbehavior may be effectively reduced whemacade
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performance is rewarded or when structured academic environments are imposed on the
classroom (Ayllon, Layman, & Burke, 1972; Ayllon & Roberts, 1974).

Stimulant medication has been proven highly effective in decreasing negative
peer and social interactions. Similar to the decrease in disruptive and
hyperactive/impulsive behavior, medication has shown dramatic reductions irveegati
social interactions in children with AD/HD and disruptive behavior disorders. However
medication has not been shown to increase positive social interactions and behaviors
(MTA Cooperative Group, 1999). Changes related to increased functioning in social
activity and behavior requires the incorporation of a behavioral component in the
treatment package. Although medication may effectively decrease patidéehaviors
related to negative social functioning, it does not increase the accuracy with whic
children interact positively in social situations among peers, teachers naihd fa
members. For this reason, it seems logical to incorporate behavioral iti@mgan order
to teach children appropriate social behaviors.

Effects of Attributions on Treatment Preference and Acceptability

As previously stated, there is significant evidence to maintain that a bidlogica
source of AD/HD exists (Tannock, 1998). Additionally, the research also sudg#sts t
the use of psychopharmacological medications, specifically psychostimusasuts
effective choice of treatment for this disorder (DuPaul, Barkley, & Conner, 1998).
However, this data does not contradict the impact and role that ecological and
environmental factors play in understanding and treating the disorder. Prevearghes
has focused on parental acceptance of behavioral interventions, which requatea#er

to the environment. That is, one or more environmental contingencies are modified, with
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the intention and assumption that a positive behavioral change will occur in the
designated subject. Because past research has found behavioral interventidmgttly be
successful on children with AD/HD (Ayllon, Layman, & Kandel, 1975; Kelley, 1990;
Pfiffner & O’Leary, 1993; Robinson, Newby, & Ganzell, 1981), it is important to
investigate what factors affect parents’, as well as other persahonelork with
children, acceptance of and willingness to implement these treatmentsoAalditi
children rely on these caretakers to provide them with assistance, support, tanehtrea
when necessary. If teachers and parents responsible for children arengrwilli
implement empirically validated interventions, it is important to invesities variables
that are involved in their resistance or compliance in order to understand thenisiasha
that will increase acceptance and willingness to treatment.

Parental Attributions and Treatment Preferences

To date, there has been no research performed to investigate the link between
teacher attributions of students with AD/HD using the three causal dimensions of
behavior (locus, stability, controllability), and teacher preference fontezdatand
willingness to implement classroom interventions. Research has focusey omainé
relationship between parental attributions of AD/HD symptomology and parental
preference or acceptance of specific treatments, mainly stimulantatiediand
behavioral interventions. Past literature has found evidence that the treatrA®/HD
is related to the attributions parents and children make about the causes of the behavior
and symptoms of AD/HD (Johnston, et al. 2005; Johnston, et al. 2000; Reimer et al.,
1995; Whalen & Henker, 1991). Specifically, the attributions that parents make about the

causes of their child’s AD/HD behaviors and symptoms may impact their acceui
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behavioral interventions and treatments. Previous research has focused on hav parent
acceptability of behavioral interventions is prejudiced by the causal atinbuhey

make about their child’s behavior (Johnston et al., 2005; Johnston & Freeman, 1997,
Reimer et al., 1995).

Reimer and colleagues (1995) found evidence that when parents attribute their
child’s AD/HD behaviors (inattention, hyperactivity, impulsivity) to phgsicauses, they
were less likely to accept behavioral interventions as treatment fockhleliren.
Specifically, parents of children with AD/HD were given descriptions of belalvior
interventions that a psychology team recommended they use to treat their child’s
behavioral symptoms. Following the description of treatments, parents were@$fiked t
out a survey assessing their acceptability of these treatments, andyaagsessing their
attributions of their child’s behavior. The results indicated a positive coorelag¢tween
environmental attributions for behavior and acceptability of treatment, and a/aegat
correlation between physical attributions of behavior and treatment actigptabi
Furthermore, the magnitude of these attributions was analyzed, indicatitigetingore
the parent attributed the child’s behavior to physical causes, the less actieptingre
of behavioral intervention. This relationship did not exist for the correlation betwee
environmental attributions and acceptability, as this correlation remaielatively
stable” (Reimers, et al., 1995).

Johnston et al. (2005) found that parents’ beliefs about attention-
deficit/hyperactivity disorder were tied to their preferenceratments. These
researchers found that parents were more likely to attribute the cause ohilldeen’s

AD/HD to internal causes residing within the child. Parents also believed tretube
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of their child’s behaviors were stable, and not very controllable by their childeThos
parents that used internal and stable attributions to explain their child’s behaxéor w
more likely to use treatments and interventions that were not empirically seghdéot
example, parents reported using diets and vitamins, treatments that are th@lightor
impact the internal state of an individual, to treat those disruptive behaviorsivelwat
AD/HD. There is no empirical support that AD/HD is effectively treatét diets.

Stimulant medication as a treatment for AD/HD may also have an impact on
attributions of the causes of children’s behavior. When stimulant medications are
successful in resolving behavioral problems such as hyperactivity, impylsind
inattention, it may serve to reinforce the attribution of those behaviors as lindetima
child, as opposed to situational or environmentally controlled. Behaviors are likely due to
a combination of internal and external stimuli; however, attributing a behavaty sol
internal forces may limit openness to treatment options. Whalen and Henker (1976)
proposed this hypothesis for children labeled “hyperactive” and displayihdevgls of
impulsivity, inattention, and irritability. They suggested that once these ehilgrgan
taking stimulant medications, behavioral improvements would be seen as outside of the
child’s control, and due to the medications. When children in this study were interviewed
regarding their ideas about hyperactivity, they often responded thabmetlgng one is
“born with” (Whalen & Henker, 1976). Furthermore, when children were asked what
may happen if they discontinued their Ritalin medication, common responses included
that they would get into trouble, be expelled from school, or “go nuts” (Whalen &
Henker, 1976). Results from these interviews indicate that improvements in behavior

were attributed to medication. Children indicated that their behavior was amairdaad
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stable attribute with which they were born, and over which they had little conthauti
medication that altered their internal states.

Teacher Acceptability of Interventions for AD/HD and Behavior Problems

Treatment acceptability refers to attitudes, assessments, and opinioasnoétite
and intervention procedures. In the context of education, treatment acceptdeigyae
the teachers’ judgments of recommended intervention or treatment padkaggeed to
target problematic behaviors. To date, few studies have investigated the efftectcher
attributions on treatment acceptability. There are no published studies invegtiga
teacher attributions of students with AD/HD, and the relationship to treatmeetgored
and acceptability. Because children with AD/HD require support and assiftamca
variety of providers, i.e. parents, school psychologists, other mental healtrankniand
providers of learning services, it is important and necessary to investigdtertea
willingness and acceptability for interventions in the classroom. The mannaiah w
AD/HD related problems and behaviors are perceived by teachers willilitkelence
their openness toward particular treatments. Additionally, if a teacher doascept the
validity and effectiveness of a particular treatment, that teacher ig likele unwilling
to conduct the intervention in the general education classroom. School psychologists, and
other professionals who treat children with AD/HD, often consult with teachers about
effective methods of addressing overactive, impulsive, and inattentive behaviors. The
recommendations these providers make are not always viewed as “sodidlly va
although they have been proven through empirically-validated research to ligeaffec

Because psychologists often function as consultants to teachers when recargmendi
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effective interventions and treatments for students, it is important to rexdnuse
factors related to treatment acceptability.

Research has demonstrated classroom-based behavioral interventions to be highly
effective in treating AD/HD symptoms (Pelham, Wheeler, & Chronis, 1998)e Sinc
teachers are responsible for implementing these behavioral interventiomsporsant
to investigate those factors related to their ideas and beliefs about twefiess of
those treatment packages. In terms of attribution theory, if a teacheebdhet the
child’s AD/HD behavioral symptoms are mainly a manifestation of the shihdernal
disposition, which neither the child, nor the teacher has control, are stable and consistent
the teacher may be less willing to implement behavioral treatment farhitét Thus,
the external and environmental variables that play a role in the maintemance a
treatment of the disorder are being ignored and discarded.

The literature indicates that teachers may have a tendency to over-identify
children in their classrooms with AD/HD (Glass & Wagner, 2000; Havey, Olson,
McCormick, & Cates, 2005). In one study, 47 percent of the teachers surveyed reported
that they believed AD/HD was caused by “mostly biological-chemical” ssukithin
the child (Havey et al. 2005). In addition to reporting a belief in neurological and
biological causes of AD/HD, teachers also report a preference foratiedias the
primary treatment for those children (Glass & Wagner, 2000; Havey, et al. 2005).
Teacher attributions for the cause of AD/HD and those behaviors related tedfdedi
have implications for treatment. Research indicates that teachersepfteha preference
for treatments that include or even rely solely upon factors that alter ¢neahstates of

the child (Havey, et al. 2005), which may be due to their underlying causal attributions
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for the behavioral symptoms. That is, when teachers view AD/HD symptomoldgwasuc
inattention and hyperactivity to be caused factors residing inside the chylclsloe
prefer treatments that alter those internal states. Research has dat@disat some
teachers believe that special diets, such as those low in sugar, will beeffetteating
children with AD/HD (West, et al., 2005). Interestingly, one study investigate
differences in teacher treatment preferences between using positive tirenega
interventions to treat AD/HD when they have been provided with an explanation of
misbehavior versus when they have not been provided with an explanation of the child’s
misbehavior. Results indicated that when given an explanation for the child’s
misbehavior, teachers were more likely to prefer a positive intervention sach a
positive-point system over a negative intervention such as loss of privilegesttAfdé&r
Nix, 1997).

Furthermore, the when given an explanation of the student’s misbehavior, all
explanations of behavior included some type of family difficulties that tregher
prompted the disruptive or negative behavior at school (Alderman & Nix, 1997). These
findings have important implications relating to teacher attributions fovietend their
relation to treatment acceptability and preference. Familial problesremaexternal,
environmental event that may serve to change or cause behavior, specgrcdllgm
behavior. If this environmental situation is changed, the behavior may also change and
improve. When given this element as part of an explanation for student misbehavior,
teachers were more willing to intervene on the behavior using a positive inieny st

opposed to an intervention that used a punishment component. Therefore, the knowledge
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that there was some external cause of behavior made teachers molegecepivilling
to implement positive behavioral interventions.

Parents often seek advice and information from teachers regarding AD/HD, and
effective treatments for AD/HD. Consequently, teachers may be asketbtamend
successful and useful treatments and intervention packages to parents of children w
AD/HD. In one study, 51 percent of the general education teachers surepyeigd that
parents had asked them about the effects of stimulant medication (Kasten, Coomy, He
1992). It may be beneficial for teachers to be well educated about whichen¢atm
packages are most effective, as well as the side effects associaté@atments.
Research investigating teacher knowledge of the effectiveness antfesitie @
stimulant medication indicates that they have limited knowledge and some
misconceptions (Kasten, et al., 1992; Snider, Busch, & Arrowood, 2003). West et al.
(2005) found that 38 percent of the teachers they surveyed were not aware that children
may become very anxious after taking stimulant medications.

Despite overwhelming research that stimulant medication has no impact on
improving academic performance, many teachers report that these medieal
improve a student’s academic functioning. Kasten et al., found that 62 percent of the
special education teachers they questioned and 58 percent of the regulaoeducat
teachers believed stimulant medications increased academic work. Althaagérgein
this study demonstrated limited knowledge of stimulant medications, 31 pert¢kat of
general education classroom teachers reported that they told parenksitdcse®ation

from a doctor about stimulant medications for treating their child, while 32 patent
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special education teachers reported suggesting that parents look into nsihgnsti
medications to treat their child (Kasten et al., 1992).

A preference toward implementing stimulant medications into treatmentgescka
for children with AD/HD is likely moderated by a number of factors. Curtigdes,
Hamilton, and Moore (2006) found that there may be a sociocultural impact on treatment
acceptance. They investigated differences in treatment perception artegctne U.S.
to teachers in New Zealand. The researches pointed out that there wereasignifi
differences between the educational systems in these two countries, tiaahéhe U.S.
employs a categorical model, while New Zealand uses an ecologicdl tmaaentify
students with disabilities. Therefore, New Zealand focuses more on engmtaim
contingencies and events that exist to cause and maintain specific behavairsemts
in this particular system are less likely to focus on altering the intstiatas of the target
child, and more likely to focus on changing those environmental and ecological \&riable
The researchers also point out that New Zealand promotes a more “non-catégori
model in which children receive services that are “needs-based” (Eualis 2006).

Conversely, a categorical model utilized by the U.S. centers on identifgimida
with a label that is thought to be indicative of some diagnostic disorder internal to the
child. Although treatment of students labeled with disabilities is vastly moougrds
behavioral based assessments and interventions, the identification of theseslisorder
still based on a diagnostic label which implies a biological or neurologieahal
deficit. The researchers in this study compared teacher acceptabilitgraeg@tpns of
four different interventions for a student with AD/HD, a daily report card, resposse ¢

classroom lottery, and medication. The results of this study indicated thatrseiactne
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U.S. were more accepting of stimulant medication, and felt that medicatsoa mare
effective intervention than teachers in New Zealand. The researclepoaisout that
teachers in the U.S. found response cost to be more acceptable than teachers in New
Zealand. One important point to consider is that teachers in New Zealanc: mmepydo

open to implementing interventions if those proposing treatment conducted “additional
needs assessments” before consultation, and if behavioral explanations were used a
opposed to diagnostic language, since they employ a non-categorical, ecological
educational system (Curtis et al., 2006). In addition, since New Zealand is a non-
categorical system, these teachers may have less overall undegstbwlih expertise in
the area of AD/HD.

As discussed earlier, teachers tend to have a basic understanding of the common
features of AD/HD, but less knowledge and understanding of the underlying diagnostic
variables and features (Sciutto et al., 2000; West, Taylor, Houghton, Hudyma, 2005). For
example, West et al. (2005) found that teachers scored lower on the Characteitic
Treatment subscale of the KADD-Q. Recent research on educators’ perceptions
interventions for students with AD/HD indicated that teacher knowledge of AD/&D w
negatively correlated with teacher belief in the effectiveness dadrolam interventions
(Graczyk, Atkins, Jackson, Letendre, Kim-Cohen, Baumann, McCoy, 2005). The
researchers pointed out that teachers often obtain information about AD/HDolnores
such as the media. Certain sources of information may portray an inaccurasand f
perception of AD/HD, giving teachers both accurate and inaccurate knowletihge o
disorder. Thus, teacher knowledge of AD/DH and the causes of behaviors related to

AD/HD may be erroneous, and perhaps based on a medical model orientation that would
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neglect to include environmental causes that may serve to instigate and éhbaeace
disruptive and maladaptive behaviors.

Factors Related to Treatment Acceptability

A number of factors exist are related to teacher treatment acceptabili
willingness, and integrity. Research has investigated factors thaffedt evhether or
not a teacher finds a particular intervention acceptable, whether or not ther isac
willing to implement that intervention, and finally, whether or not a teachealact
implements the recommended intervention. Specific variables that have been found to
have a large effect on teacher perceptions and behaviors toward treatment and
intervention are the amount of time involved in the intervention, the severity of the
behavior problem, ecological intrusiveness, and intervention type (Witt, 1986; Witt,
Martens, Elliott, 1984). Although there has not been any research conducted on the topic,
there is reason to believe that teacher attributions of the locus, stability, and
controllability of student behavior will have an effect on their perceptions of a
recommended treatment. Furthermore, teacher attributions of the student beleavior a
related to previously studied variables and factors related to treatrceptatulity.

Time, Problem Severity, and Intrusiveness

In one study, Witt et al. (1984) investigated factors associated with téachers
judgments of behavioral interventions. These factors included the time involved in
implementing the proposed intervention, the severity of the behavior, and the type of
intervention. Previous research has consistently found that the more severe the proble
behavior is, the higher the acceptability ratings from teacherst{E1988; Elliott,

Turco, & Gresham, 1987; Kazdin, 1980). However, the proposed treatments in these
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studies typically consisted of some type of reductive/negative behavi@maiantion
(time-out), stimulant medication (methylphenidate/ Ritalin), and painfulrogpert
electric shock therapy. Witt et al. (1984) found a significant interaction betaeteavior
problem severity and the amount of teacher time involvement. Specifically,Jels b
teacher involvement were rated less acceptable for more severe problnobthan

for mild or moderate levels of problem behavior. Teachers may believe that when a
behavior is more severe and disruptive, a more time-consuming intervention will be
necessary to rectify and reduce the problem behavior, even when given empirical
evidence to the contrary.

Although teachers report higher levels of acceptability for any texdtmhen the
problem behavior is more severe, there may be underlying variables that are not
accounting for these high levels of acceptance. For example, the teagHeehthat the
behavior is so severe that it warrants intervention, but they may not realizeethaiilt
be required to implement some component of the intervention. Many teachers may
operate under the assumption that treatment or intervention implies removatérom t
general education classroom. It is important to apply attribution theorysteeigarch, as
these perceptions will likely interact with the above variables. Spebyfitahchers are
likely to rate any intervention as acceptable when a given problem behawatads r
severe enough. However, when teachers attribute those problems behaviomsdo fact
occurring within the child that are stable across time and outside of the child/esnd e
the teacher’s control, they will most likely believe that the behavior wiarraore
pervasive and intense intervention that the teacher is unable to give due to lack of skill

knowledge, or time.
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In a review of teacher resistance to school-based interventions, Witt (1986)
addresses the topic of ecological intrusiveness. Witt (1986) describes theammpant
“behavioral regularity” in classrooms and schools, defining it as “a regutarreace or
nonoccurrence of a behavior or some series of behaviors”. School-based, classroom
interventions are likely to have some level of side effects in terms of disgupti
behavioral regularity, thus inducing ecological intrusiveness on the classroom. For
example, altering problematic behaviors, such as talking out, may requirat¢hertéeo
alter her own behavior. This may be perceived by the classroom teacher to be too
intrusive to her daily routine. Witt (1986) takes this concept a step further lgy usin
Hernstein’s law of effect to describe the nature and extent to whichadasgcology
may be disrupted. In line with this law, the effect of reinforcement to inci@etarget
behavior may require larger amounts of reinforcement with subsequent endeavors to
increase that particular behavior. The concept of ecological intrusivengdsemaevant
to teacher acceptability for behavioral interventions in regards to probienesidviors
and behaviors associated with AD/HD. When teachers attribute problematicdoshavi
internal causes, they may be less likely to accept and implement a behaviorahirda
that alters ecological variables, and thus intrudes upon their time and thaioatas
routine.

Current Study

The current study seeks to examine the combined effects of labeling bias and
teacher attributions of students with Attention Deficit/HyperactivityoRler, and how
these attributions are related to teachers’ acceptance of interventiorgentral

education classroom. Whereas previous research has focused on teacheorgtobut
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student achievement, and students with learning disabilities, no published studies to dat
have done so for students with AD/HD. Because AD/HD often affects a studatitis a
to perform in the classroom in terms of success, achievement, grades, and pelgvior
important to examine the willingness of teachers to treat and intervene upon these
students. Additionally, most students with AD/HD perform best when instructed in the
general education classroom. Because more and more students with AD/sHingre
educated in the general education classroom these teachers are likelylliedogoca to
carry out increasing amounts of behavior modifications and other interventioresdf th
teachers are unwilling to implement these intervention plans due to theiicspecif
attributions of the student’s performance, the student is unlikely to remain in the
classroom. Furthermore, since past research has implicated that lahelgggs may
effect teacher expectations (Algozzine, 1981; Rolison & Medway, Thelen 2608;
Stinnett, et al., 2001) it is important to examine whether or not the label effects
attributions and treatment preferences.

Extensive research has been done on the effectiveness of behavioral interventions
and treatment for children with AD/HD (Ayllon, Layman, & Kandel, 1975; Dunlap.gt al
1998; Dunlap et al., 1994; MTA Cooperative Group, 1999; Pfiffner & O’Leary, 1993;
Kelley, 1990; Robinson, Newby, & Ganzell, 1981). Such interventions in the classroom
may include a token economy, response cost, daily report cards, and providing social
praise for positive behaviors. The current study seeks to investigate tetrietians of
children with AD/HD along the three dimensions, locus, stability, and contritjalaihd
how these effect teacher preferences and acceptance of a desigadtedrit, either a

behavior intervention consisting of work completion, or a psychopharmacology
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medication (Adderall) designed to treat children with AD/HD. In addition, this/stuilt
also explore the relationship between labeling a student with AD/HD arizutitins for
the student’s behavior, as well as treatment acceptability for the cmigk Sast research
has indicated that labeling a child may affect teacher perceptions andest{iStinnett et
al., 2001; Weisel & Tur-Kaspa, 2002), it may be significant to assess teacihettiatis
as a function of the label.

To date, few studies have examined the relationship between the age of the
student and treatment acceptability. The age of the child may affectrtestcibeitions,
specifically in terms of stability. When assessing an older elemergadychild with
behavioral problems, teachers may be more likely to rate the child’s behavioreas m
stable. Conversely, the behavior of younger students may be viewed as more enalleabl
and temporary. The effects of attributing a behavior or labeled disability sitti#e or
unstable causes have been addressed in past research and have importanbms picati
treatment acceptability. Burns (2000) addressed the issue of attribuéligémice and
disabilities to internal and stable causes, and the possible consequencenyf aated
helplessness in the student. Stable attributions implies that the behavior and future
performance are constant and unchanging, thus stable attributions may be lielssd to |
acceptance for behavioral, and even academic intervention. For this reason, it may be
important to investigate the combined effects of labeling bias and age on teacher
treatment acceptability.

The effect of labeling or diagnosing a child with a disorder may also have an
effect on teacher treatment acceptability, and may also have implicatiatifoution

theory. Children who are diagnosed with AD/HD are often given stimulant medisat
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to improve their behaviors in the classroom. As previously stated, these medicatons ma
have serious medical side effects, and are shown to have little impact on academic
functioning. In some instances stimulant medication may serve to vastly improve
problematic behaviors and may be a necessary treatment. However, reseatubwra

that the use of behavioral intervention in combination with stimulant medication is not
only the most effective and highly recommended treatment package, but also lahavior
interventions, not medication, seem to serve to increase academic functioyllng,(A
Layman, Kandel, 1975). Also important, research has demonstrated that using a
combined treatment package may require lower dosages of stimulant medication the
medication treatment alone (MTA Cooperative Group, 1999).

Some research has indicated that teacher attitudes toward integratiafeafstu
with special needs into regular education classrooms are more positive wbes itot
require additional instruction or classroom management skills of the teachézr(&e
Ward, 1987). Many children with attentional and behavioral problems, whether they are
labeled or not, are referred to school psychologists and other professionals for
consultation and intervention. The problematic behaviors of these children are often
reduced and rectified with simple behavioral interventions, which are much lesséva
than medication treatments. The indication of a special education label mayvatitibe
or even make a difference for these children. For this reason, it is importartitiitie
effects of labeling a student on teacher treatment preferences. Paliepg)la student
indicates to teachers that the behaviors are internally caused, and thustiomditor

specific treatments arise.
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When teachers perceive a disability to be caused by internal factorssstineh
child’s neurological functioning or genetic makeup, that are stable overamdeout of
the student’s control, they may identify that child as unchanging, and thus, unable to
respond to intervention. If teachers believe that a student is unable to respond to an
intervention, or resistant to intervention and treatment, they may be lesg)\wolli
implement a behavioral intervention, since it appears to be a waste of time tionaddi
teachers may be more accepting of psychopharmacological treatmenséchiidren,
since these treatments alter the internal state of the student. Howeveteadtieers
perceive a disability such as AD/HD to be caused by external faatolsas the
environment, that are unstable, meaning that they do not occur constantly, and under the
child’s control, they are likely to be more accepting of intervention for the child.

Finally, the relationship between teacher knowledge of AD/HD, and teacher
attributions of the disorder is unclear. Research indicates that teacheesbetter
understanding of the symptoms of AD/HD, but they have less knowledge regarding
general information and treatment of the disorder (Sciutto et al., 2000). Tedcherts
have accurate knowledge of these categories of information (Sciutto et al., 2000).
Furthermore, knowledge of the disorder was linked to the likelihood that teachers had
taught a student diagnosed with AD/HD at some point in their career (Kos, Richdale
Jackson, 2004). Therefore, having been exposed to a child diagnosed with AD/HD may
lead to expectations about symptomology and behaviors associated with the disorder
date, there is no research examining the relationship between knowledgeibutiozisr

of AD/HD. Therefore, this research study seeks to answer the followirsgjajuse
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. Are there differences in attribution (locus, stability, and controllability) on
the basis of label, child’s age, and treatment type?

. Are there differences in treatment acceptability and prognostic outlook, on
the basis of label, child’s age, and treatment type?

. Do attributions of a child predict treatment acceptability?

. Do attributions of a child predict prognostic outlook?
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CHAPTER IlI

METHODOLOGY

Participants

Participants were 213 public school teachers from elementary schools in the
Southwest. Teachers were asked to log onto a website where they could cdmplete t
study. The website presented the teachers the vignette case and thigageltiehnaires
to answer, as well as a short demographics survey.
Measures/Materials

A vignette describing an elementary school-aged boy with attention and
behavioral problems was created. The behavior problems in the vignette were held
constant for all participants, but label (attention-deficit/hyperagtdigorder or not
diagnosed with attention-deficit/hyperactivity disorder) and age/gratte child (six
year old first grader, eleven year old fifth grader) were variedhErmore, a proposed
treatment (work completion intervention, stimulant medication, or combined tr&@xtme
was also varied.

The problem behavior description indicated difficulties across settings (& hom
and at school) and time, and in the presence of teachers, parents, and peers. The vignet

specified the effects of the child’s attention and behavioral difficultiesamsom
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attention and performance, social functioning, peer, parent, and teacher reipsioasd
work completion.

Intervention Rating Profile — 18RP-15) (Martens, Witt, Elliott, & Darveaux,

1985). The IRP-15 is a measuring device often used to assess the acceptabiidglof sc
based behavioral interventions. The 15 items reveal one empirically derived genera
acceptability factor and the scale has outstanding internal consistepity ¢akfficient =

.98) (Martens et al., 1985). Items on the IRP-15 are answered on a 6-point Likett forma
(1 = strongly disagree, 6 = strongly agree). Raw scores for each geadded to yield a
general acceptability score. IRP-15 scores range from 15 to 90 withr bagires

indicating higher treatment acceptability. The IRP-15 total score famnient

acceptability was used as the treatment acceptability dependent varfebl®PF15 has
frequently been used to evaluate school-based interventions.

Attributional Ratingsltems designed to reflect each of three causal attribution

dimensions were developed. Participants were asked to make their attributionth@bout
child in the vignette along those three dimensions. The dimensions were, locligy stabi
and controllability. These were rated on a 6 point Likert scale (1 = internal ter@alx

1 = stable to 6 unstable; and 1 = under personal control to 6 outside of the child’s
control).

Prognostic OutlookFox and Stinnett, 1996). The Prognostic Outlook scale

consists of nine evaluative questions designed to reflect the participaugsigat of the
child’s likelihood of future success or failure, the child’s likelihood of further disreipt
behavior, the likelihood of future problems in interpersonal relationships, and overall

level of adjustment. Factor analysis of the items identified these thrgesgrbitems. No

81



Teacher Beliefs 82

items were cross loaded on other factors at <.30. The one exception was thmlast it
overall adjustment, which did load on all 3 factors. These items are rated on & &cale o
to 10, with “1” meaning extremely unlikely and “10” meaning extremely likelghidr
scores are indicative of better prognostic outlook than lower scores. Nunieds f@
each question are summed and those values are used for all further analysis.

Teacher Knowledge Scal@’he Knowledge about Attention Deficit Disorder

Questionnaire is a 36-item scale measuring teacher knowledge of A@lptia

coefficient = .81) (KADDS; Scuitto et al., 2000). Items on this scale refldatensent

about AD/HD. The participant was required to respond true, false, or don’'t know to each
item. The three specific areas assessed by the scale include symptonisiDf 4Eneral
information about AD/HD, and treatment of AD/HD. This measure was included as a
covariate, removing all variance associated with teacher knowledge BIDAD/

Demographics Sheethe demographics survey consists of seven short questions

asking the participants to indicate their age, gender, level of education, thermafm
years of teaching experience, date of birth, and demographic informationip@ats
were also asked whether they personally had a child diagnosed with AD/HE& The
guestions were designed by the researchers for the purpose of this study.
Design

Participants were randomly placed into one of 12 cells based on the possible
conditions of the independent variable conditions. Using a Java script random webpage
generator, one of the 12 conditions was randomly generated from the informeat conse
page when the participants clicked on the “agree to participate” button at the bottom of

the page. Participating teachers read about a child who is either 6 yeard tdlyears
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old, who had been diagnosed by a School Psychologist with AD/HD or who did not meet
the diagnostic criteria for AD/HD, and who received either a behavioea/erttion to
target on task work completion in the classroom, medication, or a combination of both

behavioral intervention and medication. Figure 1 below illustrates the factesigin.

Age

11

None

ADHD Label

Behavioral Medication Combined
Treatment
Procedure
For each individual school, a mass email was sent to teachers providing them with
the website address for the study, as well as information on procedures fopgiot.
Participants were given the address of a website which directed thieentiitet page.
Participants who went to the website first saw a webpage with a coeerdescribing
the purpose of the study. This cover letter served as the informed consent forythe stud
and briefly described the requirements as well as the potential benefiessbiidly.

Participants were also given the option to print the page for their own recaetsiyD
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below the cover letter, participants were asked to click on an agree buttonahtiuse
to participate in the study, and a disagree button if they did not chose to parti€ipate.
participants choose to participate in the study, they were directed to theaigpeage
which randomly generated one of the 12 case vignettes, the four surveys, and a
demographics information sheet.

Each generated vignette described an elementary school child withattand
behavior problems. Included in this description was information about whether or not the
child had been labeled with attention deficit/hyperactivity disorder aftagleialuated
by a school psychologist, and the age of the student, either six years aryaaxseof
age. Also, there was a recommended treatment for the student, either a bkehaviora
intervention recommended by the school psychologist consisting of work completion,
medication recommended by a physician, or a combined medication/behavioral
intervention.

Following the vignettes participants were asked to complete the scalks for
dependent variables. The first scale was designed to reflect the parsicgitaiiutions
of the student on the three dimensions: locus, stability, and controllability.ijparte
answered three questions, each pertaining to one of the attributional dimensions. The
participants reported their responses to this question on a 6 point Likert scajehdlext
IRP-15 was presented assessed acceptability of the proposed interventierstadéent
in the vignette. Third, the participants responded to answer a brief prognostic outlook
scale which assessed their judgment of the child’s likelihood of future suwdadsrre.
Last, the Knowledge of Attention Deficit Disorder Survey was complefaally, the

participants were presented with a demographics information sheet. The damusgra
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information sheet asked the participants to indicate their level of education, thermafm

years teaching, date of birth, and demographic information.
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CHAPTER IV

FINDINGS

Hypothesis 1: There will be differences in attribution ratings on the basis of llddlsc
age, and treatment type.

Means and standard deviations for locus, stability, and controllability ar¢ée@por
in Table 1. Interpretation of the means of these variables showed that okierall, t
participants attributed the child’s behavior to more internal, personal chatacder
(almost completely due to internal causes; somewhat due to internal cause)rend m
stable and long lasting (almost completely stable; somewhat stablejlesgaf the
label, age, and treatment conditions. Additionally, visual analysis of theoliabiiity
variable means revealed that participants rated the student’s behavimgasdoeewhat
outside his control. Overall, the means across all conditions were approaching 4,
indicating the student’s behavior was somewhat outside of his control.

A preliminary analysis that evaluated the homogeneity of slopes assumption
indicated that the relevance between the covariate (KADDS) and dependilegar
differed as a function of the independent variable, F (11, 212) = 3.13, p <.001. Thus, use

of the KADDS as a covariate was not appropriate. Results of the homogenéityest s
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analysis are reported in Table 2. A three-way multivariate analysariaince was
conducted to determine the effect of the three factors label, age, and titeatntiee
three attribution dependent variables (locus, stability, and controllability)igNdicant
differences were found between label, age, and treatment, and the me&attrésution.
Results of the MANOVA are reported in Table 3.
Hypothesis 2: There will be differences in treatment acceptability and prognostic gutlook
on the basis of label, child’s age, and treatment type.

Means and standard deviations for the IRP-15 (treatment acceptability) and
Prognostic Outlook scale are reported in Table 4. Interpretation of the maanhér
IRP-15 and Prognostic Outlook Scale show that the participants reported modeidate lev
of prognostic outlook and moderate levels of treatment acceptability regmadlabel,
age, and treatment type. Since the preliminary analysis evaluating thedraipgf
slopes assumption indicated that the relevance between the covariate (KambDS
dependent variables differed as a function of the independent variable, F (11, 181) = 1.91,
p < .05, the KADDS was not used as a covariate.

A three-way multivariate analysis of variance was performed to zanéhg
variables: Treatment Acceptability and Prognostic Outlook. There was acsighi
multivariate interaction effect, Wilk’'a = .931, F = (4, 360) = 3.256, p < .05. Usinﬁ
as the measure of effect size, the interaction between label, age, and treattoented
for 3.5% of the total variability in the dependent variables. Results of the MANS¥A
presented in Table 5. Analyses of variance (ANOVA) were conducted@as-iqgh tests
to the MANOVA. Results of ANOVA for the dependent measure treatmerptability

indicated there was a three-way significant interaction, F (2, 181) = 4.32, pn52.©5,
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.046. Results of ANOVA for the prognostic outlook dependent measure was also
significant for a three-way interaction, F (2, 181) = 3.30, p <np?"$, .035. Results of
the ANOVAs are presented in Table 6. There were no other significantiseffec

Post hoc analyses of the univariate ANOVA treatment acceptabiligblamand
prognostic outlook dependent variables was completed by conducting simple, simple
main effects. Graphs of the estimated marginal means of the treatmepiahdiy (IRP-
15) and prognostic outlook measures indicated a number of significant comparisons. The
graphs of the estimated marginal means for each dependent measueseamtegdrin
Figures 2-9. The graphs illustrate estimated marginal means forotegstic outlook
and treatment acceptability dependent variables for the 6 years old ageooadit
years old age condition, label condition, and no label condition. Simple, simple main
effect comparisons sought to establish which combination of levels of labghdrga
and age affected treatment acceptability and prognostic outlook scores oragi/str
Thus, each graph demonstrates the dependent variable means with only one level of
either the age (6 years old or 11 years old) or label variable (label or no Tabel)
allowed the simple simple main effects to be detected.

The age variable was collapsed so that simple simple main effectsalarated
for the 11 year old and 6 year old conditions separately. The simple simple meiis effe
were calculated for all level combinations of label and treatment whegé¢headable
was specified at 11 years old and when the age variable was specified atddyears
Levels of label were compared with each other for each level of treatment in the
interaction, and levels of treatment were compared with each other fdeeakbf the

label variable. These analyses gave the mean difference, standardgrifazasce, and
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confidence interval for each pair of levels for the effect that is spdaifithe command,
as well as an omnibus test for that effect.

Next, the Label condition was collapsed in order to determine simple, simple
main effects for the Label and No Label conditions separately. These csemngasought
to establish which combinations of age and treatment affected the dependentsvariable
when the child was labeled AD/HD and when the child was not labeled AD/HD.
Estimated marginal means of the dependent variables were then eal¢atadll level
combinations of age and treatment when the label variable was specifieelad la
AD/HD and when the label variable was specified at no label of AD/HD. t@felge
were compared with each other for each level of treatment in the interactioayalsdolf
treatment were compared with each other for each level of the age variable.

Treatment Acceptability Simple Simple Main Effects

For the 11 year old condition, two significant pairwise comparisons, or simple
simple main effects, were found for the treatment acceptability deperatatile.
Significant simple, simple main effects of the 11 year old condition of age araydidpl
in Table 7. Significant differences in treatment acceptability dependenbieanare
found between the work completion treatment and the medication treatment when the
child was 11 years old and labeled AD/HD, with ratings of treatment abdéjtéor
medication being significantly higher (p < .05). Significant differencee akso present
between the label and no label condition when the child was 11 years old and the
proposed treatment consisted of medication (p < .05). Treatment acceptability
medication was significantly higher for the labeled 11 year old condition thamefoot

labeled 11 year old condition.
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Two significant pairwise comparisons emerged for the treatment abitiypta
dependent variable when the child was 6 years old. The results of the significant
comparisons for treatment acceptability when the cases were spectigdas old are
displayed in Table 8. Treatment acceptability was significantly higinehé& work
completion interaction than for medication when the child was 6 years old and labeled
AD/HD (p < .05). Significant differences were also found between the label and no label
condition when the child was 6 years old and the proposed treatment was work
completion interaction (p < .05). Specifically, ratings of treatmentpaabdity for the
work completion interaction was significantly higher for the 6 year old labeleditoon
than for the 6 year old no label condition.

Two significant pairwise comparisons were also found for the treatment
acceptability dependent variable when the child was labeled AD/HD. Thesrettlie
significant effects for the label condition are shown in Table 9. Treatmemttabiity
ratings were significantly higher for the 6 years old and labeled AD/H@ ttrain for the
11 years old child who was labeled AD/HD when the work completion intervention was
proposed (p = .01). Conversely, ratings of treatment acceptability for the ndicat
treatment were significantly higher for the 11 year old child labeletHBOhan for the
6 year old child labeled AD/HD (p < .05).

Prognostic Outlook Simple Simple Main Effects

Two significant pairwise comparisons were found for the 11 year old condition,
and one significant comparison was revealed for the 6 year old condition. The work
completion treatment and combined treatment were significantly diffenethieo

prognostic outlook measure when the child was 11 years old and labeled AD/HD (p <
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.01), with the combined treatment producing higher ratings of prognostic outlook for the
11 year old labeled condition. Prognostic outlook ratings were also significartir hig
for the label condition than for the no label condition when the child was 11 years old and
the combined treatment was proposed (p < .05). Simple simple main effects for the 11
year old age condition are shown in Table 10. Finally, there was a significargmitier
between combined treatment and work completion on prognostic outlook ratings for the 6
year old no label condition (p < .05). Ratings were significantly higher for thbineth
treatment. Results of the significant simple simple main effect for yleai6old
condition of age are in Table 11.
Hypothesis 3: Attributions made about the child will predict treatment acceptability.
Past studies have revealed the three attribution dimensions of causality, locus,
stability, and controllability, through factor or cluster analysis, multgtsional scaling,
and correlations based on a priori schemes (Weiner, 1985). Becaageioo
hypotheses were made to determine the order of entry of the three ciasaicat
variables, a direct method was used for the multiple linear regressiosemaly
Regression analyses were conducted between the set of attribution vandbles a
the treatment acceptability variable to determine the relationship éretive predictor
variables, causal attributions, and the criterion variable for each treatamefition (i.e.
work completion, stimulant medication, and combined). Accordingly, three sets of
regression analyses were completed so that the relationship betweenitimapts’
causal attributions and treatment acceptability of the designatedergatiere assessed.
The treatment variable was collapsed so that cases from one of the threertreatm

conditions were selected, and a regression analysis was conducted to evaluae whet
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participants’ attributions predicted their acceptability of the proposedneaat
Simultaneous or direct multiple linear regression was performed so that ehelttoke
predictor variables, locus, stability, and controllability, were enterecucantly.

Work Completion

Descriptive statistics for the three causal attributions and ratirtgsadent
acceptability for the work completion intervention are reported in Tables 12tifTeat
Acceptability:M = 63.17,SD= 13.5). The three causal attributions produceB’asf .12
for the prediction of treatment acceptability of work completion. The zero order and
semi-partial correlations were examined for each causal attributi@ila Results are
reported in Tables 13.

Stimulant Medication

The mean and standard deviation scores for treatment acceptability arld causa
attributions for the stimulant medication condition are displayed in Tables 14n(Erda
Acceptability:M = 60.43,SD= 16). The three causal attributions produce&aof .397
and an adjustel of .366 for the prediction of treatment acceptability of medication.
Results of these findings are reported in Tables 15.

Combined Treatment

Tables 16 exhibit the descriptive statistics for the three causal atrbwnd
treatment acceptability of the combined treatment (Treatment AtddytaM = 61.88,
SD= 16) as well as correlations. The three causal attributions produ€@ari96 and
an adjusted®? of .157 for the prediction of treatment acceptability of the combined.
Results of this analysis are reported in Tables 17.

Hypothesis 4: Attributions made about the child will predict prognostic outlook.
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Regression analyses were conducted between the set of attribution vamables
the prognostic outlook variable. Simultaneous regression analysis was again @eérform
so that each of the three predictor variables, locus, stability, and contriyllatre
entered concurrently. These analyses were run to determine the relationskgnithe
predictor variables, causal attributions, and the criterion variable, prognostickguitr
each treatment condition (i.e. work completion, stimulant medication, and combined).
Consistent with the regression analyses for treatment acceptabiligy sdtseof
regression analyses were completed so that the relationship betweepgrasticausal
attributions and prognostic outlook of each treatment were assessed.

Work Completion

The means and standard deviation scores for prognostic outlook and causal
attribution ratings of the work completion condition are exhibited in Table 18. The mean
score for prognostic outlook of the work completion intervention indicates that
participants rated the child receiving work completion in the mid-rangekiihiood of
success (prognostic outlodid: = 5.58,SD = 1.35). Locus, stability, and controllability
produced arR® of .109 for the prediction of prognostic outlook of the work completion
intervention. Results are reported in Table 19.

Stimulant Medication

Descriptive statistics for prognostic outlook and causal attribution radirtge
stimulant medication condition are presented in Table 20. Participants’ ratings
prognostic outlook for the medication treatment were slightly higher than thase for
work completion intervention (prognostic outlodk:= 6.10,SD= 1.34). Locus, stability,

and controllability produced &f of .238 for the prediction of prognostic outlook of the

93



Teacher Beliefs 94

stimulant medication intervention. The results of these analyses are displaysdula
21.

Combined Treatment

Descriptive statistics of prognostic outlook and causal attribution ratngisef
combined treatment condition are presented in Table 22. The three attribution ratings
produced ar®® of .06 for the prediction of prognostic outlook of the combined treatment.
These findings were not significant. The results of these analysesplaydd in Table

23.
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CHAPTER V

CONCLUSION

The Relation between Teacher Attributions and Label, Age, and Treatment

The purpose of this study was to examine teachers’ prognostic outlook and
willingness to accept treatments for students with attention and behavior problems
first hypothesis examined teachers’ attributions of a student with attention lzanddre
difficulties on the basis of label, age, and recommended treatment typexarrieed. It
was predicted that attributional ratings would differ on the basis of label, age, and
treatment type. Previous research suggested that parents of childreneatiagDddD
were more likely to attribute problematic behavior to some internal forcey thtre
some external, environmental cause when compared to parents of a child not diagnosed
with a behavior disorder (Johnston et al., 2006). Further, Johnston and Freeman (1997)
found that parents of children diagnosed AD/HD were more likely to report thieiischi
problematic behaviors as uncontrollable and more stable over time when compared to
parents of children without behavior disorders.
It was hypothesized that teachers who read about a child diagnosed with AB(HD w
attribute the child’s behavior to more internal personal characteristiccteteavho
read about a child who was not labeled AD/HD. Additionally, it was hypothesized that
ratings of stability of the problem behavior (long lasting versus temporanyldwdiffer

as a function of age, with more stable ratings expected from groups who readrabout
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older child. Finally, when teachers read about a student diagnosed with AD/HD, it was
expected that participants would rate the behaviors as outside the student’s cbatrol. T
type of treatment proposed was predicted to have an effect on attribution ratings.
However, the results of this study found no differences in ratings of locus (internal
attribution vs. external attribution), stability, or controllability on the $asiabel, age,

and treatment.

As a whole, participants attributed the child’s behavior to internal causes that
were stable and long lasting over time, across all conditions. Studies that aaweezk
the link between the type of behavior in which a child engages and the attributions that
parents make about these behaviors have found that parents often view their child’s
positive behaviors as caused by internal and stable factors (Johnston & Freeman, 1997;
Joiner & Wagner, 1996; Miller, 1995). However, in terms of negative behaviors, parents
of children with AD/HD are more likely to attribute negative behaviors tenateand
pervasive causes (Johnston & Freeman, 1997). The data from this study indicated that
participants attributed children’s problem behavior to internal and stable causes
regardless of the label and age of the student. As past research has inttheatiedd’s
behavior may be a stronger predictor of attribution ratings than other factbrassage,
label, and proposed treatment.

Although the label condition was varied in the vignettes so that some participants
read about a child diagnosed with AD/HD and some participants read about a child who
did not meet the diagnostic criteria, all vignette conditions stated thelitdeeceived
an evaluation for AD/HD by a school psychologist. Participants’ knowledge absut thi

evaluation may have had an effect on their ratings of causal attributiomréteskows
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that teachers often play a direct role in the referral process of childsectes of

AD/HD, often being the first person to refer the child for evaluation (Pelhatn e

1992). Algozzine, Christenson, and Ysseldyke (1982) found that 92% of students referred
for a special education evaluation were tested, and about 73% of those tested were
declared eligible for special education. Because the participants inuithysvetre

teachers, they may have had an experience in the past in which they reféudshafer

testing and disagreed with a non-qualification outcome.

On the controllability Likert scale, participants’ ratings were &sssistent,
however the means across all conditions were near ratings of “somewhat outs&le of
child’s control”. The vignettes in the current study were designed such that alidseha
was held constant. The child’s behavior included all symptoms of AD/HD consistent w
the DSM-IV-TR for inattention and hyperactivity-impulsivity. Perhapsipigants rated
the child’s behavior as outside of his control due to the severity of symptoms, regardle
of the diagnosis/label. Severity of the child’s behavior may have been a stroedjetqor
for attributions rather than the label condition. Research has consistently fonikd a |
between the severity of the problem behavior exhibited by a student and treatment
acceptability ratings from teachers (Elliott, 1988; Elliott, Turco, & Gaes, 1987;

Kazdin, 1980). These findings suggest the level of problematic behavior will indluenc
teachers’ perceptions of acceptable interventions. It is possible that bedewgaty also
has a similar effect on causal attribution ratings.

As other studies have indicated (Johnston & Patenaude, 1994), the current study
suggested that inattentive-overactive behaviors are more likely to be cedsndéside

of the child’s control, or uncontrollable by the child, regardless of whether or not the
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child is diagnosed with AD/HD. Stinnett et al. (2001) found that teachers applied less
negative judgments to a hypothetical student diagnosed AD/HD and more negative
judgments to a non-labeled hypothetical child. The researches creditediffe®nces

in judgment to the controllability attribution, such that teachers perceived stwdémnt
AD/HD to have less control over certain behavioral problems.

Mash and Barkley (2003) suggest that children with AD/HD exhibit disinhibition,
causing them to engage in defiant behaviors as a result of impulsivity. sttis
although the child was not labeled AD/HD in all conditions, his behaviors, which
displayed extreme disinhibition and impulsivity, were consistent in sg\amibss all
conditions. Because the case description was held constant yet the childisraéha
functioning remained the same under all vignette conditions, this suggests thaiienpul
and unruly behaviors may be viewed as outside of the child’s control, regardless of
whether or not they meet the diagnostic criteria for AD/HD (i.e. whetheotdahe child
is labeled). This emphasizes the notion that severity of the child’s behapacts
attributions of controllability more than a diagnosis or label.

The consistency in causal attribution ratings across condition is also in lime wit
research directly investigating parental attributions for their own child diagmnvaish
AD/HD (Johnston et al., 2006; Johnston & Freeman, 1997). When judging behaviors of
their child diagnosed with AD/HD, parents are more likely to indicate that the lbehavi
was caused by some internal force, rather than an external environmental elreston
et al., 2006; Johnston & Freeman, 1997). In this study, the severity of the student’s

behavior in the vignette was significantly problematic enough to warrant kragea
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for AD/HD. Perhaps participants’ conceptualization of the severity of the stsident
behavior was affected by the knowledge of the evaluation.

Studies exploring the effects of teachers’ beliefs about the cause of a’student
problematic behavior indicate that teachers often attribute poor performance and
misbehavior to internal factors (Christenson, Ysseldyke, Wang, and Algozzine, 2001).
Further, a review of the literature suggests a theme in which teachigattudent
misbehavior to causes within the student more often and teacher factors |ea@iofte
2004). Christenson et al., (2001) also found that teachers attribute student problems to
factors external to the school and classroom environment. Perhaps attributirndf diffic
behavior or poor academic performance to personal attributions is a resulgoirassi
blame.

Research has shown an association between teachers’ causal attributions of
student behavior and the type of disciple they use (Bibou-Nakou, Stogian-nidou, &
Kiosseoglou, 1999; Goyette et al., 2000). This area of research should continue to be
expanded upon to include the type of interventions they are willing to implement. If
educators are to facilitate the accommodation of difficult and disruptive students
general education classrooms, they must understand teachers’ thinkinghabeut t
students. More specifically, studying the relationship between teachesszllc
attributions and attitude toward particular interventions for students with behavior
difficulties may further inform the area of treatment integrity for beiral interventions
in the classroom.

Studies of teacher attributions of student behavior have traditionally focused on

teachers’ attributions of student performance, achievement, ability, and effor
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Researchers often provide teachers with a written or video vignettebaegerichild
with either high or low ability and high or low effort. Teacher attributioesagsessed to
determine their causal attributions for the child’s behavior. Research hagnot be
conducted to investigate the direct effects of a label, child age, and treatmeadt loer t
attributions for students with behavior problems. Although the findings in this study we
not significant, participants were consistent in their ratings of locus,istahiid
controllability of the student regardless of the condition. Additional researacessary
in order to determine whether or not label, age, and treatment affectrtestcitvutions
of students with attention and behavior problems.
The Relation between Treatment Acceptability and Label, Age, and Treatment Type
Research to investigate the effects of labeling bias and teacher besdwaed
to teacher attitude toward and expectations for students with disabilibetavior
problems. The current study sought to explore the effects of label, age, ame titeath
teacher preferences for and acceptability towards a proposed treatmesigniieant
three-way interaction indicated differences in treatment accepyainilithe basis of
label, age, and treatment. Post hoc analyses revealed six significplet simple main
effects. These comparisons exposed specific patterns of treatmergqrefeontingent
on certain levels of the independent variables. Overall, the significant post hgseana
suggested that participants rated the work completion intervention highertometrea
acceptability for the 6 year old condition and the medication intervention hightief
11 year old condition. Both of these treatments were rated higher for thedatgion
only. Thus, post hoc findings for treatment acceptability were only signifioattid

label condition.
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Thus far, the effect of a child’s age on teacher treatment acceptabiléty for
specific treatment has not been studied. In the current study, two signiiinchng$
were uncovered when the age variable was selected for the 11 year old condition only
and two significant findings were also discovered when the 6 year old condition for age
was chosen. For the 11 year old condition, medication received higher ratings of
treatment acceptability than work completion when the child was labeled AD/HD
Similarly, when the age variable was specified at 11 years old, ratingawhént
acceptability were higher for the label condition than for the no label condition when the
medication treatment was proposed.

Medication was rated as a more suitable treatment for the older child, but only
when he was diagnosed with AD/HD. The belief that medication is a more appropriate
treatment for children diagnosed with AD/HD may be tied to the focus omgltae
internal states of the target child. Diagnostic labels are often viewateasal,
biological disabilities, thus medical intervention likely seems more apptepfiais
attitude is consistent with the “sin or sickness” theory developed by Weiner (1983) (
Weiner discussed how certain disabilities are perceived by teachers aisdasther
sickness that is internal, stable, and uncontrollable. Thus, higher acceptance of
medication for the child in the label condition may have been affected by perception of
the disability. These findings may also be affected by socioculturalblasi, as the
current categorical system in the United States requires that childrababed with a
disability in order to receive special education services, as well as i@henénts such

as medication.
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When the age variable was selected for the 6 year old condition only, two
significant simple simple main effects were revealed. The first cosgpesignified a
significant difference between the work completion intervention and the medicat
treatment for the 6 year old and label conditions, with higher ratings of eetatm
acceptability for work completion. The second comparison showed higher ratings of
treatment acceptability for the label condition than for the no label conditibe & year
old and work completion conditions. In general, participants rated the work camplet
intervention as most appropriate for the 6 year old child, but only when the child was
labeled AD/HD.

Perhaps the effort of implementing a behavioral intervention seems more
meaningful with a child who has been diagnosed with a specific disability. Results
other studies indicate a relationship between severity of the problem behavior and
treatment acceptability ratings from teachers (Elliott, 1988; Elliottcd, & Gresham,
1987; Kazdin, 1980). Further, Witt et al. (1984) found a significant link between behavior
problem severity and the amount of teacher time involvement. Lower levelsloétea
involvement were rated less acceptable by teachers for more severenpgoehkevior
than for mild or moderate levels of problematic behaviors. Teachers may rate a mor
time-consuming intervention as necessary to reduce problematic behaviarthege
behaviors are more severe and disruptive. A diagnosis might indicate a higher level of
severity that necessitates intervention. The work completion treatmenatedsigher
on treatment acceptability than stimulant medication for the 6 year old condtit the

opposite effect was found for the 11 year old condition. Both comparisons were
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significant for the label condition which implies that labeling bias and ageneagy
affected teacher treatment acceptability.

Finally, two corresponding findings were discovered when the label/no label
variable was specified at label. Participants reported higher ratitgsathent
acceptability for the 6 year old condition than for the 11 year old condition when the
work completion treatment was proposed. Conversely, the 11 year old condition received
higher ratings of treatment acceptability for stimulant medicationtallyparticipants
rated the medical treatment higher for the older child and the behavioral intemvent
higher for the younger child. One rationale for these findings may be medisatms
more pertinent for older children than for younger children. Previous researgét has
investigate the paramount effects of age on teacher treatment acagptalihis study,
an obvious distinction between age of the child and ratings of treatment acdagptabili
exist. Burns (2000) stated that cognitive abilities and disabilities areatftéruted to
internal and stable causes. Problematic conduct in an 11 year old child manatdesig
higher level of stability in those behaviors which appear to be internalizede Stabl
internalized behaviors can be difficult to modify and likely merit high levelsfoftef
when intervening. Stimulant medication is known to immediately alter the level of
dopamine in the brain, leading to a rapid decrease in disruptive and problematic behavior.

Of note, none of the 6 significant pairwise comparisons signified higher ratings of
treatment acceptability for the no label condition or for the combined treatmmadtition.
Students receiving labels are often given necessary services thathafovo be more
successful in the classroom, both academically and behaviorally. Althouglspieese

services should not be contingent upon a label, students are much more likely to receive
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certain interventions and treatments when they are diagnosed with a gis@lrii after
time, research has indicated that parents of children with AD/HD are rkelethan
parents of children without AD/HD to attribute their child’s behavior as more
uncontrollable, stable, and internal to the child (Johnston & Freeman, 1997). Beliefs
about the source of the disability may be related to the resources parentcheastea
seek for information regarding AD/HD. For example, parents consult medicalgisc
and family doctors for information and treatment regarding AD/HD (Johnstdn et a
2005). These beliefs and sources of information likely have a strong impacttaretrea
preference. Specifically, when parents and teachers view disorders suof3 & be
medical conditions, they will likely turn to medical intervention to treat thabdigy. In
the current study, it is conceivable that these attributions and beliefs ichgaete
participants’ preference toward the medication treatment.

Although behavioral interventions have been found to be highly effective through
empirically based research (DuPaul & Eckert, 1998), pharmacological ¢émr&stm
(psychostimulant medications) are the most common intervention for academic and
behavioral problems linked to AD/HD. This data suggests that pharmacological
treatments may be considered less appropriate for younger childree.wWdsea clear
difference between treatment acceptability and preference for threveldes the
younger child. Further, the significant pairwise comparisons distinguisied e work
completion intervention or medication treatment as more acceptable. The cdwmbine
treatment did not significantly differ from the other treatments in rathgieatment
acceptability. Once a child is given medication, they often display loweslefel

problematic and off task behaviors in the classroom. A behavioral interventietirtgrg
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on task behavior and work completion may no longer appear necessary. The behavioral
intervention would also require additional work on the part of the classroom teaater. T
added effort may seem superfluous once the problematic behaviors are efiminate
Additional research is necessary in order to determine conclusions about teacher
treatment acceptability on the basis of label, age, and treatment.

The Relation between Prognostic Outlook and Label, Age, and Treatment

Typically research has examined the effects of diagnostic labels on urals/id
beliefs about the student’s likelihood of future failure or success (Clark, 1997; Fox &
Stinnett, 1996; Levin, Arluke, & Smith, 1982). This study examined these effects in
conjunction with the age of a child and a projected treatment. Consequently, the type of
treatment appeared to have a strong effect concurrent with diagnostic lagehgs of
prognostic outlook. Three significant pairwise comparisons subsisted for prognostic
outlook. Post hoc analyses showed each of the significant differences consistently
included the combined treatment.

Specifically, combined treatment given under the 11 year old and label conditions
received a more positive prognostic outlook than when given under the 11 year old and
no label conditions. Similarly, significantly higher ratings of prognostic outladtes
for the combined treatment when compared with the work completion intervention for the
11 year old and label conditions. Finally, the combined treatment was also rated
significantly higher than the work completion intervention for the no label and ®@lkar
conditions. Thus, the combined treatment received more optimistic ratings of prognosti

outlook in each of these comparisons.

105



Teacher Beliefs 106

There is an interesting difference between the high ratings of prognostioloutl
for the combined treatment in the label, 11 year old conditions and the no label, 6 year
old conditions. It is difficult to determine the rationale for higher ratinggagnostic
outlook in each of these circumstances. The consistent finding in all three amgnific
pairwise comparisons was the treatment type. However, the combined effegésasfd
label may have affected participants ratings as well. The prognosticloatiale
measured participants’ judgment of the child’s likelihood of future success aradl ove
level of adjustment as well as the probability of future disruption and future prolmiems
interpersonal relationships. The more optimistic ratings of future succebe fpounger
condition could be due to the fact that a diagnosis did not exist. This in conjunction with
an empirically based treatment may lead participants to view successeakkelgr
Conversely, prognostic outlook was rated higher for the label condition than for no label
when the combined treatment was paired with the 11 years old. In this case, the
diagnosed child was viewed as more likely to succeed than the non-diagnosed child when
given an empirically based treatment.

The significant findings are interesting given the lack of statissigalificance for
the combined treatment in the post hoc analyses for treatment acceptability.
Psychoparmacological medications have been shown to be an effective choice of
treatment for children with attention and behavioral disinhibition (DuPaul, Ba&ley
Conner, 1998). Some research has shown that teachers also report a preference for
medication as the primary treatment for those children (Glass & Wa@t¥r, Bavey, et
al. 2005). The combined treatment in this study included both pharmacological

medication as well as a behavioral intervention consisting of work completion. The
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participants in the current study may have judged the combined treatment as more
effective at remediating the problem since it included medication, thus imprixng
prognostic outlook for the student.

Examination of the overall means of prognostic outlook for the three proposed
treatments demonstrates the minute difference between the medicatioemteand the
combined treatment. The means also illustrate the mediocre levels of grogntdsok
across all circumstances. Regardless of the label, age, and treainwtivies,
prognostic outlook for the child was rated in the mid-range. For both of the label
conditions and one of the no label conditions, prognostic outlook ratings were highest for
the combined treatment. Only small differences in prognostic outlook weenpres
between medication treatment and combined treatment. Prognostic outlook scores were
the lowest for the work completion intervention in all but one of the independent variable
conditions (no label, 11 years old, work completion). In this condition, ratings were the
highest for medication and lowest for the combined treatment. Perhaps the work
completion intervention does not seem sufficiently pervasive to shape the futwesssucc
of the child.

Overall, ratings for the probability of future success were elevated whehittie
was given the combined treatment. Studies investigating the benefits airacdal
treatment package over medication alone have concluded that combined treaithent
medication management do not significantly differ in their effectivereessofe AD/HD
symptoms (MTA Cooperative Group, 1999). Children receiving combined packages,
however, often show a decline in oppositional behaviors as well as an increasel in socia

performance or social skills. Utilizing behavioral interventions in conjunctitm wi
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medication may also require a lower dosage of stimulant medication to attteeve
desired behavior outcomes (MTA Cooperative Group, 1999). Future research is
necessary in order to evaluate the specific effects of a proposed treatmesgrwstic
outlook. Potential studies may also examine the link between components of the
intervention such as perceived effectiveness, intrusiveness into the environoérggdre
effort, and time consumption on the acceptability of the treatment and prognostic outlook
for the child.
Predicting Treatment Acceptability from Attributions

Many variables are related to teacher treatment acceptahilityidlingness to
implement an intervention. Factors such as the amount of time involved in the
intervention, severity of the behavior, ecological intrusiveness, and the type of
intervention have been studied in relation to treatment acceptability (Witt, 1986; Wit
Martens, Elliott, 1984). The current study examined teacher causal attributionsf
stability, and controllability of student behavior and the likelihood that thedeusitins
will predict teachers’ acceptance of a recommended treatment. ltypathesized that
teacher attributions of the child in the vignette would predict treatment abdypt
Causal attributions were examined for each of the proposed treatmentsnardeter
prediction of teachers’ treatment acceptability of the treatment faiwvthey read.

Research has shown evidence that when parents attribute their child’® AD/H
behaviors to physical causes, they were less likely to accept behavieraéntions as
treatment for their children (Reimers, et al., 1995). Whalen and Henker (1976)
hypothesized that once hyperactive children began taking stimulant medications,

behavioral improvements would be attributed to the medications. In that study, children
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reported that their behavior was an internal and stable trait with which theyoser,
and unless they continued to take the stimulant medication, they would lose control over
their behavior (Whalen & Henker, 1976). Behaviors are likely due to a combination of
internal and external stimuli; however, when stimulant medication is involved or
anticipated, attributions of problematic behavior tend to be more internal and stable

The current study examined whether causal attributions were significant
predictors of specific types of treatment. Results indicated that catsgalteons
significantly predicted treatment acceptability of work completion,.dant medication,
and a combined treatment. There is some evidence that beliefs and attributions about a
child’s behavior are related to preference and choice of treatment for AQJ#HDston
et al., 2005). Future research should further examine the nature of the relationship
between attributions and acceptance or preference for treatments that stwoluant
medications and multimodal treatments of AD/HD.
Predicting Prognostic Outlook from Attributions

Prognostic outlook is the belief about the likelihood of student success in the
future. This study sought to examine whether teacher prognostic outlook for a student
could be predicting by their causal attributions of the child. Attribution theory not only
seeks to explain the behavior of individuals, it also examines outcomes or events that
may result from different attributions. To date, the relationship betweenl causa
attributions of a child and prognostic outlook has never been studied.

Locus and controllability were significant predictors of prognostic outlook for the
work completion and medication treatments. The regression analysis fontbeed

treatment intervention was not significant, indicating that causal attribwidmsot
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predict prognostic outlook when the combined treatment was anticipated. Future studies
should seek to determine the nature of teachers’ causal attributions and how these
attributions predict teachers’ prognostic outlook for students based on spgagaf
recommended treatments.

Strengths, Limitations of the Present Study and Future Directions

This study is unique in that it investigates areas of attribution theaaymieat
acceptability, and prognostic outlook that have not been researched in the context of
education. The relation between attribution theory and teacher behavior hasudessh st
in light of student success or failure, student achievement, and student effort. Studies
have also focused on teacher attributions of students with diagnostic and special
education labels. Some studies have examined teacher attributions of student
misbehavior, but these studies were not conducted in the United States (Bibou-Nakou,
Stogiannidou, & Kiosseoglou, 1999; Ho, 2004). The current study is distinct in that it
investigated the combined effect of diagnostic label and age of the child,| as ael
proposed treatment on teacher attributions for a child with symptoms of irattand
behavioral disinhibition. Additionally, the relation between the behavior of the child,
rather than academic success or academic ability, and teacheriattnias the focus of
the study. Further, attributions of children with AD/HD have been studied from the
perspective of parents (Johnston, Chen, & Ohan, 2006; Johnston & Freeman, 1997;
Johnston, Seipp, Hommerson, Hoza, & Fine, 2005; Saltmarsh, McDougall, & Downey;
Reimers et al., 1995). This study sought to evaluate the attributions teaekeralmout a

student with attention and behavior problems.

110



Teacher Beliefs 111

Because teachers are often responsible for intervening with students who have
attention and behavior problems, it is crucial to understand how they interpret the cause
of these behaviors in students. Although significant findings were not obtained for the
effects of label, age, and treatment on teacher attributions, consistentyuwd in the
attributions made by teachers across conditions. The majority of teachés egprdyuted
the child’s disruptive behavior to mostly internal and stable causes that ade adthe
child’s control. These findings give practical implications for future stuélesults from
this study could provide a helpful reference for prospective studies that focuslwer teac
attributions of disruptive students. Another inimitable quality of this study pertaithe
effects of label, age, and proposed treatment on prognostic outlook and teachentreatm
acceptability. Previous studies have found a link between parents’ attributions and
attitude toward their child with AD/HD and treatment acceptability or peatsr
(Johnston, et al. 2005; Johnston, et al. 2000; Reimer et al., 1995; Whalen & Henker,
1991).

One of the limitations of this study is that it utilized a vignette of a hypotthe
child whose behavior remained consistent in each of the conditions. Although this format
IS necessary to achieve statistical control, it may have affectecijent ratings of
causal attributions. Further, teacher attitude about students who do not meet the
diagnostic criteria for a specific disorder after receiving an evaluatas not assessed in
this study, although it may have exaggerated causal attribution ratingsmPet al.

(1992) found that teachers refer students for psychoeducational evaluations more often
than parents or any other school personnel, and the reason for referral (i.eionattent

poor academic performance, disruptive behavior) often drives the evaluation. Thus,
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causal attributions in this study may be related to participants’ knowledge of
evaluation more so than the outcome of the assessment (i.e. diagnosed AD/HD or not
diagnosed AD/HD).

Numerous studies have been conducted that examine differences between causal
attributions for child behavior in parents of clinic-referred children and Eaoént
children without disruptive behavior disorders (Bickett, Milich, & Brown, 1996; Dix &
Lochman, 1990; Strassberg, 1995). The findings in these studies suggest that the causal
attributions for child behavior differ between the two groups of parents, and these
differences have been associated with tribulations in the parent-childmshkap of the
clinic-referred group (Frick, 1994; Patterson, 2002). Typically, parents in both groups are
given a vignette describing a child engaging in disruptive as well as @iselsavior.
In these studies, however, there is presumably a contrast between groups in tlee behavi
they observe in their own children, which may account for the significant findintee In
current study, the contrast in behavior did not exist. All participants read aboahtbe s
child with disruptive behavior problems that existed across setting. Thus, theoéffect
label on causal attributions may have been affected by both the severity lofdise ¢
behavior as well as the knowledge of a previous evaluation.

The IRP-15 was used to assess participants’ treatment acceptalihigy of
proposed intervention in this study because the scale has strong internaénonsis
(alpha coefficient = .98) (Martens et al., 1985). The IRP-15 has also been used in a
number of studies to evaluate school-based interventions. There are few conmymercial
available instruments that assess treatment acceptability of a propeseention. A

universal scale assessing treatment acceptability was pantycchallenging for the
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current study as the proposed treatment was varied across condition. Usdéf-fite |
may have limited the findings of this study since the items were not spedifie
treatment being evaluated. These results could have been more meaningful to
practitioners if a more detailed instrument which assessed acceptdisitgaific
aspects of the proposed intervention was utilized.

Another limitation of this study is that participant knowledge of attention-
deficit/hyperactivity disorder could not be controlled for through analystewdriance
as initially planned. The initial intention was to use the Knowledge of AttentioriDefi
Disorder Scale (KADDS) in order to remove all variance associated wiheea
knowledge of the disorder. The objective of the covariate was to remove all vdaance
which the covariate predictor accounted, as it likely accounts for some of tHalitgria
in the dependent measures, in order to increase statistical power. Becaudahrapre
homogeneity of slopes analysis showed that the independent variables differed as
function of the KADDS, the scale was not appropriate for use as a covariate. Future
studies may be able to make use of the measure as a covariate by increasingptae
size.

Finally, the format of this study may be viewed as a limitation as it is wsdilba
research. Participants were asked to log onto a website to complete the atuty m
supervision of completion impractical. In addition, the demographic background of the
sample may also be a limitation. As in the literature in general, participathis sample
are typically Caucasian women (92%). It is important to consider issueschéte
attitude and beliefs about students with attention and behavior problems in diverse

populations.
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After reviewing the literature for teacher attributions of student disrupt
behavior, it is evident that findings reflect a fundamental attribution error onrthef pa
teachers (Brown & Rogers, 1991; Campell & Sedikides,1999). Teachers tend tolestablis
the causes for problematic and disruptive behavior to internal charactevisticsthe
student as opposed to environmental factors or even factors related to the(&agiey
& Rohrkemper, 1981; Christenson, Ysseldyke, Wang, & Algozzine, 1983; Medway,
1979; Miller, 1995, 1996; Soodak & Podell, 1994; Wilson & Silverman, 1991). Research
has also shown a link between teachers’ causal attributions and the type of thsgiple
use (Bibou-Nakou, Stogian-nidou, & Kiosseoglou, 1999; Goyette et al., 2000). For
example, students are more likely to receive punishment for their behavior when the
causal attribution points to controllability over behavior (Graham & Weiner, 1986;
Medway, 1979).

Further established is the relationship between teachers’ willingnessge and
help students based on their internal and external attributions of the child (Tollefson &
Chen, 1988). There is a need for continued research to assess the relationship between
teacher attributions of a student and teacher behavior toward the student, pgrircula
the area of treatment acceptability. The findings in this study reveaigaifecant
relationship between label, age, and treatment type, and treatment acceg boatbiie
proposed treatment. Causal attributions also appear to have a mediating affect on
treatment acceptability of a projected treatment. More sophisticateghiesitation may
reveal the underlying effects of label, age, and treatment on causal iattisb&uture

studies should continue to explore this relationship.
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Research studies such as this and others can provide information to educators and
school psychologists that can be relayed to teachers about the effects of their
misconceptions and assumptions on their behavior. Specifically, understanding the
beliefs that teachers have about student problem behavior and the sources of difficult
behaviors can guide teacher education programs to improve training curriculum and
include education on empirically based techniques that address these classroom
problems. Erroneous perceptions about childhood disorders and disruptive behavior can
lead to utilization of invalid interventions, unfair treatment, and educational ptatem
that are not least restrictive. Once these faulty beliefs are iddntifiey can be targeted
for superior training on the probable sources of child’s behavior and potential evidence
and research based treatments to address those behaviors in the general education

classroom.
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APPENDIX A — Tables and Figures

Table 1
Descriptive Statistics for Attribution Variables (N = 213)
Label Age Treatment Mean SD N
Locus Label 6 years Work Completior 2.63 .62 16
old Medication 2.81 1.1 16
Combined 2.62 1.16 21
Total 2.68 .995 53
11 years Work Completior 2.68 .820 19
old Medication 2.53 .99 15
Combined 2.53 .99 15
Total 2.59 .91 49
Total Work Completior] 2.66 73 35
Medication 2.68 1.0§ 31
Combined 2.59 1.08 36
Total 2.64 .95 102
No 6 years Work Completior 3.54 1.13 13
Label old Medication 3.16 1.42 19
Combined 2.78 1.31 23
Total 3.09 1.32 55
11 years Work Completior 2.83 1.24 24
old Medication 2.60 88 20
Combined 2.92 1.16 12
Total 2.77 1.10 56
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Total Work Completion 3.08 1.23 37
Medication 2.87 1.2¢ 39
Combined 2.82 1.25 35
Total 2.93 1.22 111
6 years old Work Completion 3.03 .98 29
Medication 3.00 1.28 35
Combined 2.70 1.23 44
Total 2.89 1.19 108
11 years old Work Completion 2.77 1.07 43
Medication 2.57 .92 35
Combined 2.70 1.07 27
Total 2.69 1.01 105
Total Work Completion 2.88 1.03 72
Medication 2.79 1.13 70
Combined 2.70 1.16 71
Total 2.79 1.11 213
6 years old Work Completion 3.69 1.3 16
Medication 3.69 1.35 16
Combined 3.24 1.14 21
Total 3.51 1.25 53
11 years old Work Completion 3.16 1.13 19
Medication 3.00 1.00 15
Combined 3.20 1.2 15
Total 3.12 1.09 49
Total Work Completion 3.40 1.218 35
Medication 3.35 1.23 31
Combined 3.22 1.158 36
Total 3.32 1.19 102
6 years old Work Completion 3.77 .93 13
Medication 3.68 75 19
Combined 3.43 1.08 23
Total 3.60 .93 55
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11 years old Work Completion 2.92 1.03 24
Medication 3.00 1.08 20
Combined 3.50 1.0Q 12
Total 3.07 1.04 56
Total Work Completion 3.22 1.04 37
Medication 3.33 .98 39
Combined 3.46 1.04 35
Total 3.33 1.07 111
6 years old Work Completion 3.72 1.13 29
Medication 3.69 1.08 35
Combined 3.34 1.1¢ 44
Total 3.56 1.1¢ 108
11 years old Work Completion 3.02 1.04 43
Medication 3.00 1.03 35
Combined 3.33 1.1 27
Total 3.10 1.06 105
Total Work Completion 3.31 1.13 72
Medication 3.34 1.09 70
Combined 3.34 1.09 71
Total 3.33 1.10 213
6 years old Work Completion 3.69 1.25 16
Medication 4.00 1.32 16
Combined 3.81 1.47 21
Total 3.83 1.34 53
11 years old Work Completion 3.58 1.22 19
Medication 3.93 .96 15
Combined 3.87 1.25 15
Total 3.78 1.14 49
Total Work Completion 3.63 1.2 35
Medication 3.97 1.14 31
Combined 3.83 1.36 36
Total 3.80 1.24 102
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6 years old Work Completion 3.62 1.13 13
Medication 3.79 1.13 19
Combined 4.00 1.28 23
Total 3.84 1.18 55
11 years old Work Completion 3.88 1.24 24
Medication 4.20 .83 20
Combined 3.50 1.38 12
Total 3.91 1.14 56
Total Work Completion 3.78 1.2G 37
Medication 4.00 1.00 39
Combined 3.83 1.33 35
Total 3.87 1.17 111
6 years old Work Completion 3.66 1.17 29
Medication 3.89 1.23 35
Combined 3.91 1.36 44
Total 3.83 1.26 108
11 years old Work Completion 3.74 1.24 43
Medication 4.09 .89 35
Combined 3.70 1.30 27
Total 3.85 1.15 105
Total Work Completion 3.71 1.2¢ 72
Medication 3.99 1.06 70
Combined 3.83 1.33 71
Total 3.84 1.20 213

133



Teacher Beliefs 134

Table 2
Test of Equality of Error Variances

Dependent Variable: Attribution Variables
F dfl df2 Sig.
3.134 11 201 .001

Tests the null hypothesis that the error variance of the dependexti@aiis equal across
groups.
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Table 3
Multivariate Analyses of Variance for Attribution Measures
(N = 213)
Hypothesis Partial Eta

Effect Value F df Error df | Sig. [ Squared
Intercept Wilks' Lambda 025 2.636E: 3.00q 199.00 .00d 975
Label Wilks' Lambda 974  1.763 3.00q 199.00 .153 026
Age Wilks' Lambda 9471  3.717 3.00d 199.00( .012 053
Treatment Wilks' Lambda 1983 559 6.000 398.00( .763 008
Label * Age Wilks' Lambda 994 267 3.00q 199.00 .849 .004
Label * Treatment |Wilks' Lambda 088 402 6.00d 398.000 877 006
Age * Treatment  |Wilks' Lambda 976 809 6.000 398.00( .563 012
Label * Age * Wilks' Lambda

984 544 6.000 398.00( .775 .008
Treatment
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Descriptive Statistics for IRP-15 and Prognostic Outlook (N = 193)
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Label Age Treatment Mean SD
Treatment Label 6 years old |Work
- , 72.21 8.26 14
Acceptability Completion
(IRP-15) Medication 57.54 18.15 13
Combined 64.44 15.14 20
Total 64.85 15.23 47
11 years olqWork
: 58.39 17.58 18
Completion
Medication 70.0d 12.64 14
Combined 64.74 12.79 12
Total 63.82 15.40 44
Total Work
: 64.44 15.71 32
Completion
Medication 64.0( 16.49 27|
Combined 64.54 14.09 32
Total 64.35 15.23 91
No Label|6 years old [Work
: 59.9] 12.5] 11
Completion
Medication 57.33 14.41 18
Combined 62.24 16.67 23
Total 60.058 14.99 52
11 years olqWork
: 62.99 10.14 21
Completion
Medication 58.171 16.59 18
Combined 53.27 18.39 11
Total 59.1( 14.85 50
Total Work
: 61.9] 10.91 32
Completion
Medication 57.79 15.3 36
Combined 59.35 17.49 34
Total 59.59 14.85 102
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Total 6 years old |Work i
. 66.8( 11.8 25
Completion
Medication 57.414 15.79 31
Combined 63.29 15.83 43
Total 62.33 15.2] 99
11 years oldqWork
. 60.85 14.04 39
Completion
Medication 63.34 15.91 32
Combined 59.24 16.44 23
Total 61.3] 15.21] 94
Total Work i i
. 63.1 134 64
Completion
Medication 60.43 16.04 63
Combined 61.89 16.04 66
Total 61.83 15.19 193
Prognostic Label 6 years old |Work
. 6.0d 1.01 14
Outlook Completion
Medication 6.01 1.32 13
Combined 6.38 1.04 20
Total 6.17 1.11 47|
11 years oldqWork
. 5.27 1.74 18
Completion
Medication 6.08 1.23 14
Combined 6.85 1.09 12
Total 5.96 1.54 44
Total Work
. 5.59 1.49 32
Completion
Medication 6.05 1.25 27|
Combined 6.56 1.07 32
Total 6.07 1.33 91
No Label|6 years old [Work
. 5.42 .98 11
Completion
Medication 6.12 1.22 18
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Combined 6.4Q 1.26 23
Total 6.10 1.23 52
11 years oldWork
. 5.7] 1.47 21
Completion
Medication 6.35 1.44 18
Combined 5.48 1.28 11
Total 5.89 1.43 50
Total Work
. 5.6] 1.31 32
Completion
Medication 6.273 1.32 36
Combined 6.11 1.32 34
Total 6.0d 1.33 102
Total 6 years old |Work
. 5.78 1.02 25
Completion
Medication 6.08 1.25 31
Combined 6.4Q 1.15 43
Total 6.13 1.17 99
11 years oldWork
. 5.5] 1.59 39
Completion
Medication 6.273 1.34 32
Combined 6.20 1.35 23
Total 5.92 1.48 94
Total Work
. 5.60 1.39 64
Completion
Medication 6.15 1.29 63
Combined 6.33 1.22 66
Total 6.03 1.33 193
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Table 5
Multivariate Analysis for Treatment Acceptability and Progimo®utlook Measures

(N = 193)

Hypothesis Partial Eta
Effect Value F df Error df| Sig. Squared
Intercept Wilks' 2.350H
.037 2.00Q 180.00( .00(Q .963
Lambda 3
Label Wilks'
965 3.27( 2.00Q 180.00( .04(Q .035
Lambda
Age Wilks'
998 .165 2.00Q 180.00( .848 .002
Lambda
Treatment Wilks'
910 4.334 4.00q0 360.00( .002 .0446
Lambda
Label * Age Wilks'
999  .047 2.00Q 180.00( .954 .001
Lambda
Label * Treatment |Wilks'
976 1.096 4.00q0 360.00( .358 .012
Lambda
Age * Treatment  [Wilks' |
966 1.573 4.00q0 360.00( 181 .017
Lambda
Label * Age * Wilks'
931 3.256 4.00q0 360.00( .012 .035
Treatment Lambda

139



Teacher Beliefs 140

Table 6
Univariate Analyses of Variancéor Treatment Acceptability and Prognostic Outl
Measures
(N =193)
Partial
Dependent Type Il Sum Mean Eta
Source Variable of Squares | df | Square F Sig. | Squared
Corrected Model  |Treatment i
- 4618.65] 111 419.871 1.914 .040 104
Acceptability
Prognostic
35.651 11 3.241 1.929 .03§ .105
Outlook
Intercept Treatment 693118.213166.11
- 693118.23( 1 .000Q .944
Acceptability 6 8
Prognostic 3903.01
6556.12( 1| 6556.12 .000Q .956
Outlook 9
Label Treatment
- 1411.224¢ 1 1411.22¢ 6.444 .012 .034
Acceptability
Prognostic
1580 1 1.580 .94Q .333 .005
Outlook
Age Treatment
- 48.104 1 48.104 .220 .640 .001
Acceptability
Prognostic
463 1 463 .27 .600 .002
Outlook
Treatment Treatment
- 237.03¢ 2[ 118,519 .541 .583 .006
Acceptability
Prognostic i
15514 2 7.757 4.61§ .011 .049
Outlook
Label * Age Treatment
- 20.664 1 20.669 .094 .759 .001
Acceptability
Prognostic
054 1 .054 .032 .857 .000
Outlook
Label * Treatment |Treatment )
- 70.444 2 35.229 .161] .852 .002
Acceptability
Prognostic
5.859 2 2929 1.744 .17§ .019
Outlook
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Age * Treatment  [Treatment

. 1359.09] 2| 679.54§ 3.104 .047 .033
Acceptability

Prognostic

1.394 2 .695 414 .662 .005
Outlook

Label * Age * Treatment

. 1892.604 2| 946.303 4.323 .015 .044
Treatment Acceptability

Prognostic

11.111 2 5.554 3.307 .039 .035
Outlook

Error Treatment

. 39624.044181f 218.911
Acceptability

Prognostic

304.034181 1.680
Outlook

Total Treatment

. 782172.00{193
Acceptability

Prognostic

7355.851193
Outlook

Corrected Total Treatment

. 44242.69{192
Acceptability

Prognostic

339.687192
Outlook
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Simple Simple Main Effects for 11 Year old Condition

Teacher Beliefs 142

95% Confidenct

Interval for
Mean Difference
Dependent () Differencqd Std. Lower | Upper
Variable Age Condition Treatment (J) Treatmen| (I-J) Error | Sig. | Bound | Bound
Treatment 11  Label Work Medication .
- _ -11.61| 5.27 .030 -22.04 -1.19
Acceptability years Completion
old Medication Work
. 11.61| 5.27 .030 1.15 22.0§
Completion
11 Medication L@Pe€l No Label 11.83| 5.27 .027  1.37 22.3d
years
old No Label  Label 11.83| 527 .027 -22.30 -1.37

Based on estimated marginal means
*, The mean difference is significant at the .05 level.
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Table 8
Simple Simple Main Effects for 6 years old condition
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95% Confidene

Interval for
Mean Difference
Dependent () (8)] Difference| Std. Lower | Upper
Variable Age Condition TreatmeniTreatmenty (I-J) Error | Sig. | Bound | Bound
Treatment 6 years olcLabel Work Medicatio
Acceptability Completion 14.68| 5.71 .012 3.39 26.00
n
Medicatio Work
n Completio -14.68| 5.71 .014 -26.0] -3.35
n
6 years olcWork Label No Label 12.31] 5.97 .042 46 24.14
Completion No Label | gpe| 12.31| 5.97 044 -24.14 -.46

Based on estimated marginal mea

*. The mean difference is significant at the .0
level.
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Table 9
Simple Simple Main Effects for Label AD/HD condition

95% Confidence

Interval for
Mean Difference
Dependent Differenc| Std. Lower | Upper
Variable Label Treatment (I) Age (J) Age e (I-J) | Error| Sig. | Bound | Bound
Treatment Label Work 6 years 11 years ol i
. _ 13.83| 5.23 .010 3.4 24.23
Acceptability Completiorold

11 years 6 years old

-13.83| 5.23 .010 -24.23 -3.42
old

Label \edication6 years 11 years ol

old -12.46| 5.6 .03q -23.704 -1.22

11 years 6 years old

old 12.46| 5.64 .03Q 1.2 23.71

Based on estimated marginal means
*. The mean difference is significant at the .05 level.
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Table 10
Simple Simple Main Effects for 11 year old condition

Teacher Beliefs 145

95% Confidece

Interval for
Mean Difference
Dependen Differencqg Std. Lower | Upper
Variable Age Condition (l) Treatmen (J) Treatment (1-9) Error| Sig. | Bound| Bound
Prognostic11 Label Combined Work
. -1.58 .53 .004 52  2.64
Outlook years Completion
old Work Combined
Completion -1.58 53 .004 -2.64 -52
11~ Combined | gpe| No Label 1.37| 599 .024 .18 2.55
years
old No Label Label -1.37| 599 .024 -259 -.18

Based on estimated marginal means
*. The mean difference is significant at the .05 level.
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Table 11
Simple Simple Main Effects for 6 year old condition
95% Confidencg
Interval for
Mean Difference
Dependent Differencq Std. Lower | Upper
Variable Label Age () Treatment(J) Treatmen  (I-J) | Error| Sig. | Bound| Bound
Prognostic No 6 years Combined Work .
Outlook  Label old Completion 98| 43 023 14 1.83
Work Combined ¢
Completion -98| .43 .023 -1.83 -.14

Based on estimated marginal means
*. The mean difference is significant at the .05 level.
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Table 12
Descriptive Statistics for Attribution Variables and Treatmerdeftability of Work Completion
Variable Mean sSD N
Treatment

. 63.17 13.47 64
Acceptability
Locus 2.86 1.07 64
Stability 3.36 1.13 64
Controllability 3.66 1.22 64
Table 13
Model Summary: Regression Analysis for the prediction of TreatmergpAalility of Work
Completion

Standardize(

Model Coefficients Correlations
R Square = .12] Beta t Sig. | Zero-order| Partial | Semi Partial
Locus -.043 -.327 .745 .09§ -.042 -.040
Stability .337 2.404 .019 .342 .296 .29
Controllability -.053 -.403 .688 -.180 -.052 -.049

Dependent Variable: Treatment Acceptability for Work Completion
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Table 14

Descriptive Statistics for Attribution Variables and Treatmerdefptability of Stimulant
Medication

Variable Mean sSD N
Treatment Acceptability 60.43 16.00 63
Locus 2.76 1.07 63
Stability 3.38 1.07 63
Controllability 3.98 1.07 63
Table 15

Model Summary: Regression Analysis for the prediction of TreatmergpAaiility of
Medication

Standardizeg
Model Coefficients Correlations
R Square = .397 Beta t Sig. Zero-order| Partial | Semi Partial
Locus -.378 -3.289 .002 -.533 -.394 -.333
Stability -.351 -3.104 .003 -.515 -.375 -.314
Controllability .045 .392 .696 .322 .051 .040

Dependent Variable: Treatment Acceptability for Medication
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Table 16

Descriptive Statistics for Attribution Variables and Treatmerdeftability of Combined
Treatment

Variables Mean sSD N
Treatment Acceptability 61.88 16.02 66
Locus 2.74 1.18 66
Stability 3.38 1.09 66
Controllability 3.79 1.35 66
Table 17

Model Summary: Regression Analysis for the prediction of Treatmergpability of
Combined Treatment

Standardizeg
Model Coefficients Correlations
R Square = .196 Beta t Sig. | Zero-order| Partial | Semi Partial
Locus -.292 -2.3771 .021 -.378 -.289 -.271
Stability -.178 -1.291 201 -.338 -.162 -.147
Controllability .103 787 434 244 .099 .090

Dependent Variable: Treatment Acceptability for Combined
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Table 18

Descriptive Statistics for Attribution Variables and Prognostiddoutof Work Completion
Variable Mean SD N
Prognostic Outlook 5.58 1.35 72
Locus 2.88 1.03 72
Stability 3.31 1.13 72
Controllability 3.71 1.20 72
Table 19

Model Summary: Regression Analysis for the prediction of Prognostic OutodYork
Completion

Standardizeg
Model Coefficients Correlations
R Square = .109 Beta t Sig. | Zero-order| Partial | Semi Partial
Locus -.011% -.091 .928 .109 -.011 -.010
Stability .349 2.624 011 327 .304 301
Controllability .043 .338 .736 -.101 .041 .039

Dependent Variable: Prognostic Outlook for Work Completion
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Table 20

Descriptive Statistics for Attribution Variables and Prognostiddditof Stimulant Medication

Variable Mean SD N

Prognostic Outlook 6.10 1.34 70

Locus 2.79 1.13 70

Stability 3.34 1.09 70

Controllability 3.99 1.06 70

Table 21

Model Summary: Regression Analysis for the prediction of Prognostic Oudtlodkedication
Standardize(

Model Coefficients Correlations

R Square = .23§ Beta t Sig. Zero-order| Partial | Semi Partial

Locus -.288 -2.274 .026 -.427 -.270 -.244

Stability -.090 -724 472 -.312 -.089 -.078

Controllability 224 1.804 .076 .388 217 .194

Dependent Variable: Prognostic Outlook for Medication
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Table 22

Descriptive Statistics for Attribution Variables and Prognostiddoutof Combined Treatment
Variable Mean SD N
Prognostic Outlook 6.25 1.23 71

Locus 2.70 1.16 71
Stability 3.33 1.09 71
Controllability 3.83 1.33 71

Table 23

Model Summary: Regression Analysis for the prediction of Prognostic Odtlo@ombined
Treatment

Model Stand.ardize( '
R Square = .06 Coefficients Correlations

Beta t Sig. Zero-order| Partial | Semi Partial
Locus -.165 -1.277 .206 -.179 -.154 -.15]
Stability .074 519 .603 -.089 .063 .063
Controllability .194 1.439 .154 193 173 .17¢

Dependent Variable: Prognostic Outlook for Combined
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Figure 1
The Factorial Design
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Figure 2
Estimated Marginal Means of the 6 year old Condition for Treatment Acceptabili
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Figure 3
Estimated Marginal Means of the 11 year old Condition for Treatment Acceytabili
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Figure 4
Estimated Marginal Means of the Label Condition for Treatment Accepyabilit
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Figure 5
Estimated Marginal Means of the No Label Condition for Treatment Accéptabi
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Figure 6
Estimated Marginal Means of the 6 year old Condition for Prognostic Outlook
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Figure 7
Estimated Marginal Means of the 11 year old Condition for Prognostic Outlook
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Figure 8
Estimated Marginal Means of the Label Condition for Prognostic Outlook
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Figure 9
Estimated Marginal Means of the No Label Condition for Prognostic Outlook
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APPENDIX B - Measures
Twelve Vignette Conditions (Label x Age x Treatment)

1. Label, 6 years old, Work Completion

Jimmy is six year old student in the first grade. He is very inattentyperactive, and
impulsive. He has been evaluated by a School Psychologist and diagnosed witbrAttenti
Deficit/ Hyperactivity Disorder. At school, his classroom teacher hasabti@at Jimmy
rarely spends more than a few minutes on a task without some interruption: He gets up
out of his seat, rifles through his desk, or constantly asks questions. Jimmy gftensbe
task, moves on to another, and then turns to something else, prior to completing any one
task. He is only able to complete assignments and remain on task when hes r@oeive
one-one attention. When he does complete his assignments he completes thagiyaccura
As such, his teacher is concerned since he almost never finishes hisalass w
homework assignments. He gets easily distracted by the other studentsirzed &

caught daydreaming in class. His inability to follow through on instructions lgas be
frustrate and annoy his classroom teacher.

Further, his peer relationships have been negatively impacted by his eouailgive
interpersonal interactions. Jimmy has difficulty sustaining adequatgiatt to complete
tasks, group assignments, or play activities with his friends and peers. Whentocample
assignments with classmates, Jimmy often blurts out comments or answerstigni
students are speaking. During playtime, he tends to interrupt or intrude on a game that is
already in process. He habitually leaves a game or activity befogeahp is finished

playing. Because he doesn’t often complete activities, Jimmy’s cédssrmften refuse to
work or play with him. As a result of his disruptive behaviors and inability to complete
poor work completion with peers, Jimmy is not well-liked by his classmates.

At home, Jimmy’s parents consider him a handful. They report that he is ofteriuiorget
and disorganized. They notice that he dislikes and avoids carrying out tasks that requi
continual mental exertion, such as homework. As a result of a vicious cyclethestar
activity, gets bored with the activity and then starts another activityodm is always
messy because he becomes engaged in a game only to drop it to start sonsethitig el
parents report that they often scold him for not carrying out some task, although the
reason seems to be that he forgot rather than that he deliberately trigstteedefThey
also say that, out of their own frustration, they sometimes grab him by the shauride

tell him to slow down because his hyperactivity is so severe.

Treatment: Work Completion (Behavioral Intervention)
It is recommended that Jimmy receive a behavioral intervention designed twéntyis
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work completion. Specifically, the school psychologist recommended a timer work
completion intervention, which will be run by Jimmy’s teacher. The timer inteprergti
used in order to help Jimmy to better complete his work during independent work time.
The interventionnvolves modifying any questions or problems that may be too difficult
for Jimmy on the assignment, as well as using a timer to ensure that hetesrhjge

work in a timely fashion. Jimmy’s teacher will place a timer on Jitardgsk during any
independent seat-work time. She should then instruct him to begin completing his work
for that session, giving him five minutes to complete the first problem. If Jimmy
completes the problem before the timer gets to zero, he earns three minotaputec
access that day during the “free time” period. The teacher should compigteoitess

for each problem in his assignment, recording how many problems Jimmy coropletes
his Work Completion Chart. She also record the number of problems that he completes
correctly. This intervention is meant to target student’s off-task behaviomenmeése the
amount of assignments completed.

2. Label, 11 years old, Work Completion

Jimmy is an eleven year old student who is in the fifth grade. He is vemninadt,
hyperactive, and impulsive. He has been evaluated by a School Psychologist and
diagnosed with Attention Deficit/ Hyperactivity Disorder. At school, hissiiaom

teacher has noticed that Jimmy rarely spends more than a few minuteslowighiast
some interruption: He gets up out of his seat, rifles through his desk, or constiesitly as
guestions. Jimmy often begins a task, moves on to another, and then turns to something
else, prior to completing any one task. He is only able to complete assigaments
remain on task when he receives one-one-one attention. When he does complete his
assignments he completes them accurately. As such, his teacher is conoembd s
almost never finishes his class work or homework assignments. He gbtslisasicted

by the other students and at times is caught daydreaming in class. Hisyit@alfallow
through on instructions has begun to frustrate and annoy his classroom teacher.

Further, his peer relationships have been negatively impacted by his eaquailgive
interpersonal interactions. Jimmy has difficulty sustaining adequatgiatt to complete
tasks, group assignments, or play activities with his friends and peers. Whentogmple
assignments with classmates, Jimmy often blurts out comments or answerstidr
students are speaking. During playtime, he tends to interrupt or intrude on a gamse that i
already in process. He habitually leaves a game or activity befogeahp is finished
playing. Because he doesn’t often complete activities, Jimmy’s déssroften refuse to
work or play with him. As a result of his disruptive behaviors and inability to complete
poor work completion with peers, Jimmy is not well-liked by his classmates.

At home, Jimmy’s parents consider him a handful. They report that he is ofteriulorget
and disorganized. They notice that he dislikes and avoids carrying out taskguirat re
continual mental exertion, such as homework. As a result of a vicious cyclethastar
activity, gets bored with the activity and then starts another activityodm is always
messy because he becomes engaged in a game only to drop it to start sonsethiitig el
parents report that they often scold him for not carrying out some task, although the
reason seems to be that he forgot rather than that he deliberately trigstteedefThey
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also say that, out of their own frustration, they sometimes grab him by theetsoahd
tell him to slow down because his hyperactivity is so severe.

Treatment: Work Completion (Behavioral Intervention)

It is recommended that Jimmy receive a behavioral intervention designed cweéntys

work completion. Specifically, the school psychologist recommended a timer work
completion intervention, which will be run by Jimmy’s teacher. The timer intepreigti
used in order to help Jimmy to better complete his work during independent work time.
The interventionnvolves modifying any questions or problems that may be too difficult
for Jimmy on the assignment, as well as using a timer to ensure that hetesrhjge

work in a timely fashion. Jimmy’s teacher will place a timer on Jitardgsk during any
independent seat-work time. She should then instruct him to begin completing his work
for that session, giving him five minutes to complete the first problem. If Jimmy
completes the problem before the timer gets to zero, he earns three minoteputec
access that day during the “free time” period. The teacher should compdgtecitess

for each problem in his assignment, recording how many problems Jimmy coropletes
his Work Completion Chart. She also records the number of problems that he completes
correctly. This intervention is meant to target student’s off-task behaviomenmgése the
amount of assignments completed.

3. No label, i grade, Work Completion

Jimmy is a six year old student who is in the first grade. He is considered toyby ver
inattentive, hyperactive, and impulsive. He has been evaluated by a School Psstholog
however he did not qualify as having Attention Deficit/ Hyperactivity isorAt

school, his classroom teacher has noticed that Jimmy rarely spends more than a few
minutes on a task without some interruption: He gets up out of his seat, rifles through his
desk, or constantly asks questions. Jimmy often begins a task, moves on to another, and
then turns to something else, prior to completing any one task. He is only able to
complete assignments and remain on task when he receives one-one-one attention. When
he does complete his assignments he completes them accurately. As seecltheisis
concerned since he almost never finishes his class work or homework assightaents

gets easily distracted by the other students and at times is caught daygrieastass.

His inability to follow through on instructions has begun to frustrate and annoy his
classroom teacher.

Further, his peer relationships have been negatively impacted by hisg/ eauuailsive
interpersonal interactions. Jimmy has difficulty sustaining adequatgiatt to complete
tasks, group assignments, or play activities with his friends and peers. Whentogmple
assignments with classmates, Jimmy often blurts out comments or answerstidr
students are speaking. During playtime, he tends to interrupt or intrude on a game that is
already in process. He habitually leaves a game or activity befogeahp is finished

playing. Because he doesn’t often complete activities, Jimmy’s déssroften refuse to
work or play with him. As a result of his disruptive behaviors and inability to complete
poor work completion with peers, Jimmy is not well-liked by his classmates.
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At home, Jimmy’s parents consider him a handful. They report that he is oftetfdbrg
and disorganized. They notice that he dislikes and avoids carrying out tasks that requi
continual mental exertion, such as homework. As a result of a vicious cyclethestar
activity, gets bored with the activity and then starts another activityodm is always
messy because he becomes engaged in a game only to drop it to start sonsethiig el
parents report that they often scold him for not carrying out some task, although the
reason seems to be that he forgot rather than that he deliberately trigstteedefThey
also say that, out of their own frustration, they sometimes grab him by the shauride

tell him to slow down because his hyperactivity is so severe.

Treatment: Work Completion (Behavioral Intervention)

It is recommended that Jimmy receive a behavioral intervention designeprav@his

work completion. Specifically, the school psychologist recommended a timer work
completion intervention, which will be run by Jimmy’s teacher. The timer inteoreist

used in order to help Jimmy to better complete his work during independent work time.
The interventionnvolves modifying any questions or problems that may be too difficult
for Jimmy on the assignment, as well as using a timer to ensure that hetesrhjge

work in a timely fashion. Jimmy’s teacher will place a timer on Jitardgsk during any
independent seat-work time. She should then instruct him to begin completing his work
for that session, giving him five minutes to complete the first problem. If Jimmy
completes the problem before the timer gets to zero, he earns three minoteputec
access that day during the “free time” period. The teacher should compigtecitess

for each problem in his assignment, recording how many problems Jimmy coropletes
his Work Completion Chart. She also records the number of problems that he completes
correctly. This intervention is meant to target student’s off-task behaviomenmeése the
amount of assignments completed.

4. No label, 8 grade, Work Completion

Jimmy is an eleven year old student who is in the fifth grade. He is consideredexy by
inattentive, hyperactive, and impulsive. He has been evaluated by a School Psstholog
however he did not qualify as having Attention Deficit/ Hyperactivity [eorAt

school, his classroom teacher has noticed that Jimmy rarely spends more than a few
minutes on a task without some interruption: He gets up out of his seat, rifles through his
desk, or constantly asks questions. Jimmy often begins a task, moves on to another, and
then turns to something else, prior to completing any one task. He is only able to
complete assignments and remain on task when he receives one-one-one attention. When
he does complete his assignments he completes them accurately. As seetheisi$
concerned since he almost never finishes his class work or homework assignments. H
gets easily distracted by the other students and at times is caught daygrieactass.

His inability to follow through on instructions has begun to frustrate and annoy his
classroom teacher.

Further, his peer relationships have been negatively impacted by his eouailgive
interpersonal interactions. Jimmy has difficulty sustaining adequatdiatt to complete
tasks, group assignments, or play activities with his friends and peers. Whentocample
assignments with classmates, Jimmy often blurts out comments or answerstigni
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students are speaking. During playtime, he tends to interrupt or intrude on a game that is
already in process. He habitually leaves a game or activity befogeahp is finished

playing. Because he doesn’t often complete activities, Jimmy’s cédssrmoften refuse to
work or play with him. As a result of his disruptive behaviors and inability to complete
poor work completion with peers, Jimmy is not well-liked by his classmates.

At home, Jimmy’s parents consider him a handful. They report that he is ofteriuiorget
and disorganized. They notice that he dislikes and avoids carrying out tasks that requi
continual mental exertion, such as homework. As a result of a vicious cyclethestar
activity, gets bored with the activity and then starts another activityodm is always
messy because he becomes engaged in a game only to drop it to start sonsethitig el
parents report that they often scold him for not carrying out some task, although the
reason seems to be that he forgot rather than that he deliberately trigstteedefThey
also say that, out of their own frustration, they sometimes grab him by the sharide

tell him to slow down because his hyperactivity is so severe.

Treatment: Work Completion (Behavioral Intervention)

It is recommended that Jimmy receive a behavioral intervention designepravéhis

work completion. Specifically, the school psychologist recommended a timer work
completion intervention, which will be run by Jimmy’s teacher. The timer inteprergti
used in order to help Jimmy to better complete his work during independent work time.
The interventionnvolves modifying any questions or problems that may be too difficult
for Jimmy on the assignment, as well as using a timer to ensure that hetesrhjge

work in a timely fashion. Jimmy’s teacher will place a timer on Jitardgsk during any
independent seat-work time. She should then instruct him to begin completing his work
for that session, giving him five minutes to complete the first problem. If Jimmy
completes the problem before the timer gets to zero, he earns three minoteputec
access that day during the “free time” period. The teacher should compigtecitess

for each problem in his assignment, recording how many problems Jimmy coropletes
his Work Completion Chart. She also records the number of problems that he completes
correctly. This intervention is meant to target student’s off-task behaviomenmeése the
amount of assignments completed.

5. Label, ' grade, Medication

Jimmy is a six year old student who is in the first grade. He is very inattentive
hyperactive, and impulsive. He has been evaluated by a School Psychologist and
diagnosed with Attention Deficit/ Hyperactivity Disorder. At school, hissiiaom

teacher has noticed that Jimmy rarely spends more than a few minuteslowighiast
some interruption: He gets up out of his seat, rifles through his desk, or constkstly a
guestions. Jimmy often begins a task, moves on to another, and then turns to something
else, prior to completing any one task. He is only able to complete assigraments
remain on task when he receives one-one-one attention. When he does complete his
assignments he completes them accurately. As such, his teacher is conoembd s
almost never finishes his class work or homework assignments. He gbtslisasicted

by the other students and at times is caught daydreaming in class. Hisyinalbdilow
through on instructions has begun to frustrate and annoy his classroom teacher.
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Further, his peer relationships have been negatively impacted by his eaquailgive
interpersonal interactions. Jimmy has difficulty sustaining adeqttatgian to complete
tasks, group assignments, or play activities with his friends and peers. Whentogmple
assignments with classmates, Jimmy often blurts out comments or answerstidr
students are speaking. During playtime, he tends to interrupt or intrude on a game that is
already in process. He habitually leaves a game or activity befogeahp is finished

playing. Because he doesn’t often complete activities, Jimmy’s déssroften refuse to
work or play with him. As a result of his disruptive behaviors and inability to complete
poor work completion with peers, Jimmy is not well-liked by his classmates.

At home, Jimmy’s parents consider him a handful. They report that he is oftetiuorge
and disorganized. They notice that he dislikes and avoids carrying out tasks that requi
continual mental exertion, such as homework. As a result of a vicious cyclethastar
activity, gets bored with the activity and then starts another activityodm is always
messy because he becomes engaged in a game only to drop it to start sonsethiitig el
parents report that they often scold him for not carrying out some task, although the
reason seems to be that he forgot rather than that he deliberately trigstteedefThey
also say that, out of their own frustration, they sometimes grab him by the sharnde

tell him to slow down because his hyperactivity is so severe.

Treatment: Medication

It is recommended Jimmy also be treated with medication designed to targ#ttask
behavior in school. Specifically, the doctor recommended Adderall, which will be given
to Jimmy every morning by his mother. Adderall is a central nervous sysSteulasit. It
affects chemicals in the brain and nerves that contribute to hyperactivitsnpotse

control. Adderall is approved by the US Food and Drug Administration (FDA) and is
used in order to help treat inattention, hyperactivity, and impulsivity in children,
adolescents, and adults. Adderall's effects are similar to other CNSastisnaf the same
class and preparation that act by increasing levels of norepinephrinenserand
dopamine in the brain. The most common side effects include headache or dizziness,
sleep problems, dry mouth, diarrhea, loss of appetite and weight loss. Jimmy’s mother
will be asked to administer the doctor’'s recommended dosage of Adderall to him every
morning at breakfast time before he leaves for school. This medication is m&aget

and provide relief from ADHD symptoms such as hyperactivity, impulsivity, and
inattention throughout the day.

6.Label, 8" grade, Medication

Jimmy is an eleven year old student in the fifth grade. He is very inattemgpveractive,
and impulsive. He has been evaluated by a School Psychologist and diagnosed with
Attention Deficit/ Hyperactivity Disorder. At school, his classroonthes has noticed

that Jimmy rarely spends more than a few minutes on a task without some irgerrupti
He gets up out of his seat, rifles through his desk, or constantly asks questions. Jimm
often begins a task, moves on to another, and then turns to something else, prior to
completing any one task. He is only able to complete assignments and remalkn on tas
when he receives one-one-one attention. When he does complete his assignments he
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completes them accurately. As such, his teacher is concerned sincesersver
finishes his class work or homework assignments. He gets easily dibtogdtee other
students and at times is caught daydreaming in class. His inability to followgthon
instructions has begun to frustrate and annoy his classroom teacher.

Further, his peer relationships have been negatively impacted by his eaquailgive
interpersonal interactions. Jimmy has difficulty sustaining adequatgiatt to complete
tasks, group assignments, or play activities with his friends and peers. Whentogmple
assignments with classmates, Jimmy often blurts out comments or answerstidr
students are speaking. During playtime, he tends to interrupt or intrude on a gamse that i
already in process. He habitually leaves a game or activity befogeahp is finished
playing. Because he doesn’t often complete activities, Jimmy’s déssroften refuse to
work or play with him. As a result of his disruptive behaviors and inability to complete
poor work completion with peers, Jimmy is not well-liked by his classmates.

At home, Jimmy’s parents consider him a handful. They report that he is ofteriulorget
and disorganized. They notice that he dislikes and avoids carrying out taskguirat re
continual mental exertion, such as homework. As a result of a vicious cyclethastar
activity, gets bored with the activity and then starts another activityodm is always
messy because he becomes engaged in a game only to drop it to start sofsethitig e
parents report that they often scold him for not carrying out some task, although the
reason seems to be that he forgot rather than that he deliberately trigstteedefThey
also say that, out of their own frustration, they sometimes grab him by the sharnde
tell him to slow down because his hyperactivity is so severe.

Treatment: Medication

It is recommended Jimmy also be treated with medication designed to targtask
behavior in school. Specifically, the doctor recommended Adderall, which will be give
to Jimmy every morning by his mother. Adderall is a central nervous sysSteulasit. It
affects chemicals in the brain and nerves that contribute to hyperactivitsnpotse

control. Adderall is approved by the US Food and Drug Administration (FDA) and is
used in order to help treat inattention, hyperactivity, and impulsivity in children,
adolescents, and adults. Adderall's effects are similar to other CNSastisnaf the same
class and preparation that act by increasing levels of norepinephrinenserand
dopamine in the brain. The most common side effects include headache or dizziness,
sleep problems, dry mouth, diarrhea, loss of appetite and weight loss. Jimmy’s mother
will be asked to administer the doctor’'s recommended dosage of Adderall to him every
morning at breakfast time before he leaves for school. This medication is m&aget

and provide relief from ADHD symptoms such as hyperactivity, impulsivity, and
inattention throughout the day.

7. No label, T grade, Medication

Jimmy is a six year old student who is in the first grade. He is considered toyby ver
inattentive, hyperactive, and impulsive. He has been evaluated by a School Psstholog
however he did not qualify as having Attention Deficit/ Hyperactivity RisorAt

school, his classroom teacher has noticed that Jimmy rarely spends more than a few
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minutes on a task without some interruption: He gets up out of his seat, rifles through his
desk, or constantly asks questions. Jimmy often begins a task, moves on to another, and
then turns to something else, prior to completing any one task. He is only able to

complete assignments and remain on task when he receives one-one-one attention. When
he does complete his assignments he completes them accurately. As seethkisi$
concerned since he almost never finishes his class work or homework assightaents

gets easily distracted by the other students and at times is caught daygrieactass.

His inability to follow through on instructions has begun to frustrate and annoy his
classroom teacher.

Further, his peer relationships have been negatively impacted by his eouailgive
interpersonal interactions. Jimmy has difficulty sustaining adequatgiatt to complete
tasks, group assignments, or play activities with his friends and peers. Whentocample
assignments with classmates, Jimmy often blurts out comments or answerstigni
students are speaking. During playtime, he tends to interrupt or intrude on a game that is
already in process. He habitually leaves a game or activity befogedhp is finished

playing. Because he doesn’t often complete activities, Jimmy’s ddssrmften refuse to
work or play with him. As a result of his disruptive behaviors and inability to complete
poor work completion with peers, Jimmy is not well-liked by his classmates.

At home, Jimmy’s parents consider him a handful. They report that he is ofteriuiorget
and disorganized. They notice that he dislikes and avoids carrying out taskguirat re
continual mental exertion, such as homework. As a result of a vicious cyclethestar
activity, gets bored with the activity and then starts another activityodm is always
messy because he becomes engaged in a game only to drop it to start sonsethtitig el
parents report that they often scold him for not carrying out some task, although the
reason seems to be that he forgot rather than that he deliberately trigstteedefThey
also say that, out of their own frustration, they sometimes grab him by theletsoahd
tell him to slow down because his hyperactivity is so severe.

Treatment: Medication

It is recommended Jimmy also be treated with medication designed to targiétt sk
behavior in school. Specifically, the doctor recommended Adderall, which will be give
to Jimmy every morning by his mother. Adderall is a central nervous systeufasit. It
affects chemicals in the brain and nerves that contribute to hyperactivithpotse

control. Adderall is approved by the US Food and Drug Administration (FDA) and is
used in order to help treat inattention, hyperactivity, and impulsivity in children,
adolescents, and adults. Adderall's effects are similar to other CNSastimaf the same
class and preparation that act by increasing levels of norepinephrinenserand
dopamine in the brain. The most common side effects include headache or dizziness,
sleep problems, dry mouth, diarrhea, loss of appetite and weight loss. Jimmy’s mother
will be asked to administer the doctor's recommended dosage of Adderall to him every
morning at breakfast time before he leaves for school. This medication is m&aget

and provide relief from ADHD symptoms such as hyperactivity, impulsivity, and
inattention throughout the day.
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8. No label, & grade, Medication

Jimmy is an eleven year old student who is in the fifth grade. He is consideredexy by
inattentive, hyperactive, and impulsive. He has been evaluated by a School Psstholog
however he did not qualify as having Attention Deficit/ Hyperactivity Blso. At

school, his classroom teacher has noticed that Jimmy rarely spends more than a few
minutes on a task without some interruption: He gets up out of his seat, rifles through his
desk, or constantly asks questions. Jimmy often begins a task, moves on to another, and
then turns to something else, prior to completing any one task. He is only able to
complete assignments and remain on task when he receives one-one-one attention. When
he does complete his assignments he completes them accurately. As secltheisis
concerned since he almost never finishes his class work or homework assignments. H
gets easily distracted by the other students and at times is caught daygrieastass.

His inability to follow through on instructions has begun to frustrate and annoy his
classroom teacher.

Further, his peer relationships have been negatively impacted by his eaquailgive
interpersonal interactions. Jimmy has difficulty sustaining adequatgiah to complete
tasks, group assignments, or play activities with his friends and peers. Whentogmple
assignments with classmates, Jimmy often blurts out comments or answerstidr
students are speaking. During playtime, he tends to interrupt or intrude on a game that is
already in process. He habitually leaves a game or activity befogeahp is finished

playing. Because he doesn’t often complete activities, Jimmy’s déssroften refuse to
work or play with him. As a result of his disruptive behaviors and inability to complete
poor work completion with peers, Jimmy is not well-liked by his classmates.

At home, Jimmy’s parents consider him a handful. They report that he is ofteriulorget
and disorganized. They notice that he dislikes and avoids carrying out tasks that requi
continual mental exertion, such as homework. As a result of a vicious cyclethastar
activity, gets bored with the activity and then starts another activityodm is always
messy because he becomes engaged in a game only to drop it to start sofsethitig e
parents report that they often scold him for not carrying out some task, although the
reason seems to be that he forgot rather than that he deliberately trigstteedefThey
also say that, out of their own frustration, they sometimes grab him by the shande

tell him to slow down because his hyperactivity is so severe.

Treatment: Medication

It is recommended Jimmy also be treated with medication designed to targitask
behavior in school. Specifically, the doctor recommended Adderall, which will be give
to Jimmy every morning by his mother. Adderall is a central nervous systeulasit. It
affects chemicals in the brain and nerves that contribute to hyperactivitsnpotse
control. Adderall is approved by the US Food and Drug Administration (FDA) and is
used in order to help treat inattention, hyperactivity, and impulsivity in children,
adolescents, and adults. Adderall's effects are similar to other CNSastisnaf the same
class and preparation that act by increasing levels of norepinephrinenserand
dopamine in the brain. The most common side effects include headache or dizziness,
sleep problems, dry mouth, diarrhea, loss of appetite and weight loss. Jimmy’s mother
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will be asked to administer the doctor’'s recommended dosage of Adderall to him every
morning at breakfast time before he leaves for school. This medication is m&aget

and provide relief from ADHD symptoms such as hyperactivity, impulsivity, and
inattention throughout the day.

9. Label, ' grade, Combined

Jimmy is a six year old student who is in the first grade. He is very inattentive
hyperactive, and impulsive. He has been evaluated by a School Psychologist and
diagnosed with Attention Deficit/ Hyperactivity Disorder. At school, hissiiaom

teacher has noticed that Jimmy rarely spends more than a few minuteslowighiast
some interruption: He gets up out of his seat, rifles through his desk, or constiesitly as
guestions. Jimmy often begins a task, moves on to another, and then turns to something
else, prior to completing any one task. He is only able to complete assigameénts
remain on task when he receives one-one-one attention. When he does complete his
assignments he completes them accurately. As such, his teacher is conoembd s
almost never finishes his class work or homework assignments. He gbtslisasicted

by the other students and at times is caught daydreaming in class. Hisyinalbdilow
through on instructions has begun to frustrate and annoy his classroom teacher.

Further, his peer relationships have been negatively impacted by his eaquailgive
interpersonal interactions. Jimmy has difficulty sustaining adequatgiatt to complete
tasks, group assignments, or play activities with his friends and peers. Wheetaumnpl
assignments with classmates, Jimmy often blurts out comments or answerstidr
students are speaking. During playtime, he tends to interrupt or intrude on a game that is
already in process. He habitually leaves a game or activity befogeahp is finished

playing. Because he doesn’t often complete activities, Jimmy’s déssroften refuse to
work or play with him. As a result of his disruptive behaviors and inability to complete
poor work completion with peers, Jimmy is not well-liked by his classmates.

At home, Jimmy’s parents consider him a handful. They report that he is ofteriuiorget
and disorganized. They notice that he dislikes and avoids carrying out tasks that requi
continual mental exertion, such as homework. As a result of a vicious cyclethastar
activity, gets bored with the activity and then starts another activityodm is always
messy because he becomes engaged in a game only to drop it to start sonsethiitig el
parents report that they often scold him for not carrying out some task, although the
reason seems to be that he forgot rather than that he deliberately trigstteedefThey
also say that, out of their own frustration, they sometimes grab him by theletsoahd

tell him to slow down because his hyperactivity is so severe.

Treatment: Work Completion (Behavioral Intervention)

It is recommended that Jimmy receive a behavioral intervention designepgravéhis
work completion. Specifically, the school psychologist recommended a timer work
completion intervention, which will be run by Jimmy’s teacher. The timer intepreigti
used in order to help Jimmy to better complete his work during independent work time.
The interventionnvolves modifying any questions or problems that may be too difficult
for Jimmy on the assignment, as well as using a timer to ensure that hetesrhjge
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work in a timely fashion. Jimmy’s teacher will place a timer on Jitardgsk during any
independent seat-work time. She should then instruct him to begin completing his work
for that session, giving him five minutes to complete the first problem. If Jimmy
completes the problem before the timer gets to zero, he earns three minoteputec
access that day during the “free time” period. The teacher should compgtecitess

for each problem in his assignment, recording how many problems Jimmy coropletes
his Work Completion Chart. She also record the number of problems that he completes
correctly. This intervention is meant to target student’s off-task behaviomenmgése the
amount of assignments completed.

Treatment: Medication

It is recommended Jimmy also be treated with medication designed to targiétt sk
behavior in school. Specifically, the doctor recommended Adderall, which will be given
to Jimmy every morning by his mother. Adderall is a central nervous systeufasit. It
affects chemicals in the brain and nerves that contribute to hyperactivithpotse

control. Adderall is approved by the US Food and Drug Administration (FDA) and is
used in order to help treat inattention, hyperactivity, and impulsivity in children,
adolescents, and adults. Adderall's effects are similar to other CNSastimaf the same
class and preparation that act by increasing levels of norepinephrinenserand
dopamine in the brain. The most common side effects include headache or dizziness,
sleep problems, dry mouth, diarrhea, loss of appetite and weight loss. Jimmy’s mother
will be asked to administer the doctor's recommended dosage of Adderall to him every
morning at breakfast time before he leaves for school. This medication is m&aget

and provide relief from ADHD symptoms such as hyperactivity, impulsivity, and
inattention throughout the day.

10.Label, 8 grade, Combined

Jimmy is an eleven year old student in the fifth grade. He is very inattemyjeractive,
and impulsive. He has been evaluated by a School Psychologist and diagnosed with
Attention Deficit/ Hyperactivity Disorder. At school, his classroonthes has noticed

that Jimmy rarely spends more than a few minutes on a task without some irgerrupti
He gets up out of his seat, rifles through his desk, or constantly asks questions. Jimm
often begins a task, moves on to another, and then turns to something else, prior to
completing any one task. He is only able to complete assignments and remaln on tas
when he receives one-one-one attention. When he does complete his assignments he
completes them accurately. As such, his teacher is concerned sinceosieraver

finishes his class work or homework assignments. He gets easily distostdtee other
students and at times is caught daydreaming in class. His inability to followgthon
instructions has begun to frustrate and annoy his classroom teacher.

Further, his peer relationships have been negatively impacted by his eouailgive
interpersonal interactions. Jimmy has difficulty sustaining adequatgiatt to complete
tasks, group assignments, or play activities with his friends and peers. Whentocample
assignments with classmates, Jimmy often blurts out comments or answerstigni
students are speaking. During playtime, he tends to interrupt or intrude on a game that is
already in process. He habitually leaves a game or activity befogeahp is finished
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playing. Because he doesn’t often complete activities, Jimmy’s cédssrmften refuse to
work or play with him. As a result of his disruptive behaviors and inability to complete
poor work completion with peers, Jimmy is not well-liked by his classmates.

At home, Jimmy’s parents consider him a handful. They report that he is ofteriuiorget
and disorganized. They notice that he dislikes and avoids carrying out tasks that requi
continual mental exertion, such as homework. As a result of a vicious cyclethesta
activity, gets bored with the activity and then starts another activityodm is always
messy because he becomes engaged in a game only to drop it to start sonsethtitig el
parents report that they often scold him for not carrying out some task, although the
reason seems to be that he forgot rather than that he deliberately trigstteedefThey
also say that, out of their own frustration, they sometimes grab him by the sharide

tell him to slow down because his hyperactivity is so severe.

Treatment: Work Completion (Behavioral Intervention)

It is recommended that Jimmy receive a behavioral intervention designepravéhis

work completion. Specifically, the school psychologist recommended a timer work
completion intervention, which will be run by Jimmy’s teacher. The timer inteprergti
used in order to help Jimmy to better complete his work during independent work time.
The interventionnvolves modifying any questions or problems that may be too difficult
for Jimmy on the assignment, as well as using a timer to ensure that hetesrhjge

work in a timely fashion. Jimmy’s teacher will place a timer on Jitardgsk during any
independent seat-work time. She should then instruct him to begin completing his work
for that session, giving him five minutes to complete the first problem. If Jimmy
completes the problem before the timer gets to zero, he earns three minotaputec
access that day during the “free time” period. The teacher should condgteoicess

for each problem in his assignment, recording how many problems Jimmy coropletes
his Work Completion Chart. She also record the number of problems that he completes
correctly. This intervention is meant to target student’s off-task behaviomenmeése the
amount of assignments completed.

Treatment: Medication

It is recommended Jimmy also be treated with medication designed to targtask
behavior in school. Specifically, the doctor recommended Adderall, which will be given
to Jimmy every morning by his mother. Adderall is a central nervous sysSteulasit. It
affects chemicals in the brain and nerves that contribute to hyperactivitsnpotse

control. Adderall is approved by the US Food and Drug Administration (FDA) and is
used in order to help treat inattention, hyperactivity, and impulsivity in children,
adolescents, and adults. Adderall's effects are similar to other CNSastisnaf the same
class and preparation that act by increasing levels of norepinephrinenserand
dopamine in the brain. The most common side effects include headache or dizziness,
sleep problems, dry mouth, diarrhea, loss of appetite and weight loss. Jimmy’s mother
will be asked to administer the doctor’'s recommended dosage of Adderall to him every
morning at breakfast time before he leaves for school. This medication is m&aget

and provide relief from ADHD symptoms such as hyperactivity, impulsivity, and
inattention throughout the day.
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11. No label, T grade, Combined

Jimmy is a six year old student who is in the first grade. He is considered toyby ver
inattentive, hyperactive, and impulsive. He has been evaluated by a School Psstholog
however he did not qualify as having Attention Deficit/ Hyperactivity RisorAt

school, his classroom teacher has noticed that Jimmy rarely spends more than a few
minutes on a task without some interruption: He gets up out of his seat, rifles through his
desk, or constantly asks questions. Jimmy often begins a task, moves on to another, and
then turns to something else, prior to completing any one task. He is only able to
complete assignments and remain on task when he receives one-one-one attention. When
he does complete his assignments he completes them accurately. As seecltheisis
concerned since he almost never finishes his class work or homework assggyteent

gets easily distracted by the other students and at times is caught daygrieastass.

His inability to follow through on instructions has begun to frustrate and annoy his
classroom teacher.

Further, his peer relationships have been negatively impacted by his eaquailgive
interpersonal interactions. Jimmy has difficulty sustaining adequatgiatt to complete
tasks, group assignments, or play activities with his friends and peers. Whentogmple
assignments with classmates, Jimmy often blurts out comments or answerstidr
students are speaking. During playtime, he tends to interrupt or intrude on a game that is
already in process. He habitually leaves a game or activity befogeahp is finished

playing. Because he doesn’t often complete activities, Jimmy’s déssroften refuse to
work or play with him. As a result of his disruptive behaviors and inability to complete
poor work completion with peers, Jimmy is not well-liked by his classmates.

At home, Jimmy’s parents consider him a handful. They report that he is ofteriulorget
and disorganized. They notice that he dislikes and avoids carrying out tasks that requi
continual mental exertion, such as homework. As a result of a vicious cycletbesta
activity, gets bored with the activity and then starts another activityodm is always
messy because he becomes engaged in a game only to drop it to start sonsethiitig el
parents report that they often scold him for not carrying out some task, although the
reason seems to be that he forgot rather than that he deliberately trigstteedefThey
also say that, out of their own frustration, they sometimes grab him by the shande

tell him to slow down because his hyperactivity is so severe.

Treatment: Work Completion (Behavioral Intervention)

It is recommended that Jimmy receive a behavioral intervention designepravéhis
work completion. Specifically, the school psychologist recommended a timer work
completion intervention, which will be run by Jimmy’s teacher. The timer inteoreigti
used in order to help Jimmy to better complete his work during independent work time.
The interventionnvolves modifying any questions or problems that may be too difficult
for Jimmy on the assignment, as well as using a timer to ensure that hetesrhjge

work in a timely fashion. Jimmy’s teacher will place a timer on Jitardgsk during any
independent seat-work time. She should then instruct him to begin completing his work
for that session, giving him five minutes to complete the first problem. If Jimmy
completes the problem before the timer gets to zero, he earns three minoteputec
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access that day during the “free time” period. The teacher should compdgtecitess

for each problem in his assignment, recording how many problems Jimmy coropletes
his Work Completion Chart. She also record the number of problems that he completes
correctly. This intervention is meant to target student’s off-task behaviomenmgése the
amount of assignments completed.

Treatment: Medication

It is recommended Jimmy also be treated with medication designed to targiéttdsk
behavior in school. Specifically, the doctor recommended Adderall, which will be given
to Jimmy every morning by his mother. Adderall is a central nervous systeufasit. It
affects chemicals in the brain and nerves that contribute to hyperactivithpotse

control. Adderall is approved by the US Food and Drug Administration (FDA) and is
used in order to help treat inattention, hyperactivity, and impulsivity in children,
adolescents, and adults. Adderall's effects are similar to other CNSastimaf the same
class and preparation that act by increasing levels of norepinephrinenserand
dopamine in the brain. The most common side effects include headache or dizziness,
sleep problems, dry mouth, diarrhea, loss of appetite and weight loss. Jimmy’s mother
will be asked to administer the doctor's recommended dosage of Adderall to him every
morning at breakfast time before he leaves for school. This medication is m&aget

and provide relief from ADHD symptoms such as hyperactivity, impulsivity, and
inattention throughout the day.

12. No label, 8 grade, Combined

Jimmy is an eleven year old student who is in the fifth grade. He is consideredexy by
inattentive, hyperactive, and impulsive. He has been evaluated by a School Psstholog
however he did not qualify as having Attention Deficit/ Hyperactivity isorAt

school, his classroom teacher has noticed that Jimmy rarely spends more than a few
minutes on a task without some interruption: He gets up out of his seat, rifles through his
desk, or constantly asks questions. Jimmy often begins a task, moves on to another, and
then turns to something else, prior to completing any one task. He is only able to
complete assignments and remain on task when he receives one-one-one attention. When
he does complete his assignments he completes them accurately. As seeltheisis
concerned since he almost never finishes his class work or homework assignments. H
gets easily distracted by the other students and at times is caught daygrieactass.

His inability to follow through on instructions has begun to frustrate and annoy his
classroom teacher.

Further, his peer relationships have been negatively impacted by his eaquailgive
interpersonal interactions. Jimmy has difficulty sustaining adequatgiatt to complete
tasks, group assignments, or play activities with his friends and peers. Whentogmple
assignments with classmates, Jimmy often blurts out comments or answerstidr
students are speaking. During playtime, he tends to interrupt or intrude on a game that is
already in process. He habitually leaves a game or activity befogeahp is finished

playing. Because he doesn’t often complete activities, Jimmy’s déssroften refuse to
work or play with him. As a result of his disruptive behaviors and inability to complete
poor work completion with peers, Jimmy is not well-liked by his classmates.
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At home, Jimmy’s parents consider him a handful. They report that he is ofteriulorget
and disorganized. They notice that he dislikes and avoids carrying out tasks that requi
continual mental exertion, such as homework. As a result of a vicious cyclethesta
activity, gets bored with the activity and then starts another activityodm is always
messy because he becomes engaged in a game only to drop it to start sonsethiitig el
parents report that they often scold him for not carrying out some task, although the
reason seems to be that he forgot rather than that he deliberately trigstteedefThey
also say that, out of their own frustration, they sometimes grab him by the sharde

tell him to slow down because his hyperactivity is so severe.

Treatment: Work Completion (Behavioral Intervention)

It is recommended that Jimmy receive a behavioral intervention designegravéhis

work completion. Specifically, the school psychologist recommended a timer work
completion intervention, which will be run by Jimmy’s teacher. The timer intepreigti
used in order to help Jimmy to better complete his work during independent work time.
The interventionnvolves modifying any questions or problems that may be too difficult
for Jimmy on the assignment, as well as using a timer to ensure that hetesrhjge

work in a timely fashion. Jimmy’s teacher will place a timer on Jitardgsk during any
independent seat-work time. She should then instruct him to begin completing his work
for that session, giving him five minutes to complete the first problem. If Jimmy
completes the problem before the timer gets to zero, he earns three minoteputec
access that day during the “free time” period. The teacher should compdgtecitess

for each problem in his assignment, recording how many problems Jimmy coropletes
his Work Completion Chart. She also record the number of problems that he completes
correctly. This intervention is meant to target student’s off-task behaviomenmgése the
amount of assignments completed.

Treatment: Medication

It is recommended Jimmy also be treated with medication designed to targiéttdsk
behavior in school. Specifically, the doctor recommended Adderall, which will be give
to Jimmy every morning by his mother. Adderall is a central nervous systeufast. It
affects chemicals in the brain and nerves that contribute to hyperactivithpotse

control. Adderall is approved by the US Food and Drug Administration (FDA) and is
used in order to help treat inattention, hyperactivity, and impulsivity in children,
adolescents, and adults. Adderall's effects are similar to other CNSastimaf the same
class and preparation that act by increasing levels of norepinephrinenserand
dopamine in the brain. The most common side effects include headache or dizziness,
sleep problems, dry mouth, diarrhea, loss of appetite and weight loss. Jimmy’s mother
will be asked to administer the doctor's recommended dosage of Adderall to him every
morning at breakfast time before he leaves for school. This medication is m&aget

and provide relief from ADHD symptoms such as hyperactivity, impulsivity, and
inattention throughout the day.
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Attribution Ratings

Please rate your response for each of the following questions on the designated scal
from 1 to 6. (Note: scales will be portrayed in on a continuum Likert fashion).

1. Locus: Do you think Jimmy’s behaviors are due to internal, personal
characteristics, or are external, environmentally controlled?
1-Completely due to internal causes
2- Almost completely due to internal causes
3- Somewhat due to internal causes
4- Somewhat due to external causes
5- Almost completely due to external causes
6- Completely due to external causes

2. Stability: Do you believe Jimmy’s difficulties are stable and longrigsir
unstable and temporary?
1- Completely stable
2- Almost completely stable
3- Somewhat stable
4- Somewhat unstable
5- Almost completely unstable
6- Completely unstable

3. Controllability: Do you believe Jimmy’s behavior is within his control, or outside
of his control?
1- Completely within Jimmy’s control
2- Almost completely within Jimmy’s control
3- Somewhat within Jimmy’s control
4- Somewhat outside his control
5- Almost completely outside his control
6- Completely outside his control

177



Teacher Beliefs 178

IRP-15: Please rate the intervention treatmentgatba following dimensions.

Please click the box which best describes youreageat or disagreement with each statement.

St oaaee Qi) S | e | o
for a childs prolembenavior ] & | BB | & | & |C
2. Most teachers would find this interventi:
appropriate for behavior problems in e | i i i [
addition to the one described.
changing the chidis behavior ) B | B | E | B | E |C
?éa:cvr\:glrjf suggest this intervention to othe O C » > o O
warrantuse of tismeenion 1 B E B | E | B |
Suttable for the behavior probiem desonby & | & | B | B & | C
i the classroomegtng. e BB B B | B |
negatve sdeefiecs ormechia. | & | B | B | B | B |C
Svariey ofenitren PPl e B B |
 have used in slassroomsetngs. | & | BB | E | E | O
eslietpritdicdiiuiel s SN o B I s BN I s B s BRI o &
oroblem behavior deserbed. | & | B | & & B |C
%Bt.erlvliekri(i:iome procedures used in this [ C o » > e
s chidts beravior oYM D e B B | E | C
15. Overall, this intervention would be [ o C [ - o

beneficial for a child.
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Prognostic Outlook

Given this case description and diagnosis please respond to the following questions
using a scale from 1 to 10.

"1" meaning extremely unlikely and "10" meaning extremely likely.

The child will develop adequate and appropriate peer relationships.

The child will develop adequate and appropriate relationships with family.

The child will develop adequate and appropriate relationships with school staff.
The child will obtain a high school diploma.

The child will obtain and hold a job for a reasonable length of time (1 year or
more).

The child will continue to be a disruptive force in the classroom.

The child will have problems with law enforcement authorities in the future.

. The child will need constant supervision by teachers to be successful in school.

agrwnE

© N

Please rate this item from 1 to 10 also. "1" extremely poor adjustment to réthekt
well
9. What is the child's overall level of adjustment?
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Knowledge of Attention Deficit Disorder Scale

Please answer the following questions regarding Attention-Defi@&kgctivity
Disorders (ADHD). If you are unsure of an answer, respond Don't Know (DK), DO
NOT GUESS.

True (T), False (F), or Don't Know (DK) (circle one):

1. T F DK

2. T F DK
3. T F DK

4. T F DK
5. T F DK

6. T F DK
7. T F DK
8. T F DK
9. T F DK
10. T F DK
11. T F DK
12. T F DK
13. T F DK
14. T F DK

Most estimates suggest that ADHD occurs in approximately 15%
of school age children.

Current research suggests that ADHD is largely the result of
ineffective parenting skills.

ADHD children are frequently distracted by extraneous stimuli.

ADHD children are typically more compliant with their fathers
than with their mothers.

In order to be diagnosed with ADHD, the child's symptoms must
have been present before age 7.

ADHD is more common in the 1st degree biological relatives (i.e.
mother, father) of children with ADHD than in the general
population.

One symptom of ADHD children is that they have been physically
cruel to other people.

Antidepressant drugs have been effective in reducing symptoms
for many ADHD children.

ADHD children often fidget or squirm in their seats.

Parent and teacher training in managing an ADHD child are
generally effective when combined with medication treatment.

It is common for ADHD children to have an inflated sense of self-
esteem or grandiosity.

When treatment of an ADHD child is terminated, it is rare for the
child's symptoms to return.

It is possible for an adult to be diagnosed with ADHD.

ADHD children often have a history of stealing or destroying other
people's things .
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15. T F DK Side effects of stimulant drugs used for treatment of ADHD may
include mild insomnia and appetite reduction.

16. T F DK Current wisdom about ADHD suggests two clusters of symptoms:
One of inattention and another consisting of hyperactivity/
impulsivity.

17. T F DK Symptoms of depression are found more frequently in ADHD

children than in non-ADHD children.

18. T F DK Individual psychotherapy is usually sufficient for the treatment of
most ADHD children.

19. T F DK Most ADHD children "outgrow" their symptoms by the onset of
puberty and subsequently function normally in adulthood.

200 T F DK In severe cases of ADHD, medication is often used before other
behavior modification techniques are attempted.

21. T F DK In order to be diagnosed as ADHD, a child must exhibit relevant
symptoms in two or more settings (e.g., home, school).

22. T F DK If an ADHD child is able to demonstrate sustained attention to
video games or TV for over an hour, that child is also able to
sustain attention for at least an hour of class or homework.

23. T F DK Reducing dietary intake of sugar or food additives is generally
effective in reducing the symptoms of ADHD.

24. T F DK A diagnosis of ADHD by itself makes a child eligible for
placement in special education.

25. T F DK Stimulant drugs are the most common type of drug used to treat
children with ADHD.

26. T F DK ADHD children often have difficulties organizing tasks and
activities.

27. T F DK ADHD children generally experience more problems in novel
situations than in familiar situations.

28. T F DK There are specific physical features which can be identified by
medical doctors (e.g. pediatrician) in making a definitive diagnosis
of ADHD.

29. T F DK In school age children, the prevalence of ADHD in males and
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31.

32.

33.

34.

35.

36.

37.

38.

39.

F DK

F DK

F DK
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females is equivalent.

In very young children (less than 4 years old), the problem
behaviors of ADHD children (e.g. hyperactivity, inattention) are
distinctly different from age-appropriate behaviors of non-ADHD
children.

Children with ADHD are more distinguishable from normal
children in a classroom setting than in a free play situation.

The majority of ADHD children evidence some degree of poor
school performance in the elementary school years.

Symptoms of ADHD are often seen in non-ADHD children who
come from inadequate and chaotic home environments.

Behavioral/Psychological interventions for children with ADHD
focus primarily on the child's problems with inattention.

Electroconvulsive Therapy (i.e. shock treatment) has been found to
be an effective treatment for severe cases of ADHD.

Treatments for ADHD which focus primarily on punishment have
been found to be the most effective in reducing the symptoms of
ADHD.

Research has shown that prolonged use of stimulant medications
leads to increased addiction (i.e., drug, alcohol) in adulthood.

If a child responds to stimulant medications (e.g., Ritalin), then
they probably have ADHD.

Children with ADHD generally display an inflexible adherence to
specific routines or rituals.
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Participant Information
Please complete the following:

Gender:
____Male
____Female

Enter your age:

Race/Ethnicity
____Caucasian
_____African American
____Hispanic
____Native-American
_____Asian-American

____ Other (please specify)

Number of years you have taught:
_ 1-5years

____6-10years

___11-20 years

____More than 20 years

What grade are you currently teaching?:
Kindergarten

____ TF'grade

___ 29%grade

___3grade

___4"or5"grade

Do you have a child who has been diagnosed with Attention-Deficit Hyperactivity
Disorder?

___Yes

__No
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