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James Lewis, Professor of Pediatrics at the Joan C. Edwards School of Medicine at Marshall University in 

Huntington West Virginia, is board certified in both pediatrics and neurodevelopmental disabilities. He 

developed the School Solutions ADHD Center at Marshall University and has a full-time practice 

specializing in treating children with school and behavioral problems using a parent-centered, 

multidisciplinary approach. 

Lewis organizes the book into 15 chapters. These chapters are preceded by an introduction and followed 

by an afterward, acknowledgments and notes- which list the resources and references used throughout 

the book, indexed by chapter as well as blank pages for readers to take their own notes. This is followed 

by selected resources for those interested in this topic and an index.  

After providing key ADHD information, Lewis focuses on anxiety, anger, sleep hygiene, tic disorder, 

constipation, disorganization and learning disability and autism spectrum disorder. He then carefully 

looks at external features that contribute to adverse childhood experiences, including toxic stress 

reactions and negative family relationships. He discusses the impact of both nature and nurture and 

looks at the developmental course of ADHD from preschool through adulthood. Lewis typically begins 

each chapter with a case vignette then uses that case to highlight important points made throughout 

that chapter. 

Lewis explains the children with ADHD often do not fit well into discrete categories. They do not tend to 

match up with school’s definitions of a good student, often defined as someone who sits quietly, follows 

rules, pays attention and memorizes facts which are later to be repeated. Often, children with ADHD are 

exuberant, have energy which is challenging to contain and wish to contribute ideas which often do not 

coincide with the lesson plan being developed. While well-meaning, these behaviors often cause 

misunderstandings and try the patience of both parents and teachers. Such challenges can interfere 

with positive peer relationships and, as a rule, have a negative impact on self-image. Parents are often in 

conflict as to the appropriate way to both love and discipline their children, which too often leads to an 

overreliance on negative behavioral strategies, bickering between parents and a generally unhappy 

environment in which to raise a child, or children. To add to the challenge, there is an overabundance of 

information on ADHD, much from knowledgeable sources but, sadly, too much from self-proclaimed 

experts who provide a great deal of confusing and often misleading, unproven information. Popular 

media and “Doctor Google” are an unending source of information that lacks validation is more based 

on opinion and belief (such as to never medication children or that all medication is bad) and whatever 

the current fad and miracle cure is making its rounds through the Internet and in print. Such guaranteed 
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cures, as diet, mindfulness exercises, computer programs, etc., typically lead to treatment failures which 

adds to parent’s frustration and anger.  

Lewis explains that parents often come to see him and complain that their child must have ADHD and 

something more. He agrees, saying that they typically have “too many doctors… too many medications… 

and too many complementary therapies. What he proposes as an alternative is a medically derived, 

problem-solving strategy to understand the complexity of ADHD and to increase the chances of 

successful intervention. 

Lewis states that ADHD is common, occurring in more than one out of 10 children. He notes that 

currently there is no recognized test to diagnose ADHD even though the FDA has approved one 

computer, EEG-based test which has content validity but no universal recognition throughout the 

medical community. While research has established that ADHD is a brain-based disorder and has 

identified a series of responsible genes and neurotransmitters, no conclusive, medically agreed-upon 

test has as yet been developed. From a psychological testing perspective, no computer based 

psychological or neuropsychological test has also been accepted as definitive in diagnosing ADHD. 

Computer based Continuous Performance Tests are often used, however, they have an inherent 

tendency for false positives when there is any limitation in motor skill or visual pursuit skills. That said, a 

comprehensive neuropsychological or psychoeducational assessment, completed by a trained and 

experienced clinician can often rule out other disorders that look like ADHD. Too often, ADHD is only 

diagnosed using checklists which also opens the door to false positives. (Editor’s note: A comprehensive 

test able to rule out anxiety disorders, nonverbal learning disabilities, depression and other challenges 

that can appear to be ADHD can be enormously helpful because the diagnosis of ADHD is best made on 

ruling out all other factors.)  

ADHD often exists with compounding and confounding factors such as learning disabilities and 

behavioral challenges. The very fact that ADHD creates a challenged life circumstance for any child can 

also add both mood and anxiety difficulties to the affected child’s presentation. Due to this complexity, 

Lewis recommends the creation, with parents as the guiding force, of a team of medical, educational 

and behavioral specialists, noting that this book is meant to help parents achieve that goal. He reviews 

“inside” or endogenous complicating factors as well as “outside”, exogenous factors which must be 

considered in making any ADHD diagnosis. 

Lewis’s first chapter regards medical problem-solving, beginning with making sure that ADHD is the real 

issue at hand. He provides a flow diagram for good medical problem-solving, beginning with a review of 

the chief complaints, the taking of a comprehensive history, obtaining any necessary lab work coupled 

with a physical exam. This leads to a working diagnosis, a trial of therapy and follow-up where the 

efficacy of treatment is reviewed and either enhanced or modified, depending on outcome. From the 

many histories that he has obtained, Lewis lists the typical, chief complaints parents report regarding 

ADHD including failing to stay in one’s seat, not finishing school work, failing or falling grades, not 

turning in assignments, impulsivity, challenged emotional control, increased irritability, challenge with 

parental relationship, poor self-esteem and, in some cases, poor social skills. Lewis follows these gross 

categories with examples of very specific behavioral data obtained from parents which include such 

discrete things as dropping pencils, writing on the desk or chair, taking shoes on and off, laughing out of 

turn, multiple pencil sharpening, playing with manipulable objects, and many, many others. Lewis 

explains that the symptoms of ADHD cannot be fleeting, that they must occur over at least a six-month 



time span. In reality, unless the child is very young and since ADHD is developmental disorder, 

symptoms should not appear at a later age but be present from the start. ADHD symptoms must occur 

in many (at least two) different environments. Symptoms of ADHD have gender differences which are 

reviewed, and symptoms must occur at a frequency and intensity that impairs functioning. 

Lewis highlights his protocol by selecting one patient and takes us, step-by-step through his diagnostic 

process from the initial interview with the child and then with parents through his physical exam, the 

review of lab work and then his interpretive and diagnostic conference with the parents. This chapter 

gives parents a good idea of what an appropriate medical workup would best look like. 

On numerous occasions, Lewis notes that ADHD is always complicated. He spends one chapter taking 

parents through problem-solving strategies to identify and potentially deal with complicating conditions 

and circumstances that might exist either at home and at school or, as is often the case, in both settings. 

Lewis presents a simple, yet thorough approach involving goalsetting and management of the organized 

team of experts. While he describes ADHD as complex, he suggests strategies which simplify his 

problem-solving approach. He sees ADHD children as both highly sensitive and highly reactive. Such 

children are affected by both internal and external factors and it is often helpful to gain insight into such 

triggering factors. Goals can focus on both academic and relationship issues and, once goals are 

established, the selection of the expertise needed can be more easily ascertained. Goals involve the 

selection of physicians, neurologists or developmental pediatricians as well as educational specialists 

and counselors. Trained mental health specialists often need to be included to deal with the emotional 

impact of ADHD and include provision of executive functioning enhancement strategies and behavioral 

and developmental training. 

Medical personnel are needed to determine the safety and effectiveness of any medication(s) used. 

Stimulants have been proven to be the first line and gold standard of medical intervention. While there 

are two subsets of medication, methylphenidate (Ritalin and its variants) and amphetamines (Adderall 

and its variants), both are structurally similar. (Editor’s Note: amphetamines work on both the dopamine 

and norepinephrine transport systems while methylphenidate involves only the dopamine transport 

system). Stimulants have been available for over 80 years are among the most thoroughly study 

medications. Their efficacy and safety have been thoroughly documented in many replicated studies. 

Unlike some medications, stimulants repair a biological imbalance to improve behavior rather than 

function to suppress behavior. Because they restore a more appropriate homeostatic balance of 

neurotransmitters, this mechanism of action reduces concerns over safety. Stimulants were originally 

available only short-acting form. The addition of longer acting delivery systems has increased the utility 

and effectiveness of these medications. Adverse reactions are rare, but side effects do occur frequently. 

Lewis notes that the consequences of not treating ADHD must be weighed against the risks and benefits 

of their use. From a side effect standpoint, Lewis notes that stimulants affect both the brain and heart. 

Classic side effects are the reduction of appetite and, for some, insomnia. Reduction in appetite is often 

offset by providing a high calorie, protein-based breakfast and, a full dinner when appetite tends to be 

returning. For most, insomnia is not persistent. Chronic irritability, and irritability which increases as 

medication is wearing off often needs to be managed. In terms of coronary effect, stimulants tend to 

produce an increase in heart rate of 5 to 10 bpm and an increase in blood pressure by 1 to 2 mm/Hg. For 



children without heart defects these tend to be inconsequential. Because of these effects, a good 

medical workup prior to initiating pharmacotherapy is always part of good practice. 

Many parents are concerned, since stimulants are controlled medication, that stimulant use is a 

doorway to substance abuse. Lewis could spend more time on this issue as the data is clear that children 

who are not appropriately medicated have a much higher probability of substance abuse when 

compared to those appropriately treated with stimulant medication. It is often said that the side effects 

of not using medication are often far direr than the consequences of using medication. (Editor’s Note: 

Failed relationships, school underachievement, drug and alcohol abuse and heightened involvement 

with law enforcement are higher in nonmedicated children.) 

Lewis explains that the age of onset of challenging symptoms often gives insight into the type of 

underlying disorder that must be identified. Autism spectrum disorder (ASD), if severe, tends to be 

identified during the first three years of life. ADHD tends to be identified between four and seven years. 

Anxiety disorders tend to emerge between ages six and 12 while depression tends to most typically 

appear between the ages of 13 to 16. Bipolar disorder tends to be more clear in individuals 16 years and 

older.  

Just as ADHD tends to impact about 11% of children, anxiety disorders tend to impact between 10 and 

12% and is highly comorbid in children with ADHD. Lewis believes that the rate of comorbidity can be 

over 50%. He notes that anxiety should be considered when children do not respond fully to stimulant 

medication or, if there is a family history of anxiety. He notes that in children, rapid eye blinking, facial 

twitches, repetitive behavior such as clearing the throat are common coexisting conditions with ADHD 

and worsen with increases in stress or anxiety. He notes that children who are sensitive to texture, how 

their clothing feels, what foods they will or will not eat, what touches their skin or palate or in children 

who follow strict routines or rituals may have OCD worsened by anxiety. Some of these behaviors, 

especially those that are more sensory may be involved with sensory processing disorders, but this is not 

covered by Lewis. Lewis accurately points out that children with anxiety often have amplified aches or 

pains, sleep or eat poorly, are always tired and can have unpredictable losses of behavioral self-control. 

Lewis presents a five-point management system which essentially involve psychoeducation, relaxation 

training, motivational preparation, exposure and then reinforcement and encouragement. Medications 

used to treat anxiety disorders are briefly noted. 

In discussing anger, Lewis begins by discussing temperament, reviewing activity levels, rhythmicity of 

symptoms, introversion vs. extroversion and flexibility, which is seen as a child’s ability to adapt to 

changing environments. Intensity of reactivity, persistent mood, duration of attention and persistence of 

focused activity are discussed as well as distractibility and sensory sensitivity. Disorders of disruptive 

behavior and oppositional defiance (ODD) are explained and contrasted to conduct disorder and 

disorders of disruptive mood regulation, such as bipolar disorder. Medical strategies, educational 

interventions and interventions meant to focus on self-control and emotional stability and then detailed. 

From a psychological standpoint, parent training, parent-child interaction therapy, family therapy, 



multisystemic therapy and collaborative problem-solving approaches are noted together with guidelines 

for parents to manage ODD. 

Lewis considers good sleep so critical that he devotes an entire chapter to it, noting that 75% of children 

or adolescents with ADHD will have sleep disturbance. Sleep onset difficulty, restless and interrupted 

sleep and poor-quality sleep have all been found in children suffering from ADHD. Lewis reviews good 

sleep hygiene together with the need to establish a regular sleep schedule and regularized routines 

leading up to sleep. Lewis believes that typical internal stimuli such as tiredness, yawning, blinking, etc. 

are often lost in youngsters with ADHD, as there are so many alternative, conflicting and distracting 

thoughts and emotions. He discusses stabilizing the transition from waking to sleep and the 

establishment of a consistent wake-up time. He provides an 11-item guide to solving sleep problems and 

additionally explains that the primary cause of sleep disturbance in ADHD is not based upon the side 

effects of stimulant medication but is a function of the underlying ADHD itself. He strongly encourages 

provision of a good breakfast and good morning light. He adds that that 3 mg or less of melatonin can be 

a helpful adjunct to sleep training. 

Lewis combines into one didactic chapter the management of both nervous tics and constipation. Lewis 

states that tics occur in almost half of all children with ADHD, wax and wane, usually disappear by 

themselves and are typically exacerbated by stress and anxiety. He believes that it is often important to 

simply ignore their presence if they are not overly disruptive. He explains that tics do not need to be 

corrected and informs parents that, simply because a child can volitionally stop tics in the short-term, 

that does not mean they can eliminate them in the long run. He does suggest recognizing the discrete 

stimuli that worsen tics and also suggest coaching children to use increases in self-control to suppress 

tics, but only in the short-term. He proposes use of relaxation and distraction strategies for those 

youngsters who have an awareness of tic onset and also recommends behavioral substitution such that 

rather than trying to eliminate tics that they be transformed into a less concerning behavior. All 

strategies mentioned require the cooperation and follow-through of the child.  

As it pertains to encopresis and constipation, Lewis explains that almost 20% of children treated in his 

programs present with functional constipation. As with sleep, children with ADHD often do not pay 

sufficient attention to the proprioceptive stimuli related to using the toilet. As is the case throughout 

the book, he presents a parent’s guide using nine pointers to deal with toileting issues. 

Lewis states that almost 3 million school-age children in the United States are dealing with a learning 

disability (LD). LD exists in almost 10% of all children and is often comorbid with ADHD. Appropriately, 

Lewis explains that reading disability and dyslexia or not the same, with dyslexia being more precisely 

defined as a reading disorder caused by a brain difference in processing written words as opposed to 

auditory or visual perceptual problems. Children with dyslexia use alternative areas of the brain when 

reading rather than the more typical left hemisphere sites, leading to sight word recognition, decoding 

and spelling difficulties. Dyslexia has a strong genetic component and more severely affects males than 

females. Interestingly, there is often cooccurrence of dyslexia, ADHD and high IQs with gifted abilities in 

math, the arts, sports or hands-on activities. ADHD with comorbid LD clearly needs a multidisciplinary 



team due to the medical, psychoeducational and psychological consequences that occur with LD and 

need a multifaceted treatment. A 12-point parent’s guide to LD is provided. 

While 10% of all children may have ADHD and 10% of all children may have LD, only 1% present with 

autism spectrum disorder (ASD). As with LD, ASD is four times more prevalent than males where it 

reaches an almost 2% penetration as opposed to females were occurs in .025%. Lewis reviews the 

genetic and environmental risk factors associated with ASD and follows this with information regarding 

the diagnosis of this disorder. ASD has many coexisting conditions such as sleep disorder, speech and 

language disturbance, ADHD, intellectual disability, disruptive behavior, anxiety or depression and 

others. A 10-point parent’s guide is included highlighting the need for comprehensive care. 

While toxic stress and childhood trauma typically do not create ADHD, such issues certainly can produce 

learning problems and complicate or worsen ADHD symptomatology and comorbidities. Stress as it 

occurs in normal life typically is not pathological. Most individuals can develop healthy coping skills and 

realistic self-control procedures. Adverse childhood experiences and toxic stress are often correlated 

with poor prognosis for adults in that they are corelated with heart disease, liver disease, intimate 

partner violence, suicide attempts, alcoholism, drug use, smoking, heightened increase of sexually 

transmitted disease, unintended pregnancy, increased risk for sexual violence, academic 

underachievement, poor work performance and financial stress. The interactions between the brain and 

the environment is briefly discussed together with how stress produces unhealthy changes within our 

brain. Lewis provides a five-point guideline to dealing with adverse childhood experiences and also 10 

points of advice from the American Academy of Pediatrics. 

There is a reciprocal relationship between behavior and the brain with alterations in the brain affecting 

behavior but, alterations in behavior also positively affecting the brain. This is the basis behind the 

efficacy of many behavior therapies. In discussing environmental factors, Lewis reviews the impact of 

the home, school, social environment, birth as it pertains to low birth weight and prematurity, and 

genetics. The 10 principles presented in this chapter are important in that, he reviews the reality that 

the diagnosis of ADHD requires a comprehensive multifaceted assessment. He reviews the brain-based 

biological reality of ADHD and reviews many coexisting conditions that increase risk of poor outcome if 

ADHD is not identified and treated. He makes the most important point that “DNA is not destiny”, 

stressing that family history does not guarantee future negative behavior if appropriately managed. 

While the environment has an undeniable role influencing behavior, the creation and provision of a safe, 

nurturing and stable environment is a necessary basis for the provision of any helping program or 

treatment.  

The odds of having a child with ADHD can be reduced by healthy living, including good nutrition, and the 

avoidance of substance abuse, whether it pertains to alcohol or drugs and smoking, especially during 

pregnancy. Lewis reviews that there is no single cause of ADHD and no single treatment. The most 

medically appropriate treatment is the utilization of stimulants and that nonstandard, complementary 

or alternative “New Wave or New Age” treatments must be approached with caution. 



Lewis provides a very helpful book which can guide parents who are trying to understand and help their 

children who may have been diagnosed with ADHD. This is a down to earth, easy read, full of the basic 

information that parents need. While it cannot be recommended as an academic text, it can be a highly 

recommended book to suggest to parents trying to do the best for their children with ADHD. 
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