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Abstract

An innovative school-based teleheaith technology
was infroduced in Hawail with the purposes of. (1)
evaluating students for medical/developmental con-
ditions with educational implications, (2) providing
a professionally-monitored Internet-based system
of learning/development, and (3) delivering medi-
cally-based physical and occupational therapy atthe
student’s school. Electronically recorded satisfac-
tion surveys from parents, teachers, and providers
revealed significant improvement in all three areas.

Introduction

Many school-aged children have medical/develop-
mental conditions that affect their ability to learn
and to succeed in school. Included are: Attention-
Deficit/Hyperactivity Disorder, autism/pervasive
developmental disorders, and specific learning dis-
orders. These conditions impact both the medical
and educational domains, as the evaluation for the
conditions generally rests with the medical/psycho-
logical professionals, while intervention affects, and is
the primary responsibility of, the educational system.
Physician evaluation of these children is often inef-
ficient, inadequate, and/or unavailable foranumber of
reasons, including: (1) Physicians vary in their level
of training, experience, and comfort in dealing with
these conditions; (2) Even for an experienced and
motivated physician, the time constraints imposed by
a busy office practice may limit the ability to provide
a thorough evaluation: (3) Office-based evaluations
and follow-up visits require repeated absences from
school, further impeding the child’s educational
progress; and (4} There is a lack of consistency and
quality control in the evaluation process.

This is particularly relevant to military dependent
childrenin Hawaii. The Department of Defense (DoD)
considers Hawaii to be an Outside the Continental
United States (OCONUS) location, and therefore
tours of duty in Hawaii are considered overseas tours.
But Hawaii is unique among OCONUS duty areas

because of the relatively high level of available medi-
calresources. Furthermore. the military’s Exceptional
Family Member Program (EFMP) requires that the
availability of services for dependents with special
needs must be considered in determining a service
member’s duty assignment. Therefore, a service
member who has a child with special medical or
educational needs may be more likely to be assigned
to Hawaii for an overseas tour than to other overseas
locations with fewer medical resources. Addition-
ally, there are no Federally-run schools for military
dependents in Hawaii; all military dependent children
who attend public school in Hawaii are enrolled in
the State Department of Education (DOE) schools.
The educational system in Hawaii has been criticized!
in the past for a lack of responsiveness to parents’
concerns regarding the availability and quality of
intervention services for children with disabilities. In
addition, because the military represents a significant
portion of the population in Hawalii, and particularly on
Oahu, factors that affect military dependent children
can have an appreciable effect on the school system
statewide.

In March of 1999, a request was made of the Com-
mander, Tripler Army Medical Center (TAMC) to help
in the provision of services to special needs students
who were dependents of active duty personnel in the
State of Hawaii. Congressional funding provided the
basis of a research / demonstration project entitled
“Augmentation of Special-needs Services and Infor-

mation to Students and Teachers (ASSISTY”. Prior
to any intervention, a thorough Needs Assessment,

was carried out with careful collaboration between
the Departments of Education, Health, and Defense,
and the University of Hawaii. This collaborative ef-
fort identified three areas of greatest need for military
dependent special-needs students in Hawaii. The
Needs Assessment also provided a baseline for the
project’s outcome measures.




The three identified areas of need became the three major com-
ponents of ASSIST:
1. Evaluation of children suspected of having one of the four most
common medical diagnoses that affect a student’s ability to learn in
school and require specific educational planning. These diagnoses
are: Attention-Deficit/Hyperactivity Disorder (ADHD), Auditory
Processing Disorder (APD), Autistic Spectrum Disorder (ASD), and
dyslexia. The survey also found a need to decrease the amount of
time that these children spend out of school for evaluation, treat-
ment, and monitoring of their medical condition.
2. The development of an educational web site with professionally-
monitored website linkages to various educational/developmental
sources of information for providers, parents and teachers of children
with special needs.
3. The delivery of school-based. medically-indicated physical and
occupational therapy intervention at the school, so as to limit edu-
cational/classroom interruptions.

Each of the three components of the project had specific objectives
and anticipated benefits. Component I, the evaluation of medical
conditions with educational implications, had three objectives:

1. To demonstrate that children with these conditions could be
evaluated using telemedicine, thus minimizing time away from
school,

2. To improve parental satisfaction with the child’s education-
al experience, and with the diagnosis and management of the
medical condition,

3.To decrease the number of classroom problems and interrup
tions attributable to the medical condition atfecting the child’s
education by providing early detection and intervention,

The anticipated major benefits of this aspect of the project in-
cluded:

= Less time spent by the families visiting physicians or other pro-
fessionals in order to make the diagnosis,

» An expedited evaluation process compared with standard meth-
ods,

» Creation of a remotely-accessible store-and-forward video of
the child in the classroom setting as a valuable diagnostic tool,

+ Development of educational presentations for students and
teachers (initially focusing on learning disabilities), with an
emphasis on understanding and acceptance of children with
special needs.

The major objective of Component 2, development of a web site,
was to provide parents, teachers, and health care professionals with
a reliable, thorough, single source of information on educationally-
relevant medical and developmental conditions. The primary goal for
the website was to create a professionally-monitored Internet-based
system of learning/development, including a central source of links
to wehsites that would be rated and monitored by the professional
staff of the project (psychologists, social workers, developmental
pediatricians, occupational and physical therapists). The links needed
to be accessible via the same portal that the parents and profession-
als use to access the ASSIST evaluation and feedback system. The

development of this learning center resulted in over 100 links to
internet websites, in the following categories: Advocacy, Autism,
Behavior Problems/ADHD, CAPD, Disaster-Related Anxiety, Fed-
eral/Military, General Information. Genetics, Learning Disabilities/
Early Intervention, Motor Development, Physical Disabilities, and
Unique Military-Related Information.

Component 3, the defivery of medically-based physical and oc-
cupational therapy, had two major objectives:
1. To improve the children’s quality of life, and
2. To increase patient, family and provider satisfaction.

The benefits included the ability to:

» Provide medically-indicated occupational and physical therapy
services in the classroom setting,

» Allow occupational and physical therapy assistants to provide
services in the schools, using electronic, web-based supervision
by fully-trained pediatric occupational and physical therapists.

« Reduce absenteeism, and augment the student’s educationally-
based occupational and/or physical therapy services.

Methods

Theresearch was approved by the TAMC Institutional Review Board
and Human Use Committee, and consents were obtained from parents
and assents from the students participating in the study. Schools
on federal property were chosen due to their high percentage of
military students (most over 90%). All students were referred for
evaluation through the Student Services Coordinator (SSC) at their
respective school, and were entered onto the secure Project ASSIST
website. Students at all 9 of the Hawaii Department of Education
schools located on federal property were eligible for services from
Project ASSIST; however, certain conditions needed to be met in
order for children to participate in the research study. For Compo-
nent 1, only children never previously evaluated / diagnosed with
one of the four medical conditions were enrolled in the research,
secondary to difficulties discontinuing medication or other services.
In Component 3, only children who had educationally mandated
OT and/or PT on their Individualized Educational Plan (IEP) were
enrolled in order to determine if the addition of medically indicated
OT and/or PT services would improve their quality of life and par-
ent/provider satisfaction.

Component 1: Medical Conditions with Educational Implica-
tions. The four educationally relevant diagnoses were approached
in the following manner.

For children suspected of having ADHD, we identified a set of
questionnaires that were already being used in our institution’s
ADHD evaluation clinic, and adapted them for use in an interactive
electronic format. The questionnaires included the Comprehensive
Behavior Rating Scale for Children (CBRSCY, School Situations
questionnaire, ADHD Rating Scale, ADHD Comprehensive Teach-
ers/Parents Rating Scales (ACTeRS), Home Situations Question-
naire, and marital and depression scales for the parents. Some of
these questionnaires had been developed in our facility, some were
“freeware”, while the CBRSC and ACTeRS were commercially
available. These questionnaires are included as appendices. For
copyrighted questionnaires, we obtained permission from the pub-




lishers to allow us to develop an electronic version.

We then set up a secure website with password-protected access.
When a teacher or parent identified a student as having difficulties at
home and/or in the classroom that could be an indication of ADHD,
ASSIST or school personnel informed the parent about the project
and assigned themn an identification code and password to enable
access to the site. The parent and teacher then completed the gues-
tionnaires on-line. Once each questionnaire was submitted, it could
notbe recalled or modified. Atno time were the responses of parents
or teachers available to each other. Response data was electroni-
cally tabulated, with standard scores and/or T-scores recorded on a
data summary sheet. The specific questionnaire answers and data
summaries were then accessible to ASSIST personnel, including
psychologists and developmental pediatricians,

An additional benefit of the online questionnaires for our military
dependent population was that parents who were deployed from
Hawaii, or otherwise inaccessible, could still provide information
on their child by using the website.

In order to provide a form of direct observation of the child, we
used a small video camera in the child’s classroom t compare the
child’s in-classroom behavior to that of an adjacent control student
{(student assent and parental consent were obtained from the control
studentand parent respectively withoutidentifying the identity of the
subject student). The camera was connected to the school’s Local
AreaNetwork (LAN), and was controlled from aremote location via
the LAN. A I5-minute store-and-forward video-clip of the child’s
{and control’s) behavior during individual deskwork was recorded
to allow for observation of distractibility and impulsiveness in the
classroom setting. This was used in licu of the method used by our
existing ADHD evaluation clinic, in which a child is asked to per-
form a standardized “pseudoacademic” task for 15 minutes, while
being monitored by a trained observer.

Control satisfaction surveys were obtained from the parents of
students being evaluated through the ADHD clinic at TAMC. Most,
but not all, parents were willing to serve as controls.

If the teacher felt the student had difficulties primarily in the
areas of speech / language and socialization, an assessment for an
Autistic Spectrum Disorder was initiated, using the DoD Clinical
Pathway; an assessment tool adapted from the recommendations of
a multidisciplinary task force?,

Students were screened for Auditory Processing Disorders using
specific on-line questionnaires. If results were suggestive of the
diagnosis, screening intellectual/academic testing was done. I those
results were also compatible with APD, the child was referred to an
audiological specialist for further assessment.

If a student was experiencing reading difficulty but was not identi-
fied as having a Specific Learning Disability (SLD) on standardized
testing by the DOE, or if the student was still having difficulties and
suspected of having dyslexia despite special education interven-
tion. specific online questionnaires were completed by parents and
teachers, and a child psychologist carried out a full evaluation for
dyslexia.

Research for Aspect | centered on two distinct areas: (1) Parents’
satisfaction with the evaluation process, including accessibility,
ease, and timeliness, and (2) comparison of behavior problems in
the classroom before and after the evaluation. To accomplish this,
S-point Likert scale parent satisfaction questionnaires (Appendix

1) were contrasted using T-tests comparing the means between
students being evaluated for any of these diagnoses at the target
schools versus the currently functioning Developmental Pediatrics
ADHD clinic at TAMC.

To assess whether the evaluation process made a difference in the
student’s functioning in the classroom, parents and teachers were
asked to complete two commonly used surveillance questionnaires
for treatment efficacy: the ADHD Comprehensive Teacher Rating
Scale (ACTeRS) and the ADHD IV Rating scale (a 4-point scale of
severity composed of the 9 mattentive and 9 hyperactive/impulsive
criteria listed in the Diagnostic and Statistical Manual of Mental
Disorders - DSM-1V) (Appendices 2 and 3). Each child served
as his/her own control (pre- vs. post-evaluation classroom behav-
fors).

Component 2: Website Development for a CSPD. Visitors
to the site were queried as to whether they were a parent, teacher,
or provider of services, to then asked to complete a simple four
question pop-up survey as they exited the site. The four questions
were:

+ Did this website provide you with more credible/useful infor-
mation than other sites you have visited?

* Was the information on this site up-to-date in comparison to
other sites you have visited?

» Was this website easier to use than other sites?

* Would you recommend this site to others?

Component 3: Provision of medically-based occupational
and/or physical therapy. Objectives and outcomes were established
prior to the provision of services. Parent and teacher questionnaires
were developed (Appendix 4) using a 5-point Likert scale, and were
administered before and three months after the initiation of services.
Each child served as his/her own control. Parents were given the
entire questionnaire, while teachers were asked only the first eight
questions. Results of pre-and post-intervention questionnaires were
analyzed using the Student T test.

Results

Component 1: Evaluation of Medical Conditions with Edu-
cational Implications:
Asofthe end of April 2004, 399 students have been referred and 508
evaluations have been completed for students suspected of having
medical conditions with educational implications. Of these, 172
were referred for an evaluation of an ADHD and met the criteria
for participation in the research. Of these 84 completed satisfaction
questionnaires. Table | compares the parent satisfaction survey
results between students evaluated through ASSIST and students
evaluated through the Tripler ADHD Clinic. The survey results were
overwhelmingly positive. On 10 of the 20 guestions, the increase
in parent satisfaction was highly significant (p<0.01}. The most
significant findings included satisfaction with timeliness, referral
process, forms, location of the evaluation, and the evaluation itself.
The parents also felt they were better able (o enjoy and advocate for
their child. There was only one question in which ASSIST parents
reported lesser satistaction than the parents who had gone through
the standard ADHD clinic evaluation; that being the understanding
and use of medication for an ADHD.




We also compared the teacher’s perception of the child’s behavior
in the classroom before and 3 months after the evaluation, using
the ACTeRS and ADHD-IV questionnaires. These results are sum-
marized in Tables 2 and 3. Note that the ACTeRS is designed in
such a way that post-treatment minus pre-treatment improvement
in a child’s behavior 1s reflected by positive scores in Attention and
Social Skills, but negative scores in Hyperactivity and Oppositional
Behavior. Also, treatment of a child who is diagnosed as having
ADHD is individualized, and determined by the child’s physician
and the family, so these results do not reflect whether or how the
child was treated for the condition.

Component 2: Website Development for a CSPD. As of the
first of June 2004, there have been 566 pop-up surveys com-
pleted. The four questions asked and the percentages of respondents
answering “yes” to the questions are included in Table 4. Overall,
greater than 84% of the respondents answered “yes” to each of the
four questions.

Component 3: Provision of Medically-Based Occupational
and/or Physical Therapy. The results of the pre- and post-in-
tervention questionnaires completed by teachers and parents are
summarized in Tables 5 and 6. For the parent questionnaires, every
question showed a significant positive change (p<0.05), and for 5
of the 8 questions the change was highly significant (p<0.01). For
the teacher questionnaires, all of the changes were positive, butonly
three were statistically significant.

Discussion

Itis important to realize that significant stressors for military person-
nel have been present since September 11, 2001, with a significant
number of military personnel deployed in the Global War on Ter-
rorism to Iraq and Afghanistan. Because of this, it was anticipated
there would be an overall decrement in satisfaction questionnaires,
particularly those dealing with quality of life issues. Surprisingly,
this was not the case.

Component 1: Medical Conditions with Educational Implica-
tions. The parent and teacher satisfaction questionnaires indicate a
significant improvement in the satisfaction of the evaluation process
at Target Schools compared to a long-standing ADHD clinic at
Tripler AMC, despite a similar evaluation process in place at both
locations. The major improvements were in timeliness, accessibil-
ity, availability of school-based evaluations, and ease in accessing
the evaluation process.

Since one goal of the project was to make the diagnosis of ADHD
nore efficient and streamlined for families by doing the evaluations
in the school and on line, we would have predicated that the ASSIST
parents would report increased satisf i

action on questions dealing
with timeliness and location of the evaluation. This was in fact the
case. In addition, an unexpected benefit was that the parents also
showed significantly improved satisfaction (compared with those
going through the standard ADHD clinic) on guestions concerning
the benefit of the recommendations, their ability to advocate for
their child, and their enjoyment of the child after the completion of
the process. This could be due to a “halo effect” from the increased
parental satisfaction with the process, or it could represent a benefit
of the improved efficiency of the evaluation. Since the treatment
of ADHD was left to the family and physician of each individual
child, the questionnaire resulis did not reflect whether or not the

child had received medical treatment for ADHD. The only area in
which improvement was not noted was in a thorough understanding
of medication. The TAMCADHD program has a very detail-oriented,
educational system in place to ensure understanding of the types
of medication, effects, side effects, timing and duration of action
of medications used for ADHD, which was not necessarily present
when children were referred to their primary care physician/care
manager for medical intervention.

The classroom behaviors as rated on the ACTeRS and ADHD-1V
Rating Scale indicate that there was improvement in all behaviors
rated on the ACTeRS. The improvement in attention on the ACT-
¢RS scale was significant at a p value of <0.05. This is especially
encouraging because impairment of attention is the most important
obstacle to learning in the classroom. Social skills and oppositional
behaviors also improved, though not at a statistically significant
level. Improvement in these traits may take longer than in atten-
tion or hyperactivity. It might be interesting to repeat the ACTeRS
questionnaires at six months to one year following the evaluation:
however, the mobility and transience of military families make this
impractical in this population.

The least amount of improvement on the ACTeRS was in the
area of hyperactivity. This is somewhat surprising, since reduction
of hyperactivity is often one of the most rapid and reliable effects
when children with ADHD are treated with stimulant medication.
One possible explanation is that some of the children may not have
started medication at the time of the follow-up study. either because
they had not yet had an appointment with their physician, or because
their families had decided not to initiate medical treatment. A lack
of medical intervention would not explain the improvement in at-
tention, however that measure could have been due to other factors,
for example classroom placement, and a better understanding by
the teacher of the student’s medical condition.

The ADHD-1V rating scale revealed an improvement in all aspects,
both attention and impulsivity/hyperactivity. None of the improve-
ments achieved a p value of <0.05. Like the ACTeRS, there was less
significant change in the hyperactive/impulsive criteria, although
improvement was documented in all criteria.

Component 2: Website Development for a CSPD. With so
much information available on the Internet, and so few ways to
determine its bias, accuracy, or scientific validity, we felt it would
be helpful to provide a website that filters and professionally
monitors other websites that deal with children’s disabilitics and
educationally-related disorders. Teachers, parents, and therapists
all reported that they found our site beneficial. Each of the three
groups made positive comments regarding the utility and benefit
of the site. Occupational and physical therapists had a somewhat
lower rate of positive responses concerning their personal use of the
site, perhaps because they have already determined their own list of
discipline-specific “favorite” sites. Still, 85% of therapists said they
would recommend the site to others. The question dentifying the
respondent as a parent, teacher or provider was not asked when the
site was first developed,. As it was impossible to correctly identity
those 210early respondents, they were placed in the category “other”.
Although it is still possible to respond as “other”, there have been
only 19 who have chosen that category, suggesting the majority of
visitors to the site are parents and teachers, the population identified
as benefiting from such a website filter/monitor,




Component 3: Provision of medically-based occupational
and/or physical therapy. The responses of parents and teachers to
the questions regarding their satisfaction with the services provided

by ASSIST were uniformly positive.

parent questions relating to services were all (100%

The pre- vs. post-intervention
o) statistically

significant at a p-value = <0.05. Teachers rcspundad positively to
three out of eight of the questions at a statistically significant level.
Both of the questions dealing with delivery of services to students

(amount of service and availability
significant. The questions dealing
of how to access services for their

of therapist) were statistically
with the teachers’ knowledge
students were not statistically

significant; suggesting that teachers know how to access services,
but are unable to obtain the degree of service they felt their student

needed.
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Appendix 1.— Parent Questionnaire of Satisfaction with the
Evaluation

Acollaborative effort of the Department of Defes"se Department of Education, Depart-
meni of Health, Pacific Telehealth & Technology Hui, and the University of Hawall.
Project ASSIST / Pacific Telehealth & Technology Hui wants your honast opinions on
the ease or difficulties you have expsrienced in gefting your child/student evaluated.
There are no right or wrong answers,

Pareni(s} fo Complete

For each question, check the box that best describes the situation

Q1) How long did it take from the Initial referral to starting an evaluation for a medical
condition with dea’ama impfications?

Less than one week

One fo two weeks

Two weeks fo one month

One fo two months

Greater than 2 months

L.LLL,L.
m;mwm»

(2} How long did it take from the initial referral to completing the evaluation for such

a medical condition?

Q4) How satisfied are you with the referral process?
| am very dissatisfied,

d 1
a2
4 3 |am neither satisfled nor digsatisfied.
4

1 5 Fam very satistied.

Q5) How satis

ation?
d1

fled are you with the forms you were asked to complete for the evalu-
I am very dissatisfied.

I am neither satisfied nor dissatistied.

| 'am very satistied.

(6} How satisfied are you with the location of the evaluation?
1 tam very dissatisfied with the location (distance too great or location not con-

venient).
J 2
3 1am neither satisfied nor dissatisfied.
a4
45 lamvery satisfied.

(37) How satisfied are you with the evaluation done for your child's condition?

1 1 1am very dissatistied with the length, sase, and type of questions asked.
a2z

a4 3 1am neither satisfied nor dissatisfied.

4

3 5 lam very safisfied.

Q8) How beneficial were the recommendations for your home?

4 1 The recommendations are irrelevant, impractical and not able fo be imple-
mented.

42

3 The recommendations are somewhat helpful, and some should be incorpo-
rated.

a4

1 5 The recommendations are both practical and are able to be implemented.

(8) i your child is currently on medication for attention or hyperactivity, do you under-
stand the medication(s}?

- 1 tdon't understand the medication(s}

gz

A4 3 1partially understand the medication(s).

4

3 5 thave an excellent understanding

Q10) Did your child start recsiving services as soon as he/she needed 107

1 1 The diagnosis was made toc late and he/she missed needed services.

] 2

= 3 it took fonger than | wanied, but my child / student didn't miss any imporfant

(23
L (403
@
pe
&
sl
@

1 5 From start fo services was very short.

{Questions 11-21}

For each question, check the box that best describes how you feel. Use boxes 2 or
4 if your answer falls b@ﬁween 1, 3or 5. There are no correct anawers and everyone
experiences the care giving challenges differently.

11} Are you able fo be an advocate?
3 1 thaven'tfigured out how fo be an effective advocate for my own child or for other

304

3 1 Less than one month children.
2 Oneiotwo months 37
- 3 Twoto three months 13 3 tcan advocate for my child, but | haven't vet found ways o make a difierence for
4 Three 1o four months others.
4 5 Greater than 4 months 14
4 5 |have found ways fo make life better for my child and others.

(¥3) Overall, how satisfied are you wil s of your chiid’s evaluation?
41 Lamvery dissatisfied with { el a1 Dg g&; nesd §~g p coordinating your ch
¥ 2 |am dissatisfied with the timeliness. a1
3 is eﬁé’es’ atisfied nor dissatisfied, ggm,mh
3 4 1am satisfied with the timaline a7
3 5 |am very satisfied with the timeliness. 3

VOL 6




some help.
J4
21 5 | don't need any help with care coordination.

(113} How much of & problem is worry for you?

03 1 | constartly worry about my chitd. There is never a time | do not think about 1.
a2

1 3 Pworry a fair amount but not afl the time.

a4

1 5 ldontworry.

Q14) Is grief and sadness a problem for you?
.1 1 lisel constant grief and sadness over my child's condition.

{ usually feel grief and sadness.

[N
o Lo RS

I usually do not feel grief and sadness.

Q15) Do you have any physical symptoms of stress?

03 1 Because of my child, | have many physical symptoms of stress: headaches,
bowel problems, insomnia, and/or fatigue.

a2

1 3 Ihave a few mild physica
4

21 5 have no effects on my own physical health

| symptoms of stress.

Q16) Do you have any fime to do something just for yourself?

21 1 {devote all my time to my child due to his needs with no spare time for myself.

a2

J 3 | can get some housework and shepping done, and some time to do little things
[ like.

g4

715 | spend some time taking care of my child, but | have time to do things just for

myself.

Q17 Are you able to be hopeful?

21 1 1find no purpose or hope in this unfortunate situation for my child.

a2

13 Sometimes | can make sense out of what has happened and see some hope.
a4

1 5 |have been able to find inner peace about my child’s condition

(318} Are you able to enjoy your child?

211 1 can't find anything that my child and | enjoy doing together and | don’t know
where to start.

42

3 3 | sometimes find enjoyable things to do with my child.

4

31 5 |am usually able to find or create fun experiences for me and my child.

(19} Do you get a break from care giving (respite care)?
We never get away from the constant demands of care giving.

e

2
3 We sometimes get away, but not enough.
4
5

[N W S

We have frequent enough breaks from care giving.

Q20 Overall, how satisfied are you with your quality of fe?

11 Most of the time, | am very dissatisfied with the quality of my life

az

£33 Sometimes Pm satisfied with the quality of my life and somatimes | am dissatisfied
with the quality of my fife.

[

715 Mostof the time, T am very satisfied with the quality of my fife.

FINAL COMMENTS
fys& could make one change 10 the specia
you change? Plaase be specific.

al needs services here in Hawall, what would

Appendix 2.— ADHD Comprehensive Teacher Rating Scale

{ACTeRS)
Almost Almost
ATTENTION Never Always
2 3 5
1} Works well independently
2) Persists with task for reasonable amount
of time
3y Complates assigned task safisfactorily with
fittle additional assistance
4} Follows simple directions accurately
5) Follows a sequence of instructions
6} Functions well in the classroom
Almost Almost
HYPERACTWITY Never Always
1 2 3 5
7} Extremely overactive {out of seat, ‘on the
go’)
8} Overreacts
9) Fidgety (hands always busy)
10} Impulsive (acts or talks without thinking}
41} Restless (squirms in seaf)
Almost Almost
SOCIAL SKILLS Never Always
1 2 3 5
12) Behaves positively with peers / classmates
13} Verbal communication clear and ‘con-
nected’
14) Nonverbal communication accurate
15) Follows group norms and social rules
16) Cites general rule when criticizing { We aren't
supposed to do that’)
17) Skillful at making new friends
18} Approaches situations confidently
Almost Almost
OPPOSITIONAL Never Always
1 2 3 5

10} Tries to get others into trouble

20} Starts fights over nothing

21} Makes malicious fun of people

22; Defies authority

23} Picks on cthers

243 Mean and cruel to other children




Appendix 3— ADHD IV Rating Scale

Attention

Pretty
Much
3

Very
Much
4

1} Often fails to give close attention o details
or makes careless mistakes in schoolwork, or
other activites

2} Ohtenhas difficulty sustaining attentionintasks
or play activities

3} Often does not seem to listen when spoken
fo directly

en doses not follow through on instructions
and fails 1o finish schoslwork or chores

5} Often has difficulty organizing tasks and
activities

6) Often avolds, dislikes, oris reluctant to engage
intasks thatrequire sustained mental efiort (such
as schoolwork or homework)

7) Often loses things necessary for tasks or
activities (e.q., toys, school assignmenis, pencils,
or books)

8) Is often easily distracted by extraneous

9} Is often forgetiul in dally activities

Hyperactivity/Impulsivity

Pratty
Much

Very
Much

10} Often fidgets with hands or fest or squirms
in seat

11)Oftenleaves seatinclassroom or other situa-
tions in which remaining seated is expected

12) Often runs about or climbs excessively in
SEtua* ions in which t is Inappropriate

13) Often has difficulty playing or engaging in
ieisure activities quistly

14} Is often ‘on the go' or often acts as if ‘driven
by a motor’

15} Often talks excessively

16} Often blurls out answers before questions
have been completed

17} Often has diff

18) Often interrupts or intrudes on others (e.g.,
butts info conversations or games)

Appendix 4.— Parent Satisfaction with Provision of Occupational /
Physical Therapy at the School

A coltaborative effort of the Department of Defense, Department of Education, Depa
ment of Health, Pacific Telehealth & Technology Hul, and the University of Hawai

Project ASSIST / Pacific Telehealth & Technology Hul invites you to participate in
this important survey. There are no right or wiong answers. The survey must be
completed by the primary care giving parent.. A repeat survey wifl be required one to
three months from now.

Parent To Complete

For each question, check the box that best describes how you feel. Use boxes 2 or
4 i your answer falls between 1, 3 or 5. There are no correct answers, and sveryone

axpariences the care giving challengss differently,

our child have all the therapy he/she needs?
ca not get the appropriate amount of therapy for my child,

13 My child receives some therapy that he needs, but definitely needs more.
L4

L5 My chil
and %51253{.8, 1

s all the therapies necessary fo enhance hisher medical care

S

Q2} Do you understand how 1o get the services your child nesds?
-1 Tdon'tknow how to get services for my chitd and | usually give up or get upset.
a2z

I3 Thnow how fo get servicas but it involves lying, getting hysterical, or nast v

W4

-5 Hknow how to get services and T usually do it in 2 positive way

Q3 Do you need help coordinating your child’s care?

1 All the care coordination is mins, the hassle/complexity is overwhelming.
42

3 3 ingeneral | can handle the coordination, but | would fike some help.
4

3 5 Idon't need care coordination help.

G4} Can you reach the provider of your child's occupational andfor physical therapy
when you need to?

I 1 1 can never get the provider on the phone in a reasonable period of time

a2

. 3 Sometimes [ can reach him in reasonable time

4

-1 5 1can always talk to him in a reasonable time.

Does your child's therapist listen to you?
The therapists don't care about my feslings.

05
o
g
3 Sometimes they listen but they are too busy.
d
O

TP A G PO s

They always listers and believe me.

0B) Dmss your child's therapist respond 1o the developmental and emotional needs

ive to his deveicpmental/emotional neads.

sensitive o athnic and cultural diversity?
s therapist ever heard of cultural dive

O
L
R




s
LI

Hrust him completely.

&

3} How are ;{}sz immediate family members coping?
We are having a very difficult time coping with my child's condition.

My family members usually cope,

I B O B ek

My family members cope very well.

O LoCoo

B Cad B s S

What kind of support do you have?
Ffzel isolated and alone. | have no support. | don't know who 1o ask for help.

Fworry a fair amount of time,
{don't worry.

ure?
for me | can't begin to think about

o
-

[N I

t} Have you begun o plan for your child's fut
The issues of my child's future are so d

Lo WL

oot
o
a3

I have a good idea for future plan

P've made all the plans that need 1o be made.

E\:z

1 How much of & problem is worry for you?

{ constantly worry about my child,

L

{worry a fair amount but not alfl the time.

LSRN

tdon'tworry.

jwrd

(SR _.L‘c,a

s grief and sadness a problem for you?
These are constant over my child’s condition.

| usually feel grief and sadness.

LULDULD Ll e Ul

| usually do not feel grief and sadness.

Q14 Do you have any physical sympioms of siress?
i 1 Thave many physical symptoms of stress fike headaches, bowel problems, and
insomnia.

a2

-1 3 {have a few mild physical symploms.

a4

1 5 ©have no effects on my own physical health.

=
@&

jp.

re you getting the sleep you need?

$
ecause of my child, | never get enough sleep and am perpelually fatigued.

ED

o is only an occasional problem

[ W W e
O B 0O R —
L

&

@

w5

e

&) Hi}tﬁ! CK} ¥ou «Qef‘ss:% 0t

oy
o

Cpk TN b

i have some time for myself 1o do fittle things | ke,

RN Ry LLuLL@

[

i have plenty of time 1o do things just for myself.
i yse

you able 10 be hopeful?
d no purpose of hope in this unforiunate situation for my child.

phuct

QT e O3 B s OO
-

Sometimes | can make sense out of what has happened and see some hope.

| have been able to find inner peace about my child’s condition

3 Are you able to enjoy your child?

| can't find anything that my child and { enjoy doing together and | don't know
‘%;*}er@ o start.

 UOULDULLD

—. ‘(f)

3
Z
3 |can somstimes find enjoyable things to do with my child.
4
5

LL‘?L.L

I am usually able to find or create fun experiences for me and my child

020} Overall
Most of the time, | am very dissatisfied with the quality of my life.

how satisfied are you with your quality of life?

1

5

“

3 Sometimes I'msatisfied withthe quality of my life and sometimes | am dissat
w m the quality of my life.

4

15

Most of the time, | am very satisfied with the quality of my life
FINAL COMMENTS

If you could make one change to the special needs services here in
Hawaii, what would you change?

Table 1.— Parental Satisfaction with the Evaluation Process at Target Schools Compared to the TAMC ADHD Clinic {control} } Using 5-point Likert

Scale
Cuestion Target {n=B4) Mean Control (n=67) Mean — pvalue
Time - referral o starting evaluation 247 475 2.27 <(.01
Time - referral to completion of evaluation 2.21 449 2.28 <0.01
Satistaction with timeliness 430 240 -1.90 <0.01
Satistaction with referral process 450 312 -1.38 <0.01
Satistaction with forms 429 378 -0.51 <0.01
atistaction with location of evaluation 469 384 0.85 <001
Satistaction with evalt 4,69 404 0.65 <0.01
Benefi of recommendations 458 384 .74
Medication understanding 1.28 1.48 19
Timeliness of services 258 2.40 .59 0.04
io advocate 382 315 -0.87 <0.01
Worry 344 3.01 0.43 .01
Hopetul 439 412 027 0.05
Enjoy chilg 4.80 4.31 (.49 <001




Table 2— ADHD Comprehensive Teacher Rating Scale (ACTeRS) n=61

Scale Pre-Evaluation Score Post-Evaluation Score - p-value
Atfention 15.28 18.02 2.74 0.01
Hyperactivity 12.69 12.43 -0.26 083
Social Skills 22.98 2490 1.92 0.08
Oppositional 10.51 9.87 -0.64 0.54
Table 3.— ADHD-1V Rating Scale n=64
Scale Pre-Evaluation Score Post-Evaluation Score - p-value
Attention {iotal) 555 453 1.02 0.07
«1 3.06 276 -0.30 0.06
«2 287 272 0258 0.14
+3 252 2.16 (.36 0.05
+4 2.91 2.61 -0.30 0.67
<5 261 2.58 .23 0.23
* 6 2.94 262 0.32 0.08
o7 2.56 219 -0.37 0.06
+8 317 2.94 -0.23 0.17
«§ 264 2.33 -0.31 0.07
Hyperactivity (fotal) 2.89 2.39 0.50 0.34
+ 10 2.55 242 0.13 0.55
« 11 2.13 1.89 0,24 0.19
<12 1.61 1.48 013 0.41
<13 1.97 1.78 0.18 0.29
<14 1.88 1.75 (.13 0.48
+ 15 2.20 2.09 0.1 0.56
+ 18 1.97 1.78 018 0.25
o 17 205 1.86 018 0.28
<18 2.06 1.95 0.1 0.55
Table 4.~ Website Satisfaction Respondents answering YES”
Gueston rw | e | s | e | e
;Qfsf stz?;d ;*fei}si{e provide you with more credible/useful information than other sites 86.5% 77 3% 76.9%, 83.4% 87 8%
2. Was the information on this site up-to-date in comparison fo other sites you visited? 94.8% 84.1% 76.9% 90.4% 50.1%
3. Was this wabsite easier to uss than other sites? 85.9% 81.8% 69.2% 85.6% 84.5%
4. Would you recommend this site to others? 94.3% 84.4% 84.6% 91.3% 90.5%
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Table 5.— Parent Questionnaire (5-point Likert Scale) n=34 = P

1. Does your child have all the therapy he/she needs? -1.07 <01
2. Do you understand how to get the services your child needs? -0.47 0.02
3. Do you need help coordinating your child's care” -0.43 0.03
4. Can you reach the provider of your child’s occupational andror physical therapy when you need to? -0.83 <0.01
5. Do your child's providers of OT and/or PT listen to you? -0.53 <0.01
6. Does your child's therapist respond to the developmental and emotional needs of your child? -0.80 <01
7.1s your child's therapist sensitive to ethnic and cultural diversity? -0.37 0.02
8. Do you trust your child's therapist? 077 <01
Table 6.— Teacher Questionnaire (5-point Likert Scale) n=35 - P

1. Does your student have all the therapy he/she needs? -1.03 <.t
2. Do you understand how to get the services your student needs? 010 0.45
3. Do you need help coordinating your student's care? -0.27 0.10
4. Gan you reach the provider of your student's occupational and/or physical therapy when you need to? -0.40 0.03
5. Do your students providers of occupational and/or physical therapy listen to you? -0.10 0.45
6. Does your student's therapist respond to the developmental and emotional needs of your student? -0.63 <0.01
7. Is your student’s therapist sensitive to ethnic and cultural diversity? -0.27 0.13
8. Do you trust your student’s therapist? -0.17 0.23

FIVE WAYS

TO DIE ON THE
GOLF COURSE:

Surprisingly, one million new cases of skin cancer are detected every year. One person an hour in the 1.8, dies

from relanoma, the deadliest form of skin cancer. If you spend a lot of time in the sun, you should protect yourself.
One out of five Americans develops skin cancer during their lifetime. Don't be one of them. Stay out of the midday
sun. Cover up. Wear a hat. Seek shade. And use sunscreen. For more information on how to protect yourself from

skin cancer, call 1-888-462-DERM or visit www.aad.org.
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