Different
BRAINS,
Different
LEARNERS
How to Reach the Hard to Reach
Eric Jensen

TABLE OF CONTENTS
INTRODUCTION ..................................................................................................................................... vi
OVERVIEW: Common Disorder Groups...................................................................................................vii
TEN TRUTHS BEFORE YOU BEGIN.......................................................................................................................xiii
PRE-TEST: Can You Identify These Learners?................................................................................................x
CHAPTER

1 The Impulsive Learner: Attention-Deficit Disorder..........................................................1
2 The Resigned Learner: Learned Helplessness.....................................................................19
3 The Challenged Reader: Dyslexia.................................................................................................35
4 The Argumentative Learner: Oppositional Disorder......................................................55
5 The Frustrated Learner: Learning Delayed..........................................................................71
6 The Learner in Motion: Hyperactivity....................................................................................89
7 The Unsound Learner: Auditory-Processing Deficits.............................................101
8 The Out-of-Control Learner: Conduct Disorder............................................................113
9 The Demotivated Learner: Stress Disorders......................................................................129
10 The Troubled Learner: Depression............................................................................................147
11 In Closing..........................................................................................................................................................161
POST-TEST: You’ll Recognise These Learners Now!..........................................................................162
APPENDIX:

Bibliography.........................................................................................................................................167
Resources................................................................................................................................................169
About the Author..............................................................................................................................170
Index.................................................................................................................................................171
© 2007 Hawker Brownlow Education CO1023

Ten Truths Before You Begin

INTRODUCTION

O

Over the years I’ve enjoyed enthusiastic feedback from teachers who have used Super Teaching
(1995) and Teaching with the Brain in Mind (1998). But the fact is, those books were written for
the majority of students – those for whom simply smarter teaching strategies can make the difference. But what about the students who don’t positively respond even in well-managed learning
environments? I can’t tell you how many times I’ve heard teachers ask, “But what about students
who...?”
As I’ve said many times, healthy brains make healthy learners. And with healthy learners and a
positive learning environment, you have a good shot at high achievement scores. But what happens when a learner is exposed to chronic stress, trauma or drugs? What happens when a student’s
brain is impacted by developmental delays, abnormality or chemical imbalances? Quite simply,
you need better resources to succeed.
Different Brains, Different Learners is the first practical, comprehensive survey book that tells
you in plain language how to recognise the most common conditions that challenge learners and
how to help them succeed. While some learners will improve academically and behaviourally
merely through your recognition, caring and outreach, others will require therapeutic interventions and interdisciplinary care. In either case, there is hope. There are no “unreachables”. And
once you master these skills and strategies, your once “borderline” students can succeed. Isn’t that
what teaching is all about?
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BEHAVIOURAL
DISRUPTIONS
SPEECH AND
LANGUAGE

r

Aphasia/Articulation Disorder
Expressive Language Disorder
Receptive Language Disorder
Auditory-Processing Deficit

DEVELOPMENTAL
Autism
Delayed Development
William's Syndrome
Retardation

b
Sensory Motor Deficits

Attention-Deficit Disorder (ADD)
Oppositional Disorder (OPD)
Antisocial Disorder
Conduct Disorder

COMMON
DISORDER
GROUPS

MOTOR SKILLS

Hypokinetic Disorders
Hyperactivity Disorders
Non-Verbal Learning Disabilities
Huntington’s Disease
Cerebral Palsy
Ataxia
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CONSCIOUSNESS
Epilepsy
Delayed Sleep
Schizophrenia



TOXINS

Malnutrition
Prenatal Toxins
Drugs
Environmental Toxins
Allergens

ACADEMIC SKILLS

✍

Dyslexia
Other Reading Disorders
Writing Disorder
Arithmetic Disorder
Memory Disorders

PERSONALITY
DISORDERS

u

Addiction
Avoidant/Paranoid
Paranoid
Anorexia/Bulimia
Depression
Anxiety/Panic
Chronic Stress/Distress
Learned Helplessness
Common Disorder Groups vii

TEN TRUTHS
BEFORE YOU BEGIN
There is considerable comorbidity (overlap) in these disorders. A single disorder is truly the
exception. In this book, the disorders are singled out by chapter for the sake of convenience.
Most commonly there are at least two, sometimes three, disorders present at the same time.
Remember, everything in the brain is connected to something else.

1
2
3
4
5
viii

It’s likely that all of these disorders are multicausal. Nevertheless, likely causes are listed separately in this book for the sake of clarity. Typically multiple factors—a genetic mutation or susceptibility, childhood neglect, toxins, malnutrition, abuse and/or prenatal trauma—are implicated. A traumatic life event or prolonged exposure to stress contributes to
the problem.

There are multiple models (and each accurate!) for understanding these disorders. Models
come from the field of psychiatry, pediatric neurology, special education and cutting-edge
neuroscience. If you have a better or different model, that’s okay, too. Over time, the most
effective, least invasive models will rise to the surface.

There is no single location in the brain for a disorder. The specific locations identified in
this book rather offer a simple glimpse of some areas that are likely impacted. Nearly every
neurological event is system-driven in ways that impact many areas of the brain. Remember,
there are no isolated neurological events; instead, there are regulatory systems with identifiable pathways.

There is no doubt more to learn about these disorders. Much greater study is needed.
Brain-imaging technology is new and amazing, but it should never be the only source of
information. Consider this resource as “Here’s what we know so far.”
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The Impulsive Learner:
Attention-Deficit Disorder

OVERVIEW
Attention-Deficit Disorder (ADD) is the most commonly diagnosed behavioural disorder in students. The
condition is characterised by impulsiveness and time disorientation. Earlier it was believed there were
several strains of the disorder—for example, attention-deficit with hyperactivity and attention-deficit
without hyperactivity. The current thinking is that hyperactivity is sometimes a common symptom of
ADD, sometimes an age- or stage-related issue and sometimes a behaviour exhibited by highly tactile
learners. In addition, current evidence suggests that ADD is not so much a problem of attention or skill,
but of performance (i.e. impulse control). For example, Johnny may know what 5 x 3 is, but when asked
to complete a problem on the blackboard, he may be unable to perform on the spot. Essentially, the student may be learning but cannot always be evaluated in the traditional sense. In ADD subjects the
prefrontal cortex, the brain’s “executive” area, is ineffective in the following functions:

▼
▼
▼
▼

Separating external (environmental) from internal (mental) states/stimulation
Moving from other-directed to self-directed
Distinguishing the present from the future
Delaying immediate gratification

The concept of time as a diagnostic tool is important to the understanding of Attention-Deficit Disorder.
Sufferers typically have a “temporal myopia”, meaning they are “nearsighted” to future problems/consequences. In other words, ADD sufferers do not plan for the future. This is not a pathology, but rather a
dimensional trait. The greatest impairment is seen in the handling of daily responsibilities that require a
sense of timing and restraint.
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Attention-Deficit Disorder

1

To fully understand and accurately diagnose Attention-Deficit Disorder, it is necessary to consider the age
of the sufferer. In four- and five-year-olds, both inattention and hyperactivity are likely dominant symptoms; however, by age six or seven, the primary problem typically shifts to one of impulse control.
Students with ADD may know what to do, but they are not always able to do it because of an inability to
manage their own responses. This does not, however, mean they are not smart or not learning.

Criteria for Diagnosing ADD
1.
2.
3.
4.

The symptoms or behaviours appear before age seven.
The symptoms or behaviours last at least six months.
The level of disturbance is more severe and frequent than age norms.
The behaviours create a real handicap in at least two areas of the individual’s life (i.e. school, home,
social settings).

IMPACT
Since 1990, the total number of students diagnosed with ADD and the use of stimulant medications (such
as Ritalin) has increased alarmingly. Many students under the age of four are being diagnosed with ADD
and 57 per cent of them are taking at least one drug to treat it. As they grow, students with ADD are more
at risk for anxiety, depression and drug abuse. About 25 per cent also have learning disabilities, and as
many as 50 per cent develop conduct problems. The condition can make life very difficult for families
and teachers.
The prevailing therapy for ADD is drug therapy with stimulants such as Ritalin, Adderall or Cylert. Some
evidence, in fact, suggests that 80 per cent of pediatric visits for ADD result in a stimulant prescription.
Concern exists that this condition is both under diagnosed in some and over diagnosed in others—especially in children. Another concern is that behavioural therapy is not used as commonly as drug therapy.
Many feel that the most effective treatment for children with ADD is (1) an accurate diagnosis; (2) a compatible/flexible environment; and (3) a combined treatment of medication and behavioural therapy, if
necessary. Left untreated or misdiagnosed, ADD can have a long-term adverse impact on the child and
their academic, social and emotional wellbeing.
Although researchers are still determining the effects of ADD in adults, most agree that through training,
life adjustments and accommodation, many individuals with ADD ultimately lead satisfying lives and successful careers.
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DEMOGRAPHICS
ADD affects about five percent (estimates range from two to 10 per cent) of children. It impacts five
times as many boys as girls. Prescription medications are three times more likely to be used in the treatment of boys than girls, and, as children with ADD age, the use of medication increases.
Women with ADD report having more depressive episodes in their lives, lower self-esteem, more feelings of anxiety, higher levels of stress and more frequent involvement in psychotherapy than women who
don’t have ADD. ADD sufferers also engage in less task-oriented and more emotional coping activities
than non-ADD sufferers, and tend towards an external locus of control (i.e. they feel they have less control over their lives).

COMMENTARY
Comorbidity (or overlapping conditions) is
common in ADD sufferers. In fact, some
studies suggest that only three per cent of
sufferers over the course of their lifetime
have ADD alone. Conversely, about 56 per
cent of ADD sufferers have four or more
psychiatric comorbidities throughout their
lifetime. About 11 per cent of ADD sufferers
experience one other psychiatric condition
and 18 per cent have three. Men with ADD
experience higher rates of Conduct Disorder,
Antisocial Personality Disorder, alcohol and
drug dependence, and stuttering than
women. But women with ADD experience
higher rates of depression, Bulimia Nervosa
and simple phobias. Because of this high rate
of comorbidity, the risk for misdiagnosis and
undiscovered problems is high.

© 2007 Hawker Brownlow Education CO1023

SPECT SCANS REVEAL DIFFERENCES
BETWEEN NON-MEDICATED AND MEDICATED
ADD BRAIN
Undersurface SPECT
view of ADD brain at
rest. Note lessened activity
(see dark “holes”) in top
prefrontal area—the area
needed for focus.

Undersurface SPECT
view of ADD brain
after treatment with
the stimulant Adderall.
Note increased activity
in upper (prefrontal) area

Source: Images into Human Behavior: A Brain SPECT Atlas,
Daniel G. Amen, MD, 2000

Attention-Deficit Disorder
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