This essay will outline the causes, characteristics and prevalence rates of Attention Deficit Hyperactivity Disorder.
This first section provides a detailed and precise definition of what contributed to ADHD.
Krisanaprakornkit T, Ngamjarus C, Witoonchart C, Piyavhatkul N (2010) suggested that one of the most common neurobehavioral condition of childhood experienced in young children and adolescence is attention deficit hyperactivity disorder, this disorder can then continue into adulthood.  ADHD appears early in life and has many characteristics such as a noticeable lack of attention, overactivity and poorly controlled behaviour. The long-term effects of ADHD could be that it can hinder academic functioning and social-emotional progress and vocational attainment. 
The important standards for diagnosing ADHD are a continuing pattern of lack of attention and/or hyperactivity-impulsivity that is more commonly exhibited and at a more severe level than is normally perceived in individuals at a comparable level of development. Over a period the symptoms may evolve. During adolescence, extreme gross motor activity (e.g. not staying seated and or excessive climbing or running) are less frequent, and symptoms of hyperactivity may be restricted to feelings of restlessness, fidgeting or agitation. During adulthood, restlessness may contribute to difficulty in taking part in inactive activities and evading hobbies or occupations that offer a limited chance for spontaneous movement. (Krisanaprakornkit T, et al., 2010)
ADHD could be related to several psychiatric conditions that are comorbid. As well as both family and patient emotional concern comes reduced academic performance. Previously it was thought that the condition remitted before or during the adolescence period, it has now been understood that many patients who suffer an illness course that continues well into adulthood. (Goldman, L. S., Genel, M., Bezman, R. J., & Slanetz, P. J. 1998).
(Feldman, H. M., & Reiff, M. I. 2014) suggested that Inattention, impulsivity, hyperactivity or a combination of these symptoms are characterized by children with ADHD. These symptoms compromise basic everyday tasks such as making friends and learning to read. Due to the lack of biomarkers, the criteria for diagnostics focus on behavioural symptoms. 
(Thapar, Cooper, Jefferies & Stergiakouli, 2001) suggested that disorders such as ADHD usually co-occurs with global developmental and learning problems that include problems with language and speech, reading and motor co-ordination and autistic spectrum disorders (ASD’s).  As well as with a range of psychiatric disorders particularly tic disorders, oppositional defiant disorder and conduct disorders. 
Longitudinal research shows that impairment and ADHD symptoms often persevere into adult life and are associated with an increased risk of redundancy, social difficulties, relationship problems, reduced educational attainment, substance misuse and rebellious behaviour. Depression, anxiety and more rarely bipolar affective disorder can also complicate the medical appearance. (Thapar, et al., 2001)
This next section is going to discuss the known causes to Attention Deficit Hyperactivity Disorder.
Complex disorders such as ADHD can be triggered by a mixture of different types of risk factors including biological, psychosocial, environmental and genetic. Also, there is not a single individual cause alone that can be accredited to the development of ADHD. Current study suggests that numerous risk factors must combine in order for a child or young person to have ADHD (Barkley, 1991). Specific risk factors include genetic risks, for example, studies have shown that 25% of close relations of children with ADHD also possess ADHD themselves. Also, environmental risk factors have been shown to influence ADHD, for example; women who smoke and abuse alcohol/substances during pregnancy have a higher risk of having a child with ADHD than anyone else. Some researchers suggest that there is a link between ADHD and excessive exposure to television at a very immature age. In addition, if a child has a history of brain injury, this has also been linked to ADHD (Barkley, 1991).
There is also a biological aspect regarding children who develop ADHD. Studies have shown that children who suffer from ADHD have small volume declines in their frontal subcortical circuit area of the brain. In addition, an irregularity in function of the neurotransmitter systems such as the norepinephrine and dopamine are thought to cause reduced effectiveness of the frontal cortex and certain profounder brain structures. This then results in reduced attention, impaired alertness and vigilance and damage of executive thinking such as abstract reasoning, scheduling and recollection (Barkley, 1991). 
[bookmark: _Hlk499057177]Research suggests that ADHD, similar to other commonplace psychiatric and medical disorders for example, schizophrenia and asthma are influenced by non-inherited factors, multiple genes and their interplay. However, ADHD has not one single cause, which means the disorder is not a result of exposure to multiple risk factors. This then says that any particular risk factors will only be seen in a share of cases of ADHD, and that these risk factors will also be noticed in those who are not affected by ADHD. However, the risk factors that affect the development of ADHD might not be similar to those that contributed to its origins. (Thapar, et al., 2001)
This next section is going to discuss the prevalence rates of ADHD in children and young people in the United Kingdom. 
ADHD is usual and more known to have an affect on boys rather than girls, with an approximated occurrence in the UK of 3.6% correspondingly, in children and adolescence aged 5-15 years, this was done using the DSM-IV criteria. In addition, there is a commonly held idea that the occurrence of ADHD has increased significantly over the previous 20 years. (Holden, Jenkins-Jones, Poole. 2013)
A survey was completed in the UK, there findings were that 10,438 children between the ages of five and 15 years discovered that 0.85% of females and 3.62% of males all had ADHD. This survey was originated on careful evaluation and included weakening in the diagnosis. (Zwi, M., 2011)
To conclude, ADHD is more known to affect boys aged 5-15 than it is girls of the same age. ADHD also has a lot of known signs such as aggressiveness and hyperactivity, but there is not one single cause that can be accredited for it. (Holden, Jenkins-Jones, Poole. 2013)






The second part to this essay will now discuss appropriate interventions and treatments for Attention deficit hyperactivity disorder. 
During the recent years, the treatment for ADHD (e.g. medication) in adolescence and children have increased. In 2006, the National Institute for Health and Clinical Excellence (Nice) created updated guidelines. 
(Swanson, Cantwell, Lerner, et al., 1991) suggested that it is well known that the use of stimulant medication enhances classroom performance and attention in terms of how much time they spend on tasks, but, does the stimulant medication enhance learning or long-term academic achievement in children who suffer with ADHD? There is no solid evidence to prove that it does, however, there are at least a handful of reasons why the effects which are beneficial to children may be masked in research studies. (Sprague & Gadow, 1976; Swanson & Kinsbourne, 1978) suggested that, clinical experience proposes that stimulants used to treat ADHD may make some children who suffer with disruptive behavior obedient but also lonely, quiet and over attentive. Initial observations cautioned that some children who are medicated may seem in a “zombie-like” state. Recent studies have confirmed that high doses of medication do make adolescence who suffer from ADHD more subdued, quiet, and motionless than low doses (Tannock et al., 1989). However, high doses of the medication may create social seclusion by increasing time consumed alone and not spending as much time having positive interactions in the schoolyard. (Pelham, 1989). Adolescence who suffer from ADHD may show intellectual (as well as behavioral) improvements whilst on these stimulants, but that a significant minority (about 40%) may not display any progress at all. 
Stimulants may be a beneficial way to treat attention deficit hyperactivity disorder, but it does have a few long-term effects to the individual’s health if they are taking it on a long-term basis. 
Studies have shown that reduction in appetite, headache, nausea, insomnia and nervousness are very often frequent upon starting medication for attention deficit hyper activity disorder. The use of stimulants for the treatment of attention deficit hyper activity disorder has considerably grown over the last decade, becoming more and more common over the previous decade. It was observed that the impact on a child’s weight typically emerges within the first few months of treatment, followed by reduction, while the effect on height takes at least a year to become detectable. According to these studies, the harm of predictable development in height was projected to be about 1 cm a year for adolescents who are constantly treated with daily doses above 20 mg of methylphenidate for more than three years. 
Only a handful of studies have been conducted that have examined the long-term use of medication on the result of children with attention deficit hyperactivity disorder. (schachter, et al., 2003) conducted a meta-analysis of controlled trials, comparing methylphenidate and placebo in children with ADHD who are under the age of 18. Due to the absence of studies regarding long term stimulant treatment in adolescence who suffer with attention deficit hyperactivity disorder is quite surprising, given the fact that these medications have been used to help children with ADHD since the 1960’s. In 1998, the National Institute of Mental Health consensus conference on attention deficit hyperactivity disorder clearly highlighted the need for long-term reports of stimulant treatment of attention deficit hyperactivity disorder, quoting concerns that little is known about the long-term influences of psychostimulants on circulatory functioning, a brain that is still developing and eventual growth. Children with attention deficit hyperactivity disorder who obtain stimulants may in fact establish a more reduced population with more severe attention deficit hyperactivity disorder and higher rates of comorbidity, this means the long-term outcome of children with ADHD who are treated with medications who have not been allocated to stimulant therapy may be negatively biased, due to the most impaired children may have been medicated. 
The length of the initial stimulant treatment may vary from weeks, to a few months to three to five years. Very rarely are these children on continuous medication for the entire follow-up period. In addition, the doses of the medication the children receive do also vary, and whether or not they are on optimal dose is often not determined or is unclear. (Schachar, et al.,) conducted a four-month random, double-blind medication versus a placebo report in ninety-one children who suffer from attention deficit hyperactivity disorder. This report displayed that medications that are given twice daily were effective in school, but once the child returned home the medications were not as effective; thus, authors suggested the short-acting medication should be administered three times daily and other interventions should be implemented to help the situation that may arise at home. The longer-acting stimulants such as Concerta, have been very helpful in providing a ten to twelve hour coverage, thus decreasing behavior problems at home. (Schachar, et al.,)
Neal Miller, a researcher at Yale during the 1950s and 1960s proposed that it was conceivable to teach people and animals to gain control of their autonomic functions. Neurofeedback was presented with the progress of biofeedback during the 1960’s. 
(Lubar,1991) suggested that the causes of ADHD have a neurological basis. In some ADHD children, evidence shows that there might be a decline in their levels of metabolism or catecholamine, noradrenalin and adrenalin. Because of this significant decline, stimulant medications are usually successful treatments for these children with ADHD, particularly in lessening the child’s hyperactivity. EEG Biofeedback is a non-pharmacological treatment with such characteristics and is an ideal treatment with minimal side effects and long-term outcomes. The method of how EEG biofeedback could be beneficial to children with ADHD is centered on the separation of certain unique patterns of brainwave. Adolescence with ADHD create lower amount of beta activity and make excess theta activity. (Lubar, 1991). This means children with ADHD are neurologically inclined to be less motivated, day dream and be less inclined to be focused and concentrate. EEG Biofeedback training aims to reverse the brain wave irregularity in children with ADHD by obstructing the amount of theta activities and concurrently increasing beta activities. Lubar, J. F (1991).
The second intervention this essay will look at is called Meditation therapy. 
More than three thousand years ago in India, a new technique was invented called Meditation. Meditation has played a significant role in the ritual rehearsal of major religions and earthly organizations alike. Meditation can be sectioned into two general types: Mindfulness meditation and concentrative meditation. (Barrows, 2002) The technique called concentrative meditation involves focusing thoughts and attention on an object and keeping the mind concentrated until the mind achieves tranquility. A varied range of items could be used as the object to focus on, for example, words, ideas and colors. Practicing Meditation should have a result of relaxation, serenity and clarity of mind. 
Children who suffer from Attention deficit hyperactivity disorder struggle sustaining attention over long periods of time, they have difficulty to keep to plans in mind and have difficulty constraining a prepotent response. This then means this neurodevelopmental disorder is portrayed by symptoms of impulsivity, hyperactivity and inattentiveness and can affect brain structure and function. Mostly stimulants and behavioral treatments such as cognitive behavioral disorder have been used as treatments for Attention deficit hyperactivity disorder; however, both have their limitations. For example, stimulant medication only works for a short period and very often displays side effects and treatment fidelity is very often low. In addition, mindfulness meditation is often defined as a non-judgmental attention to experiences in the current moment. It has been recommended that mindfulness meditation includes a systematic training of attention and self-discipline. 
Mindfulness meditation has been proven to enhance concentration and willpower. Subsequently poor concentration is an essential symptom of ADHD and executive performance deficits in ADHD are common. 
Mindfulness meditation has a few techniques, they put emphasis on acquiring a detached observation and awareness of the contents of mindfulness, may characterize a powerful intellectual social coping tactic for transforming the ways in which children with ADHD react to life events. (Astin, 1997). Concentrative or mindfulness meditation can improve the attentional skill of the practitioners. (Yi-Yuan Tang & Rongxiang Tang, 2015) suggested that, in addition to the behavioral treatments, mindfulness meditation has also been proven to enhance a person’s concentration and willpower. In addition, poor attention is a central indication of ADHD and willpower deficits in ADHD are common. Mindfulness meditation could reinforce these processes and could help the ADHD symptoms and aid the treatments. (Yi-Yuan Tang & Rongxiang Tang, 2015) 
Either concentrative or mindfulness, can improve the attentional skill of the practitioners. At the same time as, concentrative meditation highlights continuous attention, mindful meditation intentions are to improve self-discipline and inhibitions to numerous internal and external incentives, thus helping to dismiss the core symptoms of ADHD. In addition, any solitary meditation program will typically use both concentrative and mindfulness mutually. 
To summarise, ADHD treatments and interventions are both beneficial to children and adolescence, but both also carry some risks whether it be risks to the child’s mental or physical wellbeing. 
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