Building a good relationship with pupils in the classroom is important. (Rogers 1998) stated “discipline is primarily the way we (as adults and teachers) lead, guide, encourage, support, direct…students to thoughtful, considerate and responsible behaviour. It is not primarily about punishment, though the concept of behaviour consequences is a crucial part of discipline. Discipline has an educational focus. Thoughtful discipline is also a preventative as well as corrective: it has a protective and preparing function as it relates to teaching students about rights and responsibilities”. This can be even more important when there are ALN issues where all teaching and support staff need to establish and build a base of trust with pupils who may have trust issues. We as adults should not presume that children automatically trust. Children can often feel we as adults have not earned their trust and this can often be from an external factor in their lives we may not know about.
Within a classroom setting a child with ADHD (Attention Deficit Hyperactivity Disorder) can have a disruptive influence on the whole class. Symptoms of ADHD can often be noticed in a child at an early age and as such can become more noticeable as the child’s circumstances change i.e. changes in year groups.  Most cases can be diagnosed i.e. between 6 to 12 years. (NHS England 2014) “Symptoms of ADHA have been shown to improve as the child /teenager gets older, but this does not mean the condition disappears as many adults   diagnosed as children will still experiences problems. other issues that affect a person with ADHD can be sleep and anxiety disorders”.
As adults working in the education system we need to understand that if a child is restless in class or show that they are inattentive it does not mean they have ADHD, but that they should be monitored then if needed they can be refered to the school SENCO (Specials Educational Needs Co-ordinator). Research by the (NHS National Health Service 2014) has shown around 2% to 5% of all school aged children may have ADHD and that it can occur in people of all intellectual ability from all walks of life, but more so if you have a learning difficulty. Whereas ADDISS (ADHD Information Service) state “it is thought that ADHD affects 3% to 7% of school age children and that there is some evidence that boys are 3 times more likely to suffer from ADHD than girls” they also state that “approximately between a third to a half of children with ADHD symptoms will continue into adulthood. 
ADHD can be treated but there is no known cure, it can be managed using range of support and advice within the schools. This is given alongside any medical advice and medication which is appropriate to use. Living with ADHD can be a challenge for the child and parents.  Children with ADHD it is important to remember cannot help the behaviour. Piagets theory of cognitive development explains “how a child constructs a mental picture/model of the world and regarded cognitive development as a process which occurs due to biological motivation and interaction with the environment” his contribution therefore gave a theory of children’s cognitive development. Whereas Vygotsky a contemporary of Piaget argued” social interaction is crucial cognitive development by stating- a child’s learning always occurs in a social context in co-operation with someone more skilful. This then provides the child with more language opportunities” Vygotsky thought this was to be a foundation to thought. Therefore, is the classroom being the we as teachers and TAs must be observant and willing to listen and develop more social interaction to support any children with ALN.
 Many days to day problems are that ADHD children have can be difficulty sleeping, not getting ready for school on time, not listening to or carrying out instructions, being organised, going to social occasions i.e. parties and shopping where noise is a factor and large gathering of people are involved these factors do effect how a child will react on a day to day basis.


 NHS England (2014) have split the symptoms into 2 groups inattentiveness and hyper activity and impulsiveness
Inattentiveness
The main signs are having a shot attention span and being easily distracted. Making carless mistakes with school work. appearing to forget things and or losing things. not being able to stick to task that can appear time consuming or tedious to do. The inability to listen and carryout instructions this includes changing an activity or task and difficulty organising tasks.
Hyperacuity and Impulsiveness
The main signs here can be seen as not being able to sit still especially in calm surroundings, constant fidgeting and being unable to concentrate on tasks. Excessive physical movement and talking this can be seen during class questions by not being able to take turns and shout out. physically there can be issues of acting without thinking and interrupting group class conversations. and in the playground or class no sense of danger. all the above can cause quite significate problems for these children in their hone school life.  
Within my setting there are many children who have exhibited many of these symptoms and are going through the screening process or have just been diagnosed with ADHD.  My case study will focus on one child who has finally been diagnosed as having ADHD and is now in year 6. They come from a family where they are the only child. From the time they started school they have been monitored due to displayed early behaviour issues which have gradually worsened over the years. It is only recently that a medical diagnosis has been confirmed.
Child A since the start of monitoring has had an IEP (individual education plan) when setting new targets when other targets have been achieved. The current IEP was updated in September this year (2017) and is due to be reassessed in February 2018.

The IEP has set out three targets for this term which are: - 
To leave the classroom when permission is given and use an out of class card to be shown to staff who encounter them.
To tell an adult when something is bothering them 80% of the time.
To write on the line in their book and use finger spaces to make their work neat and legible. Up to date these targets have not been met and are still being worked on.
Within the school the SENCO with the class teacher will monitor and record progress and have had regular update meetings with the parents who are extremely supportive of Child A who has now been placed on school action plus for more invention support.
Targets from a previous IEP in the Summer term of 2017 were partially met. two with 66.67% and one with 33.33%. The targets were: - To listen to introductions without distracting others which mint the target was 3 out of the 4 lessons had to follow the above rules. the reward for this target was being able to colour in or use other concentration activities 
The second target was to ask for help when unsure of work 
To reach the target they had to put their hand upend ask an adult for help with work most o the time. Unfortunately, they did not respond to help when given in a positive way.
The third target was to stay inside the class 80% of the time. This meant remaining in class during lesson time, so adults knew where they were. This target was not met as they regularly left class without permission.  
The schools Safeguarding, Behaviour, and Child Protection Polices were used as guidelines to help navigate through the processes that led to diagnosis and the placement of intervention packages Child A needed. The intervention packages are Supporting positive play and Success Maker an interactive maths programme they enjoy using and has improved their maths skills.
 Child A shows little attention to authority, fails to or deliberately attempts to disobey instructions, loses books and materials i.e. like reading diary etc, and be easily distracted what is happening in class.
Child A can also exhibit Hyper Activity /Impulsivity where they constantly squirm in their seats and climb on the tables, talks excessively sometimes even clucks like a chicken to disrupt the lesson. They will interrupt others constantly if they feel they are not being listened too. This has on occasions led to them hitting another child because things have not gone their way, or they feel have had more attention than them. The symptoms being exhibited were recorded in school and at home and used as evidence to support the diagnosis process. Unfortunately, the process for diagnosis of ADHD is a long drawn out process and as can be seen for Child A has now only been completed in year 6.
 The process for diagnosis involves many outside professional who can be a child psychiatrist /psychologist /paediatrician, educational psychologist or the GP.   The school and parents will be where the first steps begin and where health care professional can gradually get involved   child A went through these 4 steps 
The health care professional looked for signals in child as case behaviour was worse than excepted where she showed sign of underperforming despite lack of any major disability. child as parents and teachers gave objective pointers that helped by answering questionnaires and using the Canners teaching Abd reference scale, the attention rating scales and the Barley and DePaul ADHD rating scales. Healthcare professionals were able to put together a detailed for Child which has been successful helping diagnosis ADHD.
 By following the correct procedures, a positive outcome has been achieved. But this has not been an easy 7 years for ChildA, the parents, the school or its staff.
Classroom routine and procedures have been disrupted in the year 6 class. With 2 other children who have ADHD/ASD, 1 diagnosed ,1 still on the pathway. Classroom routines and planning have been difficult therefore it is extremely important to be able to differentiate lessons for those children as well as making sure the rest of the class as not disrupted in their learning. 
From this September the intervention sessions for ChildA have been scheduled 3 days a week with the Behaviour Support Worker using positive play sessions in 30 min slots. The sessions are either on a one to one basis, bring a friends or small group. Here the aim is to promote socialising and turn taking with games. As well as being able to follow instructions playing games or i.e. during cooking sessions.
When in class there still are issues and Child A still feels they are being ignored, but it is purely because they feel they are not having enough attention. The outbursts where child A “WILL SAY THEY ARE not being helped and that everyone hates them”. That will mean very little work getting accomplished. It also disrupts the class and often Child A will escalate this with further loud and shouting followed by more aggressive behaviour towards those around them. They are now disrupting the class and getting their own way. This is when child A is removed from class by the SENCO and taken to a quiet room to complete their work. ChildA is in the middle groups for numeracy and literacy. Yes, the work can be challenging for them at times so when this happens refusal to do any work that session is normal and can carry on through that day. Not all days are disruptive. Child A is trying to set their own Agenda and rules to suit their needs then expects the classroom staff and adults to comply. The parents have expressed concern that this happens at home regularly. Where this escalates to shouting and screaming at those sitting around them climbing on the tables and destroying the work books of others, ripping out the pages. when this does not achieve to desired compliance from staff, behaviour escalates to physically hitting those around them the aim to cause as much disruption as possible.
There is a card which can used to deescalate the situation, and give the opportunity to leave the classroom and stand outside and calm down is not always used by them not because they have forgotten but because they don’t want to use it. Yet when it is used things deescalate very quickly. The card basically states “excuse me I am outside our door “no passing member of staff will ask why, and it does diffuse the situation well but it’s not fool proof. 
Unfortunately, there is no trigger that sets off the cycle of behaviour. Sometimes they will come in the morning feeling tired and grouchy and it can a be a good day, other day it just starts with something minor like a rubber or a glue stick being shared, and the rest of the day is one of constant disruption. 
We as staff try to have conversations regarding their behaviour it can be positive. Yet they say that hitting their classmates is ok and their parents have told them they can hit them back if they touch them. Restorative Practice circles have been used where the class often explain why they feel upset with child as behaviour. To an extent the class do ignore it, but when it gets physical or they are screamed at directly in their ears they do tell child a how they feel. The parents are regularly updated regarding all behavioural issues and progress where the above comments were also addressed. From theses meetings the parents have informed us that the behaviour we have seen in school happens at home and that hey have been hit, punched, shouted and screamed at. They quote the same excuse Child A uses in school at home that they are not being treated fair, not being loved etc.
 Maslow’s Hierarchy of Phycological needs can come into play here as we as staff need to help motivate the children within the classroom as well as the children with ADHD achieve their full potential, by using the five steps of physiology safety, love and belonging, self-esteem and self-activation.
Finally, in October year there has been some positive movement, appointment came through to see the Behaviour Paediatrician diagnosis for ADHD. Which has now been confirmed regarding a along with Tourette’s syndrome. Medication was started at the beginning of November. And ChildA started on a small dose of one tab. This did not go well the morning dose lasted 4 hours and the
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[bookmark: _GoBack]appointment came through to see the Behaviour regarding a diagnosis for ADHD. Which has now been confirmedalong with Tourette’s syndrome. Medication was started at the beginning of November. And ChildA started on a small dose of one tab. This did not go well the morning dose lasted 4 hours and the behaviour once it had worn off was worse than before. The parents were having a difficult time at home as well. There were also bad side effects. So, the Medication was changed to slow releases tablets, but this did no diminish he side effects and little change seen in behaviours. This was constantly monitored by school and parents and relayed back to Trehafod. There is now a process of trying to introduce a new medication to see if this one is more successful so far it seems to be working.  When looking back at what has happened since medication has been introduced it makes me curious as to how effective medication is when it has many side effects and that the child could be om a cycle of trying all five medications until a suitable one is found that has the desired outcomes.
ADHD research over the last 25 years which studied/outlined Academic achievement 14 outcomes and 12 assessed Performance outcomes have been compared by A Fernandez (2015) found that performance outcomes improved with multimodal intervention. The results were as follows: - 
67% and 100%   performance outcomes improved with multimodal respectively than pharmalogiocal treatment
33% and 75% with non pharmological intervention
And 50% and 75% with treatment alone.
The conclusions of the research seem to suggest most youth ADHD should receive multi modal treatment opposed to medication or non-medication alone. It was also noted that medication recorded in 90% of cases fewer than 15% had not had behavioural treatment recommended.
In conclusion it seems to suggest that medication alone is not the answer to improving ADHD symptoms it needs to be in conjunction with behavioural support in all aspects of a child’s life and must be tailored to the individual child One size does not fit all as is the case with child A. The length of time it takes to diagnose and confirm is a major stumbling block to improving the outcome for these children.
