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Inclusive practice is ensuring that all children have the same opportunities to learn and develop even if the child has an additional need (O’Gorman and Drudy, 2010; Spooner, 2011). For children with a Special Educational Needs (SEN) there may need to be strategies in place which are supported by legislation to enable these children the same opportunities (Great Britain, 2010; Tannock, 2014). This may include a specific setting for a child if their needs are more complex and would be better supported than in mainstream. Therefore, this essay aim is to critically discuss early intervention and inclusion of children with Attention Deficit Hyperactivity Disorder (ADHD) looking at strategies that could promote inclusion within mainstream settings. The Medical Model of Disability and the Social Model of Disability and relevant theorists will provide theoretical support to the research (Emens and Stein, 2016; Anastasiou and Kauffman, 2011; Runswick-Cole, 2008).
ADHD is a neurodevelopmental disorder that consists of symptoms of lack of attention, hyperactivity and impulsions (NHS, 2016; Children and Adults with Attention Deficit Hyperactivity Disorder (CHAAD), 2018; Daley and Birchwood, 2010). Most cases of ADHD are diagnosed when children are between the ages of six and twelve, however, the exact cause of ADHD is unknown with speculation that it could be caused by premature birth, low birth weight or substance abuse from the mother whilst in the womb (NHS, 2016; Galéra et al., 2011).
Feil et al. (2016) suggests that ADHD may be able to be identified from when a child is seventeen months old which suggests that early intervention can happen before preschool to enhance social skills and educational skills. However, Topkin et al. (2015) and O’Gorman and Drudy (2010) found that teachers found it difficult to spot ADHD traits when the children were not in the classroom. Topkin et al. (2015) study was undertaken in South Africa which could suggest why teachers did not recognised ADHD symptoms as in some parts of South Africa the teachers may not receive education on SEN (Perold, 2010). Additionally, in the United Kingdom a child must be observed in two settings, the home and school setting, to see if they exhibited the same behaviours but if not all the symptoms are not present then the child will not be considered or to receive support (DuPaul and Stoner, 2014; Schmiedeler and Schneider, 2014; Mowat, 2009). According to Charach et al. (2013), Sonuga-Barke et al. (2011) and Gurevitz et al. (2014) making a diagnosis of ADHD may be difficult as the behaviour presented may not be due to ADHD but due to developmental stage or other stress related issues. However, disruptive and aggressive behaviour in preschool may be an indication of ADHD. Schmiedeler and Schneider (2014) found that some of the children who met the threshold for having ADHD did not meet the threshold in the second test and some children who did not identify to have symptoms of ADHD in the first test were seen to have symptoms of ADHD in the second test. Therefore, this suggest that a diagnosis of ADHD should not be made with haste as the child may not have ADHD and strategies can be put in place to support the children who had identified to have ADHD.
However, with early intervention more children are being diagnosed with ADHD which puts pressure on professionals that help families and children (Sonuga-Barke et al., 2011; Gurevitz et al., 2014; Mowat, 2009; Power et al., 2012). Furthermore, it means that more families are likely to experience extra stress due to a new diagnosis. The MMD and the SMD can be seen here as it suggests that because of a diagnosis it puts pressure on professionals to provide treatment for a child with ADHD, but it also shows how the family’s stress can make barriers due to being labelled (Emens and Stein, 2016; Schmiedeler and Schneider, 2014; O’Gorman and Drudy, 2010). 
Barkley et al. (2008), Lloyd (2008) and Galéra et al. (2011) suggests that without early intervention and strategies in place for children with ADHD it can lead to less academic achievement and outcomes. DuPaul et al. (2011), Sonuga-Barke et al. (2011) and Gurevitz et al. (2014) furthers that’s by suggesting that early intervention allows for addressing and assessing numeracy and literacy skills and improves behaviour in preschool. However, not all children with ADHD will have long term difficulties and some children may still be high achievers (Sonuga-Barke et al., 2011; Spooner, 2011). 
According to Spooner (2011) inclusion cannot be done on one level with just children with SEN, in relation to ADHD this suggests that within a setting inclusion should be for all children no matter what their need is. However, within a classroom a child with ADHD may not be able to contribute as well as children without ADHD meaning the teacher would need to find a way of including the child (Rogers and Tannock, 2013; Rimestad et al., 2014). Dispatches (2017) states that within a survey 97% of classroom teachers had children with challenging behaviour in their class and that mainstream schools can focus better without children with SEN. This suggests that children with ADHD should be in a special school instead of mainstream so that the other children can learn which supports Warnock (2005) as she states that it may be the best place for some children. However, this would exclude children instead of including children with ADHD.
The Warnock report 1978 influenced the Education Act 1981 which included focusing on the individual child to ensure that their needs are identified, assessed and provided for (Spooner, 2011; Warnock, 1978; Great Britain, 1981). The Warnock report 1978 and the Education Act 1981 states that there should be stronger partnerships with parents and if a child requires special provision for example, a child with ADHD, then the setting should provide it, or the children should go to a setting that is specifically designed to meet their needs (Spooner, 2011; DuPaul and Stoner, 2014; Great Britain, 1981; Warnock, 1978). Lee et al. (2015) and MacBeath et al. (2006) suggest that children with SEN should be in mainstream education. However, in the study by Lee et al. (2015) it was found that only half the teachers say that children with ADHD would be accepted in mainstream. This may be due to the cultural difference as in China getting high grades is valued in family life, therefore, schools may not accept children with ADHD because they may disrupt another children’s learning (Yamamoto and Holloway, 2010). According to the Medical Model of Disability (MMD) because the children have been labelled with ADHD (a disability) then it is the ADHD itself that prevents a school from accepting child (Emens and Stein, 2016; Anastasiou and Kauffman, 2011; Runswick-Cole, 2008). In contrast the SMD would argue that the setting is not willing to change to include children with ADHD, therefore, creating a disability. In accordance with the Education Act 1981 and the Equality Act 2010 in the United Kingdom it would be illegal for a child to not be included within a setting due to ADHD (Great Britain, 1981; Great Britain, 2010). Furthermore, Runswick-Cole (2008) and Rogers and Tannock (2014) suggests that a special school may be the best chance for a child with ADHD to have a ‘normal’ life.
Warnock (2005) changed her original claim that children with SEN should be included into schools to saying that for some children a specialist school may be more appropriate to cater for the child’s needs. However, Lloyd (2008) suggests that this may be seen as going back to the segregation of children with SEN. Runswick-Cole (2008) supports Warnock (2005) by stating that mainstream schools may indirectly limit a child’s activities. This is in violation of the Education Act 1981 and the Equality Act as the child is being excluded due to their need. In relation to ADHD, if the child is in a quiet room then their activities are being limited which could suggest indirect discrimination (Great Britain, 1981; Great Britain, 2010). According to the Social Model of Disability (SMD) this is an example of how part of a society is causing the child to have a disability as it is the setting itself which is limiting the child not the ADHD that is limiting the child (Emens and Stein, 2016; Anastasiou and Kauffman, 2011; Runswick-Cole, 2008)
According to Spooner (2011) and MacBeath et al. (2006) the Special Educational Needs (SEN) Code of Practice gives practical advice to settings to meet the needs of children with SEN however, it does not state what should be done in individual cases. Therefore, practitioners may be advised on how to accommodate for children with ADHD, but the strategies suggested may not work for the individual child. Therefore, individual policies such as the inclusion policy should be in place to say exactly how children with SEN are included and the procedures related (Lloyd, 2008; Runswick-Cole, 2008).
The Equality Act 2010 states that where possible children should be included in mainstream education (Great Britain, 2010, Lloyd, 2008). However, it is still up to the parents where their child is educated as the parents have legal guardianship over the child, meaning that if a child is in mainstream education the law states that settings must seek to remove barriers to allow the child to be included (Runswick-Cole, 2008; Rimestad et al., 2014). 
DuPaul et al. (2011) and Power et al. (2012) found that positive behaviour interventions did not help to improve academic outcomes or reduce ADHD symptoms. The behavioural strategy needs to be individual to the child and their academic focuses should work around the intervention (DuPaul et al., 2011; Mowat, 2009). DuPaul et al. (2011), Power et al. (2012) and Daley and Birchwood (2010) suggests that smaller improvements in behaviour contribute to early learning and as the demand on education increases the more that children with ADHD struggle. It may be assumed that reducing ADHD symptoms, for example, aggressive behaviour, will lead to better educational functions, however some children in studies prove this wrong (DuPaul et al., 2011; Mowat, 2009). If a setting does not have a strategy in place for children with ADHD then the setting is setting the child up to fail (Lloyd, 2008; Mowat, 2009).
Sonuga-Barke et al. (2011), Everett (2010), Power et al. (2012) suggest that multiple methods should be used so that children can be supported in settings and at home. However, Feil et al. (2016) suggests that there should be more emphasis on classroom interventions rather than just parental training as they found that interventions and school strategies showed improvement within a setting. Spooner (2011), Topkin et al. (2015) and Van der Oord et al. (2008) furthers this by suggesting that behaviour modification programmes should be used. This suggests that for children with ADHD a reward system may be a better strategy as it focuses more on positive behaviour. This links with Skinner’s (1974) Positive reinforcement theory which states that if children are rewarded for certain behaviour then they will continue to display that behaviour. Furthermore, Everett (2010) found that a combination of positive reinforcement and a quiet room helps to improve behaviour for children with ADHD. The MMD can be identified here as the strategies and interventions which can be implemented may be seen as trying to cure the disability, in this case cure ADHD (Emens and Stein, 2016; Rogers and Tannock, 2013). On the other hand, the SMD would argue against this notion as it states that society needs to adapt and therefore removing the idea that ADHD is the disability (Anastasiou and Kauffman, 2011; Runswick-Cole, 2008; O’Gorman and Drudy, 2010).
One strategy of including children with ADHD within a setting is a quiet room. According to Ridgly Frampton (2011), Mowat (2009) and Daley and Birchwood (2010) the intervention and strategy should enable a positive and effective environment. For a child with ADHD a quiet room environment may be able to relax them so that the child can then return to the classroom. However, if the quiet room is also used as a timeout room for aggressive behaviour then this type of intervention should only be used if less restricted interventions have not worked (Ridgley Frampton, 2011; Everett, 2010). On the other hand, if the behaviour is aggressive then this strategy would deal with any safety concerns (Ridgly Frampton, 2011; Schmiedeler and Schneider, 2014).
Ridgley Frampton (2011), Rogers and Tannock (2014) and Mowat (2009) suggests that children may use the quiet room to avoid doing tasks, avoid teachers and peers. Therefore, this suggests that children with ADHD may be aggressive or say they need to calm down in order to avoid the classroom setting. Ridgley Frampton (2011), Gurevitz et al. (2014) and Daley and Birchwood (2010) suggests that children with ADHD should be in a quiet room if needed so that the child does not get attention from other children which may cause them to increase the aggressive behaviour. This links with Maslow’s (1971) theory which suggest that children need attention in order to develop. Additionally, this links with Skinner’ positive (1974) reinforcement theory as the child with ADHD will be getting a reaction from other children which the child may see this as a type of reward, therefore, continuing or increasing the behaviour.
When children with ADHD are in the quiet room they need to be supervised to ensure they do not harm themselves, therefore, staff would need adequate and suitable training in positive handling to ensure that if needed the child could be safely restrained (Wearmouth, 2017; Everett, 2010; Dispatches, 2017; DuPaul and Stoner, 2014). The Education Act 1981 states that a Special Educational Needs Co-Ordinator (SENCO) must have the correct training to work with children with SEN. Additionally, a positive handling policy would state what training a practitioner would need to work with children with ADHD (Great Britain, 1981). Therefore, for a SENCO to work with a child with ADHD they must attend appropriate training courses and have the experience (MacBeath et al., 2006; O’Gorman and Drudy, 2010; Wearmouth, 2017). Additionally, Everett (2010) and Rimestad et al. (2014) found that different settings used the quiet room strategy in different way, meaning that there is not a universal way of implementing the strategy. This links with the SEN code of Practice as it does not say exactly how a strategy should be used in individual cases (Department for Education, 2015). Dispatches (2017) used the quiet room as a room for children with aggressive behaviour which supports the two previous point of how different settings use the strategy in a different way and ensuring that the child, other children and staff are safe.
However, Ridgley Frampton (2011) and MacBeath et al. (2006) found that using the quiet room as a place for time out did not make the number of incidences of aggressive behaviour to decrease but did find that with the continuation of the strategy it took less time for the child to calm down. This therefore suggests that when the strategy is first implemented a child with ADHD may not exhibit improvement but with time the child may be able to return to class quicker (Rogers et al., 2015; Rogers and Tannock, 2013; Rimestad et al., 2014). Alternatively, due to a child with ADHD either being removed or removing themselves from a classroom it could cause other children or staff to put a stigmatisation on the child as the child with ADHD may be seen a the misbehaving child (DosReis et al., 2010; MacBeath et al., 2006; DuPaul and Stoner, 2014). This shows the SMD as it is society putting the stigmatisation on the child which could be causing a barrier (O’Gorman and Drudy, 2010; Rogers et al., 2015). Maslow’s (1971) hierarchy of needs states that children with low self-esteem and have the feeling of incompetence will not be able to self-actualise and do the best that they can within a setting (Maslow, 1971; Rogers, 2015). Not only may isolation in a quiet room affect a child’s self-esteem it may also limit social skills as the child would have no one besides the practitioner to socialise with (Dispatches, 2017; Du Paul and Stoner, 2014). Furthermore, the SEN code of practice and the Education Act 1981 states that parents should be involved with their child’s education (Great Britain, 1981; Department for Education, 2015). DosReis et al. (2010) found that parents did not like children being isolated. Charach et al. (2013), DuPaul et al. (2011) Rimestad et al. (2018) found that early intervention made improvement to the child’s behaviour through parent behaviour training and school intervention, for example, classroom behaviour technics. However, Charach et al. (2013) and Power et al. (2012) found that the other studies they examined found that medication was most effective in helping to control aggressive behaviour. Relating this to children with ADHD, the setting would have to discuss the quiet room strategy to see if the parents accept it and would need to respect the parents’ wishes. The UNCRC article 12 and 13 states that children have the right to be involved in making decisions that may affect them (UNICEF UK, 1990). This means that children with ADHD should be involved in the discussion of using the quiet room strategy (Spooner, 2011). 
To conclude, this essay has focused on early intervention and strategies to enable children with ADHD to be included within main stream settings. It was suggested that without strategies in place children with ADHD would have lower academic achievement (Barkley et al., 2008; Lloyd, 2008). However, Sonuga-Barke et al. (2011) and Spooner (2011) disagrees with this and stated that children with SEN may still be high achievers who need a different strategy to learn. Warnock (2005) advocates for children to be included within mainstream but also acknowledges that for some children with ADHD their needs would be better met in a special school. The Education Act 1981 was influenced by Warnock (1978) to include SEN within practice and have a SENCO to oversee the provision of SEN within a setting (Great Britain, 1981; Spooner, 2011; Wearmouth, 2017).
The strategy discussed was a quiet room which could be used for either controlling aggressive behaviour or a place for the child with ADHD to go to calm down of including children with ADHD within a setting is a quiet room (Ridgley Frampton, 2011; Everett, 2010; Mowat, 2009). However, it is suggested that the quiet room should be used as a last resort and to protect the child with ADHD, other children and practitioners (Ridgly Frampton, 2011). Furthermore, Ridgley Frampton (2011), Rogers and Tannock (2014) and Gurevitz et al. (2014) suggests that children may use the quiet room to avoid doing tasks, avoid teachers and peers. Children with ADHD are in the quiet room also need to be supervised to ensure they do not harm themselves (MacBeath et al., 2006). 
[bookmark: _GoBack]Overall, early intervention allows strategies such as the quiet room to be put in place to prevent long term problems for the child with ADHD and allow them to be included within mainstream setting. However, it can still be debated whether these children should be in mainstream or special schools (Warnock, 2005; Power, et al., 2012).
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