Part 1.  
   This essay will explore ADHD in young people and the appropriate treatments and interventions available for the childhood disorder.  
   ADHD – Attention-Deficit Hyperactivity Disorder is a neurodevelopmental disorder which is commonly diagnosed. It is characterized by inattention, hyperactivity and impulsivity (Gehricke et al., 2017) which can have detrimental effects on a person’s development and functioning. (DSM-5, 2013). A child will begin to display symptoms of ADHD before the age of twelve, and these can begin to show in a child as early as three years old. These symptoms can be mild, moderate or severe. ADHD is diagnosed more often in males than females and behaviours manifest differently in both the sexes. It is apparent that boys tend to be more hyperactive and females may be quietly inattentive. The three subtypes of ADHD are: predominantly inattentive, predominantly hyperactive/impulsive and combined which is a mix of both previous subtypes. A child who displays inattentive behaviours may often have great difficulty paying attention and make careless mistakes in their work, they might avoid any hard tasks that require mental effort and they can also be easily distracted. On the other hand, a child who is hyperactive and impulsive may find difficulty sitting down for a period of time, they will be constantly on the go, fidget with anything that is in front of them and can not wait their turn. ("Attention-deficit/hyperactivity disorder (ADHD) in children - Care at Mayo Clinic - Mayo Clinic", 2019).
    ADHD often continues into adulthood and can have a negative impact on that individual’s future. Children suffering with ADHD will frequently underachieve educationally and as a result can have difficulties in employment when they grow up. (Sayal, Prasad et al., 2018). There are many other associated outcomes of ADHD such as psychological issues. There is a high risk of an individual with ADHD having another psychological disorder. There are many common comorbid conditions such as depression (30%), conduct disorder (30%), anxiety disorder (20%) and there is also a 50% chance that ADHD could comorbid with learning disabilities. (Schachar, 2014). The child can also suffer with impaired cognitive performance, which means they will lack ability of a good working memory. Another element could be that the individual suffers with social impairments. A child with ADHD will face challenges in sustaining peer relationships, as well as having strained and stressed relationships with their parents and teachers. Furthermore, there is also a clear issue in behaviour with children who suffer with ADHD. There are signs of reduced academic engagement and higher off task behaviour. (Dueck, 2015) 
   There are varied elements to consider for the causes of ADHD. ADHD is influenced by multiple genes along with non-inherited factors and their interplay. Considering many family studies, it is clear that many parents as well as their child/children suffer with ADHD. 25-35% of the time, parents of children who have ADHD also suffer with ADHD themselves. (Barkley, A. 2017). This is also apparent in twin studies and studies conducted with adopted children and their biological parents. (Thapar et al., 2011).  Since the first family and twin study in the 1970’s, there have since been near 2,800 publications on ADHD and the genetics. (Schachar, 2014).  Although there are other factors to consider when looking at the causes of ADHD, the mean heritability estimates are near 79%. (Thapar et al., 2011).  Practitioners have observed over time that ADHD ‘runs in families.’ There is a 50% shared genetic variation between siblings and 25% between cousins. Therefore, the risk to first degree relatives of individuals with ADHD is estimated to be around 15-60% which confirms the genetic influence on ADHD. (Schachar, 2014).
    There are also environmental risk factors that may be associated with ADHD in children. Some of these include; smoking during pregnancy, low family income, family adversity and hostile parenting. These childhood maltreatments could possibly have a great impact on the individual and therefore could cause damage to their working memory, emotion control and their response inhibition. Intertwined with the environmental factors that are associated with ADHD there is also the gene-environment interplay. Both nature and nurture are strongly connected. Genetic influences can astonish feigned environmental effects and the same contrarily. Environmental influences can lead to a declaration of genetic risks. (Capusan, 2016).   
   Globally, the prevalence rates for ADHD in children are on average 5%. (Sayal et al., 2018)
In the UK, as it is more common for boys to be diagnosed than girls with ADHD, using the DSM-5 criteria, the estimated prevalence is 3.6% and 0.9% in children ages 5-15 years old. (Holden et al., 2013). There were 0.5 per 1000 children diagnosed with ADHD in the UK 30 years ago, and 3 per 1000 receiving medication in the late 1990’s. Rates of ADHD in the US have risen but from a higher base with approximately 12 per 1000 from 30 years ago to 35 per 1000 in the late 1990’s. The rise in the numbers of children being diagnosed with ADHD is continuing every day. (NICE, 2009).  
  Therefore, the argument for the best treatments and interventions for ADHD in children is an ongoing discussion with many parents rejecting the use of medication such as Ritalin. Acceptance for a parent of a child with ADHD can sometimes be difficult. Parents making the decision to use stimulant treatment challenging due to conflicting opinions from professionals, family and friends, but after all, parents want to do what is best for their children. (Charach et al., 2006). Early diagnosis of ADHD in children is crucial considering outcomes could confirm lower levels of educational attainment. (Hamed et al., 2015).

 Part 2 
   For a child with ADHD, symptoms could possibly lessen with age, but they will never outgrow their symptoms. Instead, there are other options available and a chance to adopt new strategies to help them be successful in life. ("Attention-deficit/hyperactivity disorder (ADHD) in children - Doctors and departments - Mayo Clinic", 2019). There are two effective categories of treatment for ADHD, these are pharmacologic and non-pharmacologic treatments. (Brown et al., 2018).
  In the US, an estimated 3.5million children in 2011 with ADHD were taking medication as a form of treatment. Pharmacologic therapies are useful for managing core symptoms of ADHD such as containing impulsive actions and lessens distractibility for the individual. They also improve attention and activity levels. This ensures that a chance to succeed in daily tasks at home or at school is possible for the individual. There are two types of medication treatments used for ADHD which are stimulants and non-stimulant medications. (Brown et al., 2018)
   In 2008, 2.8 million children were estimated to be receiving stimulant medications, and these stimulants have been used for over 50 years in the history of ADHD. Stimulants are considered to be the first line psychopharmacological agents in the treatment for ADHD. (Shier et al., 2012).  Treatment used with stimulants has improved hyperactivity, impulsivity and inattention in 70% of children with ADHD. (Meijer et al., 2009). Stimulants have had a substantial effect on a plethora of brain regions, gene regulators and neurotransmitters. (Connolly et al., 2015). 
   The methylphenidate and amphetamines used in the stimulants increase the levels of dopamine and norepinephrine which facilitates their release in the prefrontal cortex. It is argued that psychostimulants are the ‘drugs of choice’ for the treatment for ADHD considering the great outcomes for a child’s academic performance. (Shier et al., 2012). 
    Leucht et al. (2012) in Meijer at al. (2009) conducted a large-scale meta-analysis and came to the conclusion that methylphenidate and amphetamine are the most effective psychotropics. Between 75%-90% of the patients in this study reported a response to a form of pharmacotherapy. Clinical trials have exhibited the efficacy of using stimulants with children. (Connolly et al., 2015).
  There are also non-stimulants used in the treatment for this disorder. In the last 15 years, the use of these non-stimulant pharmacotherapies have been beneficial and effective. (Martinez-Raga et al., 2016) Non-stimulants are given to children if they are unsuccessful in getting a satisfactory response to the stimulants. Non-stimulants such as atomoxetine is used to increase levels of norepinephrine and dopamine in the prefrontal cortex. This has proved long term effectiveness in younger children. 
   Although Connolly et al (2015) argues that pharmacotherapy has somewhat had an extensive effect on ADHD in children, Connolly also critiques the use of pharmacotherapy and notes that physicians need to be conscious of the underlying matter that an infrequent event could occur due to the fact that prevalence of use has increased a great deal today. Connolly also adds that there is also an absence of studies that notify us of the long-term effects of ADHD drugs in all ages. Sprich et.al (2015) also argues that the use of psychopharmacotherapy is insufficient as a study conducted that used 20 adolescents between 13 and 18 years old, reported that only 52% of participants that utilized a stimulant were ‘much improved’. This indicates that a further 48% of participants did not benefit the use of stimulants. 
  Another appropriate intervention for this childhood disorder is the use of cognitive-behavioural therapy. The purpose of cognitive behavioural treatment is to ensure that the child is able to self-regulate. It will help them to self-regulate their own behaviour and begin to understand rules, it will help them to begin to self-regulate their daily habits and use numerous strategies to assist them to behave appropriately. This eventually will begin to clear their minds and give them the opportunity to differentiate irrelevant information from useful data, it will allow them to notice when their behaviours are not correct and furthermore will permit them to develop self-esteem and relationships with others.
   In CBT sessions, children are taught to self-instruct, self-monitor, self-reinforce, motivational strategies and to problem solve, with the hope that it will better their attention and impulse behaviour problems. They are taught these strategies due to the fact that a child with ADHD typically acts upon impulse and does the first thing that comes to their mind. 
   Parents and teachers also play a role in the process of a child’s CBT. It is noticeable that the involvement of others around the individual makes it a lot easier for them. Teachers are able to give verbal praise, effective commands and use of points/stars. On the other hand, teachers are able to correct any unwanted behaviour in the classroom through the use of time out, planned-ignoring and response cost. (Flores et al., 2014)
   In Flores (2014) study on CBT in children with ADHD, the results emphasise the success of the use of CBT. The study highlights the reduction of inattention, hyperactivity, impulsivity, impulsive cognitive style and the improvement it has had on sustained attention. Contrarily, Flores’ paper does not inform us of any improvements of anxiety and self-esteem after the use of CBT. Ahmad et al (2018) also intensifies the argument that CBT has the most effective impact out of many interventions used for ADHD. After conducting the study it again is clear that CBT has a significant effect size, with the improvement of hyperactivity among other factors of the participants. 
  Furthermore, the Abadi et al (2012) study that used forty children with ADHD to conduct a quasi-experimental research concluded that both CBT and drug therapy are useful to reduce symptoms of ADHD, but CBT is found to be more effective in the decrease of ADHD.
   After looking at numerous studies, it is evident that the use of medication and cognitive behavioural therapy are somewhat effective treatments for ADHD. There is clear evidence to support the impact and change in behaviour after utilizing both individually. Despite this, it is also apparent that more research needs to be conducted in order to collect long term effects of both treatments. Another questionable factor to consider is if these forms of treatment work well if an individual with ADHD is also comorbid with another disorder. Considering these facts, future research may be able to improve the current situation for these children and a new highly useful form of treatment or an intervention could be applied. 
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