ADHD

Attention Deficit Hyperactivity Disorder (ADHD) is a neurological disorder that affects chemicals in the brain, which causes disruptive symptoms to take place, such as reduced concentration, hyperactivity and impulsiveness. ADHD has become one of the most frequently diagnosed disorders in the world, affecting 11% of children in the UK alone (Singh, 2012). 

This paper will identify some of the characteristics of ADHD in children to help gain a more extensive knowledge of the subject. Furthermore, to discuss the causes, prevalence rates, interventions and treatments for this disorder.

Looking at some of the issues of ADHD in preschool children: that the symptoms can persist over time, and can harm and weaken the development in children. Following studies that have been analysed successively by Hechtman and Weiss (1983), Klein and Mannuzza (1991), Hill and Schoener (1996) and Faraone and colleagues (2006). All found that schoolchildren of 4 to 14 years are inclined to show characteristics and a persistence of hyperactivity, restlessness, poor performance and a higher rate of disruptive disorders compared with children of the same age that did not have mental health dilemmas.

At primary school age, children with ADHD often appear different to their peers, who are starting to mature and are gaining the skills to assist them with learning ability. As a result, it is typical for the child with ADHD to have low self-esteem, be rejected by their classmates and fail academically (Harpin, 2005).

Children with ADHD have been shown to view their worst behavioural trait as more evident and beyond their control than those without ADHD (Harpin, 2005). Furthermore, Children with ADHD often have bad sleep patterns, usually being non-apparent. As observed by Faraone and colleagues, (2006). It is presented as inferior behaviour during the day as a result of the lack of sleep, which just adds pressure to the parents. This added stress to the family unit causes issues for both child and parent as the child’s mood becomes more aggressive, and feelings of sadness are enhanced (Singh, 2015).

[bookmark: _Hlk497753496]To look at some of the causes of ADHD, Enail Kraepelin In the late nineteenth century, said that a psychiatric disorder like ADHD was a disease that no doubt played a significant role in the genetic differences between children. It, therefore, presents a higher risk of disturbance to the child (Martin, McDougall and Hay, 2008).

Furthermore, ADHD is not a new condition. It was described by Still (1902). He noticed that the children in his practice were highly-strung and found it difficult to concentrate. Although the condition was not named at this time, it was noted that this impairment was not related to the child's upbringing (Selikowitz, 2009).

Evidence shows that a child's brain does have variations in its development, structure and function, this, in turn, shows that it is not just the environment that shapes the child's learning difficulties but more so the functioning of the brain (Selikowitz, 2009).

Therefore it is seen that the leading cause of Attention deficit hyperactivity disorder is an impairment of the brain function. For the most part, it is caused by a reduction of certain chemicals that can be found in the frontal region of the brain. The main reason for this decline is genetic. It is important to know that our genes influence the chemical process in the body cells, for example, the neurotransmitters norepinephrine (NE) and dopamine (DA). Although these are not the only transmitters associated with ADHD, they have been shown to play an essential role in attention and thinking (Hunt, 2006).  It is only when NE and DA metabolism is compromised at the synaptic metabolic pathways by the ADHD gene, that ADHD occurs (Selikowitz, 2009).

Other than genetic and neuropsychological influences, there are various other factors requiring consideration.

Substance abuse by expectant mothers has been linked to ADHD prevalence. Double the number of children were found to have ADHD in cases where the mother abused the use of cigarettes and alcohol, than in participants without. This was evident even after considering and accounting for the mother’s psychopathology (Mick, Biederman, Faraone, Sayer, and Klienman, 2002).

However, it should be noted that contrary studies have been published which show inconclusive results other than potential implications for tobacco smoke. (Linnet et al. 2003) 

[bookmark: _Hlk498610149]Chervin et al. (2002 sited in Ammerman, 2006, p. 319) advocated that in many ADHD cases, children suffer from sleep-related problems which also exacerbate the ADHD. Furthermore, he disclosed that children with ADHD symptoms had a higher rate of daytime sleepiness and may snore, indicating that the child could have a sleeping disorder. Also, Chervin, Dillon, Bassetti, Ganoczy, & Pituch, (1997) disclosed that children with ADHD could have their symptoms significantly reduced, by as much as one quarter, if the sleep problems were adequately treated.

TV viewing correlated with ADHD: an investigation by Christakis, Zimmerman, DiGiuseppe, & McCarty (2004) showed that at age 1-3 years there was a connection between ADHD and TV viewing, symptomatically. Additionally, inattentiveness was evident at 7 years of age. However, it should be noted that genetic traits could not be isolated in their studies, which may suggest that it could be part of genetical causes as opposed to separate environmental ones.

[bookmark: _Hlk497117744][bookmark: _Hlk497117662]The prevalence of this disorder is substantial. Attention deficit/hyperactivity disorder (ADHD) is common, and more likely to affect boys than girls, with an estimated prevalence in the UK of 3.6% and 0.9%, respectively, in children aged 5–15 years. Also taking the diagnosed prevalence of ADHD from the National Center for Biotechnology Information, it was 192.4 per 100k patients aged 6 to 17 years in 1998, and by 2007, the prevalence was 549.8 per 100k (186% change from 1998) in patients of the same age. So, these figures show ADHD is much more prevalent today than some 20 years ago. These rising numbers have also put a strain on the financial cost of medicine (Holden et al., 2013).

This section explores the interventions and treatments available for ADHD. It will 
examine and compare research to gain a more comprehensive knowledge of the subject.

In 2012, The voices project (voices on identity, childhood, ethics and stimulants) carried out a study that involved 151 children, from the USA and the United Kingdom. The children were aged 9-14 years and had been diagnosed with Attention deficit hyperactivity disorder. The point of the study was so that the children could share their thoughts about the ethics of treating and diagnosing ADHD using stimulant drugs in childhood. The participants who took part were asked questions that looked into particular aspects of their daily life. 

Through discussions and interviews, they explored things like education, stigma, identity, medication and social integration. The researcher’s findings were analysed to see if the study was supported, or not, by the children's experiences and perceptions. The survey recorded that the children prescribed with Methylphenidate, also known as Ritalin, were asked about the effects that this medication had, and whether or not they felt it had a positive or negative impact on them. Although the majority of the children said that since taking Ritalin they noticed positive results, some also stated that the medication made them feel more aggressive and mechanical (Singh, 2012).

Furthermore, the study also showed that the children's parents believed that their child was a different person when taking the medication, this further suggests that the children were influenced by their parent's beliefs when they said they felt a positive effect from taking the drug (Singh, 2012).
           
           Alderson (2008) said that it is essential that we allow children the freedom to communicate with adults in their own way, allowing them to express their own thoughts. If a parent denies the child this or becomes too overprotective, especially when conducting research, this could, in turn, hinder the results of the data as children want to please the adults close to them.

           In another report in NICE, Singh (2010) research was carried out on 16 children that had been diagnosed with ADHD and were taking the drug methylphenidate (Ritalin). The study was to explore the understanding that the children have regarding how ADHD set them apart from their peers and whether they believed the medication had any impression on that. It showed that the results had a more positive effect than negative. The children reported that since taking the drug Ritalin, they felt that their peer groups accepted them more and that the way others see their condition had improved. 
Furthermore, this helped the child to feel better about them. Singh (2012) said that even though Ritalin could limit a child's accuracy, the benefit of the drug would allow children with ADHD to develop.

However, although the study did have a more positive outcome, There was an unequal balance between boys and girls with only two girls and fourteen boys. In 2012 the ADHD institute said that boys are three times more probable to be diagnosed with ADHD than girls. This would show that the findings of this study are gender bias and therefore incorrect (Willcutt, 2012).

To look at a perspective other than medication Psychiatrists Timimi & Essex, (2002) said that prescribing medication to children was not required. They implied that ADHD is not merely a neurological science and rather an influence of both social and cultural roles. Timimi & Essex (2002) believed it would be good practice for other medical professionals who had diagnosed their patients with ADHD to offer a more holistic approach. This could avoid long-term harmful effects that medication could have on the child (Timmi, 2014).

Parent Training Interventions for ADHD in Children is a comprehensive treatment of ADHD. According to evidence-based practice, it involves working directly with parents to change their parenting behaviours to raise chances of positive outcomes for their children (Chronis, Jones & Raggi, 2006). Behaviour parent training thus emerges as an effective means of changing parenting, and therefore, treating ADHD.

Hyperactive, impulsive and inattentive behaviours which commonly characterise Attention Deficit Hyperactive Disorder (ADHD) many times lead to impairment of the relationship between parents and their children (Chronis, Jones & Raggi, 2006). This leads to higher stress levels among parents whose child or children have the condition. With time, parents may adopt counterproductive parenting strategies that may worsen the behaviour of their children.  

With a long history of treatment for ADHD and other internalising disorders, parent training interventions provide parents with knowledge on how to improve behaviour techniques. Founded on principles of social learning as noted by Chronis, Jones and Raggi (2006). Parents get training on how to identify and influence the social background and consequences of their child’s behaviour. They are also taught how to target and monitor problematic behaviours. Including positive reward response, and lower unwanted behaviour through non-physical discipline techniques such as time out, privileges withdrawal, limit setting, and planning to ignore, among others (Chronis, Jones & Raggi, 2006; Sonuga-Barke, Thompson, Abikoff et al., 2006; Danforth, 2006). 

Different studies have mixed results regarding the effectiveness of parent training interventions for children with ADHD. Several studies reviewed by different scholars reveal such interventions lead to improvements for ADHD children in several vital areas as well as domains such as parental stress (Chronis, Jones & Raggi, 2006; Sonuga-Barke, Thompson, Abikoff et al., 2006; Chacko, Wymbs, Wymbs et al., 2009). 

Four studies which focused on behaviour at home and in a school environment were reviewed by Zwi, Jones, Thorgaard et al. (2011). They revealed mixed results which serves to indicate that conflicting results are often encountered in studies, and further investigations are required.

In another study, electronic databases were searched, together with hand searched relevant information from journals and bibliographies from experts in the field. This information was collected to investigate the influences that therapies like cognitive behavioural family therapy, functional family therapy and behavioural family therapy for children with attention deficit hyperactivity disorder have. Children with ADHD are often treated with a stimulant medication, like Ritalin, which has been proven to help reduce the symptoms of ADHD (Wolraich et al., 1990). However, these studies are to ascertain whether psychosocial or psychoeducational interventions together with medication would successfully alleviate the core symptoms of ADHD compared with no treatment or a standard treatment. 

Carr (2000) advocates that family therapies can have a positive effect on children and their families as a treatment. Furthermore, he said that this would be effective whether the therapy was characterised by different modes or simply a stand-alone treatment. 

In the NIMH-sponsored Multimodal Treatment of Attention Deficit Hyperactivity Disorder (MTA) (NIMH, 1999) a study was conducted to find whether treatment with medication would be more beneficial than intense behavioural therapy alone (Jensen, 1999). This would include the combination of both treatments. The study included 579 children between the ages of 7-9 years with ADHD. The children were then randomly allocated to one of four treatment modes, this included intensive medication management alone, intense behavioural therapy alone, a combination of both and a community care control group. The multimodal treatment plan was conducted over a period of 14 months, considerably longer than other studies that had only lasted up to four months.

[bookmark: _Hlk498674628]The MTA primary results were published in December 1999 in the Archives of General Psychiatry (Jensen, 1999). Results showed that stand-alone medication and a combination of both treatments was favourable by far as opposed to intense behavioural treatment and community care. Furthermore, even though two-thirds of community treated children received medication during the study, despite this the study medication approach had significantly better results than community care treatments. However, although the studies established some outcomes as more positive where medication management was concerned the studies would still indicate towards no solid conclusion, as it would be hard to verify how effective the intervention would be after a period of 14 months. Furthermore, how and whether treatment could help with long-term functioning.
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