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ABSTRACT

The purpose of this study was to investigate the experiences of mainstream foundation phase
educators who teach learners diagnosed with Attention Deficit Hyperactivity Disorder (ADHD),
as well as to understand the intervention strategies that these educators use when dealing with

these learners.

The study is qualitative and based on the interpretivist paradigm. It is a case study of seven
mainstream educators who were all teaching learners that were diagnosed with ADHD. The

study was guided by the following research questions:

e What are the experiences of mainstream educators who teach learners diagnosed with
ADHD?

e What intervention strategies do educators employ to handle learners with ADHD?
o What support structures exist in schools to assist educators of learners with ADHD?

The study reveals that the educators in these mainstream schools do not feel sufficiently skilled
and effective in meeting the learning needs of their learners diagnosed with ADHD. Their large
class groups, lack of available support structures, and lack of parental support and professional
intervention, contribute largely to this situation. Drugs such as Ritalin may not be a cure, but are
sometimes helpful in improving learner behaviour and productivity. This however is not always
possible due to the varying array of symptoms that co-exist in ADHD and the effectiveness of
medication and intervention is unique to each learner. Psychological assessment assists in
highlighting the unique educational needs of these learners. Educators rely on the advice and
support given by physicians and psychologists. Drug therapy must be used in conjunction with
behaviour therapy as this is beneficial to the learner diagnosed with ADHD and to the class

environment.

The findings of the study indicate the absence of remedial education in these mainstream schools.
There is a need for all mainstream educators to become trained and skilled in understanding and
teaching learners with ADHD. Greater awareness, involvement, coaching and support needs to be
available for all those involved with ADHD. This implies that the provision of effective
intervention and support will empower educators, potentially minimize the early drop out of

learners affected with ADHD and facilitate a productive outcome and future for them.
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A limitation of this study is that this small sample size does not reflect the education setting of all
mainstream schools in South Africa. Mainstream schools vary extremely in degrees of

resourcefulness and class size.
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CHAPTER ONE

INTRODUCTION

1. Introduction

“Does the combination of repeated failure in my earlier years without any continued
period of success, missed opportunities to learn, and the battering taken by my sense
of self-worth as | endeavored to keep up with my peers, account for much of my
situation today or is it entirely constitutional? Is it most likely a tangled mixture of
many forces, both external and internal (Diller, 1998, p. 278).

The above quotation so aptly describes the dilemma that confronts learners with Attention
Deficit Hyperactivity Disorder (ADHD) at school and creates a very real picture of education
as seen through the eyes of one of these learners. While research has attributed the cause of
ADHD as highly heritable and largely internal, one gquestions the role and effects of external
factors in the lives of these learners. These factors always unravel in the classroom, and
while challenging for learners who have been diagnosed with ADHD and their teachers, not
much has been told of how these challenges are experienced by South African mainstream
educators, and the intervention strategies and the coping skills they implement in order to

manage these learners in over-crowded classrooms.

1.1 Background

The National Institute of Neurobiological Disorders and Stroke (NINDS) define Attention
Deficit Hyperactivity Disorder (ADHD) as a neurobehavioural developmental disorder, which
is characterized by differences in brain structure and function that affect behaviour, thoughts
and emotions (CHADD, 2010). According to the National Institute of Mental Health ADHD
accounts for more child mental health referrals than any other single disorder? ADHD is a
developmental disorder of self-control, and consist of problems with attention, impulsivity
and activity levels (Barkley, 2000).The Diagnostic and Statistical Manuel of Mental Disorders
report that it affects 3 — 5% of children before the age of seven; (Kaplan & Sadock, 1995, p.
2295); the National Resource Centre on ADHD (NRC, 2010) suggests 5 — 8%; and Picton
(2002) suggests 5 — 15% — approximately 5% of the child population depending on the

methodology used. ADHD is characterized by a persistent pattern of impulsiveness and



inattention, with or without a component of hyperactivity. It is three times more common in
boys than in girls (Swanberg, Passno & Larimore, 2003), or as other reports indicate; though

studies suggest this discrepancy may be due to subjective bias.

ADHD is generally chronic in nature, where 30 — 50% of learners have symptoms continuing
into adulthood. As learners mature, the activity levels in adolescence and adulthood may
decline, but the other symptoms remain. Over time, adolescents and adults are sometimes
able to draw from coping techniques that they have acquired, and may use these coping
mechanisms to compensate for their impairment (Picton, 2002).

The National Institute of Mental Health (NIMH, 2008) has proposed methods of treatment
which involve a combination of medications, behaviour modifications, and lifestyle changes
and counselling; yet agreement on the underlying causes of ADHD or on how to treat the
disorder remains controversial due to postulations with regards to the genetic and
physiological triggers of the condition. This contradiction in opinion complicates the
medicating and treatment of this disorder. Medical practitioners also differ in treating ADHD.
Some clinicians support the use of stimulant medication; some prefer a combination of
stimulant medication with behavioural therapy whilst others are against medication being

used as a method for treating the disorder (Jones, 2000).

At school, children affected by ADHD look normal physically. Their physical appearance
does not indicate the problem that exists in their central nervous system or brain (Barkley,
2000); however, they exhibit symptoms quite markedly in that they are impulsive, inattentive,
and hyperactive (Barkley, 1994). Their behaviour is noticeable in that it is inconsistent with
age-appropriate attention, impulse control and activity (Picton, 2002). Learners who have
ADHD are distracted by external as well as internal stimuli. The activity is pervasive and is

referred to as hyperactivity.

Hyperactivity affects the senses making concentration and the focusing on specific tasks
difficult, as well as contributing to the constant ‘on the go’ movements, making these learners
highly distracting in their own activities, as well as that of their peers (Kruger & Nel, 2005).
This makes classroom discipline, control, and teaching a very demanding task for the
educator, and for many learners with ADHD school can be a nightmare. At school, these
learners may mask their problems by implementing coping techniques. For example, learners
who cannot read may look at a picture and through memory recite a story, and in this way,
mask their inability to read. These coping techniques become less effective as the school
work becomes more demanding and often leaves a learner with ADHD frustrated and a very

poor academic foundation (Picton, 2002).



Learners who have ADHD can be volatile, dangerous and intentionally annoy their peers,
often showing little or no remorse for their actions. Though difficulties among these learners
may vary they all result in poor social relationships, academic under-achievement, and a low
self-image, and this could contribute to the learner being isolated in the classroom (Barkley,
DuPaul & Murray, 1990).

ADHD is often accompanied by other learning impairments which may contribute to
difficulties in keeping up with peers. Studies indicate that 80% of learners who have ADHD
have problems with reading, spelling and writing, and that they under-achieve (DuPlessis &
Strydom, 1999); that they have a developmental lag of 30% and that they often experience
language difficulties (Barkley, 1994). As a result, they may experience repeated failure with
little promise of success, which can be very frustrating and demotivating for these learners.

Furthermore, ADHD is frequently accompanied by one or more of the following psychiatric
conditions, namely: Oppositional Defiant Disorder (ODD), Conduct Disorder (CD), Mood
Disorders (Depression, Dysthymic and Bipolar), Anxiety Disorders (Separation, Phobic,
Generalized or Obsessive — compulsive), and can sometimes, though very rarely, be
accompanied by Tic Disorders (Ingersoll, 1998), also known as Tourette’s syndrome (Picton,
2002). If these learners are undiagnosed and untreated, these factors will impact negatively

and severely on their lives (Barkley, DuPaul & Mc Murray, 1990).

The South African Department of Education supports a policy of inclusion for all learners in a
document called Education White Paper 6. Special Needs Education: Building an Inclusive
Education System (2001). This policy document recognizes the class teacher as the primary
source for meeting the diverse learning needs of all their learners, including those who have
ADHD (Donald, Lazarus & Lolwana, 1997). This is a difficult task for mainstream educators
as the majority of educators are not trained or skilled to address the varied needs of many of

their learners.

1.2 Significance of the study
The findings of the research would be useful to mainstream educators who:

e are experiencing difficulties with learners who are diagnosed with ADHD in their
class and would like to become sufficiently skilled, effective and confident when

dealing with ADHD learners in their school.

e desire to find effective intervention strategies for teaching learners who have ADHD

and who are flexible in exploring other teacher’s methods of intervention in an



endeavour to find teaching interventions that would promote effective learning for all

and minimise class chaos and frustration in their classrooms.

e require support for their learners who are diagnosed with ADHD and are unsure what

support is available and where and how they can acquire it.

1.2.1 Research problem

The focus and purpose of this study is to investigate the experiences of foundation phase
educators who teach learners diagnosed with Attention Deficit Hyperactivity Disorder
(ADHD).

1.2.2 Objectives

The study was guided by the following objectives:-
e Toinvestigate educators’ experiences of dealing with learners who have ADHD.
e To investigate educators’ skills and readiness to teach learners with ADHD.

e To investigate the support structures that educators rely on when teaching learners
with ADHD.

1.3 Critical questions:

e What are the experiences of mainstream educators who teach learners that are
diagnosed with ADHD?

o What intervention strategies do educators employ to teach learners with ADHD?

o What support structures do educators rely on to support them with learners who have
ADHD?

1.4 Rationale

I have been an educator for the past twenty years in three schools, two of which were
previously classified as “Coloured Government Schools”. Both of these “Coloured
Government Schools” have become racially integrated, where the demographic profile of the
learner population remains predominantly black, and where the majority of learners are drawn

from primarily disadvantaged financial backgrounds. Both schools averaged 1,200 learners
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on enrolment. One of the schools had three “adaptation classes” whose function it was to
meet the academic needs of grade one to grade seven learners who were finding it difficult to
cope with the workload in the regular mainstream school. If a learner failed the same grade
twice, he/she was tested by the school psychologist, and depending on their Intelligence
Quotient (IQ) scores, they were placed into the “special” or “adaptation” class, or sent away
to a “special” school. If they were in the adaptation class and made satisfactory progress,
they were absorbed into a regular mainstream class. As a result, “adaptation learners” were

often much older than their peers.

A remedial class was also available in the mainstream school and provided support for
learners who were experiencing difficulty in specific learning areas. These learners would
leave their regular class and go to the remedial teacher for a remedial lesson in the learning
area in which they were experiencing difficulties. These lessons were geared towards bridging
any gaps in “problematic” learning areas. The remedial and adaptation classes in the
aforementioned mainstream schools have since become redundant. This came about in 2001
when the policy of inclusive inclusion came into effect. This meant that class teachers were to

meet the diverse learning needs of all learners, including the learners who had ADHD.

I am presently teaching in a semi-government school, which, in contrast to the other less
privileged “Coloured Government Schools” mentioned above, caters specifically for learners
with “Special Needs”, including learners who have been diagnosed as having ADHD. The
staff of this semi-government school is comprised of educators, an occupational therapist, a
speech therapist and psychologists who cater for the needs of the learners in the school. A
small percentage of the learners receive additional support and therapy outside of the school.
The pupil / teacher ratio has dropped significantly in my class from 1:48 in the mainstream
school to 1:14 in my pre-school class, and approximately 1:20 in the grades one, two and
three. This ratio changes constantly in the latter grades as learners constantly withdraw from
the class for individualized speech or occupational therapy, thereby creating even smaller

class group sizes.

My interest in ADHD was triggered when | was exposed to two hyperactive learners and a
mentally challenged learner in my mainstream classroom. This exposure, and my own
feelings of frustration and difficulties in coping with these learners in a mainstream school
environment, particularly from a resource and lack of support perspective, brought home to
me the enormity of the challenges that faced both learners with ADHD and educators within

these under-resourced environments.



Whilst my studies afforded me a greater insight and understanding into the disorder, |
discovered that most of my colleagues in the mainstream schools also knew about the
disorder, but none of our hyperactive learners had been assessed or clinically diagnosed with
ADHD, and therefore, did not receive medication or therapy for this disorder. This
undiagnosed and non-medicated situation placed a lot of stress on us as teachers, particularly

when combined with the other challenges of over-crowded classrooms.

The focused presence of the hyperactive/impulsive behaviour in my classroom proved to be
very tiresome for me as an educator. Coupled with this was the complication of my
disadvantaged grade one classroom setting where the average learner population ranged
between 45 to 50 learners in the mainstream foundation phase. The majority of learners did
not have any formal pre-school education, they were not proficient in English, but were
expected to understand, communicate, and interact with their educator and peers through
English. An influx of Zulu-speaking learners into a school where the majority of educators
were English- speaking with Afrikaans as their second language did not help in meeting the

learners’ language needs and made effective communication a difficult task.

It was difficult to determine the real reason for any hyperactive behaviour, particularly in
grade one, as the language barrier would be a strong motivating cause for the poor
concentration and distraction, especially among second-language pupils, and disorders like
Attention Deficit Disorder, anxiety, nervousness, stress, heredity and toxins all cause

hyperactive behaviour in children (Nilsen, 2009).

The institutionally allocated school psychologist was not in a position to assist, and as a rule,
refused to administer testing to grade R or grade one learners. Allied to this set of
significantly challenging facts is that the school psychologist is so inundated with work and
does not have the available time to dedicate to the case studies, which is necessary to
investigate learners who may have ADHD. Such an undertaking is far too time-consuming to

be administered singularly.

At the same time, | found that the parents of these learners were generally reluctant to take
their children to be assessed or to seek professional intervention, even when the behavioural
manifestations of ADHD are evident and demonstrably exhausting for both parent/s and

educator. Their reasons can only be surmised.

Given all of the above the researcher was challenged to research the topic of ADHD and
discovered that while there is a lot of research done on this topic, this information did not help

in alleviating the stress or feelings of inadequacy and loneliness that were experienced. A
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study was necessary to understand the experiences of educators who were teaching in the
same teaching environment, to explore the interventions that other educators were using and

to investigate the support that was available for them and their learners who had ADHD.

1.5 Methodology

A qualitative case study methodology was employed to investigate the issues and challenges
of 7 mainstream educators who teach learners with ADHD. Case studies aim to understand
social situations through thick rich description (Denzin, 1998; Patton, 2002). They provide
detail, context and emotion in social context and in thick description, the voices, feelings;
actions and meanings of interacting individuals are heard (Denzin & Lincoln, 1998, p. 83).

The study provided detailed experiences of these mainstream educators who taught in the
foundation phase of 3 previously classified Coloured Government Schools. The study is
viewed from an interpretivist perspective and strives towards understanding and giving voice
to the perspectives of seven mainstream educators who would otherwise be powerless (Maree,
2007).

According to most critics the case study as a methodology often lacks reliability. To eliminate
this, the researcher checked the school records of the 3 schools to verify that the 7 learners
taught by these educators were diagnosed by a medical practitioner as having ADHD. This
would eliminate generalisations and self-diagnosis made by educators based upon the
hyperactive or overactive behaviour of learners in the classroom. The seven participants were
selected purposively in that they all were teaching a learner who was diagnosed with ADHD.
The case study method was suitable and also convenient in that the researcher was teaching in

one of these schools and had built relationships with the participants.

The data for the research were captured as priori themes which were helpful and necessary in

understanding, interpreting and finding answers to the research question.

1.6 Summary

This chapter has introduced the study and provides an outline of the purpose and rationale for
the study which was to understand the issues and challenges that mainstream educators

experience when teaching learners with ADHD.



1.7 Outline of the chapters

Chapter One: This chapter has introduced the study, stated the problem, and outlined the
purpose and rationale for the study. It also tables the methodology, research paradigm and
methods used.

Chapter Two: Reviews literature on Attention Deficit Hyperactivity Disorder: the definition,
symptoms, causes, diagnosis, assessment, treatment and the challenges ADHD present in
mainstream schools. It also presents a theoretical framework that is relevant to this study.

Chapter Three: This chapter provides a description of the research methodology, the
research instruments, and the procedures used to analyse the data.

Chapter Four: The research data is presented and the findings and results are analyzed.

Chapter Five: This chapter concludes the study by indicating the limitations, the

implications and makes recommendations.



CHAPTER TWO

LITERATURE REVIEW

“By virtue of being born to humanity, every human being has a right to the
development and fulfillment of his potentialities as a human being.”— [Ashley
Montague, cited in Jordaan & Jordaan, 1989, p. 655]

2. Introduction

In 1994, The Salamanca World Conference on Special Needs reaffirmed a policy of inclusive
education. The policy was non-discriminatory, effective in meeting the educational needs of
most learners, efficient and cost effective. As a result many countries changed their existing
education policies and adopted this inclusive education policy (Hick & Thomas, 2009). South
Africa also adopted this inclusive education policy, and in a document referred to as
Education White Paper 6 on Special Needs Education: Building an Inclusive Education and
Training System, schools in South Africa were informed of their need to transform and
become inclusive, and educators were identified as the primary source for this enablement.
This meant that educators would need to improve their skills and knowledge in order to
address the needs of their learners. Management and governance would revise programs that
would orientate and train educators to identify and address barriers in learning (EWPS,
2001:19).

The United Nations Educational, Scientific and Cultural Organization (UNESCO), suggest
numerous barriers that prevent the inclusion of learners in mainstream schools. The greatest
barrier is the attitude of people towards inclusion rather and not as a result of medical
impairments. Other barriers in inclusive education include; physical barriers that exclude
learners, an inflexible and rigid curriculum, language and communication difficulties
experienced by second language learners, poor socio-economic conditions, negative attitudes,
a lack of teaching skills, a lack of funding, a shortage of qualified educators, the absence of
support, the difficulty to monitor and ensure a quality service delivery and the exclusion of
certain learners from mainstream education thereby prohibiting them of an equal education

and future equal employment opportunities.

To create an inclusive and supportive classroom for a learner with ADHD, an educator would
need to engage in changing attitudes, behaviour, teaching methods, curricula and the
environment (EWP6, 2001:7). An inclusive education policy is based on the principle that
learning disabilities arise from the education system rather than within the learner (EWP6,

2001: 12). Herein lies the difficulty in that a mainstream educator may make every effort to
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create an inclusive environment for a learner with ADHD however, the specific barriers of
inattention; impulsivity and poor concentration are experienced internally. In order to address
the internal needs of the learner who has ADHD the educator is reliant on support structures,
a combination of medication, behaviour modifications, lifestyle changes and counselling
(NIMH, 2008). The effects of these internal barriers experienced by learners who have
ADHD do not only affect the learner, but impact negatively on their peers and teacher as well
( Donald, Lazarus & Lolwana, 2002).

By failing to provide supportive and inclusive environment, external “barriers to learning”
are created (this refers to the inability of systems to accommodate diversity) and this results in
ineffective teaching and learning from taking place (Department of Education, 1997 as cited
in Kruger & Nel, 2005).

2.1 Terminology

Inclusion: A policy that ensures that the full variety of educational needs is optimally

accommodated and “included” in a single education system (Donald et al, 2002, p. 11).

Paradigm: A typical example, pattern, or model of something. “A paradigm is a model that

underlies the theories and practice of a scientific subject (Oxford Dictionary, 2002, p. 646).

Apartheid: The political policy that used to be followed in South Africa, of keeping
Europeans and non—Europeans apart — an Afrikaans word meaning “being apart” (Oxford
Dictionary, 2002).

Education White Paper 6: A Policy Document issued by the Department of Education in
July 2001 addressing special needs education and training and outlines how to build an
inclusive education system. A time-frame of twenty years was allowed for the implementation

of inclusive education to be achieved (Kruger & Nel, 2005, p. 62).

Self—contained classroom: Refers to a class in the mainstream school where learners with
disabilities receive instruction and support. This is similar to the special and remedial classes
that were previously in use. The educators in charge of these classes are usually trained to

provide special education (Kruger & Nel, 2005, p. 23).

Resource room: This is a classroom in a mainstream school that provides specialized
instruction to individuals or groups of learners. These learners are ‘pulled out’ of their
mainstream class for a part of the school day by a specially trained educator to receive special
education (Kruger & Nel, 2005, p. 23).

10



Curriculum: “A broad term that covers both the content and the process of what takes place
in education.” It relates to the aims and purpose of the entire school programme and to how
these are carried out. Apart from the content, the curriculum includes how the programme is
structured, the processes and methods of teaching/learning, methods of assessment and
evaluation, and a range of other factors that characterize the particular shape or form of the

whole programme (Donald et al, 2002, pp. 4 & 11).

Special schools: Learners who require high-intensive educational support will be based in
these schools (EWP6, 2001, p. 15).These schools offer specialized education to their learners.
Learners are placed in these schools, or they can remain in mainstream schools if support can
be given by experts from the district-based support team (Kruger & Nel, 2005, p. 66). A list
of websites on special schools in South Africa can be found on: The South African Directory

of Special Schools on: www.rainbownation.com

Mainstream schools: Also referred to as ordinary schools and they cater for learners in need
of low intensity support (Kruger & Nel, 2005, p. 66).

Support structures/services: These include supportive help both from within the schools, as
well as to schools in areas such as school health; social work, psychological and learning
support, speech / hearing and physiotherapy, and occupational therapy, and from other

community resources (Donald et al, 2002, p. 19).

School-based support teams: School-based Support teams (SST’s) consist of the principal
or their representative, a group of educators and members from the community. They meet
regularly to discuss the needs and problems that teachers have referred to them and look for
effective and preventative strategies and interventions that would be of assistance. The
effectiveness of this team is based on regular and adequate consultations which allow for

referral if and when necessary (Donald et al, 2002, p. 28).

2.2 Definition of ADHD

The “essential feature of Attention Deficit Hyperactivity Disorder is a persistent pattern of
inattention and/or hyperactivity-impulsivity that is more frequently displayed and more severe
than is typically observed in individuals at a comparable level of development” (DSM-IV-TR,
2000, p. 78).

This mental disorder evidences in children as inattentiveness, over-activity and impulsiveness.

The current diagnostic label is ADHD (Attention Deficit Hyperactivity Disorder), but still
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continues to be referred to by many as ADD (Attention Deficit Disorder), or ADHD
(Attention Deficit Hyperactivity Disorder); the sole difference being the presence or absence
of hyperactivity. These current names refer to the same condition which has been recognized

and studied for over a century under different names (Kaplan & Sadock, 1995).

In the 1870’s, the term ADHD was often referred to as Hyperkinesis, or Hyperkinetic
Syndrome, which means “overactive” in Greek. The Classification of Diseases and Related
Health Problems refers to ADHD as Hyperkinesis. Sometimes it is referred to as Minimal
Brain Damage, Over-activity, Perceptual Deficit, Psycho-neurological Integration Deficit,
Hyperactive Impulse Disorder, or Hyperactive Child Syndrome (Kaplan & Sadock, 1995).

Hyperactivity was a common behaviour in children between 1950 and 1960, and was
associated with the mechanism of the brain, and was not necessarily the result of brain
damage. In the 1960’s the Freudian idea of dysfunctional parenting as the cause of
hyperactivity was popular and treatment involved a combination of stimulant medication,
psychotherapy and parent counseling. By 1970, the concept of MBD (Minimal Brain
Damage) faded away, and in the 1980’s, over-activity was no longer construed as important,
and the focus was now on inattention and attention deficit (Diller, 1998). The DSM 111
classified this syndrome as Attention Deficit Disorder (ADD), with or without hyperactivity.
If the child presented with the hyperactivity, he was said to have Attention Deficit
Hyperactivity Disorder (Du Paul & Stoner, 2003).

Presently, the DSM-IV classifies ADHD as having three sub-types: a predominantly
hyperactive-impulsive type, a predominantly inattentive type and a combined type. All three
are classified as ADHD, even when the inattentive sub-type is predominant and hyperactive-

impulsivity is not (Barkley, 2000).

The difference between ADD and ADHD is that learners who have ADD have difficulties
with memory, perceptual-motor speed, and the speed at processing incoming information in
the brain. Learners who have ADHD encounter problems like impulsivity, distractibility and
over-activity. Both these learners perform poorly at school, however, the ADD learner fares
better in their social skills while the learner with ADHD encounters problems which result
from impulsivity and aggression, and this is directed towards their peers (Barkley, 2000). A
diagnosis for ADHD would depend on the specific symptoms that are manifested. Using
current terminology, a child who has ADD would be described diagnostically as having
ADHD, predominantly the Inattentive Type (Du Paul & Stoner, 2003).
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According to the DSM-1V, a child with ADD would need to exhibit at least six of the nine

symptoms of the Inattentiveness Cluster, and for a child to have ADHD, at least eight of the
(CHADD, 2010).

2.3 Diagnostic criteria of ADHD

The specific criteria for diagnosis from the DSM-IV are:

A. Either (1) or (2):

1) Six or more of the following symptoms of inattention have persisted for at least six
months to a degree that is maladaptive and inconsistent with developmental level:

Inattention

a) Often fails to give close attention to details or makes careless mistakes in school work,
work, or other activities;

b) Often has difficulty sustaining attention in tasks or play activities;

c) Often does not seem to listen when spoken to directly;

d) Often does not follow through on instructions and fails to finish school work, chores or
duties in the workplace (not due to oppositional behaviour or failure to understand
instructions);

e) Often has difficulty organizing tasks and activities;

f) Often avoids, dislikes, or is reluctant to engage in tasks that require sustained mental
effort (such as schoolwork or homework);

g) Often loses things necessary for tasks or activities (e.g. toys, school assignments, pencils,
books or tools);

h) Is often easily distracted by extraneous stimuli; and

1) is often forgetful in daily activities (Swanberg, Passno & Larimore, 2003, p.129).
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2) Six or more of the following symptoms of hyperactivity-impulsivity have persisted for a
period of at least six months, and these symptoms are maladaptive and inconsistent with

the developmental level:
Hyperactivity
a) Often fidgets with hands or feet or squirms in seat;

b) Often leaves seat in classroom or in other situations in which remaining seated are

expected;

c) Runs about or climbs excessively in situations in which it is inappropriate (in adolescents
or adults, may be limited to subjective feelings of restlessness);

d) Often has difficulty playing or engaging in leisure activities quietly;

e) Is often ‘on the go’, or acts as if ‘driven by motor’; and

f) Often talks excessively (Swanberg et al, 2003, p. 129).

Impulsivity

a) Often blurts out answers before questions have been completed;

b) Often has difficulty waiting a turn; and

c) Often interrupts or intrudes on others (for example, butts into conversation or games).

B. The symptoms of hyperactivity, impulsivity or inattention need to have been present

before the age of seven;

C. Some of the symptoms must be present in more than one setting (for example, at school,

at work and at home);

D. There must be clear evidence of clinical impairment in social, academic or occupational

functioning; and

E. The symptoms do not occur exclusively during the course of pervasive developmental
disorder, schizophrenia or other psychotic disorder, and are not better accounted for by
another mental disorder, for example, Mood Disorder, Anxiety Disorder, or a Personality
Disorder (Swanberg et al, 2003, p. 130).
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2.4 The prevalence of ADHD

Scientific and clinical interest in ADHD is increasing worldwide. Studies indicate a
prevalence of 5.29% worldwide (Polanczyk, de Lima, Horta, Biederman & Rohde, 2007).
There is an increase of ADHD diagnosis in the USA with a 700% increase in the production
of Ritalin (Diller, 1998); while countries like Italy and Japan are unfamiliar with the ADHD
diagnosis, and stimulant medication is unavailable in these countries (Ingersoll, 1998).

According to Polanczyk, a Brazilian researcher, the prevalence of ADHD is not a by-product
of American culture, as some people believe. He also states that geography plays a limited
role in the reasons for variable differences in the prevalence estimates worldwide (The
American Journal of Psychiatry, 2007). Studies were made fairly recently across various
geographic locations, namely, in Africa, Asia, Europe, the Middle East, North America,
Oceania and South America. North America yielded a prevalence rate of 6.2%, Europe, 4.6%,
Africa, 8.5% and South America, 11.8%. Jamaican children scored the highest, American
children were average, and Japanese and Finnish children scored the lowest (Moffitt &
Melchior, 2007.p. 857). Viable differences were noted between North America, Africa and
the Middle East, and no difference was noted between Europe and North America. The
variations were due to methodological characteristics of the studies made rather than linked to

geographic location.

Factors that contribute to the variations in prevalence are the different instruments used to
define ADHD. Some countries in Europe, for example, still use the ICD-10, while the
majority of countries worldwide use the DSM-IV to define ADHD, even though a vast
majority use the DSM-IV researchers themselves may apply the elements on the DSM-IV
differently. The informants that are used in research may be the parents and/or the teacher
and/or the subjects, and the scores for the assessment may be taken from the checklists or
from the interviews (Taylor, 1997). Hyperactivity was also associated with low 1Q, epilepsy
and other disorders in the UK and not associated with brain damage in the USA (Jones,

2000).These factors all contribute to the variations in prevalence worldwide.

Very little is known about ADHD in South Africa. Research indicates that there are
similarities in the prevalence of ADHD in African and Western countries however; there are
officially no available statistics on ADHD in South Africa (Snyman & Truter, 2010).
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2.5 The causes of ADHD

The exact causes are not yet known as there are no specific laboratory tests or x-rays to
diagnose ADHD. What is identifiable is a variety of symptoms resulting from causal
mechanisms and their effects (Barkley, 2000; Swanberg et al, 2003). Scientific evidence
strongly suggests that hereditary and neuro-biological factors have received the greatest
attention as etiological factors (Du Paul & Stoner, 2003). Approximately 40% of ADHD
children have at least one of their parents with ADHD symptoms, 35% have an affected
sibling, and 80 — 92% of identical twins are affected (Barkley, 2000). It may also result from
pre-natal development, from complications that arise during child birth, or may evidence later
in life as a result of neurological damage (Rief, 2005).

According to the National Institute of Mental Health (NIMH, 2008), ADHD was viewed as
the presence of metabolic abnormalities in the brain, and they concluded that ADHD was a
neurological disorder resulting from a deficiency in the chemicals, dopamine and
norepinephrine. These two chemicals control behaviour and assist the brain in regulating
these chemicals. Studies using magnetic resonance imaging (MRI) and position emission
tomography (PET) were made. These imaging techniques indicate the differences and
possible abnormalities in the fronto-striatal networks of the ADHD brain. They include the
pre-frontal cortex, which is involved in the regulation of behaviour in response to

environmental stimuli (Du Paul & Stoner, 2003).

Further investigations were made into brain differences where brain scan technology is used
to view the size, symmetry, metabolism, and chemistry of ADHD individuals. Results from

these investigations are not yet determined (www.Factbug.co.za).

Psycho stimulants like Ritalin assist the ADHD brain by regulating these chemical
imbalances, thereby regulating behaviour. Diseases like thyroid and encephalitis are also
probable causes that affect the brain and can often mimic the typical signs of ADHD (Picton,
2002). Environmental factors such as family stress, poor parenting, and dieting (Swanberg,
Passno & Larimore, 2003) may increase and impact the severity of ADHD; however, they do
not cause it (Du Paul & Stoner, 2003).

Some research suggest that diet influences ADHD and by eliminating artificial colourants and
additives in food, ADHD can be cured. This gave rise to diets like The Feingold diet. Other
diets eliminate foods like eggs, wheat and cows’ milk from the ADHD diet. This has proved
successful only in a small minority of hyperactive children (Taylor, 1997). While these

treatments may prove helpful at times, evidence of their success is inconclusive (NIMH, 2008)
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as they have not met with the necessary scientific criteria and tests (Ingersoll, 1998).
Research indicates that only 5% of learners who are diagnosed with ADHD react to food
additives and dyes (Flick, 1996). Investigations into the effects of sugar (sucrose) indicate
that sugar does not affect learners who have ADHD; however, the effects of sugars found in
sweets which are corn syrup and fructose have not yet been studied. The large consumption

of milk by ADHD children is also an ongoing study (www.Factbug.co.za).

Exposure to lead in early life, pre-natal exposure to drugs, for example, the anti-convulsing
medication named Phenobarbital and alcohol (NIMH, 2008), early exposure to asbestos, foam
insulation, toxic waste products in water, and pollutants in the atmosphere (Ingersoll, 1998)
are also environmental factors that contribute to ADHD, as well as a deficiency in essential
fatty acids.

2.6 Conditions related to ADHD
Problems that learners with ADHD may experience in relation to hyperactivity include:

2.6.1 Visual problems

Eighty percent of all learning is acquired through the eye. A learner may have good eyesight,
but not perfect vision. Perfect vision is related to understanding what the eye is seeing, and
involves the assimilation, understanding and transference of what is seen to the brain. Vision
that is impaired is not easily detected in the classroom and can manifest through the reversal
of letters formation; for example, the learner will see ‘b’, but call it ‘d’. An optometrist can
readily identify this specific problem in learners by testing the four visual systems, namely,
The Accommodative System, to see whether the child is able to adjust his focus rapidly from
near too far, and at close point; the Visual Perceptual System to examine visual memory;
Binocularity Tests to test whether both eyes are integrated; and the Ocular Motor System to

determine whether a child can successfully follow a line across a page (Picton, 2002, p.131).

2.6.2 Speech language and listening difficulties

Difficulties in this area impact negatively and impede on learners ability in acquiring skills
that are necessary in learning to read. These skills include the ability to listen to sounds, to
say or repeat sounds that are heard, and to combine sounds in order to make words. Speech
difficulties such as this are common place for learners who have ADHD where 10 — 54% of
these learners experience expressive language difficulties relative to 2 — 25% of the normal

population (Du Paul & Stoner, 2003). Learners who have ADHD also have a higher rate of
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misarticulating, reading compression, and verbal explanations than normal (Du Paul & Stoner,
2003, p. 74).

2.6.3 Emotional problems

Counseling can play a large role in treating low self-esteem and the poor social skills of the
hyperactive learner. It can even assist with behaviour modification and in family counseling
(Picton, 2002). Poor social skills, which include inappropriate outbursts, temper tantrums and
game disruptions, often lend themselves to peer rejection and often result in a low self-esteem,
aggression, or withdrawal from the group. Hyperactive behaviour causes problems between
the learner, their teacher, their peers and their parents. Lack of inhibition and impulsivity are
destructive as learners are unable to control their outbursts and fail to understand the
consequences of their behaviour. They often react to every stimulus and are unpopular with
their teachers and other learners, and are usually blamed for everything that goes wrong at
school (Kruger & Nel, 2005).

2.6.4 Co-ordination difficulties

Both fine and gross motor co-ordination can be affected. Fine motor difficulties affect the
ability to write, colour in, draw, tie buttons and shoe laces, and gross motor co-ordination is
necessary to enjoy sports and other activities. Studies indicate that 52% of ADHD compared
to 35% of non-diagnosed learners experience co-ordination difficulties (Barkley et al, 1990 as
cited in Du Paul & Stoner, 2003, p. 74).

2.6.5 Inappropriate sensory modulation — these include:
° Tactile Defensiveness (the rejection or irritation a person feels when being touched)

° Auditory Defensiveness (an intolerance of loud noises unless the noises are being
controlled or made by the learner)

° Gravitational Insecurity (the fear of changing positions in space). The need to have
your feet firmly on the ground.

. Visual Defensiveness (an inability to cope with neon and other bright lights)

. Odour Sensitivity (a hyper sensitivity and reaction to certain smells)

o Motion Sickness / Car Sickness (Picton, 2002, pp. 128-129)

. “Low/poor muscle tone” (difficulty sitting upright at the desk and maintaining an

upright posture).
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2.6.6 Hypoglycemia

Hypoglycemia is a condition associated with low blood sugar levels. The intake of sugar
reduces blood glucose levels as it stimulates insulin, and healthy snhacks are recommended

between meals to keep blood glucose levels constant.

It is believed that sugary foods influence behaviour in learners with ADHD. As to date there
is no conclusive evidence that sugar exacerbates ADHD (Swanberg, Passimo & Larimore,
2003). Learners who have ADHD should eat small, protein rich and starchy snacks and avoid
sugary foods to keep glucose sugar levels constant (Jones, 2000). The avoidance of sugary
foods is not to influence behaviour as research indicates.

2.6.7 A learning difficulty

This is noted when there is a discrepancy between the children’s tested intelligence and their
academic performance. These discrepancies are commonly found in reading, spelling, writing,
language and numeracy (Green & Chee, 1997, p.46). No specific study has been made to
determine whether ADHD causes or leads to learning disability, or if learning disabilities lead
to ADHD. What is clear, however, is that academic skill deficits do exist (Du Paul & Stoner,
2003) and need to be treated. Kruger and Nel (2005) suggest that inadequate prerequisite
skills are the cause of these difficulties in learning. Learners are not taught these academic
skills formally after starting grade one and these deficiencies are evident in the literary sense,

when the child has difficulty with spelling, with writing, or in numeracy.

2.7 Co-existing behaviour disorders

2.7.1 Oppositional defiant disorder

This is one of the most common co-morbidities of ADHD. Studies show that 40 — 60% of
North American learners with ADHD are oppositional. Children may have ODD without
ADHD, but when ADHD is combined with ODD “this association of defiance and the
explosive unthinking behaviour of ADHD create a volatile mixture” (Green & Chee, 1997, p.

47). ODD is treated behaviourally and there is no drug treatment available for this disorder.

2.7.2 Conduct Disorder

Studies indicate 20% of North American children have Conduct Disorder (CD) as co-
morbidity with ADHD. These cases can be mild, moderate or severe. The severe CD

children usually end up in “prison, become addicts, are involved in serious accidents or abuse,
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die prematurely or are socially dysfunctional” (Green & Chee, 1997, p. 48). They lie, cheat,
steal, are destructive, and flirt with all kinds of dangerous activities, and usually in their later

years engage in illegal substance abuse, often getting into trouble with the authorities.

2.7.3 Anxiety and depression

There is evidence that stress can cause hyperactivity (Jones, 2000). Studies in Britain show
that one in five school-age children are stressed. Treatment for learners with ADHD helps
decrease their feelings of depression and anxiety.

2.7.4 Bipolar Disorder

Some children can have a combination of ADHD and Bipolar Disorder. Bipolar Disorder is a
condition where the moods of a person fluctuate from extreme highs referred to as mania or

they can drop to a depressive low.

2.7.5 Tourette’s Syndrome

This is an inherited, neurological disorder that is caused by the abnormal metabolism of
dopamine (a neuro-transmitter) in the brain. The symptoms of Tourette’s syndrome initially
resemble that of ADHD and are followed by uncontrollable tics. Concentration may
sometimes assist in controlling the tics; however, short attempts of concentration and control
usually end in a series of violent tics. Tourette’s syndrome iS more prevalent among boys
than among girls. Clonidine, a drug that influences dopamine balance as well as tranquillizers
can be used effectively in the treatment of Tourette’s (Jones, 2000, p.18). Behaviour that is
associated with Tourette’s Syndrome are: nervous tics and repetitive mannerisms, such as
blinking, facial twitching, grimacing, clearing the throat, snorting, sniffing or uncontrolled
and inappropriate shouting out, apnoea, enuresis, substance abuse, and other disorders or
illness (NIMH, 2008).

2.8  Diagnosis

By definition, ADHD is categorized as syndromes which constitute a number of symptoms,
all of which constantly change from person to person. No single hypothesis is accepted as a
cause for ADHD, and several have won acceptance because of convincing evidence (Kaplan
& Sadock, 1995, p.2298). There are no tests available for ADHD, and accurate diagnosis is
only made by a trained clinician. Psychological testing involves a number of tests, all of
which need to rule out other possible causes for the manifested symptoms. The tests must
rule out any co-morbid features which are as a result of other types of syndromes, such as

depression, anxiety, allergies and psychosis. Included are disruptive disorders like Conduct
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Disorder or Oppositional Defiant Disorder, mood disorders like Depression or Bipolar
Disorder, Anxiety Disorder, Tic Disorder such as Tourette’s Disorder, or learning disabilities.
This is followed by a series of interviews with the child and his/her caregivers. The Connors
Rating Scale, which is in the form of a checklist, is completed by the parents, the educator
and any significant others. This checklist is found on the DSM-1V-TR and is used to
determine which criteria are prevalent in the child. The criteria for hyperactivity must be
present in more than one social setting, namely in school, at home, and in the community.
The manifested behaviour must be present for a period of six months or more. It must be
prevalent before the child is seven years old, must be excessive and impact the school, the
home, as well as another social setting sufficiently to be regarded as problematic.

While checklists are helpful in highlighting over-activity, non-compliance and short attention
span, it is evident that a comprehensive evaluation is needed to accurately diagnose the
disorder (NIMH, 2008).

2.9 Procedures involved in diagnosis

1) A thorough medical examination by a neurologist or a pediatrician to identify the possible
factors contributing to the display of the presented behaviour is needed (Picton, 2002).
This includes an interview by the physician with the parents to discuss the child’s
background in order to provide a medical history and background of the child, as well as
to identify the manifested behaviours of the child and their frequency. A letter is
subsequently sent to the child’s teacher to understand the behaviour of the child in the
school setting. The educator will be asked to complete a Connors Teacher Rating Scale

to highlight the child’s behaviour in the classroom setting (Picton, 2002).

2) A complete psychological and/or psychiatric evaluation is needed to identify the presence
of any co-morbid disorders. The psychologist will assess the intellectual ability of the
child and identify any learning or behavioural difficulties that interfere with the academic
progress of the child. These tests include verbal tests which aim at identifying difficulties
in speech, comprehension, verbal reasoning, memory, retention and concentration
difficulties. They also include non-verbal tests, and involve skills like the ability to
transfer three-dimensional information onto two-dimensional areas — a vital skill which is
necessary to perform optimally in a classroom situation. The assessments usually
culminate with the child being referred to a speech therapist and/or an occupational
therapist that will provide the necessary remedial lessons necessary to correct and

remediate the areas of related difficulty (Picton, 2002).
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3) The ADHD test result often leads to pharmacological intervention in the form of
stimulant medication, namely Ritalin or other similar medication (Picton, 2002). The
child will need to be closely monitored by the teacher as well as by the parent, with
feedback on the effectiveness or ineffectiveness of the medication; therefore, the drug
needs to be given and observed by both parent and teacher. The learner who is taking the
prescribed drug will be observed, monitored, and the medication will need to be reviewed
continually until the desired outcome and result for the learner with ADHD is achieved
(Picton, 2002).

4) A parent feedback meeting with the child’s class teacher which involves a discussion on
the possible intervention strategies that were suggested by the psychologist is necessary
and helpful for both the learner and the educator. The child may need to take a “top up’
of the prescribed medication during the school day, and this will need to be administered
and monitored by the educator. The parent and pediatrician will need feedback on the
learner’s performance while on medication. Additional intervention may still be necessary
and this will be discussed by the individuals who are involved in the teaching of the

observed learner (Picton, 2002).

While an educational psychologist and numerous other physicians such as psychiatrists,
clinical psychologists, clinical social workers, educational psychologists and family
practitioners may all conduct the assessments of learners who have ADHD, they cannot
diagnose or label the child as having ADHD (Rief, 2005). According to the National
Resource Centre, practitioners must all practice only within their scope of expertise and
training (NRC, 2010)

2.10 The Treatment of ADHD

ADHD can be treated with the following medical as well as non-medical interventions:
Psycho — educational input, behaviour therapy, cognitive behaviour therapy, interpersonal
psychotherapy, family therapy, school-based interventions, social skills training and parent

management training.

Medicinal, educational and behavioural interventions are effective when used in conjunction
with each other rather than using medication alone (Watchtel & Boyette, 1998). These
interventions assist the parent and child in understanding and dealing with the treatment and
diagnosis of ADHD, and provide the sufferer with techniques and medication that will help to
manage the behaviour. Suggestions and support structures are there to assist the child within

the social settings in which they find themselves, mainly the home and school environment.
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This joint intervention is referred to as a “multimodal” approach and involves many
stakeholders who are all necessary for the successful advancement of the child who has
ADHD. A multimodal approach is by far more effective than using medication alone (Kaplan
& Sadock, 1995).

2.10.1 Stimulant Medication

Stimulant medication can be taken orally in the form of a pill, a tablet, or syrup. It can also be
taken in the form of a patch. The medications differ in effect, in that the same medication can
have either a short, long, or extensive effect. The dosage is released immediately, gradually,
or remains inside the body for an extensive period (Kaplan & Sadock, 1995).

A variety of stimulant medications are used, and while these medications may appear counter-
productive, they have proven to be effective in assisting ADHD sufferers with concentration
difficulties. Several million children receive medication in the form of Ritalin, Dextrosat,
Adderall, Desoxyn, Gradumet and Cylert (athealth, 2010).

A new drug called Atomoxetine HCL is on the market and is used to relieve adult sufferers as
well (Eliseev, 2005). All of the above assist with concentration but they do not improve
academic performance. These medicines are classified as Schedule 11 under the
United States Drug Enforcement Administration Schedule System, and are considered
powerful stimulants for diversion and abuse; the taking of these medications is a contentious
issue (Kaplan & Sadock, 1995). Research shows little evidence of future addiction or drug
dependence of ADHD sufferers and medication still remains the most common method of
treating ADHD (Ingersoll, 1998).

The possible side effects that may arise from taking the above-mentioned drugs include a loss
of appetite, weight loss, sleep problems, restlessness, irritability, abdominal pain, diarrhea, or
headache (Jones, 2000).

2.10.2 Psychotherapy

Behaviour therapy, or behavioural management, is a non-medical intervention that can be
used to remedy socially unacceptable behaviours. This practice involves a system of
rewarding children for their socially accepted behaviours. When a child is rewarded
frequently for his good behaviour, his need to be approved of, and to please, will influence his
demonstration of socially accepted behaviour (athealth, 2010). These methods show definite

short-term benefits with an effect that is comparable to pharmacotherapy (Kaplan & Sadock,
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1995 p.2308). Included in these behavioural interventions are: parent training, teacher
consultation, school behavioural interventions, daily report cards, cognitive behavioural skills

training and educational remediation (Kaplan & Sadock, 1995).
2.10.3 Diet

In 1975 an allergist Doctor Benjamin Feingold, proposed that artificial colours, flavours and
preservatives increased hyperactivity in some children. Research was undertaken in New
York on ADHD children and on juvenile delinquents in prison. These experiments were
conducted by The Feingold Association of the United States whose investigation involved the
implementation of an eating programme that was free of synthetic dye in food, medication,
toothpaste or vitamins. The diet improved behaviour by 70% in learners who have ADHD and
antisocial behaviour in the prison decreased by 47% (Quinn, 2012).

Studies were also made in England where learners were advised by the Hyperactive
Children’s Support Group to avoid eating food that contained synthetic colourants, synthetic
flavourants and preservatives. Included in this list were natural salicylates (a chemical
structure similar to aspirin) which is found in many fruits and vegetables. Fruit which has a
high salicylate content: apples (except golden delicious), apricots, all berries, cherries,
gooseberries, grapes/ raisins, oranges, plums, prunes, peaches. Vegetables that have high
salicylate content: chicory, cucumbers (especially their skins), red, green, yellow and black
peppers, tomatoes, radishes, zucchini, chilies. Other foods include: almonds, mint and
peppermint, cloves, oil of wintergreen, chili, curry, mustard or paprika powders (Picton, 2002
p. 44). Based on this and other recent studies, the American Academy of pediatrics agreed
that it was reasonably optimal to eliminate preservatives and food colouring. To date
researchers suggest that sugar increases hyperactivity only in some children and that caffeine
reduces ADHD symptoms. While small amounts of caffeine may reduce the ADHD
symptoms, there are negative side effects from the caffeine and it is not suitable for children
(WebMD, 2012).

2.10.4 Homeopathy

Homeopathy is a type of medication that is based on a principle of treating ‘like with like’. It
is used for wellness and to treat and prevent diseases. Substances that are harmful to healthy
individuals are highly diluted and shaken vigorously between each dilution, and this process
is referred to as “potentization”. During potentization, some form of information or energy is

transmitted from the original substance to the final diluted remedy. The new non-toxic diluted
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substance is used homeopathically to treat the previously harmful symptom effectively.
Homeopathic medications are made from natural substances which are used to treat minor
health conditions without the requirement of a prescription. Some skeptics argue that the key
concepts of homeopathy are not consistent with chemistry and physics, and would like to
disregard it, however, the effectiveness of this medication cannot be disregarded (NCCAM,
2011).

There are over four hundred registered homeopaths in South Africa and they provide a
valuable service for the treatment of hyperactivity. They observe the child intellectually,
emotionally, physically and nutritionally. They make inquiries, treat the ADHD symptoms of
attention and anxiety, discuss the child’s emotional stressors, observe the physical health
condition of the child and recommend a suitable diet by identifying the substances in certain
foods that the child must avoid (Picton, 2002, p.33).

The side effects and risks of using homeopathic medication are not well researched. No
severe cases have been reported by individuals who have been supervised by a trained
homeopath. Liquid homeopathic medication makes use of more alcohol than conventional
drugs. No negative side effects from the alcohol have been reported. Clinical studies indicate

that some patients may experience homeopathic aggression.
Types of homeopathic medicines used to treat ADHD are:

Synaptol — This is a natural remedy with homeopathic formulation and is used to address the

ADD/H symptoms of hyperactivity, inattentiveness, and poor concentration.

Stramonium — is used to treat children who are fearful or who are suffering from post-

traumatic stress.
Cina —is used to treat children who are physically aggressive (NCCAM, 2011).
2.11 Challenges ADHD present to education in South Africa

Prior to South Africa’s democratic election in 1994, education in South Africa was
differentiated and segregated according to race (black, indian, coloured and white), and was
controlled by the state (Du Toit, 1996). This separate education for the various racial groups
resulted in a total of nineteen different education systems, each having the same or similar
expectations imposed upon them by the state, but with radically disparate funding per child.

‘White’ education received the most funding with significantly less funding being made
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available for the other racially-based education establishments resulting in the establishment

of unequal educational resources (Lomofsky & Lazarus, 2001).

These disparities evidenced themselves in the disproportionate allocation of facilities and
services provided, and in the quality of teacher training where schools, colleges and
universities were similarly racially segregated (Naicker, 2000). Many black teachers were
unqualified, and as a result, 22% of South African black children aged 20 and over have had
no formal education (Moore & Shepherd, 2007).

In the field of special education, great strides were made for white education. Their special
schools were enlarged, new schools were constructed, and specialized teacher training was
offered to white educators at universities and colleges. On the other hand, special education
for the other population groups developed slowly, often with severe discrepancies in the
quality and quantity of school provisions and resources. The deaf, hard of hearing, blind,
partially sighted, epileptic, cerebral palsied, and the physically disabled all attended their own
separate schools. The origin of this specifically focused process of special education began
more or less with government established committees, which in 1969, sought to consider the
educational needs of children who evidenced minimal brain dysfunction. This was followed
in 1971 by similar investigations into the needs of autistic children, and in 1974, severely
handicapped children’s education was considered. The establishment of the actual schools
and support infrastructures for children with these specific educational needs followed the
institutional discriminatory process, again advancing the privileges of a minority of South
Africans (Du Toit, 1996).

The years of this unequal funding and the perpetuation of a discriminatory system of
education resulted in a legacy of white schools, on the one hand, being fully provisioned with
adequate facilities and professionals. African children, in comparison to 1987, although
demographically constituting the largest single racial grouping in the country, only received
12% of the national education budgetary allocation for special school expenditure (Du Toit,
1996), which affected both mainstream and specialized facilities for blacks (Donald et al,
2002).

The abolition of apartheid brought with it much optimism and the promise, finally, of a
unified national education department that would ensure the equitable distribution of
government educational spending. Unfortunately, the years of perpetuated under-spending on
black, coloured and Indian educational needs had ensured that most of their facilities were in
radical need of upgrading and urgent resourcing, in respect of not only teaching aids, but also

sufficient numbers of appropriately trained educators and professionals to cope with the dire
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needs of these establishments (Naicker, 2000). In an attempt to address this legacy of
segregated education, the first Minister of Education, in the new democratic South African
Government, Professor Bhengu, sought to promote an institutional approach that was
inclusive, non-discriminatory and focused on providing accessible education beneficial to all
its stakeholders. This policy was presented in a unified Education Policy Document, namely,

The White Paper on Education and Training in a Democratic South Africa in February 1995.

A key challenge for this unified education system was the unravelling of the entrenched dual
system of education, which comprised separately operated special school systems on the one
part, and mainstream schooling on the other part. The new “Policy of Inclusion” was
introduced, and had — as one of its key long term objectives — the ultimate integration of
children, and with the hope that the full participation of all learners in the school curriculum
could be with special needs into a mainstream educational environment (Frederickson &
Cline, 2002, p. 66).

The Education White Paper 6 (2001), which sets out these policy objectives, states that all
children have a right to be educated and accommodated in schools, and stipulates that
learning barriers need to be identified, and teaching methods must be modified in order to
accommodate the differing needs of all learners. These barriers could be permanent, recently
acquired, fluctuating or circumstantial (WCEB, 2011) and they include the following:

e Physical, mental, sensory, neurological and developmental impairments

e Psycho-social disturbances

o Differences in intellectual ability

o Particular life experiences

e Socio-economic deprivation

o Negative attitudes to and stereotyping of differences

e Aninflexible curriculum

e Inappropriate language/s and teaching

e Inappropriate communication

e Inaccessible and unsafe built environments

e Inappropriate and inadequate support services

o Inadequate policies and legislation

e The non-recognition and non-involvement of parents
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e Inadequately and inappropriately trained education managers and educators (EWP6,
2001).

Allied to this is the express declaration that education is to be viewed as a continual process,

and that all schools need to diligently explore their own methods of promoting a full

component of learner participation, and discovering where the diverse needs of all learners

are to be met (Booth & Barton, 2000). The needs of the