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Abstract

The focus of this study was the exploration of parents and caregivers experiences of
raising children with ADHD and their experiences of services at a public sector hospital.
There is a paucity of scholarly studies conducted on this topic in South Africa. The
context of the study is the public sector hospital where the researcher is employed as a
social worker. Through her interactions with the parents and caregivers of ADHD
affected children she became aware of the challenges that they were exposed to and this

prompted her to undertake the study.

This was a qualitative study and a purposive sample was used. Semi-structured
interviews were conducted with 21 participants and one focus group was conducted as a
method of triangulation, with six participants. This study was guided by two theoretical

frameworks, namely the bio-psychosocial and ecosystems approaches.

The main conclusions drawn from the findings of the study were that many participants
experienced a lack of support from their families and from the hospital. Participants did
not have sufficient knowledge of the comprehensive treatment plan available in the
management of ADHD. Health care professionals failed to engage in mutual decision
making with participants, related to ADHD treatment and they neglected to address the
concems of participants regarding their children. A further finding was that the referral
process to allied health professionals was inconsistent. Participants also experienced

difficulties with the hospital administrative processes.

Based on the findings, the recommendations include the need for more comprehensive
support which includes medical and psychosocial support for participants. The limited
knowledge base of participants with regard to the nature, causes and the use of
medication for ADHD should be addressed by the health care providers. This could be
achieved through participant education on the disorder at the initial stages of diagnosis.
ADHD should be managed in a more collaborative and co-ordinated manner at the health

care facility through an actively interdependent team.
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CHAPTER ONE
CONTEXTUAL FRAMEWORK OF STUDY

1.1 INTRODUCTION

Attention deficit hyperactivity disorder (ADHD) 1is a behavioural condition,
predominantly diagnosed in childhood (Snymaﬁ & Truter, 2010). The essential features
are developmentally inappropriate levels of inattention, impulsivity and motor activity,
(American Psychiatric Association, 1994). Attention deficit hyperactivity disorder is not
a benign disorder. This then implies that ADHD is an “active” disorder that causes
devastating problems for the individual diagnosed with it (Venter, 2006). These
problems interfere with social relationships in all spheres of the individual’s life.
Children with ADHD experience severe and chronic impairment in daily ﬁmctioﬁing,
including academic problems, disruptive behaviour and problematic relationships with
parents, teachers and peers (Venter, 2006). As the problematic nature of the disorder
suggests, increased caretaking demands exist for parents of children with ADHD (Neff,
2008).

ADHD and disruptive behaviour disorders are among the most common reasons for
referrals of children to mental health services (Kazdin et al, 1990 cited in Mcleary,
2002:285). It is the most common child psychiatric disorder in Europe and the United
States of America affecting between 3 to 10 percent of primary school children (Meyer,
2004). Research conductedAby Snyman and Truter (2010) suggests that ADHD is the
most prevalent child psychiatric disorder in South Africa. They found that statistics from
a South African study conducted on ADHD shows that it predominates in boys (3:1 male:
female ratio). This impression is however changing with the emergence of a group
described to have attention deficit disorder without hyperactivity, where girls outnumber
boys (Venter, 2006). The Attention Deficit Hyperactivity Support Group of South Africa
(ADHASA) estimated in 2004 that 10 percent of all South African children may have
characteristics associated with ADHD (Snyman>& Truter, 2010). However, very little is
known about ADHD on the African continent (Meyer, 2004).



This chapter provides an overview of the background to the study, the significance of the
study, the main aim, objectives and key questions of the study. Included are the
theoretical frameworks which guide the study.

1.2 Description of the problem and rationale

As noted in the introduction there has been limited research on ADHD on the African
continent (Meyer, 2004). According to Snyman and Truter (2010) the same is true of
South Africa as there is little published information on the incidence, treatment and
management of ADHD. Research on ADHD in South Africa has either been conducted
with private practitioners or at community clinics. There is no evidence of ADHD

studies conducted at public hospitals in KwaZulu- Natal.

The paediatric department at the public, district regional hospital under study runs an
ADHD clinic as one of its specialized services. Over the last few years a growing number
of children have been diagnosed with the disorder and prescribed medication for its
treatment. In 2008, 610 children with ADHD were treated at the clinic as compared to
720 in 2009 (statistics from the paediatric clinic). This increase in the number of children

being managed for ADHD is significant.

I am a social work manager at the hospital in KwaZulu-Natal. As a health care
professional at the hospital, I address the psychosocial needs of children diagnosed with
ADHD, together with their parents or caregivers who are referred for services. Generally
parents and caregivers are referred for social work services when there is treatment non-
compliance. My preliminary investigation into non-compliance with ADHD treatment
revealed several underlying problems experienced by parents and caregivers of ADHD

affected children which underscored the need for a study of this nature.

In discussions with parents and caregivers an overwhelming number indicated
dissatisfaction with services relating to their children’s diagnosis and treatment of
ADHD. Subsequent discussions with the paediatric professional nurses highlighted the
need to identify problems experienced by parents and caregivers. The abovementioned

discussions necessitated a study of this nature.



A further rationale for the study was that parents and caregivers expressed through their
interactions with the social worker, psychologist and occupational therapist how isolated
they felt in their battle with the disorder. It was apparent that they were not coping with
their ADHD affected children. 1 felt that this study would provide pertinent information

on parent support structures or the lack thereof.

The ADHD clinic at the hospital has been operational for many years. This is the first
time that a topic of this nature is being researched at the hospital under study. It will
therefore provide valuable information to health care professionals in their management

of the disorder.

1.3 Main aim of research
The main aim of the research was to explore the needs and experiences of

parents/caregivers whose children have been diagnosed with ADHD.

1.4  Research objectives
The research objectives were:

e To determine the needs of parents/caregivers of children diagnosed with ADHD.
e To explore parents/caregivers experiences of services received at the hospital.

e To identify parents/caregivers recommendations for future services at the hospital.

1.5 Key questions
The research questions were as follows:

e  What are the needs of parents/caregivers with children diagnosed with ADHD?
e What are parents/caregivers experiences of services provided at the hospital?

e  What are parents/caregivers recommendations for future services at the public sector
hospital?

1.6 Significance of study

The results of the study would assist in the development of policies and protocols in the
management of ADHD. Further, the findings could potentially identify the type of
support structures parents/caregivers would find beneficial to them. This study would be

fundamental in the formulation of effective ADHD parent training programs and other



intervention programs designed for use by health care professionals for the effective

management of ADHD in children in receipt of services from the public sector.

Although the study has been undertaken at a selected public hospital the findings would
be useful to health care proféssionals within public sector hospitals that provide a similar
service. Research undertaken in this field has focused mainly on the medical management
of the disorder. There has been limited research conducted in South Africa from a social
work perspective. This study would add value to paediatric social work practice as it

would assist in the psychosocial management of the disorder.

1.7 Theoretical framework
The two theories that provide a framework and guide this study are the bio-psychosocial

approach and the ecosystems approach.

1.7.1 Bio-psychosocial approach

The bio-psychosocial approach is a comprehensive health care approach in its ability to
deal with current problems, predict mental and physical health problems and supply a
sound scientific basis for health promotion (Vanker et al, 1990). Within this approach
human functioning is viewed as an interaction of biological, psychological and social
factors (Schlebusch, 1990). This approach emphasizes that each person is comprised of
systems which in turn are part of external systems (Schlebusch, 1990). This means that
“while individuals are composed of molecules, cells and organs, this being their
biological structure, they also belong to families, communities, cultures, nature and the

world” (Schlebusch, 1990:15).

The biological, psychological and social structures of each individual are interdependent.
ADHD may be considered ﬁrimarily a biological disorder because of neurobiological and
genetic associations. However its aetiologies have also been associated with
psychological and social factors and the interplay of all 3 factors (Sagvolden et al, 2005).
The psychological sphere reiates to the structure and processes of the mind and the social
functions relate to structure and processes of the society in which the person lives
(Schlebusch, 1990). ADHD results from, and is continuously modified by the dynamic
context of individual predispositions and interpersonal surroundings (Sagvolden et al,

2005). This disorder affects more than one system in an individual (Schlebusch, 1990).



Hence, the disruption of family equilibrium, stressful events, the child’s temperament and
environmental factors are some of the factors of the psychosocial construct of the
disorder. The individual with ADHD must be viewed as a whole as the biological,
psychological and social constructs of the disorder are closely interrelated. These

constructs, in the context of this study, are discussed below:

Biological construct
The parent/caregiver after receiving their child’s diagnosis needs to understand the nature
and causes of the disorder and the treatment regime required for the management of the

child. This would result in improved therapeutic benefit due to patient adherence.

Psychological construct

The aim is to understand how parents/caregivers respond to the child’s condition. For
optimal upbringing the family has to adapt to the child’s special needs by taking into
account the implications of the child’s challenging behaviour and adjust their
expectations and demands accordingly. At this level, the impact of the child’s ADHD
diagnosis on emotional health, participants’ levels of stress and self esteem issues were

explored.

Social Level
The impact of the child’s condition on relatiohships such as the spousal relationship,
extended family, peers, school and with the health care workers at the hospital was

explored.

The bio-psychosocial approach was suited to this study as it allowed for holistic
understanding of the experiences of parents and caregivers with their ADHD affected

children.
The ecosystems theory is discussed below.

1.7.2 Ecosystems theory
Ecosystems theory, which is based on systems theory, highlights how interconnected
society is, embedded in various social systems (Rothery, 2001). The key concept of the

ecosystems theory is that “all people or groups of people in a system share a reciprocal



influence on one another” (Rothery, 2001:70). The reciprocal relationship shows that
individuals change and are changed by the environment. In order to function well in
society, people must maintain a good fit with their environment (Wakefield, 1996). The
ecosystems approach was considered for this study because of its emphasis on the
“person in environment”.  According to Kotkin and Fine (2003) quality of life for
parents and caregivers depends in part on how they attempt to cope with their children’s
disorder. If there is adequate support offered by the various social systems to parents and
caregivers in the managerhent of their children’s disorder then there would be a

“goodness of fit “with the environment.

Brofenbrenner’s ecosystems model, presents an ideal theoretical framework for this
study, as it enhances the understanding of the ADHD affected child as well as the
parent/caregiver by taking their larger environmental context into account. For
equilibrium to be reached at the different levels, interaction between the levels must
occur on a fairly regular basis (Brofenbrenner, 1994). In the following paragraphs the

different levels of the ecosystems theory, in the context of this study, is discussed.

Microsystem

The microsystem refers to an individual’s immediate surrounding. At this level
Brofenbrenner (cited in Berk, 2000:28) speaks of all relationships being bi-directional,
that is, adult behaviour affects children’s behaviour and adults are also affected by
children’s characteristics. An example to illustrate this relationship is that of a friendly,
attentive child who is likely to evoke positive and patient reactions from parents whereas
a distractible child as in the case of an ADHD child is likely to receive restriction and
punishment. Parent-child interactions are at the centre of the micro-system therefore it
follows that participants play a crucial role at this level. The family is a very important

part of the micro system and they have to have an understanding of the child’s diagnosis.

Mesosystem

This is the second level of Bronfenbrenner’s model and it encompasses connections
between microsystems (Berk, 2000). Such systems in the case of the ADHD child would
involve the school, the home, the extended family, the neighbourhood and the health
facility. At this level it is important to explore the relationships between participants and
the different social systems that play a part in the lives of ADHD affected children. If



there is equilibrium at this level then there is “goodness of fit” between the micro and
meso levels. Parent-child and caregiver-child relationships are each likely to support
development, when links in the form of visits and exchange of information, are built

between home and child care setting (Berk, 2000).

Exosystem

The exosystem refers to social settings that do not contain children but affect their
experiences in immediate séﬁings (Berk, 2000). In the case of the ADHD affected child
this system would include parents/caregivers employers and their workplace where leave
policies are discussed for hospital appointments. It is important for this structure to be
flexible and supportive. Included also at this level would be some of the infrastructure
that parents/caregivers depend on such as transport. Parents/caregivers have to bring their
children for early appointments to the hospital therefore they require that this
infrastructure is available and reliable. Non —government organisations such as the
Attention Deficit Hyperactivity Association of Southern Africa which are meant to assist
parents/caregivers by providing a supportive role also form part of this exo-system. If
this system fails or is in disharmony then this could have a negative impact for both

parent and the child.

Macrosystem

This is the outermost level in Bronfenbenners’ model. It consists of cultural values, laws,
customs, and resources. The priority that the macro system gives to children’s needs
affects the support they receive at the inner levels of the environment. With ADHD it is
important that at a macro level government and non-governmental organizations lobby
for more support resources to be established within communities and which can be easily
accessed by the community. Policies and protocols needs to be continuously reviewed
and updated by the government departments responsible for the management and

treatment of ADHD.

The subsystems outlined above, served to guide the researcher in carefully identifying the
areas in which deficit and dysfunction may have occurred in the management of the

ADHD child and the parental relationships thereof.



1.8 Definition of terms and abbreviations
ADHASA- Attention Deficit Hyperactivity support group of South Africa (Picton, 2005)

Attention Deficit Hyperactivity Disorder (ADHD) - a behavioural disorder of attention
and impulse control with specific DSM-1V criteria. It is a developmental disorder that

appears in childhood and may continue through to adulthood (Barkley, 2000).

Caregiver- Any person other than the parent or guardian who factually cares for the child

(No 38 of 2005: Children’s Act, 2005).
CD- conduct disorder

CNS- Central Nervous System

Dopamine-This is a neurotransmitter found in the brain. Neurotransmitters are released to
tell your brain what to do. Dopamine in particular helps initiate and control movement,

energy and alertness (Brock, 2009).
DSM-1V- Diagnostic and Statistical Manual of Mental Disorders
EFA- Essential Fatty Acid

Methylphenidate (Ritalin) - A central nervous system stimulant used in the
pharmacotherapy of ADHD (Bester, 2006)

Multimodal-1t is a treatment approach to ADHD that involves medical, educational and
behavioural interventions. It consists of parent and child education about diagnosis and
treatment, behaviour management techniques, medication and school programming and

supports (Venter, 2006).
ODD- oppositional defiant disorder

Parent- the biological mother or father of a child (http:/enwikipedia.org/wiki/parent)




PET- Positron Emission Tomography- A non invasive brain scan

1.9 Structure of the dissertation

The dissertation comprises of six chapters:

Chapter one

This chapter contains an introduction and background to the study, the significance of the
study, the main aim, objectives and key questions of the study. Incorporated in this
chapter are the theoretical frameworks which guide the study.

Chapter two

This chapter consists of the literature review. This includes an overview of ADHD, the
history of the disorder, the aetiology and epidemiology of ADHD. Also discussed in this
chapter is the diagnosis of the disorder, the pharmacological aspects, alternate treatments,

roles of health care workers and the effects of the disorder on parents/caregivers.

Chapter three

This chapter details how the research was conducted, the research design, research

paradigm, sampling method, data collection tools and analyses are discussed.

Chapters Four & Five

These chapters provide an analysis and discussion of the results of the study.

Chapter Six

The conclusions and recommendations of the study are discussed.



CHAPTER TWO

LITERATURE REVIEW

2.1 INTRODUCTION

This chapter provides a review of the literature with respect to the history and definition
of ADHD, the aetiology of the disorder, the diagnosis and differential diagnosis and other
co-morbid conditions. Included in the chapter are alternate views and treatment of
ADHD, in particular, the multi modal approach to management of ADHD within public
sector hospitals. The main section in this chapter focuses on parental stress, care demands
and the use of support sérvices from a public sector hospital. The biological “and

psychosocial constructs of the disorder are also discussed.

2.2 History of attention deficit hyperactivity disorder

ADHD was first described in 1902 by George Still as the “lack of moral control among
children without noted physical impairment” (Rowland ez al, 2002:162). The early
origins of ADHD have been linked to the encephalitis epidemic of 1917-1918, whereby
children who survived the infection experienced subsequent problems such as
hyperactivity, personality changes and learning difficulties (Rowland ef al, 2002). The
disorder has been identified in the literature for many years under a variety of terms.
From 1940 through 1960, the condition was identified as minimal brain damage or
minimal brain dysfunction and its aetiology was attributed to damage in the brain such as
a head injury, infection or toxic damage (Kidd, 2000). In the 1960s the condition was
referred to as “hyperactivity” or “poor impuise control” with no mention of any

underlying organic damage (Kidd, 2000: 403).

In 1980, the “hyperactivity” symptom had taken on a “more diagnostic significance” and
the American Psychiatric Associations Diagnostic and Statistical Manual of Mental
Disorders (Third Edition, DSM-111) listed the term “Hyperactivity” as hyperkinetic
reaction of childhood (Kidd, 2000:403). This term “Hyperactivity” evolved through
“hyperkinetic syndrome”, “hyperactive child syndrome” to “attention deficit disorder”,
either with hyperactivity or without (Kidd, 2000:403). By 1987, there was a shift in
focus from the hyperactive symptom of this disorder to symptoms of inattention and

impulsivity. Research on the disorder continued to progress and the three major
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diagnostic clusters were further refined until 1994 when The Diagnostic and Statistical
Manual of Mental Disorders-Fourth Edition (DSM 1V) officially termed the disorder,
Attention Deficit Hyperactivity Disorder or ADHD, with 3 subtypes (Kidd, 2000). The
past 100 years has seen the disorder come under scrutiny from many researchers in the
field of child and behavioural development, but ADHD still remains a “highly variable,
complex and imprecisely” defined condition (Green & Chee, 2004:2).

2.3 Definition and Diagnosis of ADHD

The term ADHD is commonly used by lay people, support groups and by professionals
(Bester, 2006). ADHD is characterised by pervasive and impairing symptoms of
inattention, hyperactivity and impulsivity according to DSM-1V (Polanczyk et al, 2007).
It is one of the most common psychiatric disorders that cause distress in the lives of both
children and adults, as well as the lives of all other role players involved with these
children (Lowe, 2009). The symptoms of childhood ADHD affect cognitive, academic,
behavioural, emotional, social and developmental functioning (Rader et al, 2009). ADHD
is the most commonly diagnosed neurodevelopmental disorder in children and

adolescents (Rader et al, 2009)

The current Diagnostic and Statistical Manual of Mental Health Disorders (4™ edition-
revised (2000) specifies three subtypes of ADHD:

e predominantly inéttentive subtype

e predominantly hyperactive/impulsive subtype

e or combined subtype
The inattentive subtype described in the DSM-1V —TR (2000) diagnostic criteria for
ADHD requires 6 or more symptoms of inattention to have persisted for at least six
months. According to the diagnostic criteria, inattention includes the child failing to give
close attention to details, making careless mistakes and experiencing difficulty sustaining
attention in tasks or play activities (DSM-1V-TR, 2000). In addition they experience
problems following through on instructions, organising tasks and with listening when
spoken to directly. Researchers, Green and Chee (1997) comment that it is these
behaviours that children with ADHD present with that parents find bothersome and

emotionally stressful.
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The sub-type described in the diagnostic manual (DSM-1V-TR, 2000) are the
hyperactive/impulsive behaviours. There must be 6 or more symptoms of hyperactivity-
impulsivity to have persisted for at least six months to a degree that is maladaptive and
inconsistent with the child’s developmental level for the child to be diagnosed with
ADHD. Children with ADHD have poor impulse control and are often getting themselves
into trouble. They act before they think with no thought given to the repercussions of
their actions. Other symptoms that present in the child with ADHD are that they are
accident prone, they talk excessively, fidget with hands or feet and often have difficulties

playing or engaging in leisure activities (Green & Chee, 2004).

The hyperactive/impulsive child is the greatest challenge to a teacher and this child is
often found in the principal’s office because of his/her behaviour in the classroom (Green
and Chee, 1997). Children with the hyperactivity/impulsivity sub-type may exhibit
behaviour such as blurting out answers, interrupts or intrudes on others and has difficulty
waiting his/her turn. The third subtype of ADHD is a combination of symptoms of the

inattentive and the hyperactive/impulsive subtypes.

The diagnosis of ADHD usually occurs when the child is about six or seven years old and
this coincides with the child starting school (Saddock &Saddock, 2009). According to
Saddock and Saddock (2009) there are some hyperactive/ impulsive or inattentive
symptoms that result in impairment which are present before age 7 years. For ADHD
diagnosis, impairment from the symptoms is usdally present in two or more settings such
as the home environment and at school. There must be clear evidence of cliniéally
significant impairment in social, academic or occupational functioning (Saddock &
Saddock, 2009).

According to Saddock and Saddock (2009) the principal signs of hyperactivity and
impulsivity are based on a detailed prenatal history of a child’s early developmental
patterns along with direct observation of the child, especially in situations that require
attention. These authors add that hyperactivity may be more severe in some situations and
less marked in others and it may be less obvious in pleasant structured activities such as

sport.
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Saddock and Saddock (2009) state that children who have hyperactivity as a predominant
feature are more likely to be referred for treatment than are children with primary
symptoms of attention deficit. From a biological perspective a “child’s history may give
clues to prenatal (including genetic), natal, and post natal factors that may have affected
the central nervous system structure or function” (Saddock & Saddock, 2009:1225). The
rate of a child’s development, the deviations in development and parental reactions to
significant or stressful behavioural changes should be ascertained, as they may help
clinicians determine the degree to which parenté have contributed or reacted to a child’s

inefficiencies and dysfunctions (Saddock & Saddock,2009).

The ecosystems approach which underpins this study explores the manner in which the
different levels affect and are affected by each other. In terms of diagnosis the school
which forms the meso level has an integral role to play in the assessment of a child
suspected of having ADHD. The school history and teachers’ reports are important in
evaluating whether a child’s difficulties in learning and school behaviour are primarily
due to the child’s attitudinal or maturational problems or to poor self image because of

felt inadequacies (Saddock and Saddock, 2009).

The parent, siblings and extended family who are found within the micro and meso levels
also contribute to the diagnostic process by describing their interactions and observations
of the child in the home and social environment (Green and Chee, 2004). The manner in
which a child relates to siblings, to peers, to adults, and to free and structured activities
gives valuable diagnostic clues to the presence of ADHD and helps identify the
complications of the disorder. Collaboration between the school, the parent and the health
care provider does not presently exist. Health care workers may not necessarily have the
time in busy public health facilities to render holistic care in this regard and it thus

remains a neglected area in terms of ADHD diagnosis (DeMarle & Ernthausen, 2003).

The bio-psychosocial approach which guides this study focuses on the importance of
understanding the biological constructs of this disorder. A neurological examination is
necessary when diagnosing ADHD as it may reveal “visual, motor, perceptual, or
auditory discriminatory immaturity or impairments without overt signs of visual or
auditory acuity disorders” (Saddock & Saddock, 2009:1225). These authors add that an
important aspect of diagnosing ADHD is the use of an electroencephalogram test (EEG)
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to recognise the child with frequent “bilaterally synchronous discharges resulting in short
absence spells”. The child with an unrecognized temporal lobe seizure focus can have
secondary behaviour disorder. In these instances, several features of ADHD are often
present (Saddock & Saddock, 2009:1226). Venter (2006), in his study contradicts the
value of an EEG in diagnosing ADHD by stating that an EEG plays no part in the
diagnosis or prognosis of ADHD.

According to Venter (2006), an accurate diagnosis of ADHD will include an adequate
history and subsequent collateral information from various sources. The more thorough
the history taking and the more members of the team are involved in providing additional
data, the more likely the diagnosis will be correct. There is no single defining test used in

diagnosing ADHD.

The overall approach to diagnosis may involve the following according to Goldman et al
(1998).

e A comprehensive interview with the child’s adult caregivers.

e A mental status examination of the child.

e A medical evaluation for general health and neurologic status.

e A cognitive assessment of ability and achievement.

e Use of ADHD-focused parent and teacher rating scales.

e School reports and other adjunctive evaluations if necessary (speech, language

assessment, etc) depending on clinical findings.

Whilst Venter (2006) views history taking from various sources to be integral to
diagnosing ADHD in children, Goldman (1998) advocates for the bio-psychosbcial
approach to diagnosis. This entails the mental and physical examination of the child as
well as the psychosocial assessment to be conducted in all spheres of the child’s life.
Both researchers stress the importance of collaboration with educators as an essential
ingredient to the diagnosis process, however there is little evidence to support this

statement.

A gap exists in service delivery relating to the diagnosis of neurological disorders within

South African public hospitals, as there is a gross shortage of qualified neurologists
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(http://www.doh.gov.za). The type of services advocated for by researchers in the field of

ADHD is therefore not being provided to children with ADHD. The public health system

is currently over burdened with chronically ill patients and is in a crisis with the shortage
of skilled medical professionals; therefore the time taken to diagnose the child with
ADHD would be limited as this condition would not be considered as priority in a crisis
oriented paediatric clinic (Cullinen, 2006).

The following sub-section will focus on the differential diagnosis and co-morbid

conditions to ADHD.

2.3.1 Differential diagnosis and co-morbidity

When there are a number of conditions that appear a lot like ADHD but are not ADHD it
is known as a differential diagnosis (Saddock & Saddock, 2009). A differential diagnosis
of ADHD may be made by the health care professional as the behaviour of a child with
ADHD could be mistaken for another similar psychological disorder. Co-morbidity may
be defined as two conditions that occur together in the same individual (Saddock &
Saddock, 2009). To make a diagnosis of ADHD before the age of 3 years is difficult
because of the overlapping features of a normally immature nervous system and the
emerging signs of visual-motor-perceptual impairments frequently seen in ADHD
(Saddock & Saddock, 2009).

Shokane and Rataemane’s (2004) findings are similar to Saddock and Saddock (2009) in
that they note that there are a myriad of disorders that mimic ADHD. This then poses a
great challenge for medical practitioners in their evaluation of the child. The presence of
ADHD greatly increases the coexistence of associated or co-morbid conditions (Green &
Chee, 2004: 53). Studies of children with ADHD consistently document higher rates of
co-morbidity with other psychiatric conditions, including disruptive behavioural
disorders, depression, other mood disorders, anxiety disorders, tic disorders etc. The
incidence of co-morbidity ranges from 50 to 90 percent (Shokane & Rataemane, 2004).
The existence of an additional disorder dramatically affects the prognosis, treatment and
health care delivery decisions. Correctly identifying ADHD is complicated by a high
prevalence of co-morbid disorders or the presence of conditions that can be confused
with ADHD (Shokane & Rataemane, 2004). These co-morbidities present extra

challenges to parents, educators and to health care providers as they are so often easily
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confused or misdiagnosed as ADHD. The most frequently occurring co-morbid

conditions are briefly discussed below:

2.3.1.1 Oppositional defiant disorder

According to Venter (2006), Oppositional Defiant Disorder (ODD) is one of the
conditions most frequently associated with ADHD (Bester, 2006:47). It is claimed that 40
percent of ADHD children are also ODD (Green & Chee, 2004:54). Children who are
diagnosed with ODD are often rebellious, lose their tempers, refuse to obey adults and

argue. These children do not accept blame and usually blame others for their mistakes.

2.3.1.2 Conduct disorder

Conduct Disorder (CD) is a much more serious behavioural problem than ODD (Bester,
2006:47). The media often wrongly diagnoses CD behaviour as ADHD. The behaviours
of conduct disorder (CD) include “lying, cheating, stealing, threatening, cruelty, violating
the rights of others, destruction of property and inflicting pain” (Green & Chee, 2004:
56). When CD is associated with ADHD it usually starts young, with a severe
presentation of ODD before the features of CD first come through between the age of
seven and ten years. The factors that increase the risk of CD are “marital discord, hostile-
critical parenting, and probably the poor early treatment of ADHD” (Green & Chee,
2004:57).

2.3.1.3 Tics and Tourette syhdrome

There is a higher incidence of minor twitches and involuntary movements occurring in
those diagnosed with ADHD than with the general population (Green & Chee, 2004).
Tics refer to involuntary twitches, usually around the eyes or face, but sometimes a
clearing of the throat, movement of the neck or shrug of a shoulder. The most extreme
form of tic disorder, Tourette syndrome, involves throat noises, other major involuhtary
movements and occasionally the uttering of inappropriate words (Green & Chee, 2004:
59). Tic and Tourette syndrome rarely causes any significant problem in behaviour,
learning or emotional well-being, however the same cannot be said for the presence of

ADHD which can cause great disadvantage in all these areas (Green & Chee, 2004: 59).
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2.3.1.4 The clumsy child

Difficulties with co-ordination, motor functioning, written work and late neurological
maturity are all commonly associated with ADHD (Green & Chee, 2004). When ADHD
and co-morbid clumsiness coexist, therapists tend to see the motor problems in the child

and term this the ‘Clumsy Child Syndrome’ (Green & Chee, 2004).

2.3.1.5 Anxiety disorders

ADHD has also been associated with anxiety disorders. Anxiety symptoms are generally
expressed in four domains, these are the cognitive, affective, physical and behavioural
(Spencer et al, 2007). The cognitive elements may range from “rumination and vigilant
apprehension to catastrophic thinking” whilst behavioural features may include agitation,
tantrums, attention seeking and overdependence (Spencer et al, 2007: 638). It is
estimated from epidemiological studies on ADHD that anxiety disorders range from 25 to
34 percent in children (Furman, 2005). However, the anxiety seen in children with
ADHD seems to be related more to poor emotion control than to fear and panic (Barkley,

2002).

2.3.1.6 Learning problems

Handicaps in reading and spelling abilities are often manifested in children With ADHD.
They also experience problems with computation (Bester, 2006). Findings from a study
conducted on cognitive performance using children with ADHD and a control group
showed poor performance by the ADHD group on standard measures of intelligence and
achievement as opposed to the control group (Spencer et al, 2007). However research
conducted by Chan (2007) showed the overall intelligence of children with ADHD to be
normal. Various studies also show that children with ADHD perform more poorly in
school, repeat grades and require more tutoring than non ADHD children. In response to
poor academic performance by learners with speéial needs, the South African Department
of Education has prioritized the needs of learners with ADHD in the Education White
Paper 6 on Special Needs Education (2001). This document pays panicular attention to
the role of educators in identifying and teaching learners who may have barriers to

learning.

At a micro level, parents of children with ADHD are often not able to accept that their

children have a leaming disorder and this results in them having unrealistic expectations
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of their children. At a meso level, educators experience problems within the classroom as
these children are often described as “lazy” or “slow” and tend to demand more of the

teacher’s attention than the average child.

2.3.1.7 Substance abuse disorders

Data obtained from studies indicates that children with ADHD are at an increased risk for
smoking cigarettes and abusing substances (Faraone & Wilens, 2003). These authors add
that there has been persistent fear that the use of stimulants to treat ADHD has a potential
for abuse. However, the study which examined the association between pharmacotherapy
and substance abuse dispelled the hypothesis that stimulant drugs used in the treatment of
ADHD induced substance abuse, rather they confirm that stimulant treatment appears to
reduce the risk for substance abuse disorders (Faraone & Wilens, 2003). Recent research
suggests that ADHD children disproportionately become involved with cigarettes,
alcohol and then drugs (Spencer et al, 2007). These researchers added that these

individuals tend to maintain their addiction longer compared with their non ADHD peers.

2.3.1.8 Depression

Depression occurs in children with ADHD at a significantly higher rate than in children
without ADHD (Daviss, 2008). Depressive disorders may emerge several years after the
onset of ADHD and may be attributed to environmental difficulties associated with
chronic ADHD. The ADHD affected child with depression is “moody, preoccupied, sad
and withdrawn and often shows stress by becoming more irritable and annoying” (Green
& Chee, 2004:58). Other signs and symptoms of the depression include physiologic
disturbances such as changes in appetite and weight, altered sleep patterns, fatigue,
psychomotor abilities, feelings of guilt and worthlessness (Spencer ef al, 2007). Some of
the associated features of Idepression in children include school difficulties, school
refusal, withdrawal, somatic complaints, negativism, aggression and antisocial behaviour
(Spencer et al, 2007). Many children with ADHD have secondary depression in reaction
to their continuing frustration over their failure to learn and their consequent low self
esteem. This condition must be distinguished from a primary depressive disorder
(Saddock & Saddock, 2009:1227).

According to Green and Chee (2004) the failure to see the association between ADHD

and the above co-morbid conditions remains one of the most frequent causes of
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misunderstanding and incorrect treatment. The co-morbid conditions can be viewed from
a bio-psychosocial paradigm where these conditions occur as a result of biological factors
in the child but the manner in which these conditions present themselves affects the
child’s psychological and social sphere. The family unit and the child’s school
environment play a significant role in this area of co-morbidities as it is imperative that
they are supportive instead of punitive in their responses to the child’s behaviour (Green
and Chee, 2004).

A discussion on the epidemiology and prevalence of the disorder follows in the next

section.

2.4 Epidemiology and prevalence of ADHD

ADHD is a behavioural disorder that affects up to 1 in 20 children in the USA (Faraone
et al, 2003). There are as many as four million children that carry this diagnosis in the
USA, which is responsible for 30 to 50 percent of referrals to mental health services
(Kidd, 2000). The predominance of American research into this disorder over the past 40
years has led to the impression that ADHD is largely an American disorder and is much
less prevalent elsewhere. Contrary to this view, research conducted in non —United States
populations found that the prevalence of this behavioural disorder in many countries is in
the same range as that in the USA (Faraone ef al, 2003). Results from a recent meta
analysis on prevalence rates revealed that “South American countries have the highest
prevalence (11,8 percent) of school-age children with the disorder and European
countries have the lowest prevalence, 4,6 percent” (Singh, 2008). In South Africa at least
3 to 6 percent of the school éged population may have ADHD (Snyman & Truter, 2010).
However, little published information exists about the incidence, treatment and care of
ADHD in South Africa (Snyman & Truter, 2010). The lack of available South African
statistics makes it difficult to compare with other countries. According to the Attention
Deficit Hyperactivity Suppért Group in Southern Africa (ADHASA), between 8 tol0
percent of the South African population have ADHD (Picton,2005).
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