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Attention Deficit Hyperactivity Disorder (ADHD) impacts on the social, emotional and academic progress of
children, resulting in significant distress and worry on them those to whom they are linked, either directly
or indirectly, such as parents, teachers and peers. ADHD is a psychological condition seen frequently in
children (Rowland, Lessene and Abramowitz, 2002). Principal ADHD symptoms comprise inappropriate
degrees of inattention, impulsivity and hyperactivity (World Health Organization, 1992). However, children
with ADHD require special education, and this paper believes that such children will succeed and achieve
more success in schools if appropriate and regular assistance is provided.
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INTRODUCTION

Attention Deficit Hyperactivity Disorder (ADHD) (APA,
1994; 2000), also known as Hyperkinetic Disorder in the
International Classification of Diseases (ICD-10) (World
Health Organisation, 1992), is referred to as ‘minimal
brain dysfunction’ (Denckla, 2003).

ADHD is recognised as an Attention-Deficit and
Disruptive Behaviour Disorder by the American
Psychiatric Association (APA, 2000); this condition
describes a varied group of children, each of whom have
age-inappropriate problems associated with attention,
distractibility and, in a significant amount of cases,
impulsivity and over-activity (Julien, 2005; Hulme and
Snowling, 2009).

The Diagnostic and Statistical Manual of Mental
Disorders identifies three ADHD subtypes: predominantly
inattentive; predominantly hyperactive-impulsive; or
combined (APA, 2000). The latter subtype indicates a
child who meets the symptom criteria for both inattention
and hyperactivity-impulsivity. ADHD is a prevalent
childhood condition known currently to affect 3-7% of
school-aged children (APA, 2000; Mattox and Harder,
2007), with a worldwide prevalence of 5.2% (Polanczyk
et al., 2007).

However, when using the DSM-IlI-R or DSM-1V,
prevalence rates of ADHD are subsequently higher than
when using the ICD-10 criteria (Skounti et al., 2007).
Moreover, the boy: girl ratio stands at 4:1 to 9:1 (APA,
2000).

Symptoms

Characteristically, symptoms comprise behaviours that all
children display to some degree; it is only in severe
cases, when at least six symptoms are exhibited for one
aspect (inattentive or hyperactive-impulsive), that ADHD
can be diagnosed (Durston, 2003). Although there are
three subtypes of ADHD currently identified by the DSM-
IV, 80% of children diagnosed with this disorder exhibit
symptoms for all three aspects (Buitelaar, 2002). ADHD
has been revealed to include deficits in executive function
(EF) (Barkley, 1997a; Martinussen et al., 2005), state
regulation (Sergeant, 2005), inhibition problems, self-
control (Barkley, 2003) and delay aversion (Sonuga-
Barke, 2005). However, studies have indicated that EF is
linked particularly to inattention symptoms, while
controlling hyperactivity/impulsivity symptoms (Martell,
Nikolas and Nigg, 2007). Nevertheless, the three
subtypes of ADHD have not been found commonly to
have dissimilar EF profiles (e.g., Geurts et al., 2005;
Huang- Pollock et al., 2007).

ADHD children are at high risk of suffering antisocial
problems (Young, 2003; Brassett-Grundy and Butler,
2007), which may also be associated with obesity
(Agranat-Meged et al., 2005). Moreover, at least 50% of
children with ADHD experience problems with their
relationships with peers and teachers (Hoza, 2007,
Stormont, 2001; Clark, Prior and Kinsella, 2002). Further,
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an estimated 25-50% of children with ADHD have sleep-
related problems (Cohen-Zion and Ancoli-Israel, 2004;
Owens, 2005) and demonstrate poor performance in
tasks requiring continuous attention (Spencer et al.,

2007).
ADHD children are known to experience difficulties in
several domains, including learning, language

development (Pelham, Fabiano and Massetti, 2005),
schoolwork and academic attainment (Hinshaw, 1994;
Barry, Lyman and Klinger, 2002), and low self-esteem
(Sandberg, 1996; APA, 2000). ADHD affects the sense of
well-being and self-worth in children (Riley et al., 2006),
along with their perception of time (Barkley, 1997b) etc.
Moreover, parents of children with ADHD report high
stress levels and social isolation, in addition to receiving
less overall social support (Johnston and Mash, 2001;
Lange et al., 2005; Podolski and Nigg, 2001). Indeed, the
negative effects on the family of the child with ADHD can,
ultimately, generate further parenting demands (Seipp
and Johnston, 2005). Siblings of children with ADHD
report feeling victimised by the aggressive acts
experienced (Kendall, 1999). However, the positive
aspect of ADHD is that it does not affect intelligence, as
defined and measured by intelligence tests (Wedner,
2000).

Co-morbidity

A significant incidence of co-morbidity exists in
individuals with ADHD. Two-thirds of primary school-aged
students with ADHD who are referred for clinical
assessment have at least one other diagnosable
psychiatric disorder (Julien, 2005). Co-morbidities with
ADHD include: conduct disorder (CD) (Loeber et al.,
2000); oppositional defiant disorder (DCD) (Dewey et al.,
2002; Barkley, 1990); learning disorders (Biederman et
al., 1996); anxiety disorders (Brown, 2000); resistance to
discipline; mood disorders (especially depression);
excessively emotional behaviour; aggression; substance
abuse (Monastra et al., 2002; Wolraich et al., 1996);
motor tics (Pliszka, Carlson and Swanson, 1999); and
deviations in social behaviour (Santosh and Mijovic,
2004). Moreover, ADHD is connected with the following
psychosocial problems (Kuperman et al, 2001,
Biederman and Faraone 2006): obsessive compulsive
disorders (OCD) (Geller et al., 1996); developmental
coordination disorder (DCD) (Raggio, 1999; Pitcher, Piek
and Hay, 2003); chromosomal-genetic disorders (Backes
et al, 2000; Hagerman and Hagerman, 2001);
neurological disorders (Dunn et al., 2003); sleep-related
problems (Mick, 2000); bladder and bowel control
problems (Duel et al., 2003); height problems (Biederman
et al., 2003); and allergies (Barkley, 1998).

Causes

ADHD has been recognised as a complex condition with

both genetics-related (Rasmussen et al., 2004) and
environmental components (Doyle et al., 2001); thereby
indicating the extremely high possibility that it is a
hereditary condition (Wender, 2000; Faraone et al.,
2005). Moreover, it has been established that specific
genes are linked to specific subtypes of ADHD (Lowe et
al., 2004; Rasmussen et al., 2004). Current theoretical
formulations have also highlighted that ADHD ought to be
considered a heterogeneous condition (Castellanos et al.,
2006); in fact, there is a 40% probability that a child with
ADHD also has a parent with the disorder (Berk, 2004).
Conversely, it has also been found that the condition
could be acquired; a number of children have a
combination of genetic and acquired ADHD, with no
discernable difference between the two (Voeller, 2004).
Some believe that the actual cause of hyperactivity in
children is environmental and, in particular, that it is diet-
related; however, researchers have found that altering a
child’'s diet has only a limited effect on levels of
hyperactivity (Neuwirth, 2005). The most broadly-held
theory hypothesises that a combination of factors causes
ADHD, including biology, genetics, environment and
psychosocial (Biederman and Faraone, 2005). Currently,
although the etiology of ADHD is unidentified (Taylor et
al.,, 2004), it is proposed that it is multi-factorial and
polygenic in nature (Faraone et al., 2005).

Schools and ADHD

When children enter the schooling system, several find it
to be a comforting environment, while others may be
resistant to change (Lougy, DeRuvo and Rosenthal,
2009). Furthermore, children with ADHD are inclined to
behave inadequately when placed in a highly-structured
classroom environment (Lauth, Heubeck and Mackowiak,
2006). A child may express hyperactive and impulsive
behaviour, and/or experience difficult sustaining attention
when required (Rapport et al., 2009).

A good illustration of a difficult situation encountered by
a child with ADHD is the capacity to sit in a seat and
merely listen to instructions (Fitzgerald, Bellgrove and
Gill, 2007). The academic issues associated with ADHD
emerge as non-specific to one particular subject area
(Vile Junod et al., 2006) and lead to poor scholastic
outcomes (Rapport, Scanlan and Denney, 1999).

The rate of ADHD prevalence in schools is estimated at
around one child per regular classroom (Jones and
Chronis-Tuscano, 2008). In the classroom setting, it has
been found that there are many differences between
children with and without ADHD , including the fact that
they are more distractible (Miller, Koplewicz and Klein,
1997), Intrude on other children's activities, go off-task
more frequently for the duration of classroom direction,
and break the rules of the classroom (e.g., Abikoff et al.,
2002). In addition, ADHD-children are recognised to
prepare less for class, misread instructions, be disruptive,



attain lower grades, and exhibit poor studying skills
(Zentall, 1993; Evans, Axelrod and Langberg, 2004).
Furthermore, they also demonstrate, through their
behaviour, a preference for less difficult work and,
subsequently, set lower self-expectations (Hoza et al.,
2001; Carlson et al.,, 2002). Moreover, such children
drop—out of, or are expelled from, school more frequently
(Barkley et al., 1990; Faraone et al., 1993).

Aside from the negative impacts of ADHD on the
individual child, the condition also has a detrimental effect
on the daily lives of professionals at school; for example,
it might make the professional life of a teacher within the
classroom worse and less enjoyable (Raggi, 2003; Reid
et al., 1994). When a child with ADHD is present in the
classroom, teachers might spend additional time giving
commands than concentrating on lessons; ultimately,
causing teachers to feel that these particular children
might be creating barriers to their lesson planning and
obstructing the learning of other non-ADHD children
(Reid et al., 1994). Moreover, school psychologists spend
a considerable amount of time with teachers concerning
consulting children with ADHD (Demaray, Schaefer and
Delong, 2003).

From my own professional experience in schools, |
believe ADHD can be damaging to education as the
children may have language disorders (Tirosh and
Cohen, 1998), reading disorders, disorders of written
expression, dysgraphia (Shaywitz et al.,, 1992) and
mathematics disorders (Semrud-Clikeman et al., 1992).
For this reason, schools are now involved more closely in
the procedures for handling such a disorder, and are
more concerned that these procedures should result in
effective and positive outcomes for the child, the family
and the overall school community. However, it is vital for
school staff to recognise that a number of ADHD
behaviours are being possibly adaptive in various
contexts and situations (Hartmann, 1996, 2003; Jensen
et al., 1997).

Identification

In the majority of ordinary classrooms, it is normal for all
children to be inattentive, impulsive and overactive at
times; therefore, it is the duty of teachers to notice
whether children are displaying these characteristics
much more than average, and then notify parents that
their child is displaying some ADHD symptoms (Dupaul
and Stoner, 2003; Zentall and Javorsky, 2007). However,
several children with ADHD are not identified until their
school performance becomes affected by their symptoms
(Sayal et al., 2002; Sayal, Goodman and Ford, 2006;
Goodlin-Jones et al., 2009); however, it is likely that this
could be caused generally by the limited identification of
child-related mental health conditions by General
Practitioners (GPs) (Sayal, 2006a). Contrasting primary
care, classrooms are the settings in which there is daily
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contact, where ADHD symptoms are readily visible, and
where teachers also have significant knowledge of
suitable behaviour development (Shaywitz and Shaywitz,
1992). Therefore, an untested approach to enhance the
children with ADHD identification is conducted via
schools. With this consideration in mind, teachers might
be superior in identifying children with ADHD, compared
with a primary healthcare professional(Sayal, 2006b).

It is believed that the first adults to detect the early

symptoms, which leads ultimately to a diagnosis of
ADHD, are frequently teachers (Sax and Kautz, 2003),
although such symptoms are regarded as educational
problems rather than health-related concerns (Bussing et
al.,, 2002). Therefore, a lack of knowledge and training
has been recognised as the main barrier to identifying
ADHD in schools (Bussing and Leon, 2002; Walter,
Gouze, and Lim, 2006). Thus, teachers ought to be
moderately well-informed concerning the symptoms of
ADHD (Sciutto, Teresen and Bender-Frank, 2000).
From my experience, | believe that teachers are able to
identify children with ADHD once they have acquired
adequate knowledge concerning its relevant
characteristics. Teachers could then take the crucial first
step in helping a child with suspected ADHD to get the
help they need simply by looking for signs of inattention;
failure; failed attempts to follow through on tasks;
difficulty in organising tasks and activities; consistent
forgetfulness; and hyperactivity and impulsivity. When a
teacher is concerned about a child’s likelihood of having
ADHD, they should discuss the matter with the
psychologist or guidance counsellor within the school, if
one is available (Hughes and Cooper, 2007). With this
consideration in mind, it is believed that teachers, school
psychologists and other school staff are in a unique
position; one that ultimately enables them to frequently
interrelate with children and contribute actively to their
progress (Lopez, 2007). Thus, their main role in the
identification of ADHD is recognising the symptoms and
subsequently passing on the information to a relevant
health professional.

Assessment of ADHD

In the majority of schools, the school psychologist and/or
counsellor is usually requested to assess pupils for
potential referrals of ADHD (Hartnett, Nelson and Rinn,
2004). Although it is frequently the school psychologist
who conducts the assessments, the guidance counsellor
could still be involved; the extent and type of involvement
would depend upon the needs of particular pupils and
schools (Bauer, Ingersoll and Burns, 2004). The major
role of the school psychologist and/or counsellor is to
assess the severity of characteristics with regards to
learning and communication abilities (Hoff, Doepke and
Landau, 2002). They might also evolve and apply
behaviour plans with the objective of tackling any of the
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teacher's apprehensions and selecting suitable methods
and measures in order to make an appropriate
assessment (Demaray, Elting and Shaefer, 2003).

There are three main objectives of assessing children
with ADHD: identifying the presence of ADHD symptoms
and the exclusion of other probable disorders; developing
an intervention plan; and determining the presence of any
co-morbid conditions (Barkley, 1998). Although there is a
diversity of specific procedures of assessment that might
be employed by school psychologists in order to achieve
these objectives, the process is nevertheless complex, as
there is no critical test for ADHD (Selikowitz, 2004); this is
not, however, due to a lack of attempts by researchers
but to the complicated interaction of symptoms of ADHD
with the surrounding environment (Goldstein and Naglieri,
2006).

In conjunction with key school staff, the parents or main
carers of the child and a doctor and psychiatrist can work
together to construct a comprehensive assessment of
ADHD (Hoff, Doepke and Landau, 2002). Studies have
found that a key factor in providing an accurate diagnosis
and effective intervention is successful communication
between all the individuals involved (Pliszka, Carlson and
Swanson, 1999; Hall and Gushee, 2000). Through
classroom-based assessments, professionals endeavour
to obtain information regarding the history of the child
with ADHD, provided by parents, family members and
others who assist in raising the child. Full and accurate
background information is also considered useful when
attempting to identify and confirm whether or not a child
has ADHD (Wedner, 2000). Conversely, deficient
communication could increase the Ilength of the
assessment process, resulting in an imprecise diagnosis
and diminishing the results of the intervention (Magyary
and Brandt, 2002).

After the teacher has made the initial referral to the
school psychologist, the child’s characteristics are noted,
alongside contextual factors, all of which could affect the
referral process (Lloyd, 1991; Andrews, Wisniewski and
Mulick, 1997). The school psychologist ought to make
use of several methods of assessment (Shapiro and
Heick, 2004), which may include interviewing the child
and his or her teachers and parents, observing the child
in the classroom and administering indirect assessments
(Hoff, Doepke and Landau, 2002). The literature on
ADHD presents many behaviour rating scales that may
be applied; such as, assessments of intelligence, types of
structured interviews with the learner and direct
observation methods (Ryan and McDougall, 2009). If the
school psychologist’s assessment finds evidence that the
symptoms are having a negative effect on a child’s
education and growth, the pupil and parents,
subsequently, will be referred to a specialist who can
further diagnose the extent of the apparent ADHD
(Sandberg, 1996). Therefore, ADHD assessments ought
to comprise multiple rating tools and methods across
numerous settings (Thomas and Grimes, 1995).

Moreover, there is also the need to avoid using
experimental or non-standardised tests, as reliability and
validity are essential (Das, Naglieri and Kirby, 1994;
Naglieri et al., 2003). In other words, the content of the
assessments must comprise four crucial elements in
order to determine academic problems: querying the
history of the development; the extent of meeting DSM-IV
criteria should be determined by utilising interviews and
behaviour rating scales; the cognitive processes; and,
attainment (Goldstein, and Naglieri, 2008).

Moreover, it is recommended that school psychologists
make use of the functional analysis of behaviour (Northup
and Gulley, 2001; Boyajian et al., 2001) and the
consultative  problem-solving model (Landau and
Burcham, 1996). Moreover, the aim of assessing ADHD
behaviours in schools ought to be associated explicitly
with future interventions (Rief, 2005).

Diagnosis

There are three key features that ought to be present for
a child to be diagnosed with ADHD (APA, 2000); t
inattentiveness, hyperactivity and impulsivity. These
conditions have to emerge prior to the age of seven and
persist for at least six months in a minimum of two
different environmental settings (APA, 2000). The
symptoms should be comparatively stable, chronic and
considered interference in relation to the key activities of
life (Volkow et al., 2001). When these conditions are
fulfilled, the child is then suspected of most likely
suffering from ADHD (Sandberg, 2002).

It is believed that it is vital to diagnose ADHD early in a
child's educational career, as the disorder has the
potential to negatively affect a child's success in school
(HaileMariam, Bradley-Johnson and Johnson, 2002).
However, in various incidences, the child with ADHD is
diagnosed only by the time she or he concludes their
elementary school education (Neven, Anderson and
Godber, 2003). Therefore, school staff could be
encouraged to be more instrumental in the recognition
and accurate diagnosis of the condition, as children with
ADHD exhibit observable characteristics at school
(Weinstein, 2004). Furthermore, while school staff play a
significant role, other individuals, such as a physician or
psychiatrist, should also be engaged with the aim of
accurately diagnosing and intervening in cases of ADHD
(DuPaul and Stoner, 2004).

When physicians and psychiatrists diagnose a child
with ADHD, it is my view that they ought to apply the
criteria as detailed in the Diagnostic and Statistical
Manual (DSM), published by the American Psychiatric
Association (APA), as its structured format for diagnosing
ADHD is so valuable; furthermore, it contains a concise
background of the disorder, including its causes and
related features. However, when diagnosing a child with
ADHD, itis not sufficient to identify the characteristics



solely from a list of symptoms; rather, a professional,
such as a physician or psychiatrist, should be available to
conduct a thorough assessment when a child exhibits
multiple symptoms of ADHD.

It is believed that the professionals most capable of
diagnosing ADHD are physicians, psychiatrists and
psychologists (Barkley, 1998). Besides performing a
clinical interview, physicians are also able to conduct a
medical examination, covering vision, hearing, laboratory
tests and motor coordination; this examination is utilized
in order to assist in the elimination of other likely
explanations of difficult behaviour (Kothari and Frosch,
2004). Moreover, according to The European Clinical
Guidelines, the medical assessment should comprise six
principle  components; thereby allowing health
professionals to make an accurate diagnosis. These
principles are: gathering information; interviewing the
child and parents/carers; observation; physical
examination; the consideration and relevant diagnosis of
co-morbidity disorders; and the sharing of information
and psycho-education (Taylor, 2004).

Intervention and Treatment of ADHD

When the assessment is complete and the diagnosis of
ADHD confirmed, there is a plethora of intervention
options that can be adopted, such as pharmacological,
behavioural and therapy interventions (Purdie, Hattie and
Carroll, 2002). Pharmacological interventions involve a
physician prescribing medication, typically a stimulant; at
this stage, the physician will work with the child and
parents in order to determine the appropriate dosage
(O'Regan, 2005). However, only two professions are then
capable of prescribing the required medication for use in
the treatment of ADHD — physicians and psychiatrists
(Buttross, 2007). Moreover, this paper believes that,
before considering possible treatments and interventions,
it is necessary to review more closely the diagnostic
process. In behavioural or cognitive-behavioural
intervention, the therapist will make a decision regarding
the behavioural plan, part of which will be focused on
considering positive and/or negative reinforcement
strategies (Selikowitz, 2009). As part of this process, both
the child and the environment are formed in such a way
that the actively attempt to work together to achieve a
successful outcome (Pierangelo and Giuliani, 2008).
Another form of treatment is therapy. A therapy
schedule could be utilised to take notes on medication
and/or review the achievements of the behavioural plan
(Braswell and Bloomquist, 1994; NICE, 2000).
Additionally, therapy could offer further encouragement to
the child and the parents who are living with ADHD
(Swensen et al., 2003). The benefits for both the parents
and child include having the opportunity to discuss and
work through their frustrations so that they do not
disadvantage the child's growth (Cipkala-Gaffin, 1998).
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Some studies confirm that psycho-stimulant
intervention is the most effective method of tackling
ADHD symptoms (Kendall et al., 2005). The stimulant
medications, for instance, methylphenidate (MPH) and
dexamphetamine, have been reported to enhance
academic learning, behaviour and social functioning in
50-90% of treated children (Lubar et al., 1999). Other
studies have found that 80% of patients demonstrated
considerable alleviation in their core symptoms of ADHD
(Swanson et al., 1993; Clarke, Prior and Kinsella, 2002;
Clarke et al., 2005). Moreover, the most widely utilised
and well-recognised treatment for ADHD is MPH
(Swanson et al., 1995; Centres for Disease Control,
2005), which has been proven to considerably reduce the
high rates of inattentive, hyperactive and impulsive
behaviours related to ADHD in around two-thirds of
children (MTA Cooperative Group, 1999a; 1999b).
Furthermore, it has been found that MPH has a positive
influence on the negative social behaviours of children
with ADHD (Hinshaw, 1991; Hinshaw and Lee, 2000;
Connor et al.,, 2002). However, stimulant medications
have some disadvantages and limitations, which have
resulted in them being deemed unsuitable treatment
options for several children and families (Taylor et al.,
2004). Moreover, at least 30% of individuals affected do
not respond sufficiently or cannot tolerate the associated
unpleasant side-effects of the medication (Pataki et al.,
1993; Spencer et al., 1997; Taylor et al., 2004;
Banaschewski et al., 2006).

These problems emphasise the necessity for
alternative, safe and effective medications (Prince et al.,
2000; Kehoe, 2001). Consequently, a number of non-
stimulant medications have been utilised for the purpose
of treating ADHD (Banaschewski et al., 2004). Several
researchers promote the employment of atomoxetine as
an effective non-stimulant medication (Bymaster et al.,
2002; Sadock, Kaplan and Sadock, 2007). Moreover, it
has been suggested that, in order to avoid using
pharmacological approaches, there is a need to conduct
more research on dietary effects (Steer, 2005), as studies
have revealed some evidence of effectiveness (Carter et
al., 1993; Boris and Mandel, 1994; Schmidt et al., 1997;
Hill and Taylor, 2001). However, while studies have
shown the effectiveness of behavioural interventions in
reducing the symptoms of ADHD (DuPaul and Eckert,
1997; Shriner, 2007), there is minimal empirical support
for behaviour or cognitive approaches or therapy as a
lone intervention for children with ADHD (Abikoff, 1991;
Frazier and Merrell, 1997).

Therefore, frequently, a multi-modality intervention is
proposed, combining pharmacotherapy and other
methods (Cantwell, 1996; Dulcan and Benson, 1997;
Hulme and Snowling, 2009), which researchers agree is
the most successful way of treating ADHD (Pliszka,
Carlson and Swanson, 1999; Markowitzjs and Patrick,
2008). Furthermore, cooperation and excellent
communication between the parents of the child, school
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personnel and professionals is highly recommended and
paramount to the effectiveness of the treatment (Du Paul
and Stoner, 2003). Moreover, it is hypothesised that
training parents to cope is particularly essential in the
effective treatment of ADHD (Cantwell, 1996).
Furthermore, school-based interventions can be
significant in the treatment of ADHD associated with
academic and classroom problems. The results of a
meta-analysis highlighted that contingency management
and academic interventions are recognised as being
more effective in altering behaviour than cognitive
behavioural intervention (DuPaul and Eckert, 1997).

Implementing Interventions/Treatments

As children spend a substantial amount of their school
time interacting with a diverse range of staff and pupils,
the school is required to take an active role in the
implementation of treatment and assessing its efficacy
(Pliszka, Carlson and Swanson, 1999; DuPaul and
Stoner, 2003). Furthermore, owing to the organisation of
the classroom, if alterations in medications occur, school
personnel will be able to observe the child for subsequent
alterations in behaviour (HaileMariam, Bradley-Johnson
and Johnson, 2002). In addition, staff are capable of
reporting details, which can later be compared with
baseline information collected during the clinical interview
and preliminary assessment (Dupaul and Stoner, 1994).
Besides being aware of medication intervention, the
school should also focus on educational intervention and
developing effective school context and classroom
management, such as behavioural intervention and
teaching strategies for children with ADHD, as well as
training teachers in this area. However, from my own
professional experience in schools, | believe there are
many challenges to face when striving to implement
treatment/intervention for pupils with ADHD. These
include teachers lacking knowledge of valuable tools and
methods of support for students with ADHD; difficulties in
designing or implementing bespoke modifications for
individual students; a lack of understanding or skills
relating to teaching strategies; a lack of support from
school administrations; and class size.

Behavioural Intervention and Teaching Strategies

As a primary schoolteacher, | believe that the main
targets of schools' intervention are controlling the child’'s
behaviour in order to assist him or her to pay attention
and remain focused on the task in hand, controlling
anger, and following the rules of the classroom.
Moreover, the targets include enhancing academic
performance, classroom participation and the completion
of homework; teaching and maintaining suitable social
behaviour; developing organisational skills; and building
the child’s levels of confidence and self-esteem. With so
many considerations, many school teachers require

effective teaching strategies for improving academic
performance, and behavioural and cognitive approaches
for managing the behaviours of pupils with ADHD.
Moreover, it is believed that the establishment of a
structured and supportive environment assists pupils with
ADHD achieve success in the classroom (Taylor and
Larson, 1998; Yehle and Wambold, 1998); for example,
encouraging peer cooperation and physical
arrangements, such as locating the child’s desk near the
teacher to allow them to concentrate or otherwise
maintain their attention (Cook, 2005; Farrell, 2006; Dore
and Brookes, 2008). Another method is to place the
ADHD child facing the wall (e.g., Farrell, 2006), so that
they are not interrupted or distracted by others. It is also
proposed that the child ought to not sit close to windows
and that bulletin boards be removed (Carbone, 2001).
Moreover, in order to further facilitate the child’'s
progress, instructions should be brief and repeated in
order to make them easy to understand (Lougy, DeRuvo,
and Rosenthal, 2007). Cognitive behavioural approaches
should also be taken, whereby the child with ADHD is
taught to regulate their behaviours, such as self-
monitoring skills (McLaughlin, Williams and Howard,
2003).

In schools, there is a diversity of methods a teacher
can utilise in order to help pupils with ADHD become
more successful: verbal techniques (Salend, Elhoweris
and Garderen, 2003); non-verbal techniques (Wang,
2004); peer collaboration (DuPaul and Eckert, 1998);
classroom accommodations (Reid, 1999); individual
educational plans (DuPaul, 2007);peer-informant
strategies (Hoza, 2007); behavioural interventions, such
as ignore-rules-praise (Rief and Sandra, 2008); time-out
(Berk, 2004); behavioural contracts (Cooper and
O’'Regan, 2001); token economies (Hupp, 2003); daily
report card systems (McLaughlin, Williams and Howard,
2003); and positive and negative reinforcement (Carlson,
1997).

From my own professional experience, the frustration
of a child with ADHD is reduced if the teacher allocates
extra time for completion of the task and always ensures
consistency regarding rules. However, attention should
be paid to reducing noise (Purdie, Hattie, and Carroll,
2002) and providing learning breaks (Abramowitz and
O'Leary, 1991), and teachers should also devise and
implement a plan regarding each subtype of ADHD. For
example, if a child suffers with inattention problems,
teachers should use a combination of audio, visual and
tactile methods, as well as allowing the pupil to work on
the computer whenever possible; if a child has a
hyperactivity disorder, teachers could also make use of a
teaching assistant who could sit near the pupil, or the
child could be allowed to stand during the lesson time; or
for those students with impulsivity, teachers ought to
establish obvious classroom routines at the beginning of
the year, emphasising the importance of adhering to
them.



Teacher Training and Knowledge of ADHD

In my experience, teachers vary in their capacity to deal
effectively with a student who has ADHD. Some teachers
have unique experience in this area and, thus, better
understanding of how to deal with the difficulties faced by
the child, as well as the most important strategies that
can be adopted in order to help a child to succeed;
however, in contrast — and more commonly — many
teachers lack the practical experience of dealing with
learning and behavioural difficulties, particularly with
pupils with ADHD (Frank, et al., 2000). Consequently, the
child may not receive the appropriate services required
for success in school, which is a source of frustration for
both the child and the family. For this reason, the
expertise of teachers in identifying and understanding the
needs associated with this category is an important
factor; therefore, training is required to determine and
implement the appropriate solutions in the treatment of
students with ADHD.

Therefore, this paper asserts that schools need to
ensure all those involved are committed to helping
children with ADHD. Unfortunately, this is sometimes not
the case due for a variety of reasons, and part of making
a school ADHD-friendly would ultimately involve training
for the staff, not only in relation to skills, but also in
changes to both attitude and approach. The attendance of
eager and engaged teachers and the support of
administration throughout the process of identification and
intervention in relation to ADHD would, ultimately, guide
pupils with ADHD towards educational achievement.
Moreover, researchers have pointed to the fact that many
teachers have mistaken beliefs or incorrect attitudes
regarding children with ADHD (e.g., Jerome, Gordon and
Hustler, 1994; Sciutto, Terjesen and Frank, 2000).
Furthermore, 98% of the teachers supposed that they
might benefit from extra training on ADHD (Barbaresi and
Olsen, 1998). However, studies have indicated that
training teachers to apply behavioural techniques might
enhance difficult behaviours, even if the child does not
fully meet diagnostic criteria of ADHD (Boyajian et al.,
2001; Borg and Ascione, 2001). However, | believe that
since school psychologists are anticipated to assess and
treat ADHD children (Reid et al., 1998), it is significant for
them to recognise their present training and assessment
practices. In addition, | believe that the notion behind this
approach is that the more knowledgeable the person is
regarding the characteristics and related features, the
more prepared he or she will be when confronted with the
difficulties of living with the disorder.

CONCLUSION

This paper has presented an overview of ADHD,
including its prevalence, symptoms, co-morbidity and
causes. Moreover, the paper has illustrated the negative
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effects of ADHD within schools —on both the child and
his or her teachers — when the correct approach, attitude
and knowledge are not in place; from there, the process
of identification in schools demonstrated that the role of
schools is key, requiring information to be communicated
to a health professional. Thus, this assessment has
revealed that a school psychologist should address any
of the teacher's apprehensions and select suitable
methods and measures to make an appropriate
assessment. The major professionals who are most
capable of diagnosing ADHD are physicians,
psychiatrists and psychologists.

Diagnosis showed that there are three subtype
conditions, which need to be displayed frequently by the
child in multiple environments for at least six months prior
to the age of seven. Furthermore, intervention and
treatment in schools have been examined within this
paper, with particular emphasis placed on the
significance of the partnership with parents throughout
the whole process. In addition, the importance of using
diverse behavioural teaching strategies, and the training
of teachers and school psychologists was also illustrated.
Teachers are acknowledged as being in a valuable
position to identify the condition in their students and
assisting them in attaining academic achievement.
Teachers play an essential role in working with
healthcare professionals and parents in terms of
providing pupils with support.
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