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ABSTRACT

Attention Deficit Hyperactivity Disorder (ADHD) is a common neurodevelopmental
condition comprising hyperactivity, inattention, and impulsivity. It is pervasive across
various settings and leads to functional impairment, with the diagnosis of this

condition increasing significantly over the past two decades.

The classroom is a difficult environment for the child with ADHD as the symptoms of
the condition hinder behaviour that is required in a school setting. Teachers play a
crucial role in this condition, being expected to notice the signs of ADHD, be a
collateral in the diagnosis, manage the child’s behaviour in class, and administer

medication.

This study was to determine Independent School Foundation Phase teachers’
knowledge and perceptions of the symptoms, associated features and treatment of
children diagnosed with ADHD. A quantitative approach with a cross-sectional
research design was used to conduct the study. A demographic survey, followed by a
self- administered questionnaire called the Knowledge of Attention-Deficit Disorder
Scale (KADDS) was utilised for a sample of 95 teachers at 9 independent schools in
Johannesburg. In addition, a focus group was conducted with several candidates

using open-ended questions.

The results showed that this group of teachers attained the highest score compared
to other research bodies where the KADDS was utilized. The majority of Independent
teachers are knowledgeable about the symptoms of ADHD, less so about ADHD
treatment, and features of ADHD are poorly understood. Experience with children
with ADHD in their classroom correlated with more ADHD knowledge. Workshop
attendance and reading material on ADHD were shown to improve knowledge and

perceptions about ADHD amongst teachers.
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CHAPTER 1

INTRODUCTION

Attention Deficit Hyperactivity Disorder is fraught with misperceptions, specifically
those relating to the nature, causes and management of the condition. This is evident
in both mainstream media, as well as within the medical profession (1). These
aspects of ADHD are continually debated, with new guidelines aimed at doctors,

carers and family members being revised on a regular basis (2).

The role of the educator in relation to ADHD is clearly outlined in the most recent
National Institute for Health and Care Excellence guideline (3). According to the
guideline, it is the responsibility of the Department of Education to train teacher
trainees on how to supervise children with ADHD in the classroom, emphasizing the
fact that school teachers are often expected to play a role in the management of a
child with ADHD (3). Whilst the South African education guidelines do not specifically
mention ADHD, they do include all children with any barriers to learning stating: "All
children and youth can learn and need support, and that learners' individual strengths
need to be encouraged" (4). Teachers may be required to function as a collateral in
an ADHD diagnosis. They are, in many cases, the first to be aware of a behavioural
problem in the classroom setting, and they are sometimes even responsible for

dispensing medication at school (5).

The prevalence of ADHD worldwide is currently estimated to be 5% (6). Diagnosis is
made more commonly during the early primary school years as compared to pre-
primary school, as the primary school environment is far more structured with
children being required to sit still and concentrate for longer periods of time (7).The
Foundation Phase is often the time when ADHD becomes more evident. Children are
expected to perform more desk-top learning time with less playtime, utilise their fine
motor skills, and remain focused on one task. The inattention and hyperactivity,
characteristic of ADHD, seem to appear when the children are required to remain

seated in front of a teacher, and exhibit a certain level of attention (8). Thus, it is



common for Foundation Phase teachers to be exposed to pupils with a diagnosis, or

a possible diagnosis, of ADHD.

Many teachers are of the opinion that they have not been sufficiently trained on the
topic of ADHD (5)(9). A recent poll in the UK showed that teachers invest a great
deal of effort into improving the future for children with ADHD, however they are
unequipped to provide the appropriate support. The majority of teachers in the poll
said they lack the knowledge, the skills, as well as the confidence, to help these
pupils (2). A South African study using both public and private school teachers
concluded that both these sets of teachers’ understanding of ADHD was limited to
behaviour that they observed, and they lacked knowledge about causes and
treatment options for ADHD (8). Research amongst teachers working in a township
in Alexandra, Johannesburg found that more than half these teachers lacked the
confidence to teach children with ADHD (10).

In an international study looking at teachers’ knowledge and perceptions of ADHD in
9 different countries, teachers’ overall knowledge about ADHD was found to be
modest (11). This was associated with lack of training on the topic of ADHD (12).
There is a paucity of studies on this topic in the South African context, but the few
studies that have been conducted have reflected similar results. Perold found that
teachers’ understanding of ADHD is limited to the behaviour these children display,

and causal factors for ADHD are not well-understood (12).

This study looked specifically at Independent School Foundation Phase teachers in
Johannesburg. This differs from other South African studies in that previous South
African studies have examined the public sector, or compared independent school
teachers’ knowledge to that of teachers in the public-school system in the same
geographical area. The research tool utilised was the KADDS, a well validated ADHD
scale designed by Professor M. Sciutto in Massachusetts, which examines ADHD

incidence rates, causes and appropriate interventions (11). In addition, focus groups



were conducted after the initial questionnaire using open-ended questions to gain

more insight into teachers’ knowledge about ADHD.

1 Research questions, aims and objectives

1.1 Research question

What is the knowledge and perceptions of Independent Schools’ Foundation Phase
teachers regarding the presentation and diagnosis of ADHD, and the available

treatment modalities?

1.2 Research aim

To evaluate Foundation Phase teacher perceptions and understanding of ADHD in

Independent Schools in Johannesburg

1.3 Research objectives

To determine:

1. Teachers’ perceptions surrounding general information about ADHD
2. Teachers’ knowledge about how ADHD presents and how a diagnosis is made

3. Teachers’ perceptions about treatment modalities for ADHD



CHAPTER 2
LITERATURE REVIEW

2.1 Introduction

This chapter will explore ADHD, and specifically examine the different causes of the

disorder, the features of ADHD as well as the available treatment modalities including
both psychotherapeutic options and medication. Co-morbidities of ADHD will also be
discussed. This chapter concludes with a summary of similar research that looked at

teachers’ perception and understanding of ADHD both locally and globally.

2.2 Attention Deficit Hyperactivity Disorder

This disorder is a common neurodevelopmental condition comprising hyperactivity,
inattention, and impulsivity. It is pervasive across various settings and leads to
functional impairment (13). Initially this disorder was described in the DSM I

as Hyperkinetic Reaction of Childhood (14) focusing specifically on excessive motor
activity, and only in the 4" Edition were the features of impulsivity and inattention
incorporated into the definition (14). The DSM 5 has further expanded the diagnosis
to now include adolescents and adults, patients with co-morbid Autism Spectrum
Disorder, and those are who have a reduced quality of life due to ADHD as opposed
to the previous definition of being “functionally impaired” as a result of the condition
(13). In terms of diagnosis of ADHD, symptoms needed to be present before the age
of 7 years in the DSM IV. The DSM 5 has changed and now says that ADHD
symptoms should present before the age of 12 years (13). ADHD is listed in the
category of neurodevelopmental disorders rather than the category of disorders first
diagnosed in infancy, childhood or adolescence, reflecting that brain development

correlates with the disorder (15).

ADHD affects a person’s day-to-day functioning, and is associated with significant
costs due to increased health care needs, higher rates of unintentional injury and co-

morbid iliness (16). ADHD has been reconceptualised as no longer a disorder (17)
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that only affects children, but as one that persists into adulthood (18). Thus, these

challenges continue into all stages of life.

2.3 Origins of ADHD

ADHD is not a new disorder. Despite television and screen time being used as the
main scapegoats for causing ADHD (19) - and not consistently proven to be so (20) —

this disorder has existed long before their presence.

Today we hear about the “ADHD-success stories” of public figures such as Sir
Richard Branson, Jim Carey, Michael Phelps and Justin Timberlake (17) . However,
their hyperactive behaviour is not novel to the 215t century. Biblical characters Esau,
Samson and Saul seemed to display ADHD features, primarily executive dysfunction
(21). Shakespeare, in Henry VIII, which was written in 1613, described one of his

characters as having a ‘malady of attention’ (22).

ADHD has been documented in medical journals from the last quarter of the 18t
century prior to television or any source of screen time (23), and attributed to an
exuberance of youth or a child lacking appropriate discipline or intellectual capacity.
The DSM IIl, published in 1952, coined the term Attention Deficit Disorder with and
without Hyperactivity.

2.4 Core symptoms

According to the DSM 5, for a child to be diagnosed with Attention Deficit
Hyperactivity Disorder there needs to be a persistent pattern of inattention and/or
hyperactivity-impulsivity that interferes with functioning or development. This pattern
needs to persist for at least 6 months and interfere with level of function or
development (13). Symptoms should be present before the age of 12 and be evident



in at least two settings (13).

There are three ADHD sub-types:

1) ADHD/Combined Type
2) ADHD/Predominantly Inattentive Type
3) ADHD/Predominantly Hyperactive- Impulsive Type.

In the predominantly inattentive group, at least six symptoms of inattention need to
be present up to the age of 16. In adults or adolescents older than 17 years of age, 5
symptoms need to be present. These are listed as follows in the DSM 5:

e Often fails to give close attention to details or makes careless mistakes in
schoolwork, at work, or with other activities.

e Often has trouble holding attention on tasks or play activities.

e Often does not seem to listen when spoken to directly.

e Often does not follow through on instructions and fails to finish schoolwork,
chores, or duties in the workplace (e.g., loses focus, side-tracked).

e Often has trouble organizing tasks and activities.

e Often avoids, dislikes, or is reluctant to do tasks that require mental effort over
a long period of time (such as schoolwork or homework).

e Often loses things necessary for tasks and activities (e.g. school materials,
pencils, books, tools, wallets, keys, paperwork, eyeglasses, mobile
telephones).

¢ |s often easily distracted

e Is often forgetful in daily activities.

In the hyperactivity and impulsivity group, once again, 6 symptoms must be present
in children up to the age of 16, and 5 or more symptoms for adolescents older than

17 and adults. The symptoms are listed in the DSM 5 as follows:

e Often fidgets with or taps hands or feet, or squirms in seat.
e Often leaves seat in situations when remaining seated is expected.
e Often runs about or climbs in situations where it is not appropriate

(adolescents or adults may be limited to feeling restless).



e Often unable to play or take part in leisure activities quietly.

¢ |s often "on the go" acting as if "driven by a motor".

e Often talks excessively.

e Often blurts out an answer before a question has been completed.
e Often has trouble waiting his/her turn.

e Often interrupts or intrudes on others (e.g., butts into conversations or games)

2.5 Prevalence of ADHD

ADHD has increased in prevalence over the past two decades (24) with more school-
age children being diagnosed with ADHD now compared to twenty years ago (25).
Internationally, statistics show differences in ADHD population figures ranging from
3.4% to 7.2% (26)(27). Reasons for these statistical discrepancies may be due to
the fact that an ADHD diagnosis is only based on observable behaviour as there are
no cognitive, metabolic or neurological markers for ADHD (28)(29). ADHASA (the
ADHD Society of South Africa) reports that the current prevalence of ADHD amongst
the South African population is 8 — 10%. In Perold’s research, South African statistics
for ADHD were estimated to be 5% of the population, with school aged children
making up 1 to 2% of this figure (12). Large variability in the prevalence may be due
to the methodological variables that are utilized such as the source of information,
diagnostic criteria and impairment criterion (34). A metanalysis of the literature
showed that there was little difference found across countries or different regions in
the world with regards to ADHD (30). Culture too, has been found to play no role in

ADHD prevalence rates, and ADHD is uniform across different ethnic groups (31).

Furthermore, the prevalence of ADHD was very similar when different methods were
instituted to make an ADHD diagnosis. For example, when the DSM 1V criteria were
used as defined by parent rating, teachers rating or best estimate diagnostic

procedures, prevalence rates were not markedly different (30).



Explanations for the increasing prevalence in ADHD may be due to factors at school
such as changes in the classroom environment or the increasing pressure that is put
on school-going children which may lead to behaviours that mimic ADHD (32).
Further reasons for the high prevalence rates of ADHD may be due to inappropriate
diagnosis for example other psychiatric illnesses such as anxiety and depression,
which both may present with difficulty sustaining attention (33). Reactive Attachment
Disorder, classified in the DSM 5 under Trauma and Stress-Related disorders,
shares some symptoms that are seen in ADHD so may also be misdiagnosed as
ADHD (34).

Terminology adjustments may impact on higher prevalence rates being observed
currently (34). Greater physician awareness too has an impact on more ADHD
diagnoses being made (35), as well as increased parental acceptance about the
condition (35).

2.6 Aetiology

There is much complexity surrounding the causes of ADHD. The substantial increase
in ADHD prevalence may be due to aetiological causes, however further studies are
warranted as the possible causes are diverse (36).

ADHD is similar to other psychiatric and developmental disorders in that epigenetic
mechanisms play a role in disease manifestation (34). The genetic code remains
unchanged, however gene expression is modified, and this results in the clinical
picture of ADHD. It is a complicated sequential pathway which involves genetic,
environmental and protective factors that each play their role in the disease

development (50).

Genetic studies show that there is a strong hereditary contribution towards the
disorder (38). The heritable component is estimated to be close to 80% (39).
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Pharmacogenetics, the study of inherited genetic traits in drug metabolism resulting
in clinical drug responses, both therapeutic and adverse, is undergoing immense
research currently (38). Although strides are being made, there is insufficient
evidence to prove its role in the diagnosis of ADHD, and thus at this stage it should
not be used to make an ADHD diagnosis. This is largely due to the fact that there
have not been enough studies to perform metanalyses (40). The FDA in April 2019
issued a statement stating that pharmacogenetic testing should not be used to adjust

or cease any ADHD medication at this stage of the research (41) .

Environmental factors have also been found to play a part in contributing to ADHD.

These include perinatal factors, maternal health, toxin exposure and parenting styles.

Prematurity (42), low birth weight (42), cigarette smoking and drugs or medications
used in pregnancy have been implicated as causes for ADHD (43). A large
Norwegian study examined the entire Norway population over a 45-year period and
found a possible association between ADHD and mothers suffering from autoimmune
diseases such as Diabetes Mellitus type 1, hypothyroidism, multiple sclerosis,
rheumatoid arthritis and asthma. These children had higher rates of ADHD as
compared to the rest of the population. As ADHD is most likely due to multiple
factors, this study concluded that maternal disease may impact on foetal
development in a number of ways including genetic factors, through environmental
aetiologies, or via a maladapted foetal immune response, resulting in offspring with
ADHD (44). A Swedish study examined hypothyroidism on its own, and observed a
modest association between maternal hypothyroidism in early pregnancy and an
increased risk for ADHD symptoms in children by age 8 years. This was independent
of confounding factors (45). Another Swedish study found an association between
ADHD and Polycystic Ovarian Syndrome (46). The hypothesis is most likely due to

sex hormones influencing neurodevelopment.

Poor parental attachment has been implicated in ADHD, particularly a disorganised
attachment (47). Poor parenting style too, has been postulated as a cause of ADHD

9



(48) however other studies suggest that the quality of parenting is unlikely to be a
primary cause of ADHD, rather it is among several postnatal environmental risk
factors that may influence impairment of the disorder (49). Maternal sleep disorders,
anxiety and clinical depression prior to and during pregnancy were all associated with
higher rates of ADHD in offspring in a large trial of 3 600 patients from the Italian
NINFEA cohort in 2018 (50).

Exposure to toxins such as lead and organophosphates during the perinatal period
may be a cause of ADHD, and deficiencies in zinc, magnesium or polyunsaturated
fats may also result in this disorder (51). Multiple anaesthetic procedures in very
young children too have been implicated in higher ADHD and learning disability
rates. The association was stronger following multiple anaesthetics as compared to a
single exposure. This study was performed on 3 different occasions at the Mayo

Clinic, with similar results each time (52).

The influence of diet on ADHD is controversial. Food colourants and additives are
often perceived by parents as causing ADHD or impacting on behaviour. Clinically,
this has not proven significant. Eight trials on food additives provided sufficient data
to create for a meta-analysis. Each of these trials excluded certain food additives,
preservatives or tartrazine. Based on Connors Teacher and Parent Rating Scales,
the results of these exclusionary diets made little difference to children’s ADHD
behaviour (53). Current international guidelines do not recommend elimination diets
as part of ADHD treatment (54)(55).

Maturational delay is a key feature of ADHD which has been confirmed on
neuroimaging. Shaw confirmed that the maturational delay in ADHD children
compared to their neurotypical peers was most prominent in the prefrontal regions,

the areas of the brain that control cognitive processes such as motor planning (56).
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2.7 Diagnosis

ADHD is highly heterogeneous in terms of symptom presentation, cognitive impact,
and neurobiological causes, and genetic features (57). The diagnosis of ADHD is
clinical, based on set criteria defined by diagnostic classification systems. Like other
psychiatric conditions, in ADHD there is not one ancillary test that can be used to
make a diagnosis (57). As with other psychiatric disorders, there are no phenotypic

features that are observed in people who have ADHD (58).

The overall approach to diagnosing ADHD involves various components. These
include a comprehensive interview with parents or caregivers of the child, as well as
a mental status examination of the child (32). A basic medical examination should be
done looking at both the child’s general health as well as his neurological status (32).
A cognitive assessment should be conducted looking at the child’s abilities as well as
his levels of achievement, and ADHD-focused parent and teacher rating scales can
be used to aid the diagnosis (32). School reports may be helpful in making the
diagnosis as well as certain case-specific adjunctive evaluations such as a speech

and language assessments (32).

As an ADHD diagnosis is not reliant on a specific blood test or imaging technique,
various subjective factors seem to play a role in a diagnosis being made. For
example, parent-rating scales throughout the literature show that mothers are more
likely to lean towards a diagnosis of ADHD than fathers (59). This may be in part due
to the fact that mothers spend more time with their children than the fathers (60).
Mothers may find the over-activity symptoms of ADHD more distressing than fathers
whose attitude of ‘boys will be boys’ may minimise their concern (32). The
implications of these differences in both attitude towards behaviour and diagnosis
may ultimately impact on seeking medical help and initiating medication (60).

Gender may also influence an ADHD diagnosis. A study from the University of Basel

suggested that a patient’'s gender may influence a diagnosis of ADHD considerably.
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Vignettes were provided to child psychologists, psychiatrists and social workers. In
the vignette displaying a stereotypical ADHD male child, the professionals diagnosed

ADHD twice as much compared to the identical vignette using a female name (61).

Certain groups have been found to have a delayed ADHD diagnosis. In a large
American study of 17 000 children, two thirds of minority groups received ADHD
diagnoses later than their peers. This was consistent from nursery school until Grade
8 (62). Sayal (2006) found a discrepancy between parents opinions and those of
teachers when it came to the core features of ADHD, often with teachers finding

certain symptoms displayed as being concerning (6).

Different instruments used for ADHD screening and diagnosis have also been
examined to see if these have an impact on an ADHD diagnosis (63). Four common
ADHD tools were compared in a study by Posserud (2014) to see if a diagnosis was
reached uniformly using the different tools. The findings concluded that tests did not
always yield the same result, and the parent Development and Wellbeing
Assessment (DAWBA) was superior as a screening tool (63).

2.8 Treatment options

Treatment for ADHD includes certain medication options as well as behavioural
management techniques. In school-age children, most clinical guidelines
internationally suggest a stepwise approach to ADHD management (49)(53). Non-
pharmacological interventions are recommended as first-line therapy, and thereatfter,
if there is little clinical improvement, medication should be initiated (51). However,
American guidelines recommend an individualised approach including
pharmacotherapy, behavioural therapy, and psychosocial interventions if necessary.

Parental training is of importance in nursery school aged children (55).

12



2.8.1 Behavioural management

A multimodal approach incorporating both medical and behavioural interventions has
been found to be most effective in ADHD management (57). The Multimodal
Treatment Study of Children with ADHD (MTA) looked at treatment options for
children with ADHD, children with ADHD as well as anxiety, and those with ADHD
together with Oppositional Defiant Disorder. These children were divided into 4
groups and followed up for 14 months. There was a group who received medical
management, a group who received behavioural management techniques, a group
who received a combination of the behavioural and medical management, and a
community-care group who received whatever treatments and therapies were
recommended and available within their community. The behavioural interventions in
the community care group were far less intensive and the medication, usually
stimulants, was not administered as often as in the treatment group. The results
illustrated that the group receiving a combination of the pharmacotherapy and the
medication did the best in terms of ADHD symptoms, although the group who only
received medication had a very similar response. The community care and
behavioural groups had the least success (64). The combination group was superior
to the other 3 groups in the domains of social skills, parent-child relationships,
academics, anxiety, depression and oppositional behaviour (64).

In terms of behavioural therapy and ADHD, behavioural programs have been found
to aid children in engaging in developmentally-appropriate family interactions,
developing new skills, and being recognised and rewarded for positive behaviour
(65). Improvement in both sports and social skills, as well as academic performance,
have also been cited as positive outcomes following behavioural therapy (64)
Children who have ADHD together with other co-morbidities are more likely to
improve with this mode of therapy than those who have ADHD alone where

behavioural therapy, without medication, was found to not be largely effective (66).

Physical exercise has been used as an adjunct in managing ADHD and a recent
literature review explored this topic (67). The beneficial effects of cardiac exercise,

both short-term and longstanding, were seen in many behavioural and cognitive
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aspects of children with ADHD. These included speed of processing and flexibility
(77). Working memory has also been found to improve with certain exercise training
programs (74). Twenty-five children between the ages of 8 and 11 were put into two
groups, one in which stimulant medication was administered, the other where a
training program was instituted. The results showed that both groups had an
improvement with their working memory, and the group that only had training had
substantial gains in all components of working memory across a variety of tasks that
were previously untrained (68). However these results have not been a consistent
finding in other bodies of research (69) (70).

School programs and support may be useful for children with ADHD. Measures
include preferential seating, modified work assignments, and test modifications such
as location of the test as well as time constraints (71). Other interventional strategy
options in the classroom that have been described include a daily report card where
behavioural problems are written down, then assessed by the teacher, and a score is
given every day based on this behaviour (79). Parents then reward the child based
on this score. The response cost technique is another intervention used in the
classroom where a child earns points for positive behaviour, and loses points for
either negative or unruly behaviour (79). The classroom lottery, yet another
technique, is similar to this but all the pupils in the class are involved, each gaining or
losing points depending on the behaviour displayed in class. A comparison using
these different strategies concluded that educators found the daily report card to be

the most useful intervention (72).

Goode and Coeytaux (2018) examined 54 ADHD studies in which non-
pharmacological methods were used to treat ADHD from 2009 until 2016. Such
methods included omega fatty acid supplementation, neurofeedback, cognitive
behavioural therapy, child and parent training, cognitive training and herbal and diet
approaches. Effectiveness of these methods was limited when compared to
pharmacological treatments (73).
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Another meta-analyses and systemic review on non-pharmacological management of
ADHD found a small yet statistical significance on ADHD symptoms when artificial
food colourants were excluded from diet (53). This however may be limited to

patients with food sensitivities (53).

2.8.2 Medical management

Pharmacotherapy, the medical treatment for ADHD, is efficacious, and the European
Professional Consensus Group on ADHD, in fact, recommends it as the first line of
treatment in severe cases of ADHD (74). The current recommendation is stimulant
medication, methylphenidate or amphetamine, which have been found to be highly
effective for most children in improving ADHD core symptom (80). However

amphetamine is not available in South Africa (3).

Methylphenidate is available in a variety of formulations such as Methylphenidate SR
(short-acting Ritalin), Methylphenidate LA (the long-acting Ritalin LA),
methylphenidate OROS (Concerta) and methylphenidate MUPS (Contramyl). Ritalin
SR comes in a 10mg tablet and lasts for approximately 4 hours. Ritalin LA is a
capsule that contains methylphenidate in a long-acting form. It may be swallowed
whole, or it may be opened and sprinkled on food and then eaten as recommended
per the package insert (75). This medication should not be crushed (75). Ritalin LA
contains beads within the capsule, 50% immediate-release and 50% modified
release beads. The modified-release beads become effective after 4 hours following
digestion (75). Ritalin LA lasts between 6 to 8 hours. Concerta, the longest acting
form of methylphenidate, lasts 8 to 12 hours. It is composed of a hard shell which
cannot be chewed or opened. It has a triple-release mechanism. The medicine is
coated on the outside, and this layer takes 10 or 15 minutes to become effective. On
the inside, there is a push compartment filled with a polymer fibre that expands like a
sponge as it gets wet, and pushes out the medicine through a laser hole on one end.
The capsule is not absorbed. The medication is made up of two compartments, 30%
in the first compartment which is released initially, and thereafter 70% from the

second compartment is released (3).
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Several non-stimulant medications are available for the treatment of ADHD. These
are often used due to side effects from stimulants that are intolerable to a patient
such as the development of tic or mood disorders. Atomoxetine, Strattera, as well as
adrenergic agonists extended-release guanfacine and extended-release clonidine
have received FDA approval for ADHD treatment (55). Atomoxetine is a nonselective
noradrenaline reuptake inhibitor that results in increased synaptic noradrenaline (76).
It is the only non-stimulant currently available in South Africa. It should be taken
whole and not opened as the pharmacodynamics of the medication require an intact
capsule for the slow release component to work efficaciously for 24 hours (76).

A large trial demonstrated that Edivoxetine, a selective noradrenaline reuptake
inhibitor, was successful for ADHD treatment (77). For certain patients who do not
respond to stimulants, tricyclic antidepressants and bupropion have been found to be
efficacious, and were superior to placebo (78). Bupropion, a dual norepinephrine and
dopamine uptake inhibitor, has been prescribed for depression, as a smoking
cessation medication, and it is used to treat ADHD off-label. It is recommended as
fourth line medication in ADHD (79).

In terms of prescribing habits for ADHD, a cross-sectional study from 2005 until 2012
looked at ADHD drug trends in 5 countries from either national or regional data (86).
Results showed that methylphenidate was prescribed more often in Europe, whereas
amphetamines were used more commonly in the US. The USA had far greater
numbers of children on medication, however this study showed that the other
countries in the study had a greater increase in the number of children being

prescribed the medication in 2012 as compared to 2006 (80).

Side effects of these drugs are common, with adverse events to the stimulants
including headache, loss of appetite, abdominal pain and sleep disturbances (53).
Hallucinations and psychotic episodes have also been reported (55) (3). Sudden
cardiac death has been cited as a side effect of individuals taking ADHD medication
(87). The European Guidelines conclude that although exceedingly rare, cardiac
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incidents from ADHD medication have been reported (53)(81). Stimulants may also
have effects on both blood pressure and heart rate (81). Growth disturbances from
stimulant medication have been examined in various studies worldwide (88)(89).
Results have shown that both height and weight decreased with treatment initiation
with Ritalin or Adderall (an amphetamine). Weight in these children normalised within
3 years, however a decrease in height was found during treatment use, after
treatment was stopped, or once adolescence was reached (82). Another study found
that children on stimulants for ADHD had a lower Body Mass Index, and often had a

poorer diet compared to those children not on stimulant medication (83).

An increase in tics as a reported side effect of ADHD stimulant medication is
contentious amongst specialists (81). In patients with tic disorders, ADHD is
commonly found in 50% of cases (90). In patients with ADHD, tic disorders co-exist in
20% (84). If tics are associated with stimulant usage, the current recommendation is
to lower the dosage of the stimulant medicine or use an alternative therapy such as

an anti-depressant or atomoxetine (3).

Atomoxetine has less side effects than methylphenidate, with the most common ones

being abdominal pain, nausea and somnolence (76).

Parental concerns surrounding medication impacts greatly on ADHD treatment
initiation (91). A study using best-worse case scenarios asked parents to fill in a
guestionnaire to elicit their major worries about the treatment and the reasons they
felt treatment was necessary. From the survey, parents felt that the medication would
control the ADHD behaviour, it would help their child become a successful adult, and
the treatment would increase the likelihood that their child would finish school.
However, the majority of parents who took the questionnaire expressed concern that
the medication would affect their child in the long run, and that the side effects of the

medication outweigh the benefits of it (85).
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There has been significant concern that stimulant use is associated with substance
abuse (92). A large sample of adolescent and adult patients with ADHD was
examined, and results showed that ADHD medication was in fact associated with
lower concurrent risk as well as lower long-term risks of substance abuse (86). These
findings echoed those of the MTA study (64). ADHD medication too has been found
to lower hospital visits, and treatment may even provide protection from criminal
behaviour (87).

Psychostimulants such as methylphenidate are used by people without an ADHD
diagnosis as a ‘pharmaceutical cognitive enhancer’ to improve their cognitive function
(88). These drugs have been found to be helpful in improving academic performance,
wakefulness and attention even in people without ADHD (89). Methylphenidate has
been associated with increased use around exam periods primarily among university

students who do not have an ADHD diagnosis (90).

2.9 Co-morbidities of ADHD

ADHD may be associated with high levels of anxiety, as well as low self-esteem
(91)(92).The consequence of this is ADHD having the potential to affect academic
performance from both a performance anxiety perspective as well as impacting on
the social functioning of these individuals. Both these areas have been shown to
improve with treatment (91). These findings suggest that children with ADHD should

be regularly monitored so that symptoms of anxiety disorders are not missed (92).

Depression rates amongst children with ADHD is found to be higher than in the
general population (93). In a Cardiff University study, 250 children with ADHD and
their parents were asked to fill out a mood questionnaire. The rates of depression as
measured from both the child and the parental questionnaires indicated that there are
higher rates of depression symptoms such as irritability, restlessness and feeling
miserable as compared to a population sample (93).
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Several other co-morbidities of ADHD were highlighted in a South Africa study which
looked at adolescents with ADHD (91). These included conduct disorder,
oppositional defiant disorder, post-traumatic stress disorder, eating disturbances,

suicidal tendencies, anger outbursts and interpersonal problems (94).

ADHD is not a disorder limited to childhood, it may persist into adulthood, and is
associated with certain co-morbid illness and functional difficulties (95) (96) (97). It is
a lifelong neurodevelopmental condition with two-thirds of patients with ADHD
experiencing some level of impairment (98), long-term morbidity (93), as well as an
associated risk of mortality which is significant (96).Common ADHD symptoms that
persist into adulthood are often those affecting executive function as well as working

memory (98).

Mannuzza (2000) looked at the long-term natural history of untreated ADHD and
found several associations between childhood ADHD, and antisocial personalities,
drug-taking behaviour, and educational and vocational disadvantage in adulthood
(95). This study highlights the need for ongoing monitoring of children with ADHD as

well as the proven benefit of ADHD medication (95).

2.10 Special interest groups — the pre-schooler and children born at the end of

the academic year

Typically developing pre-schoolers may exhibit inattention, impulsivity and excessive
active behaviour, thereby making it difficult to differentiate behaviour that is
suggestive of ADHD in this age group (99). However, the number of pre-school
children being diagnosed has doubled from 2007 until 2016 (100), and there has
been a steady increase in the medication being prescribed for ADHD in this group
which is often used off-label (101).
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The revised ADHD guideline from the American Academy of Paediatrics in 2011 did
include this group of children in its recommendations (71), however no modifications
have been made in the DSM 5 to include the pre-schooler group (102). The 2008
NICE guideline recommended no medication in the under 5 age group. This has
been updated to say that ADHD-focused group parent training, if unsuccessful in

severe cases, warrants a specialist opinion suggesting medication may be an option

3).

Behavioural interventions constitute first-line therapy for ADHD management in the
preschool years however psychostimulants have been shown to be highly effective
(103). There is currently no evidence available in this age group that compares
behavioural interventions with medication directly (2). Efficacy and safety profiles of
medication are not comparable to those found in the school age years with future

studies necessary (103).

However, reviews on both structural and functional MRI research investigating the
effects of methylphenidate in children with ADHD provide evidence that long-term
stimulant use normalizes structural brain changes in white matter, the thalamus, the
cerebellum, and the anterior cingulate gyrus (104). The PATS study, the largest study
of pre-schoolers with ADHD, documented improved behavioural outcomes for more
than 300 pre-schoolers aged 3 to 5.5 years with severe ADHD following treatment
with methylphenidate (99).

Younger children entering primary school have been found to more commonly
diagnosed with ADHD as opposed to their peers. A very recent study published in the
NEJM (105) examined the prevalence of ADHD diagnoses amongst younger children
entering the first year of primary school. The findings showed these younger children
received more ADHD diagnoses and treatment for the disorder than the older
children in the group. Children born in August were compared to those born in
September at schools that have an age cut-off of 1 September. No other consecutive
months showed such startling differences in terms of ADHD diagnosis and treatment.
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No other medical condition examined in the study showed a difference between
those children born in August versus those in September. And lastly, ADHD rates
were no different in August and September children where the cut-off was not 1
September (102). This study emphasises the importance of the context of other
children in a child’s grade when it comes to an ADHD diagnosis and the treatment
that is prescribed (102).

2.11 Knowledge and Perceptions of Educators Regarding ADHD

The classroom is a difficult environment for the child with ADHD as the symptoms of
the condition often hinder the behaviour that is required in a school setting (106).
Teachers play a crucial role in this condition. Their perceptions — defined as ‘the way
something is regarded, understood and interpreted’ — and their knowledge — ‘facts,
information, and skills acquired through experience or education’ — impact on these

children.

Teachers may be the first to notice the signs of ADHD, they may be a collateral in the
diagnosis, they may be required to manage the child’s behaviour in class and
possibly administer medication (5). Teachers are more likely to suggest an ADHD
diagnosis in a child than a parent, other school personnel, psychiatrists or
paediatricians (107). As the diagnosis of ADHD can only be made if the features are
evident across settings (13), a teacher’s opinion is vital. Their input about a child’s
behaviour, such as filling in a Connors scale, contribute to the doctor making the
diagnosis (107). As a child spends the main part of his day at school, teachers are

responsible for managing these children and helping them to learn (108)(109).

Teachers too may be involved in the treatment of ADHD as they may be required to
administer medication during the school day (110). These students’ success at
school is largely influenced by teachers who are willing and actively involved in
working with them, in the framework of a system that supports identifying those with

ADHD and providing necessary interventions (111).Teachers attitudes towards a
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student with ADHD impacts on how other children in the classroom perceive that
child. Children with ADHD may have emotional regulation difficulties and learning
problems which require a lot of input and time from a teacher (110). Children with
ADHD have been found to be more challenging for teachers than children who have
sensory and motor disabilities (112).

Teachers commonly offer advice to parents regarding management of ADHD thus
any perceptions that teachers may hold might have a marked impact on
management at home. For example, the common misperception that sugar causes
ADHD may result in dietary changes in the household (5), with little effect on the
symptoms of the ADHD. Another common teachers’ misperception is the association
between prolonged stimulant use and the propensity towards drug addiction (113)
which may result in unnecessary parental stress. Importantly, understanding and
knowledge about ADHD has been shown to be related to teachers attitudes and
behaviour towards these children, highlighting how crucial the school environment is
to children with ADHD (113) (72). The results from an Australian study suggest that a
greater knowledge of ADHD is likely to have an impact on teachers’ behaviours and

perceptions in both a positive and an essential way (108).

Interestingly, parental concern in relation to ADHD behaviour is generally lower than
teachers, suggesting that teachers often play a bigger role in the diagnosis of ADHD
than parents (54).

2.12 International Literature on Teachers’ Knowledge and Perceptions about

ADHD

Internationally, numerous research papers have examined teachers’ knowledge
around ADHD, and the majority of the findings suggest that ADHD knowledge is
limited (11). The main reason for this seems to be inadequate ADHD training (12).
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A study on Saudi Arabian teachers found them to have areas of little knowledge
about ADHD as well as many misconceptions about the disorder, mainly about the
causes and treatments (114). A Melbourne study using vignettes concluded that only
50% of the teachers identified the type of ADHD correctly (115). Limited knowledge
and misperceptions surrounding ADHD was also seen in research from Taipei,
Taiwan,(116) as well as from India (117) (118).

American and Canadian teachers’ knowledge about ADHD was explored using a
self-reported questionnaire (117). They generally had a good knowledge relating to
causes and the educational implications of ADHD, however many perceived non-
medical interventions such as diets as having a positive impact on ADHD symptoms.
Many also believed that ADHD would be outgrown. In-service training was limited,
however teachers expressed that they wanted more formal training (119). A Nigerian
study focused on training programs, and showed that interventional ADHD training

programs for teachers positively impacted on ADHD knowledge (120).

In Trinidad and Tobaga, teachers’ knowledge about ADHD was assessed with a
guestionnaire. Results suggested that areas of weakness included the identification

of children with ADHD, as well as their appropriate management (121).

2.13 South African Literature on Teachers’ Knowledge and Perceptions about

ADHD

Very few studies have been conducted in South Africa examining teachers’
perceptions and understanding of ADHD. In 2010, the KADDS was used amongst
teachers in Alexander township in Johannesburg (10). Results showed that teachers
lacked knowledge about ADHD, and some main aspects of ADHD were
misperceived (10). The reason for this lack of knowledge is most likely due to the

resource-poor environment as well as limited training on ADHD.
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Perold (2010) used the KADDS questionnaire amongst primary school teachers in
the Cape Metropole and found that the majority were able to recognise ADHD

behaviour, however their knowledge relating to ADHD causes was limited (11).

A South African study looked at 200 teachers in the public schooling system in
Kimberley (122). The results show that the majority of teachers are knowledgeable
about the symptoms and diagnosis of ADHD but less so about the general

associated features and treatment (8).

A study in Johannesburg included 15 schools, 8 public and 7 private, and consisted
of both open and closed questions regarding ADHD (8). Results of both sectors was

similar in the areas of ADHD causes, incidence and treatment modalities (8).

Ntuli (2014) used a questionnaire on ADHD that was distributed to both mainstream
and remedial schools in the Ekurheleni district in Johannesburg (123). She felt
negative attitudes about ADHD impacted on these pupils’ learning, and educators’
ADHD knowledge was limited (123).

2.14 Conclusion

ADHD is a common neurodevelopmental disorder. Untreated, the long-term
prognosis of this disorder is poor, with ADHD sufferers not succeeding at school, in
the workforce and in relationships. There is associated co-morbidity with mental
health issues such as depression, anxiety, a poor self-esteem, and drug-taking

behaviour.

Teachers can play an ongoing and pivotal role in these children’s lives in the areas of
recognising features, communicating with specialists, and managing these children’s
behaviour in a class room environment. As such it is vital that teachers have a deep
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understanding of ADHD. This should encompass knowledge about the causes of
ADHD which are multifactorial, with genetics interacting with environmental factors to

produce the ADHD phenotype.

Management of these children often involves medication, however in a classroom
setting certain behavioural techniques are helpful to allow these children to reach a

level where they are able to perform well both academically and socially.

Studies done internationally and nationally on teachers’ perceptions and knowledge
of ADHD all show that there are definite areas that are lacking on this topic, and

further training is suggested amongst Foundation Phase teachers.
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CHAPTER 3

RESEARCH METHODOLOGY

3.1 Research questions, aims and objectives

This chapter presents the methodology that was used in this study and includes the
design of the study, population and sampling methods, and the procedure that was
utilised. The measurement tools are also described and a detailed description of the

methodology is given.

3.2 Study Design

The study design uses a dominant-less-dominant design as described by Mark and
Shotland (2000) (124). The rationale for this study design is that the quantitative data
will provide a general holistic understanding of the research problem, and the
qualitative data component and analysis will refine and elucidate the quantitative

outcomes by examining participants’ views in greater depth.

3.3 Study population and sampling

This study took place at 9 Independent Primary Schools in Johannesburg from
January 2019 until March 2019. The study population was teachers in the Foundation
Phase. The sample size was 95 teachers who agreed to participate. These educators
were believed to have certain characteristics that would enable them to provide the
relevant information required for the aim of this study, therefore this sample was
considered a purposive sample of convenience. Foundation phase educators were
specifically selected for this study as this is often the schooling period when ADHD
symptoms become evident (111). This was a convenience sample as the teachers

were willing to participate in this study.

Twenty-six schools were invited to participate in the study. The invitation to

participate was extended via email, and those who didn’t respond were followed up
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by a phone call. Three schools declined to participate, 11 schools never responded
to either email or telephone communication, and 12 schools agreed to participate in
the study, with 3 teachers being used in the pilot study. The final sample consisted of

95 Foundation Phase teachers.

3.3.1 Inclusion Criteria

Foundation Phase teachers in the Independent School setting, who had consented to

participate in the study

3.3.2 Exclusion Criteria

Teachers in the Independent School setting who do not wish to participate as well as

teachers in government school settings

3.3.3 Pilot Study

A pilot study was implemented using 3 Foundation Phase teachers. The purpose was
to ensure that the questionnaire was clear and easy to understand, as well as to
confirm that the allocated time to fill out the questionnaire was appropriate. The data

was analysed and reported thereafter.

3.4 Instruments

The Knowledge of Attention Deficit Disorder Scale (KADDS) questionnaire was
utilised for this study (See Appendix B). It was developed by Professor Mark Sciutto
in 2000, and the questionnaire divided ADHD into 3 components: 1) associated
features of ADHD, 2) symptoms and diagnosis of ADHD, and 3) the treatment of
ADHD. The questionnaire consists of 39 statements, and the respondent is required
to circle if each statement is true (T), false (F) or they don’t know the answer (DK).
The purpose of this format is that a distinction is made between what teachers do not
know versus concepts they believe incorrectly i.e., misconceptions.
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Items 1, 4, 6, 13, 17, 19, 22, 24, 27, 28, 29, 30, 31, 32, 33 & 39 address associated
features of ADHD, questions 3, 5, 7, 9, 11, 14, 16, 21, 26 & 38 are about symptoms
and ADHD diagnosis, and 2, 8, 10, 12, 15, 18, 20, 23, 25, 34, 35, 36 & 37 explore

teachers’ knowledge regarding treatment options for ADHD.

The KADDS is a standardised and reliable tool. The ease with which one can

administer and utilise it has made it a popular tool for researchers.

The KADDS has been used internationally (11), such as certain European countries
(125), in Vietham (126), and in the Middle East (114). A cross-national study
examined teachers’ perceptions and knowledge about ADHD in 9 countries, which
included South Africa. The other countries that participated in this study were the
Czech Republic, Greece, Iraq, Korea, America, Saudi Arabia, Vietham and Germany
(11). In Taipei, Taiwan, the KADDS was given to EFL (English as a Foreign
Language) teachers to fill out to assess their knowledge on ADHD (116). In India, the
KADDS was used both in Mohali and Uttar Pradesh (2018) in separate studies (117).

The study uses a prospective descriptive analytical design in the first two sections, 1)
the demographics and 2) the questionnaire. Section A of the questionnaire (Appendix
A) considered the teachers personal details such as gender, age, level of education
and teaching experience. Teachers also needed to circle how many ADHD articles
they had read as well as how many workshops on ADHD they had attended. They
were required to quantify the number of children with ADHD they had taught during
their career, if they knew anyone with ADHD outside school, and if they felt confident
to teach a child who had a diagnosis of ADHD. The second part was Section B which

was the KADDS questionnaire.

3.5 Procedure

The KADDS questionnaires were brought to the schools whose principals had

agreed to participate in the research. The purpose of the study was explained to the
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participating teachers. They signed the consent forms agreeing to take part in the
study, and they were then given 15 minutes to complete the demographic section as
well as the questionnaire. Upon completion, the questionnaires were handed back to

the researcher, and no names were written on the questionnaires.

An informal directed discussion group (Appendix I), similar to a focus group, was
conducted with 32 candidates. These teachers had all completed the KADDS
Questionnaire and consented to participate in the discussion group. The venue was
the staff room at one of the participating schools. The duration of the group was
approximately 1 hour. The chief investigator and one of the supervisors interviewed
the candidates, and the interview was audio-recorded and notes were taken. Open-

ended questions relating to the pertinent themes of the questionnaire were explored.

A focus group is defined by Leder (1995) as ‘a technique involving the use of in-
depth group interviews in which participants are selected because they are a
purposive, although not necessarily representative, sampling of a specific population,
this group being ‘focused’ on a given topic’ (127). Similarly, this was the rationale

behind using this discussion group.

Focus-group interviews and discussion groups as a source of qualitative data
collection have become exceedingly popular amongst health professionals (128). A
focus group provides researchers with access to the language respondents use, as
well as core concepts utilized by the respondents to explain their own personal
experiences on a specific topic (129). It provides the respondent with an opportunity
to give thought to the topic and speak it through (129). Focus groups also function to
shift beyond the level of the individual as they examine shared cultural knowledge of
the group members (130). A focus group essentially provides a collective sense of

community that is shared by the group (130).

By using this discussion group in addition to the KADDS questionnaire, the
quantitative arm of the study, the hope was that the group would also serve to enrich

the information ascertained from the survey.
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3.6 Ethical Considerations

Ethics approval was granted from the Human Research Ethics Committee (Medical)
of the University of Witwatersrand (M180967) to proceed with the study.

Consent forms were provided to the school principals as well as to the participants
who completed the questionnaires. The aim of the study was clearly outlined, and
anonymity was ensured. The participants understood that their names, their schools
and their pupils would not appear in the research or subsequent publications. The
consent form also clearly explained that it was their right not to participate if they so
wished.

The researcher was present when the forms were completed thus teachers had the

opportunity to ask any further questions or clarify certain aspects of the study.

Regarding the discussion group, teachers who chose to participate were given a
consent form to sign agreeing to be part of the group, as well as a consent form that
they agreed to be audio-recorded. As confidentiality is difficult to ensure in this
scenario, the consent form had guidelines that asked participants to respect one
another’s privacy, not share what was said during the group, and allow a safe space
for participants to express their views. Participants were asked not to use hames in
the discourse. These group rules were reiterated at the beginning of the group

discussion.

3.7 Statistical Analysis

Descriptive and inferential statistics and graphs were used to describe both the
sample respondents and the measurement scales, as well as to answer the research
guestions of the study. The demographic characteristics of the respondents were
illustrated using pie charts graphs. Thereafter, the distributions of scores on the three

content areas of the KADDS were plotted, and the Shapiro test was used to examine
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for normality. Where there was non-normality of the score distributions, the
parametric ANOVA tests were validated using the non-parametric equivalent Kruskal-
Wallis test.

The Bartlett test for variance was used for each of the categorical demographic
variables. One-way Analysis of Variance (ANOVA) was used to compare the mean
responses of the respondents across the levels within each demographic variable on
all three KADDS subscales. For all the variables for which the one-way ANOVA was
significant, the ad hoc tests of Tukey were used to determine which groups were
significantly different. For those variables whose variances were not equal, the

Kruskal-Wallis test was implemented.

Measures of Association were measured using the Chi-Square and Pearson
Correlation Coefficient to see if certain variables had an association. A p-value of

0.05 or less was taken to be significant.
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CHAPTER 4
RESULTS

4.1 Introduction

This chapter will present the findings of this research. A detailed description of the
different variables being tested and their association with knowledge in the 3
categories of ADHD will be explored and tabulated. The KADDS findings will be
presented and interpreted in conjunction with some of the relevant information from

the focus group.

4.2 Sociodemographic variables

4.2. Gender of teacher

® Female = Male

All 95 teachers who participated in this study were female.
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4.2.2 Age of teachers

m<30 =30-39 w40-49 w»50-59 m=>60

6 teachers were under the age of 30, 28 teachers were between 30 and 39 years old,
24 teachers were 40 to 49 years old, 24 teachers were between 50 and 59 years old,
and the remaining teachers (13) were over 60 years old.

4.2.3 Level of education

Education

m Bachelors = Graduate diploma = Post-graduate
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Most of these teachers had a bachelor’s degree (38), 35 had a graduate diploma,
and the rest of the teachers had a post-graduate degree (22).

4.2.4 Articles read

Articles read about ADHD

mlto3 m4to6 =m7t09 =>10

18 teachers had read between 1 and 3 articles on ADHD, 20 teachers had read
between 4 and 6 articles, 23 teachers had read 7 to 9 articles, and the remaining

teachers (34) read more than 10 articles

34



.4.2.5 ADHD workshops

ADHD workshops

[

m0 ml1to2 =3to4 =>5

Very few teachers (3) had attended no workshops, 21 had attended 1 - 2 workshops,

31 had attended 3 to 4 workshops, and majority of the teachers (40) had attended
more than 5 workshops.

4.2.6 ADHD students taught

ADHD children taught

m]1to2 =m3to5 =>6
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Only 1 teacher had taught less than 2 children with ADHD, 9 teachers had taught 3 to
5 children with ADHD, and the vast majority of these teachers (85) had taught more
than 6 children with ADHD.

4.2.7 Knowledge outside of person with ADHD

Knowledge of someone outside school with ADHD

m No = Yes

Only 5 teachers did not know someone outside the school environment did not

ADHD, while the other 90 teachers did.
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4.2.8 Confidence to teach a child with ADHD

Confidence to teach a child with ADHD

mNo = Yes

Only 4 teachers felt that they were not confident to teach an ADHD child, while the

remaining 91 teachers felt they were.

4.3 KADDS Questionnaire

Bar graph 4.3.1
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In this section, 6 of these questions were answered incorrectly by the group. The
overall score was 57%. Teachers were unsure about the prevalence of ADHD
(Statement 1), behaviour compliance with parents (Statement 4), the impact of
genetics in ADHD (Statement 6), and the association with depression (Statement
17). Overall, they never knew that ADHD behaviour may appear similar to normal
behaviour in a 4-year old (Statement 30), and that in novel situations ADHD

behaviour may in fact appear better (Statement 27).

4.3.1 Causes and prevalence of ADHD

The genetic effect of ADHD (Statement 6) was largely unknown in the group of
participants with only 41% (39 teachers) answering correctly. A teacher in the focus
group who answered this correctly said “There’s a large genetic component. We
teach an ADHD child, and when we meet the parents it’s obvious that one of them
has ADHD too.” ADHD is a diagnosis based on behaviour, and 61 teachers (64.2%)
were aware that a person who has ADHD displays no specific physical features that

would suggest a diagnosis of ADHD (Statement 28).

The vast majority of teachers were unaware of the latest statistics on ADHD in school
age children (Statement 1), with only 14 teachers (14.7%) having the correct answer.
The prevalence of ADHD differs between males and females (Statement 29), and 50

teachers were aware of this (52.6%).

4.3.2 Disease progression and associated co-morbidities

In this category 90 (94.7%) teachers knew that it was possible for an adult to be
diagnosed with ADHD (Statement 13). Fifty seven of the 95 teachers (60%) knew
that ADHD symptoms are generally not outgrown (Statement 19). “By high school
many have stopped their medication and are doing nicely, however many do need it
long term from Grade 1 until matric”. Only 35.8% of participants (34 teachers) were
aware that children with ADHD have higher rates of depression than those without
ADHD (Statement 17).
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4.3.3 Behaviour in the classroom

Eighty eight out of the 95 teachers (92.6%) knew that an ADHD diagnosis does not
always make a child eligible for placement at a special school (Statement 24). Other

factors such as severity and co-morbidities would need to be considered.

ADHD behaviour and normal 4-year old behaviour (Statement 30) may appear to be

the same, and only16 teachers (16.8%) in this group were aware of that.

Fifty-nine teachers (62.1%) were correct in saying that children with ADHD are more
obvious in a classroom setting than in a free play environment (Statement 31). “We
have a basis of comparison with the other children in the class so we’re able to see
which children may benefit from medication. If the whole class is unable to sit still
then we realise that our program may be pitched at the wrong level and needs to be

adjusted.”

Sixty-nine teachers (72.6%) knew that the majority of school aged children with
ADHD have some degree of poor school performance (Statement 32). “Test
situations are often difficult as they don’t always perform as well as they should.
We've had children who we feel need medication but their parents don’t want it and
in tests they’ll leave out part of the paper. This has implications when they’re doing
assessments and benchmark tests where they do far worse than what they’re

capable of doing”

4.3.4 ADHD behaviour at home

Children without ADHD may exhibit ADHD symptoms if they come from home
environments that are either chaotic or inadequate (Statement 33) and 46 teachers
(48.4%) in this group answered this correctly. Only 9 (9.5%) teachers knew that these
children were more compliant with their fathers than their mothers (Statement 4).

Thirty-one teachers marked this answer as ‘I don’t know’.
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Seventy-nine teachers (83.2%) were aware that demonstrating sustained attention to
a video game for an hour does not mean a child with ADHD will be able to
concentrate on homework for an hour (Statement 22). “Parents will often say their
child can play Lego for hours or sit still in front of the TV, or they can do a difficult
puzzle on their own. They don’t see that with a time limit the child will probably battle
and it’s different to applying knowledge during a class activity. Also, it’s an area of
interest so they’re able to concentrate better, and there are limited distractions

compared to a busy classroom.”

Only 22 of these teachers (23.2%) were aware that children with ADHD experience

less problems in a novel situation (Statement 27).
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The results of this section showed that most of teachers in this group had a good
understanding of the diagnosis and symptoms of ADHD, and there was an overall
correct score of 80.5%. Every question in this section was answered correctly by the
majority of the teachers.
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4.3.5 Diagnosis of ADHD

Ninety teachers (94.7%) were aware about the classification of ADHD into 2 clusters
(Statement 16). For an ADHD diagnosis to be made, symptoms need to be present in
2 or more settings (Statement 21) and 77 teachers (81%) knew this. 53 teachers
(56%) knew that ADHD symptoms do not need to be present before the age of 7
years (Statement 5).

4.3.6 Inattentive and hyperactive symptoms of ADHD

Eighty-four teachers (88%) here knew that children who have ADHD are distracted
by extraneous stimuli (Statement 3). “When they’re on their own with no distractions,
they can sit for hours and do puzzles or Lego. In a busy classroom they’re often
unable to do the work. They'll hear a sparrow outside the class and think “What’s

that?” and forget about their class work.”

The majority of teachers (93.7%) were aware that children squirming in their seats is
a feature of ADHD (Statement 9). An ADHD diagnosis means that children are often
disorganised when it comes to tasks and activities (Statement 26), and 91 teachers
(95.8%) knew this.

4.3.7 Symptoms that are not associated with an ADHD diagnosis

Eighty-one teachers (85%) were aware that being cruel to others is not a feature of
ADHD (Statement 7). Children with a diagnosis of ADHD do not steal or destroy other
people’s things (Statement 14), and 58 teachers (61%) knew this.

Sixty-four teachers (67.4%) knew that a good self-esteem is not common with
children with ADHD (Statement 11). “Their self-esteem often improves with the

41



medication. It is very undermining for the child when they can’t perform on a par with

their colleagues”.

Bar graph 4.3.3
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In this section on treatment, the overall score was 63%. Four questions were failed
overall by the participating teachers. The majority of this group of teachers were
unaware that anti-depressant medication may play a role in ADHD treatment
(Statement 8). Almost all of these teachers felt that sugar and colourants influence
ADHD behaviour negatively (Statement 23). These teachers felt that inattention is the
key aspect addressed in behavioural therapy (Statement 34) which is incorrect, and
only a few teachers knew that ECT (Statement 35) plays no role in treatment.

4.3.8 Behavioural and non-medical management of ADHD

Current research does not show that ADHD is the result of poor parenting (Statement
2). Most of the respondents (83%) knew this. Sixty-two teachers (65%) correctly
answered that individual psychotherapy is not sufficient treatment for most of these
children with ADHD (Statement 18). Eighty-five teachers (89.5%) correctly answered
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that focusing primarily on punishment as a form of treatment is not effective in

reducing symptoms (Statement 36).

Medication combined with parent and teaching training is generally effective
(Statement 10) and 88 teachers (92.6%) knew this. Behavioural interventions for
ADHD do not primarily focus on inattention (Statement 34) and 42 teachers (44.2%)

in this group were aware of that.

Only 28 teachers (28.5%) knew that reducing sugar or food additives did not reduce
ADHD symptoms (Statement 23). One teacher in the focus group when asked if
sugar affects behaviour answered, “Yes definitely! Our school tuckshop has limited
sweets. With the younger kids we try implement that sweets are rather eaten at

second break”.

4.3.9 Pharmacotherapy for ADHD

In severe cases medicine may be instituted as first line therapy (Statement 20) and
55 teachers (57.9%) knew this. Sixty-five teachers (68.4%) knew that stimulant drugs
are the most common form of treatment (Statement 25). Seventy-five teachers
(76.8%) knew that termination of ADHD treatment is often associated with symptoms

returning (Statement 12).

Ninety teachers (94.7%) were aware of the side effects of the stimulant medication
(Statement 15). “We often see a reduction in appetite. Children develop facial tics —
they lick their lips, make funny faces, they rub their eyes. It makes them less
outgoing. Weight gain is often a side effect of the anxiety medication. Some children

pull out their hair.”

Only 25 teachers (26%) knew that anti-depressant medication may help in reducing

ADHD symptoms (Statement 8). Thirty teachers (31.6%) were correct in answering
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that ECT is not effective for severe cases of ADHD (Statement 35). Sixty-three

teachers in this group were not sure of the answer and answered ‘I don’t know’.

4.3.10 Training

Questions 37, 38 and 39 were included for training purposes, they were added later
to the KADDS and they were not categorised.

Fifty-one teachers (53.7%) knew that prolonged stimulant use does not lead to an
increased addiction in adulthood (Statement 37). Thirty-seven teachers said they
didn’t know the answer. “Parents offen mention they’re concerned that the

medication may make their child turn into a drug addict. However, the opposite is

true.”

Less than half (44.2%) of the teachers knew that if a child responds to stimulant

medication he does not necessarily have ADHD (Statement 38).

A small percentage (33.7%) knew that an inflexibility to certain routines and rituals is
not a feature generally displayed by those with ADHD (Statement 39).

4.4 Statistics

The distributions of the total scores of the KADDS scale and its subscale scores were
examined for normality using the Shapiro test, and comparisons between groups were
performed with either one-way analysis of variance (ANOVA) for normally distributed

data, or the Kruskal-Wallis test for non-normally distributed data.

Although the p-values for the teacher’s knowledge of “Associated Features” and

“Symptoms” of ADHD were close enough to be considered normally distributed, the
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“Treatment” score distributions indicated non-normality and so the Kruskal-Wallis test
was used to test the median scores for all 3 categories. As demonstrated in Figure 1,
the medians of all three categories were the same (p-value 0.19) implying that there

was no significant difference in the teacher’s knowledge of the three sections.

Figure 1: Boxplot
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The Bartlett test (Table 1) for variance was used for each of the categorical
demographic variables and this showed that all the variables had equal variance
except for “number of workshops attended” in the “Associated Features” group,
“number of articles read” in the “Symptoms” group, and “number of articles read” and

“knowledge of a child outside the school with ADHD” in the “Treatment” group.
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Table 1: Variance test for each group using each of the variable

Variable Bartlett test statistics (p-values)
Associated Symptoms Treatment
features

Degree 4.008 (0.135) 0.215 (0.898) | 0.409 (0.815)

Articles read

1.488 (0.829)

Infinity (0)

Infinity (0)

Workshops Infinity (0) 2.357 (0.502) | 1.829 (0.609)
Children with ADHD taught | 3.98 (0.256) 0.752 (0.495) | 2.251 (0.316
Children  outside  with | 1.449 (0.229) 0.523 (0.470) | 4.452 (0.035)
ADHD

The ANOVA test was used to test whether the means for the variables with normal
variance were significantly different in their respective categories (Table 2). As can be
seen from Table 2, there were significant differences in the number of children with
ADHD taught and teacher’s knowledge of the “Associated Features” of ADHD (p
<0.05), the number of articles read, and the number of workshops attended (p<0.05),
and teachers knowledge of the “Symptoms” of ADHD (p<0.05), and the number of
children taught and teachers knowledge of the “Treatment” of ADHD (p<0.037). (Table
3) There were no differences in “teachers age” or “level of post graduate education” in
any of the three categories. The results for the variables whose variances were not
equal were confirmed using the Kruskal-Wallis test.

For all the variables for which the ANOVA was significant, the ad hoc test of Tukey
was performed to determine which groups were significantly different. This test
demonstrated that teachers who had taught three or more children had better
knowledge of “Associated Features”, “Symptoms”, and “Treatment”, of ADHD than
those who had taught two children or less, and that teachers who had attended three
or more workshops, or read four or more papers, knew more about the “symptoms” of
ADHD than that those who had attended only one workshop or read only one paper

on ADHD respectively.
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Testing for measures of association between the variables showed a moderate positive
linear relationship for the “number of workshops attended” and the “number of papers
read on ADHD (Pearson correlation coefficient, 69%), while the “number of workshops
attended” and the “number of children taught” with ADHD demonstrated a very poor
correlation (Pearson correlation coefficient, 42%). There were no other significant

associations for any of the other variable combinations.

Table 2: Testing Equality of Means using ANOVA

Demographic variable | F test statistics (p-values)

Associated

Features

Symptoms

Treatment

Degree

2.063 (0.133)

0.261 (0.771)

0.674 (0.512)

Articles read

1.566 (0.190)

2.891 (0.027)

0.937 (0.446)

Workshops attended

0.921 (0.434)

5.950 (0.001)

1.480 (0.225)

Children with  ADHD
taught

4.953 (0.009)

2.665 (0.075)

3.425 (0.037)

Children outside with

ADHD

0.024 (0.879)

1.798 (0.183)

0.155 (0.694)

Teaching experience

0.025 (0.875)

0.017 (0.898)

0.508 (0.478)

Age

0.032 (0.858)

1.352 (0.248)

0.533 (0.467)
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CHAPTER 5

DISCUSSION

This research sought to investigate the knowledge and perceptions of Attention
Deficit Hyperactivity Disorder of Independent Schools Foundation Phase teachers in
Gauteng. The results of the administered KADDS questionnaire revealed that this
group did particularly well compared to other groups that have participated in
previous studies using the KADDS. Results of the study showed that the educators’
overall percentage score of correct responses was 65%, which means that the
respondents answered 65% of all of the 39 KADDS items correctly. This is one of the
highest scores reported internationally where the KADDS tool was utilised. These
results are very similar to those obtained by Kos (2008) (115) who reported that 61%
of the items on the KADDS scale were answered correctly by the Melbourne
educators. The high marks obtained in these two studies are most likely the result of
the ongoing training and workshops that are being offered to these educators. In
contrast, Lazarus (2013), in her work on Alexandra teachers, (10) had an overall
mark of 35%, the study in the Cape Town Metropole had a final mark of 42.6% (5),
and the cross-national study by Sciutto (2016) that looked at the overall results of 9

different countries had a total score of 47.8% (11).

In the current study 95 Independent Foundation Phase teachers filled out the KADDS
questionnaire. They will from now on be referred to as ‘the Independent School
Teachers’. It is interesting to contrast these results with the Alexandra study by
Lazarus (2013) where she had a very similar number of teachers, 100 teachers, who
participated in her research (95). The results show the major disparity between the
two groups. Lazarus (2013) found that only 35% percent of the KADDS was
answered correctly, as opposed to the current study’s overall mark of 65%.
Moreover, of the 100 Alexandra teachers who filled out the questionnaire, 9
educators got a mark of O out of 39, that is not one single entry was answered
correctly (10). No Independent School Teacher scored 0 overall. The group of
Independent School Teachers had all attended ADHD workshops, with the vast
majority falling into the 7- 9 workshop category. In the Alexandra study 75% of the
sample had received no ADHD training at all, and two thirds had read no articles
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about ADHD. More than half of the Alexandra group reported feeling unconfident to
teach children with ADHD. This is in stark contrast to the Independent School
Teacher sample of which only 4 of the teachers said they weren’t confident to teach
these children. The Alexandra study concluded that these teachers lacked
knowledge about ADHD and misperceived certain key aspects of the condition (10).
This seems to be related to both the lack of resources that are needed to recognise

and manage ADHD, as well as having no training on the topic (10).

The schooling environment impacts on various aspects of ADHD and the teachers’
role — from recognition of the symptoms, to discussing concerns with parents, to
behavioural modifications that may be required in class. The perception of
independent schooling, as examined in this study, would be completely different to
that of the township schooling system described in the research by Lazarus (2013)
for example (131)(132). Having small numbers of learners per class in independent
schools with a low learner to teacher ratio should provide the teacher in the
independent school with the opportunity to notice a child with ADHD behaviour.
There may be adequate ADHD training for teachers organised through these
independent schools (132), and as a result these teachers may be more aware of the
features to look out for. The regular and ongoing relationship too between parents
and teachers in private schools may give the teachers several opportunities to raise
their concerns (133).

The possible reasons for the poor results on the KADDS among the Alexandra
teachers are most likely due to the fact that ADHD is low on these teachers list of
priorities. They are dealing with many issues that relate to the poor socio-economic
environment in which their students live (128). In a study on inclusive education in
South Africa, a focus group with public school teachers highlighted various issues
these government school teachers need to deal with on a daily basis (134). These
included very large classes of pupils (over 40 in this particular study), teachers and
pupils lack of teaching materials, and children coming to school hungry as they have
no food at home (131). There are often foreign pupils from surrounding African

countries who are unable to follow what is being taught to them, and the teachers in
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this study commented on the high levels of domestic abuse in these learners’ homes
(134). Educators in township schools are teaching pupils who contend with a great
deal of stressors which include parental unemployment and informal housing (135).
Thus, possible ADHD diagnoses amongst their students may not be their primary
concern as they are dealing these children who often lack basic necessities.

However, another South African study which looked at both public and private school
teachers’ knowledge on ADHD, did not find a big difference between the two groups
of educators (8). This study concluded that both sets of teachers had a poor
understanding of ADHD, and their knowledge was limited to the behaviour they
observed (8).

When making comparisons between the different subsets used in studies that utilised
the KADDS, the current study found the section on symptoms was the section that
was answered the best with a score of 80%, however the treatment section overall
score was only 63%, and the associated features was the most poorly answered
section with a score of 57%. Perold (2010) too, found that the teachers in the Cape
Town Metropole were more aware about symptoms and had an understanding of the
behaviour of ADHD, however when it came to ADHD causes which were asked in the
associated features section, this was not well understood (5). The symptoms section
was passed, whereas the other two subsets were both failed overall (5). Similarly, the
Kimberley study found disparity between the symptoms of ADHD, and ADHD
treatment and associated features, where the symptoms section was answered far
better than the other two sections (122).

In ‘the associated features’ subset, several questions were answered poorly by the
Independent School Teachers. Similar results were found in previous South African
studies. The teachers studied by Perold (2010) had a score of 42.6% (5) and the
Kimberley group scored 41% for this section (136). This was in stark contrast to
some international studies such as one on Canadian teachers by Jerome (1994), and
educational interventional research by Barbaresi and Olsen (1998), where teachers
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had good scores on ADHD associated features items, attaining 77.5% and 77% in
this section respectively (119)(137). Kos et al (2006) reported that Melbourne
teachers’ knowledge about associated features was 61% (106). Sciutto (2016), in his
cross-sectional study using various countries, had a far lower score of 47.8% in this
section in his study. As his study encompassed many countries of varying socio-
economic levels, this may indicate that overall the majority of these teachers had a

lower number of workshops and training about ADHD (11).

Certain questions in this section were answered well, with most Independent School
Teachers (two thirds) knowing that children with ADHD have a low self-esteem, as
Mazzone (2000) commented that “A lower self-esteem profile is more common in
subjects suffering from ADHD than in healthy control” (95), whereas most Kimberley
teachers were unaware of this (118). This may reflect the Independent School
Teachers experience with ADHD pupils and seeing the impact that ADHD has on

these students perceptions of themselves and their self-worth.

The prevalence of ADHD was answered very poorly amongst the Independent
School Teachers. This was echoed by low results found by the Alexandra teachers
where only 4% had the correct answer (10) and the group of teachers studied by
Perold (2010) (5). Reasons for this incorrect answer may be due to teachers feeling
that the prevalence of ADHD is in fact higher. ADHD-like features such as inactivity
or hyperactive symptoms may be present in certain children, however for a diagnosis
to be made one needs to have 6 features in either the impulsive category or 6
features in the inattentive category. If fewer criteria are met, the diagnosis of ADHD
cannot be made. Very few of the Independent School Teachers answered correctly
that ADHD children display better compliance with their fathers than their mothers.
This was answered better by the Alexandra teachers, however only 22% got the
correct answer (10), and it was one of the main misperceptions found with the
research by Sciutto (2016) (11).
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Forty one percent of the Independent School Teachers were unaware that that
ADHD has a genetic link. Interestingly, in a sample of teachers studied by Glass and
Wegner (1998), close to 80% were aware that ADHD was a biological abnormality,
however 11% believed it was the result of environmental factors (138). These
teachers’ perceptions of the causal factors of ADHD highlight the complexity of the
aetiology of the disorder, and as described in Chapter 1, epigenetics plays a role in
this as opposed to ADHD being a straight-forward Mendelian inheritance pattern.
Family, twin, and adoption studies have convincing findings suggesting that a genetic
cause may play a role in ADHD, and ADHD susceptibility genes have been described
(38), and it is more common in first degree relatives. If the teachers have never learnt
this, or they have not been exposed to family members with obvious ADHD
symptoms, it is unlikely they would know this answer. ADHD being a lifelong disorder
is very well-understood by the Independent teachers. 94.7% of teachers were aware
of the correct answer. The Alexandra group did very well too with 66% of them

answering this correctly (10).

Children with ADHD seem to have better behaviour in novel situations, and many
Independent School Teachers didn’t know this. This seems to be true of the other
South African studies too. Twenty-six teachers in the current study circled the ‘Don’t
Know’ option. The Alexandra study participants had even lower scores with only 5%
getting this correct (10), and Perold (2010) also found that teachers did not answer
this item well (5). Behavioural difficulties in children with ADHD are often not as
evident in novel situations, and this is especially the case when the tasks at hand are

interesting, easy and repetitive (139).

Most of the Independent School Teachers knew that there were no physical features
associated with ADHD. This highlights their understanding that ADHD is based on
behavioural symptoms as opposed to physically discerning features. In cross-
sectional study by Sciutto (2016), an overall lower number answered incorrectly, with
28 percent of teachers across all countries believing that ADHD has specific physical
features that are identifiable during a medical examination (11).

52



Most Independent School Teachers knew that the prevalence of ADHD differs
between boys and girls with just over half the group of independent teachers getting
the correct answer. The presentation may appear different as boys with ADHD may
often display significant behavioural problems in the classroom, while girls may
appear inattentive and be considered mildly more disruptive than the other children in
the class (64). In comparison, only 33% of the Alexandra township teachers were

aware of this (10).

Two thirds of the Independent School Teachers answered that ADHD symptoms are
more obvious in the classroom than in a free play environment. This question was
answered relatively well in the research by Lazarus (2013), Perold (2010) and Topkin
(2015) (10)(5)(122), and was in fact the question that had the highest overall score in
these three studies. Teachers seem to be aware that a more structured environment
is difficult for these children, and their ADHD features are thus more obvious in the

classroom (115).

ADHD-like behaviour being displayed in children from chaotic environments was
correctly answered by less than half of this group. A child’s behaviour may be
symptomatic of a disordered home or school environment, and unrelated to an
underlying neurological disorder (138). If teachers are not aware that conflict in the
home may result in a child behaving in a similar way to that of a child with ADHD, an
incorrect diagnosis and recommendation regarding treatment may be provided to

parents.

The overall mark for the symptoms section was 80% for the Independent School
Teachers, the section that was answered best in the study. Several other studies
support this concept that educators are knowledgeable in this particular area of
ADHD. This was seen with the research by Lazarus (2013) and Perold (2010) which
also showed the treatment section as having the highest overall mark (10) (5). This
has been proven previously where Economou (2002) proved that educators were
able to identify both ADHD clusters, the hyperactive and the inattentive groups (140).

53



Kern (2015) too illustrated that the majority of educators in her study could identify
ADHD behaviour and also understand ADHD symptoms (8). In Kimberley, the result
in this section of the KADDS was over 60% which was the highest total of the 3
sections in that study (122). It makes sense that teachers would know more about
ADHD symptoms than the associated features of ADHD and the treatment for this
condition. Teachers are seeing these children in the classroom setting and observing
their behaviour (106). They also have other children in the classroom who act as
controls who they can compare these children to. A teachers’ role is not making a
diagnosis, or advising about treatment (106). Knowledge of the associated features
of ADHD such as its prevalence, the genetic link, and adult diagnosis of ADHD would
be advantageous to these teachers, however, their major function with this type of
child would be to notice aberrant behaviour in their classroom, alert parents to this,
and support these children and their families (132).

The current study showed that the vast majority of independent School Teachers
were well-aware that being unable to sit still was an ADHD feature, and once again
most of the Independent teachers (more than 90% in this case) knew about the
different clusters of ADHD. These behavioural symptoms are well-known to teachers,
with both local and international studies showing similar results. The group of
teachers examined by Topkin (2015) had high results too with over 80% being aware
that these children fidget and squirm in their seats (136). Most of the teachers in
Kern’s study (2015) knew that a child must be inattentive and/or
hyperactive/impulsive for a diagnosis of ADHD to be made (8). Over 75% of the
respondents in the research by Perold (2010) were able to identify the symptoms of
distractibility, fidgeting, disorganization, as well as of the primary clusters of
symptoms of ADHD (5). The majority of Independent School Teachers were aware
that disorganised behaviour is part of ADHD. This was also well-answered by the
Alexandra township teachers too with most of them attaining the correct answer (10).
The results showed that teachers had extensive knowledge about the core symptoms
of ADHD, which is most likely due to the fact that poor attention span, impulse control

and elevated activity level all interfere with classroom activity (53).
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The Independent School Teachers scored an overall mark of 63% in the treatment
section which was answered better than the associated features section, but this
group never answered this section as well as the symptoms section. West had similar
findings where teachers knew more about the causes of ADHD, less so about the
features associated with ADHD, and the least about the treatment of ADHD (141). In
the research by Lazarus (2013), the Alexandra group scored the lowest in the
treatment subscale (10). The group of teachers from Kimberley answered less than

half of this section correctly (122).

When examining certain questions in this section, the vast majority of Independent
School Teachers were aware that a certain parenting style did not cause ADHD. 42%
of the teachers in a previous Johannesburg study including private and public school
teachers indicated that they felt “inadequate” parenting may be the cause ADHD (8).
However, as described in Chapter 1, research has not found poor parenting to be an

aetiological cause, rather it may exacerbate the condition (142).

Only a quarter of the Independent School Teachers answered correctly that anti-
depressants may be used to treat ADHD. They were unaware that antidepressants
serve as serotonin, noradrenaline and dopamine agonists and modulate higher
cortical functions, including attention, cognition, and executive function (143). Less
than half of the Alexandra township teachers got this answer correct (10). The side
effects of the medication commonly used for ADHD were generally well understood
and the majority of the Independent teachers answered this correctly. Comparatively,
this question was failed overall by the Alexandra teachers (10). However, the focus
group of Independent School Teachers highlighted some gaps in teachers’
knowledge around medication. This included how the medication can be
administered, which capsules may be opened, as well as which side effects are
caused by the medication versus those pre-existing conditions that the medicine may
exacerbate. This information, possibly incorrect, may be passed on to the parents
(106).

55



The effect of sugar and preservatives on ADHD behaviour was only answered
correctly by less than a third of the Independent School Teachers. In the Alexandra
study, only 7% answered this correctly (10). Sugar and its association with
hyperactivity was endorsed by a high percentage of teachers in worldwide in various
studies (119) (5). Across countries, up to 40% of the teachers felt that sugar
elimination diets are effective for reducing ADHD-type behaviour, this belief was
particularly high amongst South African and German teachers. This is one of the
most commonly held misperceptions about ADHD (11). A Saudi Arabian study
showed that teachers held views that diet did play a role in ADHD (114). This has not
been supported by the current body of scientific evidence, and teachers’ views may
be incorrectly shared with parents (144). Brandeis (2013), in a huge meta-analysis on
the impact of dietary restrictions and behavioural techniques effecting ADHD
behaviour, highlights that ADHD studies often involve an assessment of a main
caregiver. Their preconceived ideas surrounding ADHD may have an enormous
influence on how behaviour is viewed following some type of intervention. If the
parent or teacher, for example, has employed a great deal of time and effort into
certain behavioural techniques, he will most likely provide scores that suggest this
intervention has been effective. Also, if the caregiver or teacher has very strong
beliefs that colourants impact behaviour for example, this too will be expressed in an
assessment (53). Therefore the trials in this meta-analysis selected were those using
blinded-assessments, whereby it was unknown if a placebo had been used, or the
assessor was unaware of what intervention had been provided for the child (53). The
results showed no statistical significance when specific elimination diets were

implemented or food colourants were reduced (53).

The Independent School Teachers did well on the question which explored the
efficacy of combined treatment of medication and behaviour techniques. Behavioural
interventions, particularly those based on positive reinforcement and punishment,
have been found to be effective in improving behaviour in the classroom (145). This
guestion was also answered well by two thirds of the Alexandra teachers (10). Glass
and Wegar (2000) similarly found that for the vast majority of their group of teachers
the treatment of choice was a combination of pharmacology and behaviour
techniques (138). One such technique, that of administering punishment, is not

effective in the management of ADHD. This was answered correctly by almost all of
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the Independent teachers who knew that it was not a good choice. Positive
reinforcement was found to be helpful, and common examples of reinforcement used
by teachers effectively to change behaviour included a word of praise, a smile, or the
offer of some extra play time for good behaviour (106). Ninety percent of the teachers
in Kerns’ study said that they employed a system of rewards to encourage better

behaviour (8).

Electroconvulsive therapy as a form of treatment for ADHD was only answered
correctly by a third of the Independent School Teachers. The majority of teachers
circled ‘1 don’t know’. ECT has very rarely been used in ADHD, and this has been to
treat co-morbid conditions such as severe depression (146). Similarly in the
Kimberley study, 74% of teachers answered ‘l don’t know’ (136). Vereb (2004) found
that the more knowledge an educator had about a particular treatment or behavioural
intervention, the more likely he would consider the intervention to be acceptable, and
thus encourage its usage (147). Limited knowledge as well as misperceptions
surrounding ADHD treatment amongst educators is cause for concern as expressed
by Efron (2008), as teachers play a key role in the identifying, managing and treating
ADHD (148)

Stimulant medication’s role in later substance abuse was answered correctly by only
half of the Independent School Teachers, with a large proportion answering that they
didn’t know the answer. The concern of teachers having a misunderstanding of
ADHD medication and the perception that it may lead to drug abuse behaviour may
cause teachers to offer incorrect advice to families. For example, teachers may
suggest to parents that a child should try an exclusionary diet to manage symptoms

because ADHD medication may lead to harmful behaviour (11).

The question regarding inflexibility and adherence to rituals was only answered
correctly by a third of the Independent School Teachers. These are symptoms of
Autism Spectrum Disorder. If these symptoms are mistaken as ADHD this may have
ramifications when it comes to offering advice to parents and managing these
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children in the classroom (149). Also, important measures necessary to manage ASD
behaviour may be delayed. Sciutto (2016) suggested that any behaviour that is
viewed as different or unacceptable may possibly be considered to be ADHD by

some teachers (11).

5.1 Confidence in teaching children with ADHD

In this study, only 4 teachers felt unconfident to teach children with ADHD. Two of
these teachers were over 50 years old and had taught for many years, while the two
other teachers were far younger and had less teaching experience. All 4 of these
teachers passed the questionnaire overall. This suggests that experience may not
always instil a sense of confidence, however other studies have shown that an
increased level of confidence is associated with more knowledge about ADHD (11).
Confidence in teaching these children does not always translate into a positive
attitude about educating these children, and some teachers expressed pessimism
about their success in teaching these learners (150). Rizzo (1991) found the
opposite, with his research showing that the more competent a teacher felt, the more

favourable her attitude was regarding teaching these students (151).

5.2 Years of teaching

Previous studies found that the longer one teaches for, the more knowledge she has
about ADHD, as was the case with Canadian teachers (119) and US primary school
teachers (11). The current study showed no association between years of teaching
and ADHD knowledge. This was also found with other research, such as a sample of
American teachers studies by Jerome (1994) (119) and the group of Australian
teachers examined by Kos (2008) (106) where there was no correlation between
ADHD knowledge and years of teaching experience. Similarly, in the Korean study
that was part of the cross-sectional study on ADHD, years of teaching was negatively
associated with ADHD knowledge (11). This is an interesting finding as it suggests
that experience may not be adequate when it comes to noticing ADHD symptoms
and being knowledgeable about the condition. Ongoing ADHD training should thus

be available, and certainly necessary, to optimise knowledge on this topic.
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5.3 Exposure to ADHD children

Better knowledge of ADHD has been linked to more exposure of ADHD children
(106) (5). This study found that teachers’ knowledge of ADHD in all 3 categories
being examined, associated features, symptoms and treatment, were superior when
they had taught children with ADHD as opposed to those who had not previously
taught children with ADHD. Teachers who reported having prior exposure to children
with ADHD had total knowledge scores that were far higher than teachers without
limited exposure to ADHD pupils (11). Sciutto (2016) also found that the number of
pupils taught over a teachers’ career was associated with a better overall ADHD

knowledge (11). This finding was not evident in research by Kos (2008) (106).

5.4 Training

More training has been associated with better knowledge about ADHD (106) (5)
(141). The current study showed that teachers who attended workshops had better
knowledge of ADHD symptoms as opposed to teachers who hadn’t attended any
workshops. This is in keeping with international findings, such in Nigeria when an
ADHD training program was implemented and resulted in a statistically significant
rise in knowledge and the behavioural management of ADHD, as well as improved
attitude towards affected children (120). Kos (2008) found that training correlated
with a better knowledge on ADHD (103). This current research also found an
association between workshop attendance and ADHD atrticles read.

5.5 Reading ADHD articles

The current study showed significant differences in detecting ADHD symptoms by
those teachers who had read more ADHD atrticles as opposed to those who had read
fewer articles. Sciutto et al (2016) also found a correlation between reading
professional literature on ADHD and level of knowledge (11), and this finding was
consistent with research by Perold (2010) (5).
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5.6 Knowledge of someone with ADHD

Sciutto (2016) found an association between having a family member or friend with
ADHD and greater knowledge of ADHD in terms of symptoms, diagnosis and
treatment options (11). This cohort of teachers had more knowledge about ADHD

treatment when they knew someone outside the classroom who had ADHD.

5.7 Limitations of the study

Of the 26 schools who were approached, only 9 agreed to participate. This begs the
guestion why those schools refused to participate. Was it simply because the
principals felt the teachers were too busy and did not have the time? Or perhaps
those schools do not have regular ADHD training and the results would show this.
Did those schools who patrticipated have a greater interest in the topic, and as such
encourage their staff to keep up to date on the subject? Furthermore, as only 9
schools ended up participating in this study, a possible limitation may be that this

sample is not representative enough of all Independent schools.

Participation in this study was voluntary. A purposive, non-probability sampling
method was used. This sample does not fully represent the population of
Independent Foundation Phase teachers as those who responded had chosen to do
so0. Also, participants in this study were all female. Only schools in a certain
geographic location were selected for this research, and with the participants all
being female this study was rendered both small and narrow. Thus, generalisability
was a concern, and widespread conclusions about Independent school Foundation

Phase teachers’ knowledge on ADHD may not be possible from this study.

The KADDS was designed in 2000. Some developments in ADHD research have
subsequently resulted in new knowledge on the topic, as well as guideline changes.
Whereas the DSM IV made an ADHD diagnosis by age 7 (30), the DSM 5 has now

broadened to include children up to 12 years old (13). The answer regarding age of
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diagnosis would have been true if the KADDS was administered with the DSM 1V,
however it is now false as the age has changed in the DSM 5. Furthermore, the
answer regarding the features of autism is also dependent on which DSM is utilised.
The DSM |V clearly stated that an ADHD diagnosis could not be made if autism was
present (14). The new DSM 5 allows both these diagnoses to co-exist in one patient

so the answer is not as clear as when the previous DSM was used.

The question regarding behaviour in children of 4 years old is complex. The number
of pre-school children with an ADHD diagnosis has doubled over the past 10 years,
proving that there is a possibility that ADHD-type behaviour can be observed in very
young children and it differs from their neuro-atypical peers. This is seen with the
AAP including this very young group in their stratification system for managing young
children with ADHD (152).

Workshop attendance was a variable which was used with the purpose of showing
that workshops are associated with better knowledge of ADHD. Sciutto (2016)
highlights two issues with using this as a variable to illustrate level of knowledge (11).
Firstly, the specific nature of the training programs wasn’t explored at all. And
secondly, a training program may not address certain key aspects. By doing this, it
may prove to be a less effective program, or potentially even inadvertently allow
certain misconceptions to be strengthened as inaccurate beliefs held by participants
are not addressed or rectified (11). Training programs may skew the relevance of
certain concepts, with those topics that are not fully covered being understood to be

somewhat less important (11).

5.8 Recommendations for future research

A follow-up study could entail using Independent Foundation Phase teachers once
again. However, unlike this current study, a measurement could be instituted and
implemented before and after ADHD training. A program focusing on the main areas

of ADHD that are pertinent to teachers could be developed. Another aspect which
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could be incorporated into future research would be teachers who are opposed to the
use of ADHD medication and their views on alternative medications such as herbal

remedies, and the impact this would have on children with an ADHD diagnosis.
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CHAPTER 6

CONCLUSION

The main aim of this study was to assess the knowledge and perceptions of
Foundation Phase teachers at Independent Schools in Johannesburg. As studies
had previously been done in government schools or a combination of both private
and public schools, this was the first South African study using this particular

population of teachers.

Information was gathered using a demographic questionnaire, a standardised tool,

the KADDS, and a focus group was held to enrich the information gathered.

The conclusions are summarised below:

These independent school teachers’ overall score was one of the best compared to

previous research using the KADDS both internationally and locally.

These teachers had very good knowledge when it came to the symptoms of ADHD,
they had a fair understanding about treatment for ADHD, and their knowledge about
the associated features of ADHD was limited. These findings are very encouraging
as, in my opinion, this highlights that this group of teachers have been exposed to
relevant information about ADHD. These teachers are aware of the symptoms that
present in the condition, the challenges that these children may face, they seem to
overall have some understanding of how to manage these children in the class

environment.

Exposure to children with ADHD resulted in teachers having the most knowledge in
terms of recognising symptoms of ADHD, being aware about features that are
associated with ADHD, and the medication and behavioural interventions that are
available and effective.
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Years of experience was not associated with a greater knowledge about ADHD.

Knowledge of a family member or friend outside the school with ADHD was found to
be advantageous to this group of teachers in terms of their understanding of the

available treatments for ADHD.

Workshops about ADHD as well as reading material related to ADHD is beneficial to
teachers’ overall knowledge of the condition as compared to those who had read
fewer articles and attended less workshops. Workshop attendance and ADHD

articles read was found to be an association.

As ADHD prevalence is at its highest, and children are often being diagnosed in the
Foundation Phase due to the increased demand to sit attentively for longer periods of
time, regular workshops should be available for Foundation Phase teachers. This
study, as with other bodies of research, has shown that ongoing training is effective
in improving teachers’ understanding of the condition, recognising ADHD symptoms

as well as providing tools for managing these children in the classroom.
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Appendix A

Teacher Characteristics

Gender
Male

Female

Age
<30
30- 39
40 - 49
50 — 59
>60

Highest level of education completed

Bachelor’s degree
Graduate diploma

Post-graduate degree

Total number of teaching experience (years)

years

ADHD experience

ADHD Articles Read

None
1-3
4-6
7-9

10 or more

ADHD Workshops Attended
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None

1-2
3-4
5 or more

How many children with ADHD have you taught?
0

1-2
3-5
>6

Do you know anyone outside of school who has ADHD?

Yes
No

Do you feel confident to teach a child with ADHD?

Yes

No
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Appendix B

KADDS

Please answer the following questions regarding Attention-Deficit/Hyperactivity
Disorders (ADHD). If you are unsure of an answer, respond Don't Know (DK)

True (T), False (F), or Don't Know (DK) (circle one):

1.T F DK Most estimates suggest that ADHD occurs in approximately 15% of school
age children.

2. T F DK Current research suggests that ADHD is largely the result of ineffective
parenting skills.

3. T F DK ADHD children are frequently distracted by extraneous stimuli.

4. T F DK ADHD children are typically more compliant with their fathers than with
their mothers.

5. T F DK In order to be diagnosed with ADHD, the child's symptoms must have
been present before age 7.

6. T F DK ADHD is more common in the 1st degree biological relatives (i.e. mother,
father) of children with ADHD than in the general population.

7. T F DK One symptom of ADHD children is that they have been physically cruel to
other people.

8. T F DK Antidepressant drugs have been effective in reducing symptoms for many
ADHD children.

9. T F DK ADHD children often fidget or squirm in their seats.

10. T F DK Parent and teacher training in managing an ADHD child are generally
effective when combined with medication treatment.
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11. T F DK Itis common for ADHD children to have an inflated sense of self-esteem
or grandiosity.

12. T F DK When treatment of an ADHD child is terminated, it is rare for the child's
symptoms to return.

13. T F DK It is possible for an adult to be diagnosed with ADHD.

14. T F DK ADHD children often have a history of stealing or destroying other
people's things.

15. T F DK Side effects of stimulant drugs used for treatment of ADHD may include
mild insomnia and appetite reduction.

16. T F DK Current wisdom about ADHD suggests two clusters of symptoms: One of
inattention and another consisting of hyperactivity/impulsivity.

17. T F DK Symptoms of depression are found more frequently in ADHD children
than in non-ADHD children.

18. T F DK Individual psychotherapy is usually sufficient for the treatment of most
ADHD children.

19. T F DK Most ADHD children "outgrow" their symptoms by the onset of puberty
and subsequently function normally in adulthood.

20. T F DK In severe cases of ADHD, medication is often used before other
behaviour modification techniques are attempted.

21. T F DK In order to be diagnosed as ADHD, a child must exhibit relevant
symptoms in two or more settings (e.g., home, school).

22. T F DK If an ADHD child is able to demonstrate sustained attention to video
games or TV for over an hour, that child is also able to sustain attention for at least
an hour of class or homework.

23. T F DK Reducing dietary intake of sugar or food additives is generally effective in
reducing the symptoms of ADHD.
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24. T F DK A diagnosis of ADHD by itself makes a child eligible for placement in
special education.

25. T F DK Stimulant drugs are the most common type of drug used to treat children
with ADHD

26. T F DK ADHD children often have difficulties organizing tasks and activities.

27. T F DK ADHD children generally experience more problems in novel situations
than in familiar situations.

28. T F DK There are specific physical features which can be identified by medical
doctors (e.g. pediatrician) in making a definitive diagnosis of ADHD.

29. T F DK In school age children, the prevalence of ADHD in males and females is
equivalent.

30. T F DK In very young children (less than 4 years old), the problem behaviors of
ADHD children (e.g. hyperactivity, inattention) are distinctly different from age-
appropriate behaviors of non-ADHD children.

31. T F DK Children with ADHD are more distinguishable from normal children in a
classroom setting than in a free play situation.

32. T F DK The majority of ADHD children evidence some degree of poor school
performance in the elementary school years.

33. T F DK Symptoms of ADHD are often seen in non-ADHD children who come
from inadequate and chaotic home environments.

34. T F DK Behavioral/Psychological interventions for children with ADHD focus
primarily on the child's problems with inattention.

35. T F DK Electroconvulsive Therapy (i.e. shock treatment) has been found to be an
effective treatment for severe cases of ADHD.
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36. T F DK Treatments for ADHD which focus primarily on punishment have been
found to be the most effective in reducing the symptoms of ADHD.

37. T F DK Research has shown that prolonged use of stimulant medications leads
to increased addiction (i.e., drug, alcohol) in adulthood.

38. T F DK If a child responds to stimulant medications (e.g., Ritalin), then they
probably have ADHD.

39. T F DK Children with ADHD generally display an inflexible adherence to specific
routines or rituals.
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Appendix C

Wed, May 16, 2018 at 7:29 PM, Mark Sciutto <marksciutto@muhlenberg.edu> wrote:

Dear Tamara,

| apologize for the delay in getting back to you. Thank you for your interest in the
Knowledge of Attention Deficit Disorders Scale (KADDS). | have attached a brief test
manual, which contains information on the scale. It is not quite up to date, but it
should give you some idea of the properties of the scale. Several recent studies
have used the KADDS and we recently finished a cross-cultural study of teacher
knowledge in 9 countries. | have attached a copy of that article. If you would like to
use the KADDS, | only ask that you forward a copy of the results when available. |
also ask that you do not reproduce the scale in its entirety in any published

document.

Best regards and good luck with your research!

Mark
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Appendix D

INFORMATION SHEET FOR THE PRINCIPAL

Foundation Phase Educators’ Perceptions of Attention Deficit Hyperactivity

Disorder (ADHD) at Independent Schools in Johannesburg

Dear Principal

I am currently doing my Masters in Childhood Neurodevelopment (MSc Med Child
Health) through the University of the Witwatersrand (Wits). | am conducting research

as part of the requirement for the completion of the degree.

My research project aims to examine Foundation Phase educators’ perceptions of
ADHD looking at the incidence, causes and available interventions for those learners
exhibiting ADHD type behaviours. This is particularly pertinent as Attention Deficit
Hyperactivity Disorder (ADHD) has significantly increased in prevalence amongst
school-going children. Literature in this field is scarce, specifically in the South
African context, and the outcomes of this study will hopefully contribute to a better

understanding of educators’ perceptions of ADHD.

The foundation phase educators who choose to take part in this study are required to
complete the attached questionnaire. Completion of the questionnaire should take
between 10 to 15 minutes. The educators will then be asked to return the completed
guestionnaires to a sealed box in the staff room. There will be a second part to my
study whereby teachers can choose to participate in a focus group which will look at

ADHD in more detail, in the hope of providing a better understanding of ADHD.

Participation in the study is entirely voluntary. No-one will be disadvantaged if they
decline to participate. Due to the nature of the study there are no inherent dangers or
risks to either the staff or learners at your school. Participants may choose to

withdraw from the study at any stage, and they may choose to leave out specific
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guestions. Anonymity will be ensured as no identifying information is requested. The
results will be processed by myself, the researcher, and my supervisor, so

confidentiality is ensured.

General feedback from the results of the study will be presented in a summary which
will be sent to your school on completion of the research. A copy of the final report

will be sent to each principal. Results may also be reported in journal articles.

| am ethically obligated to, and hereby do, formally request permission to conduct this

research at your school.

Kind Regards

Dr Tamara Jaye

I consent to this study on

Foundation Phase teachers’ knowledge and perceptions of ADHD conducted by

Tamara Jaye

Signed

Date
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Appendix E

INFORMATION SHEET FOR THE PARTICIPANT

Foundation Phase Educators’ Perceptions of Attention Deficit Hyperactivity

Disorder (ADHD) at Independent Schools in Johannesburg

Dear Participant

I am currently doing my Masters in Childhood Neurodevelopment (MSc Med Child
Health) through the University of the Witwatersrand (Wits). | am conducting research

as part of the requirement for the completion of the degree.

My research project aims to examine Foundation Phase educators’ perceptions of
ADHD looking at the incidence, causes and available interventions for those learners
exhibiting ADHD type behaviours. This is particularly pertinent as Attention Deficit
Hyperactivity Disorder (ADHD) has significantly increased in prevalence amongst
school-going children. Literature in this field is scarce, specifically in the South
African context, and the outcomes of this study will hopefully contribute to a better

understanding of educators’ perceptions of ADHD.

For participation in the study, there is a standardised questionnaire attached which
should be filled out. The questionnaire should take no longer than15 minutes. Once

complete, questionnaires should be returned to the sealed box in the staff room.

For those wishing to participate, there will be a focus group scheduled at a later

stage, whereby a more in-depth discussion will take place regarding ADHD.

Participation in the study is entirely voluntary. No-one will be disadvantaged if they
decline to participate. Due to the nature of the study there are no inherent dangers or
risks to either the staff or learners at your school. Participants may choose to
withdraw from the study at any stage, and they may choose to leave out specific

guestions. Anonymity will be ensured as no identifying information is requested. The
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results will be processed by myself, the researcher, and my supervisor, so

confidentiality is ensured.

General feedback from the results of the study will be presented in a summary which
will be sent to your school on completion of the research. A copy of the final report

will be sent to each principal. Results may also be reported in journal articles.

| am ethically obligated to, and hereby do, formally request permission to conduct this

research at your school.

Kind Regards

Dr Tamara Jaye
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Appendix F

Questions for the discussion group about ADHD

1. What is a teachers’ role when it comes to ADHD medication?

2. What are teachers’ expectations of the medication?

3. What are the side effects of using ADHD medication?

4. What aspects in a child’s environment impact on his ADHD behaviour?

5. How do teachers manage these pupils with ADHD within a classroom setting?

6. What are your views with regards to the teacher’s role within the

multidisciplinary team when working with ADHD pupils?
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Appendix G

INFORMATION SHEET FOR THE PARTICIPANT

Foundation Phase Educators’ Perceptions of Attention Deficit Hyperactivity

Disorder (ADHD) at Independent Schools in Johannesburg

Dear Participant

I am currently doing my Masters in Childhood Neurodevelopment (MSc Med Child
Health) through the University of the Witwatersrand (Wits). | am conducting research

as part of the requirement for the completion of the degree.

My research project aims to examine Foundation Phase educators’ perceptions of
ADHD looking at the incidence, causes and available interventions for those learners
exhibiting ADHD type behaviours. This is particularly pertinent as Attention Deficit
Hyperactivity Disorder (ADHD) has significantly increased in prevalence amongst
school-going children. Literature in this field is scarce, specifically in the South
African context, and the outcomes of this study will hopefully contribute to a better

understanding of educators’ perceptions of ADHD.

As part of this study, we are hoping to run a focus group with 6 — 10 individuals. A
moderator will ask several questions while facilitating the discussion. The focus
group will be audio-recorded and a note-taker will be present. We estimate this group

discussion will take an hour.

Participation in the study is entirely voluntary. No-one will be disadvantaged if they
decline to participate. Due to the nature of the study there are no inherent dangers or
risks to either the staff or learners at your school. Participants may choose to
withdraw from the study at any stage, and they may choose to leave out specific
guestions. Anonymity will be ensured as no identifying information is requested. The
results will be processed by myself, the researcher, and my supervisor, so

confidentiality is ensured.
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General feedback from the results of the study will be presented in a summary which
will be sent to your school on completion of the research. A copy of the final report

will be sent to each principal. Results may also be reported in journal articles.

| am ethically obligated to, and hereby do, formally request your permission to

conduct this research project at your school.

Kind Regards

Dr Tamara Jaye
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Appendix H

Consent form for audio recording

This study involves audio recording. Please tick the appropriate box

e | am aware that the focus group in which | am participating may be

audio recorded. | agree to this. | also understand that if | am
uncomfortable during the focus group at any time, | may request that
the recording equipment be switched off. | also understand that | can
request a copy of the audio recording of the group.

e | do not agree to being audio recorded for this research.

After considering the above statements, | consent to participate in the focus group.

Name: (please print):

Signature: Date:

Investigator’s Signature Date:
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Appendix |

Informal discussion group

Date: 25 February

Venue: Staff room at school X

Participants: 32 Foundation Phase teachers
Duration: 1 hour

Interviewers: Dr Tamara Jaye, Dr Sheri Hanson

Recording of interview: notes were taken and the focus group was audio-recorded

What is your role as a teacher when it comes to ADHD medication?

We have a medicine policy. There is a specific form that needs to be filled in prior to
medication being dispensed, parents need to request in writing that teachers are
permitted to dispense medication to their children. Top-up medication is sometime
given during the day, however it is more common that the pupils are on long-acting
medication that is given at home before the start of school. With older children, they
administer the medication themselves, however in the Foundation Phase the
teachers need to be involved. Every day teachers need to sign that they’ve given the
top-up medication and sign it in the homework book.

How would you suggest to parents that their child possibly has an ADHD
diagnosis?

We are not allowed to say that a child requires Ritalin or has ADHD. We would
describe the symptoms that we are seeing in class, we would say that we find this
behaviour concerning. This is essentially the protocol that we follow. We would
suggest an assessment at a psychiatrist or neurologist.

What are your expectations of the medication?

The medication helps the child that they become more attentive, they follow
instructions better. It often improves hand-writing and reduces the need for the child
to attend Occupational Therapy. Their self-esteem often improves with the
medication, their processing is better.

Have you had any disappointments with medication?

Yes. It often takes time to work, it sometimes works for one child but not another. We
will need to tell the parents that we see little difference. We are often asked to fill out

a progress report or do a Connors once medication has been given for a certain time.
If the medication doesn’t work the child often goes back to the doctor, something else
is tried, the medicine may be changed to a different medication. Some parents opt for
alternative medication like homeopathic remedies. These have never made any
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difference to behaviour. The long-acting tablet won’t work if the capsule is opened
and the medication administered that way. It will lose its long-acting properties and
only work for 4 hours.

Do colourants and sugar affect behaviour?

Yes definitely! Our school tuckshop has limited sweets. With the younger kids we try
implement that sweets are rather eaten at second break. We had a child on the same
medication for Grade 1 and Grade 2. The behaviour was far worse in Grade 2. The
family worked with the doctor and made the connection that the child was taking his
Ritalin with hot chocolate in Grade 2, no longer as he had done in Grade 1. This
seemed to affect the efficacy of the medication.

Do you have communication with the child’s doctor?

Initially we fill out the Connors, we have regular feedback with the parents, often
psychiatrists want letters from us about the child’s behaviour. We don’t often speak
directly to the psychiatrist or neurologist. Sometimes parents try to trick us or play
games. They’ll stop the medication or change the medication and ask us several
days later if we noticed any difference in the child’s behaviour.

What techniques do you find helpful in managing these children in the
classroom?

Move the child closer to the front, move him away from his friends and distractions,
send him on an errand, let him go to the toilet during breaks although often these
children realise they need a break so they’ll ask to go. Also some children need to
stand so they can go to the back of the class and stand there. Test situations are
often difficult as they don’t always perform as well as they should. We've had children
who we feel need medication but their parents don’t want it and in tests they’ll leave
out part of the paper. This has implications when they’re doing assessments and
benchmark tests where they do far worse than what they’re capable of doing. Often
these children require extra time to complete the assessments or sometimes a scribe
is very helpful.

How clear are the criteria for ADHD? Do we sometimes confuse other
diagnoses?

Anxiety is the new buzzword. Anxiety and ADHD often go hand-in-hand. The child
may not finish the work because of his ADHD but this makes him anxious as a result.
And anxiety affects them in that they cannot concentrate properly. Often they’ll start
the concentration medication, they won’t work, and then anxiety medication will be
initiated which will make a big difference. Globally anxiety levels are high. The
expectations on these children is enormous, they are doing far more advanced work
than we had as children. What we did in Grade 9 or 10 they are doing in Grade 7. A
vicious cycle exists in which the expectations on the child and teacher grow and as a
result this makes the teachers and children more anxious to perform. This continuous
pressure impacts on everything. Children are no longer allowed to share a story,
they’re told to sit down and do their work.
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What is a teacher’s role in the multidisciplinary team?

Often these children are in multiple therapies such as Occupational Therapy,
Physiotherapy and Speech Therapy. As a teacher we need to be in touch with
everyone, we need to know what’s going on with all the different therapists. Children
often do enjoy the therapies and the individual attention but they are anxious about
what they’ve missed in class. After school therapies seem to work better for this
aspect.

What is of benefit to teachers when it comes to these pupils with ADHD?

It makes a huge difference when parents are on board and we all work together as a
team.

What side effects of medication are you seeing?

We often see a reduction in appetite. Children develop facial tics — they lick their lips,
make funny faces, they rub their eyes. It makes them less outgoing. Weight gain is
often a side effect of the anxiety medication. Some children pull out their hair.

What numbers of children with ADHD are you seeing?

Last year the one teacher had 1 child with ADHD, this year there are 6 out of 20.
Several children don’t have a formal diagnosis. Some have been assessed and
advised to start medication but don’t want to go that route and it’s difficult to convince
them. Often an ADHD diagnosis is a journey. Parents often have heard the same
story for a number of years and are at a point where they’re not managing the work.
Its very undermining for the child. Parents will often say their child can play Lego for
hours or sit still in front of the TV. Or they can do a difficult puzzle on their own. They
don’t see that with a time limit the child will probably battle and it's different to
applying knowledge during a class activity. Also it's an area of interest so they're able
to concentrate better, and there are limited distractions compared to a busy
classroom.

What contributes to the more cases being seen?

There’s a large genetic component. We teach an ADHD child, and when we meet the
parents its obvious that one of them has ADHD too. Maybe ADHD was not popular in
‘those days’. It's more obvious as pressures are higher now. Screen time also plays a
role with children watching TV for hours. The class environment is far different to how
it was 35 years ago. Also there are far more acrimonious divorces, children are
always on their nerves, difficult to know if this is ADHD.

Do parents understand the pharmacology of the medication?

Parents will often Google the side effects. They often have a mental block and will
start a discussion by saying that ‘my child is never going on meds’. They’re scared of

98



the medication. They often don’t have enough information and they decide before
they fully understand the medication. They’ll say their child is immature so the
behaviour will come right with maturity. We have a basis of comparison with the other
children in the class so we’re able to see which children may benefit from medication.
If the whole class is unable to sit still then we realise that our program may be
pitched at the wrong level and needs to be adjusted. They often mention they’re
concerned that the medication may make their child turn into a drug addict. However,
the opposite is true.

Any further comments?

As children get older ADHD management gets easier. The younger they’re started on
medication the dose plateaus and maturity takes over resulting in no longer needing
to increase the dosage. They learn to control themselves. They’re able to take their
own medication without telling anyone. Foundation Phase is a very difficult stage. By
high school many have stopped their medication and are doing nicely, however many
do need it long term ie Grade 1 until matric. Also, we are seeing many more children
that are ‘different’, possibly on the autism spectrum. Not everyone can be medicated.

Several questions were posed such as if we are medicating more in South Africa
than overseas, do private schools medicate more than public schools? Are private
school parents more hysterical about the side effects than other parents? Also in
public schools the emphasis is different — here we go on training courses, have
facilities as opposed to public school teachers just trying to survive.

The pressure is far greater than it used to be. Children are so scared of making
mistakes and constantly strive for perfection. We need to be driving a culture where
its ok to make mistakes and try again. Perhaps the expectation for children needs to
change. They don’t need to be academic, other options are available, even more so
than before. Diplomas aren’t encouraged, no-one goes into teaching they rather opt
for therapies for example. There should be streams that offer plumbing and
hairdressing for example instead of certain children struggling to obtain a degree.
Comments when a child gets 60% for a benchmark test is ‘is that the best he can
do’? 60% is actually ok. A doctor mother just can’t understand why her child is just
average.
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