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Abstract

ObjectiveTo ascertain the neurodevelopmental characteristigfhosa speaking children

from Buffalo City, South Africa, who are on trial.

HypothesidDelinquent children have a greater prevalence ofodevelopmental challenges

than non offenders.

DesignA prospective cross sectional study which usexiasof structured questionnaires in
concert with clinical and neurocognitive assesssientventy, on trialmales and females,
aged between 13 and 17 years old, their parerggadians and educators were interviewed.
The results were compared to general populatiomsatefined by North American
populations using Conners™2Rating Scales, STRANDS self reports and PEERAMID
neurodevelopmental examination. The Xhosa SeniatiSafrican Individual Scale Revised

was used for psychometric testing.

Outcome measurddesence of one or more neurodevelopmental disondeuding
symptoms of attention deficit hyperactivity disard@DHD), intellectual disorder and / or

neurodevelopmental deficit.

ResultsTen percent of participants had a diagnosis of BDbioth were males. Symptoms of

ADHD were identified in 64% of males and 33% of tdes. Neurodevelopmental challenges

were present in 94% (17/18). An incidental findmgs high levels of anxiety.



ConclusionsThe prevalence of an ADHD diagnosis was not highan the general

population, however, the presence of symptoms wggsdnd supported findings in the
literature. Neurodevelopmental challenges weregmtes the majority. Further research is
indicated to ascertain the role of anxiety in fagulation. The development and validation of

culturally appropriate assessment tools is a fuithentified need.
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Abbreviation Full Text

p-add Conners’ Parent Score ADHD

p-dsmiv Conners’ Parent Score meeting DSM-IV ADHidetia
p-anxiety Conners’ Parent Score anxiety

p-odd Conners’ Parent Score oppositional defiance

t-add Conners’ Teacher Score ADHD

t-dsmiv Conners’ Teacher Score meeting DSM-IV ADElideria
t-anxiety Conners’ Teacher Score anxiety

t-odd Conners’ Teacher Score oppositional defiance

c-add Conners’ Child Score ADHD

c-dsmiv Conners’ Child Score meeting DSM-IV ADHDteria

c-anx Conners’ Child Score anxiety
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STRANDS Survey of Teenage Readiness and Neurodawelotal Status

Maternal education
illiteracy

Maternal education risk if <grade 8

Maternal age

Maternal age when child born <18 higja

Maternal alcohol

Consumption of alcohol during praxcy
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Paternal conflict
law

Father ever in conflict with law

Paternal alcohol

Paternal alcohol consumption

Paternal not living
at home

Father absent

Child hi risk Perinatal problems present includisgy low birth weight or prematurity
Child delay Presence of delayed developmental ioites
Child ill Presence of epilepsy/meningitis/head igju

Child education

Presence of very early or delastad to school

Child not with

parent

Child not living with either parent




1.0 INTRODUCTION

1.1 Background

In South Africa, the increasing number of childrerconflict with the law is a challenge, to

the state, educators, parents and health profedsidtudies in the USA and Europe have
tried to identify characteristics of these childterestablish whether their delinquent

behaviour is due to social circumstances and ppveubstance abuse, mental health problems
or a number of contributing factors (Junger-Ta$4t $tattin, 1996; Moffitt, 1996; Fergusson,
2002; Moffitt, 2002). In the USA, eighteen percehthildren younger than 18 years have
developmental delay or chronic physical - behaxabuemotional conditions that place them

at risk for delay (King, 2003).

The hypothesis is that neurodevelopmental challenmggease the risk of children getting into
trouble with the law and thus delinquent childreiwvéna greater prevalence of these

challenges.

This study seeks to identify neurodevelopmentablemas of attention deficit, learning
difficulties and cognitive disability using recoged screening tools through a series of

interviews and assessments in delinquent children.

The population studied were either residents @caie institution or part of a programme run
by NICRO (National Initiative for Rehabilitation @ffenders). All participants were in the

process of court cases and were Xhosa speakers.



In the research report that follows, a literat@@@ew examines studies that have investigated
this problem and also identifies confounding ortabnting factors. The successive chapters

cover study design and results, and a discussittnaxconcluding chapter as the final section.

1.2 Literature Review

Adolescence is a period of dramatic biological,rebge and psychosocial development
(Ford, 1999). Many children reach adulthood withdificulty and yet some engage in

activities that may take them on a destructivestriayry.

One of the goals of this study is to take into actdhe multiple risk factors for child
behaviour outcomes by specifically looking at thgpact on neurodevelopmental
abnormalities. Neurodevelopment is a process thginhb at conception and extends
throughout the lifespan as neural pathways devatapform. It is observed as an orderly,
sequential, progressive and predictable changhiiiies, behaviours and activities seen

within recognised time frames (Capute, 1996).

The importance of normal neurodevelopment is taioltormal physical ability and cognitive
understanding. The proper development of the phisaiailities can be monitored by the
milestones that children reach e.g. sitting unsugpo Cognitive ability is assessed by the
development of language such as two word senteamzfollowing instructions by a certain
age. Both of these complex processes can be aligradost of factors (Capute, 1996).
Adolescent growth and development occurs over pialdomains of function and represents

the neurodevelopmental process of maturation. iigerg an individual as having a



neurodevelopmental disorder or delay depends odédheitions used (Levine, 2001a).
Parents may pick up abnormalities, noting thatrtb#spring do not follow the normal
trajectory of milestones as infants or toddlergeAdatively, abnormalities may be detected
through formal screening by health professionatglerothers are more subtle or manifest
later with the advent of formal learning (Farmed0&). Abnormalities may be detected in any
of the domains of motor development, personal $atieractions, language and
communication, perception, eye hand co-ordinatimh@actical reasoning (Capute, 1996).
Emotional and behavioural abnormalities may mahdsgrimary disorders or as secondary
for example, a child with a speech impediment mayeased or bullied and act out violently

in retaliation.

Problems created by neurodevelopmental delays isndders are often complex. Many
disabilities are associated with other disabilities example; intellectual disability is
associated with seizures, cerebral palsy, behadisorders and language disorders (Capute,
1996). Itis recognised that neurodevelopment@blems are distinct from mental health

problems although they may co- exist and this \dastified in some studies (Abram, 2003).

1.2.1 Neurodevelopmental challenges

There are many neurodevelopmental challengeshbutdnditions considered in this literature
review and study are limited to:

Attention Deficit Hyperactivity Disorders (ADHD(Pratt, 2002; Pliszka, 2003)

TheDiagnostic and Statistical manual of MenBikorders —Fourth EditiofDSM-IV, 2000)

defines three types of attention deficits: a) dardion disorder characterised mainly by



inattention ; b) an attention disorder characterisainly by hyperactivity and impulsivity and
c) a combined attention disorder characterisedagtention, hyperactivity and impulsivity .
It is regarded as one of the most common behauidigarders in children affecting between

5 and 10% of school age children (Tsal, 2005).

Learning Disabilities (LD) and Intellectual Disabjl(ID)

There are problems with definitions of learningathidity as some researchers loosely use this
term to include intellectual disability whereaserthidentify specific learning deficits such as
dyslexia or dyspraxia. Learning Disability is angdc term referring to a group of disorders
where there is difficulty in acquisition and usdistening, speaking, writing, reasoning or
numeracy. It may occur with other morbidities iintrinsic to the individual (Hammill,

1990). LD is diagnosed in about 6% of school agkelien in the USA with twice as many

boys than girls affected (Shapiro, 1996).

ID is defined as significant cognitive limitatiom subject having an Intelligence Quotient
(1Q,) 2 standard deviations below the mean, typidais is regarded as less than 70 (DSM-
IV). ID is frequently associated with other diagessuch as genetic syndromes and cerebral

palsy. (Capute, 1996).

Developmental Coordination Disorder (DCD)

DCD is described in children who exhibit signs ahar neurological dysfunction and this is
associated with motor dysfunction. Simple minaunoéogical dysfunctions may lead to a
moderate increased risk for learning problems. Betws-15% of children experience

difficulty in learning movement skills (Rothenberg2005). In adolescence, these problems



tend to be with fine manipulation and coordinatidrhe neurodevelopmental assessment used

in this study was designed to identify these pnaisle

Lanquage Disorder

Language delay is often associated with behavialisalders, ADHD, oppositional disorders
and intellectual challenges (Lipkin, 1987; DekKk&03). Autism spectrum is sometimes
included as a communication disorder althoughstdiatinct DSM-1V criteria.

Language deficits tend to be in conceptualizattmmprehension and judgement. This appears
to impact self- regulation, social problem solvingyral reasoning and perspective taking

(Levine, 2001a).

1.2.1.1 Epidemiology

The World Health Organisation (WHO), estimates #&20% of children, world-wide have
developmental disabilities (Lipkin, 1996). North Anitan and European data suggest a
prevalence of 5-20% of affected children (Kohl€981).

Figures for prevalence of developmental disabditg delay in South Africa vary according to
the definition of disability, between 5-17%. Thed20census figures suggest 200 000 children
under the age of 10 years and 300 000 betweend.@Gyears of age, i.e. 2-3% are affected
by disability. This is probably an underestimatar{sdown, 2002). In a study of 6 692
children in Bushbuckridge, 291 children had atidasr more disabilities (Christianson

2002).



1.2.1.2 Causes

There are many factors which have been proposeduses for neurodevelopmental delay in

children.

1.2.1.2.1 Biological Causes

Antenatal factors

Some early stresses have enduring effects (Land®98). Adversity exerts its effects via
many pathways; these may be direct or indirecek@mple: physical trauma or psychological
trauma. Psychological trauma has been shown tothiepatterns of subsequent
neurodevelopment (Gorski, 1999). Learning diffimdtmay result as a consequence of this
(Beck, 2005). Antenatal insult with drugs or alchipsematurity and low birth weight impact
the child’s development (Taylor, 2005). Seizureodigrs and sensory deficits such as visual
or hearing deficits have long-term consequencestudy by Bergvall et al (2006), found an
association between restricted foetal growth amdittellectual performance that was

persistent and only partly mediated by socioecon@mnfamilial factors.

Genetic factors

There is an increase in recognition of a substiagéiaetic contribution to neurodevelopmental
problems. Some neurodevelopmental disorders haleaagenetic basis e.g. Williams
Syndrome, Down Syndrome etc (Crocker, 1999). Geffiatitors may also influence the
response to other antenatal factors. A reviewdnyldr and Rogers (2005) examined early
adversity and developmental disorders looking aege factors which can alter both the
exposure to and impact of environmental adverdtyr example, in genetically vulnerable

individuals, an abnormality develops with the dopartransporters during maternal smoking



during pregnancy; an increase in carboxene haerioglkeads to diminished oxygenation to

the foetus and ADHD like behaviour may result (TBayR005).

Birth weight and prematurity

Very low birth weight babies and prematurity, (bivveight less than 1.5kg or less than 29
weeks) have a strong association with future logndove ability and they appear to have
higher than averageehavioural problems (Delobel-Ayoub, 2005). Theypear to be
structural abnormalities in the hippocampus andatiaristic memory impairment (Taylor,
2005). The low birth weight may reflect poor antahaare, which leads to the low IQ, and a
foetus with an abnormal brain is more likely to @dad delivery problems. Babies
subsequently diagnosed with neurodevelopmentatdbss such as intellectual disability,
autism, ADHD and developmental co-ordination digordCD) are more likely to have had
low birth weight and prematurity. What is not krnoyet, is the extent to which the

neurological alteration is expressed in psycholalgiisturbance (Kunugi, 2001).

Toxins

In South Africa, the major toxin to which the fogtis exposed, is alcohol. Foetal Alcohol
Syndrome has well recognised physical signs andskdor psychological impairment is
high. It is a common cause of generalised leardisgbility, ADHD, deficits in adaptive
behaviour and a risk factor for psychiatric disesd&ilberg, 2003). The incidence may be in
the region of 2:1000 births (Mick, 200BExposure to toxins such as lead, also has an
association with decreased 1Q (Needleman, 1990)hylenercury leads to abnormal brain

development and learning disability in later lifedelayed neurotoxicity can manifest many



years after cessation of exposure, with diministéehtion, memory and auditory processing

(Taylor, 2005).

Infections

Many types of infection during pregnancy may regsutieurodevelopmental delay. The
effects of congenital rubella syndrome, toxoplassyayphilis, cytomegalovirus and herpes
may include microcephaly, intracranial calcificati@horioretinitis, microphthalmia or a

combination of these conditions (Hudgins, 1999).

A number of infective causes that develop in cloladh, have been identified that lead to
neurodevelopmental problems. Increasingly, HI\esognised as causing developmental
delay and encephalopathy (Navarro, 1996). Cyststsds endemic in parts of South Africa
and the subsequent seizures that a child may experimay lead to developmental problems
(Mafojane, 2003). Streptococcal infections haverbassociated with a number of
neurodevelopmental abnormalities as a result ointipact on the basal ganglia, such as

obsessional disorders and tics (Heubi, 2000).

Trauma

Severe head injuries in children less than 2 yelarsnay have severe and differing
consequences (Schachar,2004). In accidental amdecwdental trauma associated with post-
traumatic amnesia of at least 7 days, there israigtion of working memory, visio-spatial and
visio-motor skills becoming more impaired than \&rkills (Donders, 2006). There is also an

association with closed head injuries and ADHD simys (Schachar, 2004). There is no



specific brain damage syndrome but a number of/iddal impairments of functioning are

noticed (Taylor, 2005).

Malnutrition

Generalised malnutrition is probably a common cadseajor early adversity, particularly
within the rural communities of South Africa andyread to cognitive blunting (Labadarios,
1999). The resulting low intelligence may itsel&d to further behavioural problems

(Ballabriga, 1990).

More discrete differences are also important inghnogenesis of neurodevelopmental
disorders. lodine deficiency leading to undiagnasgabthyroidism in pregnancy has adverse
effects on the foetus (Taylor, 2005). Iron deficignparticularly early on, has later,

disadvantageous effects on 1Q and school perforem@@antham- Mcgregor, 2001).

Apart from these biological causes, the environnoétie child can also cause

neurodevelopmental abnormalities.

1.2.1.2.2 Environmental Causes

Social and familial influences

The context from which children come influencesrtbehaviour, both from a genetic and
from a role modelling perspective. This latter cdmition may be either protective or may
increase the child’s risk of neurodevelopmentallehges. In 1979, in the Isle of White study,
six risk factors were demonstrated that signifiacorrelated with childhood disorders.

These factors were: severe marital discord, loviesstatus, large family size, paternal



criminality, maternal mental disorder and fostexgeiment (Rutter, 1985). This was
confirmed in subsequent studies where a higher euwitrisk factors, led to a seven times

increased risk of poor academic outcomes (Apple\20a5).

Studies have looked at the risk factors and theimdative effects over time (Fergusson,
2005a). The risk factors have a long term negative impacthildren’s development,
including both increased externalising and intesivad) behaviour problems, school
achievement and cognitive problems. Some studies loaked at pairs of factors associated
with child maltreatment, for example maltreatmeamd ater-parental violence (Ferdinand,
2004). Other studies have looked at the contributiomtérigenerational abuse (Dixon,

2005a, 2005b).

Maternal factors

There is a suggestive, although not causal assotiattween psychological distress in
pregnancy and the development of ADHD symptomse mhjor causative features appear to
be a combination of stressful family circumstangesetic and psychosocial factors (Linnet,
2003). Maternal emotional over-reaction, possilslyaaonsequence of trauma or harsh
treatment, leads to dysregulation of attentiorhadhild. There seems to be a clear effect
between pre-term birth, maternal anxiety or depoessvhich leads to a doubling of risk of
behavioural problems at 4 years old (O’Connor, 2d@3/lor, 2005). Maternal depression is
one of the strongest family determinants of chiddlth and functioning. Effects include
breakdown of maternal-infant attachment, childhbetaviour problems, lower self- esteem

and delays in emotional and social development @&m 2003)Low maternal educational

10



status, young maternal age and single parenthaoddatitional risk factors (Appleyard,

2005).

There is a complex interaction between the psyaicdb and social environments and the
biological impairment. For example, this is notede modified when there is consistency of
care, availability of caretaker and the responsgsrof that caretaker to the child’s needs
(Taylor, 2005). Neglect of children appears to lemd decrease in inquisitiveness and
exploratory behaviour which in turn affects leaghand development (Zimmer, 2003). There
may also be an association with poor developmeselbfregulation, impulse control and
attention (Dixon, 2005a). It appears that longaiquls of deprivation tend to be followed by

persisting abnormalities of mental development.

Thus, the biological factors, in addition to tengraent and psychopathology and environment
may lead to problem behaviours. Many problemsnoftexist and we still have a poor
understanding of genetic and environmental intévastand correlations. It appears that the
timing of exposure in development is a criticaletetinant of impact; this has been clearly
shown in animal studies but application to humarstill unclear. The influence of genetic
factors, family factors, social incompetence angatige life events, also increase the risk of

psychopathological disorders (Dekker and Koot, 2003

1.2.1.3 Consequences

Children with neurodevelopmental challenges aretarbgenous group at risk for persistent

limitations in more than one domain with associdéaaning disabilities, co-morbidities and

11



social dysfunction (Pratt, 2002). Complex neuratagdysfunction appears to have a strong

correlation with developmental and behavioural pgots later (Wilson, 2005).

Learning disabilities impair the child’s ability mathematics, expressive written or oral
language, reading and comprehension. Dependineoseverity of the deficit, the child may
be able to mask or compensate for its impact, hilt nvaturation, demands exceed ability and
the deficits manifest. These deficits are often lomed with attention problems. By the age of
ten years, the normally developing child has thitalo focus and sustain attention and
deficits in these areas lead to problems with legr(Farmer, 2006). The study by Mayes et al
(2000) found 20-50% of children with ADHD have areing disability and in another study,
sixty percent of children with ADHD had school difflties (Landgren, 2003). In addition, a
learning disability and juvenile delinquency havetrang association; in one study, 36% of
incarcerated juveniles were found to have a legrdisability and youth with learning
disabilities were twice as likely to have commiteedrime compared to controls (Brier, 1989).
If intellectual disability is present the problesnxdompounded. As intellectual functioning
decreases the detrimental impact on academic,l ssadaemotional functioning increases

(Pratt, 2002).

Neurodevelopmental disorders such as ADHD are &gsdcwith a number of co-
morbidities such as conduct disorder, oppositiolefiance disorder, depression, mania and
anxiety. Co-morbidity increased the risk of devjamotional and behavioural problems by
three to four times (Dekker, 2003a). In childrethaa lower IQ there is an association with

psychotic, self absorption and autistic behavigekker, 2003b).
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Severe hyperactivity is a strong predictor of ppsychosocial adjustment. These children are
more prone to accidents, psychiatric problems wlestence, educational and occupational
failure and fewer satisfactory relationships (Tayl®96). A longitudinal study by Fergusson
et al (2005b) examined the role of intelligencéoimger term educational achievement and
social adjustment. Their conclusion was the assooidetween early intelligence and later
social adjustment was mediated by childhood congatilems and family social

circumstances.

An individual's experience of adolescence is infloed by cultural context and environmental
factors. Shifts in family composition, schools geér culture all impact the experience. In
addition, the maturation process taking place acaudifferent rates in different domains so
that a physically mature and cognitively immatutlelascent may be more vulnerable to peer
pressure and impulsive risk taking (Ford, 1999)oladcence is a period of increased
individuation, metacognition and impulsivity, andbplems with neurodevelopment may lead

individuals into trouble, with parents, school ahd law (Ford, 1999).

1.2.2 Juvenile Delinquency

Juvenile delinquency is a legal term applied toillegal or criminal behaviour by those who
are not yet considered adult (Dusek, 1996). In I$dditica, a juvenile is defined as someone
under the age of 18 years old. The juvenile igéekdifferently to adults within the legal

system, for example the offender’'s name is notiphbt in the press.
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1.2.2.1 Epidemiology

There is a dearth of accessible statistical dagouth Africa regarding the prevalence of
juveniles breaking the law. It was estimated thataerthan 170 000 children were arrested in
2001 mostly for property offences such as theftrihgh, 2003). The police statistics for
years 1999 through to 2001 showed an annual avefafi282 juveniles arrested in the
Eastern Cape, about 9% of the national total. QB&6 of the juveniles arrested were female

(Muntingh, 2003).

1.2.2.2 Causes

Delinquency is caused by multiple determinants Wk in combination. These include

individual challenges, parental influences and geeup influences.

Individual ChallengeqLoeber,1983, 1990)

Biological Challenges: The individual may have anfoer of inherent factors that predispose
to delinquency. Peri-natal complications may leaddurological impairment in the frontal
lobes, which in turn affects primary executive ftioc. This leads to a deficit of and problems
with impulsivity, verbal expression and an underdtag of societal norms. In an
environment where there is deficiency in shaping modelling pro-social behaviours, this
may set a child up to fail, both in relationshipghwhis peers and at school. As a result of this

complex interaction of factors, anti-social behavgomay then result.

Psychological Challenges: There is a large bodgsdéarch on the development of conduct

problems in childhood. Most of these have expldhedpsychopathological characteristics of

14



children in conflict with the law rather than nedevelopmental deficitger se(Abram, 2003;
Ford, 2003; Harrington, 2005). An examination ad girevalence of DSM-IV Disorders in the
United Kingdom demonstrated an incidence of 9.5%égeneral adolescent population and
in the USA one in 12 adolescents suffer from mogdrdergFord, 2003; Ryan, 2004).
Juvenile offenders have prevalence rates of DSMiddrders of between 17 and 78 percent
(Ryan, 2004). Children with ADHD often have a negatmood (Barkley, 1981). The research
suggests that children with conduct problems itdtioiod will develop abnormal psychosocial
functioning as adolescents and that crime, substabhase, mental health problems and
multiple sexual relationships may be the outcomagih, 2005). Conduct disorder in

delinquent juveniles has a high correlation withiqeoor judicial contact (Ferdinand, 2004).

There appears to be a developmental progressiondesly conduct problems to later
substance abuse i.e. the former predisposes tatthe Alcohol is the most frequently used
substance amongst adolescents. Types of adoledcehbl use, range from problem
drinking, to heavy drinking to those who abstairdonk occasionally. There is also a strong
association with conduct disorder, aggression atidgliency in children who use alcohol
(Steinhausen, 2003). ADHD is often associated witheased tobacco and alcohol use which
promotes vulnerability to nicotine dependence, gleetancy and conflict with the law

(Daley, 2004).

The research methodology used by these reseaiobkrded self report surveys which
identified internalising behaviours such as depoesand anxiety as well as defiant behaviour
variables. Most of the studies quoted relied oft seport from the adolescents. Most of the

studies were cross sectional in nature althoughuseal birth cohorts and twenty five year

15



longitudinal studies (Fergusson, 2005a, 20034 the studies identified related social,
familial, individual, genetic and other correlatesich led to conflict with the law. A criticism
is that these studies often focus on a single et fi.e. one diagnosis) which, with regard to
development issues, may obscure some of the peevaects. A strength of some of the
studiesijs thatreports from multiple informants were used whickeghetter predictive

validity (Vermeiren, 2004). Some of the studieduded females and examined the
differences between genders (Ryan, 2004). In Safitban studies, genetic factors appear to
play a strong role in females who abuse substaaue$ or suffer with depression. In males,
the environment i.e. family dysfunction and devipeér groups, has a greater influence and
genetic factors appear to be limited to tobaccoaoohol use (Wild et al, 2004). A weakness
of some of the studies was that the different tasksd only identified psychopathological
problems and some studies compared different {feislinand, 2004).

The individual factors for each child can be furtaected by the environment in the home.

Parenting and Family Factors

Prediction of anti-social behaviour in middle chitabd, from a biosocial model, has been
explored in a number of studies and a combinatforegative factors, such as peri-natal
complications in the presence of rejecting pargnéind family adversity, leads to a number of

anti-social behaviours (Petras, 2004; Beck, 2005).

Intergenerational continuities (three generationgnti-social behaviours have been shown in
the Cambridge Study in Delinquent Development (Bn#004). Parenting patterns play a role
in these continuities, for example, parental coh#iind authoritarian parenting were related to

early childhood conduct problems.
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Poorly supervised fathers became poor supervisofiatiaers. Assortative pairing appears to
take place in that anti-social males tend to parminé-social females. A comprehensive
review of studies of family impact on delinquenoncluded that family criminality was one

of four important categories of family influencensistently found in the literature. A criminal
father appears to predict the likelihood of deliegey and this seems to be independent of the
other three categories of poor school performaoitesr family disruption and poor child
rearing (Loeber 1983; Dixon, 2005@he Cambridge study in Delinquent Development also
demonstrated continuity in bullying between generat of parents and children (Dixon,
2005b). Offending is transmitted from one generato the next and it appears to be strongly
concentrated in families. Even if parenting itsglhot learned and is transmitted across
generations, it is likely that socialisation praes and in particular, inept parenting influence
and interaction with biological factors and so@aVvironments. These are then translated into
anti-social behaviour in children. Parenting tisdtarsh or abusive; where there is poor
supervision, inconsistent discipline, parental Goh&nd lack of affection and support, clearly
have negative factors (Fagan, 2003; Smith, 208d)sent or anti-social fathers appear to
impart a genetic risk as well as exacerbatingdliffies encountered by single mothers trying
to cope alone with the burden of income stability eNegative parenting practices, in

particular parental rejection, are a major riskdador delinquent behaviour (Barnow, 2004).

One of the other causative relationships is the@ason between self-esteem and risk
behaviours. In a study by Wild, (2004) family sefteem was the strongest indicator in terms
of behaviour. A low family self-esteem led to nipik risk behaviours in males and females;
a low body image and global worth was uniquely eisded with risk behaviours in females

but not males.
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Family violence in childhood appears to have adlliedfect on delinquency in females but
failed to account for problems in males (BeckeQ20 Human aggression caused by early
exposure to violence in the home is a result dievice being a part of relationships and seen
as an acceptable way to assert views or resolviiaterand becomes an acceptable method to
discharge stress (Pratt, 2003). Finally the efééthe peer group outside of the home cannot

be discounted.

Peer Group Influence

The role of peers is influenced by the parentirlg so that a harsh, rejecting parenting style
tends to lead to greater susceptibility to peessuee. The individual also often develops an
aggressive interpersonal interaction style thatdda rejection by some peers, and may lead to

friendships with other adolescents in a similanation (Gold, 1980).

The interpersonal relationships that develop betwmers, influence choices that impact
behaviour of teenagers. Social associations mag agwositive or negative influence such as
introduction to gang culture. There is increasieggarch demonstrating the correlates of
individual behaviour and practices with anti-soeiatl adverse outcomes that include crime,
substance abuse, school difficulties, mental hgaltblems, suicidal behaviours,

unemployment, teenage pregnancy etc. (Dube, 268guBson ,2005a; Greydanus, 2005).

An increased risk for drug taking appears to drise delinquent peer groups. It may be that

an emotionally distressed or inhibited person nape to use drugs or alcohol as a way of

relieving their negative mood. That is, they seHdicate. An associated risk factor is
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parental depression and thus a higher risk of anbstabuse is seen as a mixture of

environmental and genetic interactions (Silbergle2003).

Young children who are violent, are more likelygt@w up to be violent as adolescents and
adults. Violent behaviour occurs as a result cbafluence of multiple factors and pathways.
There is an increased risk of severe and persistental illness during childhood and an
association with neurological impairment, psychaaas$ head trauma (Schachar, 2004). There
may be an association with gang membership andfripassage (Greydanus, 200&)uth

who commit serious violent crimes are a distinciugr of offenders who are substantially

different from the typical juvenile involved in dafjuent conduct.

1.2.3. Assessment of Psychopathological and Neured®pmental Disorders in

Adolescents

Neurodevelopmental disabilities and psychopatholaftgn co-exist as do juvenile
delinquency and psychopathology (Brier, 1989; Beck@02; Dekker, 2003; Ford, 2003;
Fergusson, 2005a). The dilemma arises that psathological disorders cannot be
completely excluded in a study of this nature. €hera difference between a clinical
diagnostic approach which reaches a consensuspgytexhat a diagnosis is either absent or
present (but does not distinguish between severitige range of symptoms) versus the
empirical quantitative approach which tends torasieg scores and gives information
regarding number of symptoms and severity. Nortbede approaches fully satisfies the
assessment and diagnosis of child psychopathologguodevelopmental challenges. These

factors were taken into account when developing study which tried to use both paradigms.
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Most previous studies had limitations in terms efhgralisability. This related to the types of
study; most were cohorts of volunteers or adoldscemmmitted to institutions. There were
wide variations in sampling in measurements arglagnostic criteria. As there are
difficulties making a firm diagnosis, mental hegtfoblemsper se were excluded. These
international studies thus cannot be generalis¢det&@outh African juvenile delinquent

population.

A criticism of some of these studies is that onBirsgle outcome or risk factor was identified.
This approach is simplistic as it does not refteetco- existence of multiple adversities.
There appears to be a cumulative risk in child bigha outcomes; the more risks present, the
worse the outcome for the child. Thus, a low daaio-economic status with high parental
stress, family disruption and inter-parental viakemn early and middle childhood have more
negative outcomes. The timing of insult was alsendled to be an important factor with early
childhood being the most vulnerable per{@dylor, 2005) However, this was difficult to
quantify within this study. Some authors have stalbat poverty, insurance status, family
discord or violence and the health status of adulisin a family are more common
determinants of a child’s developmental status thampresence of biological disease (Pratt,

2003).

This research report takes into account the negatind positive family influences through the
use of demographic questionnaires. A number ofritrtory factors appear to cause the
neurological deficits that lead to neurodeveloprakptoblems. Many of these confounding
factors were ascertained in the child health goestire used in this study. Some studies

have looked at isolated factors within the delinguysopulation such as executive function,
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verbal deficits or range of neurodevelopmental toess. Findings are often inconclusive
(Teichner, 2000). A neurodevelopmental examinaitioone study identified that 18% of

delinquents (versus 4% of controls) had deficitsore than two domains (Karniski, 1982).

South African research in this area is limited; tiv@st recent, at the time of this study, looked
at adolescent risk behaviours and self esteemetttified low self esteem as a contributor to
risk behaviours which included early sexual experge substance abuse etc. (Wild, 2004).
There are no studies devoted to the neurodeveldgjain@ofiles of juvenile delinquents in
South Africa. Therefore the aim of this study wasdentify neurodevelopmental challenges
experienced by juvenile delinquents in the Easiape and to compare these challenges with

those of the international literature. Multiplekrictors were assessed.
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2.0 METHODS

A prospective, observational cross sectional study performed. The study took several
months to complete. In order to identify developtakdeficits, a number of different

questionnaires and perspectives were used.

2.1 Sample

The subjects were all in the court process and wexe either referred by the NICRO social
worker or by the state social worker at the detentinit, to the project as they entered the
judicial system to await trial after being chargeith various offences. An explanation of the
research was given to groups of offenders and gaents by the researcher via an interpreter
explaining the purpose of the study and outlinimg toles and expectations of the participants.
They were included in the study unless they ortpaients /guardians declined. The subjects

were all volunteer adolescents.

Adolescents over the age of 18 and younger thareags old were excluded.
All subjects were on trial for a range of non- eiol offences including car theft, shop lifting

and attempted ” minor” assault. Violent offendeeravexcluded.

2.2 Site of the study

The subjects were from Buffalo City in the East€ape They were either committed to a
residential detention facility (John X Merriman eietion centre) or committed to probationary

care and enrolled in a programme facilitated by RGC(National Institute for Crime
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Rehabilitation). The interviews and examinationkiptace either at the detention centre in a
room set aside for this purpose or at NICRO sitdsast London and Mdantsane as these were

accessible to the participants.

The sample aimed initially to reach a minimum ofcB@dren. The high drop out rate resulted

in a final sample size of 20.

The trials were ongoing and the children were eitoenmitted by the court to the NICRO
programme or committed to NICRO pending trial aedtencing. The children in detention

were there predominantly due to concern with re¢gamabsconding during the trial.

2.3 Procedures

A presentation was done by Xhosa speaking reseasibtants on the outline of the research
to the offenders and their parents. This was dbraugh a series of four groups of NICRO
programmes. Volunteers were requested from thaé Bwth parents and participants had to
agree to participate. A letter outlining the resbaras written to each of the parents and the
adolescents; the letters confirmed confidentiaitg anonymity of results. The parents were
also offered the results of their child’s individsaores. The children in the residential
detention facility were approached directly. Pambobnsent was then elicited telephonically
where possible. Tracing of participants’ parents aiempted and letters posted to them or

visits by research assistant to obtain consent otlzer cases.
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Trained survey administrators used a standardiseglation of the tools. The American
publishers of the tools declined to give permissarfull translations to be available to the
participants as they felt the study was too snidé following process was used for all
participants:
1. The offenders completed the responses on th&iqaoeaires as the administrators
read the questions to them.
2. Parents were interviewed separately by thedthgurvey administrators and
completed the surveys and questionnaires.
3. The offenders were then invited to a separgbeiapnent for neurodevelopmental
assessment by the researcher.
4. Psychometric testing by a Xhosa speaking inpsgichologist was then performed
on half the sample of offenders.
5. A letter was sent to teachers of the childvemch did not reveal the aspect of

conflict with the law, and requested them to cortgolequestionnaire

Each of the subjects was assured that they couliivaiw at any stage and without penalty
further affecting the overall rate of attrition. @mlentiality of the all the responses was
assured. On each occasion, the transport co#ite @larticipants were covered to support

higher rates of adherence to the study protocols.
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2.4 Instruments (Appendix 2)

Instruments were selected on the basis of liteeateviews identifying the most appropriate
for the purposes requiré@onners, 2001; Levine, 2001; Collett, 200B)o single tool identified
all the neurodevelopmental challenges, and soiatyavere selected that gleaned information

from a number of sources in order to increasebidiia

All the instruments were translated into isiXhosd &acilitated by trained survey
administrators. The translation of all the scatds isiXhosa followed established guidelines,
including the appropriate use of back translatidme translation into isiXhosa was made by
two independent parties followed by discussiorheftranslated questionnaires with other
isiXhosa speakers who then commented and did atbaaglation into English. These were
compared with the original English translation ts@re fidelity to the tool. Each survey
administrator had a copy of the isiXhosa transtatiad the English original to further

augment the accuracy of the survey.

The interviews and neurodevelopmental assessmentaaeried out on the same day at one of
the sites when possible. It was sometimes negegsdo the interview and examination over
two separate sessions. The psychometric testingparésrmed on a separate day by mutual

arrangement with the psychology intern and pardicip

Each child subject completed the Conners-Well'slasicent Self Report Scale: (Long
Version CASS:L). They also completed the surveye¥nage Readiness and

Neurodevelopmental Status (STRANDS) developed Byt®oper PhD and Melvin D Levine
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MD. This is an assessment tool that uses the amiles evolving meta-cognitive abilities to
correlate findings of attention deficit. It is a tdimensional student completed questionnaire
using a Likert scale. This in itself is not diaghosbut gives supportive information to the
Conners’ self- assessment. It asks them aboutdlairperceptions of how they are
functioning across a variety of neurocognitive @sgicho-social domains. The STRANDS
consists of two components: a structured studeahiiew and a self- administered student
guestionnaire. In a pilot study it was discoveleat the student interview was too advanced
and difficult for the subjects to complete so otfilg student questionnaire was used. The
subjects report on how they perceive five key acddBeir lives: school skills, school life,
social life, school preferences, work preferencesr@asons thereof. They are asked to offer
explanations that help to inform the reasons fopstperformance, either positive or
negative. This only requires a low level of readingrefore little assistance was required from

the survey administrators.

The parent/guardian was asked to complete the Gsrl& Parent Rating Scale Long
Version (CPRS-R:L). The main use of the ConnergirigeScales Revised is the assessment
of Attention Deficit Hyperactivity Disorder howevérhas a broader scope as it contains sub
scales for the assessment of conduct, cognitive)ffaemotions, anger control and anxiety

problems.
The parent/guardian also completed a demograpl@stiqunnaire that included a history of the

social background of the parents of the subjectthadubject’'s medical and developmental

history.
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The neurodevelopmental examination utilised ThelRé&gc Examination of Educational
Readiness at Middle Childhood PEERAMID 2. It wasealeped for urban American children
between the ages of 9-15. The assessment allovesljiostment within different cultural
groups and it was felt that extending the age rarfigese was not inappropriate. (Levine,
1993) This is a standardised examination where the fafigwlomains were assessed:

* Fine motor/graphomotor functions.

* A modified language function examining category magrand picture parts naming
assessing phonology, word retrieval, expressiventiy, semantics and active working
memory. The full language function was omittedgcactical reasons as an appropriate
Xhosa translation was not available.

e Gross motor function assessing praxis somesthafics, motor sequencing, motor
inhibition and rhythmicity. Motor memory, eye hacabrdination and visual spatial
awareness were included.

* Memory function measuring sequential memory, regieactive working memory,
sentence comprehension, visual registration, saort memory, auditory registration,
planning/organisation.

» Visual processing functions which assessed domaansual spatial awareness,
memory functions, sentence comprehension, graplamontrol, visual motor
integration, visual spatial awareness, short teemory, planning and organisation.

This was conducted by the researcher who is traméte use of the neurodevelopmental

examination and tools.
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Psychometric assessment was performed by 3 Xheskisig psychology interns under
supervision. The Xhosa Senior South African IndirgidScale- Revised (XSSAIAS-R)
published by the Human Sciences Research Counsibsged. This is a recognised and much
utilised tool within the South African context. Thalidity and reliability of this instrument

has been documented with an age appropriate nareath scale. It provides verbal and non-
verbal scores as well as an overall IQ score. 3tudy has defined intellectual disability as
those children with cognitive deficits or intelligee quotient of 70 or less. Learning disability

refers to specific learning deficits.

The educator was asked to complete the Conn&fsT@acher Rating Scale Long Version

(CTRS-R:L).

2.5 Data Analysis

The outcome of the assessments was to give profileslividuals and then measure the
significance of various factors impacting on thatividual with regard to their subsequent
offending. Neurodevelopmental profiles were credteeach participant. They were then
analysed for the presence of deficits which codd&tegorised as either a diagnosis
(according to DSM-IV criteria) of Attention Deficiisorder, or developmental delays.

Gender differences were also analysed.

The incidence of neurodevelopmental problems was &scertained within this small sample.

The data was analysed using 2x2 contingency tablegparing binary outcome variables.
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Diagnosis of ADHD: The data was summarised usingmrmed, percentages and confidence

intervals.

The demographic data was also examined to checasgmciations that predisposed
participants to neurodevelopmental problems or¢batd be perceived as confounding
variables. The use of different assessment tostsalowed for comparisons between
different modes of detecting problems. Identifygigength of association between constructs,

employed Fisher’s exact test.

Diagnosis of Intellectual Disability or Learningdaibility was compared using the results of

PEERAMID and XSSAIS-R.

The statistical package Stata (Stata Corporatiolie@e Station, TX,USA) was used.

29



3.0 RESULTS

Data was analysed for a total number of twentyigpents. If only one component of the data
was missing, the information on that participansweluded. The gender breakdown: 70%
were male and 30% female. The age range was beti®and 17 years old. Eight
participants were 13 to 15 years old and the redeaiwere 16 to 17 years old. The mean age
was 15.5 years. Four of the participants had nognesssed beyond grade four, one was in
grade seven and the remainder were in high school.

A summary of the neurodevelopmental profiles andatgraphics is in Appendix 1.

3.1 Diagnosis of Neurodevelopmental Challenges

Attention Deficit Hyperactivity Disorder (ADHD)

Table 3.1 Mean Scores of Selected Conners’ Resulége legend) _

1 2 Score 3 Mean (sd) 4 lgloover ° E](t)g:\lli?nce

Parent p-add 67.60 (15.32) 9/15 59.11; 76.09
p-dsmiv 65.07 (14.15) 9/15 57.23;72.90
p-anx 76.33 (13.03) 13/15 69.12 ; 83.56
p-odd 58,27 (16.00) 6/15 49.41 ; 67.13

Teacher t-add 64.50 (14.39) 7112 55.35; 73.65
-dsmiv 66.17 (15.87) 6/12 56.08 ; 76.25
t-anx 67.84 (14.84) 8/12 58.41; 77.26
t-odd 60.42 (14.74) 6/12 51.05 ; 69.78

Child c-add 55.4 (9.43) 9/20 50.99 ; 59.81
c-dsmiv 49.7 (8.16) 4/20 45.89 ; 53.52
c-anx 53.3 (8.69) 3/20 49.23 ; 57.34

Results from parent, teacher and child surveys gshewnean for each subset of results for

selected items: symptomatic ADD, a DSM-IV diagnadi®\DD, oppositional defiance




disorder (ODD) and anxieti over 60 indicates the number of children in ecategory who were
symptomatic i.e. had a T score of over 60.

Abbreviation Full Text
p-add Conners’ Parent Score ADHD
p-dsmiv Conners’ Parent Score meeting DSM-IV ADHldecia
p-anxiety Conners’ Parent Score anxiety
p-odd Conners’ Parent Score oppositional defiance
t-add Conners’ Teacher Score ADHD

. Conners’ Teacher Score meeting DSM-IV ADHD
t-dsmiv oo

criteria

t-anxiety Conners’ Teacher Score anxiety
t-odd Conners’ Teacher Score oppositional defiance
c-add Conners’ Child Score ADHD
c-dsmiv Conners’ Child Score meeting DSM-1V ADHDteria
c-anx Conners’ Child Score anxiety

The self- report does not include scores for ogjposl defiance.

Conners’ T score criteria state that a score of 6@ameans that a symptom is present and
impacting on the context in which it is measureahfle or school). For a DSM- IV diagnosis
of ADHD, scores must be over 60 for both parentt@adherwithin the domains of inattention

and or hyperactivity/ impulsivity(Conners, 2001).

The number of participants who met the symptonecatfor ADHD was 60% (9/15) for

parent score and 50% (6/12) for teacher score.

The individual profiles demonstrated that only tmales (10% of sample) met the full criteria
(both parent and teacher scores were over 60) i8M-IV diagnosis of ADHD. No females

met the DSM-1V diagnostic criteria although 16% aeymptomatic.
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Typically, self-assessment by adolescents doeaswatlly identify attention deficit, however
five subjects identified symptoms with one corrielgiwith the parental and teacher
assessment. Four females identified attention ilsffsmptoms, one with attention deficit and

DSM-IV criteria.

Co-morbidities often associated with attention cefire anxiety and Oppositional Defiance
Disorder (ODD). Of those participants who had syonm of attention deficit, 50% (9/18) also
demonstrated some degree of anxiety within the haonéext and 28% (5/18) within the
context of school. ODD was identified by parentd@96 (6/15) and teachers identified 50%
(6/12) as having ODD. The ODD is a risk factor donduct disorder which is in turn

associated with delinquency.

The STRANDS identified 40% (8/20) of the childreitiwa self- assessment diagnosis of

ADHD. A total of 36% (5/14) of boys and 50% (3/6)lggdemonstrated predominantly high

external locus of control which is consistent WA HD.

Diagnosis of other neurodevelopmental challenges

The neurodevelopmental assessment was completeeigtiteen out of twenty candidates
being assessed. The total PEERAMID score indicthigidseventeen out of eighteen
participants (94.4%) were below average comparétbtth American populations (the
control). When the scores were broken down togoaies, below average scores were found
for seventeen out of eighteen for fine motor, laaggiand memory. All identified above

average gross motor skills. Visual perceptionté¢ien out of eighteen were below average.
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The Xhosa SSAIS-R was performed on half the colhertien students were assessed. Three
students were identified as having scores of 98sw. The Xhosa SSAIS-R identified one
participant as borderline intelligence with an If)¥6.5. This may indicate a mild intellectual

disability.

3.2 Individual and Environmental Risk factors identfied

Characteristics of the study group were analysetertain the family or environmental risks
that would predispose to neurodevelopmental chgélenindividual risk factors were also

identified. These risks were ascertained from thiebfattery of tests and questionnaires used.

Maternal risk factors: 44% of mothers had low levels of education, agegsed risk factor

in child well-being. However this was not signifitan this study. Very few mothers were
under the age of eighteen when their children werea and very few drank or smoked during
pregnancy.

Paternal risk factors: most children were not living with their fath€B9%). However the
significance on a diagnosis of ADHD was not appar®ne father had a criminal record.
Parental risk factor variability : One father and four mothers were known to be aksad
Within our research cohort 45% (9/20) did not hvih either parent.

Child factors: 23 % had a history of high risk birth either lbivth weight or prematurity. No
children had developmental delay in reaching noless but 73% had disruption in schooling
either starting very young or later than eight geafrage or repeating grades. Four participants

(20%) had not progressed beyond grade 4 at thedirnesting.
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Table 3.2 Proportion at Risk of NeurodevelopmentaChallenges Based on Full Battery of
Tests

Proportion at Risk At Risk (%) 95% Confidence Interval
PEERAMID 94.4%  (17/18) 72.71 ;99.86
Strands 40% (8/20) 19.12 ; 63.95
p-add 60% (9/15) 32.29 ; 83.66
p-dsmiv 60% (9/15) 32.29 ; 83.66
p-anx 86.7%  (13/15) 59.53; 98.34
p-odd 40% (6/15) 16.33; 67.71
t-add 58% (7/12) 27.67 ; 84.83
t-dsmiv 50% (6/12) 21.04 ; 78.91
t-anx 66.7%  (8/12) 34.89 ; 90.08
t-odd 50% (6/12) 21.09 ; 78.91
c-add- 45% (9/20) 23.06 ; 68.47
c-dsmiv- 20% (4/20) 05.73 ; 43.66
c-anx- 15% (3/20) 03.21 ; 37.89
Maternal education 41.2%  (7/17) 18.44 67.08
illiteracy

Maternal age 7.7% (1/13) 00.19 ; 36.03
Maternal alcohol 6.7% (1/15) 00.17 ; 31.95
Maternal smoking 13.3%  (2/15) 01.66 ; 40.46
Paternal conflict law 11.1% (1/9) 00.28 ;288.
Paternal alcohol 35.7%  (5/14) 12.76 ; 64.86
Paternal home 80% (12/15) 51.91; 95.67
Child hi risk 23.1%  (3/13) 05.04 ; 53.81
Child delay 100% (12/12) 0 ; 26.48
Child ill 26.7%  (4/15) 07.79 ; 55.10
Child education 73.3%  (11/15) 44,90 ; 92.21
Child parent 45% (9/20) 23.06 ; 68.47

The proportion of children at risk for a diagnosisieurodevelopmental challenge resulting
from family influences or other risk factors.

Abbreviation Full Text

PEERAMID Paediatric Examination of Educational Reads at Middle
Childhood

STRANDS Survey of Teenage Readiness and Neurodawelatal Status

p-add Conners’ Parent Score ADHD

p-dsmiv Conners’ Parent Score meeting DSM-IV ADHldecia

p-anxiety Conners’ Parent Score anxiety

p-odd Conners’ Parent Score oppositional defiance
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t-add Conners’ Teacher Score ADHD

t-dsmiv Conners’ Teacher Score meeting DSM-IV ADEliReria
t-anxiety Conners’ Teacher Score anxiety

t-odd Conners’ Teacher Score oppositional defiance
c-add Conners’ Child Score ADHD

c-dsmiv Conners’ Child Score meeting DSM-IV ADHDteria
c-anx Conners’ Child Score anxiety

Maternal educatior] Maternal education < grade 8

illiteracy
Maternal age Maternal age when child born <18 higk
Maternal alcohol Consumption of alcohol during pragcy

Maternal smoking | Smoker during pregnancy

Paternal conflict Father ever in conflict with law

law

Paternal alcohol Paternal alcohol consumption

Paternal not living | Father absent

at home

Child hi risk Perinatal problems present includirgy low birth weight or
prematurity

Child delay Presence of delayed developmental toites

Child ill Presence of epilepsy/meningitis/head igju

Child education Presence of very early or delastad to school

Child not with Child not living with either parent

parent

The wide confidence intervals are a feature of allstudy sample.

3.3 Specific Risk factors for ADHD

The characteristics of the study group were furtmalysed to establish whether the specific
risk factors that predispose to ADHD were preserthis group.

There were no significant differences in familyttas between children with ADHD versus
those with no ADHD symptoms. One participant haitbpgy and three participants had a
history of meningitis. These illnesses predispodedrning difficulties and ADHD but did not

reach significant levels.
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Table 3.3 Factors Associated with ADHD Symptoms

ADHD ADHD Symptoms Present | Fishers Exact
Construct

Absent 1 Context 2 Context | Test p Value
Mat education illiteracy 40% (2/5) 44.4% (4/9) 0 790
Maternal age <18 25% (1/4) 0 (0/8) 0.333
Maternal alcohol 0 (0/5) 12.5% (1/8) 0 1.000
Maternal smoker 0 (0/5) 25% (2/8) 0 (0/1) 0.560
Paternal conflict law 100% (4/4) 100% (4/4)
Paternal alcohol 20% (1/5) 57.14% (4/7) 0/1 0.402
Paternal not living at homg  60% (3/5) 100% (8/8) 0%0(1/1) 0.253
Child risk 40%(2/5) 16.7% (1/6) 0 (0/1) 0.659
Child ill 20% (1/5) 25% (2/8) 100% (1/1) | 0.441
Child education 100% (5/5) 57.1% (4/7) 100% (2/2) .21@
Child not with parent 33.3% (2/6)| 45.5% (5/11)] 10(®R) | 0.443

The association between the presence or abseddeHid and family factors. Fisher's Exact
test comparing ADHD absent to ADHD present in ooetext.

Abbreviation Full Text
Child hi risk Perinatal problems present includirgy low birth weight or prematurity
Child ill Presence of epilepsy/meningitis/head igju

Child education

Child not with
parent

Presence of very early or delastad to school

Child not living with either parent
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3.4 Characteristics of the study group demonstratig co- morbidities

Table 3.4 Associations between Constructs within @mers’ Questionnaires

Construct DSM-IV ADHD DSM-IV ADHD Fishers Exact Test
Absent Present p-value

p-odd 3/6  (50%) 3/9 (33%) 0.622

t-odd 1/6  (16.7%) 5/6 (83.3%) 0.080

p-anx 5/6 (83.33%) 8/9 (88.89%) 1.000

t-anx 4/6  (66.67%) 4/6 (66.67%) 1.000

c-anx 1/16 (6.25) 2/4  (50%) 0.088

The strength of associations between criteria wasméed. Two diagnoses usually associated

with ADD, viz. anxiety and ODD were ascertainedirthe Conners’ scores.

Abbreviation Full Text

p-odd Conners’ Parent Score oppositional defiance
t-odd Conners’ Teacher Score oppositional defiance
p-anxiety Conners’ Parent Score anxiety

t-anxiety Conners’ Teacher Score anxiety

c-anx Conners’ Child Score anxiety

The only association that showed marginal signifogawas that of child anxiety and a DSM-

IV diagnosis of ADHD.The presence of oppositional defiance disorder (P&proached

significance in the teacher assessment.
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4.0 DISCUSSION

4.1 Summary of results

The hypothesis assumed that neurodevelopmentadiepnstwould be greater in this group of
children than in the general population of non dfers. The existing body of research
would support this. The findings partially suppibie hypothesis as developmental delays
such as learning disabilities were identified ia thajority of participants. A full DSM-IV
diagnosis of Attention Deficit Hyperactivity Disa@dwas not found to be increased as
expected, although the majority of participantsev@mptomatic. The incidence of
intellectual disability was not increased in thtessted. The family and environmental
factors that are associated with children in cenfhith the law were not increased in those

with neurodevelopmental challenges.

4.2 Study limitations

There are a number of shortcomings in this studyltiit its generalisation.

The numbers are too small to generalise and tlaiggsavated by missing data. The reduction
in sample size (from 32 to 20 participants) waateal to juveniles who escaped from a so
called “secure unit” and whom the researcher, tetempersonnel and the police were unable
to trace. Before the project began, the unit wastified as being suitable for the research
project. Unfortunately, the high escape rate fromunit was not divulged to the researcher
prior to commencing the research project. This aotofor the reduction in size of the sample
which had not been anticipated. The unit was sules#ty closed down due to the internal

problems.
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A further problem encountered was that even withentwenty participants, some data are
missing. The small sample makes the analysis ofi#ite and applicability to the broader

population problematic.

The teacher response rate was suboptimal as iatsiguestionnaires was more difficult than
anticipated. Unfortunately eight teachers did ettim the surveys and these were
unobtainable despite telephone contact and visitiset schools. Due to the small numbers the

prevalence of ADHD may have changed if all the heaénformation was available.

The selection of subjects is non- randomised andtsrent selection bias exists because
subjects who volunteer may have thought that ppdion would be advantageous to

outcome of the court case.

The controls used for assessing attention weredbase the normative data for North
American children. This normative data is basedboge, ethnically heterogeneous samples of
over 3000 youths. Separate norms were given faetlod African descent. The Conners’ tool
in particular has been used in many diverse reBeard clinical applications in both north and
southern hemispheres and was considered to beappsipriate for this research project.

This has limitations in that it assumes culturaltradity or homogeneity. One would have to
conclude that there is only a tentative match fout8 African children particularly those who

are non English speakers.

Children with social risk factors, in particulaioge related to poverty, are more likely to have

poor cognitive social and behavioural outcomes.r@hg also a high rate of delinquency in
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siblings of delinquents (Woolfenden, 2002). As asemuence, the reliability of a control
group consisting of such children was questionedsokiety in transition is unstable,
particularly populations in semi-rural areas andrtships, which in turn would lead to
problems for the research with identifying a cohtioa addition to this, the low socio
economic status of such a group would very likeamthat there would be no incentive for
them to participate in the research. This in its@f identified as a potential area for further

research.

The applicability to children of diverse backgroansl of concern. This was particularly
noticeable with the PEERAMID which identified a hey number of deficits than the

XSSAIS-R.

There is interaction of multiple risks that actcasfounders. These were identified in this
study by the use of both demographic questionnamesstandardised tools used. They

included cognisance of biological, developmentadja cultural and parental factors.

Differences between primary informants — Informamése the same for all assessments, this
rules out informant biases as a source of varigteinhausen, 2003Rifferent assessments
tend to pick up different issues; this gives adrgtredictability (Silberg, 2003.) A problem

with this is that multiple testing may result inacite findings.

The instruments used were selected on the baseviefvs (Collett, 2003), the requirements
were that they were standardised, reliable, valdiaccurate (Halfon, 2003). The Conners’

rating tools met these criteria and are widely usdabth the Northern and Southern
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hemisphere. Most of the studies reviewed, usecrorg instruments that detected
psychopathologies rather than neurodevelopmentaitde The PEERAMID had been used in
North American offender populations as well as néfiending children and was tested in the
same age range as this study group (Levine, 1886ances for ethnic differences were
made in its development. This study aimed to enthatall aspects of development were
measured however, locally validated tools wereavailable and this study highlighted the

need for such instruments.

Self-report methods are generally reliable anddv@liermeiren, 2004)Youth self-reports did
not discriminate patients from controls in ADHD owever, parent information increased the
prevalence rates. Youth self-report for condusbdier and substance abuse disorder
correlate highly (Greydanus, 2005; Thomas, 200d)onduct disorder, lying is a feature,
thus reporters may tend to minimise symptoms. & gealso an association with parents who

may be uncooperative, anti-social and have substalbgse disorder themselves.

4.3 Discussion of Results

The objective of this study was to describe thao@evelopmental challenges in an
adolescent offender population in the Eastern Clapeas expected that these challenges
would be greater than in the non-offending popatatirhe environmental and family factors

contributing to this were also examined.

Neurodevelopmental Challenges

Attention Deficit Hyperactivity Disorder: In ordés make a DSM-IV diagnosis of ADHD,
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subjects require six out of nine listed inattentsymptoms or six out of nine hyperactivity
symptoms that should be present within two contartsimpair function. The Conners’
screening tools identify the symptoms that meetiB&/-1V criteria and so correlate well

with the diagnosis of ADHDCollett, 2003).

The majority of participants were symptomatic fdpAD, but did not meet the full diagnostic
criteria. Only two male and no female subjects thetfull diagnostic criteria, an incidence of
10%. In a study by Barbaresi et al (2002) in Rotdredinnesota, the incidence of ADHD
was estimated in a birth cohort over a five yeargoe The cumulative incidence of ADHD at
nineteen years ranged from 7.4% to 16%. The etsr& occurrence appear to be related to
the stringency of the criteria applied. Findingshia literature have varied showing reported
prevalence from 1 to 20% among school age chil@emerican Academy of Paediatrics
2000). These studies were carried out in non-offepdopulations; thus the findings in this

study would fit within the range of non-offendindakescents.

One would have expected a higher incidence of itlagnadsis of ADHD in the offenders. A
study by Karniski (1982), found a higher rate aéation deficit amongst offenders. It was
thought that in particular, impulsivity symptomsreenore marked than in the normal
population. In the Dunedin Longitudinal study tf@towed a cohort of New Zealand infants
through adolescence to adulthood, there was asased likelihood of antisocial behaviour
and delinquency in the presence of ADHD (Moffit©B9. Boys with attention problems
combined with conduct problems are more predisposeddolescent delinquency (Becker &

McCloskey, 2002). Taylor (2005) argues that the wlative effect of hyperactivity in the
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presence of care giving failure is more likelyead to adverse outcomes in children with

ADHD.

Attention deficit hyperactivity disorder occursparily in boys and there are few studies to
categorically analyse gender difference in thisaler (Gaub, 1997). In a meta-analysis of
eighteen studies, Gaub found that there were ndegetifferences in impulsivity, academic
performance, social functioning, fine motor skifigyrental education or parental depression.
However girls with ADHD tended to have greater lietetual impairment and lower rates of
externalising behaviour than boys. This study datee with the literature in that there were
fewer females who offended. Only large scale epidEmic investigations would be able to

fully address any differences.

There is some debate regarding the use of variagmastic criteria. Some authors believe
that ADHD is more accurately considered as an eéref behaviour that varies within a
population rather than as a categorical discreterder (Levy, 1997). This perspective is
helpful with regard to the recognition of the véina in presentation. It accepts that children
below the arbitrary criteria may show problematbavioural differences. In the study by
Fergusson et al (2005b) there were higher ratésfD in offenders and this was associated
with lower 1Q. These authors also make the poiat the manifestations of symptoms may or
may not reach the diagnostic threshold, howeverwention may be required even if a full

diagnosis is not made to avoid adverse outcomes.

It may be that environmental factors modulate gmeEoms in certain individuals so that

some parents may have a different tolerance fopsyms to others. One of the criticisms of
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the screening is that there would be a differengadgement between parents and teachers
because of the requirement of different performartiat different tasks demand.

A criticism of a diagnostic, or categorical approais that a condition is either present or
absent, this is a limitation of the Conners’ anaeotscreening tools for ADHD. However,
identifying symptoms which may range from non-exmstto severe may have statistically
confirmed the hypothesis. The STRANDS moves towardempirical quantitative approach
but as yet no approach fully satisfies all the tjoas related to paediatric neurodevelopmental
challenges. The Conners’ self-assessment scaepasistent with that expected. The
authors describe adolescents, as under diagnd®irgotvn symptoms, possibly an attempt to
present themselves in a positive light (Conner8120The STRANDS utilises a
metacognitive theoretical model with quantitativel @ualitative scoring. Its more subtle
approach effectively renders a higher score raddtivthe potential risk of attention deficit in
children. The Conners’ CASS- DSMIV identified 2q%20) of the adolescents with a
positive diagnosis of ADHD while STRANDS identifid@% (8/20) of the same population
giving a self-assessment diagnosis of ADHD. The SNIRS test asks questions in a different
way and children in the test will identify exterdati of controls versus internal loci of

controls. Those with external loci are more likeyhave problems with attention deficit.

Some authors have criticised the current practicegarding children with ADHD as an
undifferentiated group. Their contention is thafidts occur in different areas of inattention
(for example sustained attention and selectivenattie) and more comprehensive, selective
testing may identify subgroups who are currentlyyidentified (Tsal et al, 2005). This may
identify a greater number of affected individualg the tools are not yet developed and

further research is necessary in this area.
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Learning and Intellectual Disabilities

It is recognised that 70% of subjects with a fudigthosis of ADHD have a learning disability
which may be a reading, mathematics or languagedbs. It is thought that learning
disability and the behavioural impairments as seekDHD share an impairment of working
memory. This combination is also identified assk factor for delinquency (Brier, 1989). The
combination of a learning disability and ADHD inased the risk of deviant and behavioural

problems by three to four times (Dekker, 2003a).

Lower IQ and learning disabilities as identifiedie Christchurch Health and Development
Study, suggested that there were links betweernrtiligences and later conduct problems
and adverse outcomes in adolescence (Fergussdsh)2abey proposed a dual path way
model that early conduct problems were a precwsorime and that low 1Q was a precursor
of poor educational outcome rather than interpeasadjustment issues. A study by Levine
(1985) found that delinquent subjects tended te@lthysters of impairments with educational
failure at an early age. There was evidence ofiplaltisk factors with combinations of
neurodevelopmental dysfunctions plus behaviourrdess and social, economic
disadvantages. This seemed to predispose the badihquency and reduced any natural
resilience. Other studies confirmed an associdigiween learning disability and delinquency
especially among lower socio economic groups, Lo&Rishion (1983) noted that at the end
of primary school, low achievement, low vocabulang poor verbal reasoning improved the
prediction of delinquency by 27%. The findings loé PEERAMID confirmed the high
incidence of problems with executive function aedrhing difficulties. The two males in the

study with ADHD had developmental impairments. Bwas evidence of school failure with
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four participants not progressing beyond grade.fobe 1Q testing of half the cohort did not

demonstrate a significant number with low 1Q asested.

Family and Environmental factors associated withrodevelopmental challenges

The demographics of participants, parents togetitérfamily and health history were
gathered through the administration of questiomsaitesigned specifically for this purpose.
The associated risk factors identified were ndisteally different between subjects with and
without ADHD. Thus this high risk group did not ttally demonstrate the environmental

adversity that would predispose to conflict witle taw.

Maternal risk factors were low. The questionnageened for depression, alcohol
consumption, level of maternal education and snmkivhich have all been shown to
predispose to adverse outcomes and ADHD in th@iarffg (Taylor, 2005). The Rochester
longitudinal study showed that multiple risk fast@ggravate outcomes and these were a
history of maternal mental disorder, high matearaliety, unskilled occupational status, low
maternal educational status, single parenthooessiul life events and large family size
(Sameroff, 2000). This combination tended to resufiroblem behaviour as well as academic

problems.

Factors such as child maltreatment, inter paremdéénce, family disruption, poverty and life
stresses have all been linked with negative outsamehildren’s development (Appleyard,
2004). Rutter and his colleagues (1985) identifiaternal criminality, low social status and

maternal mental disorder as significantly correlgtvith childhood pathologies.
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The first five items of the demographic questiomaaelating to the child indicated whether
milestones were achieved when expected and woudah ledicator of failure to reach

milestones and possible neurodevelopmental problems

The age at start of school was analysed as sorttgasihstarted school at the age of four i.e.
started school earlier than six years of age,dballnorm. This is a common practice in the
townships, but leads to children being retainedasses until they catch up with their peers.
This is our clinical experience but was not ideeatlfin the study. Others started school after
the expected age. It is noted that either beingytnmng or too old at the start of school may
disadvantage the child (Sharp, 2002; Zill, 1997appears that the more risk factors there are
the more disastrous their effect on later develapgaie@utcomes and the more risk factors, the
more likely that there would also be poor academnicomes. The low level of maternal and
paternal risk factors did not demonstrate any ficance in the diagnosis of
neurodevelopmental deficits or delinquency. Manthefstudies quoted were larger,

longitudinal studies which are an advantage owanall cross sectional sample.

Screening for associated psychopathologies isdeclun the Conners’. The incidence of
externalising problems would be indicated by opj@sal behaviour, a precursor to conduct
disorder. In this study the ODD approached sigaifae only in the Conners’ teacher scores.
In Appleyard (2004), it appeared that the moresriskearly years, the more likely that there
would be externalising problems at age sixteenelkasg to a lesser extent, internalising
problems such as anxiety. Anxiety was noted byrgarne 87% (13/15) of the children, and
by teachers in 66% of participants (8/12) but dentified in the self- assessment. Seventeen

percent of people diagnosed with ADHD may have etypxlisorder (Mennin, 2000). In this
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regard the study concurred with the findings inlttezature. This result is higher than

expected and the reasons for this not examined.

The neurodevelopmental challenges were not idedtifiithin the school context. As this is a
risk factor for delinquency, early identificatiomcrucial in order to minimise the risks of
school failure and drift towards conflict with tkev. Every risk factor that can be identified
and reduced may make a difference. Recognised/artBons include (Appleyard, 2005):

» Identifying at risk children and directing assistarto the family and the individual. A
multi-disciplinary approach is the most effective.

» Social Services should be involved with at risk ifeas. The entry point may be that of
child maltreatment or those in receipt of child goih grant. At a pre-school level,
parenting interventions have proved useful.

Health surveillance and screening have not neagsbaen shown to improve health
outcomes but at risk babies should be closely @b e.g. very low birth weight or
complicated deliveries to anticipate problems amyige support. In a resource
challenged environment, failure of referral proesssr inadequate services to provide
intervention often limit efficacy (Pratt, 2002).

Medication and parental support to implement behaal and learning strategies has
been shown to be effective in management of ADD/AD({Baley, 2004).

» Education facilities need to identify children waie not coping at every level from
pre-primary through to high school. School basedymmmes which assist with

remediation would help those with specific learndigpbilities.
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5.0 CONCLUSION

The literature suggests that children are mordyliteebe in conflict with the law if they have
neurodevelopmental challenges such as ADHD togeitikera low intelligence quotient,
problematic social skills, language difficultiegMe difficulty at school, have a parent,
especially a father, who is alcohol dependent arccfiminal and a disrupted family system.
The likelihood of delinquency increases as moréofacare present. The objective of this
research report to describe the demographics amdaevelopmental challenges of juvenile

delinquents was attained and the findings corrélaighe research literature.

The majority of participants had developmental dgsfions as demonstrated by the
neurodevelopmental examination. Many were symptioniat attention deficit although the

diagnosis of ADHD was the same as for non-offendestincreased as expected.

It appears that delinquency may be as a resulteointerplay between multiple factors:
biological, developmental, social, cultural, interponal and parenting styles. The interplay
between the external environmental factors andiégparsonal vulnerabilities that make a
child more likely to break the law were not statally significant in this study. The
combination of these factors together with somédeawe of family disruption, economic
disadvantage would have been consistent with fgglin the literature. Surprisingly maternal
risk factors, paternal criminality and absence leetwchildren with ADHD compared to those
without ADHD did not reach statistical significanicethis study. A larger cohort may have

possibly concurred with international studies.
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The difference between genders was noted in thxarfeemales participated in the study as
they reflect fewer females than males in conflidghvthe law. Fewer females were

symptomatic for ADHD which is consistent with thietature.

The use of various instruments in this study ratbedssue of appropriate assessment tools for
differing cultural groups and levels of educatidhe Conners’ instrument is widely

recognised as the gold standard for assessing DS#kagnosis of ADHD but more children
identified attention symptoms when questions wérmaged in a less obvious way by the
STRANDS than using the Conners’. The use of arepih contrast to a neurodevelopmental
tool demonstrated differences in outcomes with fgvegticipants being identified by the

XSSAIS-R as having neurodevelopmental challenges.

There is a paucity of studies in South Africa onidrlen with delinquency. Additional studies
are obviously needed. The studies need to use aerush modalities to assess the presence of
neurodevelopmental and or psychopathological disgmand these should be culturally
appropriate. Clinical evaluations using epidemiadagmethods are required. It may be
difficult to carry out these types of studies bessaaf the resources needed. The benefit of
carrying out these studies would be to influeneedévelopment of interventions in identified

vulnerable children and prevent or reduce theofsttelinquency.

5.1 Further Research

An area of further research raised by this studigas of the association of high anxiety levels

and presence of DSM-IV ADD. An association betwidentwo conditions is recognised.
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Psychopathologies were not ascertained by thig/siutlit would be useful to explore this

aspect further.

It would be valuable to further explore mediatangl anoderators of resilient or adaptive
outcomes for children in high risk settings as tdeation would lead to better prevention and

intervention programmes.

The development of culturally appropriate toolsdsee in the South African context or

modification and validation of existing, importesbts would encourage further research in the

field of neurodevelopment.

51



Appendix 1

Results Summary

Result Summary

Confounding Variables
CPRS CTRS CASS Maternal Paternal Child
PEER-| STRA- late
Cohort | Age [[Gender | ADD iDSMIVi Anx 0ODD ADD i DSMIVi Anx 0ODD ADD ; DSMIVs Anx AMID NDS 19 educ «_age sETOH smok | law iETOHi home Md_elay ill edu iparen:
104 13fm 79 60 54 75| 82 78 71 72| 63 60 72 0| 1 1 1 0 0| O 0 0 O 1 O 1
105 15|m 74 82 47! 60 65! 52 72 0] 1] 1] 0, 0 1
106 16|m 52 62 57, 54 60, 61 64 0) 1] 1] 1
107 17fm 62, 57 44, 45| 51, 49 53 0| 1 1
108 16|m 87, 90 90 52| 45 47 57 54 66} 48 49 0| 0| 1 O 0 0 0| [ 0O 0 0; O 0 [y
109 17|m 90! 90! 90, 75] 62 82 71 62, 43! 43! 57 0) 0 0] 1 2 1
110 15(If 50 58, 58 44 81 85 79 74 64, 54 59 0) 1] 1] 1 0 0 0 0, 1 0 0 0 0 2 0)
111 15({f 90 90 90, 90| 68, 58| 56 0| 0| 1 0f
112] 16(lf 63 62 51 0| 0| 1 0 0 0 0] 1. 1] 0 0 1. 0f
114 17fm 621 721 721 40| 47 44 52 0| 1 O 1 1] o} O 0f 0 2 1
115 17|m 441 62! 85 44 67 56 85! 76 36! 411 46 0| 0 1 0 0 0 0| 0 1 1
116 16|m 56 48, 68 40| 55 53 67! 45 44, 51 46 0) 1] 0, 0 0 1 0 0 0, 0 0, 1
117] 16(lf 73] 63 72] 52| 54 39 52 0| 1 0; 0 0 1] 1 0f 0; 0; 1 1 0f
119 14fm 74 57 65 77 53 38 55 1 O 0 0 0] O 0 0f 0; O 0 0 0f
120 16|m 73 64, 90 58| 511 48| 57 1] 1 0 0 0 1 0| 1 0 0 0 0)
121 15|m 74! 54! 90 64] 56! 54 44 0) 0 1! 1! 0 0 0! 0! 0 1! 0! 1 0! 0)
122| 16fm 49, 53 65| 73 60, 60 50 0| 1 1 0, 0 0] 0, 0, 1] 0 0, 0 0, 0f
123 13|If 59 63 87 46| 51, 51 83 45| 53 40, 41 0| 1 1 1 0 0 0| 1 0f 0; 0 0 1 0f
124 14|m 90 90, 90 89| 53 51 63 48 68| 54 49 0) 0 1] 1 0 0 0 0, 0, 0 0 0, 1 0 1
125 17’IT 54 52! 69, 45| 43} 38, 41 1] 0 1 0 0 0 0! 0! 1 1 0! 0 0! 0)

The extracted results for the Conners’ were recorde as the T scores. The remaining

scores were coded 0 if absent symptom/ diagnosiscah if present symptom/diagnosis.
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Appendix 2 Questionnaires — Samples

Conners-Wells’ Self-Report Scale (L)
By C. Keith Conners, Ph.D. and Karen Wells, Ph.D.

Client ID: Gender: M F

(Circle One)

Birthdate: I Age: School Grade: _ __ Today's Date: I

"Month Day Year Month Day Year

Instructions: For the items below, circle the number that indicates whether the item is Not at All, Just a Little, Pretty Much, or Very Much True for you.
“Not at All” means that the item is seldom or never a problem. “Very Much” Means that the item is very often a problem or occurs very frequently. “Just
A Little” and “Pretty Much” are in between. Please respond to all the items.
NOTTRUE  JUSTA PRETTY VERY MUCH
AT ALL LITTLE MUCHTRUE  TRUE

(Never, TRUE  (Often, Quite (Very often,
Seldom) (Occasionally)  aBit)  Very Frequent)
1. My parents’ discipling is t00 harsh ........ccccevvvvvnncccccrrrr e 0 1 2 3
2. 1 1EEIIKE CIYING...cvevcreeeieireeerte et 0 1 2 3
3. Ibend the rulesS WheneVEr | Can .........c.ocevieeirinsienisesseeeeree e 0 1 2 3
4. 1tendto learn more slowly than | would like t0.......cccocvvvvrvrvecceerivrreccens 0 1 2 3
5. 1ameasily St Off ....c.ovocerierrecr e 0 1 2 3
8. 1 cannot sit Still fOr Vry Iong.........cocvverierinieneninencsesee s 0 1 2 3
7. My parents only notice my bad behaviour............coceerennienenieenceen, 0 1 2 3
8. | make careless mistakes or have trouble paying close attention to details... 0 1 2 3
9. Punishment in our house is not fair 1 2 3
10, 18M AISCOUrAGEM. ......vieeriierieiriet et 1 2 3
11. | have trouble keeping my attention focused when playing or working ........... 0 1 2 3
12. 1 getinto trouble With the PONICE.......c.cuivererriereree e 1 2 3
13. | have trouble organizing my schoolwork 1 2 3
14, 11end 10 eXplode €aSIlY.......coceveerieeecreereee e 1 2 3
15. | have too much energy to sit still for long 1 2 3
16. My parents do not reward or notice my good behaviour ...........c.ccovveeerrenenn. 0 1 2 3
17. I have trouble listening to what people say to me 1 2 3
18. My parents are t00 SHriCt.........ccveurveeererriieeseee e 1 2 3
19. 1feel sad and gloOMY ......c.cveererriieicrre e 1 2 3
20. | have trouble finishing my schoolwork or chores 1 2 3
21, TDrEAK TUIBS.......oeeecreeetree e 1 2 3
22. |forget things that | have 1eamed.........ccocvvenenenenesere e 1 2 3
23. 1 have @ NOLIEMPE ..o 1 2 3
24. |tend to squirm and fidget 1 2 3
25. My parents expect to0 much from Me........ccccovvvevereeiniee e 1 2 3
26. | have problems organizing my tasks and activities .........cccoceeerrcinennninnn, 0 1 2 3
27. It seems like my parents are always CrtiCizing Me.........cocevvererrcrsnerenneens 0 1 2 3
28. worry a lot about little thiNgS........cocveeerrcreee e 0 1 2 3
29. |like 10 hurt SOME PEOPIE ......vvcveeeieireeere e 0 1 2 3
30. Ittakes a lot of effort to get my schoolwork done...........ccvereerncnieneinicnneen, 0 1 2 3
31, 110SE MY TBMPEN ... ..ieeceeeeerr et 1 2 3
32. |feel restless inside even if | am sitting still 1 2 3
33. Noises tend to put me off track when | am Studying..........cocovenenienenicrnenn. 0 1 2 3
34. 1don't like schoolwork or homework where | have to think a lot ..................... 0 1 2 3
35. There is a lot of yelling in OUr NOUSE.........cceuiererririeieireree e 0 1 2 3
36. A lot of things scare me even if | would not admit it to others ........cccccvenneen. 0 1 2 3
37. I'have urges to do really bad thiNgs ........cccoveerrenceneeeeeeceeeas 0 1 2 3
38. Sticking with things for more than a few minutes is difficult ...........cccocovennnen. 0 1 2 3
39. My temper gets me into trouDIE. ..o 0 1 2 3
40. | have to get up and move around during hOMEWOrK.........coccveererrrneerinenennns 0 1 2 3
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Conners-Wells’ Self-Report Scale (L)

By C. Keith Conners, Ph.D. and Karen Wells, Ph.D.

NOTTRUE  JUSTA  PRETTY VERY MUCH

AT ALL LITTLE  MUCHTRUE  TRUE

(Never, TRUE (Often, Quite  (Very often,

Seldom)  (Occasionally)  aBit)  Very Frequent)
41. 1 do not have good judgment about a lot of things ..........coveveneneninicnnenn, 0 1 2 3
42. |lose things necessary for tasks or activities (e.g. school assignments,

Pencils, DOOKS, OF 100IS) ....cccuvrreeirerrieirieesisercsesere s ssse s esssssssssssenssenes 0 1 2 3

43. The rules in our house are NOt VEIY CIEAr........cccverrriririerereeeieisissereseeseeeees 0 1 2 3
44. | act okay on the outside, but inside | am unsure of myself..........c.cccoocoverneen. 0 1 2 3
45. | destroy property that belongs t0 Others.........covvenrcnnienene e 1 2 3
46. | have trouble keeping my thoughts organized 1 2 3
47. Aot of things irmitate Me......ccevverierererr e 1 2 3
48. | have trouble sitting still through @ meal...........c.cccveennceneerce 1 2 3
49. | have trouble playing or doing leisure activities quUietly ........c.cooeverreerierneen. 0 1 2 3
50. |am distracted when things are going on around Me ..........cocceveereeereereerneens 0 1 2 3
51. My family does not do many fun things together 1 2 3
52. 1 am afraid t0 De AlONE........covveveieericeecee s 1 2 3
53. | am forgetful in my daily @CHVItIES.......ocvureeirirrirrc e 1 2 3
54. 1like to do dangerous thiNGS ........ccverreerenireeerieserere e 1 2 3
55. 1lose track of what | am SUPPOSEA 10 dO........ccvrurieereirieiirce e 1 2 3
56. People bug me and get Me @Nngry ........cocveureereenieemeneseree e 1 2 3
57. |fidget (with my hands or feet) or squirm in my seat.........cccovvverienenienneene 0 1 2 3
58. I like to be on the go rather than being in one place ...........ccccvvevveenriennenes 0 1 2 3
59. T'am behind in MY STUAIES........cccovrvrrrrrrrr e 0 1 2 3
60. |leave my seat when | am not supposed to (e.g. in SChoOl) .......ccocereerirernnn. 0 1 2 3
61. ' am not very close to my family .........ccoovrnicincce e 0 1 2 3
B2. | gEENBIVOUS......covrieeciie et e 0 1 2 3
63. 1 am restiess O OVEIaCHIVE ... 0 1 2 3
64. |am truant from school (i.e. stayed out of school without permission)............ 0 1 2 3
65. | have trouble concentrating on one thing at a time .........ccocovcevenenenicnnenn, 0 1 2 3
66. | Still throw tANTIUMS ....ceveiceec e 1 2 3
B7. 1aM @lONEIY PEISON ....c.uvvieririeieririesieires e 1 2 3
68. Sometimes | feel like | am driven by a motor 1 2 3
69. |am touchy or easily aNNOYEM...........cvrrerrriririrerreee s 1 2 3
70. 1am alWays 0Nt g0 ..ceeiceiririerceree e 1 2 3
71. My parents do not really care about Me ..o, 1 2 3
72. The future seems hOPElESS 10 ME ..o 1 2 3
73. | take things that do not Delong 10 Me .....c.cvvveiriicrce e 1 2 3
74. | am very disorganized when it comes to hOMEWOrK...........cooreerrneerrriennenes 0 1 2 3
75, 11alK 100 MUCK .....cooivecicecerer e e 1 2 3
76. ' have a lot of aChes and PaiNS..........ccrereeurierreinieereesee e 1 2 3
77. 1 drink alconolic DEVEIages..........cuiveeririeieirisre e 1 2 3
78. | read slowly and with a lot of effort 1 2 3
79. | give answers to questions before the questions have been completed........ 0 1 2 3
80. 1H1AKE ArUGS....eeceeeieeer ettt 0 1 2 3
81. | have trouble with reading and SPelling..........ccccrerrreenrnieneneereeeens 0 1 2 3
82. | have trouble waiting in line or taking turns with others............c.coveneriernnn. 0 1 2 3
83. My handwriting iS POOK ........crveveruiererririesiirees e 1 2 3
84. |lose my place when | am reading 1 2 3
85. I'am easily lead into troUDIE........cvvevererree e 1 2 3
86. |interrupt others when they are working or playing..........ccocveerneerierneerierneen. 0 1 2 3
87. 1have NIGNIMAIES.........oviciec e 0 1 2 3
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Conners’ Parent Rating Scale-Revised (L )
By C. Keith Conners, Ph.D.

Child’s ID: Gender: M F

(Circle One)
Birthdate: __ //  Age:____ School Grade: ___ _
Month Day Year
Parent’s ID: TodaysDate: __ [/ [

Month Day Year

Instructions: Below are a number of common problems that children have. Please rate each item according to your child’s behaviour in the last month.
For each item, ask yourself “How much of a problem has this been in the last month?”, and circle the best answer for each one. If none, not at all,
seldom, or very infrequently, you would circle 0. If very much true, or it occurs very often or frequently, you would circle 3. You would circle 1 or
2 for ratings in between. Please respond to all the items.
NOT TRUE JUSTA PRETTY  VERY MUCH
AT ALL LITTLE MUCHTRUE  TRUE
(Never, TRUE (Often, Quite  (Very often,
Seldom) (Occasionally)  aBit)  Very Frequent)

1. ANGry and reSENtUL ........cccivrieeieree s 0 1 2 3
2. Difficulty doing or completing hOMEWOTK.........ccocuvveeeirrenninenereineeeeis 0 1 2 3
3. Is always “on the go” or acts as if driven by @ motor........c.cccevevveriennnen. 0 1 2 3
4, Timid, easily frightened .........cccveurerrireeririereree e 0 1 2 3
5. Everything must D€ JUSE SO ....c..cvivricrreirerereee e 0 1 2 3
6. Has NOFHENAS ....cveriierece e 0 1 2 3
7. StOMACK ACHES.....ccviveiereireeet e 0 1 2 3
B, FIGNES . 0 1 2 3
9. Avoids, expresses reluctance about, or has difficulty engaging in tasks

that require sustained mental effort (such as schoolwork or homework) 0 1 2 3
10. Has difficulty sustaining attention in tasks or play activities .................... 0 1 2 3
11, Argues With @dUIS ........c.vveeeiereeee s 0 1 2 3
12. Fails to complete assignmeNts .........ccoceveernienneeneeersseeeeeaens 0 1 2 3
13. Hard to control in malls or while grocery ShOpping........ccceveevevreerenenennes 0 1 2 3
L £ V1o o] o T=To oL TP 0 1 2 3
15. Keeps checking things over again and again..........ccouveneereeneeneeenens 0 1 2 3
16. L0SES fHiends QUICKIY .......c.cueeeeeeiereeireiseenee e 0 1 2 3
17. AChES AN PAINS.....cvovviereierrrcerirerer s 0 1 2 3
18. ReStIess OF OVEIACHVE .......c.ovvveerereecrerec s 0 1 2 3
19. Has trouble concentrating in Class .........c.cocoevneenniensencsnecees 0 1 2 3
20. Does not seem to listen to what is being said to him/her ............ccococeeeee. 0 1 2 3
21, LOSES TEIMPET ...ttt 0 1 2 3
22. Needs close supervision to get through assignments............cccccovrierrenee 0 1 2 3
23. Runs about or climbs excessively in situations where it is inappropriate 0 1 2 3
24, Afraid of NEW SIHUBLIONS .....couererrcrcrerceeece s 0 1 2 3
25. FusSy about CleanlingSs ..........coveureeeeerrieernernienerseees e 0 1 2 3
26. Does not know how to make friends ..........cccererreeeneneencneeneneenens 0 1 2 3
27. Gets aches and pains or stomach aches before school...........ccccvcueeneee 0 1 2 3
28. Excitable, IMPUISIVE .......ccerirerrerrr e 0 1 2 3
29. Does not follow through on instructions and fails to finish schoolwork,

chores or duties in the workplace (not due to oppositional behaviour

or failure to understand INSLrUCLIONS) ........c.oceverreenirerreenenereereene 0 1 2 3
30. Has difficulty organizing tasks and activities ...........ccocovenereerneenienneen. 0 1 2 3
31, ITHADIE .. 0 1 2 3
32. Restless in the “squirmy SENSE” .......cciivrrerececrieenrrese s 0 1 2 3
33. Afraid of DEING AlONE .....ccovvieriircr e 0 1 2 3
34. Things must be done the same way every ime ...........cocevevenenierneen. 0 1 2 3
35. Does not get invited over to friends’ hOUSES .......ccvvveeeereriecirineirinineecinenas 0 1 2 3
36. HEAUACNES ... 0 1 2 3
37. Fails to finish things he/she Stars ... 0 1 2 3
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Conners’ Parent Rating Scale-Revised (L)
By C. Keith Conners, Ph.D.

NOTTRUE  JUSTA  PRETTY VERY MUCH
AT ALL LITTLE  MUCHTRUE  TRUE
(Never, TRUE (Often, Quite  (Very often,
Seldom) (Occasionally)  aBit)  Very Frequent)
38. Inattentive, easily diStracted ..........cccoeveerreennier e 0 1 2 3
39. TalkS EXCESSIVEIY ...ovveeeerereriririirerrieeeeis s seseen 0 1 2 3
40. Actively defies or refuses to comply with adults’ requests .........c.cccveenee 0 1 2 3
41. Fails to give close attention to details or makes careless mistakes in
schoolwork, work, or other activities.........cccevvreeeiniieeececees e, 0 1 2 3
42. Has difficulty waiting in lines or awaiting turn in games or group
SIUBTIONS ... 0 1 2 3
43. Has alot Of fRarS ... 0 1 2 3
44. Has rituals that he/she must go through...........cccvereneneneneneneneiieis 0 1 2 3
45. Distractibility or attention span a problem .............ccoveveneneeneneenens 0 1 2 3
46. Complains about being sick even when nothing is wrong..........ccecceeveunee 0 1 2 3
47, TemPEr OUIDUISES ...t 0 1 2 3
48. Gets distracted when given instructions to do something ..........cccccevennee 0 1 2 3
49. Interrupts or intrudes on others (e.g. butts into others’ conversations
OF GAMES) w.vucverreeeeee sttt 0 1 2 3
50. Forgetful in daily @CtVIIES ........cvveeerriiricrreeeee e 0 1 2 3
51. Cannot grasp arthmetic ..o 0 1 2 3
52. Will run around between mouthfuls at meals ... 0 1 2 3
53. Afraid of the dark, animals, Or BUQGS.........c.oeuerrieurneenenierseere e 0 1 2 3
54. Sets very high goals for SEIf ..........ccoururinireninenineneseresee e 0 1 2 3
55. Fidgets with hands or feet or sQUIrMS in Seat........cccooovernenerernenierneens 0 1 2 3
56. Short attention SPAN .........ccevviveerecer s 1 2 3
57. Touchy or easily annoyed by others 1 2 3
58. Has sloppy handWIiting ..........cocveeeerneneninene e 1 2 3
59. Has difficulty playing or engaging in leisure activities quietly .................. 0 1 2 3
60. Shy, WItNAraWN ......c.cvveeeiieeieisee e 0 1 2 3
61. Blames others for his/her mistakes or misbehaviour...........c.coocvvereveennes 0 1 2 3
B2, FIAQEUING....ce vt 0 1 2 3
63. Messy or disorganised at home or SChOOL............ccoveenricrnieinnieinns 0 1 2 3
64. Gets upset if someone rearranges his/her things..........ocveeveererreeneinis 0 1 2 3
65. Clings to parents or Other adUILS ...........ocrereeriereeneenneisenesese e 0 1 2 3
66. Disturbs other Children ... 0 1 2 3
67. Deliberately does things that annoy other people ........c.cocccvveeinnicrnenns 0 1 2 3
68. Demands must be met immediately — easily frustrated...........cccvrverrenne 0 1 2 3
69. Only attends if it is something he/she is very interested in.........cccc.eeeee. 0 1 2 3
70.  Spiteful OF VINAICHIVE ....euvueeieciiieieiseeiseseseese et 0 1 2 3
71. Loses things necessary for tasks or activities (e.g. school
assignments, pencils, books, tools or toys) 1 2 3
72. Feels inferior 10 Others.......ceenneenesener s 1 2 3
73. Seems tired or slowed down all the tiMe.........ccveeerreninnenesenieens 1 2 3
74, SPEIING IS POOK ...euvrerireireeeiieissiteesssiseissi et 1 2 3
75. Cries Often and aSilY ........covuueeeierieieniireiniineineinesee s 1 2 3
76. Leaves seat in classroom or in other situations in which remaining
SEated IS EXPECIE ..ot s 1 2 3
77. Mood changes quickly and drastically...........cccvevneennienneennienenns 1 2 3
78. Easily frustrated in efforts.........coocovennicnncnee e 1 2 3
79. Easily distracted by extraneous stimuli 1 2 3
80. Blurts out answers to questions before the questions have been
COMPIBTEA. ... ettt 0 1 2 3
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Demographic Questionnaires

PLEASE RETURN COMPLETED QUESTIONNAIRE

Instruction CODE

Please could you answer the following questionsridate to you and your child.
All information will be treated as confidential.

Family Information

Your relationship to the child Mother Father Grandmother Other

The area / suburb where the child lives :

Are the child’s parents : Married Separated Divadlce Deceased
How many brothers & their ages Number Ages
How many sisters & their ages : Number Ages

Who else lives in same home as child :

Information about the Child’s Mother

Her age when child was born :

Her level of education :

Does she live with the child : Yes No Don’t know
Is she employed Full time Part time Unemployed Don’t know
What are her sources of incom&rant Job Maintenance Don’'t know
Not true Justa Pretty True
at all little true much (Always) Don't
Please circle most appropriate| (Never) | Occasion true know
answer ally (Often)
She has serious health problems 0 1 2 3
She drinks alcohol 0 1 2 3

She smokes cigarettes

She smokes dagga

She has been a victim of violence

She has been in conflict with the law

She has had convictions

ol|P|o|o|P|o

2
2
2
2
2
2

I—\HHHHH
wwwwww

She had depression after child’s birth




Information about the Child’s Father

His age when child was born :

His level of education :

Does he live with the child : Yes

Is he employed Full time

No

CODE

Don't know

Part time

What are his sources of incomésrant

Job

Unengido

Maintenance

Please circle most appropriate answer

Not true
at all
(Never)

Just a
little true
Occasion

ally

True
(Always)

Pretty
much
true
(Often)

Don't
know

He has serious health problems

0

1

2 3

He drinks alcohol

0

1

2 3

He smokes cigarettes

He smokes dagga

He has been a victim of violence

He has been in conflict with the law

He has had convictions

Olo|o|°|e

1
1
1
1
1

NNNI\JI\)
WP w

PREGNANCY & BIRTH

3.1.1.1 Yes

No

Don't
know

Planned

High blood pressure

Early delivery

Difficult delivery

Normal delivery

Forceps delivery

Vacuum delivery

Caesar / operation

Birth weight

kgs

Breast fed

Bottle fed

Feeding problems

Baby in ICU

Jaundice in baby

Birth defects noted
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CODE

DEVELOPMENT

Never

0-3
mths

4-6
mths

7-12 | 13-
mths | 18

19-
24

mths | mths

2-3 3-4
years | years

4-5
years

Since
5yrs

Sat

Crawled

Walked

Single words

Toilet trained

Attended créche

Started school

HEALTH PROBLEMS

Never

mths

7-12
mths

13-36
mths

4-5 6-12 13+
years | years | years

Don’t
know

Ear problems

Meningitis

Seizures (fits)

Pneumonia

Asthma

Slow or poor weight gain

Trouble with eyes or vision

Stayed in hospital

Operations

Head injuries

Other injuries

Allergies

Lead poisoning

Other poisoning or overdose

Anaemia low blood count

Heart problems

TB

HIV

Suicide attempt

Sexual abuse/ rape
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The Neurodevelopmental Examination
PEERAMID 2
(Paediatric Examination of Educational Readineddidtlle Childhood)
Dr M Levine and Dr A Sandler

The neurodevelopmental examination is an assessiasigned to be administered by health
care professionals. The PEERAMID 2 is for childbetween the ages of 9 and 16. It is
designed to provide standardised observation purveseechniques that can be applied to
help characterize children’s functional health @adelationship to their neurodevelopmental
and physical status. The PEERAMID 2 is particulagysitive to subtle developmental
dysfunctions of junior high school students.

The child’s performance is assessed on 32 tas$gdaific areas of development: fine motor
function

Language including higher language abilities

gross motor function

attention ratings

behavioural observations.

formal assessments of memory functions.

Rating systems are provided for the use of strasedor attention and for behaviour and
affect.

Psychometric Assessment
Individual Scale for Xhosa —Speaking Pupils (XSSAIB
Human Science Research Council

The Scale was constructed to measure developnietahilgence. The scale provides a profile
of subject’s intelligence. It comprises the follogitests: Vocabulary, Comprehension, Verbal
Reasoning, Problems, Memory, Pattern Completioo¢lBDesigns, Absurdities, Form Board
and Mazes. The first five tests constitute the &kl scale whilst the last five constitute the
Performance Scale. It is based on the Senior S&fuitan Individual Scale-Revised (1991).

It has been standardized for learners between 3 yeal 19 years.
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Conners’ Teacher Rating Scale-Revised (L)
By C. Keith Conners, Ph.D.

Child’s ID: _Gender:M F
(Circle One)

Birthdate: 1 Age: School Grade:

Month Day Year

Teacher’s ID: To day’s Date: /)

Month_Day_ Year

Instructions: Below are a number of common problems that children have in school. Please rate each item according to how much of a problem it has
been in the last month. For each item, ask yourself “How much of a problem has this been in the last month?”, and circle the best answer for each one.
If none, not at all, seldom, or very infrequently, you would circle 0. If very much true, or it occurs very often or frequently, you would circle 3. You
would circle 1 or 2 for ratings in between. Please respond to all the items.
NOT TRUE JUST A PRETTY  VERY MUCH
AT ALL LITTLE MUCHTRUE  TRUE
(Never, TRUE  (Often, Quite (Very often,

Seldom) (Occasionally)  aBit)  Very Frequent)

1o DEAANT e s 1 2 3
2. Restless in the “SQUIrMY” SENSE .....ccovvvveereeeerrrsese e 1 2 3
3. Forgets things he/she has already learned 1 2 3
4. Appears to be unaccepted by group .......coocveereneenenene e 1 2 3
5. Feelings asily NUM ..o 1 2 3
6. 1S @ perfectioniSt ........cucvcrrrrieerereer e 1 2 3
7. Temper outbursts; explosive, unpredictable behaviour 1 2 3
8.  EXCitable, IMPUISIVE .........ccceriieereceir et 0 1 2 3
9. Falils to give close attention to details or makes careless mistakes in

schoolwork, work, or other activities.........ccceevireeeiniieeecececs e, 1 2 3
10, SASSY vt e nnes 1 2 3
11. Is always “on the go” or acts as if driven by a motor 1 2 3
12. Avoids, expresses reluctance about, or has difficulties engaging in tasks

that require sustained mental effort (such as schoolwork or homework) . 0 1 2 3
13. Is one of the last to be picked for teams or games..........ccovuvverevrirnnees 0 1 2 3
14. Is an emotional Child..........ccouvverriricnircr s 0 1 2 3
15. Everything must be just SO ......cccovreververenicsneeeen, .0 1 2 3
16. Restless or OVEractive ..........ooerevereesnenee e . 0 1 2 3
17. Fails to finish things he/she Starts .........ccccoeinininininienens .. 0 1 2 3
18. Does not seem to listen to what is being said to him/her ...........ccccce...... 0 1 2 3
19. Actively defies or refuses to comply with adults’ requests ...........cccee.... 0 1 2 3
20. Leaves seat in classroom or in other situations in which remaining

SEated IS EXPECIE ....cvvvieeeerr st 0 1 2 3
21, POOK N SPEIING ....covverrcrireererreieirer et 0 1 2 3
22. Has NO fTIeNdS .......ccovveririniirrieereeeree e ...0 1 2 3
23. Timid, easily frightened ..........ccoovevrerenenirrises .. 0 1 2 3
24. Keeps checking things over and over ...........cccooveeunenee .0 1 2 3
25. Cries often and easily........cccoeovvvervecereresnercneseeeinens .0 1 2 3
26. Inattentive, easily distracted ...0 1 2 3
27. Has difficulty organizing tasks or activities ............cccoverreeninnn. .. 0 1 2 3
28. Has difficulty sustaining attention in tasks or play activities .................... 0 1 2 3
29. Has difficulty waiting his/her tur ... 0 1 2 3
30. NOt reading UP 10 PaT.....cccuieeererrieeierreieeerseieee e 0 1 2 3
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Conners’ Teacher Rating Scale-Revised (L)

By C. Keith Conners, Ph.D.

NOTTRUE JUSTA  PRETTY VERYMUCH
AT ALL LITTLE  MUCHTRUE  TRUE
(Never, TRUE  (Often, Quite (Very often,
Seldom) (Occasionally)  aBit)  Very Frequent)
31. Does not know how to make fHiends ..........oceereeurneennienneen e 0 1 2 3
32, SenSitive 10 CIItICISM .....vvveerereeererec e 0 1 2 3
33. Seems over-focused ONn details ..........covwrererernenennenee s 0 1 2 3
34, FIAQEUNG...coteererreieieireiee e 0 1 2 3
35. Disturbs other Children ...........occvcenieirneceree e 0 1 2 3
36. TalkS EXCESSIVEIY ...vvveeeerireriririiereeeeeie st eessen 0 1 2 3
37. Argues With @dUIES ........c.cceereeereere e 0 1 2 3
38.  Cannot remMain Still..........c.veveereiecrerenene s 0 1 2 3
39. Runs about or climbs excessively ins situations where it is inappropriate0 1 2 3
40. Lacks interest in schoolwork 1 2 3
41, Has poor SOCIAI SKIllS...........crueeererreeeeerriierrerreieer e 1 2 3
42. Has difficulty playing or engaging in leisure activities quietly .................. 0 1 2 3
43. Likes everything neat and Clean ...........occveenneeneseniesseceseeenns 0 1 2 3
44. Fidgets with hands or feet or SQUIrMS in Seat.........cccocveererneererneenenns 0 1 2 3
45. Demands must be met immediately — easily frustrated..........cc.covevnennee 0 1 2 3
46. Blurts out answers to questions before the questions have been
(070] 4101 =1 (=T 1T 0 1 2 3
47, Spiteful OF VINAICHIVE ..v.veveeceeerice st sesesenes 0 1 2 3
48. Short attention SPAN .......c.ccceviirerercree e 0 1 2 3
49. Loses things necessary for tasks or activities (e.g. school assignments,
pencils, DOOKS, t00IS, OF tOYS)......curueurieerireirirerieisree e 0 1 2 3
50. Only pays attention to things he/she is really interested in ..........c.ceuue.. 0 1 2 3
51, Shy, WItNATAWN ..o 0 1 2 3
52. Distractibility or attention span a problem ...........cccceeeeivrrrrernreseennns 0 1 2 3
53. Things must be done the same way every time ..........cocccovevrernenierneen. 0 1 2 3
54. Mood changes quickly and drastically ..........c.cccverernenerneneernencerneens 0 1 2 3
55. Interrupts or intrudes on others (e.g. butts into others’ conversations
OF GAMES) vovvrveererernns 1 2 3
56. Poor in arithmetic 1 2 3
57. Does not follow through on instructions and fails to finish schoolwork
(not due to oppositional behaviour or failure to understand instructions). 0 1 2 3
58. Easily distracted by extraneous Stimuli .........c.cvvenenenencninienneen, 0 1 2 3
59. Restless, always up and 0N the g0......coeureereerreirierneinieneseerseenee e 0 1 2 3
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Appendix 3

Your name

GFender

Sohonl

Grace in school

e

Date of Dirkr

(Double dli

ot

age of STRA
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STRANDS Student Questionnaire Xhosa Translation

Nceda uphendule le mibuzo ilandelayo ngokunyaméseki Akukho mpendulo ilungileyo/engalungileyo.

Qiniseka uphendula yonke imibuzo. Enkosi.

isigaba sokugala

UBUGCISA BESIKOLO Nceda uzighathanise ngokwezintlu zobugcisa, wehamee

abafundi. Ecaleni koluhlu ngalunye kukho ibhokisiawula leyo ekufaneleyo.

ABOVE BELOW
CODE INTHETO EXCELLENT | ,Urhage | AVERAGE | ,vEmnGe POOR
Ukufunda amagama lula
RD 1
nangokukhawuleza.
RD 2 Ukufunda iincwadi ngokukhawuleza.
RD 3 Ukugonda ulwimi incwadi ebhalwe ngalo
Ukuphendula imibuzo ngebali
RD 4 . .
endilifundileyo.
Ukufumana amabakala abalulekileyo,
RD 5 .
neembono ngoko ndikufundayo.
RD 6 Ukuqgashisela intsingiselo yomhobe.
RD 7 Ukushwankathela/kuphinda endikufuniley
ngawam amazwi.
RD 8 Ukuzonwabisa ngokufunda.
WR 1 Ukubhala kakule nangokucacileyo, abany
bakwazi ukufundo oko ndikubhalileyo.
WR 2 Ukubhala ngokukhawuleza.
WR 3 Ukuseenzisa igrama eyiyo xa ndibhala.
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4 UBUGCISA BESIKOLO
ABOVE BELOW
CODE INTHETO EXCELLENT |\ ERAGE AVERAGE AVERAGE POOR
Ukukhumbula ukusebenzisa iziphawuli
WR 4 : )
xa ndibhala e.g. ikoma.
WR 5 Ukubhala iimbono zam ngendlela
ecwangcisaweyo.
Ukulungisa nokuhlela ukubhala kwam
WR 6
ngendlela yokukuphucula.
WR 7 Ukuhlenga hlengisa kakuhle amagama,
WR 8 Ukubizela amagama ngokuchanekileyo
Ukukhumbula amabalala athile kwizibalo
MA 1
(Math).
MA 2 Ukuqgonda izibakala ezitsha kwizibalo
(Math).
MA 3 Ukufunda imithetho emitsha kwizibalo
(Math).
Ukukwazi ukuphawula nokufunda
MA 4 -
imizobo ye geometry.
Ukuggiba iTest yezibalo (math) ngexesha
MA 5 -
elililo.
MA 6 Ukuqgonda inkcazelo ngezibalo (Math).
MA 7 Uk_u>_<azu|u|a ingxaki zamagama
kwizibalo.
MA 8 Ukonwabela izibalo.
Total RD: Total WR; Total MA:

Total Raw Score for SCHOOL SKILLS: .
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13

isigaba sesihlanu
IZIZATHU

Le ngxenye ilandelayo yeQuestionnaire ichaza e&nittathu ezino kwenzeka esikolweni, kwaye ikubuze

imibuzo malunga nezizathu onazo kukucacisa ukutieeRuezizinto zisenzeka. Zama kangangoko
ukugafihlisi, nokuyaniseka kwiimpendulo zakho. Hesk

UMZEKELO 1
Umfundi unokughuba kakubi esikolweni ngezizathhlakaneyo. Yenza ngathi ukubhala uviwo kwiveki

ephelileyo kwaye ufumene iziphumo zakho. Ufumarkisha ughube kakubi kulo. Kulo luhlu lungezantsi
kudweliswe ezinye ezinokuba zizizathu zokghub@k&akho. Nceda fundisisa isizathu ngasinye,

uphawule amaxa othi ucinge njalo. (phawula ibhiokisnye)

WHAT YOU COULD BELIEVE I'D OFTEN 'D 'D MOST I'D NEVER
CODE SOMETHIMES NEVER THINK
OR THINK THINK THAT THINK THAT THAT THINK THAT
AF 1 Anzizho krele-krele ngokwaneleyo.
AF 2 Ibiluviwo olunzima kakhulu.
AF 3 Ibilusuku lelishwa kum.
AF 4 Akhange ndifunde nzima ngokwaneleyp.
Nokuba ndinolwazi kakhulu andighubi
AF 5 .
kakuhle kwimvwo.
litishala zisoloko zisinika iiTest
AF 6 . .
nomsebenzi onzima.
UMZEKELO 2

Ngoku ke yenza ngathi ufumene u A kwi Report knisif esinzima obusibhalile. Ngezantsi zezinyeatzi ezingaba
zizo ezenze wenze kakuhle ngoku. Nceda fundthisizgasinye, phawula maxa mangaphi othi ucingdaigaobo.
(Phawula ibhokisi ibenye)

WHAT YOU COULD BELIEVE I'D OFTEN 'D I'D MOST I'D NEVER
CODE SOMETHIMES NEVER THINK

OR THINK THINK THAT THINK THAT THAT THINK THAT
AS 1 Ndibe nenhlahla ngelixesha.
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13 IZIZATHU

WHAT YOU COULD BELIEVE I'D OFTEN ' 'D MOST I'D NEVER
CODE SOMETHIMES | NEVER THINK
OR THINK THINK THAT THINK THAT THAT THINK THAT
AS 2 Ndisebenze nzima kunesighelo.
AS 3 Xa ndithanda, ndinokwenza kakuhle.
AS 4 Utishala wam ebelungile kakhulu.
Ngokuginisekileyo wonke ubani wenze
AS5
kakuhle .
AS 6 Nziya izwazi ukubhala iReport entile.
UMZEKELO 3

Masithi ufunde isahluko njenge ngxenye yesincolkay&wnengxaki yokusigonda. Nceda ufunde ingcagjaaye
engezantsi, phawula amatyeli othi ucinge ngawoatgobo. (Phawula ibhokisi ibenye).

CODE \TNHHlﬁL YOU COULD BELIEVE OR IDOFTEN ?’%TANEIIJ%II-!,\Q'EFS NE'\'/DE'\E"EFITNK D NEVER
AC 1 Bendidiniwe okanye ndingenamggaliselo

ngokwaneleyo.
AC 2 Isahluko besinzima kumntu wonke.
AC 3 Ibilusuku olubi kum.
AC 4 Utishala ebefanele ukusi cacisela.
AC5 Andikho krele-krele ngokwaneleyo.
AC 6 Ndnwngxaki nesisifundo.

Total AF: Total AS; Total AC:

Total Raw Score for REASONS:
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