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ABSTRACT

The primary focus of the research is to explore the caregivers’ perceptions of the possible inter-
relationship between attachment difficulties and ADHD as displayed by these children within a
South African context. The researcher specifically attempted to explore the relationship between
attachment and ADHD to identify whether the attachment or lack thereof may contribute to the
development of ADHD. The theoretical framework encompasses a discussion of the major styles
of attachment using John Bowlby (1982), Mary Ainsworth (1978), Margaret Mahler’s (1974) and
Peter Fonagy (1995) theories.

This study is exploratory and qualitative, focusing on the caregivers’ subjective experiences which
were gathered through individual, face to face interviews. Participants were selected by the mean
of convenience sampling and all ethical considerations such as confidentiality and informed

consent were taken into account.

The findings of the research suggested many participants had similar experiences with their
children in which many found that the emotional turmoil was more intense than expected, as they
realised that raising a child with ADHD had impacts not only on the child as an individual, but on
the whole family. Many participants’ also experienced difficulties connecting with and
understanding the emotional and behavioural development of their child which in turn resulted in
various parenting styles and the ultimate relationship they had with their child. The findings of the
research therefore suggested that an inter-relationship between attachment and ADHD does exist,

however due to the small sample generalisability is limited.

Keywords: Attention Deficit Hyperactivity Disorder (ADHD), Attachment, Primary

Caregiver.
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CHAPTER 1:
INTRODUCTION

11 BACKGROUND AND CONTEXT FOR RESEARCH

In South Africa, as in many parts of the world, children and families are affected by
Attention Deficit Hyperactivity Disorder (ADHD) (DSM-IV-TR, 2000). ADHD is known to
affect 3% to 7% of school-going children worldwide in which statistics regarding the severity
and prevalence of ADHD indicate that it is the most common psycho-social disorder in
children, affecting almost 4.5 million children (Snyman & Truter, 2009). Additionally,
ADHD is recognized as the most prevalent child psychiatric disorder in South Africa and
according to studies conducted in Africa, the prevalence of ADHD among school-going
children ranges between 5.4% and 8.7% (Bakare, 2012). When regarding South African
statistics of ADHD, approximately 3% - 6% of the general child population meets the criteria
for some form of ADHD (Venter, 2006). Meyer, Eilertsen, Sundet, Tshifulro & Sagvolden
(2004) confirms and documents the prevalence to be about 5% for South Africa specifically.

Despite this prevalence, the diagnosis of ADHD still remains a controversial topic, as
it is difficult to establish a diagnosis especially in children younger than 4 or 5 years (Sadock
& Sadock, 2003). A possible hypothesis for this controversy is due to the fact that children
under 5 years generally display age-appropriate behavioural characteristics that may include
features quite analogous to the symptoms of ADHD, such as inattentiveness and restlessness
(Sadock & Sadock, 2003), but these children might not necessarily be suffering from
ADHD. The controversy surrounding the notion of ADHD also relates to the lack of
definitive and unified explanations regarding its aetiology and intervention strategies thereby
questioning the ontological validity of the disorder (Visser & Jehan, 2009).

Psychostimulant medications are frequently prescribed as the first line of treatment
due to it being deemed the most effective (Travell & Visser 2006). ADHD may also be
treated by psychological, educational and social measures and is suggested that it should not
be treated by medication alone (Snyman & Truter, 2009). It is therefore apparent that the
controversies related to the diagnosis and treatment of ADHD can be linked to uncertainty
pertaining to aetiology and variations in its treatment.

The terms “attention deficit', "attention-deficit hyperactivity disorder', “hyperkinetic
disorder' and “hyperactivity' are used by professionals to describe the problems of children
who are overactive and have difficulty concentrating (Crittenden & Kulbotten, 2007). ADHD
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causes impaired executive functions of the brain, and creates difficulty in children to control
their attention and behaviour. The symptoms commonly associated with ADHD are
impulsivity, hyperactivity and inattention (Grosswald, 2009). Unfortunately there is no
clinical test for ADHD, which goes back to the controversy related to the diagnosis.
However, many professionals use the Conners Rating Scales-Revised (CRS-R) developed by
C. Keith Conners (1997) as an instrument which uses observer ratings and self-report ratings
to help assess ADHD and to evaluate problem behaviour in children and adolescents
(Conners, 1997). As previously indicated, due to the similarity in behavioural characteristics
of children that are 5 years old and younger, such as inattentiveness and restlessness (Sadock
& Sadock, 2003), many children under the age of five years are misdiagnosed with ADHD.

Although there are many postulated reasons for the development of ADHD, such as
impaired brain functioning (Teeter, 1998) and heredity causes (Biederman, Faraone, Keenan
& Knee, 1990), this research hypothesises that the relationship between the caregiver and the
child may be a contributory factor to the formation of ADHD. While no empirical research
has specifically investigated the association between attachment and ADHD, “a significant
body of literature converges in support of the existence of such an association” (Clarke,
Ungerer, Chahoud, Johnson & Stiefel, 2002, p. 5).

Specifically, the researcher hypothesises that the attachment (which can signify a
secure or insecure attachment) between caregiver and child, may be a contributory factor to
the development of ADHD in children. However, due regard must be given to the fact that
the findings from this study may either confirm or alternatively disprove this hypothesis.

Attachment is one aspect of the relationship between a caregiver and child that
involves making the child feel safe, secure and protected (Bowlby, 1982). The caregiver is
seen as a secure base in which the child is able to explore when necessary, while ensuring the
safety of the child and presenting as a source of comfort (Waters & Cummings, 2000). Its
most important tenet is that an infant needs to develop a relationship with at least one primary
caregiver for social and emotional development to occur normally (Joy, 2012).

Attachment theories suggest that the early parent-child relationship serves as the
foundation for the emergence of self-regulation skills and that the infant is initially dependent
on their caregiver’s ability to provide containment and regulation of their
psychophysiological states (Clarke, Ungerer, Chahoud, Johnson & Stiefel, 2002). Research
indicates that insecurely attached individuals are indeed more vulnerable to problems with
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affective and behavioural regulation, which is indicated as core elements of the presentation
of ADHD in children (Cassidy, 1994).

In order to explore the caregivers’ perceptions of the inter-relationship between
attachment and the development of ADHD, the researcher first explores the emotional
development of children living with ADHD within a South African context generally and
then determines whether there are attachment difficulties displayed by these children living

with ADHD, through the eyes of their caregivers.

1.2 OBJECTIVES OF THE RESEARCH

The broad objective of this study is to explore the caregivers’ perception of the inter-
relationship between attachment and Attention Deficit Hyperactivity Disorder (ADHD) in
children. To achieve this, the following sub-objectives were pursued:

1. The exploration of the development of ADHD within a South African context.

2. An exploration of the caregivers’ perception of the emotional development of children
living with ADHD.

3. An exploration focused on whether there are attachment difficulties displayed by
these children through the eyes of their caregivers.

4. An exploration of whether these attachment difficulties could have contributed to the
development of ADHD in children.

1.3  STATEMENT OF THE PROBLEM

The high rate of children diagnosed with ADHD in South Africa is a concern as it is
the most commonly diagnosed behavioural childhood disorder (Schellack & Meyer, 2012). It
is therefore essential to study other avenues such as the inter-relationship between attachment
and ADHD, so that if there is a significant relationship, one may intervene to improve the

quality of life for the affected individuals.

1.4  RATIONALE

Attention Deficit Hyperactivity Disorder (ADHD) is the most commonly diagnosed
childhood behavioural disorder (Rowland, Umbach, Stallone, Naftel, Bohlig & Sandler,
2002) and has become a controversial umbrella term applied to a large number of diverse
children. The controversy of ADHD is around the diagnosis and treatment as there is a lack
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of certainty pertaining to aetiology and there seems to be a wide variation in its treatment
(Crittenden & Kulbotten, 2007). Due to the high prevalence of ADHD in South Africa, as in
many other parts of the world and the significant impact it has on children and families, it is
important to explore the development of ADHD within South Africa and the emotional
development of children living with ADHD. It is even more pertinent to explore this
contentious issue through the eyes of the caregivers themselves in order to determine their
perception of the inter-relationship between attachment and the development of ADHD in
children. The next section reviews the conceptual and empirical literature concerning ADHD
and attachment followed by a theoretical framework. This is done by looking at the various
theories of attachment and the concept of ADHD within the South African context while

focusing on the possible link between ADHD and attachment.

1.5 THEORETICAL FRAMEWORK

The theoretical framework encompasses a discussion of the major styles of
attachment using John Bowlby (1969), Mary Ainsworth (1978), Margaret Mahler (1974) and
Peter Fonagy’s (1995) theories.

1.6 STRUCTURE OF THE STUDY

This study is organised into seven chapters as follows: Chapter 2 provides a
conceptual understanding and a review of the existing empirical literature concerning the
inter-relationship between attachment and ADHD. Chapter 3 provides the theoretical
framework to understanding attachment and how it may relate to ADHD. Chapter 4 provides
the methodology used in this study, specifically an exploratory, qualitative approach with the
specific use of individual face-to-face interviews. Chapter 5 presents the findings of the study
followed by the discussion and interpretation of the findings with supporting literature in
Chapter 6. Lastly Chapter 7 explores the strengths, limitations, recommendations and the

final conclusion of the study.
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CHAPTER 2:
A SURVEY OF EMPIRICAL LITERATURE

2.1 INTRODUCTION

This chapter reviews the conceptual and empirical literature about the inter-
relationship between attachment and Attention Deficit Hyperactivity Disorder (ADHD) in
children. Therefore, this chapter is broadly organised into four main sections. Section 2.2
discusses important concepts which are central to the understanding of the research. Section
2.3 examines the body of existing empirical literature which investigate linkages between

attachment and ADHD. Finally, Section 2.4 provides a conclusion to the chapter.

2.2 CONCEPTUAL DEFINITIONS

2.2.1 Attention Deficit Hyperactivity Disorder (ADHD)

Attention deficit and hyperactivity disorder is a persistent pattern of inattention and/or
hyperactivity-impulsivity that is more frequently displayed and more severe than is typically
observed in individuals at a comparable level of development (DSM-IV-TR, 2000, p.85).

The definition of attention-deficit/hyperactivity disorder (ADHD) has been updated in
the fifth edition of the Diagnostic and Statistical Manual of Mental Disorders (DSM-5) to
more accurately characterize the experience of affected adults (DSM-5, 2013).

2.2.2 Attachment

Attachment is one specific and circumscribed aspect of the relationship between a
child and caregiver that is involved with making the child safe, secure and
protected (Bowlby, 1982).

2.2.3 Primary caregiver

The caregiver or primary caregiver refers to the individual who may be the natural
mother or another individual (or a select few individuals) who are responsible for the primary
and everyday care of the child (Theilheimer, 2006).

For the purposes of this study, the term “primary caregivers” will be used to refer to

the mothers/fathers/grandparents/guardians of children with ADHD who serve as parental
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figures for these children and who are responsible for the day-to-day care and maintenance of

these children.

2.2.4 Inter-relationship

An inter-relationship may be described as the way in which two or more different
variables affect each other because they are related in some way (Kavale & Brinkmann,
2009).

This study explores whether the two variables; namely attachment and attention-

deficit hyperactivity disorder (ADHD) are related in some way.

2.2.5 Intra-relational findings

The Intra-relational findings presented in this research, which are found in Chapter 5,
are the findings presented on behalf of the participants’ subjective views (Kavale &
Brinkmann, 2009) pertaining to the various questions asked during their individual face-to-
face interviews with the researcher.

These intra-relational findings are presented using the participants’ direct quotes.
These intra-relational findings are interpreted and discussed in Chapter 6 using the raw data
of the participants and integrating it with existing literature to present prevalent themes that

arose within the research findings.

2.2.6 Inter-relational findings

The Inter-relational findings presented in this research, which are found in Chapter 5,
are the findings presented on behalf of the researcher’s objective views of the results obtained
from the participants within this particular research.

These inter-relational findings are presented as a summary of the most salient themes

in Section 5.3 followed by an interpretation and discussion in Chapter 6.

2.3 EMPIRICAL RESEARCH

2.3.1 Understanding an ADHD diagnosis

Attention deficit-hyperactivity disorder (ADHD) is the most recent diagnostic label
for children presenting with significant problems of attention, impulsiveness and over-
activity (Barkley, 1998). ADHD is also viewed as a mental neurobehavioral disorder
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characterized by either significant difficulties of inattention or hyperactivity and
impulsiveness or a combination of the two (Santrock, 2002). When hyperactivity was first
identified, it was defined principally as a problem of motor activity and it was therefore used
to describe children that could not sit still and who were consistently ‘on the go’ (Sigelman &
Rider, 2003). Currently hyperactivity is viewed first and foremost as a problem of attention
(Cosser, 2005).

According to the DSM-1V criteria, a child may be diagnosed with attention-deficit
hyperactivity disorder (ADHD) if the child presents with one or more of the following
characteristics for a period of at least 6 months, which are to a degree which is maladaptive
and inconsistent with the child’s development: namely Inattention, Hyperactivity and
Impulsivity (DSM-1V-TR, 2000).

Children who are inattentive often fail to listen and have a difficulty in focusing and
completing tasks. Those who are hyperactive show high levels of physical activity and are
often in motion. Children who are impulsive often have difficulty in curbing their reactions
and are often unable to inhibit urges (Santrock, 2002). Furthermore, ADHD is characterized
by a pattern of behaviours present in various settings (e.g., school and home), that may result
in concerns in social, educational or work settings (DSM-IV-TR, 2000).

Usually, the condition presents in childhood before the age of seven, but is also seen
in adolescence and often extends to the adult years (DSM-1V-TR, 2000). Children with
ADHD find it difficult to control their behaviour within their social and school environment.
Normally, this interferes with their ability to live normal lives and often results in them not
being able to achieve their full potential academically (DSM-1V-TR, 2000).

Depending on the specific criteria in which a child may present with, the child may be
diagnosed as follows:

1) ADHD with predominantly inattention,
2) ADHD with predominantly hyperactivity/impulsivity, or
3) ADHD with both inattention and hyperactivity/impulsivity (Whalen, 2000).

Children with attention-deficit hyperactivity disorder, who are mainly inattentive, but
not hyperactive or impulsive, do not often present as disruptive, but often experience
difficulties at school (Weyandt, 2001). Children, who present as predominantly hyperactive
and impulsive as well as inattentive, are often found to present with conduct disorder or other
externalising problems (Cosser, 2005). Children who present with conduct disorders often
find themselves in power struggles with their caregivers and because their behaviour is often
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so disruptive, they are often rejected by their peers which may have damaging effects on their
future developments (Cosser, 2005).
Not only do children present with conduct disorder, but others may present with a

diagnosable learning disorder, depression or an anxiety disorder (Cosser, 2005).

2.3.2 ADHD in South Africa

Attention difficulties and heightened motor activity as an affliction of children has
been perceived from various aspects since the 1900°s. More recently within the 20" century,
what is now termed ADHD (Attention Deficit and Hyperactivity Disorder) was used to
describe a number of behaviours in children (Davison & Ford, 2001, p. 265). Attention
Deficit Hyperactivity Disorder (ADHD) is the most commonly diagnosed behavioural
disorder of childhood (Rowland et al., 2002). It is a condition that becomes apparent in some
children in the preschool and early school years. ADHD makes it difficult for children to
control their behaviour and/or pay attention (Sadock & Sadock, 2003).

Attention Deficit Hyperactivity Disorder is a lifelong disorder in which the Diagnostic
and Statistical Manual of Mental Disorders (DSM-IV-TR, 2000), states that the essential
feature of ADHD is ‘‘a persistent pattern of inattention and /or hyperactivity or impulsivity
that is more frequently displayed and more severe than is typically observed in individuals at
a comparable level of development’” (DSM-IV-TR, 2000, p. 85).

ADHD is reported to affect 3% to 5% of school-going children worldwide, of which
the majority are boys (Shellack & Meyer, 2012). Research by Meyer et al (2004), suggests
that ADHD is the most prevalent child psychiatric disorder in South Africa in which it affects
approximately 5% of the school-going population. The Hyperactivity/Attention Deficit
Support Group of South Africa estimated in 2004 that 10% of all South African children may
have characteristics associated with ADHD (Meyer et al, 2004). No official statistics on the
prevalence of ADHD in South Africa are available. However, many studies over the past 100
years have shown that ADHD is a chronic disorder which has a negative impact on the child
suffering from ADHD, as well as their caregivers. ADHD has been seen to affect every
aspect of daily social, emotional, academic and work functioning of the child suffering from
ADHD (Barkley, 1998).

According to Mattox and Harder (2007), it was found that children with ADHD are at
a greater risk for interpersonal problems such as peer rejection, parent-child conflict as well
as educational difficulties such as learning disabilities, grade retention, low graduation rates
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and low grade point average. ADHD children are also at a greater risk for comorbidity with
other psychiatric illnesses. “Common comorbid conditions include learning disabilities,
Oppositional Defiant Disorder (ODD), Conduct Disorder (CD), Tourette syndrome,
depression, anxiety disorders, and Bipolar Disorder” (Mattox & Harder, 2007, p. 96). Due to
a vast amount of children affected by ADHD and the importance of attachment for the
development of a child, the researcher will ascertain whether there are any possible links
between ADHD and attachment by exploring both the existing literature and the objectives of
the study.

2.3.3 Understanding attachment in young children

Attachment is known as a deep and enduring emotional bond that connects one
individual to another (Bowlby, 1969). Attachment does not always have to be reciprocal as
one person may have an attachment with an individual which is not shared (Ainsworth,
1973). With regards to this study, a child may have an attachment towards his/her primary
caregiver, who may not reciprocate the attachment. Attachment is often characterized by
behaviours displayed by children such as seeking proximity with their attachment figure, like
when they feel threatened. This attachment is usually reciprocated by the attachment figure
(usually the primary caregiver) by responding sensitively and appropriately to the child’s
needs (Ainsworth, 1973). Attachment therefore provides an explanation of how a
parent/primary caregiver-child relationship emerges and how this relationship may affect the
child’s later development.

Attachment theory is a well known and empirically grounded theory regarding
parenting (Benoit, 2004). Attachment is one aspect within the parent-child relationship, in
which the parent ensures the safety and security of the child at all times during their early
development. The parent ensures that the child feels safe, secure and protected (Bowlby,
1982). Parents or care-givers are known to play multiple roles within a child’s life. Such roles
may include: playmate (play with or entertain the child), teacher (teach the child new skills),
disciplinarian (set limits and boundaries for the child), caregiver (feed and provide for the
child financially) and an attachment figure (Waters & Cummings, 2000).

With these various roles that a parent/primary caregiver may play, the role of an
attachment figure may be one of the most important aspects of a child’s life for their social

and emotional development, as the child uses the primary caregiver as a secure base from
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which to explore and, when necessary, as a haven of safety and a source of comfort
(Ainsworth, 1973).

The quality of the relationship between primary caregiver and child is one of the most
powerful factors in a child’s growth and development (Brotherson, 2005). This relationship
or rather what we call ‘attachment’, develops between the primary caregiver and child within
the first two to three years of the infant’s life and it is dependent on how the primary
caregiver responds to the child’s needs (Brotherson, 2005).

Parents of infants and young children are known to face multiple challenges when
dealing with their infant/child’s negative emotions such as crying, distress, fear and anger
(Miller & Commons, 2010). Miller and Commons (2010) stated that evidence suggests that
should a child experience such negative emotions chronically without mitigation from a
primary caregiver, then the stress the child experiences may result in brain damage which
may increase the likelihood of serious problems in the child’s development. It is therefore
believed that attachment parenting practices can greatly reduce an infant/child’s stress which
may produce both physical and psychological benefits.

There are four known types of infant-parent attachment, three ‘organized’ types
namely secure, avoidant and resistant and one ‘disorganized’ type (Benoit, 2004). These four
types of infant-parent attachment are displayed in Table 1. As previously mentioned, the
quality of attachment is known to be vital with regards to the child’s development. At
approximately 6 months of age, an infant is able to distinguish between their primary
caregiver and others and therefore anticipate specific caregivers’ responses to their distress
and shape their own behaviours accordingly, based on daily interactions with their specific

caregivers (Sroufe, 1988).

TABLE 1: Types of Attachment and Antecedents

Quiality of Caregiving Strategy to Deal with Distress Type of attachment
Sensitive  Loving — Organized — Secure

Insensitive Rejecting ~ — Organized — Insecure-avoidant
Insensitive Inconsistent — Organized — Insecure-resistant
Atypical  Atypical — Disorganized — Insecure-disorganized

Table extracted from Benoit (2004).
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2.3.4 Possible link between ADHD and attachment

The possible link between ADHD and attachment is hypothesized to be related to
emotion regulation. This in turn is intimated to be highly related to attachment insecurity in
young children which could play a part in the development of early attention processes
(Franc, Maury & Purper-Ouakil, 2009). In addition, a preponderance of the scientific
evidence demonstrates that ADHD is indeed associated with poor parenting, difficult family
environments and inhumane and oppressive school and community environments
(Armstrong, 1997). There has also been evidence from Franc, Maury and Purper-Ouakil
(2009) which suggests that an association exists between the behavioural characteristics of
ADHD and characteristics of parenting and family environments. Furthermore, in dated texts
which are still relevant, Lambert (1982) and Lambert and Harsough (1984) state that
parenting and family characteristics may consist of various instabilities within the family
system which could result in negative effects on a child’s development.

These instabilities range from putting pressure on the children for achievement and
conflicting interest in the child’s schooling and contradicting disciplinary practices
administered at school and home by caregivers and teachers. Negative and pessimistic
perceptions by parents of the child’s academic and intellectual competencies accompanied by
decreased expectation levels and decreased desire to participate with the child in learning
activities, also have negative effects on a child’s development (Lambert & Harsough, 1984).

Other factors include parents feeling inadequate or threatened in which they
unconsciously reject their child and blame the child for the extra problems they are presented
with, such as financial difficulties (Lambert, 1982).

Parents who experience any marital discord or where there is any greater familial
anger during family conflicts, parents who use aggressive behaviour, indiscriminate
aversiveness and submissiveness or acquiescence toward their children during management
encounters, may also find that their children exhibit behavioural characteristics of ADHD
(Lambert & Harsough, 1984).

Children may also exhibit behavioural characteristics of ADHD if they experience
disharmony within the early mother-child relationships and when the mother experiences
high levels of stress due to parenting, which leads the child to experience lower levels of self-
esteem (Franc, Maury & Purper-Ouakil, 2009). Mothers who are very critical towards their

difficult babies during infancy or those who showed a lack of attention and affection towards
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their children, often continue to be disapproving of their child during school years as they
assess their children’s intelligence as low (Armstrong, 1997).

Moreover, a child with a difficult temperament is associated with higher risk for
ADHD on the one hand, and can disturb the process of attachment on the other. Parental care-
giving, which includes maternal sensitivity and positive parenting practices, is a main factor
involved in the development of attachment and has shown to be associated with better
outcomes in ADHD children, especially ending in a reduction of oppositional/conduct
disorders (Franc, Maury & Purper-Ouakil, 2009).

Other researchers such as Goldberg, Muir and Kerr (1995) indicate that there exists a
significant relationship between the quality of parent-child relationships in the first few
months of life, the quality of attachment at one year of age and the school performance,
sociability, levels of anxiety and general health of children in primary and secondary school.

Further support regarding the link between attachment difficulties and ADHD was led
by Crittenden and Kulbotten (2007) who conducted a study identifying the attachment
patterns of a child diagnosed with ADHD and of his mother. It was concluded that attachment
theory was able to suggest new meanings for the symptoms of ADHD and therefore lead to
more effective forms of treatment (Crittenden & Kulbotten, 2007).

John Bowlby (1969) devised a model of human development with his theory of
attachment which he based on psychoanalysis and ethology with a systems theory orientation.
Bowlby suggested that all babies are phylogenetically determined to attach to their main
caregiver within their immediate environment and if the child experiences stress, separation
or danger, its attachment system is activated (Kissgen, Krischer, Kummetat, Spiess,
Schleiffer & Sevecke, 2009). The child then sends out signals to activate the caregivers’
nursing system in which the caregiver will then usually employ suitable measures to provide
relief. Holmes (1995) states that a child’s sense of security is greatly influenced by the
consistency, responsiveness and attunement he or she experienced with his or her parents in

infancy.

2.4  CONCLUSION
The above empirical literature of attachment and ADHD has been surveyed in the
anticipation to prove or disprove the objectives stated in Chapter 1. It is seen that there is a
possible link between ADHD and attachment from previous literature, but there has not been
extensive research regarding this topic and therefore the following chapters of this research
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hopes to broaden any existing literature. Chapter 3 will briefly look at the predominant

theoretical framework that guides this research.
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CHAPTER 3:
THEORETICAL FRAMEWORK

3.1 INTRODUCTION

The current study investigates caregivers’ perceptions of the inter-relationship
between attachment and Attention Deficit Hyperactivity Disorder (ADHD) in children. It is
therefore imperative to explore the construct of attachment as well as the predominant
theoretical frameworks which formed the origins and then became central to attachment
theory. This chapter is broadly organized into four main sections.

Firstly this chapter explores the construct of attachment, followed by the various
theorists” views on attachment. A focus is placed on the joint work of John Bowlby (1982)
and Mary Ainsworth (1974) who were known as the originators of attachment theory and
then a brief exploration of more modern theorists such as Margaret Mahler (1974) and Peter
Fonagy (1995) and their contributions to theory building and consolidation. These theories
are explored in order to gain a better understanding of attachment and how it may affect the
parent/caregiver-child inter-relationship. Once the theories of the above-mentioned theorists
have been discussed, a brief description of the childhood and adulthood attachment will be

explored. Finally the chapter is concluded with a brief summary of the chapter.

3.2 THEORIES OF ATTACHMENT

3.2.1 Defining the construct of attachment

While literature on attachment is prolific, a true definition still remains indistinct due
to the various ways in which the term is used (Zeanah, Mammen & Libermann, 2003).
Disagreements have arisen as to whether attachments refer to the “feelings or behaviours of
infants, of caregivers, or both” (Zeanah et al., 1993, p. 333). Literature does however agree
that attachment is a relational construct found in a relationship between child and caregiver
(Belsky, 2005; Bowlby, 1969).

Bowlby (1952, 1969, 1979) used the term attachment to refer to the affectional bonds
that developed between babies and their mother. Attachment theory is therefore derived from
the empirical research, observational studies and from clinical studies that involved inter-
relationships between babies and their mothers (Bretherton, 1992). Bowlby (1979)
emphasized that attachment is relational in nature and that attachment theory is therefore a
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framework for understanding the nature of the enduring family bonds that develop between
children and their parents — their attachment figures). Bowlby (1952, 1969, 1979) also stated
that attachment is not located within child or caregiver, but in the dyadic interaction between
the two.

Attachment is a characteristic of the relationship and not of either the child or the
parent. Congruent with this notion, Zeanah et al. (1993) states that the term “attachment” is
largely used in literature to refer to the ‘“attachment relationship”. This “attachment
relationship” may refer to the series of ‘attachment behaviours’ that take place between child
and caregiver (Zeanah et al., 1993). Most children develop relationships with their parents
that make them feel loved and safe with a sense of security and confidence (Malekpour,
2007). This results in a subconscious psychological model being formed as the child forms a
positive expectation of the parent, while the child has a complimentary model of themselves
as being worthy of their parent’s love and support (Zimberoff & Hartman, 2002). This
positive expectation of relationships between parent and child is part of a secure attachment
which is advantageous and acts as a protective factor. Relationships with less positive
attachments result in an insecure attachment, which acts as a risk factor and may contribute to
future mental health problems (Malekpour, 2007).

Attachment theory therefore focuses mainly on the relationship between the
attachment figure and child during early childhood (Zimberoff & Hartman, 2002). It focuses
on the impact of the relationship on both the emotional development and mental health of the
child as they grow up. A child’s primary attachment figure is usually the biological mother,
but this is not essential (Zimberoff & Hartman, 2002) as a child’s caregiver for example a
guardian/aunt/grandparent may also present as the attachment figure.

Attachment theory is highly important as it assists researchers to understand the
causal links between people’s childhood experiences of adverse attachment relationship and
their subsequent social, emotional and mental health problems (Egeland, 2009).

Bowlby (1969) elucidates that children have a strong disposition to seek proximity
with a specific attachment figure. Children have a powerful survival reaction to sense danger.
If a child finds themselves in an unfamiliar place, in which they may feel threatened or in
danger (Weiss, 1991) the child will seek their primary attachment figure as their attachment
seeking response is triggered (Bowlby, 1969; Weiss, 1991; Zeanah et al., 1993). Attachment

seeking is a specific response requiring a specific termination and this attachment seeking
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will be terminated once the child comes within a certain proximity to their attachment figure
which makes them feel safe once again (Howe, Brandon, Hinings & Schofield, 1999).

The attachment response starts at about 6 months and once a child is 36 months old
the intensity reduces, which then results in a child becoming comfortable spending time away
from their attachment figure without distress (Ainsworth & Bowlby, 1991).

A child may form a secure attachment with one parent and an insecure attachment
with the other. The development of either a secure or insecure attachment is a determinant of
the parent’s sensitivity towards the child’s needs. A parent’s ability to provide a secure
attachment is heavily influenced by their quality of care that they had received in their first
two to three years of their own life (Ainsworth & Bowlby, 1991). This is known as an inter-
generational transmission of attachment styles. If a parent was raised with the advantage of a
secure attachment or the disadvantage of an insecure attachment, the parent is most likely to
provide similar parenting to their own children because of its familiarity.

A reverse reaction may also occur as a parent may want to raise their children in an
opposite way to which they were raised. Should this take place, an insecure attachment may
be a result of a parent’s over-protective nature or lack thereof and may provide an equally
unbalanced and insensitive care. This may then result in an insecure attachment between
parent and child (Ainsworth & Bowlby, 1991).

It takes several months for a baby to form a bond with a parent. From birth, a baby
learns to recognise different people as their mental capacity to form attachment develops. At
6 months, a baby shows preference for one person and at about 9 months their primary
attachment bond is well advanced (Holmes, 1995). This attachment bond is usually with the
biological mother, but it is not necessary (as it may be with the father or primary caregiver
such as a nanny or an alternative family member) (Bretherton, 1992). Between the ages of 12
to 14 months, the primary attachment is well established and the baby is able to differentiate
between familiar and unfamiliar persons.

Some parents may start to develop a bond with their child during pregnancy, while
most form a bond during the first few weeks (Bretherton, 1992). Other parents may struggle
to form a bond with their baby which may prevent a secure attachment from developing. It is
known that 35-40% of babies develop an insecure attachment to their mothers resulting in the
babies feeling anxious in their mother’s ability to comfort them emotionally (Ainsworth &
Bowlby, 1991). Establishing and maintaining a secure attachment in childhood promotes
stable and intimate relationships in adulthood (Holmes, 1995). Understanding the construct of
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attachment and its origins is therefore imperative to this current study in order to pursue the

objectives found in Section 1.2.

3.2.2 The origins of attachment theory: John Bowlby and Mary Ainsworth

Attachment theory is the joint work of John Bowlby and Mary Ainsworth (Ainsworth
& Bowlby, 1991). Although Bowlby and Ainsworth worked independently in their earlier
careers, both were influenced by Freud and other psychoanalytic thinkers (Bretherton, 1992).
John Bowlby formulated the basic tenets of the theory, thereby revolutionizing our way of
thinking about the inter-relationship of mother and child. Mary Ainsworth’s innovative
methodology not only allowed us to test some of Bowlby’s ideas empirically, but also helped
expand the theory itself and is responsible for some new direction it is now taking
(Bretherton, 1992).

John Bowlby (1982) postulated that normal attachment in infancy is crucial to a

person’s healthy environment (Sadock & Sadock, 2003). He used the term “attachment” to
describe the affective bond that develops between an infant and a primary caregiver (Sadock
& Sadock, 2003). Bowlby (1982) believed that the attachment behavioural system is innate
and that it is essential to ensure the survival of the species (Sonkin, 2005). Bowlby (1982)
formulated basic tenets for his theory on attachment, to reform our thinking of the
relationship between mother and child looking at disruption through separation, deprivation,
and bereavement (Bretherton, 1992). Attachment is defined as “a special emotional
relationship that involves an exchange of comfort, care, and pleasure and is known as a
lasting psychological connectedness between human beings” (Bowlby, 1969, p. 194).
Earliest bonds formed by children with their caregivers have a tremendous impact that
continues throughout life as mothers who are available and responsive to their infant's needs
establish a sense of security in their children (Bretherton, 1992). Bowlby stated that
attachment will occur when there is a “warm, intimate and continuous relationship with the
mother in which both mother and child find satisfaction and enjoyment” (Sadock & Sadock,
2003, p. 140). The quality of attachment evolves over time as the infant interacts with
his/her caregivers (Egeland, 2009).

The type of attachment or attachment status of the infant toward the caregiver is partly
determined by the interaction between the caregiver and the child and partly by the
caregivers’ own attachment figures (Sonkin, 2005). Bowlby (1969) considered that this
attachment influences the processing of thoughts, feelings and expectations concerning
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particular relationships throughout the individual’s life. A parent’s ability to provide a secure
attachment is heavily influenced by their quality of care that they had received in their first
two to three years of their own life. This is known as an inter-generational transmission of
attachment styles. Attachment theory embraces concepts of the interpersonal relationships
through an integration of psychoanalytic theory, ethological principles and cognitive control
theory, exploring both behavioural and experiential perspectives (Bretherton, 1992). The
infant uses his/her innate process of what is termed, “proximity seeking” (Bowlby, 1982) to
obtain certain reactions from his/her caregiver, and the child uses the innate process to adapt
their own behaviours so that they most likely can facilitate the caregiver to respond in an
appropriate and effective manner (Bowlby, 1982). If the infant knows that the caregiver is
dependable, it creates a secure base for the child to then explore the world. Bowlby describes
four key components of attachment, namely; safe haven, secure base, proximity maintenance,
and separation distress (Bowlby, 1982). Safe haven is known to be the component when the
child feels threatened or afraid, and he or she can return to the caregiver for comfort and
soothing. Secure base is when the caregiver provides a secure and dependable base for the
child to explore the world (Bretherton, 1992). Proximity maintenance is when the child
strives to stay near the caregiver, to ensure safety and separation distress is known by the
child becoming upset and distressed when separated from the caregiver (Bretherton, 1992).

Mary Ainsworth (1978) expanded on Bowlby’s observations and found that the
interaction between mother and child during the attachment period significantly influences
the child’s current and future behaviour. Ainsworth’s innovative methodology not only made
it possible to test some of Bowlby’s ideas empirically, but also helped expand the theory
itself and is responsible for some of the new directions it is now taking, such as Ainsworth’s
study on the ‘strange situation’ (Bretherton, 1992, p. 759).

Ainsworth’s (1978) study on the ‘strange situation’ was developed to assess an
infant’s attachment. This experiment first separated infants from their parent, then exposed
them to the presence of a stranger, and finally reunited them with their parent (Ainsworth,
Blehar, Waters & Wall, 1978). It was found that during separation, the infant expressed
proximity seeking behaviour such as crying or crawling towards the door to look for their
attachment figure. The responses and behaviours of the displayed desire or lack of desire
were then classified into patterns. Two dimensions were used to determine the infant’s

attachment behaviour classifications, anxiety and avoidance. These are the degree of anxiety
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experienced from abandonment and the avoidance of closeness to the stranger which
contributed to the classification (Ainsworth et al., 1978).

The patterns observed during this experiment were divided into three main categories:
secure, insecure and unclassifiable. Insecure attachment is further divided into avoidant and
anxious-ambivalent attachment (McVay, 2009). Secure infants, who are low in avoidance and
anxiety, showed signs of missing their parents upon leaving the room. On return of their
parents they greeted them and used their parents as a secure base to explore the room
(Ainsworth et al., 1978). Avoidant infants, who are high in avoidance and low in anxiety,
showed little sign of missing their parents as they explored the room on their own and
showed little to no distress upon their parents leaving. Once their parents returned, the infant
was found to continue playing with the toys, without much discern of their return (Ainsworth
et al., 1978). Anxious-ambivalent infants, who are low in avoidance and high in anxiety, did
not explore the room, were distressed when their parents left the room, and were unable to be
soothed upon their parents’ return to the room (Ainsworth et al., 1978). The last category
which was labelled ‘unclassifiable” was classified as disorganized/disorientated in 1990 by
Main and Solomon (McVay, 2009). These infants, found to be high in avoidance and high in
anxiety, behaved with no intentional attachment strategy or intention, and it was hypothesized
that these infants experienced the most interpersonal problems, such as childhood trauma,
with their attachment figures (McVay, 2009).

Ainsworth (1978) confirmed that attachment serves the purpose of reducing anxiety
and describes the attachment figure as a secure base from which an infant can explore the
world. Ainsworth states that maternal sensitivity to the infant’s signals plays an important
role in the development of infant-mother attachment patterns. Ainsworth’s major styles of
attachment are known as secure attachment, ambivalent-insecure attachment, avoidant-
insecure attachment and disorganized-insecure attachment (Ainsworth, 1978). Secure
attachment is exhibited by children when they depend on the caregiver and therefore become
distressed when separated from the caregiver. These children depend on their caregivers and
may be upset while the parent is away, but they feel assured that the parent or caregiver will
return (Sadock & Sadock, 2003). Ambivalent-insecure attachment suggests that children
become very distressed when their caregiver leaves. Bretherton (1992) stated that Bowlby
and Ainsworth suggested that ambivalent-insecure attachment is a result of poor maternal
availability, as the children are unable to depend on their mother (or caregiver) to be there
when the child is in need (Bretherton, 1992). Avoidant attachment involves children who are
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unable to show preference between caregiver and a complete stranger and therefore tend to
avoid parents or caregivers (Bretherton, 1992). It also suggests that attachment style might be
a result of abusive or neglectful caregivers. Children who are punished for relying on a
caregiver, will learn to avoid seeking help in the future (Bretherton, 1992).

3.2.3 Contribution to theory building and consolidation: Margaret Mahler and Peter

Fonagy.

Margaret Mahler’s theories of child development focus largely on the relationship
between mother and child. Her theory of separation-individuation and rapprochement can be
considered a theory of ego development and object relations as well as that of attachment. It
is considered her most valued work. Mahler (1974) stresses the importance of consistent
attentiveness especially from the mother during a child's first three years of life as vital to the
ultimate goal of raising children who grow to be successful, adaptable adults. The child’s
development depends on the continued attachment from a responsive and responsible
caregiver (Coates, 2004). Severely insecure attached individuals are at greater risks for
serious disorders, therefore continued attachment is known as being intrinsic to the process of
separation-individuation (Blum, 2004).

Mahler (1974) believed that psychological birth did not occur alongside biological
birth, but rather it is a slowly unfolding process. She therefore described the process of
psychological birth through a series of stages; namely autistic phase, symbiosis and
separation-individuation (Coates, 2004). Progression through these phases impacts heavily on
the ego development, object relations and personality of the infant. The inability of the
mother to meet the needs of her infant may be the root of psychopathology (Mahler, 1974).
The autistic phase occurs within the infant’s first few weeks of life. At this stage, the infant is
blissfully unaware of anything but its own needs, therefore the mother needs to be available
to lovingly meet the baby's needs and introduce tender, caring interaction (Coates, 2004). The
infant is slowly brought out of this phase through the process of mothering (Mahler, 1974).
The symbiotic phase is when the infant develops the capacity for memory and learning in
which the child moves from an intrapsychic phase to symbiosis (Mahler, 1974). During this
phase, the child develops their very first bond which is usually with their mothers. Positive
stimuli such as cuddling and relief of discomfort such as feeding the infant promptly all help
the infant to develop a trust that their needs will be met, building a basis for security and
confidence (Blum, 2004). The separation-individuation phase is considered the true
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psychological birth of the individual, with the separation and individuation being central to
the intrapsychic functioning (Mahler, 1974). Separation involves achieving an intrapsychic
sense of separateness from the need-satisfying object and the world (Mahler, 1974).
Individuation also involves the sense of achievement based on one’s own characteristics and
potential (Mahler, 1974). This phase consists of four sub-phases namely; hatching, practicing,
rapprochement and consolidation of individuality and emotional object constancy. Good
development through each stage better facilitates optimal development for the next stage.

Peter Fonagy on the other hand believed that attachment relationships play a key role
in the trans-generational transmission of deprivation (Fonagy, 1995) and that standard
measures of caregiver sensitivity do not appear to explain trans-generational consistencies in
attachment classification (Fonagy, 1995). Therefore, continued attachment is known to be
fundamental to the development of a child, as severely insecure attached individuals are at
greater risks for serious disorders (Blum, 2004). This trans-generational transmission may
also be evident in the importance of the caregivers’ own attachment figures (Sonkin, 2005).

Fonagy therefore terms the concept of the ‘theory of mind’. A major aspect of human
social understanding is the concept of ‘theory of mind’. This theory explains how an
individual responds to others as well as how one may respond to an individual’s mental state
and how one relates to an individual’s beliefs, desires, intentions, feelings and attitudes
(Baron-Cohen, 1995). The concept of ‘theory of mind’ focuses on the cognitive and
developmental psychology and researchers believe that children, even when they are very
young, are able to attribute their internal states as causes of their actions (Baron-Cohen,
1995). This notion explores the parent-child interaction linked to the child’s mentalization
capacity and focuses on the social development (Fonagy & Target, 1997). Theory of mind is
a theory insofar as the mind is not directly observable. The presumption that others have a
mind is termed a theory of mind because each human can only intuit the existence of his or
her own mind through introspection, and no one has direct access to the mind of another
(Fonagy & Target, 1997).

There is an ongoing debate on the development of children’s acquisition of theory of
mind. Baron-Cohen (1995) asserts that there is an innate learning mechanism devoted to
social understanding, but many authors focus on the evolutionary and biological origins
rather than the social influences (Baron-Cohen, 1995). It is stated that at the age of three

years, children are able to understand the intentions behind the actions of others.
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Other social learning approaches such as the simulation theory (Harris, 1992) suggest
that children simulate or imagine themselves to be the other person, and consider how they
would feel, think and act in that person’s circumstances. Simulation theorists hypothesize that
mental representations arise from introspection, or in other words, mind reading. However,
this theory does not account for how children come to think of their selves, which is an
important point that this theory falls short of (Harris, 1992). This may link to attachment in
that if the child feels insecurely attached, then he/she may use this simulation theory to
simulate or imagine the affection and attention that he/she needs; this may then result in the
child suffering from a disorder (Blum, 2004). In this regard, Blum (2004) stated that severely
insecure attached individuals are at greater risks for serious disorders (Blum, 2004). From a
developmental psychopathological approach, none of the above theories explain the full
picture as these theories do not take into consideration the child’s own capacity to construct a
mental theory, but rather emphasize only what the biology or the environment provides him
with (Fonagy & Target, 1997). The child’s affective interactions, specifically with the
primary caregiver, plays a major role in determining their later functioning and a more
comprehensive account should explain the mothers’ contributions to the development of the
child’s theory of mind (Fonagy & Target, 1997).

Fonagy and Target (1997), therefore, proposed the concept of reflective functioning,
which explained the child’s ability to respond not only to others’ behaviour, but also their
conceptions of their own beliefs, feelings, pretence and plans. This concept refers to the
cognitive and affective processes that are hypothesized to be the precursors of theory of
mind. According to this view, the caregiver is a means for the child to discover the world and
incorporate the new information into the child’s mental system (Fonagy & Target, 1997).
Where there is a lack of attachment between the caregiver and child, the child is unable to
discover the world and incorporate new information into their mental system. The child will
also struggle with responding to others’ behaviour and to conceptualise their own beliefs,
feelings, pretence and plans. The child’s learning ability and development process is
influenced by the dynamics of the dyadic interaction. Thus, interactions with the primary
caregiver provide a strong base for the child’s developing representational mind from which
the child’s social cognitive abilities evolve and assist the child to think and understand the
self and the other in terms of mental states (Slade, 1987).

At around 7-9 months of age, children develop major skills that are considered
important for later metacognitive development. At this stage, they gain an increased
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awareness of the physical constraints of the external world and realize that others’ actions are
dependent upon these constraints (Gergely & Csibra, 1998). Such an understanding helps a
child to differentiate between rational and irrational actions. When a child is insecurely
attached, he/she does not sufficiently develop these major skills that are important for later

metacognitive development.

3.2.4 Childhood Attachment

Sociability with unfamiliar people, positive representations of self, others, and
relationships and personality/behaviour problems all stem from early developed attachment
patterns (Thompson, 1999).

Studies have shown that children with securely developed attachment bonds report
fewer symptoms of depression and anxiety as they often exhibit more adaptive qualities such
as higher empathy, self-efficacy, and ego resilience (Arend, Gove, & Sroufe, 1979). In
contrast to this, children with an insecure attachment demonstrate more immaturity than their
peers, are more aggressive and maintain a more negative affect (Pierrehumbert, Miljkovitch,
Plancherel, Halfon & Ansermet, 2000). Children who are securely attached are found to
present with fewer psychological problems in both childhood and adulthood and are often

known to present with a positive affect (Muris, Mayer, & Meesters, 2000).

It is therefore clear that children who present with low anxiety often have a secure
attachment with their attachment figure, which in turn results in a greater feeling of
protection and satisfaction within the child’s life. This then leads to healthier infant
development, whereas insecure parent-infant attachments are associated with increased
negative psychological impairments (Thompson, 1999). Contrary to this, an insecure parent-
infant relationship has been found to impact the quality of the later parent-child relationship
along with the entrance of the child into all other intimate relationships (McVay, 2009).These

children are also found to develop either social, emotional or mental health problems.

3.2.5 Adult Attachment

As with childhood attachment, there has been much investigation into adult
attachment. This was due to Bowlby (1982) believing that attachment occurs throughout
one’s life. In 1985, Mary Main and colleagues were interested in how childhood attachment
experiences affect parental behaviours. This then led to the development of the Adult

Attachment Interview (AAI), an instrument used to assess an adult’s attachment patterns.
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These studies lead to identifying three attachment patterns: secure, preoccupied, and
dismissing (Main et al., 1985).

Hazan and Shaver (1987), explored attachment by looking at romantic love; focusing
on the self-perceptions of the actions and responsiveness of partners within a romantic
relationship. Hazan and Shaver (1987), also identified three attachment patterns amongst
such adults, namely; secure, ambivalent, and avoidant (Hazan & Shaver, 1987).

More recently in 1991, Bartholomew and Horowitz developed a model to asses an
individual’s representation of self and others. Four categories of adult attachment were
identified, which included secure, preoccupied, fearful, and dismissing (Bartholomew &
Horowitz, 1991).

More research on adult attachment materialized independently, exploring the adults’
state of mind regarding their experiences with their parents in childhood by means of a
standardized interview measure. It also explores adults’ attachment patterns in romantic
relationships through a self reporting measure. This research came alongside the parent-infant
attachment field to expand on Main’s (1985) research. It was discovered that an infant’s
behaviours towards the parent were correlated with the attachment style and state of mind of
the parent, which were identified through parents disclosing their own attachment incidents
as a child (Hesse, 1999). This is seen in the inter-generational transmission of attachment
styles. Riggs, Paulson, Turnell, Sahl, Atkison & Ross (2007), showed that parents’ early
attachment experiences might predict their care-giving behaviours later in life as it was
discovered that an adult with a secure state of mind is likely to have an infant with secure
attachment, whereas an adult with a preoccupied state of mind is likely to have an infant with

anxious-ambivalent attachment (Riggs, et al., 2007).

3.3 Conclusion

As seen previously, attachment is a vital process for the development of any child
whether they have ADHD or not. However, as the broad objective of this research is to
explore the caregivers’ perception of the inter-relationship between attachment and the
development of Attention Deficit Hyperactivity Disorder (ADHD) in children, it is therefore
important to explore the methodology and analytical framework employed within this study,

in the following chapter.
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CHAPTER 4:
METHODOLOGY AND ANALYTICAL FRAMEWORK

4.1 INTRODUCTION

This chapter builds on the preceding review of literature concerning the inter-
relationship between Attachment and Attention Deficit Hyperactivity Disorder (ADHD) in
children in an attempt to explore the caregivers’ perception. In doing so, this chapter
discusses the methodology and analytical framework employed within this study in order to
explore the broad objective of the study as well as the sub-objectives discussed in Chapter 1
Section 1.2.

This chapter is divided into seven main sections so as to describe the methodological
and analytical framework. Accordingly, Section 4.2 specifies and discusses the research
design employed to determine if there is a link between attachment and ADHD. Section 4.3
describes the research sample by looking at the participants who will partake in the study and
the sampling techniques utilised. Section 4.4 and 4.5 discuss the data collection procedure
and the data analysis, respectively, while Section 4.6 discusses the ethics. Lastly, Section 4.7

concludes the chapter.

4.2 RESEARCH DESIGN

The focus of this research study is on the caregivers’ perception of the link or inter-
relationship between attachment and children living with Attention Deficit Hyperactivity
Disorder (ADHD). For this reason, the research was approached from an exploratory,
qualitative approach. The main reason for using a qualitative approach is that qualitative
research is concerned with exploring everyday perceptions of the world and uncovering the
experiential, subjective dimensions of people’s worlds (Mouton & Marais, 1996). The goals
in qualitative research are set out as describing and understanding, rather than explaining and
predicting human behaviour, as it is the case in quantitative research (Babbie & Mouton,
2001). Qualitative research is therefore known as a “form of systematic empirical inquiry
into meaning” (Shank, 2002, p.5).

Exploratory research is also very useful in social research as it yields new insights
into a topic of research and it provides comprehensive information about the particular study
(Babbie & Mouton, 2010). For example it may provide new comprehensive information
about the inter-relationship between attachment and ADHD from the caregivers’ perspective
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by yielding intra-relational® findings as well as inter-relational® findings from the researchers’
results and then by integrating them within the existing literature.

A qualitative approach was deemed the most suitable for this particular study as it
enables the researcher to use direct elicitation methods to obtain data directly from the
informants, in this case — the caregivers’ of children living with ADHD. Terre-Blanche and
Kelly (1999) postulate that qualitative design allows for a thick description and deep
understanding from the perspective of the participants.

The qualitative research design used for this study in turn informed the methods of
sampling, data collection and data analysis employed. It also informed the overall process
followed in conducting the research and the format in which the data was written up and

presented, entailing a deductive approach (Terre-Blanche and Kelly, 1999).

43 SAMPLE

With regard to the sample size, Patton (2002, p. 244) explains that there are no rules
as to the sample size in qualitative research. In this study, eight primary caregivers’ of
children living with ADHD were selected to participate in this study, as the focus was on the
caregivers’ perceptions of the inter-relationship between attachment and Attention Deficit
Hyperactivity Disorder (ADHD) in children. All potential participants had to be the primary
caregivers of the children who had been clinically diagnosed with ADHD. Participants were
required to speak English and all participants had to be 18 years of age and above in order to
provide self informed consent for participating in the study.

These participants were selected by means of convenience sampling, which is a type
of non-probability sampling in which people are sampled simply because they are
‘convenient’ sources of data for the researcher (Terre Blanche, Durrheim & Painter, 2006).
This method of sampling for participants was selected on the basis of their willingness and
availability to take part in the study (Terre Blanche, Durrheim & Painter, 2006).

Convenience sampling may present both strengths and weaknesses. Its advantage is
that it is extremely fast, easy, readily available and cost effective (Black, 1999). However, the

! The intra-relational findings presented in this research pertain to the participant’s subjective views of the
questions asked during their individual interviews with the researcher.
% The inter-relational findings presented in this research pertain to the researcher’s objective views of the results
obtained from the participants within this particular research.
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concern that arises with convenience sampling is that it is not possible to prove that the

sample is representative of the population (Black, 1999) and therefore not generalisable.

4.4 DATA COLLECTION PROCEDURE

All participants were requested to sign consent forms before participating. A date,
time and a place of convenience were arranged between the researcher and the participant for
the individual interview. All eight participants were interviewed once and therefore a total of
eight interviews took place. The participants were encouraged to describe their perceptions of
the inter-relationship between attachment and ADHD focusing on their child living with
ADHD. Specific communication techniques were employed such as listening, reflecting,
clarifying and summarising. All interviews were audio- recorded with the permission of the
participants.

The primary source of data collection was in the form of individual face-to-face, in-
depth, semi-structured interviews. The researcher’s questions were based on the various
aspects of attachment and the emotional development of the child living with ADHD, as
outlined in a semi- structured interview schedule®,

The initial questions of the interview schedule consist of biographical questions and
the rest of the themes for the questions were guided by an adaptation of the “Disturbances of
Attachment Interview (DAI)*’developed by Smyke and Zeanah (1999). DAI is a semi-
structured interview designed to be administered to the child’s primary caregivers who know
the child and the child’s behaviour well. The interview schedule was simply used as a
guideline allowing open-ended responses from the participants. The interviews conducted
with each participant took approximately 50 minutes in which it was designed to elicit more
information from the primary caregiver.

Once the interview had been completed, the participants were debriefed about the
interview session to ensure that each participant did not leave feeling vulnerable. Afterwards,
a reflection session took place between the researcher and the supervisor. The researcher also
kept a trustworthiness journal throughout the research procedure, to ensure the researcher was
objective at all times by ensuring no counter-transference when analysing the data.

All audio-taped interviews were transcribed verbatim. Thereafter the data were

analysed through the process of thematic content analysis-which will be explored in detail in

¥ Researcher’s semi- structured interview schedule may be found in Appendix 4.
* The Disturbances of Attachment Interview (DAI) questionnaire may be found in Appendix 6.
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Section 4.5. Pseudo names were used when necessary to protect the identity of the
participants. Participants who resided in the Johannesburg district were referred to the
Emthonjeni Centre at Wits University, if counselling was required. The details for
Emthonjeni Centre were provided to all participants via an information sheet®. These services
were available free of charge. Alternatively, for the participants who resided in the Eastern
Cape and the Western Cape, appropriate information was provided regarding various options

should counselling be required.

45 DATA ANALYSIS

For the purpose of this study, all the responses from the individual interviews were
audio-recorded and transcribed verbatim. The data that resulted from the transcribed
interviews was analyzed using content analysis, which is a technique used to study human
communication of various forms (Babbie, 2004). More specifically, thematic content analysis
(TCA) was used. This form of analysis is a descriptive presentation of qualitative data which
examines the presence or repetition of particular words or phrases in texts in order to make
inferences about the author’s or speaker’s message (Babbie & Mouton, 2001).

Thematic content analysis (TCA) is systematic and allows for large amounts of text
(such as the text that resulted from the transcribed interviews) to be placed into categories or
themes based on pre-determined rules of coding (Stemler, 2001). This systematic process of
coding and theme identification also allows for the “subjective interpretation of the content of
text data” (Zhang, 2006, p.1).

It is important to note that when analyzing data using content analysis, more
specifically the guidelines from that of thematic content analysis (TCA), active and
subjective input is used by the researcher (Braun & Clarke, 2006). Selecting themes using
thematic content analysis (TCA) is not believed to simply emerge from data, but are in fact
selected by the researcher with the aid of the research questions that directed the study. To
emphasise the point, Braun & Clarke (2006, p.80) present the following quote from Ely, Vinz
& Downing (1997), “If themes ‘reside’ anywhere, they reside in our heads from our thinking

about our data and creating links as we understand them”.

Braun & Clarke’s (2006) guidelines on how to conduct thematic content analysis

(TCA) were followed in analysing the data in Chapter 5; as well as in discussing the findings

® Participant Information Sheet — Appendix 1
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in Chapter 6. It is important to note that this process is not a linear process where you simply
move from one phase to the next, but rather a recursive process where you go back and forth
where necessary, throughout the various phases proposed in Braun & Clarke’s (2006)
guidelines.

An outline of Braun & Clarke’s (2006) guidelines on how to conduct thematic
content analysis is presented in Table 1 below with the summary of phases, as extracted from
Braun & Clarke (2006, p.35).

Table 2: Phases of Thematic Analysis

Phase Description of the process

1. Familiarising yourself with your data: Transcribing data (if necessary), reading and re-
reading the data, noting down initial ideas.

2. Generating initial codes: Coding interesting features of the data in a
systematic fashion across the entire data set,
collating data relevant to each code.

3. Searching for themes: Collating codes into potential themes, gathering all
data relevant to each potential theme.

4. Reviewing themes: Checking in the themes work in relation to the coded
extracts (Level 1) and the entire data set (Level 2),
generating a thematic “map’ of the analysis.

5. Defining and naming themes: Ongoing analysis to refine the specifics of each
theme, and the overall story the analysis tells;
generating clear definitions and names for each
theme.

6. Producing the report: The final opportunity for analysis. Selection of wivid,

compelling extract examples, final analysis of
selected extracts, relating back of the analysis to the
research gquestion and literature, producing a

scholarly report of the analysis.

Table extracted from Braun & Clarke (2006).

The first phase in thematic content analysis is to familiarise oneself with the data.
This phase involves transcribing all data verbatim, and reading through the resultant
transcripts at least twice so as to gain an understanding of the breadth and depth of the
material. In doing so, it is important to note initial ideas as well as recurring ideas (Braun &
Clarke, 2006). During this phase, the researcher transcribed the interviews by herself to
ensure confidentiality of all the participants. The researcher then familiarized herself with the
transcribed data by reading each transcript multiple times and noting any interesting
information that the participant provided.

The second phase started once the researcher has familiarized him/herself with the

data and has noted all ideas. This phase involved the generation of initial codes as thematic
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content analysis allows the researcher to interpret the social reality of the participants in a
subjective manner, and the validity of the inferences made is only ensured when a systematic
coding process is adhered to (Zhang, 2006). Codes identify a feature of the data that appear
interesting to the researcher and allows the researcher to assess information in a meaningful
way by organising them into groups. When coding manually, the researcher uses highlighters,
colour pens and makes notes in order to indicate various segments of data (Braun & Clarke,
2006). Phase two saw the researcher allocate each interesting and noted idea from each
participant with a different colour highlighter or pen to allow for each idea to be presented in
a meaningful way and later to be organised into common groups. These common groups
mostly consist of similar or recurring ideas that emerge across the participants. A group was
also allocated to any interesting or outstanding information presented by a participant that
may not have surfaced across all participants.

Phase three involves searching for themes, and “a theme captures something
important about the data in relation to the research question, and represents some level of
patterned response or meaning within the data set” (Braun & Clarke, 2006, p.82). The codes
obtained from phase two are re-examined to form overarching themes. These themes emerge
with the use of the researcher’s judgement of what constitutes a theme as there are no hard
facts as to what proportion of the data set has to display evidence of a theme (Braun &
Clarke, 2006). All themes will be discussed in Chapter 6. The groups that were formed from
phase two, each coded with a different colour and title were re-examined to form overarching
themes and sub-themes.

The fourth phase entailed the reviewing of the themes obtained in phase three. This
involved rereading the codes from phase two whilst noting any consistencies or
contradictions with the themes obtained in phase three. It was important to ensure that there
were no overlapping themes (Braun & Clarke, 2006).

Phase five entailed defining and naming all themes that pertain to the study with the
guide of the research questions. It is important to not simply paraphrase the data, but rather
identify what is interesting and important and how such themes link to relevant literature and
to the research questions (Braun & Clarke, 2006). The themes which were extrapolated from
the data are discussed and interpreted in Section 6.3 as well as diagrammatically presented in
Diagram 1 in order to show their inter-relationships.

The final phase includes the writing up of the themes in the results and discussion
section of the research report. This phase is detailed in Chapter 5 and Chapter 6 respectively,
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in which all themes are discussed in line with literature to cement arguments and illustrate

various points made.

4.6 ETHICAL CONSIDERATIONS

The researcher enforced a number of measures in order to ensure that the participants
were not harmed in any way as a result of their participation in this study. Firstly, all
participants were required to be 18 years of age and older and each participant was required
to sign an informed consent form before the commencement of the interview. The process
was voluntary and participants were allowed to withdraw from the study at any time without
any consequences. Participants had the right not to answer questions they felt uncomfortable
answering. Anonymity was not ensured as the interviews took place face to face, however
confidentiality was ensured as pseudo names were used and nobody had access to the data
except the researcher and the supervisor. All data was stored on a password-protected laptop
and the audio tapes were locked up in a safe place where only the researcher and supervisor
had access. Direct quotes were only used with the participant’s consent and once again
pseudo names were used when necessary, resulting in sanitized information, so that it won’t
be traceable back to any of the participants. All this information was documented in the
Participant information letter® and the various consent forms’.

The participants were neither advantaged nor disadvantaged in any way for choosing
to participate or not to participate in the study. The results were written up in a research
report and may possibly be written up for a possible journal publication. All interview
materials (tapes and transcripts) will be destroyed after five years. All participants were
offered feedback on the study’s findings and a summary of findings will be provided on
request. Containment took priority. Had any participant felt distressed at any given time, the
interview was stopped or terminated and participants were debriefed and referred for
counselling. The information regarding a counselling session was given to the participants
and these arrangements for counselling were arranged with the clinic beforehand upon
request from the participant. Counselling services were available at the Emthonjeni Centre at
Wits University, free of charge. Contact details were provided to each participant. For the
participants who resided in the Eastern Cape and the Western Cape, appropriate information

was provided regarding various options should counselling be required.

® Appendix 1
" Appendix 2 and 3
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47  CONCLUSION.

This chapter focused on the methodology and analytical framework, which were taken
up within this study to explore the inter-relationship between Attachment and Attention
Deficit Hyperactivity Disorder (ADHD) in children in an attempt to explore the caregivers’
perception. In doing so, a focus was placed on describing methodological aspects including
the design, sample, and data collection procedure and data analysis. These results are
presented and discussed in the following chapters. Chapter 5 presents the results from each of
the participants, while chapter 6 highlights all the themes that emerged from the data and
discusses them in relation to the literature to cement arguments and to illustrate various points

with examples.
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CHAPTER 5:
PRESENTATION OF FINDINGS

5.1 INTRODUCTION

This research study investigated the perceptions that primary caregivers have
regarding the inter-relationship between attachment and ADHD in children. In order to
answer the research topic, the results from this chapter are used to address sub-objectives one,
two, three and four, as set out in Chapter 1. The specific objectives entailed the exploration of
the development of ADHD in South Africa and the caregivers’ perception of the emotional
development of children living with ADHD, whether any attachment difficulties were
displayed between mother and child and lastly whether these, if any, attachment difficulties
could have contributed to the development of ADHD.

This chapter is divided into four main sections. In section 5.2, the intra-relational
findings are presented with each participant’s biographic information and a description of
their interview with their prominent themes extracted, using questions from the interview
schedule as a guideline. Section 5.3 presents the inter-relational findings which constitute a
summary of the findings and the common themes extrapolated from all eight participants in
preparation for the discussion in the next chapter. Finally, section 5.4 provides the conclusion

to the chapter.

52 PRESENTATION OF INTRA-RELATIONAL FINDINGS

The intra-relational findings presented below are those of the participants’ responses.
These findings are presented on the basis of individual face-to-face interview that took place
with each participant. It must be noted that Participant 4 and 5 are a married couple and by
the request of both participants, they were interviewed together as a couple. These findings
are set out by the guidance of the interview schedule and the information presented below are
the findings deemed interesting and relevant from the process of using thematic content
analysis (TCA) as outlined in Chapter 4, Section 4.5.

Each sub-section presented below starts with a table presenting the participants’
biographical information. Thereafter, the discussion focused on the participants’ background
history, experiences related to their pregnancy from the time they became aware of the
pregnancy, to the birth of their child, their experience after the birth of their child and during
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their development as an infant and finally their perceptions about their relationship with their
child.

The amount of information presented was based on the relevance as well as the
openness of the participant regarding the specific topic. Some participants were open and

candid with their responses while others were anxious and guarded.

5.2.1 Participant 1

e Biographical information

Number
of
. Marital : Number children
Interviewee | Race Age Gender Province of ;
Status . diagnosed
children .
with
ADHD
Participant 1 | Coloured | 40-50 | Female | Married CE:ZE[Sm 4 1

e Caregiver’s background history

Participant 1 stated that she grew up living with her grandparents, parents and
siblings. She described having a “pretty normal childhood” where kids always played outside
as they never grew up with a TV. She further illustrates her relationship with her parents as
“pretty good”, despite not being very open with them about things that may have bothered her
as she states ‘she...always tried to handle things on her own’. Participant 1’s parents have
both died and she often appears to miss the guidance she received from her mother, especially
regarding parenting. Participant 1 often recalled what her mother would say when she spoke
about her marriage, parenting styles and her feelings regarding her relationships with her
children. It appeared that Participant 1 had a closer relationship with her mother than her
father.

e Experiences related to the caregiver s pregnancy from the time they became aware of

the pregnancy to the birth of their child.
Participant 1 was 40 years old when she found out she was pregnant with her fourth
child. She stated that she was “shocked” when she found out; as she had thought that the
doctor may tell her that the symptoms she was experiencing was due to her going through

menopause and that she was “going through a change of life”. As the doctor had told her the
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news of the pregnancy, both Participant 1 and her husband had “burst out laughing”.
Participant 1 and her husband were in shock as they had just recently had a third child who
was a mere 7/8 months at the time they had found out about the pregnancy of their fourth
child. Participant 1 explained the worry they had about having another child, due to the
financial implications that they may face with a fourth child. However, Participant 1
expressed that she “worked through a couple of emotions in a few seconds, and decided at the
very end (they) were blessed”.

Participant 1’s first two children were already grown up, as her eldest had moved out
of the house and her second eldest was completing her secondary schooling. Participant 1 and
her husband were facing financial constraints as Participant 1 was the breadwinner at the
time; where as her husband had brought a minimal or no income at times. Despite this, both
Participant 1 and her husband had embraced the news of a fourth child as Participant 1 was
glad that both her third and fourth child were able to grow up together.

Participant 1 describes her pregnancy as “pretty eventful” as she had suffered from

high blood pressure, hypertension and the risk of an early birth.

e Caregiver’s experience after the birth of their child and during their development as
an infant.

Participant 1 gave birth at 35 weeks and her child had to spend the initial days in an
incubator. She stated that as an infant he “cried quite a bit” and described that it was “very
traumatic at one stage”. She recalls not knowing what to do or how to get to grips with the
situation and that she felt out of control at one stage. Her child was diagnosed with colic at
the time in which she stated that the medication only worked for short periods of time. When
Participant 1 compared her fourth child with her other three children, she stated that holding
and handling her infant would not help so much. Participant 1 described her child as a
difficult baby and often needed additional support from her husband, children and extended

family members.

o The caregiver’s perceptions about their relationship with their child.
Participant 1 believes that she has a very close relationship with her child as she
realised that as an infant her son needed more of her time and she found that she spent the
majority of her time with him compared to her other children, whom she thought needed less

of her time. She described this time as “very challenging because every mother wants what is
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best for her child”, but often found that she became “very impatient”. When Participant 1 had
received the diagnosis of ADHD for her child and told that he needed to be put on medication
she recalls seeing a “different child”. She stated that “I can’t say that the child I saw is a child
I can totally embrace” — when referring to him being on medication. She found that he often
became aggressive, would lash out with very little provocation and would often overact at
home and at school.

Participant 1 was the breadwinner at the time and so her husband was the individual at
home during the day when the children had returned home from school and so believes that
her younger children may be closer to their father. She does however attempt to spend quality
time with them by assisting them with homework. However, Participant 1 stated that “I just
feel sometimes it can be made easier for me, if he actually does his homework at school
during aftercare and save me that hour, I won’t mind going over it again to check if he
understood... ”.

Participant 1 thought that she was handling “things on my own” and found that the
diagnosis of ADHD was the “biggest challenge”. Her third child became very sick at the age
of two and for four years had to sleep in the main bedroom, while her youngest, the one
diagnosed with ADHD, had to sleep in his own room. This caused a major adjustment as “my
attention now shifted over to (my other child)”. Participant 1 recalls no longer being able to

spend all her time and supervision with her child who was diagnosed with ADHD.

5.2.2 Participant 2

e Biographical information

Number
of
. Marital . Number children
Interviewee | Race Age Gender Province of ;
Status . diagnosed
children .
with
ADHD
Participant 2 | Coloured | 40-50 | Female | Married (E:Z?eem 1 1

e Caregiver’s background history.

Participant 2 grew up in a very conservative home. She lived with both her parents

and four siblings. Participant 2 came from a previously disadvantaged background in which

both her parents worked; however “income was very little”. Participant 2 recalled her parents
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always ensuring that as kids they were provided for; “they would ensure you have got clothes
on your back... all the necessities...” however she cannot recall them being affectionate.
Participant recalls “only at the age of 24 did | pick up a relationship with my mother” and
when her father became ill, when he was admitted to hospital, was the first time she recalls
giving him a hug, at the age of 33 years. Participant 2 described her upbringing as “lacking

warmth” as it “lacked intimacy between family members”.

e Experiences related to the caregiver’s pregnancy from the time they became aware of
the pregnancy to the birth of their child.

Participant 2 fell pregnant at the age of 26 years. It was an unplanned pregnancy and
Participant 2 was not married to the father of her child at that time. She fell ill and the doctors
had discovered that she had a cancerous growth in the womb which resulted in subsequent
surgery. The doctors had also recommended that should they want children, as a couple, they
should try as “quick as possible”. Participant 2 fell pregnant a few months later, however not
planned, as she stated that “the pregnancy was not planned, because I did not plan to get
married yet”. Participant 2 recalls never feeling connected to the pregnancy and describes the
experience as a “fairy-tale”. She stated: “I was never connected to this pregnancy at all, it was
like... I could just see the changes to my body... all those kind of things. So when she was
born, everything happened so hastily”.

e Caregiver’s experience after the birth of their child and during their development as
an infant.

Once Participant 2 gave birth, she still did not feel much connection to the baby she
held. She recalled everything felt unreal and stated “there was no connection, so... uh... two...
three days, I’'m feeding her, but I really struggled to, I don’t know why that was... | really
don’t know... and then my mother said to me, ‘I’'m feeling really bad, it looks like you love
your dog more than you love your child’ so then I said... no, it’s true, thank you for your
observation, thank you.. But, I can’t help it”. “Still up to now, I’m struggling to give her a
hug or kiss... so it’s difficult, but I am trying, I really am trying”.

Participant 2 experienced her child to be very “interruptive with a major lack of
concentration”. Once her child began school, she realised that her child was “extremely
stubborn and very very irresponsible and impulsive”. She found that her child was also very
aggressive and emotional.
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o The caregiver’s perceptions about their relationship with their child.

Participant 2 described her relationship with her child as a “rollercoaster pattern”.
Participant 2 expressed how difficult it was for her as a mother to connect to her child from
the time she found out she was pregnant. Participant 2 also had a fulltime job throughout her
pregnancy and did not take much maternity leave. She continued working for the early years
of her child’s life and her job was very demanding, which entailed her having to travel often
for business. Due to Participant 2’s highly demanding work schedule, which only allowed
her to be home on weekends, she decided it was best that her child lived with her aunt.
Participant 2’s child lived with her aunt for 2 years. One day before leaving again for work,
Participant 2 recalled her child sitting outside, when she approached her child, she recalled
her child stating “oh, here comes my Aunty [Participant 2]!” Participant 2 stated that having
her biological daughter refer to her as an aunty, was the moment she realised that she needed
to “change things”. Participant 2 requested time off from work and decided together with the
father of her child that they would buy a house together that would enable for her child to
move back home. Participant 2 felt the needed to improve her relationship with her child.

Participant 2 described her daughter as “very manipulative and aggressive” and stated
that her daughter, on three occasions had become “physically abusive” towards her. She
recalled the first incident was when her daughter was just over a year old. Participant 2
decided she needed to rest for a short period of time, so she locked her bedroom door to
create a safe environment while she lied down on the bed and her daughter played on the
floor next to her bed. Participant 2 recalled her daughter asking for a bottle. She stated that
she was so tired that all she could say was “Oh man, I will do it now”. Her daughter started to
nag and because she did not respond immediately, her daughter reached for the coffee mug
on her bedside table and hit her over the head with it. The second incident she recalls was
when her daughter was 3 to 4 years old. Participant 2 could not recall exactly what her
daughter had done, but remembered as she wanted to “spank” her daughter, her daughter ran
outside the house through the front door and back inside through the kitchen door. As
Participant 2 ran after her daughter, her daughter managed to get into the house before her
and she locked the door, leaving Participant 2 outside. Participant 2 recalled asking her
daughter “kindly open the door for mommy”, while she tried her best to stay calm. Her
daughter refused to unlock the door, and shouted “first say sorry”. Participant 2 resorted to
apologising simply to allow her daughter to open the door, but once she was back in the
house and wanting to discipline her daughter, the daughter grabbed the broom stick and
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swung it, hitting her on the right ear. The third incident that Participant 2 recalled was when
her daughter was 8 years old, in which her daughter tried to stab her with a kitchen knife.
They were arguing about her daughter not wanting to take her ADHD medication and as
Participant 2 took a wooden spoon and smacked her daughter on the bottom, her daughter
grabbed a kitchen knife and tried to stab Participant 2, while screaming “I hate you! I wish
my father could buy another wife... I don’t care if I go to jail; at least I know I’m doing
something good...”

Participant 2, whose daughter is now 10 years old, stated that it has only been for the
last 2 years in which their relationship has become “much better”. Participant 2 has become
more involved in her child’s life, both personally and academically. Participant 2 also take
her daughter for regular sessions with a psychiatrist and a psychologist which has assisted in
the improvement in their relationship. Participant 2 appeared very hopeful and optimistic
about the future of her relationship with her daughter, but stated the desire for support groups

for parents with children with ADHD in her area.

5.2.3 Participant 3

e Biographical information

Number

of

; Number .
Interviewee | Race Age Gender Marital Province of (_:hlldren
Status . diagnosed

children .

with
ADHD

Participant 3 | Indian 40-50 | Female | Separated | Gauteng 3 2

o Caregiver’s background history.

Participant 3 has three siblings and they grew up in Johannesburg in the Gauteng
region where they were all raised by both their parents. Her relationships with her siblings
appear to be good and she stated being closer to her mother than her father. Participant 3 is
currently going through a divorce and her husband has moved out of the house which has left
her raising her three children on her own. Participant 3 has three children with two of them
having been diagnosed with ADHD, her eldest (13) and youngest (8).
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e Experiences related to the caregiver s pregnancy from the time they became aware of

the pregnancy to the birth of their child.
Participant 3’s first pregnancy was planned and she stated that she was very excited and had
experienced no complications during the pregnancy. However, her third child was not
planned and she felt uncertain about having another child so soon after the second. She

however embraced her child once he was born.

e Caregiver’s experience after the birth of their child and during their development as
an infant.

When Participant 3 gave birth to her first child, she was very excited and loved every
moment she spent with her child, stating “oh I loved it, and I loved the experience...every
minute of it”. Participant 3 was working at the time and had the assistance of her mother-in-
law, but when she had her second child, she had taken time off work to spend with her first

two children.

o The caregiver’s perceptions about their relationship with their child.

Participant 3 was the primary caregiver for all three children, and believes that she has
a close relationship with all three of her children. She does however believe that her youngest
demands more of her attention than the older two and her middle child is the most
independent and demands the least amount of her time, attention and supervision. She has
noticed that with the separation from her husband all three children have become more
dependent on her as she described that they often “hang on me”.

Before the separation, Participant 3 struggled in her relationship with her eldest son as
he wrote on her wooden floors at home that he “hates me”. She described how he would often
write her hate letters stating that he would kill himself. Participant 3 experienced a lot of
violence with her eldest child as he once tried to strangle her, not realising how strong he
was. He would often scream at her or push her around, but would never display such violent
behaviour towards his father.

Her youngest was more passive with no violent outbursts as yet. He appeared to be
quiet, shy and reserved. Her middle child who has no diagnosis of ADHD, is often the one
who acts “macho man”, often checking if she is ok and reminding her to give her other two

children their medication.
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5.2.4 Participant4 &5

e Biographical information

Number
of
. Number .
Race Age Gender Marital Province of (_:hlldren
Status . diagnosed
children .
with
ADHD
Participant 4 | Coloured | 40-50 | Female i
Participant 5 | Coloured | 40-50 | Male Married | Gauteng 2 !

o Caregiver’s background history

Participant 4 grew up in the Gauteng region. She was one of eight children. She
recalled growing up in a very strict home describing her father as “Hitler’s nightmare”. She
also comes from a very conservative home, in which they were raised within the Christian
faith. Most of her siblings attended boarding school where there were strict rules and
regulations and they were not exposed to the environment of the community in which they
grew up in. They were not allowed to attend clubs, or have clothing accounts. They were not
expected to “pray on fashion”, but rather had to be active within youth groups from the
church. As youngsters they were not allowed to move out of the house before they were 21
years old and they would only be allowed to move out, if they were getting married. It was
frowned upon should they have children at a young age or out of wedlock.

Participant 4 had to play a parental role to her siblings from a very young age as her
mother became very ill and she states that because she had to grow up so fast, she did not
know what it meant “to play outside”. She then realised that if you “get married you can get
out, and if you don’t get married, you don’t get out”.

Participant 5 grew up in the Western Cape region and have been living in Gauteng for
the past 15-16 years. Participant 5 was one of four children who were raised primarily by
their mother as their father had passed away. Participant 5 described his childhood as a
loving time in which he was “free growing up”. He was closer to his mother while growing
up as his father did not “talk much”. Participant 5 left home at a young age in search for

work.
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e Experiences related to the caregivers’ pregnancy from the time they became aware of
the pregnancy to the birth of their child.

Participant 4 & 5 had planned pregnancies with both their children. They had
struggled to fall pregnant, as they had tried for two years. Participant 4 was 32 years old
when she fell pregnant with her first child. Participant 4 described her pregnancy as a very
difficult time, because of her age, she had suffered from hypertension and she had a “pinched
nerve”. She described her pregnancy as the “best thing ever... despite my feet looking like
balloons and me being in pain, it was all worth it.” Participant 5 expressed how they had
“...Just given up hope and came to accept the fact they we were not going to have children”,
but when both him and his wife thought they were pregnant, Participant 5 recalls going to the
shop to buy five pregnancy tests to ensure the results were correct. Participant 4 had used all
5 tests, and all came out positive. A few days later their doctor also confirmed the pregnancy.
Participant 4 and 5 were both elated at the news and ensured that Participant 4 had received
the necessary medical care and emotional support that she needed.

During the pregnancy Participant 4 read all the baby books that were available and did
a lot of research on the internet about what to expect. Participant 5 described her as a “typical
mom-to-be”. They both felt they were prepared both emotionally and financially for their first
baby and they had received a lot of social support from family and friends.

e Caregiver’s experience after the birth of their child and during their development as
an infant

Participant 4 had a difficult pregnancy due to her health and after the birth of her child
she was hospitalised for a short period of time. Due to having been separated from her child
at that time, Participant 4 had promised herself that she would spend as much time as possible
with her child once she was discharged from the hospital. Participant 5 described Participant
4 as “very over-protective” because if the baby had made a simply sound, Participant 4 was
there to “soothe her”. Participant 4 and 5 had differed on this and Participant 5 believed that
one should not be so protective. Participant 4 and 5 described and compared the different
ways in which they were raised; Participant 4 was raised in a very conservative home, with
very “little affection between parents and child”, while Participant 5 grew up in a very “open
and loving relationship”. Due to this, Participant 4 finds it difficult to be as open with her
children as compared to her husband. Participant 5 always stated that Participant 4 is working

on it and improving each day.
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Both Participant 4 and 5 are very involved in their children’s lives, especially when it
relates to their development and wellbeing. Both Participant 4 and 5 had noticed differences
with their child when they compared her to other peers of the same age. They had noticed she
was not developing as well academically and noticed that she was often restless with little
patience. Despite reaching the required milestones at the appropriate ages, they noticed that
their child’s development appeared to “decline or not improve as the other children, when she
reached a certain age”. At this point, Participant 4 and 5 sought advice from various medical
practitioners such as general practitioners, psychologists and psychiatrists. Their daughter
was diagnosed with ADHD at the age of 6 years. They decided against medication, but rather
place her in a special needs school where she received the necessary assistance and they
sought psychotherapy.

Participant 4 and 5 are pleased with their daughter’s improvement and are optimistic

about their daughter’s future.

o The caregiver’s perceptions about their relationship with their child
Participant 4 and 5 appear to have a very close relationship with both their children. They
stated that their “relationship improves everyday”. Participant 4 noted that their relationship
has improved a great deal since her daughter has been attending psychotherapy as she has
become “more confident and independent”. Participant 4 stated that she is still over-
protective over her children and finds it hard to “let-go”, but believes that it is necessary.
Participant 4 states that she does not want her children to be raised the way she was, where

she felt a “lack of affection”.
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5.2.,5 Participant 6

e Biographical information

Number
of
. Marital : Number children
Interviewee | Race Age Gender Province of ;
Status . diagnosed
children .
with
ADHD
Participant 6 | Coloured | 20-30 | Female | Single \C/:\/a%séern 1 1

o Caregiver’s background history.

Participant 6 resided in the Western Cape Region throughout her entire life. Both she
and her older brother were raised by their parents. Participant 6 was seven years of age when
her parents got divorced. This resulted in her father moving out of the house and her and her
brother being raised by a single mother. Participant 6 described her family as an “American
family”, before the divorce. They had a nuclear family which consisted of a loving mother,
father and two children. They had “pets and everything else”. Participant 6 explained that she
had always thought that there “was love inside the house”, but described that “obviously we
took what was given to us, so we did not see what was happening behind the scenes with my
mom and dad...until...my mom and dad told us they were getting a divorce”. Participant 6’s
relationships with her father became “non-existent” after the divorce, which lead to
Participant 6 and her mother becoming very close. She describes her mom as her “best
friend”. They had a very open relationship with each other. When Participant 6 had her first
child, she attempted to restore her relationship with her father for the sake of her child, as she
stated that “he is in fact (my child’s) grandfather”.

e Experiences related to the caregiver’s pregnancy from the time they became aware of
the pregnancy to the birth of their child.

Participant 6 fell pregnant when she was 18 years of age. She was dating her
boyfriend at the time for approximately 2 years. Participant 6 described how at the time she
had suspected she was pregnant, despite her aunt and family members thinking she was sick
and so took her to the doctor for some tests. At the time she fell pregnant, Participant 6’s
mother was abroad and Participant 6 had therefore felt sad that her mother was not around to

support her. She however felt “blessed with a baby”.

Page | 44




She recalled calling her mother immediately when she found out the news and stated
that despite being so far away, her mother had provided emotional support and gave her the
freedom to decide whether she wanted to keep the baby or not. Stating that her mother
“would stand by (her), no matter what (she) decides”. This emotional support proved to have

made accepting the news “easier and lighter” for Participant 6.

e Caregiver’s experience after the birth of their child and during their development as
an infant.

Participant 6 worked until she was 8 and half months pregnant in the attempt to
support herself. Once she had given birth, she became the primary caregiver of her child as
the father of the child was not working at the time and was not always around as he “was into
drugs and that... I think drugs took over his life, so he was not there much”. Participant 6
relied on her mother to support her financially. Participant 6 and her partner were living
together at the time, but she stated that he “was not always around and so (my son) was my
responsibility”. Participant 6’s mother had returned to stay in South Africa when the child
was three years old and so Participant 6 and her child had moved in with her mother for extra
support.

Participant 6 appeared to have taken full responsibility for the caring of her child with
additional support from her mother. She stated that “I didn’t want anyone else to say that they
had to take care of him”. For this reason she spent the majority of her time raising her son
during his development as an infant and therefore the relationship between the two of them
were very close. Today, they are still very close.

She described her child as an “easy and mellow” child who did not cry often. She
recalled him meeting all his milestones on time and did not notice anything wrong until he

started Grade 1. That was when she noticed something was wrong.

e The caregiver’s perceptions about their relationship with their child.

Participant 6 believed that being a single parent, she had to basically raise her child on
her own and for this reason she believes that her relationship with her son is very good.
Participant 6 furthered her studies to an Honours level and therefore had to spend much of her
time at University, but believes she had given all her available time to him. She often assisted

him with his homework and took time in the evenings to sit and talk to him about his day.
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Participant 6 found it very difficult raising her child on her own and found that with
the diagnosis of ADHD, it became very difficult for her as he had required more of her time
and supervision. She found that she had to be stronger for both herself and child as there was
“no focus on the parent or help for the parent... so it impacts the parent”. Participant 6 wished
that there were support groups for parents with children with ADHD, as to “having support
groups would help a lot so you have the support and guidance from others who are going
through the same things... as it impacts....more so the parents, especially if you a single
parent”.

Despite the diagnosis of ADHD, Participant 6 still believes that her child can achieve
anything that he wants to and will support him through everything.

5.2.6 Participant7

e Biographical information

Number

of

i Number .
Interviewee | Race Age Gender Marital Province of children
Status . diagnosed

children .

with
ADHD

Participant 7 | Coloured | 30-40 | Female | Married \(/:\;%s;ern 2 1

e Caregiver’s background history.

Participant 7 grew up in a previously disadvantaged community in Cape Town. She
was “born to a single young mother, who still lived at home with her parents and siblings”.
Participant 7 was raised in a house with eight aunts and uncles (Mother’s siblings) and both
her grandparents. She was therefore seen as a child and not a grandchild, which resulted in
Participant 7 being raised primarily by her grandmother. Only once Participant 7 began
school, did she and her mother move out into their own apartment. At this time, her parents
got married and had another child. Like her mother, Participant 7 also had her first child
unexpected at a very young age. Despite being married at the time of the pregnancy, both
Participant 7 and her husband “were not fully ready for a child”. Participant 7 currently has

two children aged 14 and seven respectively.
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e Experiences related to the caregiver s pregnancy from the time they became aware of
the pregnancy to the birth of their child.

Participant 7 was still young and newly married when she found out she was pregnant
with her first child. She described the moment as a “bitter-sweet moment”. Participant 7
described that both her and her husband “were not totally ready” as they had many plans and
goals to achieve before having children. “We planned to settle in our own little house as it
was our first, our first time living together. We never had the opportunity to study after
school or ever travel outside of Cape Town and we always wished to go away to another
place, we needed to save money first you know, before we could go, but then... the doctor
told us we were expecting”.

Participant 7 disclosed feeling worried and concerned at the time as she was unsure if
they would be able to afford a child so soon, and so it became difficult to accept and be happy
about the pregnancy. “When we told our families about the baby, they said they would help
us and they seemed happy so then I felt better...”. Their families proved to be very supportive
as many of them had provided various baby necessities such as food, nappies, clothes and
other items. Toward the end of the pregnancy, Participant 7 became more accepting to the
point where she described herself as excited. However, when the baby came, she “struggled
to cope”. It was a “new adventure for me as I was a new wife and now | had to be a
MOTHER!” she expressed.

e Caregiver’s experience after the birth of their child and during their development as
an infant.

Participant 7 appeared to struggle significantly with the demands of motherhood, and
when probed about how she handled the situation, she stated that she “would call (her)
mother to assist with the baby”. Participant 7 experienced no complications during her
pregnancy and therefore believes that “physically, the birth was ok”, but emotionally she may
have struggled.

Participant 7 recalled feeling disconnected at the beginning and often felt that like she
was primarily raised by her grandmother, so the same was happening with her child. She
discovered that as her child grew older, he confided in his grandmother, rather than her.

She also stated that it “was my mother who noticed his behaviour changing and

stuff... also that he may have not met all his milestones at the appropriate ages... but, | just
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thought he was being naughty and would not want to listen to me as | did not really raise

2

him”.

o The caregiver’s perceptions about their relationship with their child.

According to Participant 7, in the recent years “in his teens, we have become
closer...almost like friends”. Participant 7 also believes that now that she has become more
involved in both her children’s lives, whether it is at home or school, her relationship has
improved significantly. “Now he even comes to me for advice, he does not necessarily
always go to my mother”. “It is much better now, I am learning to understand him, and we

are really good... I am much happier”.

5.2.7 Participant 8

e Biographical information

Number

of

: Number .
Interviewee | Race Age Gender Marital Province of children
Status : diagnosed

children .

with
ADHD

Participant 8 | White 40-50 | Female | Married | Gauteng 2 1

o Caregiver’s background history.

Participant 8 is originally from Cape Town and comes from a family of five. Her
family constituted of both her parents and two siblings. She described her upbringing as a
wonderful memory in which she recalls many happy moments with both her parents. She
found herself closer to her mother as she was the eldest daughter and would often assist her
mom in raising her two younger siblings. She described her father as the “bread-winner who
always made time to spend with each of his kids individually as well as a family unit”.

Participant 8 described her life as “just the way I planned it....until...”. Participant 8
was happily married, with a career she always wanted and with a supportive family.
Participant 8 was a newlywed when her sister and mother had passed away in a car accident.
“The two women in my life that meant the world to me....” (Participant 8 started crying. We
took breaks to allow the participant to be contained). Participant 8 then found herself grieving
the deaths of her mother and sister for a period of almost two months. In these two months,

she found out she was pregnant.
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e Experiences related to the caregiver’s pregnancy from the time they became aware of
the pregnancy to the birth of their child.

Participant 8 struggled to recall how she felt when she found out she was pregnant as
she stated that all she could recall was how she felt after the deaths of her sister and mother.
She stated that she was 5 weeks pregnant when she found out she was expecting and all she
remembers was wanting to ‘“share the news with my mom”. During her pregnancy,
Participant 8 attended therapy for the grief process as she stated that her “husband was
worried about both me and the baby”. “I was 5 months when I think I came to terms with the
deaths, or rather started to come to terms with the deaths”. “I then started to go to all those
pre-natal classes to start socialising with other mom-to-be’s. I was excited about the baby, it
was a girl”. The last three months of the pregnancy went off smoothly and “both my husband

and | were ecstatic”.

e Caregiver’s experience after the birth of their child and during their development as
an infant.

After the birth, Participant 8 described it “being hard to raise a child without your
mom’s help”, but Participant 8 had continued therapy to ensure she was the best mom that
she could be. She did however feel at times when she was feeling low and felt she was unable
to care for her daughter, that her husband was fully capable. Participant 8 found herself going
through “ups and downs”, but she recalled always telling herself to “pull yourself together for
the sake of the baby”. Participant 8 stated now she perceives her first daughter as a blessing
after a tragic event and now believes that it was her baby that did not allow her to fall into a
“deep depression”

With regards to ADHD, she simply found that her daughter struggled to complete
tasks and to concentrate for long periods of time. She then decided to send her daughter for
various assessments, in which she later received the diagnosis. She described it as
challenging, but often portrays a positive attitude. She believes the latter brought them closer
together as she found herself spending more time with her daughter.

o The caregiver’s perceptions about their relationship with their child.
Participant 8 described her relationship with her daughter as a loving and caring relationship.

She believes that despite having her “ups and downs” that they have a good relationship.
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53 SUMMARY OF INTER-RELATIONAL FINDINGS

On the exploration of the inter-relational findings, it was found that amongst the
majority of the participants, many had found it difficult to accept or come to terms with their
pregnancy in the initial phases. This may be due to either not being prepared for a baby as the
participant may have had financial difficulties, or that the participants may have found
themselves feeling too young or too old to raise a child. This unexpectedness or lack of
acceptance of the child may have resulted in a formation of an insecure attachment. Others
may have struggled with the diagnosis of ADHD for their child and due to their lack of
understanding what it meant to have a child with ADHD may have resulted in a strained
relationship. These themes that emerged will be discussed further in Chapter 6 with the aid of
existing literature in the attempt to address the research objectives stated in Chapter 1 and to

explore the inter-relationship between attachment and ADHD from a caregiver’s perspective.

54  CONCLUSION

This chapter primarily looked at the intra-relational findings and the inter-relational
findings. The intra-relational findings were based on the participants’ responses. These
findings are presented based on the individual face-to-face interviews that took place with
each participant as well as set out by the guidance of the interview schedule and the process
of using thematic content analysis (TCA) as outlined in Chapter 4, Section 4.5. It was noted
that the participants had reacted differently to the questions presented to them as some were
open and candid with their responses, while others were anxious and guarded.

With regards to the inter-relational findings and extrapolating recurring themes from
the data, it was found that many participants had similar experiences, and this resulted in a
range of themes that are presented and discussed in the next chapter. Chapter 6 therefore
focuses on the description and interpretation of the various themes that emerged from the
data, through thematic content analysis. These extracted themes are supported by quotes from

the raw data to qualify and validate them and are integrated within the existing literature.
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CHAPTER 6:
DISCUSSION AND INTERPRETATION OF FINDINGS

6.1 INTRODUCTION

This chapter focuses on the discussion and interpretation of the various themes which
emerged from interviews with eight caregivers. All the responses from the individual
interview transcripts were analysed through the process of thematic content analysis (TCA).
This form of analysis is a descriptive presentation of qualitative data. Thematic content
analysis portrays the thematic content from the interview transcripts, by identifying common
themes. Thematic content analysis was used as it is the most foundational of qualitative
analytic procedures and in some way informs all qualitative methods. In conducting a
thematic content analysis, the researcher’s epistemological stance is objective (Anderson,
2007).

The discussion and interpretation of findings are explained in terms of various
themes, integrated with existing literature. This chapter is broadly divided into four sections.
Section 6.2 briefly looks at the biographical information which provides a brief description of
the participants of this study and section 6.3 explores the various themes that emerged from
the content analysis, using questions from the interview schedule as a guideline. These
extracted themes are supported by quotes from the raw data to qualify and validate them and
to integrate with existing literature. Lastly section 6.4 concludes the chapter by providing a

summary of the findings.

6.2 BIOGRAPHICAL INFORMATION OF PARTICIPANTS
Eight individuals, who were known as the primary caregivers of children living with
ADHD, volunteered to be interviewed for the purpose of this study. These individuals, aged
between 20-50 years of age, were selected from three provinces in South Africa; namely
Gauteng, Eastern Cape and the Western Cape, as the study explored the development of
ADHD within the South African context. In total, seven females and one male primary
caregiver partook in the study. Four participants resided in Gauteng, while two participants
resided in the Western and Eastern Cape respectively. The majority of participants were aged
between 40-50 years and having at least two children. Participants were from various socio-
economic, ethnic and religious backgrounds. The biographical details of the various
participants are tabulated below.
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Table 3: Biographical Details of participants

Number of
Number | children
Interviewee Race Age Gender | Province of diagnosed
children with
ADHD
Participant 1 | Coloured 40-50 Female | Eastern Cape |4 1
Participant 2 | Coloured 40-50 Female | Eastern Cape |1 1
Participant 3 | Indian 40-50 Female | Gauteng 3 2
Participant 4 | Coloured 40-50 Female | Gauteng 2 1
Participant 5 | Coloured 40-50 Male Gauteng 2 1
Participant 6 | Coloured 20-30 Female | Western Cape |1 1
Participant 7 | Coloured 30-40 Female | Western Cape |2 1
Participant 8 | White 40-50 Female | Gauteng 2 1

6.3 FINDINGS BASED ON INTERVIEWS

The researcher intentionally tried to extrapolate themes from the data obtained
through interviews. Themes that were extrapolated from the data were assessed and
reassessed by both the researcher and the researcher’s supervisor to ensure congruence
throughout to establish reliability and validity of the findings presented below.

Various themes about the caregivers’ perception of the inter-relationship between
Attachment and Attention Deficit Hyperactivity Disorder (ADHD) in children were identified
and analysed. Some themes were preconceived themes or categories which were extrapolated
with the aid of the interview schedule. Other themes or categories were emergent. An
emergent approach allows the categories to emerge from the data (Glaser, 1998). Categories

or themes are defined after recurring ideas are pertinent in the research findings.

The themes are divided into superordinate and subthemes, all of which are grouped around:
1. The themes which emerged from the questions asked about the caregiver’s perception
of what it means it to have a child with ADHD;
2. The themes which emerged from the questions asked about their various experiences
with the child from the start of their pregnancy to the present day;
3. The themes which emerged with regards to their various parenting styles
4. The themes which emerged from the questions about their expectations and hopes for

their children.
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The predominant and overarching theme which emerged throughout the research was
the difficulties experienced by the caregivers with regards to the emotional and behavioural
development of the child. The various subthemes highlighted the difficulties experienced by
the caregivers in relation to their roles as the primary caregiver of the child.

The predominant themes and their respective subthemes are the following:
1. OVERARCHING THEME 1: Difficulties experienced by the caregivers as the
primary caregiver of an ADHD child.
a. Understanding of ADHD and what it entails for the family and the child.
i. Emotional difficulties experienced by the caregiver and family
members
ii. Interpersonal and social difficulties experienced by both primary
caregiver and child
iii. Economic difficulties for the family
b. Experiences during pregnancy until the present day (day of the interview)
c. Beliefs about themselves as caregivers

2. OVERARCHING THEME 2: The caregivers’ perception of the emotional regulation
of the child with ADHD and any behavioural changes experienced by the child.
a. Expectations and hope of/for their child
b. Difficulties relating to attachment
c. Aggression, bullying or problems at home or school

d. Various parenting styles
The above themes and sub themes are firstly presented in a diagram below and then discussed

according to relevant literature or supporting narratives, followed by verbatim quotes from

the research interviews.
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Figure 1: Diagrammatic representation of themes
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6.3.1 THEME 1: Difficulties experienced by the caregivers as the primary caregiver of
an ADHD child.

Attention deficit/hyperactivity disorder (ADHD) may affect all aspects of a child’s
life. Adverse affects of ADHD upon children and their families change throughout their
years, with varying aspects of the disorder prominent at different stages (Harpin, 2005).
ADHD not only impacts the individual child, but imposes difficulties on the
parents/caregivers and siblings which may result in disturbances within the family and
marital functioning. ADHD has also been associated with increased healthcare costs for
families with a child affected by ADHD (Harpin, 2005).

It was evident throughout the various interviews that many participants experienced
various difficulties with regards to the caring of an ADHD child. The sub-themes below will
explore the various difficulties experienced by the primary caregivers and what it entailed for
the family and the child. Many of these difficulties perceived by the caregivers were centred
on emotional, interpersonal, social and economic factors. Such difficulties included the lack
of understanding of ADHD from a social perspective, being unaware of various behaviours
displayed by the child as a result of the ADHD and the emotional turmoil that may present
for various interpersonal interactions. Interpersonal interactions such as sibling rivalry,
parent-child conflicts and difficulties amongst various familial relationships as well as the
disappointment of not achieving certain expectations or the lack of hope were all experienced
and observed by the primary caregivers. Economic factors also played a significant role with
regards to the difficulties experienced by the caregivers. These difficulties are explored

further in the sub-themes below, which were extrapolated from the data.

a. Understanding of ADHD and what it entails for the family and the child.

Attention deficit hyperactivity disorder (ADHD) is a chronic and pervasive condition
characterized by developmental deficiencies in sustained attention, impulse control, and the
regulation of motor activity, in response to situational demands (American Psychiatric
Association, 1987). This diagnosis leads to many problems within the family. In this regard,
Edwards, Schulz, and Long (1995) mentioned that families of children with ADHD have
been reported to have difficulties in various aspects of functioning. Supporting this, Fischer
(1990), purported that studies examining broad areas of functioning have found that parents
of children with ADHD report experiencing significantly more stress, feelings of
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incompetence, and marital discord than parents of children without ADHD. This is

exemplified by the participants’ experience below:

Participant 2: “Due to the initial lack of understanding of ADHD, both my husband
and I did not understand this child. I did a lot of research, he was not very interested.
| would say he was in denial, so this caused major problems in our marriage,

particular regarding the discipline of the child, he always spoilt her”.

Participant 4: “I kept questioning whether | had did something wrong. Was it because

I had my first child at such a later stage in my life?”

Participant 6: “I had my child at such a young age, I was also going through my own
emotional stuff, I don’t believe I was emotionally ready myself... maybe a little

incompetent, could that be it?”

In interviewing the primary caregivers that partook in this study, it was evident that
many of them had a clear understanding of ADHD in terms of the signs and symptoms. It was
noted that many knew of this childhood disorder, but many were unaware of the emotional
difficulties that came with raising a child with ADHD. Many participants had similar
experiences on various levels of intensity. Some caregivers experienced their children to be
over-active and very inquisitive, while others experienced their children to be more
introverted and shy. Many of the participants expressed their concerns with regards to the
amount of time and attention their child needed as this had adverse effects on many aspects of
the family system. For example Participant 1 said:

“...he just would not sit still, the teachers always complained; I didn 't know who to give more

attention to, my child who was disruptive or my child who had health issues” (Participant 1).

The difficulties expressed in the extract above are in line with Wehmeier et al.’s
(2010) statement that children with ADHD may affect parental outcomes for many reasons,
as often the arrival of a child with a disorder may be seen as an unanticipated shock to the
relationship. Thus may result in conflicts that challenge the caregivers as it imposes higher
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psychic costs on the parents than in families without a child affected by ADHD (Wehmeier,
Schacht & Barkley, 2010).

It is also in line with Green, McGinnity & Meltzer’s (2005) description that a child
with ADHD may also affect the parents’ time allocation by requiring enhanced time
investment due to more need for guidance in daily activities compared to a child without
ADHD. To cope with the increased care-giving burden and the higher time-demand, both
parents may cut back on working hours. Or, they may rely on a household specialization
strategy where one parent, most likely the mother, reduces the time spent on the labour
market to engage more in child-caring activities and the father specializes in market related
work. In some cases, the mother may even withdraw from the labour market to devote all her
time to child-caring and other home-oriented activities (Green et al., 2005). This is what
Participant 2 experienced when she said:

“..because I was working all the time, my daughter had to live with my aunt for two
years, but then I noticed we didn’t have much of a relationship so I had to adjust my
work schedule so that she could move in with me and | had to get a nanny that could

look after her during the day” (Participant 2).

Many participants noticed that their child had experienced poor concentration, high
levels of activity and impulsivity which often resulted in them needing higher levels of
supervision in comparison to that of other children. Participants had noticed a significant
change in the amount of time and attention they gave to their child who was diagnosed with
ADHD, when compared to their other children. They often found that their child with ADHD
needed more of their attention, especially when it came to activities such as doing household

chores or homework. For example Participant 3 stated:

“I eventually realised that he needed me to spend more one-on-one time with him and
| also found out that he often struggled to concentrate when other people were around
as they would often distract him... so | believe being in a small classroom

environment has been beneficial” (Participant 3).

Many participants also expressed their concerns with regards to their child’s delayed
development such as walking and talking. A special mention was made to their poor social
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skills, while attending preschool and primary school levels of education. This was firmly

expressed by Participant 5 as seen in the extract below.

“She is very shy, does not socialize much. She is the quiet one. This was difficult to
accept at first as I am a loud mouth, very out-going, but since she has been attending
psychotherapy, her social skills have improved. She is more self confident”

(Participant 5).

Harpin (2005) stated that the impact of ADHD upon the child as well as the family
changes as the child gets older as the “core difficulties in executive function seen in ADHD
result in a different picture in later life, depending upon the demands made on the individual
by their environment” (Harpin, 2009. p.89). The various stages of ADHD and what the child

or parent may experience over various years are represented in Figure 2 below.

" Age |years) 7 K 1 3-Adult
Eey stage ¥ 3 4
ADHD |
anlby - 7
Low self esteam

Disruptive Learning Poor
bahaviour delay sociol skills
Cppositional Challenging Criminal

deticnt disorder behoviour behoviour

Sehoal Subslonce Cenduct lack of Enmp1¢:1.
axclusion abuse disorder  motivation  learning dificullies

Figure 2: Stages of ADHD (Adapted from Kewley (1999)).

The adverse effects of ADHD on both the child and family varies within the family
and school resources, as well as with age, cognitive ability, and insight of the child or young
person (Harpin, 2005). Harpin (2005) also states that an environment which is sensitive
towards a child’s needs and the implications of ADHD, is vital in order for the child to reach

Page | 58



their full potential. It is also important to source out the optimal medical and behavioural
support for the child so to minimize the adverse effects of ADHD (Harpin, 2005).

All participants appeared to have sourced multitudes of avenues when exploring their
various support structures. Many participants had consulted general practitioners,
psychologists, psychiatrist, teachers and religious leaders. Many participants explored various
treatments such as behavioural interventions and pharmacotherapy. This is seen with a few

extracts below:

Participant 1: “His teachers initially suggested he get assessed or tested for ADHD
and | myself have taken him to an Educational Psychologist... My faith is very

strong... | always pray for him, he is my special baby .

Participant 2: “I was told about behavioural modification by the psychologist in which
we have like reward charts so that she can see her progress...like if she completed her
chores for the day she would get a star and after collecting a certain amount of starts

she would get a reward...like ice-cream...this really helps and she enjoys it”.

Participant 6: “He attends extra classes to assist him with his academics; | also took

him to a psychiatrist to be assessed for whether he needed medication .

Many participants explored pharmacotherapy as a form of treatment as it was often
recommended by a psychiatrist as the preferred or necessary course of action. Participant 1
initially struggled to accept her child’s diagnosis of ADHD. She had firstly been called in by
the school as it had appeared that her child was lacking in social skills and was not
performing academically. Her child was also found to be disruptive and lacked concentration.
When participant 1 was called in by her child’s teacher and advised that it may be beneficial

for her child to be seen by a psychologist, she recalled:
“..1 was looking at them like they were crazy”. In the long run she then thought

“okay fine, let us do that”. Her child was then diagnosed with ADHD and was told

that “medication was necessary” (Participant 1).
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While many participants found that medication had helped their child, many of them
had also found that using behavioural interventions in conjunction with the medication was
vital. Participants 3 and 8 emphasized that structure was very important when dealing with an
ADHD child. Both participants expressed the seriousness of having certain routines such as

structured eating and sleeping patterns, homework timetables and household chores:

Participant 3: “I have 3 children and now that I am separated from my husband, I find
that having a routine and structure is very important. It helps with the ADHD as well
as | think with my son’s emotional development, especially regarding his father

having moved out”’.

Participant 8: “I am very strict when it comes to bath, dinner and bedtime. I do not
allow my child to simply do what she wants when she wants to. This structure also
helped me, especially at the time when | was dealing with the death of my mom and

sister”.

It was clear that structure and routine was very important to many of the caregivers
and many had also referred to using reward systems or a behavioural modification chart to
encourage their children to stick to their routines, as well as to track their behaviour/progress
in the process of working towards a goal or reward.

i. Emotional difficulties experienced by the primary careqgiver.

Families of children with ADHD have been reported to have difficulties in various
aspects of functioning (Edwards, Schulz, & Long, 1995). For instance, Barkley, Fischer,
Edelbrock, and Smallfish (1990) found that biological parents of children with ADHD were
three times more likely to separate or divorce than parents of children without ADHD.
According to Anastopoulos, Guevremont, Shelton, and DuPaul (1992), when parents have to
give more time and energy to psychological distress and medical problems, less time and

energy will be provided to the children.

Participant 2: “My husband and I often fought about the child, he always used
to say she was simply being naughty...we could never agree on how to discipline...he
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often spoilt her, but now we starting to understanding each other...he is starting to

understand her and her diagnosis”.

Participant 3: “My husband and I are going through a separation at the moment; this

has put a lot of strain on me. It is hard to raise children on your own”.

Thus, if parents continue with neglectful behaviour, it may unintentionally reinforce
the child’s negative behaviours. This kind of parenting would ultimately yield an increase in
the parents’ stress. The lived experience of a parent with an ADHD-diagnosed child can be
very emotional with many challenges (Taylor 1999). This is reemphasized by Participant 2’s

experience:

“There was this crossfire between me and my husband when it came to reprimanding
or disciplining... he would spoil her rotten and would not admit that she had a

problem...so for the past nine years I have been struggling like crazy” (Participant 2).

Harpin (2005), stated that parents with children with ADHD who are in their primary
school years, often experience having difficulties when at home or going on outings. Children
may then often become disruptive, impulsive or present with poor social skills. During this
time many participants found it hard to get friends or family who were willing to assist in
looking after their child or found that their child was often excluded from social groups, as
their peers struggled to understand them. This then caused conflict amongst the peers. An

extract below, by Participant 8 describes her experience:

“I had to raise my child with little social support, it was difficult many people did not

understand his behaviour” (Participant 8).

Harpin (2005) also found that many children with ADHD have poor sleeping patterns,
which often affect their behaviour in the daytime. This then results in the parents having to
constantly keep a close eye on their child leaving them with very little time to themselves.

Johnston and Mash (2001) reviewed the evidence of the effect of having a child with
ADHD on family functioning. They concluded that the presence of a child with ADHD
results in increased likelihood of disturbances to family and marital functioning, disrupted
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parent-child relationships, reduced parenting efficacy, and increased levels of parental stress,
particularly when ADHD is comorbid with conduct problems. Such effects on the family

system may be seen by Participant 4 and 5 below:

Participant 4: “She would never sleep out of the house without us; even if it was

simply going to my sister’s house... she would wait up for us...”

Participant 5: “Once her mother was in hospital, shame, my child struggled without
her mother. It is hard spending time alone with my wife, without the children...I also
found that she competes with her sister for our attention and affection...they always

asking who we love more or whose picture is the best, such things”.

ii. Interpersonal and Social Difficulties

Having a child being diagnosed with a childhood disorder like ADHD had noticeably
put strain on the families, whether it is amongst siblings, strain on the marital relationship or
whether it is due to financial and social support. Having multiple children, with at least one
child being diagnosed with ADHD, was difficult for the sibling, as many of them lacked the
understanding of why their brother or sister was different or why they needed so much more
attention. This had caused sibling rivalry in the household, often leading them to compete for
the affection of their parents. It was found that many caregivers had to adapt too many new
ways and many of them found that a lot of focus had to be moved to the child. This is in line

with what Participant 6 meant when she said:
“...you have to be stronger for your child and have order in your life so having a child
with ADHD 1 feel that the parent, there is no focus on the parent or help for the

parent so it impacts the parents...” (Participant 6).

iii. Economic difficulties

It was not only emotional support that was needed amongst caregivers and their
children, but many had found themselves in financial predicaments, as many did not realise
what was expected of a caregiver with regards to financial support. Many participants
expressed that the expenses that were required for the child were more than they bargained
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for, as it was not simply about taking them to a general practitioner and putting them on

medication. This was noted by Participant 8:

“...I then took him to a clinical psychologist who diagnosed him; I took him to an OT
who diagnosed him, a remedial therapist last year and an educational psychologist as

well...” (Participant 8).

The cost of having a child had now increased tremendously compared to the average child
and this had put extra emotional strain on the family systems. Such financial concerns were

also expressed by Participant 1:
“We were definitely not in the position to afford another baby, and at the time my
husband was not working permanently which meant the income had to come from my

side. Luckily we were still able to use our medical aid” (Participant 1).

b. Experiences during pregnancy until present

Many participants found that their pregnancies with their child diagnosed with
ADHD, were different to their pregnancies with their other children. They often found that
their pregnancy with their child that was diagnosed with ADHD was different. They found
that their baby was more active in the womb or they either had some complications with their
pregnancy whether it is struggling to fall pregnant or whether it was having their child at an
age older than 30 years of age. Many pregnancies were also found to be unexpected or
unplanned and therefore resulting in the lack of conceptualising and coming to terms with the

unexpected pregnancy. This is in line with Participants’ 1 and 2’s experiences:

“I was shocked because I went to the doctor, I was sure I was going to hear
something about the lack of menstruating at this time is the fact you going through a
change of life... so my pregnancy... was pretty eventful I must say because I had things
like the norm when you have a late pregnancy like you have high blood pressure,
threatening of perhaps an early birth, things like that and eventually | think he was
born at 35 weeks, a little bit premature but didn’t have to stay too long in the
incubator and in hospital, just a day longer and then he was fine to come home.
Quite small at birth and he cried a lot....” (Participant 1).

Page | 63



“He confirmed now that I am pregnant but then I don’t know how, I was never
connected. | was never connected to this pregnancy at all. It was just like...I could

just see the changes in my body and all of those kinds of things” (Participant 2).

In the case where the pregnancies were unplanned, it was found that due to the initial shock,

it took participants some time to come to term with their pregnancies.

Participant 1: “7 was 40 years old! And I had just given birth to my third child about 8

months ago...”

Participant 2: “We were not married at the time, 1 was only 26 years old and a doctor
had discovered a cancerous growth in my womb in which | had an operation for. The
doctor suggested that should we ever have children we should try sooner than later,
so 1 fell pregnant. It was not planned, because I didn’t plan to get married yet... So |

1

was never connected, I don’t know...’

Participant 8: “I still couldn’t come to terms with the pregnancy, I was still

grieving...”

It is clear that many participants had different experiences when comparing their children

diagnosed with ADHD to their other children with no diagnosis.

c. Beliefs about themselves as a caregiver

All participants had shown the utmost effort and support for their child once the child
had been diagnosed. Many participants questioned whether they were to blame for their
child’ diagnosis and whether there was anything they could have done differently to prevent
the diagnosis. They all tried to be the best that they could be for their children, but often
found it difficult to cope. Many had wished for local support groups in their area, as they
would be able to share advice and experiences with other caregivers that were going through
the same thing. Many of them simply wanted to hear that it wasn’t their fault and that having
a child with ADHD was acceptable. A sense of despair was also amongst many of the
participants as noted by Participant 2 below:
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Participant 2: “raising a child with ADHD is very difficult as many people are not as
educated about this disorder and then simply believe your child is just naughty. | wish
there were facilities such as support groups for parents or play groups for the
children. 1t would really help to have that support.

It is evident from the above theme that many participants experienced a multitude of
difficulties regarding their child or children diagnosed with ADHD. It had not simply affected
the child as an individual, but it had an effect on the family system as a whole. Such
participants’ had experienced financial, social, psychological and spiritual distress. These
challenges that the participants faced inevitably had an effect on their attachment relationship
with their child.

6.3.2 THEME 2: The caregiver’s perception of the emotional regulation of the child
with ADHD and any behavioural changes experienced by the child.

a. Expectations and hope of/for their child

Before hearing that the child was being diagnosed with ADHD, many participants
stated that as a primary caregiver of a child, a person always has certain expectations, hopes
or dreams for their child and when they realise that something may be wrong, they often start
to worry. This was especially evident in the participants who did not have much social
support from family and friends as often; people did not understand their child and yet rather
judged the child or classified the child as being rude or disobedient. Despite initially feeling
overwhelmed with the news and the thought of what the future will hold for them, many of
the participants held on to the hope that their children will live normal lives and that ADHD

is in fact not a disability. Such expectations were noted by Participant 7 below:

“..because he has a disorder that won’t hold him back if anything it should make him
shine even more and when he says he is a failure | have to lift his spirits up and so he
knows he can carry on so he can be the scientist he wants to be so a disability

shouldn’t be something to hold him back” (Participant 7).
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b. Difficulties relating to attachment

As noted by Ainsworth & Bowlby (1991), a child may form a secure attachment with
one parent and an insecure attachment with the other. The development of either a secure or
insecure attachment is determined by the parent’s sensitivity towards the child’s needs. A
parent’s ability to provide a secure attachment is heavily influenced by their quality of care
that they had received in their first two to three years of their own life. This is known as inter-
generational transmission of attachment. So with many participants it was found that many of
them may have had an insecure attachment with their parents. This was exemplified by

Participant 2 below:

“I don’t recall my parents giving us hugs and kisses when we were small, and so 1
still find it strange... I try my best though... I try to spend more time with my daughter,
we have tea parties now and | take her out for shopping and girly days” (Participant
2).

A reverse reaction may also occur as a parent may want to raise their children in an
opposite way to which they were raised. Should this take place, an insecure attachment may
be a result of the parent’s over-protective nature or lack thereof may present as equally
unbalanced and insensitive care. This resulting in an insecure attachment between parent and
child (Ainsworth & Bowlby, 1991).

Participant 4. “Because I was in hospital for a short period after the birth and | was

not able to spend all my time with my baby, | am a very over-protective mother”.

Participant 5: “My wife, Participant 4, does not allow the children to sleep out the
house, even to go to her sister’s house. She does not like being away from the kids,
when she went away in the year and the child is now 9 years old, when she came back

it seemed she needed therapy!”

Participant 6: “...because my father was not around much, and now my son’s father is
not in the picture, | try my best to be both parents. It is difficult being a single mom,
having to play both father and mother. I know what it means not to have a father
around, so I try to compensate for this”.
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It is clear from the above extracts that an over-protective nature may also result in an
insecure attachment, which affect not only their current behaviour, but also their future
behaviour (Mahler, 1978).

Margaret Mahler stated that the child’s development depends on the continued
attachment from a responsive and responsible caregiver (Coates, 2004). Participant 1 found
herself in a difficult situation when she found out she was pregnant once again after recently
giving birth to her third child. The two youngest children were so close in age and she found
it difficult to raise two infants at the same time. The older of the two infants had much health
related issues and so Participant 1 believed that her youngest, the child diagnosed with
ADHD did not need as much attention as her third born. So despite not noticing any
immediate problematic signs, Participant 1 found herself spending more quality time with the
older of the two infants.

With regards to the difficulties experienced by the various participants, there were
mixed experiences. It was noticed that the participants who had unplanned pregnancies had

struggle more to form a connection with their child in the beginning, as Participant 2 stated:

“...there was no connection. I'm feeding her but really I struggled to...I don’t know
why that was...I really don’t know. And then my mother said to me,” I'm feeling
really bad. It looks like you love your dog more than you actually love your child”. 1
said “No its true...but I cannot help it, I don’t know as much as I want to...still up till
now I'm struggling to give her a hug or a kiss..... So it’s difficult, but I'm trying I'm
really trying” (Participant 2).

Mary Ainsworth (1978) found that the interaction between mother and child, during
the attachment period significantly influences the child’s current and future behaviour
(Mahler, 1978). All participants were determined to connect or reconnect with their children
so to allow them to develop fully, despite it being difficult to understand the needs of an
ADHD child and balancing it with the needs of others.

c. Aaqaression, bullying or problems at home or school

Studies have shown that children with securely developed attachment bonds report
fewer symptoms of depression and anxiety as they often exhibit more adaptive qualities such
as higher empathy, self-efficacy, and ego resiliency (Arend, Gove, & Sroufe, 1979). In
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contrast to this, children with an insecure attachment demonstrate more immaturity than their
peers, are more aggressive, and maintain a more negative affect (Pierrehumbert et al., 2000).

Children who are securely attached are found to present with fewer psychological
problems in both childhood and adulthood and are often known to present with a positive
affect (Muris, Mayer, & Meesters, 2000).

The primary school child with ADHD frequently begins to be seen as being different,
as classmates start to develop the skills and maturity that enable them to learn successfully in
school, whereas they lag behind. Participant 3 and 4 had noticed that their children were not
on par in comparison to their peers so decided to put them in special need schools.

Although a sensitive teacher may be able to adapt the classroom to allow and enable a
child with ADHD to succeed, more frequently the child experiences academic failure,
rejection by peers, and low self esteem (Fig 2). Comorbid problems, such as specific learning
difficulties, may also start to impact on the child, further complicating diagnosis and
management (Harpin, 2009). An environment that is sensitive in nature proves to be positives

as experienced by Participant 3 and 4:

Participant 3: “He is in a very small class, so the teacher is able to give him enough

attention, all the children read on the same level and so he doesn’t get left behind”.

Participant 4: “she has improved tremendously; | have not put her on medication so
being in an environment with children similar to her with regards to her social and

academically development has made her more confident in her abilities .

Many of these children experience bullying at school as they are teased for not being
able to complete their work in time, or for being the ‘loud mouth’ in class and many a times
this bullying has lead to the child being very frustrated. It was often evident from the
caregiver’s perception that many of these children suffer from “major tantrum or anger
outburst” as noted by Participant 7. Participant 2 and 3 had a similar experience as seen by

the extract below:

Participant 2: “As I am turning this child pulled a knife out of the draw and she

wanted to stab me with the knife”.
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Participant 3: “...major tantrums, he would just scream and go on and | would think
that there was something wrong with him. He’d hate me, he actually wrote on the
wooden floors in my house how he hates me...At one stage he grabbed me and was
going to choke me and he's much bigger than me and he's quite strong but he didn’t

realize what he did”.

With regards to these children’s temperament, the intensity had varied amongst participants
as some children were found to be aggressive and others were found to very emotional and
soft (Muris, Mayer, & Meesters, 2000) this was noted by Participant 4 and 6 below:

Participant 4: “Some of the other related concerns I'm having, she is very aggressive
and also sometimes very very emotional. She seems to be a very nervous child more

especially when it comes to safety around the house or safety with her parents”.

Participant 6: “...He will throw a tantrum, he will drop everything and go to his room,

he cries very easily so he will put the waterworks on and he will cry”

d. Various parenting styles

A parent’s ability to provide a secure attachment is heavily influenced by their quality
of care that they had received in their own first two to three years of their own life
(Ainsworth & Bowlby, 1991). This is known as an inter-generational transmission of
attachment styles (Ainsworth & Bowlby, 1991). The ways in which these caregivers raised

their children appeared to have been influenced by their own upbringing.

Participant 1: “my mother and I became very close in my adulthood, in which she
provided me with much love and guidance. | try to give this same love to all my

children, its hard at times, but I do my best to follow in my mother’s footsteps”.

Participant 7: “I was raised in a very strict home, as [ initially grew up with my
mother in her family home, so with her parents (my grandparents) and her siblings.
The house was full so we all had a strict schedule; certain things had to be done at

certain times, so | try to be less structured when it comes to certain things. | allow my
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child to have some fun. It’s like being friends, something I never really had with my

mother.”

Most caregivers’ did not believe in hitting their children as a form of discipline. Many of
them used various discipline techniques such as time out, reward/behavioural charts and
others believed in taking their privileges away such as TV or computer time or spending time
out with friends. Many parents had tried to spank their children, but soon realised that it was
not working and therefore resorted to alternative methods as mentioned above. Participant 3,

5 and 8 expressed their experiences in the extracts below.

Participant 3: “I could understand much better how to cope or how to control myself
and try to help her. And then...it’s then that I realized how much this child is

suffering. | never realized that. So in the beginning there were lots of fights and lots of

crying”.

Participant 5: “No! We do not hit our children. We take away privileges, they know. If
they good we will reward good behaviour, but if they disobey they will get time-out or

their favourite things will be taken away”.

Participant 8: “He is not allowed to watch TV during the week so if he is naughty or
doesn’t do his homework I will take away his TV time over the weekend. | will start on
a Friday, so | will discipline him by his TV time and computer time ...l try not to hit
cause I know I’ll hurt him, so I will just threaten him and say I’ll hit you, but I never

do cause that won’t solve the problem or situation”.

Theme 2, which focused on the caregiver’s perception of the emotional regulation of
the child with ADHD, found that many of the participants perceived their child who had been
diagnosed with ADHD to be either an introvert who was shy and quiet or who were very
aggressive. These children, when comparing them to other children of the same age, were
seen as different from their classmates and did not have the maturity levels of their
counterparts. Many participants struggled with relating to their children as some were unable
to understand their behaviours such as the aggression while others were concerned about their
expectations of their child and therefore any had tried different parenting styles. Some were
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distant and unattached while others presented as over-protective. These various parenting
styles may have resulted in an unbalanced relationship which in turn may result in an

insecure attachment.

6.4 SUMMARY OF THE FINDINGS

The themes of caregivers’ difficulties and understanding of the inter-relationship
between ADHD and attachment were overlapping significantly as many participants had
similar experiences with their children. The participants that partook in the study had
different backgrounds, some experiencing positive attachments with their parents while
others had negative attachments. Many participants found that the emotional turmoil was
more intense than expected as they realised that raising an ADHD child had impacts not only
on the child but on the whole family.

Many participants also experienced difficulties connecting with and understanding the
emotional and behavioural development of their child which in turn resulted in various
parenting styles and the ultimate relationship they had with their child. Despite the challenges
each participant faced, each and every participant strived to do their best to ensure a good
quality of life for their children. The findings of the research therefore suggests that an inter-
relationship between attachment and ADHD may exist, however due to the small sample

generalisability is limited.

6.5 CONCLUSION

This chapter focused on the discussion and interpretation of the findings presented in
Chapter 5, by presenting various themes that became prevalent within this study. The themes
of the caregivers’ perceptions of the inter-relationship between attachment and ADHD such
as the caregivers’ difficulties relating to their roles as the primary caregiver for a child living
with ADHD appear to be nonetheless consistent with existing literature on attachment and
ADHD. The themes also confirm that caregivers who experienced negative attachments with
their parents often displayed similar behaviours with their own children. Caregivers who also
struggled to come to terms with their child’s diagnosis and had difficulty understanding their
emotional and behavioural difficulties also found it difficult to form a positive attachment,
which in turn may prove that an inter-relationship between attachment and ADHD does in
fact exist. These findings can be interpreted to indicate that possibly a lack of attachment
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between a caregiver and child may predispose the child to the development of ADHD, but it

is just hypothetical.
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7.1

CHAPTER 7:

STRENGTHS, LIMITATIONS, RECOMMENDATIONS AND CONCLUSION

INTRODUCTION

This chapter serves as a concluding chapter and includes a brief discussion on the

study’s strengths, limitations and recommendations for future studies. This chapter is divided

into four broad sections. Section 7.2 and 7.3 explores the strengths and limitations of the

study. A list of recommendations that resulted from the findings of this study is presented in

section 7.4, while section 7.5 presents a final conclusion of this research report in.

7.2

STRENGTHS OF THE STUDY

The fact that the current study focused on ADHD within a South African context,
suggest that this study is highly relevant due to the high prevalence of children
diagnosed with ADHD in South Africa.

The findings of this study provide insights on the caregivers’ contributions to ADHD,
from an attachment perspective.

This study primarily focuses on the caregivers’ perspective with regards to attachment
in which Bowlby’s (1952, 1969) theory of attachment focused on the child’s
perspective.

This study also adds to a growing body of literature on attachment and ADHD and
provides unique perspectives of the caregivers as opposed to the children, who are
most commonly focused on in existing literature.

The results which indicated that an insecure attachment may have a link to ADHD can
be seen as providing valuable insight into the perceptions of caregivers raising
children with ADHD.

Such insight is useful in identifying the role of the caregiver in supporting and caring
for such children.

These insights also highlight a significant impact of trans-generational attachment.
Furthermore, this study, along with the resultant recommendations, may be used to
advocate for further research and resources with regards to the inter-relationship of
ADHD and attachment.
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7.3

7.4

The current study also identified a gap in literature with regards to the inter-
relationship between attachment and ADHD in general and especially within a South
African context.

The research findings can also be beneficial in motivating for further research in the
field of attachment and ADHD, especially against the backdrop of many socio-

economic problems facing many South African families.

LIMITATIONS OF THE STUDY

Thematic content analysis is subjective in nature (Braun & Clarke, 2006), and thus it
is possible that the researcher’s biases may have appeared during data analysis.
However, steps were taken by the researcher to avoid this pitfall. These steps entailed
regular supervision sessions with a mentor and a research supervisor. A self-reflective
journal was also used during the research process.

It is important to note that although the researcher made use of handwritten notes and
audio recordings, valuable data might have been lost due to limited time allocated for
interviews and due to the fact that tape recorders do not capture non-verbal language
of participants.

Due to time and resource constraints, the findings of the study were not triangulated.
For example the study may have been improved by presenting the findings to the
participants of the study in order to gain feedback on the degree to which these

findings resonated with them.

RECOMMENDATIONS

It is recommended that all caregivers’ be given some theoretical understanding of the
importance for the need to form positive attachment relationships with their children
to ensure a positive development.

Due to the limited research on ADHD in South Africa, it may be beneficial to extend
such research especially due to the high prevalence amongst school-going children.

It 1s recommended to offer increased support to caregivers’ with children suffering
from ADHD.

Due to the small size which limits generalisability of this research, it is therefore

recommended that a larger sample size be interviewed.
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e It is also suggested that future research could focus on the various cultures in South

Africa and how each of these cultures perceive attachment.

7.5 CONCLUSION

This study aimed to explore the inter-relationship between attachment and ADHD and
to identify whether attachment or lack thereof may contribute to the development of ADHD.
Further aims that were explored was the development of ADHD within a South African
context, the emotional development of children living with ADHD and whether these
children displayed attachment difficulties and if so, have they contributed to the development
of ADHD.

It was discovered that research regarding ADHD within a South African context was
limited and due to the high prevalence of ADHD amongst school-going children, this study
proves to be relevant for the South African context, especially to all primary caregivers.

The overall findings indicated the importance of an emotional development for all
children. It therefore suggested that the type of attachment formed between a parent and child
is trans-generational and therefore these initial relationships are fundamental for a child’s
overall development. The importance of a positive attachment between parent and child was
evident as it was seen that caregivers who struggled to accept their child’s diagnosis, often
found that their children presented with elevated emotional and behavioural difficulties.

This study therefore hypothesizes suggests that the lack of attachment between a

caregiver and child may contribute to a certain extent, to the development of ADHD.
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APPENDIX 1: Participant Information Letter
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March 2012

Dear Caregiver

My name is Kim Lynn Harris and I am conducting research for the purpose of obtaining a
Masters degree in Community Based Counselling Psychology at the University of the
Witwatersrand. This research aims to explore how caregivers experience and understand the
emotional development of children living with ADHD, with specific focus on caregiver’s
perception of the inter- relationship between attachment and ADHD in children. The focus
will primarily be on the caregiver’s perceptions; therefore no intervention will be done with

the children directly.

I would like to invite you to participate in this study. Participation in this research will entail
being individually interviewed by me, at a time and place that is convenient for you. The
interview will approximately take 50 minutes. With your permission the interview will be
audio taped to ensure accuracy. Participation is voluntary and the process will not be harmful
in any way. You will neither be advantaged nor disadvantaged in any way for choosing to

participate or not to participate in the study.

All interview material (tapes and transcripts) will be confidential and your identity will be
protected. Direct quotes may be used with your permission. However, the quotations will be
sanitized so it won’t be traced back to you. Pseudo names will also be used to ensure
confidentiality. You may choose to withdraw from the study at any time and may refuse to
answer any questions that you may feel uncomfortable with. All interview material will be
kept safe and a password protected laptop and all audio tapes will be kept safe in a locked up
cupboard. The data will only be seen by the researcher and her supervisor. All interview
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material (tapes and transcripts) will be destroyed after five years. As a prospective participant

you will be required to sign consent forms.

If counselling is needed, you may seek therapy at the Emthonjeni Centre at Wits University,

free of charge. Contact details are provided at the end of this letter.

If you require further information, please do not hesitate to contact me.

Kind Regards,

Kim Harris. Dr. Daleen Alexander
Researcher/Student Psychologist Research Supervisor
kimharris2605@gmail.com Dinah.alexander@wits.ac.za

Counselling Centre: Emthonjeni Centre (EC)
Tel: (011) 717 4513
Fax: (011) 717 8324
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APPENDIX 2: Consent Form 1

Informed consent to be interviewed

............................................................................... hereby consent to be individually

interviewed by Kim Lynn Harris for approximately 50 minutes.

| understand the following:

My participation in the study is completely voluntarily.

I will in no way be advantaged or disadvantaged by agreeing to be interviewed.

The interview will be confidential.

My direct quotes may be used, but no information will be made available that could
identify me.

| have the right to withdraw from the interview process at any time.

I may refuse to answer any questions during the interview which | would rather not
answer.

The interview will be audio-taped

The study is not harmful.

All the data will be kept in a safe and will be destroyed once the study has been

completed.

Signature Date
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APPENDIX 3: Consent Form 2

Consent to be audio-recorded

L s hereby give consent for my individual interview
with Kim Lynn Harris to be audio-recorded.

| understand the following conditions:

e The tapes and full transcripts will only ever be in the researcher’s or her supervisor’s

possession.
e All audio-tapes will be destroyed after 5 years.

e My direct quotes may be used however; no information that may identify me will be

included in the transcripts or the research report.

Signature Date
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APPENDIX 4: Researcher’s Interview Schedule

Interview schedule

1. CAREGIVERS HISTORY AND BACKGROUND
a. Tell me a bit about your family history and your childhood
i. Where did you grow up?
ii. With whom did you live?
iii. How would you describe your relationship with your parents?

iv. Which parent were you closest to?

2. QUESTIONS DIRECTED TO BIOLOGICAL PARENTS.

a. Tell me about your experiences related to your pregnancy from the time
you became aware of the pregnancy until the birth of your child of your
pregnancy.

i. Tell me about the first time you found out you were pregnant with your
baby (ADHD child).
ii. How did you feel about the pregnancy? Did you have the necessary
support? (Financial/social resources).
iii. What do you think is different from your (ADHD) child and you other
children?

b. Tell me about the experiences after the birth.
i. How would you describe the interaction between you and the baby
when he/she was an infant?
ii. How would you describe your child’s development?
1. When did they reach their specific milestones?
iii. Tell me about how you would respond to your child when he/she
started crying?

3. Questions directed to the guardian.
a. TELL ME ABOUT HOW YOU FELT ABOUT BECOMING THE
GUARDIAN OF YOUR CHILD.
i. How long have you been the guardian of the child?
Page | 89




ii. How would you describe the interaction between you and the baby
when he/she was an infant?
iii. Tell me about how you would respond to your child when he/she
started crying?
Tell me about the relationship between you and your child in the beginning
and how your relationship is now.
How would you describe your child’s behaviour?
How would you describe your child’s development?

i. When did they reach their specific milestones?

4. Understanding of ADHD

a.

o «Q o

WHAT IS YOUR UNDERSTANDING OF ADHD?
i. How do you think it manifests?
ii. What do you believe the impacts of having a child with ADHD are?
Describe your child in relation to other children.
I. Would you say there are significant differences and which differences
are there, if yes?
ii. What do you think of these differences?
iii. When did you first notice them?
What do you understand about ADHD? (signs/symptoms).
Have you heard the term ADHD before discovering that you child suffers
from ADHD?
Does he/she place close attention to detail?
Are they often easily distracted?
How do they participate in class/sport activity?

Does he/she have trouble waiting for one’s turn?

5. Emotional regulation

a.

b.

C.

Describe your child’s temperament
i. Are they outspoken/very shy?
ii. Are they comfortable with strangers?
Describe to me how your child responds when he/she does not get their way
How does your child relate to you emotionally as the parent?
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i. Do they often talk to you? Tell you their secrets?

6. Perceptions of Attachment
a. TELL ME ABOUT YOUR RELATIONSHIP WITH YOUR CHILD.
i. Tell me about the time you spend with your child while he/she was an
infant.
ii. Does s/he have one special adult that s/he prefers (dad/mom)?
iii. Describe to me how you responded to your child when he/she cried or
called for your attention?
iv. Who else spent a lot of time with the child?
b. Describe how your child responds to other adults or strangers.
c. What does your child do when you are in an unfamiliar place?
d. Tell me about the time your child had to go to school (has to separate from
you) and the time when he/she has to do homework.
i. Who helps your child with homework?
ii. Describe how he/she reacts to doing homework?
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APPENDIX 5: DIAGNOSTIC CRITERIA FOR ADHD: DSM-IV-TR

A. Either (1) or (2):

(1) inattention: six (or more) of the following symptoms of inattention have persisted for at least 6
months to a degree that is maladaptive and inconsistent with developmental level:

(a) often fails to give close attention to details or makes careless mistakes in schoolwork,
work, or other activities

(b) often has difficulty sustaining attention in tasks or play activities

(c) often does not seem to listen when spoken to directly

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

(e) often has difficulty organizing tasks and activities

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

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

(h) is often easily distracted by extraneous stimuli

(i) is often forgetful in daily activities

(2) hyperactivity-impulsivity: six (or more) of the following symptoms of hyperactivity-impulsivity
have persisted for at least 6 months to a degree that is maladaptive and inconsistent with
developmental level:

Hyperactivity

(a) often fidgets with hands or feet or squirms in seat

(b) often leaves seat in classroom or in other situations in which remaining seated is
expected

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

(d) often has difficulty playing or engaging in leisure activities quietly

(e) is often "on the go" or often acts as if "driven by a motor"

(f) often talks excessively

Impulsivity

(g) often blurts out answers before questions have been completed
(h) often has difficulty awaiting turn
(i) often interrupts or intrudes on others (e.g., butts into conversations or games)

B. Some hyperactive-impulsive or inattentive symptoms that caused impairment were present
before age 7 years.

C. Some impairment from the symptoms is present in two or more settings (e.g., at school [or
work] and at home).

D. There must be clear evidence of clinically significant impairment in social, academic, or
occupational functioning.

E. The symptoms do not occur exclusively during the course of a Pervasive Developmental
Disorder, Schizophrenia, or other Psychotic Disorder and are not better accounted for by another
mental disorder (e.g., Mood Disorder, Anxiety Disorder, Dissociative Disorders, or a Personality
Disorder).

Code based on type:

314.01 Attention-Deficit/Hyperactivity Disorder, Combined Type: if both Criteria A1 and A2 are met for
the past 6 months

314.00 Attention-Deficit/Hyperactivity Disorder, Predominantly Inattentive Type: if Criterion Al is
met but Criterion A2 is not met for the past 6 months

314.01 Attention-Deficit/Hyperactivity Disorder, Predominantly Hyperactive-Impulsive Type: if
Criterion A2 is met but Criterion Al is not met for the past 6 months
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APPENDIX 6: Disturbances of Attachment Interview (DAI)

Disturbances of Attachment Interview

Anna T. Smyke, M.S.
Charles H. Zeanah, Jr., M.D.

Section of Child and Adolescent Psychiatry
Tulane University School of Medicine

Correspondence: Charles H. Zeanah, Jr., M.D.
Department of Psychiatry and Neurology
Tulane University School of Medicine
Tidewater Building TB 52
1440 Canal Street
New Orleans, LA 70112
Phone: (504) 588-5402
Fax: (504) 587-4264

Email: czeanah@tulane.edu

Note: Training should be obtained before utilizing this measure.
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This is a semi-structured interview designed to be administered by clinicians to caregivers
who know the child and the child’s behavior well. If possible, it should be administered to
the child’s primary caregiver. Specific probes are designed to elicit more information; they
are not intended to be exhaustive. Clinicians should feel free to probe further. The scoring is
completed at the close of the interview based upon responses provided.

We’re talking with parents/caregivers about their children and some of the things they do, so
we can understand children better. This interview takes about 20 minutes, sometimes a little
more, sometimes a little less. Can you tell me how old [child] is?

-

-

1)

2)

3)

Does s/he have one special adult that s/he prefers? Who is it? How does s/he show
that he prefers that person? Could you give me a specific example? Are there any
other adults that are special, like this? Who does he prefer most of all?

Clearly differentiates among adults
Sometimes or somewhat differentiates among adults
Rarely or minimally differentiates among adults

When s/he falls down and hurts himself/herself what does s/he do? Is s/he one to sit
where s/he is and wait for you or other caregivers to come or does s/he come over and
tell you when s/he is hurt? Does she ever go to people that she doesn’t know well for
comfort? Does she ever go to someone unfamiliar for comfort even when someone
familiar is available?

Clearly seeks comfort preferentially from a preferred caregiver
Sometimes or somewhat seeks comfort preferentially from a preferred caregiver
Rarely or minimally seeks comfort preferentially from a preferred caregiver

[The following item is rated but does not count in scoring]
Actively seeks comfort from an available caregiver when hurt or upset.
Sometimes or somewhat seeks comfort from an available adult caregiver when hurt or
upset.
Rarely or minimally seeks comfort from an available caregiver when hurt or
distressed; sits and cries or does not cry at all when hurt or distressed.

When s/he does come to you/or the preferred caregiver (or when you go to him/her)
does s/he accept being comforted or is s/he one to take a while to calm down?

Clearly responds to comfort from caregivers when hurt, frightened, or distressed
Sometimes or somewhat responds to comfort from caregivers when hurt, frightened,

or distressed
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4)

5)

6)

7)

Rarely or minimally responds to comfort from caregivers when hurt, frightened, or
distressed

Does s/he share things back and forth with you, let’s say, talk with you or show you
that s/he’s excited about something or is s’he one to not really share back and forth?
Does s/he take turns talking or gesturing with you?

Clearly responds reciprocally with familiar caregivers
Sometimes or somewhat responds reciprocally with familiar caregivers
Rarely or minimally responds reciprocally with familiar caregivers

How are his/her moods? Is s/he generally happy or is s/he one to be more irritable or
sad or serious? Would you say s/he is like that most of the time or some of the time?
How much of the time is s/he sad, serious, or irritable.

Clearly regulates emotions well with ample positive affect and developmentally
expectable levels of irritability and/or sadness.

Sometimes or somewhat has difficulty regulating emotions with less positive affect
and more irritability and/or sadness than is expected developmentally

Rarely or minimally regulates emotions well; instead, has little positive affect and
definitely elevated levels of irritability and/or sadness.

When you are in a place that is not familiar for [child], what does s/he do? Does s/he
check back with you or s/he one to just go off without checking back? Does s/he tend
to wander off without any particular purpose? If s/he finds him/herself separated
from you does s/he get upset or does it seem to not really bother him/her?

Clearly checks back with caregiver after venturing away, especially in unfamiliar
settings.

Sometimes or somewhat checks back with caregiver after venturing away, especially
in unfamiliar settings.

Rarely or minimally checks back with caregiver after venturing away, especially in
unfamiliar settings.

How does s/he behave around adults that s/he doesn’t know? Does s/he tend to be
friendly or is s/he one to stand back and observe or to approach? Does s/he tend to be
sort of shy around strangers or is s’he one to go right up to people s/he doesn’t know?
(If yes, why do you think s/he does this?) Does s/he cry or cling to you or does she
just seem wary/cautious? Does s/he do this all the time or some of the time? s
his/her reaction sort of mixed so that at some times s/he is friendly but other times she
might cry or s/he is friendly with some unfamiliar adults but not with others? Could
you give me a specific example of a time when s/he was around an adult that s/he
didn’t know?
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-

If shy, does s/he seem to be shy at first and then tend to warm up or does s/he stay shy?
Has she been consistently shy over time or has that been variable? For example, was she
at one time more shy or less shy than she is now? (For Adopted/Foster children: Has
s/he been the same in terms of shyness since you have known him/her or has her/his level
of shyness changed at all?)

8)

9)

Clearly exhibits reticence with unfamiliar adults
Sometimes or somewhat exhibits reticence with unfamiliar adults
Rarely or minimally exhibits reticence with unfamiliar adults

Do you think s/he would be willing to go off with a stranger? Why do you think so?
Could you give me a specific example? Do you think s/he would do this some of the
time or most of the time? Has this way of interacting with strangers changed? Was
s/he more/less willing at an earlier age to go off with someone s/he didn’t know?

Clearly is not willing to go off readily with relative strangers.
Sometimes or somewhat is willing to go off readily with relative strangers.
Willing to go off readily with relative strangers.

Is s/he one to get him/herself is risky situations? Could you give me a specific
example? Is s/he one to run out into traffic or maybe pull stuff off of the stove? Does
s/he seem to try to provoke you with his/her dangerous behavior? Does s/he do this
with everyone or does s/he do this mostly around one particular person? Why do you
think s/he does it?

Clearly does not engage in a pattern of self-endangering behavior that is more
pronounced in the presence of one particular caregiver.

Sometimes or somewhat engages in a pattern of self-endangering behavior that is
more pronounced with one particular caregiver.

Definitely engages in a pattern of self-endangering behavior that is more pronounced
with one particular caregiver.

10) Does s/he tend to cling to you or stay right up under you? When does this seem to

happen? Does it seem to happen if there is an adult around who she doesn’t know?
Or does it tend to happen at other times, too? Could you give me a specific example?

Clearly does not engage in a pattern of excessive clinging to a particular caregiver in
unfamiliar settings or with unfamiliar people.

Sometimes or somewhat engages in a pattern of excessive clinging to a particular
caregiver in unfamiliar settings or with unfamiliar people.

Definitely engages in a pattern of excessive clinging to a particular caregiver in
unfamiliar settings or with unfamiliar people.
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11) Does s/he tend to watch you or other caregivers a lot of the time, like watching to see
what your or their moods are? Does she ever seem to be a bit afraid of any caregivers,
or to do exactly what they want, in a sort of automatic way?

0 Clearly does not engage in a pattern of fearful, inhibited, and hypervigilant behavior
with any particular caregiver.
1 Sometimes or somewhat engages in a pattern of fearful, inhibited, and hypervigilant

behavior with any particular caregiver.
2 Definitely engages in a pattern of fearful, inhibited, and hypervigilant behavior with
any particular caregiver.

12) Does s/he seem to know when you or other caregivers are sad or mad or upset? What
will s/he do? Could you give me a specific example? Does s/he ever seem worried
about you (or other caregivers) or worried for you (or other caregivers)? Could you
give me an example? Does s/he seem almost preoccupied by how you (or other
caregivers) are doing? Why do you think s/he does this? Do you ever think that it
may be a bit too much for a child his/her age?

0 Clearly does not engage in a pattern of controlling or role inappropriate behavior
suggesting excessive preoccupation with caregiver’s emotional well-being.

1 Sometimes or somewhat engages in a pattern of controlling or role inappropriate
behavior suggesting excessive preoccupation with caregiver’s emotional well-being.

2 Definitely engages in a pattern of controlling or role inappropriate behavior

suggesting excessive preoccupation with caregiver’s emotional well-being.
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DISTURBANCES OF ATTACHMENT INTERVIEW (DAI)
Disturbances of Non-attachment SCORE
0 = behavior clearly present; 1 = behavior somewhat or sometimes present; 2 =
behavior rarely or minimally present
1. Differentiates among adults
2a. Seeks comfort preferentially
2b. Actively seeks comfort when hurt/upset
3. Responds to comfort when hurt/frightened
4. Responds reciprocally with familiar caregivers
5. Regulates emotions well
6. Checks back with caregiver in unfamiliar setting
7. Exhibits reticence with unfamiliar adults
8. Unwilling to go off with a relative stranger
Secure Base Distortions SCORE
0 = pattern not present; 1 = pattern sometimes present; 2 = pattern definitely
present
9. Self-endangering
10. Excessive clinging
11. Fearful, inhibited, hypervigilant w/caregiver
12. Pattern of controlling, role inappropriate behaviour
DAI Sum Score SCORE
Non-attachment/Inhibited (Items 1-5)
Non-attachment/Disinhibited (Items 1, 6-8)
Indiscriminate Behavior (Iltems 6-8)
Secure Base Distortions (Iltems 9-12)
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Add items 1, 2a, 3, 4, 5. The sum is the score for Non-attachment/Inhibited.

Add items 1, 6, 7, 8. The sum is the score for Non-attachment/Disinhibited.

Add items 6, 7, 8. The sum is the score for Indiscriminate Behavior.

Items 9, 10, 11, 12 are separate types of Secure Base Distortions.
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APPENDIX 7: Researcher’s Personal Reflection

The journey of completing this research report has been a true roller-coaster ride.
There were both up’s and down’s and at the start | was unsure as to which direction | was
going. This journey presented itself as both steady and easy going as well as really
challenging at times. During these challenging times | was able to reach out to family, friends
and respective mentors as mentioned in my acknowledgements (p. iv). They acted as my
safety bar which ensured | was strapped in tight during this rollercoaster ride, known as
Masters.

It has been a long journey, but every up and every down as well as all the turns that |
took | ensured that | choose the most front seat of the roller coaster committing myself to
complete the ride. At times it felt that the rollercoaster was about to derail, but it was during
this time that | realised that there was no time to stop and break and that the journey must
continue. This inspiration was drawn from each and every participant’s dedication and
commitment to their children which were shown through their devoted love and care. They
have shown me how to pursue this research, despite the challenges and it turned out to be a
JOY ride! One which I have enjoyed, but mostly learnt from.

| have now completed my ride. What a journey! Filled with smiles, tears, laughs and
gasps!! I sincerely thank everybody that played a role in supporting me during this time, both
personally and professionally. | thank you! This was a ride of a lifetime.
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