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CHAPTER 1 Literature Review
Introduction

Attention Deficit Hyperactivity Disorder (AD/HD) is the mtosommonly diagnosed
mental health disorder in children (American Academy of Child &olAscent Psychiatry
[AACAP], 1997; American Psychiatric Association [APA], 2000yriBay, 1998; Furman, 2005;
Ghanizadeh, Bahredar, & Moeini, 2005; Kollins, Barkley, DuPaul, 2001; Lopez, 20@§@sNMa
Erkulwater, 2008; Rowland, Lesesne, & Abramowitz, 2002; Plomp, Van Ewge$aDurston,
2009; Shaffer et al., 1996; Shaywitz & Shaywitz, 1987; Sinder, Bush, &waad, 2003;
Whalen et al., 1989). According to Gibelman & Schervish (1997) and Knolé&#b) social
work professionals are one of the largest populations to provide rhealéh services to youth,
as well as, adults. Social workers play a large role inrdament of AD/HD as they provide
referrals to prescribing professionals (Moses, 2008). Many aitr@s diagnosed with AD/HD
also receive therapeutic and, in many instances, case managassetance from social
workers.

Working with parents, schools, and physicians, social workers ot astermediaries in
medication referrals, evaluations, and follow ups (Bentley & Wa001). Almost three-
quarters (72%) of a survey sample of social work members fneniNational Association of
Social Workers (NASW), reported “often or very frequently” refeyrclients to prescribers in a
usual month (Bentley, Walsh, & Farmer, 2003). It is apparent thatl seorkers play a
significant role in the treatment of children. They often functsnconsultants, counselors,
monitors, advocates, educators, and collaborators between parentshandorofessionals
(Bentley & Walsh, 2006; Moses & Kirk, 2008). It is important to note, dwes, that despite

their large role in the treatment of youths, little researchide®n conducted on social workers’



knowledge and attitudes about the treatment of children with AD/Htds is important because
social workers’ role in children’s treatment and social workeessonal attitudes can influence
parents’ decisions to follow through on psychosocial and/or medicagatmtent. In some

instances, social workers’ theoretical orientation and views canntdiee why, when, and how
treatment referrals occur (Bradley, 2003). Social workers’ nconication styles and their

behaviors with clients are often affected by their attitiadesut medication treatment (Bentley,
Farmer, & Phillips, 1991). This study can shed light on the issddelp to promote awareness
by encouraging ethical, well-informed unbiased treatment of childrénAfd/HD.

Moreover, discovering where social workers obtain their knowledgdnanwdhey come
to formulate their attitudes will help to develop future sogiatk education programs and fine-
tune existing ones. It is valuable that social work professiowalking with youth are
knowledgeable about the characteristics and treatment methods aviitahD/HD. With this
in mind, it is likely that this study will benefit the lives ahildren and their families receiving
treatment for AD/HD.

Literature review
Psychotropic treatment of youth

Since the 1990s, the use of prescription medication for children uredagéof 18 has
increased dramatically (Hunkeler et al., 2005; Jensen, 2002; Moses, 20€8), Marcus,
Weissman, & Jensen, 2002; Schirm, Tobi, Zito, & de Jong-van den Berg, Zh6mas,
Conrad, Casler, & Goodman, 2006; Zito et al., 2000; Zito et al., 2003). Hdrechages 4 to
17, psychotropic medications are the most prescribed. Among medidatidhs treatment of
mental health related disorders, stimulants and antidepressariteeanost used (Martin, Piek,

& Hay, 2006; Olfson et al., 2002; Zito et al., 2000; Zito et al., 2003; Zital., 2006).



According to Diller (2000), there are 5 million children under the afel8 taking
psychopharmaceuticals for mental health related disorders.

Much has changed over the past decade in mental health diagmasé®atments, so
much so that the use of antidepressants in children ages 7 to 12 rose 151 percllitionntae
rate of antidepressant use among children under the age of 6yrd&30 percent (Sparks &
Duncan, 2004). The use of antipsychotics rose 300 percent in childrenthmdee of 18 and
the use of psychostimulantmse 169 percent in children age 2 through 4 according to Sparks
and Duncan (2004).

Nonetheless, there is little empirical evidence supporting the of new
psychopharmaceuticals in pediatric patients (American Acadefny{hild & Adolescent
Psychiatry [AACAP], 2001; Jellinek, 2003; Jensen, Arnold, & Richters, 198@dkup, 2003).
Without clinical research findings to support a drug’s safety #ichey, the FDA is unable to
approve the medication for on label use. Pharmaceutical research on childoeerhémited in
the past due to ethical considerations and financial constraintse @iitdren are a vulnerable
population, concerns regarding their overall well-being have resultedvitongitudinal studies
that track the effects of prolonged use of psychotropic medicatBingee many pharmaceutical
companies spend significant amounts of funding on the research ophduttaceuticals, little
funding is left to complete trials on children. Still many &k tpsychopharmaceutical
medications are prescribed for children (Gadow, 1999; Jensen et al. PEJ9@m, 1993). As a

result, many of the psychotropic medications used for mental hekdtbd problems in children

. An agent that increases psychomotor activitnost patients. It improves concentration and irs@w@ontrol in

attention deficit hyperactivity



are prescribed via off-label (fséBreggin, 1995; National Institute of Mental Health [NIMH],
2008; Sparks & Duncan, 2004).

Medications once prescribed for adults are now regularly preddabehildren without
prior testing (Diller, 2000). For instance, Gabapentin (Neurontim) @imalproex sodium
(Depakote) both anticonvulsants, are now the first choice medicatiorhildren with bipolar
disorder according to Diller (2008). Anti-psychotic medications sschsperidone (Risperdal)
are commonly prescribed for children who have severe acting owtdepig¢Diller, 2000). In
adults, this medication is used to prevent hallucinations or psychGfsidine (Catapress), a
medication to treat high blood pressure in adults, is prescribed fdrezhio reduce aggression
(Diller, 2000). Guanfacine (Tenex), a non stimulant medication wsd to treat high blood
pressure in adults, was commonly used as an off-label medicatetmént for children with
AD/HD. Guanfacine, which is now marketed as Intuniv, was approvetthébynited States
Food and Drug Administration (FDA) in September 2010 for the treatmem®D/HD in
children ages 6 to 17 years old (Peterson, 2009; Strange, 2008).

In 2007, the Food and Drug Administration made an amendment to thetrieedia
Research Equity Act (PREA) and the Best Pharmaceutical€Hddren Act (BPCA). The
Pediatric Research Equity Act of 2007 (PREA) provides pharmaakutompanies with
financial and exclusivity incentives to conduct research on alreaying drugs for use in
pediatric patients. It also requires pediatric assessmehssitwluded in new drug applications
(American Academy of Pediatrics [AAP], 2007). Provisions of tmeradment include a $200

million reauthorization for the NIH Pediatric Research Fund.pharmaceutical manufacturers

2. The practice of prescribing pharmaceuticalsafounapproved indication. Medication does not hheescientific

study data



take advantage of these incentives, many of the off-label miedisaised in children are now
undergoing clinical testing and some are gaining approval by the FDA.

The provisions have created greater transparency and disseminatipediaftric
medication information (AAP, 2007). According to the American AcadehyPediatrics
(2007), the amendments to PREA have made pharmaceutical compaspessige for
providing annual public data on medications that have not been approveddoerchiThis has
given non-medical mental health providers as well as parenttea toetndation to formulate the
decisions on what the best treatment options are for children VbD{K[A and other mental
health related disorders.

Of all of the FDA approved medications for children, the longestuse is the
psychostimulant methylphenidate for the treatment of AD/HD (€@hea& Cole, 1987). More
commonly known as Ritalin, it has been labeled by the FDA since #3863 suitable
psychotropic medication for the treatment of AD/HD in children.f &) the pediatric
psychopharmaceuticals, stimulants for the treatment of AD/HDe hasen studied most
extensively (Mayes & Erkulwater, 2008). Regardless of the #bagding use of
methylphenidate and the extent to which it has been researchadyeosy and concerns have
not been quelled.

The long running debate over the psychotropic treatment of youthsa@nedspecifically
the psychotropic treatment of AD/HD, is seeded in a varietynebries. Some believe that
AD/HD is a moral dilemma and that it is a problem that lmameduced or eliminated by proper
parenting and disciplinary actions (Breggin, 1995). Still othersJeelikat it is a genetic or
pathological disorder (Plomp et al., 2009) that can best be tregtpdybhotropic treatment

(Greenhill, 2004). While others believe that therapy yields therbsslts. Furthermore, some



critics question the validity of the disorder altogether (MdlsB807). Lastly, others believe
that many mental health disorders are fictitious diseasessirated by the mental health
profession and pharmaceutical companies to increase revenue (Mkediatien Foundation,

2006).

Attention Deficit Hyperactivity Disorder diagnostic criteria

The 2007Diagnostic and Statistical Manual of Mental Health Disordésurth Edition,
Text Revision (DSM-IV-TR) states that there are three subtypes of nfide Deficit
Hyperactivity Disorder (AD/HD). The three subtypes include AD/HBd®minantly Inattentive
Type; AD/HD-Predominantly Hyperactive-lImpulsive Type; and AD/HBatbined Type. Other
mental health related disorders may be present with AD/HD, sscBisruptive Behavior
Disorders, Mood Disorders, Anxiety Disorders, and Learning Disardéeenerally, to be
diagnosed with the disorder the subtype symptoms and co-occurring cisorndst be present
prior to the age of seven. However, many children go undiagnoseedws. y The following
section will discuss the symptoms and characteristics related to eacl typalisorder.

AD/HD Predominately-Inattentive Type. For children with AD/HD Predominately-
Inattentive Type, the DSM-IV-TR (2007) states that the childnay make careless mistakes in
schoolwork, and that they can become easily distracted by backgroise that would
otherwise not distract persons of similar age. Following through on simpleadauities can be
challenging for children with AD/HD according to the DSM-TWR (2007). Children with
Inattentive Type AD/HD will generally struggle with ingttion and will fail to complete
schoolwork, chores, or other duties assigned to them. These children syemization and

tasks that require sustained mental effort (DSM-IV-TR, 2007)quemn shifts in conversation,



not listening to others, and not following rules are behavioral clesistats of AD/HD (DSM-
IV-TR, 2007).

AD/HD Predominantly-Impulsive Type. According to the DSM-IV-TR (2007), the
inability to remain seated for an extended amount of time is cieaistic of children with
AD/HD Predominantly Hyperactive-Impulsive Type. This behaisadescribed as fidgeting in
their seats or finding it hard to sit still. Young children mappear as if they are “into
everything” and they often dart back and forth (DSM-IV-TR, 2007).lsoAtypical of
Hyperactive-Impulsive Type is having difficulty remainimga quiet activity, seeming as if they
are constantly “on the go” or as if driven by a motor. AccgydinDSM-TR-1V (2007), talking
excessively at inappropriate times is also a frequent dfathe disorder. The DSM-IV-TR
(2007) recommends caution when diagnoses are made in young childrenABifiti® can
mirror some normal developmental behavior.

DSM-IV-TR (2007) indicates that children with Impulsive Type-AD present with
behavior indicating that they are easily annoyed or impatightathers. This is evident by the
inability to wait one’s turn, frequently interrupting others, or lhgrtout answers prior to the
completion of the questions according to the DSM-IV-TR. Some behiaween as intrusive or
disrespectful as AD/HD children violate the boundaries of othetakyg objects from them or
touching things that they are not supposed to touch. “Clowning around” undes the
circumstances is also characteristic of AD/HD (DSM-IR;T2007). Children who have the
Impulsive Type AD/HD generally enter into dangerous activitgbout the consideration of
consequences. Impulsive children will often bump into others, knock things averab
dangerous objects such as a hot pan (DSM-IV-TR, 2007). In these isstahddren with

AD/HD not only endanger themselves, but they can also unintentionally harm others



AD/HD Combined Type. According to the DSM-IV-TR (2007), children may present
with characteristics of both Inattentive and Hyperactive-Impul$Sige. With Combined Type,
however, the children must present with six or more criteria fileenHyperactive-Impulsive
Type and six or more criteria from the Inattentive Type. ¢orent diagnosis, these sets of
behaviors must have occurred within the past six months (DSM-IV-TR, 2007).

Co-occurring disorders. Co-occurring disorders are seen in about half of the AD/HD
cases involving children (DSM-IV-TR, 2007). Most children who have a carong disorder
also have either Combined Type or Hyperactive-Impulsive Type akitty one or more
additional disorders. The common co-occurring external disordensisehildren with AD/HD
include Conduct Disorder (CD) or Oppositional Defiant Disorder (ODDallis, Russell, &
Muenke, 2008). According to Biederman, Newcorn, & Sprich (1991), a@t of children
with AD/HD also have a CD and about 30% to 45% have ODD. Leaiisgrders and
Communication Disorders are also co-occurring disorders among children DvittDA

Disruptive behavior disorders include CD and ODD (Wenar & Kerig, 20@)nduct
disorder is marked by behavior patterns that break societal nmrwis)ates the rights of others.
This may include starting fights, using weapons, truancy, steaind setting fires. ODD
includes patterns of hostility, which consists of arguing with addlé$ying their requests,
deliberately annoying others, lying and bullying, as well as losing omajscie

Moreover, AD/HD can increase the onset of behavior problems (Weikari§, 2000).
According to Stouthamer-Loeber, Loeber, & Thomas, (1992), precursortharskquence of
conduct problems allows for the construction of the developmental madelsbehavior
problems through infancy to adulthood. It is stated that the difftentiperament arises in

infancy and develops into hyperactivity during the preschool yearshen to oppositionality in



school aged children. This continues into conduct problems and delinqueneyglaiscence
and ultimately antisocial personality disorder in adulthood (Wenke&g, 2000). Though not
all children with AD/HD will develop CD or ODD when there igranifestation, the children
are likely to retain their prior behavior.

Mood disorders affect approximately 10% - 20% of children with ADD{Biederman, et
al., 1991). Some mood disorders and AD/HD have similar and overlagypimgtoms as well as
very specific symptoms (Passarotti, Sweeney, & Pavuluri, 2009).exammple, neurocognitive
deficits present similarly in both AD/HD and bipolar disorderogfitive flexibility, sustained
attention, and verbal working memory deficits are shown in pedtapatar disorder (Dickstein
et al., 2005; Pavuluri, Henry, Devineni, Carbray, & Birmaher, 2006). @egmproblems for
youths with AD/HD include deficits in executive functions, planning aesponse inhibition,
attention, vigilance, and working memory (Doyle et al., 2005; Rubid.,e2@01; Seidman,
Valera, & Makris, 2004).

Anxiety Disorders are more prevalent in children with AD/HDvadl (DSM-IV-TR,
2007). For example, these children had a rate of anxiety of 25%, aghidre children in the
general population without AD/HD had a 5% rate of anxiety (DSM-R, 2007). There are
four domains in which anxiety symptoms present. These include cogritfeetive, physical
and behavioral (Pollack et al., 1996). Cognitive anxiety can rangedatastrophic thinking to
rumination and vigilant apprehension according to Biederman et al., (19@@ntion seeking,
overdependence, agitation, tantrums, and rituals are features of behavial. aBxice there is
overlap between childhood anxiety disorder and AD/HD it can be mipnated (Spencer,

Biederman, & Mick, 2007).
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Learning Disorders and Communication Disorders are also assbamth AD/HD
(DSM-IV-TR, 2007). Mathematics Disorder (MD) is often diffictd define in the context of
AD/HD, but in most cases, the main deficits associated with nathematics achievement
includes poor reading skills, memory, visuospatial skills, and execskills (Capano, Minden,
Chen, Schachar, & Ickowicz, 2008). The researchers state th&tDABYay be the primary
cause of MD in children with AD/HD and that MD is often relatedthe Inattentive Type
(Marshall, Hynd, Handwerk, & Hall, 1997; Marshall, Schafer, O’Donnéliptf & Handwerk,
1999; Willcutt, Pennington, Olson, Chhabildas, & Hulslander, 2005). Accordiregéanchers,
Reading Disorders (RD) occurs in about 5% to 9% of the AD/HD poapulgdShaywitz,
Shaywitz, Fletcher, & Escobar, 1990). Phonological decoding defreitsharacteristic of RD
(Mazzocco & Myers, 2003). According to Butterworth (2005), RD anddtBn occur together
at an estimated 17% to 64%.

Demographic data

According to the Center for Disease Control and Prevention (CDC, 260§)2006, 4.5
million children ages 5 to 17 have been diagnosed with AD/HD. Bothsnasle females are
affected with the disorder, yet the type and severity magrddtcording to gender (Sadiq,
2007). AD/HD affects youth from across all socioeconomic lef@een, Wong, & Atkins,
1999). The disorder has significant social costs resulting ircudliites to families (Barkley,
Murphy, & Kwasnik, 1996; Biederman et al., 1991; Fletcher et al., 1996)paacs (Flicek,
1992). Health risks are also greater among persons with ADAHIZh may include substance
abuse (Sherman, 2007), and unintentionally injury (CDC, 2006; Departmentadth Hend
Human Services [DHS], 2006; DiScala, Lescohier, Barthel, & Li, 1988webal, Speltz, Jones,

& Bardina, 2002). Children with AD/HD are more likely than non-AD/ children to be
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expelled from school, suspended, or held back a grade (LeFeversMerrow, & Vaughn,
2002). The following sections will discuss the demographic chaistate of youth with
AD/HD, their background characteristics, and the costs and risks asdauithte¢he disorder.

Age, gender, race, and ethnicity AD/HD occurs in school-aged children, but can also
occur in preschool aged children and even toddlers. The neurobahaligorder generally
effects male and female children ages 4 to 17 years of agsefViLesesne, & Perou, 2007).
AD/HD has marked differences between boys and girls accotdiag?003 study conducted by
the Center for Disease Control. Boys (9.5%) were more likely to be diagnosedivitiAhan
girls (5.9%) were. When girls are diagnosed with AD/HD, they raore likely to have the
Inattentive Type whereas boys are generally diagnosed witlerBigiive-Impulsive Type or
Combined Type according to the CDC (2003). Since boys are morg fikdlave Impulsive
Type or Combined Type, they are at greater risk for having co-occurring ds¢@i2C, 2003).

The same study conducted by the CDC (2003), found that Black ma#%$ &hd White
males (12%) had the same percentage of having ever been diagnts@®iMD. In contrast,
multiracial males (13.5%) had a slightly higher prevalence DfHD. Multiracial females
(5.8%) had a higher prevalence of AD/HD than Black females (3aéfb)white females (5.0%).
Hispanic males (4.8%) had a marked difference between that ok Blat White males of
similar age. Hispanic females (2.5%) had one of the lowest prealates in the 2003 study
conducted by the CDC.

A 2006 study of children ages 3 to 17 revealed similar reaalterding to the CDC.
Household interview surveys were conducted to determine the fregei@baidich a youth had
‘ever been told of having AD/HD’ (CDC, 2006). The CDC stated Waite children (7.6%)

and Black children (7.4%) yielded nearly the same frequenciestirdtial children (20.7%)
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had a significantly higher frequency than that of Black and &\tiiildren in the 2006 study.
Hispanic children (5.1%), especially Mexican or Mexican Ameridaiidren (4.7%) again like
the 2003 study had the lowest frequency according to the CDC (2006).

Parents’ education, family structure, and income Frequency percentages varied
according to parents’ education, family structure, and income ldrehi A survey by the CDC
in 2006 asked parents if they ‘had ever been told that their kbhddAD/HD’ (CDC, 2006).
According to the study, the most frequent parental education lealhigh school or GED
(8.5%). Parents with less than a high school diploma (5.0%) had anhogearfrequency than
that of parents with more than a high school diploma (7.5%) accordihg t©DC (2006). The
CDC (2006) found that children living with both parents (5.9%) in the Ihmlddad the lowest
frequency in contrast to that of children living with no mother dhefain the household
(10.7%). Furthermore, they found that children living with a fathef4B#&nd no mother figure
had a lower frequency than that of a child living with a mother (1148d)no father figure.
The 2006 CDC data found that family incomes less than 20k (9.7%) hadgtesthirequency
whereas family incomes of 75k or more (6.8%) had the least.

AD/HD and locality. Children ages 4 to 17 year olds having ever been diagnosed with
AD/HD vary geographically within the nation (CDC, 2006). Among $hates, Alabama,
Louisiana, Kentucky, and West Virginia had the highest percentat@1@6). California,
Arizona, Utah, and Colorado had the lowest perce6t0do) reported by the CDC (2006).
Michigan, along with most of the eastern states, and severaalcstattes had a 9.1 percent to
10.0 percent of their youth having ever been diagnosed with AD/HD (CDC, 2006).

The prevalence of medication treatment of youth ages 4 to 17 Vid{H[A has little

correlation with the prevalence of diagnosis within the state (C(ID06). The least AD/HD
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medicated states include California, Nevada, Utah, Arizona, Claptéinois, New York, New
Jersey, Connecticut, and Hawaii with prevalence of 2.1% to 3.4%. &4 ®©56.5%, lowa,
Rhode Island, Arkansas, Louisiana, Alabama, Georgia, South and North Caraijiaiay\West
Virginia, and New Hampshire were more inclined to medicate #ieiHD youth according to
the 2006 CDC study. The CDC (2006) found that rates of medicatiotménma within
Michigan, Florida, and Texas, to name a few, ranged from 4.5% to. 5.4k remaining
Midwestern, central and western states have medication pneeabetween 3.5% and 5.4%
(CDC, 2006).

AD/HD and practice field. Children with AD/HD can be found in almost every child-
serving system. Studies have shown that some practice setttngwre likely to have a higher
number of children diagnosed with AD/HD. In a school setting, whiegee are a greater
number of children, one can expect to work with a greater numberldfechivith AD/HD. In
special education classes, where the children are more ligehate been diagnosed with
AD/HD, the number of children with the disorder is higher. For chldttending regular class
settings, those with AD/HD are more likely to display behaviprablems (DuPaul & Stoner,
2003). Moreover, children in the foster care system are mkeé lto be diagnosed with
AD/HD than children who are not in the foster care system. Irtiaddthese children are more
likely to be taking medication for a mental health related disorder.

AD/HD and associated risks

Financial risks. AD/HD has a major impact on society including financial costs,
disruption to schools, and the possibility of criminal behavior and substhose (Biederman et
al., 1991). The aggregate annual health and treatment relatedazastildren under the age of

17 with AD/HD was approximately $14, 576 per individual (Pelham, Fost&oi8b, 2007). A
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secondary analysis looked at the annual expenses relateding ishild with AD/HD. It
revealed that the annual cost per child for health and mental hekdtbdr services totaled
$2,636. The analysis reported that educational costs totaled $4,900. Fontheim study
looked at the totals related to crime and delinquency, which came to $7,040.

A review of Medicaid claims for stimulant refills between 13981 1996 revealed that
the annual health care costs for children ages 3 through 15dtc4|895 (1998 dollars).
Outpatient mental health services under Medicaid totaled $500 to $800Qlariholes, Foster,
& Gottschall, 2007). A small percentage of children were adidnttieénpatient mental health,
which created a significantly greater cost at $6,000 per childldr€hiwith AD/HD and co-
current disorders had costs that were significantly higher tihanof the general population
(Kelleher, Childs, & Harman, 2001). It is estimated that the anmerathild health care costs
for the treatment of AD/HD ranges between $790 and $5,518 (Pelham et al, 2007).

Children with AD/HD accrue educational costs as well that gneater than that of
children without AD/HD. Under section 504 of the Rehabilitation Act®#3, better known as
the Individuals with Disability Act (IDEA), a child with AD/HDnay receive special services.
Special education, school counseling, and school retention costs averaged $4,175 aanaally (J
et al., 2007). Another study measured the reports of parents anéxperience with special
education services, retention, and disciplinary referrals (Pe#taal., 2007). Based on the US
Department of Education, the cost of educating children with ADigiBarkedly higher than
that of regular education. Regular education is about $265 annuallgastertucation for those
with AD/HD is about $4,900 annually.

Not only is AD/HD costly for the educational system, it isoahn economic burden for

the justice system. In children with AD/HD, poor impulse corigratls to the greater likelihood
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of illegal behavior such as underage drinking and illegal drug Osdinquency and substance
use are characteristic of older youths who have AD/HD. Truaitgnding behavior, and social
delinquency rates are higher among children with AD/HD (Barkley.e1990; Hinshaw, 1992;
Hoy, Weiss, Mindle, & Cohen, 1978; Satterfield et al., 1982; Weise&htinan, 1986). All of
these behaviors can lead to legal issues, such as arrest mommpent. By combining the cost
of arrests and the cost of juvenile justice placements, the estimaterbsita about $11 to $935
annually. The cost to the victim of crimes committed by KAD/youth was found to be
approximately $6,600 annually (Cohen, 2005).

Educational difficulties. Elementary school children with AD/HD were more likely to
show decreased academic performance, educational problems, arathiedement according
to several studies (DeShazo, Lyman, & Klinger, 2002; Fergusson & Horwood, A€@fbisson,
Horwood, & Lynskey, 1993; Hinshaw, 1992; Hinshaw, 1992; Rapport, Scanlan, & Denney,
1999). Their scores on reading and mathematics tests arey dpeat than that of the control
group according to Biederman et al., (1996). As a result, many of these chelgiuéne tutoring,
remedial pull out classes, and special accommodations.

Academic difficulties are reported to exist through adolescemo# into young
adulthood. Several longitudinal studies have shown that youths with AD&#® mvore likely
to have poor grades on report cards, fail grades, have lower classgggrdad perform poorly
on standardized academic achievement tests when matched to nob-ADrittols (Barkley,
Fischer, Edelbrock, & Smallish, 1990; Weiss, Hechtman, & Perlman, 189é&s, Hechtman,
Perlman, Hopkins, & Wener, 1979). Poor academic performance peimisinany of these
youths diagnosed with childhood AD/HD. Longitudinal studies indicate loates of college

graduation and lower rates of college attendance when comparedttolcd@Barkley, 2006;
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Barkley, 2002; Mannuzza, Klein, Bessler, & Malloy, 1993; Weiss, HeahtrMilroy, &
Perlman, 1985).

Health risks. In 2006, there were an estimated 7 million ambulatory visits for the care of
AD/HD (Schappert & Rechtsteiner, 2008). With poor impulse controldmnlwith AD/HD are
more likely to take risks that could endanger themselves ersothStudies have shown that
injury rates were higher for AD/HD children across demographitigher rates controlling for
age, gender, and health insurance were higher for children witHAwhen compared to other
children (CDC, 2006). Children with AD/HD are more likely to encoumtgries that require
hospital visits (Leibson, Katusic, Barbaresi, Ransom, & O’Brien, 2001).

Moreover, preschool and school aged children with AD/HD have greater healtthasks
children without AD/HD. In fact, preschool children who have AD/&f@ more likely to have
accidents and obtain more injuries more often (Angold & Egger, 200¥eyLat al., 1988;
Rappley et al., 1999). Excessive running and climbing, which is chastictef preschool aged
children with AD/HD, often results in scrapes and bruises. Sclgeotialdren with AD/HD are
more likely to engage is risky behavior more so than that of nofidB2hildren, which leads to
major injuries (CDC, 2009).

Likewise, minimal foresight about potential consequences causess@eltle with
AD/HD to have a greater propensity to be involved in risky sexctality, substance abuse, and
auto accidents (Barkley & Murphy, 1996; Barkley, Murphy, & Kwasnik, 136@ensen et al.,
2004; Woodward, Fergusson, & Horwood, 2000). These youths have a highefr sateially
transmitted diseases, four times that of their non-AD/HD copatey (Marshall, 2007).

Females have a higher rate of pregnancy, almost ten tintes than-AD/HD females according
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to a Milwaukee follow up study (Marshall, 2007). According to Marsf0l07), as youths
move into adulthood, the risk of accidental death increases.

Studies have shown these symptoms persist well into adulthood in 30% tof 5@%es
(Konofal, Lecendreux, Arnulf, & Mouren, 2004). Some adults may enter lparigssion of the
disorder, while others may have trouble with time management @ahipation (Young &
Amarasinghe, 2009). Anxiety, emotional lability, anger, frusimtiand sleep problems are
more likely in adults with AD/HD (Young & Bramham, 2007). Adults @ncounter a number
of negative life events because of AD/HD. According to a study ctedllny Biederman et al.,
(2007), adult females with AD/HD were 3.6 times more likely to have bulimisoearcompared
to that of non-AD/HD females. Furthermore, adults with AD/HD haveblems forming
relationships and maintaining relationships putting them at gresiefor divorce (Wilens et al.,
2004). Academic underachievement and unemployment is also greaieg @@rsons with
AD/HD. Adults who were diagnosed with AD/HD as children are nh&edy as adults to have
antisocial personality disorder or non-alcohol substance abuse idéessle( et al., 2006;
Mannuzza et al, 1993).

Familial difficulties. Due to the educational, developmental, and behavioral problems in
children with the disorder, the demands, and energy involved in carid@idtD children can
cause significant stress on the family and marital functionkagtopoulos, 1992; DuPaul,
McGoey, Eckert, & VanBrakle, 2001; Keown & Woodward, 2002; PetersnG&aHarrington,
2005). Children with AD/HD are less likely to comply to parenggjuests and less likely to
cooperate (Barkley et al., 1985; Cunningham & Barkley, 1979; DeWolfe, Bgrrigawden,

2000; Gordon et al., 2005). Moreover, children with AD/HD and co-occurringddisosuch as
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ODD or CD are often more difficult to manage (Barkley et al., 1¥@hningham & Boyle,
2002).

According to Chronis (2004), parents of children who have AD/HD ape42itnes more
likely to have mental health problems such as depression, anxidtgubstance abuse. Mothers
of children with AD/HD have reported higher rates of self-blame social isolation (Johnston
& Mash, 2001; Mash & Johnston, 1990). Likewise, depression is more comnaoig amothers
with AD/HD children (Befera & Barkley, 1985; Bernier & Siegel, 1984own & Pacini, 1989;
Lahey et al., 1988; Sandberg, Wieselberg, & Shaffer, 1980; WebsitioB; 1988; Webster-
Stratton, & Hammond, 1997). Parents with AD/HD children experiéimei role in parenting
with less gratification and more difficulties than parents wibn-AD/HD children do
(Anderson, Williams, McGee, & Silva, 1987; Breen & Barkley, 198&nstantareas &
Homatidis, 1989; Fischer et al., 1990).

Family environments that experience ongoing stress can put tdeeahibs well as, the
parents at risk for psychological and physical health problenmsding to Cunningham (2007).
The entire family structure is threatened when a child hasHBD/ Problematic behavior can
place intense strain on relationships with siblings as well ghadl; 2007). In addition, marital
conflict can contribute to negative effects on the children’s phyaivé psychological health
(Grych & Fincham, 1990; Repetti, Taylor, & Seeman, 2002; Troxel &tthvews, 2004).
Research has shown an association between conduct problems, owaniliat, and family
dysfunction (Cunningham & Boyle, 2002; Locke & Wallace, 1959; Szati®diord, & Boyle,
1989). It is believed that the conflict within the marriage meslt in a disruption of parent-

child relationships, inconsistent discipline practices, and the modefingegative behavior
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(Cunningham, 2007). These familial characteristics are sirarfayng families with AD/HD
children (Bernier & Siegal, 1994).

In many of the families, self-reinforcing behavior patternsuocoetween AD/HD
children and their parents (Marshall, 2007). In addition, parents’ attitosdard their children
can have an effect on them (DeMarle, Denk, & Ernthausen, 2003). IntHactiterature
indicates that children with AD/HD receive less positive feekilzaad more negative feedback
from their parents than children without AD/HD (Befera & Barkl@@85; Cunningham &
Barkley, 1979; Humphries, Kinsbourne, & Swanson, 1978; Mash & Johnston, 1990jesén t
situations, maladaptive and counterproductive parenting strateges Ieen known to
exacerbate the negative behavioral problems in children (Patters8aryBke, & Ramsey,
1989). This stress can cause children with AD/HD to feel inadeghapeless, worthless, and
discouraged (Barkley, 2002).

Etiology of AD/HD

Despite AD/HD being the most commonly diagnosed mental healbindgirs in children,
skepticism about what causes AD/HD continues. Understanding ématnethods begins with
understanding the etiology of the illness. Some argue that thelelisigr genetic in which
medication is required to combat the symptomatology (Greenhill, 200MmpPét al., 2009).
Other persons believe that the disorder is a result of social factors dwattiaéf children’s ability
to cope and respond to their environment. Others believe that AD/alBasiplex disorder and
that genetics as well as the environment plays a role itiolegy. The following section will
discuss possible etiological factors associated with the disorder.

Structural. Injuries sustained to the prefrontal cortex and the parieticorcrease the

risk for AD/HD according to Wallis, Russel, and Muenke (2008). Towetdét lobe is associated
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with higher mental functioning such as conceptualization, judgment, andipd. It also is
responsible for voluntary control over most skeletal muscles (Mosby).200@ frontal lobe is
located beneath the frontal bone and occupies both right and leftatdrebrispheres (Mosby,
2002) and it is responsible for inattention and inhibition (Wallis.e2808). Patients that have
sustained injuries to the frontal lobes and the prefrontal cortex gragented with symptoms
similar to that of persons with AD/HD (Benton, 1991; Heilman, Voglé Nadeau, 1991,
Levin, 1938; Mattes, 1980).

In addition, studies have shown that children with AD/HD have demuidalsod flow to
the prefrontal regions of their brains (Lou, Henriksen, & Bruhn, 1984, 1990; Laukisen,
Bruhn, Borner, & Nielsen, 1989; Sieg, Gaffney, Preston, & Hellings, 198&)ying sizes in the
brain structures of children with AD/HD have been shown in a numbetudies as well.
According to a 1990 study involving children with AD/HD, learning Hied (LD) children and
children without these diagnoses discovered that the children dfH[A have smaller right
hemisphere plana temporatdan the control group and the LD group (Hynd, Semrud-Clikeman,
Lorys, Novey, & Eliopulos, 1990). Another study found similar findings1996, Baumgarder
and colleagues conducted Magnetic Resonance Imaging (MRI) odrechilvith Tourette
syndrome, Tourette syndrome and AD/HD, AD/HD and children unaffecttdd amy of the
disorders. The researchers found that the children with AD/HD $raadler anterior region of

the corpus callosufr(Barkley, 1997).

3. An area of the cerebral cortex between Hesglit'ss and the sylvian fissure that is involvedpeech and is
usually larger in the cerebral hemisphere on tfieside of the brain

“ - The great band of commissural fibers unitingdeeebral hemispheres
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Although the previously mentioned studies had small sample sizes, the studiesgeith |
sample sizes have proved slightly similar results. In 1996,eltasis and colleagues
discovered that persons with AD/HD had smaller cerebellar v3lunihey also found no
difference in the corpus collosum between children with AD/HD and children withaké winét
of Hynd and colleagues (1990). More similar to previous AD/HD studies, caseamducted by
Filipek and colleagues (1997) found that in the regions of the pamdldnd occipital lofSe
there was smaller posterior volumes of white matter (Barkley, 1997).

All in all the decrease of total cerebral volume has proved mmssistent in brain
imaging studies in persons with AD/HD (Castenllanos et1l@96, 2001, 2002; Filipek et al.,
1997; Kates et al., 2002; Mostofsky, Cooper, Kates, Denckla, & Kaufmann, 2062on et al.,
2004). Evidence of differing posterior inferior cerebellar vernatumes in persons with
AD/HD compared to non AD/HD persons has also been replicatedhultiple studies
(Castellanos et al., 1996, 2001, 2002; Hill, 2002; Durston et al., 2004). Althoesh itesults
indicate a difference between brain structures in persons witlhwvidimout AD/HD, it does not
prove causality (Barkley, 1997). This indicates the possible connectimedre AD/HD and
brain’s pathophysiology (Lantieri, Glessner, Hakonaraon, Elia, & Devoto, 2010).

Genetic. Research has shown that genetics are a contributing fact@/HDA(Barkley,
1997; Lantieri et al., 2010; Nikolas & Burt, 2010; Plomp et al., 2008yl&d, Lesesne, &
Abramowitz, 2002; Spencer et al., 2007; Wallis et al., 2008). Ovepdbetthree decades,

studies have looked at AD/HD in families, twins, and adopted persons(\taal., 2008). In

® - The trilobed structure of the brain, lying par&tr to the pons and medulla oblongata and infeéddhe occipital
lobes of the cerebral hemispheres, that is resplentsr the regulation and coordination of compleiuntary
muscular movement as well as the maintenance dfigoand balance

®_ The pyramid-shaped area at the back of eachspdwmie of the brain that deals with the interpieadf vision
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families, children with the same parents share 50% of thegesyeFraternal twins or dizygotic
twins also share 50% of their genes unlike that of half siblifys sthare 25% of their genes.
Stepsiblings and adopted siblings share no genetic material anoiodvgically unrelated.
Identical twins or monozygotic twins, on the other hand, share 100% iofgtrestic material
because of the single zygote splitting during gestation.

For example, a large-scale twin study examining geneticshanehtvironment found that
there were substantial genetic influences and genetic danslabetween inattention and
hyperactivity (McLoughlin, Ronald, Kunsti, Asherson, & Plomin, 2007). In, faccording to
Biederman et al., (1992), Bradley & Golden, (2001), Faraone et al., (I8€far et al., (2005),
siblings of the children with the disorder have a three to fivefolcease in risk for AD/HD.
Identical twins or monozygotic twins have a 51% concordance foHRQliagnoses (Goodman
& Stevenson, 1989).

Additive genetics includes the sum effects of genetic influeacesss several points or
loci on a gene. Height, for example, is an additive gendectednd is dependent upon the total
of “tall genetic markers” provided by each parent (Nikolas &tBR010). Therefore, parents
and children would hold similarities across genetic loci. Nonadditereetics, or dominate
genetics on the other hand, involves interactions between alletesmftnance that particular
trait (Nikolas & Burt 2010). For instance, eye color is deteediby the interaction of each
parent’'s allele for “eye color”. In general, parent-child iginty does not result when
nonadditive genetics are involved (Nikolas & Burt, 2010). Researchees rfeported that
AD/HD is mostly influenced by additive genetics (Eaves, $gbbleyer, & Maes, 1997; Kuntsi,
Gayan, & Stevenson, 2000; Saudino, Roland, & Plomin, 2005; Van Beijsterveldt, aterhul

Molenaar, & Boomsma, 2004). While other researchers have reportékDihD is influenced
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from both additive and dominant genetics (Hudziak, Althoff, Derks, Fara&nBoomsma,
2005; Rietveld, Hudziak, Bartels, Van Beijsterveldt, & Boomsma, 2003, Z0t&par et al.,
2005).

Since comorbidity occurs in more than half of the cases of AD/Hias been suggested
that the etiologically is distinct (Wallis et al., 2008). Adting to Faraone, Biederman, Keenan,
& Tsuang (1991b), severity of illness and levels of etiologiegkdrs can be placed on a
continuum that corresponds with AD/HD, AD/HD and ODD as well B$HD and CD. More
than by chance alone, antisocial disorders, and AD/HD have ocadarrtb@ same relatives,
indicating that both AD/HD with and without antisocial personalitytier may have distinct
etiology (Faraone, Biederman, Jetton, & Tsuang, 1997). Moreover, DR conduct
disorders are phenotypically variable as seen in the comorbidaptiD and ODD, AD/HD
and CD, ODD and CD, as well as CD and alcohol abuse/dependenceet(Jain 2007).
Castellanos & Tannock (2002) and Jain et al., (2007) indicates thabuineation between
AD/HD and disruptive disorders is a result of epistasjsnetic heterogeneity, and pleiotrophy

One of the most frequently studied risk gene in AD/HD is the dopameceptor D4
(DRD4) (Heiser et al., 2004; Plomp et al., 2009; Thapar et al., 200%invdal & Gizer, 2006).
D4 is one of the five receptors of dopamine, which are located ifraht&al cortex, midbrain,
amygdalé, and the cardiovascular system. The postsynaptic dopamine receptor is preglpmina
expressed in the prefrontal cortex (Durston et al., 2005; Lahti, €t985; Primus et al., 1997).

D4 has been localized to chromosome 11 according to researthieesVdeizmann Institute of

"~ Involving an interaction among an unknown numiegenes
8 _ Where any gene may be associated with a rangkesfotypes
°_ One of two small, almond-shaped masses of grayemiat are part of the limbic system and are kxtir the

temporal lobes of the cerebral hemispheres. Alfedcamygdaloid nucleus
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Science (2010). Moreover, dopamine is a neurotransmitter or aczidhat is released from a
nerve cell, which transmits an impulse from a nerve cell to another nervegnargeln, or other

tissues. A mutation in the D4 gene has been associated witHDABhd other autonomic

nervous system dysfunction.

VNTR alleles range from two to 11 repeats (2R-11R). A nundfestudies have
indicated that DRD4 7R allele is associated with AD/HD (M1R6452) (Faraone et al., 2001;
Grady et al., 2003; Swanson et al., 2003). In fact, in western populatiengRtallele and
AD/HD have shown an association (LaHoste et al., 1996), wherélas Chinese population the
2R-allele may be linked to AD/HD (Leung et al., 2005). It Isoasuspected that with the
complexity of genetic variants deleterious effects could owctlir DRD4 7R and other genes
(Ding et al., 2002; Grady et al., 2003).

Similarly, the dopamine active transporter (DAT-1) is also @inthe most studied genes
in AD/HD (Heiser et al., 2006; Plomp et al., 2009; Thapar et al., 2005; Waldmane&, Gi6).
The DAT1-gene is a protein located on chromosome 5 that medgeaeuptake of dopamine
from the synapse and is the primary regulator of dopamineh ldigels are indicated in the

striatunt®, substantia nigfa, and in the nucleus accumb&nand in the prefrontal cort&

19_ Also known as the corpus striatum, neostriatorstriate nucleus, is a subcortical (i.e., insi@¢her than on the
outside) part of the forebrain.

1 _|s a brain structure located in the mesenceph@dbrain) that plays an important role in rewaaddiction,
and movement

12_Plays a central role in the reward circuit.dfeeration is based chiefly on two essential neansimitters:
dopamine, which promotes desire, and serotoninseledfects include satiety and inhibition.

13 _ Suspected to play an important role in cognitigatrol, in the ability to orchestrate thought ation in

accordance with internal goals



25

hippocampu¥, and amygdale at a lower degree (Madras, Miller, & Fiszhr2005), as well as,
the cerebellar vermis (Melchitzky & Lewis, 2000). These genes can have a variaineber
tandem repeats (VNTR) between the 2R and 11R alleles. AmongAthel [1OR allele and
AD/HD, researchers found a significant associated betweetwthgCook et al., 1995; Gill,
Daly, Heron, Hawi, & Fitzgerald, 1997; Waldman et al., 1998; Daly.e1999). Some counter
these findings stating that the findings are due to a small radids(Faraone et al., 2005; Li,
Sham, Owen, & He, 2006; Yang et al., 2007).

Though still in its infancy, more recent research has shown dgeaketic and
environmental interactions can have an impact on AD/HD presentdidéaléis et al., 2008).
Many researchers have discovered that specific alleles whehir@manwith specific social
environments were associated with AD/HD according to Watlial., (2008). Hyperactivity -
impulsivity and inattention for example were exhibited more foremt@nts who grew up with
greater adversity and who are homozygous for 10 R allele or the |éR. alHowever,
adolescents who lived with less adversity combined with other gmestgxhibited less
inattention and hyperactivity-impulsivity (Laucht et al., 2007).

Reports show that prenatal exposure to lead, alcohol, and tobaccalsnagcrease the
risk of AD/HD (Acosta, Arcos, & Muenke, 2004; Banerjee, Middleton,a&&déne, 2007). Todd
& Neuman (2007) found an increased risk for severe Combined Type AdH4D the mother
had smoked during pregnancy and when there was a presence of polynarpimergic

receptor nicotinic alpha 4 (CHRNA4) gene. CHRNA4 has a highisffior nicotine and when

14_ An area buried deep in the forebrain that hedgsilate emotion and memory
15_|s a narrow, worm shaped structure in betweeh bides of the cerebellum. The cerebellum is aa ar the

back, bottom part of the brain that plays an imgairtole in movement and coordination.



26

stimulated promotes a release of dopamine. Additional studies mdicated that there is an
increased risk for hyperactivity-impulsivity when children who laoenozygous for the DAT-1
10R allele are exposed to prenatal smoke (Becker, El-FadddghjdbcEsser, & Laucht, 2008;
Kahn, Khoury, & Nicholas, 2003).

Environmental. Patterson et al. (2000) states that family factors and pexese
precursors to the development of child hyperactivity and otheroargisbehaviors. Little
research, however, focuses on the family environment and itd effethe course of AD/HD
(Cantwell, 1996; Goldman, Genel, Bezman, & Slanetz, 1998; Wamboldt & WdmB0o00). It
is well know, however, that children’s development is influenced byfahely environment
(Harper & McLanahan, 2004; Henry, Tolan, & Gorman-Smith, 2001; Wiesr@agaldi, 2003;
Wiesner & Windle, 2004). Despite this evidence, some argue thee dtadies cannot truly
separate environmental effects from genetic related AD/HD (S\&tllal., 2008).

To understand maladaptive behaviors such as AD/HD, CD, and ODD imnkext of
social etiology, it is important to look at children’s developmergetdaon non-pathological
standards. This will assist with the distinction between nodeaélopment and pathological
disorders. Looking at attachment, initiative, self-control, moral Idpweent along with
cognitive development, anxiety, sexual development, aggression andeglagons of children
one may understand the effects that the social environment has on children.

Attachment. There are important variables in children’s development that wheredc
can have negative effects on children’s behavior and relation toutsede world. Love,
anxiety, fear, and anger are a normal part of children’s derednt according to Wenar and
Kerig (2000). Thesocial smile, anxiety, and hostiliye normal phases of attachment formation

between children and adults. During tbecial smilephase, getting the infants to smile is
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enjoyable for the adult and equally rewarding for the infant (\Wé&&erig, 2000). Unlike
during thesocial smilestage, at the sixth and ninth month the infants become sabeetive
wanting only their mother or care givers. Infants may ls@paration anxietywhen their mother
or caregiver leaves or the infant may have stranger anxiegy a stranger or unfamiliar person
is near (Wenar & Kerig, 2000). This anxiety is a normal parhfaint development and if not
present may indicate deviant developmebstility can manifest when children feel as though
they needed their mother and she was not there even if the sepavasidior good reason
(Bowlby, 1973).

Caregiving also plays a crucial role in thecureattachment of infants (Wenar & Kerig,
2000). According Wenar and Kerig (2000), when parents consistenity ffaar infants’ needs
quickly and appropriatelysecureattachment is more likely to develofgecureattachment is a
precursor for successful socialization. Infants learn to qostamnt gratification to maintain
parental love because should the infant behave poorly, the withdvaleak will occur (Wenar
& Kerig, 2000). In a situation where love is inadequate or demands are egc#gsilikely that
deviant behavior will occur (Wenar & Kerig, 2000).

Initiative. Self-definition and self worth derives fromitiative in healthy development
(Wenar & Kerig, 2000). This begins at infancy, when they haveowigg curiosity of their
environment and seek to explore and understand it. Soon toddlers discover who they are by what
they can do and when they are successful, they gain a sense anutidelf-worth according to
Wenar and Kerig (2000). Before middle childhood, competence and sacieptability
becomes intertwined with their view of self-worth. Then into midHddhood, academic,
physical,andsocial self-esteem becomes the basiglobal sense of self-worfwenar & Kerig,

2000). Into adolescence, the importance of self worth becomes basedlog®rriendship,
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romantic appealandjob competence Throughout these stages, their self-evaluation predicts
their behavior (Wenar & Kerig, 2000). Centered on curiosity, initiateguires children to
focus on the interesting task before them. When children are unabteus, the healthy
initiative is altered and a scattered behavior may appear like thatadrechwith AD/HD.

Self-control. Socialization is one variable involved in self-control according toak/'e
and Kerig (2000). Punishments and rewards along with healthjhmgat are intrinsic to self-
control (Wenar & Kerig, 2000). When a healthy attachment is forbetween parents and
children, the children will be more apt to conform to the pareetalests as to receive love and
avoid disapproval or the lack of love.

According to Kochanska, Aksan, and Koenig (1995), the parents’ sowgtirectives
serve as a foundation, so that children will eventually behav@ioasacial manner derived from
their intrinsic values. Lastly, modeling behavior or the behatimrthe parents demonstrate has
an impact on the children’s ability for self-control (Wenar &rlg, 2000). For instance, a father
punishing his children by beating them is showing uncontrolled behtdabthe children may
also display (Wenar & Kerig, 2000).

The process of learning self-control is based upmgnitive variablesyhich include the
understanding ofcause-and-effectlanguage developmentand the integration of guiding
principlesof behavior (Wenar & Kerig, 2000). Toddlers must be able to rdreethe behavior
that leads to rewards and the behaviors that lead to punishments hémmmhildren must have
the ability to form together pieces of experiences to help glide bverall behavior. As
language develops so does children’s ability for greater selfetorccording to Kochanska et
al. (1995), verbalization and understanding of directives in cognitivelglal@ng children

becomes more and more effective. Self-control becomes grelagsr ehildren can stop and
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think to remedy immediate action and use their thought content to guide theirobéWeenar &
Kerig, 2000).

The ability to monitor, evaluate, and modify one’s emotional reactioreccomplish
one’s goals is the definition of emotion regulation according to Thompk994). Problems
may arise when childremnderregulateor overregulatetheir emotions (Cole et al., 1994).
Having the ability to moderate aggression and cope with anxi@typisrtant in healthy emotion
regulation (Wenar & Kerig, 2000). The inability to temper thessirigs can result in other
psychopathologies, such as depression and conduct disorders (Cicchettd&1995), which
can co-occur in children with AD/HD.

In addition, parental discipline can influence the children’s abilitycontrol self.
Baumrind (1991) has derived four styles of parenting that illestrabw positive and negative
parenting styles that can influence children’s behavior (Wen#ie&g, 2000). These include
authoritarian, permissive, authoritative, and neglectflithoritarian parenting style is said to
create aggressive, uncooperative, and fearful children who resultingHaw self-esteem, low
initiative, and low competence with peers. This is due to thle $tigicture and low warmth
provided by demanding, controlling, and unreasoning pardtgsmissiveparenting style leads
to dependent children who are irresponsible aggressive or spoiled.isTdug to the lack of
structure though it is high on warmttAuthoritative style parenting is high structure and high
warmth and results in the children being self-reliant, self-obatt, secure, popular, and
inquisitive. The parents set the standards and the children peeteat to meet them. Parents
are highly involved, consistent, loving. These parents communicateéhsitichildren and they
are willing to listen to the children and respect the chil@drgoint of view (Wenar & Kerig,

2000). Neglectfulparenting style rates low on warmth and low on structure wher@drents
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are often self-centered, indifferent, or uninvolved in the childréines. The children often
model the parent’s selfish behavior, which results in the childrew @ipulsive moody, truant,
and lacking long-term goals. Children who begin drinking and smokiryg ieachildhood are
also said to be associated with self-centered parents (Wenar & Kerig, 2000)

Poor parenting can result in several negative outcomes. Unconcamndedtenient
parenting is often a source of antisocial behavior according toaiWand Kerig (2000).
Moreover, unpredictable parenting, which goes between neglectful ipgreahd harsh
parenting, is likely to also result in antisocial behavior (We&h#&erig, 2000). When children
receive love, it makes self-control worthwhile whereas rétalyaparenting brings about
rebellion and forms impulsiveness and hostility in children. Rude, dentgrahd disrespectful
tyrants at home are likely a result of parents imposing fewicgons on their children (Wenar
& Kerig, 2000). These children are bossy and uncooperative with pedreften have few
friends according to Wenar & Kerig (2000).

Moral development. The *“good boy” or “bad boy” evaluation, acts as a control
mechanism in normal childhood development (Wenar & Kerig, 2000). Pajeetgvaluation,
which helps to create the conscience or the basis of maralogeenent in children. Being love-
worthy is a great pleasure for young children during the precoowahtmorality stage, so they,
according to Kohlberg (1976), evaluate their actions based on if teeyoad or bad. In this
instance, good equals reward and bad equals punishment. Durcanttentional stageyouths
tend to see situations as absolute, such as right is right and wrong is wrong .ydutas seek to
maintain approval by following conventional standard like those seeeligion for example
(Wenar & Kerig, 2000). Th@ost-conventionalevel the youth have an individual conscience

holding themselves accountable to the universal principles according to Wdr&erag (2000).
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Moral reasoning holds different emphasis during the stages of aeibBlopment.
Young children have external oriented conscience where they are coocerned with the
punishment instead of acting on what is morally right (Wenar &ig<e2000). During
preadolescence, being love-worthy loses its importance and satfigumigand self-criticism
becomes a priority. A balance between guilt and selffaatisn is necessary for healthy
development. Too much guilt can result in depression or obsessive-compligsrger whereas
little guilt or externally oriented conscience is implichte antisocial children (Wenar & Kerig,
2000). Many of these can co-occur with AD/HD (DSM-IV-TR, 2000).

Cognitive development. For normal development, there is a separation of self or what is
referred to as the separation of “me” from the “not-me” (WekaKerig, 2000). Anxiety
disorders are often based in cognitive distortions of reality asinipotencer magical thinking
that makes one believe that he or she can cause events beyonartreir @Wenar & Kerig,
2000). Withegocentrisnthe “me” is confused with the “not-me”. Social perspectiventglar
having the ability to interpret the same situation from diffepemtts of views has an impact on
social functioning. Three to six year old children seldom havelgqumispectives. Whereas 7 to
12 year olds can see that others can interpret their behaviors, aehfeelings and they can
understand the concept of other people’s points of view (Wenar & Kerig, 2000).

In social problem solvingt has been proposed that there is a sequence similar to that of
the information-processing model (Wenar & Kerig, 2000). Dodge (1986 ank & Dodge
(1994) determined a sequence as follows: encoding social cuesdamantal representations
of and interpreting those cues, searching for possible response adthglen a particular
response from those generated and then acting on that respasite@oretation also involves

attribution, which is an inference about the causes of the behavior (Wenarig, R000). For
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example, maladaptive or aggressive children tend to view others’ bel@@svhostile despite it
being an accident or benign. These children believe that aggressioeffectively yield
rewards and increase self-esteem (Quiggle, Garber, Panak, & Dodge, 1992).

Anxiety. Freud originated the term “signal anxiety”, which is tlmenewhat painful
anticipation of noxious stimulation that warns “Danger ahead” (Wén#&terig, 2000). In
healthy development, children will take steps to avoid the situdii@nwill bring about the
anticipated danger according to Wenar & Kerig (2000). SilvermarKantthes (1996), states
that anxiety is the central point in children’s avoidance of pdrdigeipline and the children’s
motivating factor to forego pleasure.

According to Freud, children can take a multitude of maneuversadid anxiety. This
includes repression, reaction formation, projection, and displacementesRiepr occurs when
one banishes the thought, feelings, or ideas from the consciousnessactionréormation,
thoughts and feelings are the opposite of the actual anxiety-proviokmudse (Wenar & Kerig,
2000). Projection occurs when the anxiety-provoking impulse is regres®l is attributed to
others whereas in displacement the impulse is expressed, butsexpi@sard a different object.
Healthy development requires flexibility among defense mechaniéfesar & Kerig, 2000).
Growth can be jeopardized when extreme or rigid defense msatgare limited. Anxiety can
also distort thought and reality as well as perpetuate self-defeatimgegfe

Sexual development. Sexual development entails gender identity and gender roles.
Gender identityrefers to the classification of a boy or a girl and germdér refers to the
expectations that society has ascribed as appropriate belaadofeelings for each gender

(Wenar & Kerig, 2000). Despite the attempts to change rigideyeroles, society still rewards
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those who conform and punishes those who do not. According to social de#liaorists,
parents, caregivers, teachers, and peers reinforce gender-typed behéeras & Kerig, 2000).
In Western society, boys are expected to be dominating, aygresssentimental, and
unemotional according to Wenar and Kerig (2000). For example, $apteey more vigorously
with their male infants. Boys are encouraged to climb and matéuabjects and receive
greater physical punishment during the toddler and preschool yearsar(\&eKerig, 2000).
Boys are often called “sissies” if they do not conform to iherowly assigned gender roles.
When boys do conform, they are rewarded for doing so. Middle-schodl laggs are
encouraged to be independent and venture into their surroundings (Wenag&2Re). Girls,
on the other hand, are expected to be sociable, nurturing, nonaggressivenatrzhally
expressive according to Wenar and Kerig (2000). When girls tehiftasculine activities or
portray “tomboy” behavior, their actions are tolerated and do n@ive@s many negative
reactions as boys do when they portray feminine behaviors (Wenar & Kerig, 2000).
Aggression. Wenar and Kerig (2000) define aggression as anger with injurious or
destructive behavior as its main goal. In infancy, aggressidisptayed with body movements
and crying. According to the researchers, between 1 and 4 years old ragbitecin the form
of explosive outbursts of temper to physical violence. Around thefagéz years old, kicking,
biting, hitting and screaming tend to peak (Wenar & Kerig, 2000) uf&farguing, and name-
calling increase during 4 and 5 years old. During the midiled years aggression becomes
symbolic, intentional, and retaliatory (Hartup, 1996). Bullying, ktyuasing, bickering, and
quarreling is their way of getting even (Wenar & Kerig, 2000)Conscience, when
developmentally appropriate, allows children to feel guilt fogirt behavior. At this stage,

aggression can be perpetuated by the ability to hold a grudgeadolrecence brings back



34

crying, throwing objects, and stamping feet for a time wderadolescence is a time when
sarcasm, swearing, ridiculing, and humiliating others occurs (\\eKarig, 2000).

Negatively nurtured aggression throughout these stages can ledddlogiaal disorders
like CD and or ODD, which are often co-occurring disorders of AD/HAgain providing
authoritativestyles of parenting is the most effective in proving structacevearmth (Wenar &
Kerig, 2000). On the other hand, neglect and inconsistent parenting breedrallezbnt
aggression (Wenar & Kerig, 2000). As previously discussed, someibelwh AD/HD is
exhibited by lack of self control that appears as disrespeatfiloundary violating actions
(DSM-IV-TR, 2007).

Peer relations. There are links between peer relations and conduct disordersa(V§
Kerig, 2000). These connections are important to note because theonooo-occurring
disorders seen in children with AD/HD include Conduct Disorder (CO)mpositional Defiant
Disorder (ODD) (Wallis, Russell, & Muenke, 2008). As noted previoudiput 20% of
children with AD/HD also have a CD and about 30% to 45% have ODddBran, Newcorn,
Sprich, 1991). Since AD/HD has a major impact on relationshipsjntpertant to understand
the complexity ofpeer relationsand its long term effects on children and more specifically on
children with AD/HD. Peer relationsbegin to have the greatest long term effects during middle
childhood. Considering the sociometric status of children can help tostanat®their behavior
and how peer-to-peer relations affect each other and how patholagi@dahon-pathological
behavior can mimic each otheAcceptedneglectedrejected,and controversialmake up the
sociometric status of children (Bukowski & Cillessen, 1998).

The characteristics adicceptedor neglectedchildren are unlike the characteristics of

children with AD/HD, CD, and ODD. Thacceptecchildren are seen as being resourceful, and
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intelligent. These children are emotionally stable, dependable aeditawability to cooperate
and be sensitive to others feelings. These characteristicpposite of the characteristics of
CD, which is marked by behavior patterns that break societal nornviplates the rights of
others. Theneglectecchildren lack social skills and are neither liked nor dislikedheyr tpeers.
This is unlike the characteristics of children with AD/HD si#d@/HD tends to create a great
amount of social strain on relationships, which can lead to detesting AD/HD aohildre

On the other handgjectedand controversialchildren have similar characteristics with
children with AD/HD, CD, and/or ODD. The aggressive, distractidnhel socially inept children
are more likely to dropout and they are more likely to havesepsychological difficulties into
adolescence and adulthood. Base on the DSM-IV-TR 2007 criteriaDitiy CD, and ODD
the characteristics between ttegectedchildren and the children with the pathological disorders,
show many similarities. Children with CD start fights, wssapons, are truant, steal, and set
fires. Children with ODD show patterns of hostility, which consddtsarguing with adults,
defying requests, deliberately annoying others, lying and bgllyias well as, losing
temperament. Theontroversialchildren may be the class clowns or troublemakers, but they
still are able to possess interpersonal skills and charibaiacan attract or impress other
children. These children may gravitate toward other children whaveesimilarly and the
groups’ goals may prescribe their behavior and the interestghich the group’s members
should conform. This can lead to greater deviant behavior.

Understanding the development and characteristics of non-patholagitadathological
development of children may make it easier to understand the @retacs of AD/HD and its
complexities. It can also help to determine the best and most approjterventions and

treatment options for the children with the disorder.
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AD/HD treatment

There is a variety of treatment methods used for decreagmgt@ms of AD/HD in
children. Perhaps the most common is medication management. Cebindm include
behavioral therapy, family therapy, and parenting classes. Tloaviiog will discuss the
treatment options and their effectiveness in curbing AD/HD symptoms.

Behavioral therapy. Studies have shown that parental training programs for fanofie
children with AD/HD have proved beneficial. The most commonly used-medicinal
behavioral treatments for children with AD/HD include parent-treynclassroom, academic and
peer interventions (Daly, Creed, Xanthopoulos, & Brown, 2007). Behavior naidificand
strategies to assist in better choices are effective in treating[Pelham, 2001).

A study conducted by Songua-Barke (2001), reported that AD/HD chitdrémpositive
results when parents attended parenting classes. When paeetdagit to effectively praise,
give clear and effective commands and directions, and learn h@mdoei minor misbehaviors
then the cycle can be changed, creating a better family envimbnmccording to Pelham,
Wheeler, and Chronis (1998), treatments between home and school should be teabrdina
Reducing stress at home and at school can be done by collaboratingaeints and teachers to
create behavior modification techniques (Bernier & Siegel, 1994).

Improved parenting, a reduction in parental and family stress, seteaense of
caregiver competence, and increased knowledge of AD/HD hassbaenresults of behavioral
parenting classes (Anastopoulos & Shelton, 2001). These classgnarally highly structured
(Sanders, Markie-Dadds, & Turner, 2003) and they are aimedchirtggarents how to manage

negative behaviors prior to their occurrence, according to Young andasimghe (2010).
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Since AD/HD is a chronic disorder, behavioral treatments, likenpag classes, must be
consistent and span the long-term (Chronis, Chacko, Fabiano, Wymbs, & Pelham, 2004).

Pharmacological treatment Stimulant treatment has been used for childhood
behavioral disorders since 1937 (Bradley, 1937; Pliszka et al., 20043. ofte of the most
widely studied medical treatments for AD/HD, and it is tingt fine treatment for the disorder in
children (Jensen, Arnold, & Richters, 1999). The goal of psychotropic niedi¢eeatment of
children with AD/HD is to decrease the behavioral and emotional pnshileat are causing the
impairment in the children’s life (Kollins, Barkley, & DuPaul, 2001).

Conduct, attentiveness, and academic performance have improved withsehef
stimulant medication (Goldman et al., 1998). Parent-child interactiongsk behaviors, and
compliance have improved as well. In addition, stimulant medicatians decreased fidgeting,
finger tapping, and interrupting behaviors that are charactew$tiaD/HD. Its use also
improves attention during sports and increases peer nominatiociaf standing (Greenhill et
al., 2004). Self-esteem and self-worth have been said to improve whieren are on
psychostimulant medication. A National Institute of Mental He@tiMH) study reported that
parents and teachers noted a reduction in AD/HD symptoms in childh® were taking
medication for the disorder (Pelham et al., 2001).

At least four separate psychostimulant medications consistewllice the core features
of AD/HD (Greenhill, Halperin, & Abikoff, 1999; Spencer et al., 1995fimulant medications
alter norepinephrine and dopamine, which are the neurotransmitterssiegpdor attention and
concentration (Kollins et al., 2001). Because these medicatioms @fecentral nervous system
(CNS), they can also alter blood pressure, heart rate, respiration, appétgkeep. Interestingly,

more than 75% of the world’s stimulants are used in America (Diller, 2000).
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Of the four psychotropic stimulants commonly prescribed for tetrtrent of AD/HD,
methylphenidate (Ritalin) is the most prescribed. Evidence shwatgttis efficacious with a
multitude of symptoms related to the disorder. It has demortstisaefits in academic
productivity and accuracy (Elia, Welsh, Gulotta, & Rapoport, 1993) ardsaeitial functioning
and peer relations (Barkley & Cunningham, 1979). Methylphenidatali(Rihas also shown
benefits in parent and teacher behavioral ratings (Barkley,et9®1). It is also known for
curbing aggression and antisocial behavior (Bukstein & Kolko, 1998). mRitalhe first line
medication treatment due to its well-researched efficacy, and widemadugpfety.

Compared to methylphenidate (Ritalin), dextroamphetamine (De&edrpemoline
(Cylert), and mixed amphetamine salts (Adderall) have simalsults, differing mostly in half
life and peak effects (Greenhill et al., 2004). The half-life, peffécts, and use of other
medications can have an impact on how the medication produces defgictsl (&reenhill et al.,
2004). The amount of time it takes for half of the dose to leaviedithg which is known as the
half-life, can influence how the drug affects the children’s bemaamd the severity of the side
effects. Peak effects are determined by the time it takebe given dose to produce maximal
results. For instance, the peak effects are 1.5 to 2 hours afteistdation, and the half-life of
a standard dose is about 2 to 3 hours (Greenhill et al., 2004). Otheratwedi, including
prescription and over the counter medication, as well as, mealdempican have an effect on
the half-life and peak effects of stimulant medication.

Other psychotropic treatments, such as antidepressants and angihgipes, are used
either when co-occurring disorders are present or when there igsponse to stimulant
treatment. Like stimulants, antidepressants also work on nauasatitters and are helpful in

treating some of the symptoms of AD/HD (Kollins et al., 2001).udfés have shown
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improvements in depressive symptoms, yet there is little evidbatendicates it is beneficial
for attention problems. As of 1999, there were 39 published studies omstee of
antihypertensives for the treatment of AD/HD symptoms. Clonifldaapres) has been shown
to improve behavior problems comparable to the effects of some aesdapts (Connor,
Fletcher, & Swanson, 1999). Lastly, guanfacine (Tenex) has been shoaduce parent child
conflicts (Hunt, Arnsten, & Asbell, 1995).

Though antidepressants and antihypertensives have shown improvementgHbB AD
symptoms, overall they are minimally studied in the treatmechitdren (Breggin, 1995; Diller,
2000; National Institute of Mental Health [NIMH], 2008; Sparks & Damc2004). Extreme
side effects are possible, which can include liver failure and la&ure if toxic levels are
reached. As with most antidepressants, it can take days tmgem/ements or as much as a
month to reach full therapeutic thresholds.

Multimodal treatments. Bringing the children, parents, teachers, and professionals
together for early and accurate assessment of AD/HD has beeficts (Barkley, 1997).
Research has shown that combining different methods of treatmeADfbID yields the most
reduction in symptoms (Conners et al., 2001; Jensen et al., 2001; Swaakpa@Q1). When
medicinal treatment was combined with behavioral treatment, matraptoved greatly in more
areas than with each separately, according to the study findintiee National Institute of
Mental Health (NIMS) Multimodal Treatment of AD/HD (2009).

In a fourteen-month clinical trial of treatment stratede¥schildren with AD/HD (1999),
carefully managing behavioral interventions as well as stimumedication resulted in a

decrease in symptoms. The National Institute for Health amic@lliExcellence (NICE) stated
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in the AD/HD Clinical Guidelines (2009), that the use of drugttneats should be included
with psychological, behavioral, and educational interventions.

Multimodal treatment approaches that involve family-based theeaqy behavioral
treatment along with medication have proved more effective than beflatieatment or
medication separately (Edwards, 2002). Children had the most suasstsmeally and
behaviorally with the use of counseling services, parental suppudtiomal support, and
psychotropic medications combined according to Edwards (2002). Themidditl study
applying and utilizing learning techniques in all domains of thed&hiife, such as school,
home, and social settings has been shown to improve the symptomsu&inpairment for
children with AD/HD.

In the multimodal study, researchers discovered that paaedtseachers preferred the
combination of medication and behavioral treatment instead of behavieatinént alone.
Parenting classes in conjunction with medication treatment haae $deown to improve the
relationship within the family (Bor, Sanders, & Markie-Dadds, 2002; WeHs ,€2000).

Nontraditional treatments. Persons opposing stimulant treatment for AD/HD have
looked to other forms of treatment that do not create the numerous glosetdi effects that the
traditional treatments do. Some of the nontraditional treatmEm®D/HD integrated here
includes dietary changes, neurofeedback, as well as, the hagithpwersial medical marijuana.
The following section will discuss these treatments.

Dietary changes. Most AD/HD and diet studies were conducted more than 20 years ago,
and the results varied. The research was based upon food additivesd igars, food
allergies/sensitivities, and more recently fatty acid (S¢hBeirshteyn, & Cea-Aravena, 2003).

Many of the studies showed a correlation between food ingrediedt&D/HD’s cognitive and
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behavioral characteristics. Eliminating specific foods may haresented with changes in
behavior and cognition. However, due to the difficulty in separatingthal eliminated
ingredients, the studies proved difficult to ultimately pin point whattnce created a greatest
change in behavior and cognition according to Schnoll et al., (2003).

Perhaps the most significant dietary changes are those invassential fatty acids
(EFA). Regulation of body functions are dependent upon the hormonesetatmed by fatty
acids (Schnoll et al., 2003). One study dating back almost 25 lyasrshown that youths with
significantly lower EFA were more likely to have AD/HD thdretcontrols (Mitchell, Aman,
Turbott, & Manku, 1987). A separate study by Kane (1999), showed thatAdiD children
who had deficits in the EFA including eicosapenaenoic'adlPA), and dihomo-gamma-
linolenic acid’ (DHA), omega-3 fatty acids, gamma-linolenic acid (GLA) andlidonic acid®
(AA) and were given these EFA supplements their behavior showed signifigaovements.

Neurofeedback. Neurofeedback (EEG) for the treatment of AD/HD works onstirae
principal of biofeedback for the treatment of stress relief, whmobnitors involuntary
physiological responses to gain control of them (Ellison, 2009). Nemdbé&ck therapy for
children with AD/HD teaches them to become aware of how bwaly is responding. When a
child is aware of their response, they will learn how to respond and cope with the sgmpimm
example, in therapeutic session, electrodes are placed on tpe sthe brain’s electrical

impulses are sent to a computer that is programmed to providedswor the ability to control

1% |s one of several omega-3 fatty acids used bytidy

7 _|s an omega-6 fatty acid is from a family of ansated fatty acids that have in common a finsbea—carbon
double bond in the—6 position

18_ An unsaturated fatty acid ,§3,0,, found in animal fats, that is essential in humatrition and is a precursor

in the biosynthesis of some prostaglandins



42

mental states (Ellison, 2009). If the children remain calm aoaistxl, they may hear chirping
birds and see a scene of a grassy meadow.

The National Institute of Mental Health (NIMS) is sponsoring areview study to
determine the legitimacy of neurofeedback therapy for themezdtof AD/HD (Ellison, 2009).
L. Eugene Arnold, the NIMS projector director is recruiting 3ddcan ages 6 through 12 to
participate in the double blind study (Ellison, 2009). The neurofeediragkam is based on
video game formats. For the first group, the children are tolddaeynake the race cars move
faster if they stay calm.

Many parents have seen improvements in their children’s gradkshair children’s
ability to follow through on tasks (Ellison, 2009). According to Jagdddr, a psychologist and
past president of the International Society for Neurofeedbactdstiaat the treatment may not
result in complete elimination of AD/HD medication, but it hagpbelto reduce the dosage of
psychostimulant medications. One study by Othmer, Kaiser, & Qt(it885) reported that an
increase in 1.Q. scores occurred in persons who received neurafkedcdsiment. In addition,
EEG treatment showed positive results in attention relatdtet@/echsler Intelligence Scale for
Children Revised according to Othmer et al., (1995).

Skeptics, however, claim that the positive results seen by paverégsmerely placebo
effects (Ellison, 2009). Moreover, neurofeedback is an ineffedtieatment according to
William Pelham from the University of Buffalo. He also Isait “horse therapy”. EEG
practitioners generally require a brain map that can costoxippately $900 and they
recommended that clients attend at least 40 half-hour treatessioiss after mapping, which
can cost about $100 per session. Since little evidence proves its legitima@ndescompanies

do not cover the therapy. The organization, Children and Adults wittiBCHADD), who
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receives about 30% of their funding from pharmaceutical companiss, dal not endorse
biofeedback treatment (Ellison, 2009).

Marijuana treatment. In California, where they have the lowest prevalence of AD/HD
and the lowest percentage of medicated AD/HD children compardtatoof the rest of the
nation, MediCann physicians are prescribing marijuana for theneaatof a small percentage of
youths that have the disorder. Dr. Jean Talleyrand, founder ofOdied) authorizes patients to
use medical marijuana (Ellison, 2009). At his clinic approxitydifty teens ages 14 to 18 have
been treated for AD/HD. He states that it is safer than methylpherfiiglin), which can have
significant side effects such as insomnia, depression, factahtid stunted growth. Reports
from patients and doctors state that marijuana treatmeps heldecrease anxiety and anger
symptoms that can accompany AD/HD according to Ellison (2009).

Medical marijuana has been legal in California for almost Essye Other states have
also legalized marijuana for terminal illnesses like caacel AIDS. California law, however,
states that marijuana can be used for any illness in whiplovides relief (Ellison, 2009).
Despite the flexibility in the law, some physicians who trgatients with marijuana set their
restrictions similar to that of Dr. Gene Schoenfeld who pressrto persons younger than 21
only in situations of life threatening illnesses such as caoceklDS according to Ellison
(2009).

Contrastingly Stephen Hinshaw, chairman of the psychology depdrtaie the
University of California Berkley, is animatedly against the oSmarijuana for the treatment of
AD/HD in children (Ellison, 2009). There are several professiomals agree that the use of
marijuana is especially dangerous for youth. According to Dr. BoNdolkow, director of the

National Institute on Drug Abuse (NIDA), adolescents with AD/Ri&ve an increased risk for
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substance abuse issues. Marijuana use would only create a amgndietriment to these
children because children with AD/HD have a higher rate of substance usenE2009).
Professionals’ knowledge and attitudes

In addition to social workers, teachers and medical professiolaglapole in the lives
of children with AD/HD. In fact, teachers are usually tinst fto suggest or seek assessment for
students that present with AD/HD symptoms (Frankenberger, FararkerP& Cermak, 2001).
Social workers, followed by medical professionals, are nekhe for recommending treatment
and assessing AD/HD symptomatology. The following sectionpsbent a summary of the
literature about teachers and medical professionals’ knowledgetténdes about AD/HD and
its treatment in children.

Teachers Research has shown that teachers initiate referrals % #0 77% of
childhood AD/HD cases (Frankenberger et al., 2001; Sinder et al., 2@&’)ral researchers
have conducted studies to determine teachers’ knowledge about AD/HIs aaftects. Little
research exists, however, regarding the perception that tedwnex about medicating children
with AD/HD. The studies about teachers’ knowledge of AD/HD all come to sinolaclusions.

Jerome et al., (1994), reported that American teachers are kneatddgabout the
symptoms of AD/HD, but they have limited knowledge about thentrerat methods for youths
with the disorder. Sixty-two percent of teachers got the knowledgerseorrect, whereas 43%
scored the general information and treatment section correct.e Man half (66%)f the
teachers believed that reducing sugar in children’s diets écte# in treating AD/HD in
children, which has been proven otherwise. Furthermore, Herbergndett, and Dalrymple

(2004) reported similar results in a study conducted on Philadelpachers. A study on
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teachers in Pennsylvania and New Jersey also revealed #ufiete scored better on the
knowledge section (70%) than the treatment section (54%).

Ohan, Cormier, Hepp, Visser, and Strain (2008) found that teadtreya/ledge about
AD/HD influenced the way they reported viewing or perceiving candwith AD/HD. For
instance, teachers in the study with greater knowledge of ADQvEll®@ more likely to report that
they would suggest to parents that they should seek assessnmassier their children. The
study also found that, overall; teachers believed that medidagatment would not result in a
decrease in AD/HD symptoms. Ohan et al. (2008) discovered thdieteawith more
knowledge compared to those with less knowledge perceived changihgrtieeenvironment
and the children’s educational support system as more beneficial.

Medical professionals. Controversy still exists among medical professionalserAet
Breggin, stated in 1995 that children who are given one-on-one atteartid those who are
shown strict parental control have a greater propensity to riragwacentration. He believes
that children’s AD/HD symptoms are not a result of the children’s merathhgisorder, but are
actually the results of the parents not attending to the needseofhildren appropriately.
Healthy children do well at home, school and in the community (Woad, Jensen, Petti, &
Burns, 1996). This is possible for most children, if given an intageand loving environment
according to Breggin (1995).

Some medical professionals have concerns about the self-estekemndeatity issues
related to pediatrics who take psychopharmaceuticals (Floersch, Ro38s & Kirk, 2005;
Rappaport & Chubinsky, 2000). Children who take psychotropic medicatiotigedyeto feel
flawed, helpless, and defective despite the medication having positeets on behavior

according to some researchers. Some research indicateshillde¢nc who take prescribed
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medication struggle with stigmatization, shame, and self-rdighioses, 2008). According to
Breggin (1995), children who are medicated for mental health relsdeds often experience
hopelessness, and they often feel cheated of a normal healthy &unte professionals believe
that medicating children hinders their creativity and stiffegrtenthusiasm. Breggin (1995)
believes that deeming children “sick” for displaying difficult baba results in the children
feeling intimidated. Other professionals feel that medicasngxtremely intrusive (Breggin,
1995).

When AD/HD is made to be a biological issue rather than ialsme, it eliminates the
responsibility of parents and educators. This, according to Brety@@b), leads to the further
breakdown of the school and family system. By providing childretth wroper care and
guidance to develop personal responsibility, respect for others, posdnial and academic
skills, children will thrive and adapt at developmentally appropiievels. He believes that in
many instances parents and teachers are overwhelmed and look tosdieed of the
responsibility for the children’s poor behavior. By taking the biooadipproach, it eliminates
the incentive for parents and teachers to help the child succestly, be states that adults are
responsible for children and must heed to their needs.

Joseph Biederman, a strong proponent of the theory that AD/HDreswt of an
inherited trait, conducted a large study that revealed thaHBQyccurs 5 to 10 times more in
first-degree biological relatives. He and his colleaguddasisachusetts General Hospital found
that AD/HD has a strong hereditary predisposition. Beiderrh@85) believes that AD/HD can
be acquired. Some professionals agree that AD/HD is a kdspfbblems during pregnancy,
trauma, or disease (Biederman, 1995). It is believed that neurdldgimage can result in this

pathological condition. Biederman does, however, believe that seniafonments can
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exacerbate the disorder. Biederman (1995) also believes thairdei#ttion can have an effect
on the children’s self-esteem, interest in schoolwork, and delinquekdgitional studies have
shown that teacher and parental behavior can increase or lessen the sed&itylnf

Prominent research on social workers and AD/HD

Little research has been conducted on social workers’ knowladgdeattitudes about
treating children with AD/HD. The most closely related stdogused onSocial Workers’
Knowledge and Perceptions of Attention Deficit Disorder in Childr@iis study by, David
Pentecost and Neil Wood (2002), performed the study on social workErggiand. Another
study was conducted by Tally Moses and Stuart A. Kirk (2006) ti8edial Workers’
Perspectives and Attitudes about Medication Treatment of Youtha separate study, Tally
Moses (2008) exploredocial Workers’ Perspectives on the Psychosocial Effects of Drug
Treatment in YouthThe following will discuss the studies in further detail.

Pentecost and Wood Pentecost and Wood (2002) conducted a survey study about,
Knowledge and Perceptions of Child-Care Social Workers about ADAMBoutheast England,
guestionnaires were given to 440 social work practitioners who wobkchitldren. They had a
response rate of 40 % € 174) (Pentecost & Wood, 2002). The researchers sought to explore
social workers’ knowledge of the core symptoms and signs of BDAHAd their views on
management and intervention of AD/HD. The study also sought eéongieed social workers’
perceptions of child and family support given. Moreover, the study lomkégee social workers’
awareness of community support agencies for the treatment of AD/HD.

Pentecost and Wood (2002) selected childcare social work departotelstgisability
and family placement agencies, and London-based Guaadiditempanel’'s membership list.

The questionnaire was composed of a list of symptoms, case scerarsa list of
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interventions. The social workers were asked to indicate awarafiesupport services for
AD/HD.

The study conducted by Pentecost and Wood (2002), had a 40.5% respowsb ttd
total completed questionnaires. Of the completed questionnaires(rn75%4.30) respondents
were women and 22% & 38) were male. Six of the respondents did not indicate ertakr or
female. The social workers’ years of experience ranged fnoenyear to 25 years, with the
mean of 10.3 yearSD = 9.1yr.). For the guardiaad litemworkers, their length of experience
was 20.1 years compared to that of non-guardians at 6.4 years.

The respondents were asked to identify behavioral charace$t&D/HD in children.
Most commonly identified characteristic were ‘lack of conceiumna (> 75%), ‘taking risks
without thinking’ (> 65%), and ‘on the go all the time’ (> 65%). L#san half of the social
workers identified ‘attention seeking behavior’ (< 50%) and ‘aggragsiward others’ (< 25%).
Annoying habits, learning difficulties, food sensitivity, checkitigings repeatedly, and
fascination with fire were identified as indicators of AD/Hplbss than 10% of the sample<
174).

In the Pentecost and Wood study, the social workers were given casésogeseribing
the behaviors of three seven-year-old boys. Two of the boys, Dan@grPeter, presented
without signs of AD/HD, but with learning difficulties and behaviadadturbances. The third
boy, Terry, presented with signs that are characteristic dHBRDsymptomatology. Slightly
over three-quartersn(= 32) of the social workers correctly identified Terry as having
symptomology related to AD/HD. A small number £ 5) of social workers incorrectly
identified Terry as not having the disorder and the remaimirg35) were not sure if Terry had

the disorder. For Darren, slightly less than a quarter 127) of the social workers correctly
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identified him as not having AD/HD with only & 8) identifying him as having AD/HD and the
remaining @ = 36) were not sure. Lastly, the greatest numher (L42) of social workers
correctly identified Peter as not having AD/HD with a small hamf = 5) identifying him
incorrectly. The remainingn(= 23) social workers were unsure whether the symptomatology
was that of AD/HD.

In this study, social worker respondents were asked to indicateptieéerences in the
treatment of AD/HD. Nine different types of interventions wer@vided. The greatest number
(n = 162) of social workers agreed that ‘parent guidance’ was appi®preatment. A fewer
number ( = 158) of social workers agreed that ‘parent training’ was agpiate treatment.
Exactly half o = 87) of the social work respondents agreed that ‘social gkalising’ was
appropriate treatment for children with AD/HD and a smallerigorin = 49) strongly agreed.
Less than halfn = 68) agreed that ‘stimulant medication’ was an appropriatrviention
treatment for children with AD/HD. Over a thirsh € 63) of respondents were unsure of
‘stimulant medication’ being an appropriate treatment for chileviéh AD/HD. Less than half
(n = 71) were unsure that ‘family financial support’ was an appatgmtervention for children
with AD/HD. Over a third § = 67) agreed that family financial support was an appropriate
intervention.

Men and women provided significantly different responses to the fidatiobn of key
features of AD/HD, and their views on interventions. A quafter= 33) of the women
incorrectly identified ‘aggression toward others’ as a key featitAD/HD compared to a tenth
(n = 4) of the male respondents. Almost a quarter 8) of the men, compared to less than a
tenth (0 = 9) of the women, incorrectly identified ‘annoying habitscharacteristic of AD/HD.

Men (n = 19) were less likely than women € 111) to correctly identify Terry’'s behavior as
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characteristic of AD/HD. Just over a quartar< 36) of the women were more likely to be
unsure that Peter had AD/HD compared to slightly less thitanth ( = 3) of the men. Almost
half (n = 18) of the men were unsure that Darren had AD/HD wheredslgligss than one-
tenth 0 = 12) of the women were unsure.

Views on intervention also differed among men and women. More wame2() than
men f =1) disagreed with the use of stimulant medication as an apge@prtervention in the
treatment of AD/HD. Almost halfn(= 55) of the women and a quarter £ 10) of the men
agreed that child psychotherapy was an appropriate treatment.eMagreed more with parent
guidancef = 73) and social skills trainingn & 77) for the treatment of AD/HD. Close to a third
(n = 12) of the males agreed with parent guidance. Just over @rgart 10) of the males
agreed that social skills’ training was appropriate.

Differences in knowledge and perceptions were the most signiticaong the Guardian
ad Litemstatus and years of post-qualifying experience. Respondents haengjualified for
6 to 10 yearsn(= 31) or longerrf = 60) had the highest rates of correctly identifying Terry’'s
behavior as characteristic of AD/HD. Newly qualified< 22) and those who had qualified in
the past five yearsn(= 21) correctly identified Terry as having behavior charasttesi of
AD/HD. Just over one-tentim(E 17) of the respondents with more experience were less likely
than those who were more recently qualified, slightly under aequart 12), to endorse family
therapy. Close to a quarter £ 8) of the social workers who qualified within the last fivarge
endorsed family therapy. About one-third< 11) of the recently qualified social workers and
one-third 6 = 11) of the one to five year qualified social work groups beligveds extremely

important to refer to other agencies for support and management. @ithérehand, social
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workers who had 6 to 10 years<£ 6) of post-qualifying experience, as well as the longary
of experiencer(= 16), felt referrals were appropriate.

Pentecost and Wood (2002) found that the overall social workees kmemledgeable
about the key symptoms of AD/HD. However, they differed modtbutiintervention choices.
They found that the social work experience level had the lamgesict on the knowledge and
treatment preferences of AD/HD. The study also found thatjerityeof the social workers felt
that targeting parents rather than using stimulant medicatignawaappropriate treatment for
AD/HD. More experienced social workers were more likely &wof consultation and
collaboration of professionals outside their disciplines than newlyfigdasocial workers were.
In addition, more experienced social workers were more likelg tewly qualified social
workers are to have accurate knowledge about AD/HD.

Moses and Kirk. Moses and Kirk (2006) conducted a study &wmcial Workers’
Attitudes about Psychotropic Drug Treatment in YauthEhe cross-sectional mail survey
targeted social workers’ experiences in treating adolesaemd were prescribed psychotropic
medication. The sampling frame consisted of persons with MSW efegpeacticing social
workers in the field of mental health, and the school of social werkyedl as, social workers
whose primary function was clinical or direct practice. In fak of 2002, a 12-page
guestionnaire was sent to 2,000 social workers who were membersNétibaal Association
of Social Workers (NASW). The researchers received 260 nonpattem post cards, 16
guestionnaires that were undeliverable and 563 unusable surveys. Theeaeamsas 32.7%
(n=654).

The Moses and Kirk (2006) survey consisted of two parts, which included a

demographics section, as well as, a section about the gengualeattregarding psychotropic
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treatments for youth. Questions pertaining to the social workes&gmional experiences with
psychopharmacology and their personal information were included inrghepértion. The
second portion included 14 judgment questions about the importance of using gychotr
medication when treating youth. A scale was developed to measusecial workers’ attitudes
and the appropriateness of psychotropic use in mental health practice.

Three components were used for analysis, which includledlication’s Harms
Medication BenefitsandMedication and Other Treatmentisat was thrown out for not meeting
internal consistency. Medication harms included six statemieatgédflect the perceptions of
medications’ harms. In this section, the average was takerscadeaof 1 to 4. A higher score
showed that a greater number of respondents viewed that medigatitig sends the wrong
message and can be harmful to youth’s well-being. Medicatiogfiteenonsisted of five items,
which measured the acceptance of psychotropic medication as mga@assdeneficial for the
treatment of children with mental health issues.

The demographic characteristics varied among the sample. Takveaders worked in
the following: More than one field (20%), adult mental he@&4), child mental health (24%)
and school social work (16%). The average years of experiencenpstrs were 20 years and
the primary theoretical orientation included cognitive-behavi@@d4), psychodynamic (44%),
and family systems (32%). Of the professionals’ caseload, 46% of the pai@nfsychotropic
medication. Most (88%) reported having varying forms of trainorg education in
psychopharmacology. The greatest source of learning came fribtaasgling (81%), followed
by workshops (74%), in-service (69%), and seminars (59%).

Attitudes varied among social work respondents in relation tthhdnes and effects of

medication treatment for youth. Based on a four-point Likert scalest disagreed that
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psychopharmacology was harmful for youM € 2.2). Additional statements discovered that
most respondents agreed that medication distracts from the lswged problem and that
parental inadequacy is often the underlying problem. Most respondesdgreed that
medication sends the wrong message and that medication is used to contreh.cividst of the
respondents agreed (81%) that medication is a necessary agataient for many disorders
and more than half (60%) agreed that medication outweighs the S&ightly more than half
(55%) believed that medication provides rapid improvement and just artdeth (9%) agreed
that medication is the best way to get children’s behavior under control.

The Moses and Kirk (2006) study found gender, knowledge, training, grdiefid, and
theoretical orientation were mostly associated with social werkétitudes. Males with greater
experience in clinical practice or in school social work and had woskh a greater number of
medicated clients, were more likely to view medication as beaef Respondents who
indicated having work-related in-service training about psychopltaiogy rated themselves
more knowledgeable in the subject matter and they were morg tikgberceive medication
treatment as beneficial. Older social workers were mokelyli to perceive that
psychopharmaceuticals caused harm, as well as, social workirsexistential-humanistic
theoretical orientation. Lastly, social workers who did not repoysiptan collaboration
regarding medication treatment were more likely to perceive meahsadis harmful.

Overall, the study indicated that social workers are not complatginst the use of
medication for children’s mental health disorders. The socidteveisided with the notion that
medication should be used in severe cases and along with other fanestmient. In the study
by Moses and Kirk (2006), some participants indicated the diffianlityesponding to the

statements because they were not given the disorder type otyselthe cases. Social workers
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were more likely to be against medication as the firsttieatment except in the cases of the
severely mentally ill.

Moses and Kirk (2006) conclude that additional research needs to beoddetermine
how the views of professional social workers influence treatmemey @lso believe that greater
education is needed in the field of medication treatment, so thas vieay be balanced and
avoidance of false perception of medication benefits can be eliminatedddaAioal concern of
the researchers is the influence that attitudes have on the outocbdnag treatment. Moses and
Kirk (2006) believe that social workers must remain well inforneddtermine medication’s
true effectiveness.

Moses. Moses (2008) conducted research entifldte “Other” Effects of Psychotropic
Medication: Social Workers’ Perspectives on the Psychosocial Eiéd¥ledication Treatment
on Adolescent ClientsThis study used data collected from a mail survey thatsefaisto close
to 6,000 social work members of the NASW. The nationally randomized sample was made up of
2,000 members. The sample had to have Master of Social Work (MSVéedqmofessionals;
the participants had to practice in mental health or school ssor&l and report their primary
function in clinical or direct practice. The target was tcawba sample of experienced social
workers who worked primarily with youths who were also receiypsgchiatric treatment. The
survey was conducted in three waves from September 2002 to December 2002.

The survey consisted of two portions that asked about personal and damgra
information as well as client related questions. The first section abket taeir knowledge and
training in psychopharmacology and the percentage of their caseloadging medication
treatment. Questions about their attitudes toward psychotropiengeabf youth were also

asked along with questions about their experience with treatingsagolts. The second portion
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asked the social workers to select a client with whom theywwakled who was between the
ages of 12 and 20. This client should have had medication prescribeticatd Isave taken

psychopharmaceuticals in the treatment of psychological or lmehbproblems for at least two
months and should not suffer primarily from a psychotic disorder. ISecréers were asked to
report if the client received psychosocial and/or medicationntez@t and their perceptions on
the impact of medication in the youth. Furthermore, they weredaskimdicate the youth and
parents’ receptivity to psychopharmacology.

The study measured perceived psychosocial effects of mediaati adolescents from
the clinician’'s perspective. Eight different constructs weosmpiled to make up the
psychosocial effects of medication, which included optimism, stdeen, self-efficacy,
normalization, stigma, identity, autonomy, and interpersonal relatioBsveral items were
dropped after piloting, which brought the Medication Psychosocial EffectAdolescent Scale
(MPEAS) to 16 items. A four point Likert scale was used to measure the ctsistruc

Analyses of five categories were used to explore the cliehtraatment related factors
perceived by social workers. The section included client demoggpttinical characteristics,
readiness and support factors, medication treatment characteaisticpsychosocial treatment
characteristics. The client demographics were composed ofangepertaining to age, gender,
race and family structure, as well as, socioeconomic statusntLlclinical characteristics were
related to the type and severity of the illness. For examplial sourkers were asked to indicate
the client’'s primary diagnosis and comorbidity along with globakessment of functioning
based on DSM |V criteria. The section was also comprised of thotors related to perceived
causes of the disorder. This included neurobiology/heritability, sdnusdrauma, or economic

and environmental deficits.
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Third, social workers were asked to indicate their perceptiordiesfts’ interpersonal
support and individual readiness. This was measured by parentsfreoabeut drug treatment,
quality of client-parent relationship, quality of clients’ pedatiens, clients’ level of cognitive
competence, and clients’ involvement in the decision to start medida¢éatment. Length of
time on medication, type of medication, polypharmacology, and fim& on medication, side
effects, and effectiveness of medication composed the medicaéatmént characteristics
section. Lastly, respondents were asked to describe the tntgdroeided to the clients, which
included length of social work treatments, quality of social weckent relationship, quality of
social worker-parent relationship, and any direct contact betwegad garker and prescribing
physician.

According to Moses (2008), the social workers’ characteris@rs contribute to their
perceptions of the effects of medication on their clients. Age, i@nd gender were examined
along with years’ post MSW. The social workers were askeddidte primary theoretical
orientation and whether or not they had training or education in psyanogt@ogy. They
were asked to rate their level of knowledge of psychotropiceagdn from lower, moderate to
good. Respondents were asked to indicate their attitudes toward thiepsyehopharmacology
with youth based on two subscales (Moses & Kirk, 2006). Self replestetof knowledge and
social workers’ attitudes toward psychopharmacology were signtficorrelates and were
controlled.

The overall response rate of the study was 28.3%. Nonparticipato2§0) postcards
were returned and 563 surveys were returned. Of the total returBepr@8ded information
related to the case. Middle aged € 50.9 range 28 - 74) Caucasian (95.7%) women (78.4%)

were the average respondents. Years of clinical practiceddngm two to 40 years with the
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average being 20 years. The largest theoretical orientation agagice-behavioral (53.3%),
followed by psychodynamic (40.1%), and family systems (35.7%). Wais followed by
problem solving (23.7%), and other (14.4%). Most (89.4%) of the social wepkndents had
received psychopharmacology training or education and they reggddvel of knowledge as
moderate i = 2.2;SD = .57,.

The characteristics of cases and treatment that the resporsgdedted contained a
majority of Caucasian (81.5%) females (58%) with an averageofd®.7 years old. Most
(78%) lived with one biological parent, and came from middle-classghrer (63.5%). The
average GAF score was 49.800 = 14) indicating severe to moderate impairment in social,
school, or occupational functioning. Most (60.3%) had a depressive disortevefbl by
anxiety disorder (26.8%), and AD/HD (22.3%). Affective disorderd disruptive disorders
made up almost half (43.3%) of the reported cases. Disruptive dsandrided; CD, ODD,
AD/HD, or alcohol and other drugs use (AODA). Psychopharmaceuficakcribed most
included antidepressants (80%), followed by stimulants (24.3%), and moolizstah(22%).
More than half (65.1%) of the social workers noted that adversdstiemedication occurred
in their clients. Social workers (80%) also noted that they had communication wathysieian
who prescribed the mediation for their client.

The results of social worker’'s perceptions about medication’'shpspcial effects on
adolescent clients revealed that social workers agree tltitatien has benefits. The majority
of social workers agreed with the statement that state of mohdacial relationships along with
social skills benefited from medication treatment. On the dthad, social workers disagreed
that psychopharmaceuticals had negative effects such as stigpemdeece on others, and

lower efficacy on adolescent clients.
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The social work respondents who reported that their clients hadreodia of AD/HD or
anxiety disorder were more likely to perceive clients as benefrang psychotropic medication.
Social workers who perceived the problems experienced by themtslas neurological or
biological were more likely to view medication treatment as figak Social workers who
perceived their clients’ problems as caused by trauma, fatafigits, or environmental issues
such as poverty were more likely to believe that medicationiniezd was psychosocially
harmful or less beneficial. Nearly significapt£ .07) was social workers agreement that clients
who received stimulant medication were more likely to befrefth medication treatment. Most
of the psychosocial harms noted were a result of tremors, indigeseadaches, and weight
gain experienced from the adverse side effects of the medication.

Family support, client readiness, and positive working allianceee vgignificantly
associated with the client benefiting from medication treatméatith with good family support
and peer relationships were more likely to experience psychoseciafits as perceived by the
respondents. Youth who were involved in their treatment decisionspgeceived to benefit
psychosocially from medication as well. Social workers who hadiy®siollaboration with
clients and their families had a greater incidence of repdottefits with psychotropic
medication treatment. Psychosocial harms were reportedly eoorsmon among clients whose
parents were more concerned about medication’s harms.

Moses (2008) discussed the need for additional research on medicaéipnent and
youth. He believes it is important for practitioners to undedstgouth’s responses and the
effects of medication on them. He also states that it is tapiofor clinicians to provide valid

data about children’s treatment and the affects of medicatiomnmeat with concurrent
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psychosocial treatments. He believes that longitudinal studeestade conducted to determine
the meta-effects of mediation treatment in children through their devetdphstages.
Goals of the current study

The goal of my research is to gain a greater understanding wf shaial work
professionals and social work students learn about AD/HD and howdlrayléte their views
on the disorder and its treatment. Additionally, my study seelkstablish a foundation from
which social workers’ attitudes toward the treatment, etiologd@HD, and perceptions about
the disorder are formulated. Conducting research on social wakdrAD/HD will help bring
awareness to the disorder and the critical role that sworklers have in its treatment. Bringing
together the current literature, as well as, my originaklresewill help to break down the myths

about the disorder and highlight social workers’ roles in its treatment.
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Chapter 2 Methods
Recruitment

After receiving the Wayne State University Human InvesigatCommittee (HIC)
approval (Appendix A), the flyers (Appendix B - E) were plackbughout Wayne State
University School of Social Work offices and social work classroonike flyers were also
distributed using the School of Social Work email listserv. Add#iorespondents were
solicited through a Facebook Group Page (Appendix F), as well as, theoymgd print
advertisement (Appendix G) in the NASW Michigan Chagfennections Newslettewhich
was printed in the January 2010 issue. Lastly, snowball samplsgiseal. Respondents were
encouraged to pass the survey link along to other social work poofalssiand social work
students who might be interested in participating in the study research.

Wayne State University School of Social Work students and alumni ¢teebsa to
recruitment flyers through location postings and through the Scho8bofl Work emails.
Within the School of Social Work, flyers were distributed nearedhgances and additional
flyers were placed on the bulletin boards near the classroomsonBeon the Wayne State
University School of Social Work Alumni Group listserv, the Fialdttuctor listserv, and the
MSW student listserv also received emails containing the recmiityers.

The Facebook Group Page was entitled “Looking for Social Workersrtizipate in
Survey Research”. Weekly updates and posts were sent to memleaisotirage social work
professionals and social work students to participate in the onlineys@search and to recruit
their colleagues and classmates. In addition, weekly recmiisnmmosts were placed on the
Facebook NASW Official Group Page. The postings provided the sdorenation that was

given in the flyers.
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Survey instrument

The survey instrument was derived from the diagnostic criteria,réliew of the
literature, and from popular opinions about AD/HD. Other questiomsnséel from personal
conversations with persons who have strong opinions about the disorders aadigeeatments.
Over several decades, the topic of AD/HD and its existenceehakied in heated debates. | was
interested in determining if professional social workers and s@oid students also held biased
beliefs about the disorder. Having sound and reputable information ispamntamt factor in
determining the validity of an argument. Therefore, it was itaporfor me to understand the
details of AD/HD and its treatments. It was equally importamt me to determine what
influenced social work professionals and social work students in fotimemgattitudes about the
disorder, as well as, their level of knowledge related to thes®dad. Furthermore, |
constructed knowledge and attitude questions to pinpoint my areas efsirted speculation
related to common myths about AD/HD. For instance, popular media asdoneadcasts often
portray parents of AD/HD children as controlling, exploitive, or easraddicts. | sought to
determine if the attitudes displayed by popular media were asirntol that of social work
professionals and social work students.

The survey was comprised of two parts, including questions abouts$pendents’
knowledge and attitudes about AD/HD, and their demographic informaliba knowledge and
attitude statements included a four point Likert scale. Thisosegrovided response choices as
strongly agree (1), agree (2), disagree (3), and strongly des&gy. The four groups were later
combined into two groups for easier analysis. These groups were sedpfiagree (1) and

disagree (2). The entire survey took respondents about 15 minutes to complete.
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The questions involved fact-based, as well as, opinion-based questionknoWiedge-
statements were based on information related to the diagsgsiptomatology, and various
treatments for AD/HD. The attitude statements measuregponelents’ agreement or
disagreement.  Questions about how they gained their knowledge aboutDABWd
demographic questions were also asked.

Procedure

Social work professionals and social work students who inquired aboututhevgere
sent an email response, which included an information sheet, asswallliak to the online
survey. The survey was created using Zoomerang Online SurveyaBSoftwol. Interested
persons could insert the link into their web browser, which then linked thehe Zoomerang
survey site. After completion of the survey, the respondents hagpoetunity to enter into the
drawing for the Barnes and Noble Gift Card.

Data analysis

Analysis was conducted using the Predictive Analytics SoftWBA&SW) Statistics

GradPack 18 for Windows. Frequencies, T-Test, Cross-tabulation ridéévaanalysis,

descriptive, multiple regressions, and ANOVA were used to analyzed the siaiteey
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Chapter 3 Results
Demographics

Gender,age and race. There were 143 completed surveys. Less than one-teathX)
of the completed surveys were from men and almosh &l132) were from women. The age of
the respondents ranged from 18 years of age to 64 years of ageg{s®el). The majority of
the respondents, were European American/Caucasiarll8) and African Americam(= 18).
The remaining (4.0%) respondents were included in the “other” categbigh included Latino,
Native Indian or Alaska Native, and bi-racial or multi-racial.

Figure 1. Number of Respondents by Age
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Figure 1. Social work professionals and social work studeNts (L73) were asked to indicate
their age based upon the age brackets provided. This indicates the ages pbtigerds who
answered the question, as well as, those who either did not complete the survey or cbose not t

answer.
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Area of residence. More than halfrif = 96) of the respondents indicated that they lived
in a suburban area, whereas less than a quarte28) stated that they lived in an urban area.
The remaining respondents<£ 18) were residing in a rural location.

Religion or spiritual beliefs. Religion and spiritual beliefs spanned over 14 different
categories. The highest number of respondents in a religious gasigatholic, followed by
Protestants and those claiming no denominational affiliation. Tdghdselow displays an all-
inclusive look at the religion and or spiritual beliefs of the study respondentsSigsee 2).

Figure 2. Number of Respondents by Religion or Spiritual Beliefs
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Figure 2. Respondents were asked to indicate their religion or spiritual preferencecoliey
choose from a list that provided religions, spiritual preferences, or they couldhemtewn
response in the ‘other’ category.

Marital status and family size. Almost half 6 = 67) of the respondents had never been
married, and slightly over a thiresh & 52) were currently married. Divorced respondents (
19) and widowed respondents=£ 3) were combined to made up previously married category (n

= 22). Slightly more than halh(= 73) of the participants had no children. Out of the remaining
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respondents, the greatest number of respondents had two childr&3), followed by less than
a quarterf = 20) who had one child. Respondents having three10), four (n = 3), and five
(n = 1) were combined into a single group that made up approximatelyol @€ completed
surveys.

Years working as a social worker and field population Just over one-thircdh(= 66) of
the respondents indicated that they had worked as a social viwdgears or less, followed by
persons who had worked as a social worker for 3 to 6 year27) and those working 10 years
or more made up just over a quartar< 49). Slightly less than a quarter £ 36) of the
respondents indicated that they currently work with children, and @gsn(l= 21) indicated
that they work with adults. Slightly over one-third< 51) of the survey participants indicated
that they work with both children and adults. Those currently not working and thosgigvnot
indicate their field populations were combined into one graup 34). Four surveys had
incomplete or missing data and were not included in the analysis.

Familiarity and where respondents learned about AD/HD.Respondents were asked a
series of questions related to their personal experience and familigdhthBiHD. The
respondents were askdalp you or someone you know have Attention Deficit Disordaver
three-quarters indicatedyés (n = 115), and less than a quarter(27) indicated that they did
not. A few (i = 3) respondents indicated that they “prefer not to say”. When askadhave
you learned about Attention Deficit Disord@articipants indicated that they had learned about
AD/HD from a variety of sources which include: college/university elags= 115),
CEU/workshopsr{= 62), journal articlesn(= 85), Internet/websites & 79), books/texts(=

90), televisiontf = 57), colleagues(= 93), family and friendsn( = 93), and clientsn(= 28).
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Most (n = 99) of respondents stated that they were familiar with the DSM-1V erfi@richildren
with Attention Deficit Disorder.
Knowledge

The Knowledge ScalgAppendix H) consists of 32 questions based on generalist
knowledge, DSM-IV-TR criteria for AD/HD, popular research, and mw@mm misconceptions
about the disorder. Respondernts< 127) who completed all 32 knowledge questions were
included in the analysis with the mean number correct 0624=(2.43) (See Figure 3).

Figure 3. Number of Knowledge Questions Correct
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Figure 3 Number of knowledge questions correct by number of respondents

Knowledge questions correct by gender. The number of womem(= 114) greatly
outnumbered the mem € 9). A larger sample would provide a greater number of respondents
from which a true mean could be calculated. Despite this, | founceshéts interesting and |
wanted to share them. When gender was analyzed with total nafkeowledge questions
correct, it showed that men and women scored slightly differenh Hdd a mean score of 22.67

(SD= 2.55) whereas women had a mean score of 2802 @.41) (Appendix I).
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Knowledge questions correct by ageThe respondents who were between ages 18 to 29
(n=51) had the lowest mean score of 238D € 2.66) (Appendix J). In the age group 30 to 39
(n=25) the mean score was 24.8D(E 2.69). Respondents between the ages of 40 anmd=49 (
23) had a mean score of 24.%D(= 2.23). Lastly, respondents between the ages of 50 amd 64 (
= 24) had a mean score of 23.883D(= 1.88). Further, analysis revealed no significant
differences between age groups regarding the total number of knowleekjeqgs correct.

Knowledge questions correct by race European Americans/Caucasiams= 106)
scored on average 24.0800= 2.41) (Appendix K). African Americans/Blacksi € 12) had a
mean score of 23.25D = 2.80). The remaining racial/ethnic groups were combined into an
‘other’ category, which includes Hispanicsh & 3) who scored 22, 24, and 26 correct,
multiracial (= 1) and Arabicr{ = 1) respondents who scored 25 and 28 respectively. The mean
score for the ‘other’ category was 25.(D(= 2.24). However, because there were only five
respondents in this group the mean cannot be deemed meaningful though interestingesenethel

Knowledge questions correct by area of residencd&kespondents were given the choice
to indicate their area of residence as urbars (23), suburbann(= 85), or rural § = 14).
Respondents who indicate that they live in an urban area scorednaom24.13 $D = 2.53).
Suburban dwellers had a mean score of 23388+2.46). Lastly, rural dwellers had the highest
mean score of 24.285D = 2.36).

Knowledge questions correct by religion. The 14 religion categories were combined
into four groups for purpose of analysis. The Christian category irtIBadgtist, Catholic,
Episcopal, Lutheran, Methodist, other Protestant, Pentecostal/Appsttificdox Christian, and
Presbyterian. The ‘Other Non-Christian’ category included WaitaJewish, Buddhist, Hindu,

Pagan, and Native American. Agnostic and Atheist were placedhigioup as well as the
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Nondenominational and Spiritual was combined in a separate grouping. Most grospsitaad
means scores and varied only slightly. The Christian catdgalya mean score of 23.50=
2.58) and the ‘Other Non-Christian’ category had a mean score of BDI4 2.26). Those in
the Nondenominational/Spiritual category had the highest mean sc24e23f ED = 2.32) and
Atheists/Agnostics had the lowest mean score of 2312-(2.47).

Knowledge questions correct by marital status and family size Respondents were
asked to indicate marital status and given the choice of neueieth 6 = 46), marriedrf = 58),
divorced ( = 16), and widowedn(= 2). Respondents who indicated never married had a mean
score of 24.098D = 2.70). Those married had the lowest mean score of 2305 (2.45).
Divorced respondents had the highest mean score of 2013 1.89). With a small number of
respondents, making up the widowed category a mean could not be deemed meaningful.

The survey takers were asked to indicate number of childressess family size. The
respondents with no children € 64) had a mean score of 23.8D(= 2.63). Those with one
child (n = 19) had the second to the highest mean score of 28016 {.95). Respondents who
indicated having two childrenn(= 25) had the lowest mean score of 23.8D & 2.53).
Respondents who indicated having three or more childrenl2) were combined for analysis
purposes. This combined group had the highest mean score of 2B.52(23).

Knowledge questions correct by years working as a social workerfield population.
The total number of years working as a social worker was combitwthree groups for a more
meaningful analysis. Social work students, social work interns, esgbmdents working two
years or less were combined into one group. This became thstlgrgep § = 57) that had the
lowest mean score of 23.88@ = 2.52). The following group consisted of those having worked

3 to 9 years as a social worker. This was the second largest @r= 42) that had a mean score
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of 24.10 6D = 2.51). The highest mean score was 245D % 2.20) by the respondents who
have worked ten or more years as a social worker. No sigmifresults were found between
number of years working as a social worker and number of knowledge questions correct.

Respondents working only with children € 32) had a total number of knowledge
guestions correct ranging from 19 to 31 correct with a mean sfo23.94 &D = 2.46)
(Appendix L). Persons working only with adults £ 18) had a mean score of 24.(&D(=
1.76). Social workers working with both children and adults 41) had a mean of 24.03D =
2.77). Persons who did not indicate=24) the populations with whom they currently work had
a mean of 24.179D = 2.24). Students and persons not working were combmed) into one
group with a mean of 24.15D= 2.91). No significant relationships were present between field
population and number of knowledge questions correct.

Attitudes

The attitude statements (Appendix M) were first analyzedoiengently of each other in
conjunction with the demographic data. The statements were theniednmpd two different
scales relating to medication and parenting. The scales wemgructed in hopes to find
additional correlations and interesting findings.

Medication scale. The four Medication Scalequestions were coded as follows:
Attention Deficit Disorder in children requires medicatias coded (1) agree and (0) disagree
Psychostimulants should only be used in severe cases of Attentiom Disbrder was coded
(0) agree and (1) for disagte€ontrolling children with ADD is the main goal in medicating
children with ADD(1) agree and (0) disagre€he pharmaceutical companies are responsible
for the increase in ADHD diagnos(4) disagree and (0) agredll the respondents’ individual

scores were summed. The new variable was creatbtbdisation ScaleThese new variable
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scores were analyzed based upon a zero to four point scale(Oferdicatesnon-supportiveof
medication, one (1) indicatesightly supportivetwo (2) indicatessomewhat supportiyeghree
(3) indicatessupportiveand four (4) indicatelighly supportive

The Medication Scaleyielded 157 complete responses. Less than a quarter2Q)
scored zero, which indicated non-supportive attitudes toward medication. Lessith@ = 68)
scored one point indicating that they were slightly supportive of medication. tNorea quarter
(n=50) had a score of two showing that they were somewhat supportivedafation. Under a
quarter had three pointa € 12), which indicated that they were supportive. Lastly, four points
(n=4), indicated that they were highly supportive of medication.

Parenting scale The Parenting Scaleonsisted of three statements as follows:
Child/children with Attention Deficit Disorder (ADD) have a parent(s) who abuseAldD
medicationwas coded (0) agree and (1) disagrearents who place their child/children on
medication for Attention Deficit Hyperactivity Disorder do so to get governmedirfy for
their child’s “disability’ was coded (0) agree and (1) disagrearents want to medicate their
child/children to control therwas coded (0) agree and (1) disagree. Respondents’ statements
were summed and a new variaBlarenting Scalevas created. The scores were analyzed on a
zero to three point scale. Zero (0) indicabéased attitudes against parentse (1) indicated
somewhat biased attitudes against parett® (2) indicatedomewhat unbiased attitudes
toward parentsand three (3) indicatathbiased attitudes toward parents

The Parenting Scalegyielded 146 complete responses. Six total scores were thrown out
due to incomplete or missing data. A little over half=(75) scored a total of three points
indicating unbiased attitudes toward parents and just under rhalfg3) scored two points

indicating somewhat unbiased attitudes toward parents. Lastly, andegenth if = 7) of the
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respondents scored one point indicating that they were somewhat agesest parents and only
one respondent scored zero, which indicated completely biased attitudes against parent

Attitude statements by number of knowledge questions cogct. An analysis of
differences in attitude by theumber of knowledge questions correcs conducted. For the
statement, Parents who place their child/children on medication for Attention DRefici
Hyperactivity Disorder do so to get government funding for their childisability”, there was
a was significant difference in numbers of knowledge questions cdoedateen those who
agreed and disagreed with this statement(.038). Those who agreed € 7) with the
statement had a mean score of 21.80 € 2.48). Those who disagreed £ 126) with the
statement had a mean score of 243D € 2.38). However, it is important to note that only
seven respondents disagreed with the statement. This can causel $kelings making it
difficult to formulate a true correlation between variablegvé\ the less, | felt it was interesting
to note that the mean number of knowledge questions correct wees higong those who had
less biased views toward parents.

Attitude statements by gender. The number of womem E 114) greatly outnumber the
men 6 = 9) (Appendix N). A larger sample would provide a greater nurabeespondents
from which a true mean could be calculated. Despite this, | founceshéts interesting and |
wanted to share them. Gender and attitudes presented non-sigrafidasignificant findings.
However, only those with a significance level of p < .05 will becdssed. The statement,
Parents who place their child/children on medication for Attention Dehtyperactivity
Disorder do so to get government funding for their child’s “disabilityas significant ap =
.042. More than three-quarters of men=(6) and womenn(= 125) both disagreed with the

statement.
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Attitude statements by age. Based upon the Chi square analysis when participants
responded to the statemeRychostimulants should only be used in severe cases of Attention
Deficit Disorder,the rates of those who agreed with the statement declined as thernoim
years increased (= .004) (Appendix O). More than three-quarters=(43) of social workers
ages 18 to 29 agreed and more than hal& (17) of ages 30 to 39 agreed. In addition,
respondents ages 40 to 40 16) agreed and social workers ages 50 t;64 X1) also agreed
with the statement.

Social work respondents ages 18 to A9=(29) were more likely to agree with the
statementMost social workers are not familiar with the types of medicati@u digr Attention
Deficit Hyperactivity Disordefp = .01). In contrast, social workers ages 30 tor88 1) and
ages 40 to 4M(= 23) were more likely to disagree just as those ages 50 t0=649).

The most highly significantp(= .000) between attitude and ages included the statement:
The pharmaceutical companies are responsible for the increase in AtteDdicit
Hyperactivity Disorder diagnosis Respondents ages 18 to 29 £ 35) agreed with the
statement, whereas respondents ages 30 t0396) disagreed with the statement. Social work
respondents ages 40 to 484 21), also disagreed with the statement as well as thosé&ade
64 (0 = 22).

Attitude statements by race. No significant associations were present when analyzing
theraceand the attitude statements.

Attitude statements by area of residenceArea of residencand attitude statements did

not yield significant results.
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Attitude statements by religion or spiritual beliefs. No significant associations were
present when analyzing the demograpklgion or spiritual beliefsjuestion with the individual
attitude statements.

Attitude statements by marital status and family size. No significant associations
were found betweemarital statusand the attitude statements. However, the statement,
Psychostimulants should only be used in severe cases of Attentioih Disbrder, when cross
tabulated witmumber of childrerpresented with a significance levelpf& .007. Social work
students and social work professionals having no children were rkehg o agreer{ = 49)
with the statement. Those having one chile: (14) agreed as well as those having two children
(n=21). Close to all(= 2) of those with three or more children agreed with the statement.

Attitudes by years working as a social worker & field population The number of
years working as a social workelid not yield any significant findings in conjunction with the
attitude statements. However, the statem&untrolling children with Attention Deficit
Disorder (ADD) is the main goal in medicating children with AR@hen cross tabulated with
social workers’ current practice field yielded a signifieatevel ofp = .003. Those working
only with children (@ = 27) and those working only with adults £ 17) were more likely to
disagree with the statement. Social workers who indicatedhgtwork with both adults and
children i = 45) disagreed with thetatement. The combined group= 18) were also more

likely to disagree with the statement.
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Chapter 4 Discussion
Discussion

When looking into graduate programs, | was given a pamphlet sted theNASW Code
of Ethics It was after readings through these guidelines, thatrhatiéily made the decision to
pursue a master’s degree in social work. | felt a great cbando the values that were listed
before me. | admired the importancesefvice social justicedignity and worth of a person, the
importance of human relationshipess well ascompetence.

Some of the NASW Ethical Principles became a motivatingpfaat my decision to
complete my master’s thesis. By raising awareness abodt[ADI hope to contribute to
providing social justiceto persons with AD/HD and their families who suffer with thgrsa of
mental health disorders and all the struggles and difficultidsgthalong with it. | hope to
increase understanding to providgnity and worthto these individuals who are living with
disorders that, in many instances, lack the understanding and caeerotfiers. Lastly, | wish
to provide information that helps bring together those with opposing @bt the disorder to
promote and restore the relationships that are divided by eittkeofladucation or the lack of
understanding about the disorder.

AD/HD is the most commonly diagnosed mental health disorder Idrehi (AACAP,
1997; APA, 2000; Barkley, 1998; Furman, 2005; Ghanizadeh et al., 2005; Kolling 20,
Lopez, 2006; Mayes & Erkulwater, 2008; Rowland et al., 2002; Plomp et al., 2009; Shaffer et al.,
1996; Shaywitz & Shaywitz, 1987; Sinder et al., 2003; Whalen et al., 1989}t is greatly
misunderstood by the general population. Having discussed the disottlerowiprofessionals
outside of the field of social work, | have found that many people lavy strong negative

opinions about AD/HD treatment, the parents with children who have AD/&T their
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teachers. As a result, | became curious to see if social profiessionals and social work
students also held these same views and if their professiona¢damétional backgrounds
influenced them at any level.

The following will discuss my thoughts and assumptions related/teesearch questions
and the results of my study. | will discuss my reasons for chgadlse questions, as well as, my
thoughts about the survey responses. Speculations about significamgiacd correlations
will also be revealed. Previous studies will be mentioned briefgomparison and in contrast
to my findings.

Familiarity and where social workers learned about AD/HD

Due to the prevalence of AD/HD, | anticipated that mostad@enrk respondents would
know someone with the disorder. Also, since many of my classuliatessed having AD/HD,
| expected a large number to indicate that they knew someone wittistireler. | found it
surprising, however, that just under a quarter did not know someonéwittsbrder. | was also
surprised to find that some respondents preferred not to sagurhed that there remains some
embarrassment or stigma related to sharing their personal ldgevébout the disorder. It is
also likely that they in fact may have not known anyone with the disorder.

| expected most respondents to be somewhat familiar with tiielABiagnostic criteria
found in the DSM-IV-TR. Since July 2005, social workers who have renewed teasdior sat
for the state licensure exam for the first time would need @nzee of the material included in
the DSM-IV-TR. Social workers who are currently licensed ahd wish to maintain licensure
must partake in continuing education courses. Social workers can ¢bdake courses related
to the DSM-IV-TR and mental health issues. Other collegese$asover diagnostic material

helping students become more familiar with the illnesses and pgit®lof mental health
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disorders. | speculated that social workers would be familidr tve DSM-IV-TR diagnostic
criteria through the previous methods, as well as, through lectueeslings, and field
experience.

Because there were a large number of respondents in their sydntiedicted that a
large number would be in college or would have recently graduatedafswoial work program.
With this in mind, | expected a large number to have learned ado(HA from college or
university classes, which close to all respondents indicated hi@anged this way. | expected
that persons having been out of school and working in the field would keelikely to utilize
CEU opportunities and workshops, which they had. Since graduate and uddatgstudents
were part of the sample population, | expected a significant antdurgspondents to have
learned about AD/HD from journal articles and books, which are giyeequired in classes.
Most had learned this way as well.

Internet websites are great research tools and accessagally required for academic
success, so | expected that a large number of respondents wouleédraeel labout AD/HD via
this method, which they had. In addition, social environments can oftgra glgnificant role in
ones’ awareness of health and disorders. Therefore, | also aeticitheat respondents had
learned through a variety of personal contacts like through colleagu@$y, and friends. | did
not expect a significant number of social workers to have learbedt 8&AD/HD from their
clients, although a small number indicated that they had. | pautscl that most social workers
did not hold the television as a reputable source for obtaining eol@latmaterial about
AD/HD, but | assumed that some may have learned a little abeudisorder via this source,

which was indeed the case.
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Knowledge

Overall, | expected social workers to score relatively highhenknowledge questions.
Social work professionals are one of the largest populations tadprowental health services to
youth, as well as, adults (Gibelman & Schervish, 1997). Moreovas| searkers play a large
role in the treatment of AD/HD as they provide referralprescribing professionals (Moses,
2008). With this in mind, it is likely that social work professioratsl social work students
have been exposed to AD/HD diagnosis and its treatment throwmgtera@ or through
internships and work experience.

Knowledge questions correct by gender.The total number of knowledge questions
correcthad no significant relationship gender There was no surprise as to the small number
of male participants since most school of social work classroemeraily have a significant
number of women compared to the number of men. The distribution betvegeand women
andtotal number of knowledge questions corrdittered slightly. This is likely due to the large
number of women respondents, which created a greater range totadrignhowledge questions
correct,when compared to the range that men had. Likewise, Pentecost and2002phad a
large difference in the number of women to men where 75% of shaily was made up of
women and 22% was made up of men. Unlike my study, they found signijieadér-related
differences in relation to knowledge. Here women were more likelyncorrectly deem
aggression toward otheras a symptom of AD/HD and men were more likely to incorrectly
deemannoying habitss typical AD/HD behavior.

Pentecost and Wood (2002) study was the only study to incorporate sodials and
their knowledge about AD/HD. However, the knowledge measured was based orenasesc

which differs greatly from the survey study that | have conductdeeir study focused primarily
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on a target population of childcare social workers, whereas my #sbtgdged on social work
professionals from varying fields, as well as, social work students.

Knowledge questions correct by age. The age difference between students and
professionals in my study made it an interesting charatiterio analyze. However, no
significant findings between age groups &othl number of knowledge questions correetre
found. On a separate note, analyzing age was unique to my study in that otherikeuthiat df
Pentecost and Wood (2002) did not look at age. Moreover, Moses (2008) also fuhd oty
meaningful correlations with age and knowledge.

Knowledge questions correct by race.Raceand total number of knowledge question
correct resulted in no significant findings. Pentecost and Wood (28§, did not discuss
race as a variable characteristic when analyzing socidtersoknowledge about AD/HD. |
surmise that social workers, regardless of race, obtain sisutaes on knowledge due to the
similar ways that social workers learn about AD/HD.

Knowledge questions correct by area of residenceArea of residencealong with
knowledge did not yield significant results. Previous studies have nosddconarea of
residence as a variable characteristic. It is possible that had nspecific variable
characteristics pertaining to area of residence been includaficsigt findings may have been
present.

Knowledge questions correct by religion or spiritual beliefs To my surprise, religion
had no significant impact on the number of knowledge questions correceditted having a
large number of Baptist respondents, so | was surprised to find ttretliCiam had the greatest
number of respondents in any one religion or spirituality categonexpéctedly, there were no

Muslim respondents, and | was equally surprised to find a large nwhlbgnostic and atheist
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respondents relative to the overall number in each category. $dtitges about social workers
and AD/HD did not focus on religion or spiritual beliefs as aalde. It is possible that religion
generally is not a factor among social workers and their kng@letbout AD/HD. However,

more in depth research on religion and knowledge about AD/HD would be interesting.

Knowledge questions correct by marital status and family size No significant
findings were evident between knowledge, marital status, antdyfaize. Unlike the current
study, Pentecost and Wood (2002) did not look at marital status oy fsizel as an influence on
knowledge about AD/HD. Other studies, also, did not consider maritat siafamily size to
affect knowledge about AD/HD.

Knowledge questions correct by years working as a social worke& field
population. No significant findings were present in my analysis ofl totember of knowledge
guestions correct and number of years working as a social wdtkaggpears that the knowledge
levels of social work professionals and social work students nexhahe same despite the
number of years working or the field population. This may atteshe levels of continuing
education courses and the field populations in which AD/HD children are found.

Attitudes

Attitude scales. The attitude scales were somewhat similar to the results found
previous analysis. The scales revealed that social work profdssamisocial work student are
unbiased in their attitudes toward parents and that they alsosarbkigy to favor medication.
This is in contrast to the study conducted by Moses & Kirk (200B)¢ctwrevealed that their
survey respondents regarded medication as necessary and that’ paaeliguacy was the
underlying issue. It is important to note that differences in djpual samples may create

differing results. It is also important to note that the phrasihguestions can influence
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responses, which may account for the difference between my stadlgsrand the results in
Moses & Kirk’'s 2006 study.

Attitude statements by number of knowledge questions coect. The only attitude
statement that proved significantly associated with number of legig®lquestions correct, was
the statementParents who place their child/children on medication for Attention DRefici
Hyperactivity Disorder do so to get government funding for their chitdisability”. The
statement is very biased and unlike that of the values that th&#/\s&8ks for social workers to
uphold. | expected that most social workers would disagree, wéhsthiement. Social work
professionals and social work students, according to my study, are knowleddeaiblAR/HD.
| can speculate that respondents who scored well on knowledge s@raak likely to disagree
with the statement. It appears that the respondents understaadnblexity of the disorder and
that they know that parents who seek assistance do so for & \@rieeasons and not for
malicious intent.

One can say that parents with children who have AD/HD jushfiavish to have some
form of compensation for the impact that the disorder has on thdrthair families. AD/HD
behavior causes disruption to families, schools, and society (BarkMyrghy, 1996; Barkley
et al., 1996; Swensen et al., 2004; Woodward, Fergusson, & Horwood, 2000). THaesans
into financial costs, which are greater when raising childreh WD/HD than raising non-
AD/HD children (Biederman et al., 1991)f fact, the cost per household is almost double and
the medical expenses are almost three times greater (Swensen et al., 2003)

Not only is medical care and work loss major financial expemstsnilies with children
who have AD/HD, but so are the emotional strains of raising children with BDarents with

children who have AD/HD feel less gratification in their rale parents than do parents with
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non-ADHD children (Anderson et al.,, 1986; Breen & Barkley, 1988; Konstastate
Homatidis, 1989). Many of these parents are 2 to 4 times nkedg to have mental health
problems such as depression, anxiety, and substance abuse accordirani® 2004). In fact,
mothers of children with AD/HD have reported higher rates ofldatfie and social isolation
(Johnston & Mash, 2001; Mash & Johnston, 1990), and depression is more common among
mothers with AD/HD children (Befera & Barkley, 1985; Bernier &d@®l, 1994; Brown &
Pacini, 1989; Lahey et al., 1988; Sandberg, Wieselberg, & Shaffer, 1980st&Stratton,

1988; Webster-Stratton & Hammond, 1988).

The struggles and difficulties that parents encounter whengashildren with AD/HD,
seem understandable. One can speculate that some parenty toagnake light of the tense
situations in which they are faced. Appearing to seek out govatnfmeding may be one
method to draw attention away from the seriousness of the disord@eording to the results,
most social work professionals and social work students did not agtre¢hes statement that,
Parents who place their child/children on medication for Attention Dehbyperactivity
Disorder do so to get government funding for their child’s “disabilitydiowever, there were a
few respondents who did agree with the statement. It is pedsiat they may have had a
negative encounter, which biased their attitudes.

Attitude statements by gender. Despite having a small number of men as respondents,
it can be said that, overall, women and men both disagree at apatelyinthe same rate
pertaining to attitudes about parents and government funding for thieirechi Other studies
have shown difference in opinions between men and women regarding megditaitiren with
AD/HD. According to Moses and Kirk (2006), males were more likelyiew medication as a

necessary treatment for AD/HD. In addition, it indicated than @nd women on average have
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the same attitudes toward the speculation that parents mettieatehildren to gain financial
assistance. However, with such a small number of male pantisjgais difficult to say how
meaningful these findings are. Furthermore, having a larger raalpls is needed to deem
these findings as representative of the larger social work gigul Although it is important to
note that males in the social work field are a minority.

Attitude statements by age.Ageandattitudeswhen not combined into a scale, had the
greatest number of significant correlations. Each signifigatdrrelatedage and attitude
statemenare discussed below.

Psychostimulants should only be used in severe cases of Attention Deficit Disorder.
When participants responded to the statensychostimulants should only be used in severe
cases of Attention Deficit Disorddhe rates of those who agreed with the statement declined as
the ages increaseg € .004) (Appendix O). One can speculate that social work professionals
and social work students in their earlier years are more litelyeel that non-medicinal
therapeutic techniques should be exhausted prior to the use of noeditedtment. Their
agreement or disagreement to the statenfesychostimulants should only be used in severe
cases of Attention Deficit Disordenay be influenced by their therapeutic orientation.

Moreover, it seems that in schools of social work today theregreater emphasis on
family systems and cognitive behavioral theoretical orientation® morthan psychodynamic
theoretical orientations of decades past. Households with AD/HBrehioften have enormous
strain placed on the functioning of the family within the home (Anastogpd©92; DuPaul et
al., 2001; Keown & Woodward, 2002; Peters, Calam, Harrington, 2005). Faysigms can
improve the dynamic by working with the family as a whole t@ loekate and foster healthier

relationships among family members. Likewise, cognitive behavi@@iniques improve
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parenting skills, which reduce familial strain by improving pargntreducing familial stress,
and increasing the sense of caregiver competence (Anastopoulos & Shelton, 2001)

As a result, reducing AD/HD symptoms is likely to lessen tm@umnt of medication
treatment needed. Using non-medicinal therapeutic options prioedecaton treatment may
help to prevent the unnecessary use of medication. It is podsablsacial work professionals
and social work students who are more familiar with familyesystand cognitive behavioral
therapeutic techniques are more likely to value these techniquesheveise of medication
treatment.

A limitation of my study is that | did not ask the respondents aliwit theoretical
orientation. Moses (2008), however, did inquire about the theoreticaitation of social
workers and their knowledge about medication treatment in his stladl Tihe “Other” Effects
of Psychotropic Medication: Social Workers’ Perspectives on thgh8social Effects of
Medication Treatment on Adolescent ClienAthough his study did not reveal significant links
between age and theoretical orientation, it would have been interestseg if age, theoretical
orientation, and the statemgrgychostimulants should only be used in severe cases of Attention
Deficit Disorderin my study had any meaningful correlations within my study.

On another note, | believe that the media may also have an impatitodea about
medication treatment. Advertising seeks to target certain pagmdadepending on the product
being sold. Whole foods, organic and all natural product labels carebenseverything from
household cleaners to pet food. Online advertisements, magazinesaweris, commercials,
and even billboards target new families and young adults. In gettegahdvertisers display

characters from Generation'>or Generation ¥. Those who relate to the characters are more

19 The generation of people born roughly duringS.851980 in Western countries, especially the éthBtates
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likely to adapt or desire to partake in the behavior being demadstr&urthermore, | consider
the possibility that respondents from these generations are likelg to be influenced by
advertising targeted for them. The all natural way of lifékisly to transfer to the different
aspects of their lives as well. One can speculate that tbgsendents may be more inclined to
avoid synthetic materials like those found in pharmaceutical medication.

Furthermore, the pharmaceutical companies are more likéfrdet Baby BoometSas
some Baby Boomers are now facing growing health complicationspedulate that this
population may be more likely to see the positive effects of pltauiaal medication treatment
and, therefore, they may be more likely to view medication asssaty. Persons who do not
suffer from the ailments targeted in advertisements magorbe indifferent to the
pharmaceutical companies and disregard the information.

The pharmaceutical companies are responsible for the increase in Attention Deficit
Hyperactivity Disorder diagnosis. In addition, the most highly significanp € .000) results
betweenattitude and ageswere the statementthe pharmaceutical companies are responsible
for the increase in Attention Deficit Hyperactivity Disorder diagaosMore than half of the
Generation X and half of Generation Y agreed with this setgnwhereas almost all Baby
Boomers disagreed with the statement.

Generation X and Generation Y may be receiving mixed messafyes$, eould explain
their divide in agreement with the statemeéh& pharmaceutical companies are responsible for
the increase in Attention Deficit Hyperactivity Disorder diagnos&oing back to the previous

discussion, theoretical orientation, as well as, media influermesplay a role in attitudes.

20 _ The generation of people born approximatelyriafter 1980 in Western countries, especially thétédl States

2L somebody born during a baby boom, especiallytteefollowing the end of World War Il and betwetba
years 1946 and 1964
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Additional research is needed to determine where the differengasate and how social work
professionals and social work students formulate their views on the pharmaaautipahies.

Most social workers are not familiar with the types of medication used for Attention
Deficit Hyperactivity Disorder. Contrastingly, it is possible that respondents over the age of 50
are more familiar with medication needed for AD/HD and they rapre likely to have seen
positive and negative results from medication treatment. The tidgaGeneration X and
Generation Y social workers are less familiar with medwcatypes compared to that of Baby
Boomer social workers may not necessarily hold merit. InWawen social workers were given
the statementMost social workers are not familiar with the types of medicatioed usr
Attention Deficit Hyperactivity Disordefp = .01), Baby Boomer social workers were more
likely to disagree. It is possible that the social workers wkagileed with this statement are
confident in their abilities and knowledge regarding medicatiomntreat for AD/HD. The same
applies to Generation X social workers. Generation Y socidtev®with less field experience
are likely to be not as familiar with the medication and fieeeemore likely to agree thdtjost
social workers are not familiar with the types of medication used for AD/HD.

Moreover, social workers in their 40s were more likely to atrageMost social workers
are not familiar with the types of medication used for AD/HHan any other group, which may
introduce the idea of generational influences and educational tréfwgever, the most notable
is that each surrounding age group 30 to 39 and 50 to 64 both presentdtewdime percent of
disagreement per group.

Attitude statements by race. In my experience, people from the same demographic
background have cultural similarities that influence their vaiiggem. | thought that this would

prove evident in my analysis odce andattitudes but it did not. It appears that regardless of
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race, social workers hold similar attitudes about AD/HD anddadml according to my study.
One can speculate that social work values supersede race.

Attitude statements by area of residence.l expected that most respondents would be
from suburban areas. | also speculated that a greater numbepafdents would be from an
urban area since many of the students attend an urban universistimated that an even
smaller number of respondents would reside in rural areas. nAdlli despite the lack of
significant correlations betweattitudesandarea of residencd felt it would be interesting to
note social work professionals’ and social work students’ areas of residence.

Attitude statements by religion and spiritual beliefs. In my experience, non-social
work professionals who identify with the Christian faith haverggrattitudes against medicating
children for the treatment of AD/HD. Many of the same individuplestion the validity of the
disorder altogether. 1 thought that these same attitudes woaleé prvident among the social
work population that | surveyed. This, however, was not true and thelatstatements and
religion and spiritual beliefs did not present any significadatienships. Again, other
researchers found no significance with religion and spiritual Behetonjunction with attitudes.
However, it is important to mention that the attitudes measuredhay researchers differed in
method and focus. For example, Moses and Kirk (2006) study was pyiadaout medication
treatment and Moses (2008) focused on clinicians and their attislneg the psychosocial
effects of medication treatment on their clients.

Attitude statements by marital status and family size. Marital status did not yield
significant results. Coming from a large family, | thoughwauld be interesting to see if family
sizes had an impact on attitudes. It did not. Interestingly, Venweespondents with no

children, one child, or two children were more likely to agree Bstchostimulants should only
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be used in severe cases of Attention Deficit Disordbereas, respondents with three to four
children were more likely to disagree with the statement.

One can speculate that the fewer children one has, the easi&y follow through with
positive behavioral techniques rather than using invasive methods tbefualioral problems.
The more children one has the more difficult it can be to take tomaddress each of the
children’s issues. Having a greater number of children with madéoamild issues could
warrant more drastic measures like using medication to alleviate problems

Parenting styles, which were discussed in my literature re\iewe an impact on the
behavior of the children. A parent with a greater number of chiloreyn stress high parental
involvement and therefore utilize all parental attempts to rgntieel problem prior to seeking
medicinal support. Lastly, a larger sample size of famikébl more than four children is
needed to truly support these speculations.

Attitude statements by years working as a social worker andield population. |
expected that most respondents would disagree with the stateébosmtolling children with
Attention Deficit Disorder (ADD) is the main goal in medicaticigldren with ADD. As
discussed in earlier chapters, AD/HD can involve co-occurringrdi#ss where in some
instances needing to enforce control on the children’s behavior issaegeand possibly life
saving.

Moses and Kirk (2006) revealed that theoretical orientation and geaotid had the
largest impact on the attitudes about psychotropic drug treatriéety found that almost 80%
agreed that medication was a necessary treatment in AD/ND. research indicated that
respondents working with only children, only adults, and both children and ackri¢ all three-

guarters more likely to disagree that controlling children is the mainmgoatdicating them.
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Limitations

Most of the study respondents are European American/Caucasiale feoceal work
students in their twenties living in Michigan. The small sample sizes esmald non-European
Americans created limitations. Percentages and means apprare meaningful than they
truly were due to the small numbers, which was usually 10 or Joe®tnuch less for the non
European Americans. In many instances groups had to be combinedegantied to obtain
meaningful results. The lack of diversity within the study mayndeative of the social work
profession as a whole. Nevertheless, it is difficult to saytthatstudy is representative of the
larger social work population.

Lastly, the survey was not piloted and | failed to ask respondbais theoretical
orientation. In addition, social workers who were particularlyregted in AD/HD may have
been more likely to respond to the recruitment efforts than somakens who were not
interested in the topic. This is likely to bias the results #metefore, cause the study to be
unrepresentative of the greater social work population.

Recommendations for future research

Since social workers provide a great number of services t@AdD population and
their families, it is important for social workers to be diigabout staying up to date on current
AD/HD research findings. Schools of social work can continue incorpgrAD/HD education
into their curriculum. In addition, social work educational insttsi and workplaces can
continue to assist social work professionals and social work stugteatihering to th&lASW
Code of Ethicgo diminish orprevent biases that may interfere with the treatment of AD/HD

clients and their families.
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Implications for practice

Additional research is needed to determine if social workers’ laume and attitudes
have a positive or negative effect on children with AD/HD, themilies, and the collaborative
efforts with other health professionals. Should the resultsgoéisant, education and training
can be translated into techniques that are best suited for sasialpnofessionals and social
work students. The Council on Social Work Education (2011) centers onnigamhidence
based practice. When treatment of individuals is considered,nifpisriant to find what is the

most beneficial to them and implement it into practice. Througttimued research these

endeavors can be achieved.
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APPENDIX A

Human Investigation Committee Approval
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APPENDIX B

Social Work Student Recruitment Flyer

BSW and MSW Students

Want a Chance to Win a
$50 Barnes & Noble Gift Card?

Share Your Knowledge and Attitudes about
Medicating Children with ADD & ADHD
in a Student Research Study

Eligibility: School of Social Work Student or
Social Work Professional

Survey: One-Time 15 min Online Survey
Voluntary and Confidential

Contact:. SW.ADD.ADHD@gmail.com
to receive the link to the survey
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APPENDIX C

Family Social Worker Recruitment Flyer
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Wanta Chance to Wina
$50 Barnes & Noble Gift Card?

Looking for Social Workers to Participate in
Survey Research about

Social Workers’ Knowledge and Attitudes
about Treating Children with ADD/ADHD

Eligibility: Adult Social Work Professionals &
Students in the School of Social Work

Survey: One-Time 15 Minute Online Survey
Voluntary and Confidential

Contact: SW.ADD.ADHD@gmail.com to
Receive the Link to the Survey
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APPENDIX D

Geriatric Social Worker Recruitment Flyer

Want to Win a $50 Barnes and Noble Gift Card?

Looking for Social Workers to
Participate in Survey Research about

Social Workers’ Knowledge and Attitudes about Treating
Children with ADD & ADHD

Eligibility:  Social W ork Professionals &
Social Work Students

Survey: One-Time 15 Minute Online Survey
Voluntary and Confidential

Contact: SW.ADD.ADHD@gmail.comto
Receive the Link to the Survey
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APPENDIX E

School Social Worker Recruitment Flyer
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Looking for Social Workers to Participate in
Survey Research About

Social Workers’ Knowledge and Attitudes about
Medicating Children with ADD and ADHD

Eligibility: Adult Social Work Professional or
Student in School of Social Work

Survey: One-Time 15 Minute Online Survey
Voluntary and Confidential

Chance to Win a
*$50 Barnes & Noble Gift Card*

Contact: SW.ADD.ADHD@gmail.com
to Receive a Link to the Survey
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APPENDIX F

Facebook Group Page

Name:

LOOKING FOR SOCIAL WORKERS TO PARTICIPATE IN SURVEY RESEARCH
Category:

Student Groups - Academic Groups

Description:

Social work students and social work professionals do your part to contribute
to the knowledge base of the profession.

Participate in a one-time 15-minute confidential online survey

Interested persons send an email to sw.add.adhd@gmail.com and the link to
the survey will be sent to you.

Privacy Type:

Open: All content is public.

Contact Info

Email: sw.add.adhd@gmail.com

Location: Detroit, MI
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APPENDIX G
NASW Classified Print Advertisement
Looking for Social work professionals and social work students to participatene-time
online survey about social workers’ knowledge and attitudes about the treatingnchviitire
AD/HD. Do your part to contribute to the knowledge base of the profession.
Participate in a one-time 15-minute confidential online survey.
Interested persons send an email to Angelah Gomez at sw.add.adhd@gmail.com

and the link to the survey will be sent to you.
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APPENDIX H

Knowledge Scale

There are three types of Attention Deficit Disorder

Children who take medication s for Attention Defisorder will become addicted to the medication

Attention Deficit Disorder causes significant impaént in normal daily function

Psychopharmaceuticals that are used for AttentieiicD Disorder with or without Hyperactivity camase death in some children
Children with Attention Deficit Hyperactivity Disder cannot sit still

Children with Attention Deficit Disorder have a dieabrain size than children without Attention Dx#f Disorder

Attention Deficit Disorder is a genetically inhexit disorder

Medication for Attention Deficit Disorder will leaih substance abuse later in life

Once diagnosed with Attention Deficit Disorder ierson will have it for the rest of his or her life

Hyperactive-impulsive diagnosis is more likely tarmant medication than Attention Deficit without p&ractivity

Children with Attention Deficit Disorder without ieractivity have poor grades

Parents of children with Attention Deficit Disorddyperactivity should attend parenting classes

Psychopharmaceuticals change the child’s behavwitbeibthan any other method

Attention Deficit Hyperactivity Disorder (AD/HD) frused parenting classes do not help the childrémAD/HD

Cognitive Behavioral Therapy is better at creatingitive behavioral changes in children with ADRnother types of interventions
Poor parenting skills can cause Attention Defidédbder symptoms

Family Systems Therapy is better at creating peshiehavioral changes in children with ADD thaneottypes of interventions
Children with Attention Deficit Disorder have fewdnds

Girls are more likely than boys to be diagnosed Wittention Deficit Hyperactivity Disorder

Children with Attention Deficit Disorder who attesdcial skills groups will have the most positivehbvioral changes
Psychodynamic Therapy is better at creating peshiehavioral changes in children with ADD than otlgpes of interventions
Children who live in poverty are more likely to leattention Deficit Hyperactivity Disorder

Children with Attention Deficit Disorder talk contiously

Mothers who use drugs have children with Attenfimdicit Disorder

Children are diagnosed with Bipolar Disorder whieeyttruly have Attention Deficit Disorder

Parental alcoholism results in children having Atiten Deficit Disorder

Domestic violence causes Attention Deficit Disorutechildren

Children of color are more likely than white chédrto be diagnosed with Attention Deficit Disorder

Bipolar Disorder has the same symptoms as Atteriieficit Disorder

Attention Deficit Disorder in children is usuallpesed by a dysfunctional family structure

Child abuse is the cause of Attention Deficit Digarin children

Attention Deficit Disorder is the most commonly giedsed mental health disorder in children




Table 1
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APPENDIX |

Total number of knowledge questions correct by gender

Women Men

N =132 N=11

% =24.12 % =22.67

Total number correct n % n %

18 3 2.6
19 1 9 11.1
20 4 3.5 11.1
21 7 6.1 22.2
22 13 11.4
23 12 10.5 11.1
24 22 19.3 22.2
25 20 17.5
26 18 15.8 22.2
27 6 5.3
28 5 4.4
29 1 .9
30 1 .9
31 1 .9

X = Mean number correct



Table 2

Total number of knowledge questions correct by age group
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APPENDIX J

18-29 30-39 40-49 50-64
N=51 N=25 N=23 N=24
X =23.80 X =24.16 X =24.52 X =23.83
Total number correct
n % n % n % n %
18 2 3.9 1 4.0
19 1 2.0 1 4.0
20 4 7.8 1 4.3
21 2 3.9 2 8.0 2 8.7 3 12.5
22 7 13.7 1 4.0 2 8.7 3 12.5
23 4 7.8 3 12.0 2 8.7 4 16.7
24 11 216 5 20.0 3 130 5 208
25 5 9.8 5 20.0 4 174 6 25.0
26 10 19.6 4 16.0 4 17.4 2 8.3
27 2 8.0 4 17.4
28 4 7.8 1 4.3
29 1 4.2
30 1 2.0
31 1 4
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APPENDIX K
Table 3

Total number of knowledge questions correct by race

Other
African European (Arabic,
American/ American/ Hispanic,
Black Caucasian Multiracial
N=12 N =106 N=4
X =23.25 X = 24.06 X =+
Total number correct n % n % n %
18 1 8.3 2 19
19 2 19
20 1 8.3 4 3.8
21 1 8.3 8 7.5
22 2 16.7 10 9.4 1 33.3
23 1 8.3 12 11.3
24 1 8.3 22 20.8 1 33.3
25 3 25 16 15.1 1 100
26 1 8.3 18 17 1 33.3
27 6 5.7
28 1 8.3 3 2.8 1 100
29 1 9
30 1 9
31 1 9

+ When the ‘other’ group was combined a mean sob25 resulted. Because there are only 5 respasaém
belong in the group, the mean is not meaningful.



101

APPENDIX L
Table 4

Total number of knowledge questions correct by field population

Children Adults Children and Adults
N=32 N=18 N=41
Xx=2394 x=24.06 X =24.07
Total number correctn % n % n %
18 2 4.9
19 1 31 1 24
20 2 6.3 1 24
21 3 94 1 5.6 4 9.8
22 1 31 4 222 4 9.8
23 4 125 2 111 3 7.3
24 10 31.3 3 16.7 6 14.6
25 5 156 2 111 5 12.2
26 2 6.3 6 333 9 22.0
27 2 6.3 1 24
28 1 31 4 9.8
29 1 24

30

31 1 31
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APPENDIX M
Attitude Statements

Attention Deficit Disorder in children requires medication

Psychostimulants should only be used in severe cases of Attentiait Deforder

Controlling children with ADD is the main goal in medicating childrethwiDD

Child/children with Attention Deficit Disorder (ADD) have a parshtiho abuse their ADD medication
Most social workers are not familiar with the types of medicatiod teADHD

Attention Deficit Disorder is over diagnosed

The pharmaceutical companies are responsible for the increase in diagiwsis

Parents who place their child/children on medication for AttentioicDéfyperactivity Disorder do so to
get government funding for their child’'s “disability”

Elementary school teachers lack proper skills to handle most childtiea classroom
Parents want to medicate their child/children to control them

Teachers are properly trained to detect children with AttentiorciDBlisorder

Attitude Scales

Medication
Attention Deficit Disorder in children requires medication

Psychostimulants should only be used in severe cases of Attentiait Deforder
Controlling children with ADD is the main goal in medicating childrethwiDD

The pharmaceutical companies are responsible for the increase iD diaghosis

Parents
Child/children with Attention Deficit Disorder (ADD) have a pareht/ho abuse their ADD medication

Parents who place their child/children on medication for AttentiorciDéfyperactivity Disorder do so to
get government funding for their child’'s “disability”

Parents want to medicate their child/children to control them
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APPENDIX N
Table 5
Attitude statements by gender
Women Men
N=132 N=11
Attitude statements Agree Disagree Agree Disagree
n % n % n % n %
Attention Deficit Disorder in children requires nieation 33 25 99 75 3 275 8 727
Psychostimulants should only be used in severesaase
Attention Deficit Disorder 81 623 49 377 7 636 4 364
Controlling children with Attention Deficit Disord€ADD) is
the main goal in medicating children with ADD 32 242 100 758 3 273 8 727
Child/Children with Attention Deficit Disorder (ADDhave a
parent(s) who abuse their ADD medication 5 3.8 127 96.2 11 100
Most social workers are not familiar with the typmds
medication used for Attention Deficit Hyperactivibysorder 52 394 80 606 1 10 9 90
Attention Deficit Hyperactivity Disorder is overatinosed 116 885 15 115 7 70 3 30
The pharmaceutical companies are responsible éointtrease
in Attention Deficit Hyperactivity Disorder Diagniss 56 431 74 569 7 636 4 364
Parents who place their child/children on medicafimr
attention Deficit Hyperactivity Disorder do so tetg
government funding for their child’s “disability” 6* 4.6 125* 954 2* 20 8* 80
Elementary school teachers are quick to suggesatbhild may
have Attention Deficit Disorder 114 864 18 13.6 8 727 3 273
Elementary school teachers lack proper skills tedlemost
children in the classroom 65 496 66 504 3 273 8 727
Parents want to medicate their child/children totaa them 60 45.8 71 54.2 5 455 6 54.5
Teachers are properly trained to detect childrigh Attention
Deficit Disorder 15 115 115 885 1 9.1 10 90.9

*p<.05
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APPENDIX O
Table 6

Attitude statements by age group

18-29 30-39

N=54 N=31

40-49
N =29

50-64
N =28

Attitude statements Agree Disagree Agree Disagree

n % n % n % n %

Attention Deficit Disorder 16 29.6 38 70.4 9 29 22 71
in children requires

medication

*Psychostimulants should 43 79.6 11 20.4 17 56.7 13 433

only be used in severe
cases of Attention Deficit
Disorder p=.004)

Controlling children with 18 33.3 36 66.7 5 16.1 26 83.9

Attention Deficit Disorder
(ADD) is the main goal in
medicating children with
ADD

Child/Children with 2
Attention Deficit Disorder
(ADD) have a parent(s)

who abuse their ADD
medication

3.7 52 96.3 1 3.2 30 96.8

*Most social workers are 29 53.7 25 46.3 10 323 21 677

not familiar with the types
of medication used for
Attention Deficit
Hyperactivity
Disorderp=.01)

Attention Deficit 51 944 3 5.6 27 90 3 10

Hyperactivity Disorder is
over diagnosed

*The pharmaceutical 35 66 18 34 15 484 16 51.6

companies are responsible
for the increase in
Attention Deficit
Hyperactivity Disorder
Diagnosis(p=.000)

Parents who place their 5 9.6 47 904 2 6.5 29 935
child/children on

medication for attention

Deficit Hyperactivity

Disorder do so to get

government funding for

their child’s “disability”

Elementary school 51 944 3 5.6 25 806 6 194

teachers are quick to
suggest that a child may
have Attention Deficit
Disorder

Elementary school 29 537 25 46.3 12 387 19 613

teachers lack proper skills
to handle most children in
the classroom

Parents want to medicate 29 53.7 25 46.3 13 419 18 581

their child/children to
control them

Teachers are properly 3 188 50 94.3 7 43.8 23 76.6

trained to detect children
with Attention Deficit
Disorder

Agree
n % n
6 20.7

16 55.2

6 20.7

5 17.9

23

82.1

8 27.6

23 793

12 429

10 357

3 18.8

Disagree

% n

23 793

13 448 11

23 793

28 96.6

23 821

5 17.9
21 724

29 100

6 20.7

16 57.1 14

18 64.3 12

26 89.7

Agree

% n
4 1423

40.7 16

379 23

1 3.@7

32.1 19

21 75

5 51822

1 36

28676

50 14

429 16

3881 25

Disagree

%
85.7

59.3

82.1

96.4

67.9

25

81.5

27 .4 96

21.4

50

57.1

89.3

*p=<.05
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The current research seeks to understand how social work students ehdvedc
professionals increase their knowledge about AD/HD and how theyufate their attitudes
about the disorder. The literature provided illustrates the manpawoents of AD/HD risks,
etiology, treatments, and professional opinions about the disorder. A/ldBe of the most
studied childhood mental health disorders in the nation. However, théitdeisresearch
providing insight to social workers’ knowledge and attitudes about theddrsor This is
especially alarming because social workers are one of thestaprofessional populations to
provide mental health services to children and their families.ctifoaers’ knowledge and
attitudes about the disorders has an impact on the patient-clingt&ionship. It can have an
affect the likelihood that the client will adhere to the treatment plan arfeédtsathe professional

relationship between the clinician and other treatment professionals.
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AUTOBIOGRAPHICAL STATEMENT

As | made my way to the busy street, my friend gave medge and pointed to a group
of young boys huddled around a newspaper. She made such a fuss thit stopdand peak
over the group’s shoulders. Surrounded by the markings and symbolsatteaumthe Chinese
language were pictures of my friend and me. The picturesfragnean event that we attended a
few nights previous. Neither of us was well versed in the Chilaesgiage, so we could only
speculate as to what was said about us in the article. niteseso odd being unable to read
something as simple as a newspaper. Still puzzled and déffled by my inability to read the
article, 1 continued my way to the driver and got into the car. atclned the driver quickly
maneuver his way through the busy street and | gazed at the dfubusinesspersons making
their way across the busy intersection. | watched the fasheogabhg people with cell phones
in hand typing as though they had a tiny computer in front of theittie tid | know that this
form of communication would hit my nation almost a decade later.

The driver headed toward the outskirts of the city to avoid theyheaffic. Here, there
were no businesspersons, no texting, and no busy streets. Alongma, dtsaw large colored
metal squares; worn, dilapidated and looking as though they wacedptogether to form
roughly shaped cubes. These were homes--places where faataljesnd where children are
raised. With no running water or secure doors to prevent the elefrmntseeping into their
little homes, | wondered how the dwellers prevented the spread asdsand how they kept
safe from what may lurk outside. Saddened by it all, | humhbnesl to the driver explain how
the locals rely on mass transit. He went on to explain #tathes were much too expensive and
that they were only used by the very wealthy. As | continuedze gat of the window thinking
about all that | had seen, | recalled the confusion and frastratelt earlier when | wanted to
understand what the newspaper article read.

The events of the morning began to cultivate in me a deeper sensgpect for the
struggles and challenges that some populations encounter. Clearex teere the social
injustices that have led to the disparity among differentstaages, cultures, mental abilities,
health, income, and education levels. | realized that barrierdl abrs prevent different
populations from living a life that so many others have had the appiyrto live. Returning
home, | saw the blight, poverty, and sociological barriers surroundydnome much more
differently than | had prior to my trip some 15, 000 km away.

What began as a fun trip overseas resulted in something muchttaagelr could have
ever imagined. My journey through the outskirts of town and thérzafiewspaper experience
created a humbling sense of empathy and the desire to crbattemlife for others. | began
taking action at home to address social issues and creatinygasiange. As a young single
mother and a first generation college student, | sought torelienthe educational barriers that
had created difficulty for past generations. One obstacle taheg | pushed through the
oppression hoping to set new traditions for the generations afterEnding my years as a
graduate student, | leave with a great sense of accomplishntedebght. | leave knowing that
| walk together with those who are striving for something béttetheir families, loved ones,
and society. | understand that despite the difficulties, one sttt to overcome the barriers
that they face, not only for themselves, but for all.
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