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Abstract

This research study has sought to examine andaeahow the presence of children
with Attention Deficit Hyperactivity Disorder (ADHPimpacts upon the educational
and behavioural climate of the mainstream classrooit also addressed the
effectiveness of a range of approaches to the neamaigt of such children with
ADHD in the classroom. These approaches includedical intervention in the form

of a prescribed drug and the use of a behaviouagement strategy.

The research focused on a sample of primary schiodlee North Eastern Education
and Library Board. The opinions of teachers wenggbt through the completion of
guestionnaires, and the results enhanced with mdton collected through semi-
structured interviews. In this way a range of bqtfalitative and quantitative data

was collected and collated in this small-scaleaedeproject.

Analysis of the information demonstrated that al@fdwith ADHD do impact upon
the mainstream classroom and usually in a negataener. The study found that a
variety of approaches could be effective in mang@i®HD children. In some cases
the best solution was a combination of methodsgeggdly involving the use of a
prescribed medication alongside a behavioural memagt strategy. Results showed
that the most effective form of behavioural managetmwas a positive behaviour

strategy or ‘time out’.
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Introduction and Background to the Study

There has been considerable interest, debate, moand even denial of the condition
Attention Deficit Hyperactivity Disorder (ADHD) inrecent years. Many
professionals appear to believe that the term ikgps over-used and is attached to
any child who displays instances of unacceptablaeur. Research, however, has
highlighted some common recurring behavioural festuamongst children so

diagnosed.

Green and Chee (1997, p2) estimate that ADHD ‘&gfapproximately 2 per centto 5
per cent of all children.” This is endorsed by éieénko (1999, p11) who estimates

that it occurs in three to six percent of children.

With the current interest in ADHD, it seemed thattady on ADHD children in the
classroom would be both topical and extremely usédu teachers and other

professionals.

Consequently, this dissertation presents the fgglof a small scale research project
which sought to examine how the presence of chldvgh ADHD impacts upon the
educational and behavioural climate of the maiastrelassroom. It also considers
the effectiveness of a range of approaches in nagagich children with ADHD.
These include medical intervention in the form gdrascribed drug and the use of a

Behaviour Management Strategy.



Literature Review

In considering how the presence of children with H{ID impacts upon the
educational and behavioural climate of the maiastreclassroom and also the
effectiveness of a range of strategies for the mament of such children, it will be
necessary initially to examine in general terms teole area of ADHD. In
addressing these areas the possible educationdicatiqgns of managing children
diagnosed with ADHD should become evident. Froims jancture the review will
proceed to explore in more detail the various istions that have been
recommended for the condition. It is thereforepmsed to review recent and relevant

educational literature in the following categories:

* 1.1  The history of the condition ADHD
« 1.2 A definition of ADHD

e 1.3 HowADHD is caused

* 1.4  The diagnosis of ADHD

« 15 ADHD and associated comorbities

e 16 Interventions in managing ADHD children

1.1  The history of the condition ADHD

It is considered that ADHD was first ‘discoveredmast a century ago by English
paediatrician George Still, although the conditwas not given this title at the time.
Through his work, with boys in particular, he ohser that some evidenced difficult

behaviours, which included inattention and resisaio discipline. Green and Chee



(1997, p10) state that, ‘Still saw this as a chracondition, biological (inborn) in

nature and not caused by poor parenting or adegrgeonment.’

Subsequently, towards the end of the 1920s, iriteneADHD was sparked by the
influenza epidemic when many people were left witlain damage and were
demonstrating traits of the characteristics thatl &ad identified. From this
knowledge it was felt that ADHD occurred as a restibrain dysfunction. However,
researchers later found in the 1950s and 1960sntbat children with ADHD had
never suffered any form of brain damage. Theydgtito label the condition as
Minimal Brain Dysfunction, which Green and Cheeq19p11) viewed as implying
that, ‘the brain was effectively normal, but theras some subtle malfunction which

accounted for the behaviours.’

Hyperactivity was the next focus for researchertha 1960s and the condition then
was not seen as being caused by brain damage. p&hmaps inspired Feingold’s
theory in 1973 that there was a link between hygieity and diet. According to
Green and Chee (1997, p12), Feingold believedfiftyapercent of children labelled
with hyperactivity would be helped by a change iet,dvhich involved the reduction
of food additives. Green and Chee (1997, p12) rtedothat, in fact, when the
government study took place, it emerged that a rinezgoercent of children had been

helped.

In the next decade the effects of stimulants, & ftbrm of medication, were being
studied. Holowenko (1999, p13) states that, ‘miptignidate (Ritalin) had become

the most prescribed drug for what was termed Atteat Deficit Disorder (ADD)



and then eventually Attentional Deficit/ Hyperadv Disorder (AD/HD).” The

introduction of this drug caused much confusion aodtroversy. The media have
often been apportioned blame for this sensationséiidoday many parents appear to
be very sceptical and even critical about the usprescribed medication for their

children.

1.2 A definition of ADHD
Having a brief knowledge of the history of the ciioth ADHD leads conceptually to
a contemporary definition of ADHD. Again controsgrexists and many theories

have evolved as to how children come to be diaghoséabelled with this condition.

The DSM-IV test from American Psychiatric Assomati(1994) is largely used at
present in the diagnosis stage of ADHD. This lehaviour rating scale based on the
diagnostic criteria for Attention Deficit Hyperaaty Disorder published in the DSM-
IV (American Psychiatric Association, 1994hppendix 1). Nadder et al. (2001,
p475) interpret this test as suggesting that thediton is a combination of

overactivity/restlessness, inattention and impithgiv

This combination of behaviours has recently beeallehged and Attwood (2001,
pl7) prefers to concentrate on the impulsivity loifdren with ADHD. She suggests
that when messages are incorrectly transmittea, itiibitors in the brain do not
function effectively and fail to control a childimpulses.” She perceives ADHD to
be caused by the lack of dopamine in the braing@aratransmitter which carries
messages to the brain. This malfunction will resuthildren with ADHD acting on

impulse as opposed to thinking first.



Similarly, Barkley (1995, p53) believes that, ‘ADHBvolves an impairment in the
ability of the individual to inhibit responses titugitions or events.” At this juncture it
should be noted that an overlap may exist with ftittiSpectrum Disorder. Barkley
(1995, p53) considers people with ADHD to have@bfem with self-control and as a
result suggests that a more appropriate label F@ tondition is the term
developmental disorder of self-control (DDSC). Samerged from new research that
suggested that the front part of the brain is oaetive in those who have ADHD.
Barkley (1995, p54) suggests that this frontal péthe brain is directly related to the
ability to inhibit our behaviour and it gives usrqaowers of self-control. As a result
this will contradict the view that a person’s uplging or environment is largely
responsible for their potential to display contrdi.also would appear to select only
impulsivity from the three descriptor terms thae arsed to define ADHD in the

DSM-IV test (1994).

More recently, and contrary to the inhibition hypedis, Scheres et al. (2001, p347)
have identified that ADHD could be, ‘a manifestataf an underlying self-regulatory
defect.” Douglas (1999) as cited in Scheres e(24001, p347) defines this as ‘a
failure to allocate adequate effort to meet taskaleds.” This may be viewed by
some as a choice which has been exercised as abfmae inability and Scheres et
al. (2001, p347) describe this deficit in perforqitasks as a ‘nonoptimal energetic

state’.

Different subtypes of ADHD have also recently béefined and perhaps this caters

more adequately for people who display differenarebteristics of the condition.



The Amen Clinic for Behavioural Medicine (2001) miiies five subtypes and labels
them as: AD/HD combined type, AD/HD primarily inattive subtype, Overfocused
ADD, Temporal lobe ADD and Limbic ADD. The AD/HDombined type will
present symptoms of both inattention and hyperdgtimpulsivity while AD/HD
primarily inattentive subtype, along with inattemtj will also display characteristics
of boredom and decreased motivation. Children v@dtlerfocused ADD will have
difficulty in varying attention and changing task$emporal lobe ADD, along with
inattention and/or hyperactivity impulsivity, wildisplay characteristics of mood
instability, aggression and some paranoia. In LandbD there will be negativity,
depression, sleep problems, low energy and lowestdfem, as well as inattention

and/or hyperactivity impulsivity.

Recent research literature indicates that many rtainges still exist in defining
ADHD. In spite of differing views, however, Charmat al. (2001, p33), state that
generally researchers, ‘agree on the basic prenfhiae a primary inhibitory

impairment underlies the behavioural and socidiadifties that characterize ADHD.’

1.3 How ADHD is caused

There has been much speculation and debate orctiled aauses of ADHD, some of
which were mentioned briefly in the previous settioMany parents are led to
believe that a child’'s environment or nurture idbtame, and that they have, in some
way, failed their children. Barkley (1995, p65emdifies this notion as a fallacy by
informing parents that, ‘Your child was born withig problem; it is through no fault

of his own ...you should neither assign blame to gelimor accept it from others.’



Cooper and Shea (1998, p36) however, appear tevieethat environmental factors
have a bearing on the outcome of the behaviourey Buggest that ADHD is best
viewed from a bio-psycho-social framework which ‘gncerned with the ways in

which biological differences, which may result fromenetic, congenital or

environmental factors, interact with psychologieald social factors and lead to
specific behavioural and emotional outcomes.” @vagnd Shea evidently do not
apportion all the blame to environmental factors ftather suggest that they have a

role to play along with other factors in a childrgediagnosed with ADHD.

Similarly, Barkley (1995, p55) views ADHD as havingultiple contributory factors
and offers some probable causes. One popularytheloout the causes of the
condition is that it is hereditary, a suggestionchiCooper and Shea (1998, p36) also
appear to support. This is endorsed by Green drek €1997, p4), who state that,
‘ADHD is a strongly hereditary condition’. Theyani that children with ADHD are
most likely to have a close relative with similgimgtoms. Green and Chee (1997,

p24) also inform us that siblings have a 30 to d@ent risk of inheriting ADHD.

Other possible causes of ADHD, as identified bykiEar (1995, p56), are brain
damage or abnormal brain development. Barkleyicoes to explain that this
abnormal brain development is most likely to beseauby substances consumed
during pregnancy. Complications during pregnancyelivery may also interfere
with the normal development of the brain. Subtierfs of brain damage may also be
present in a child but Stewart and Olds (1973}itsl in Gelfand et al. (1988, p125),
estimate that only ten percent of referrals fordrggtivity show a clear history of

brain damage.



No single cause for ADHD has been recognised andynmayths certainly exist.
Barkley (1995, p77) admits that we have a lot moréearn about ADHD and its
causes. He concludes, ‘When we fully comprehen@twdauses this disorder,

perhaps we will also discover how to cure it.’

1.4  The diagnosis of ADHD

Casual discussion with parents of children with ADlIright lead one to question
just how ADHD is diagnosed and what means are diseddentifying it. Many
parents appear to be given a prescription for Ritafter a first interview with a
family doctor, and several other doctors seem tahido mention it at all. Gimpel
and Kuhn (2000, p163) conducted a study to try esteblish whether relying solely
on parental views about their offspring would letad an over-diagnosis of the
condition. Instead of relying solely on parentgterviews, they recommend that the
diagnostic criteria from the DSM-IV test from then&rican Psychiatric Association
(1994) be utilised. Gimpel and Kuhn (2000, pl166mment that while medical
practitioners are encouraged to perform a complieignostic evaluation, many fail to
fulfil this obligation in their encounters with pamts suspected of having ADHD. In
concluding, Gimpel and Kuhn (2000, p175) foundtiwipothesis to be true and that
when parental views were taken in isolation theroaer-diagnosis of the condition

resulted.

However, in practice Green and Chee (1997, p6@nat that 90 percent of children
with ADHD can be diagnosed in the doctor's surgbgy simply listening to the

parents. They suggest that this is similar todidgnosis of other medical conditions,



of which the parents will be asked to give a higtoNevertheless Green and Chee
(1997, p3) also recommend that in order to diagtleseondition accurately the child
should present with at least six out of the nif@adilt behaviours referred to in the

DSM-IV (1994).

Green and Chee (1997, p60) also advise that, ‘tteer® one definitive test for
ADHD." In fact the two authors assess children ADHD in two very different
ways, with one preferring to use questionnairegative testing and a history of the
subject, while the other concentrates on the ptatien of the child and the reports of
teachers. Although they differ in this respecgyttacknowledge that it is not the
individual diagnostic method, but rather the pesitiesponse to the intervention that

is important.

Similarly, Connor (1997, p19) warns that if a diagis of ADHD is being made then
one must gather observations about the child’stioning in a range of settings and
on a variety of tasks. He advises that attentiwels can be linked to both intrinsic
and extrinsic influences and that therefore carerequired before attributing
difficulties of deficits in attention. It is alsonportant that a child who is simply
inattentive or has some other learning difficulsynot misdiagnosed with ADHD.
Pellegrini and Landers-Pott (1996, p29) claim thaattentive behaviour or
hyperactivity should, in many circumstances, be@eed as, ‘simple misbehaviour

or other learning difficulties’ and should not alygabe viewed as ADHD.

Emerging from the literature are many of the comifies that medical practitioners,

educationalists and parents will confront in thagtiosis of ADHD. There does not



appear to be a uniform approach that is adopteallpput perhaps this is acceptable
as no two children with ADHD will be exactly thensa. Care must also be taken so
that the child is not misdiagnosed or even tredimd ADHD when they are

experiencing another condition.

1.5 ADHD and associated comorbities
It is viewed that ADHD does not always exist beltsand a child with a diagnosis of
this state may also have been diagnosed with, fégrsistom, some other connected

disability or disorder.

Kadesjo and Gillberg (2001, p487) put forward th@yr hypothesis is that ADHD is
associated with major comorbid problems in a majodf all cases, and that,
therefore, “pure ADHD?”, i.e. the type of ADHD mostten referred to in systematic
studies of the disorder, may be an atypical variamhey advise that future studies
regarding children with ADHD should address the lghange of comorbities or
associated conditions. Hutchinson et al. (20082p2lso agree and assert that it is

common for hyperactivity to appear comorbidly watier conditions.

Green and Chee (1997, p39) are much more modestein estimation of the
existence of comorbid conditions with ADHD. Theayggest that just over half of
those with ADHD will have an associated conditidrhey do, however, acknowledge
that the occurrence of ADHD will greatly increasee tpossibility of a comorbid

condition.
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The most frequently occurring comorbid conditionti®ught to be Oppositional
Defiant Disorder (ODD), which Green and Chee (19889) suggest exists in 40 to
60 percent of ADHD cases. Other conditions that eéso be present include
Conduct Disorder, Depression, Tics and Touretted®me, the ‘Clumsy Child

Syndrome’, Obsessive Compulsive Disorder and Biplglanic Depressive Disorder.
Each one in turn will present further problems &y child with ADHD. It is

important to remember that specific learning diffiees, such as dyslexia, may also

be present.

Comorbid conditions associated with ADHD will almaertainly have effects in the
classroom and the conjecture about “pure ADHD” tisaimade by Kadesjo and
Gillberg (2001, p487) must be carefully considere@reen and Chee (1997, p52)
further endorse this by expressing that, ‘The failto see the association between
ADHD and these comorbid conditions remains onehef most frequent causes of

misunderstanding and incorrect treatment.’

1.6 Interventions in managing ADHD children
In this section several differing interventions IMaeé considered under the following
sub sections:
* 1.6.1 Medication
« 1.6.2 Behaviour management strategies
* 1.6.3 Diet
« 1.6.4 EEG Biofeedback
This list is by no means exhaustive or definitivel aimply consists of some of the

main interventions that have been recently reviewwdierature.
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1.6.1 Medication

From an educational perspective there is usuatiytdd contact with the intervention
of a particular medication to treat children witbKAD. Some teachers may be asked
to administer a tablet at lunchtime under the dioes of the child’s parents, but
generally it is not a teacher’s responsibility. s8hool psychologist or a clinical
medical officer may be more involved as they liagth parents, teachers and medical

staff in order to assist a diagnosis and find &t Imeans of treating the condition.

Many parents and teachers alike have seriouslytiQques the use of any form of
medication, such as the drug Methylphenidate, daliRi as it is more commonly
referred to, as a means of treating children wibH®. One concern is that, while
the immediate effects are generally favourable, |dsting effects are unknown.
Taylor (1994), as cited in Prior (1997, p22), veitkis anxiety and warns that there is
a lack of, ‘empirical evidence regarding long tguaychological effects, beneficial or
otherwise.” Parents may also fear that their chiidwill become addicted to the
medication, or fall into drug or solvent abuse.e@r and Chee (1997, p130) are quick
to dispel these fears and reassure their read&trshidre is no evidence to suggest that
either side effect is a reality. Rather, Green &me (1997, p134) appear to be
strong advocates for the use of a stimulant maditaand maintain that, ‘Any
professional who questions the use of stimulan®&DiD must be viewed as out of

touch with modern research literature.’

However, they are careful to point out to theirders that side effects do exist and

categorise some of the risks as including ‘Tics dralirette’ syndrome, sleep

problems, rebound behaviour, growth retardation haddache or stomach ache.

12



They also warn that the child may become withdrateasful, upset, ill-at-ease or
even too focused. Holowenko (1999, p53) warns Wiate some children may not
respond at all, some may actually deteriorate acolme depressed. A child
experiencing any of these side effects has thenpateto alter the classroom
environment and climate. In spite of this, Greed &€hee (1997, p134) outweigh
these possible side effects of stimulant drugsstating that they are now, ‘accepted

as the single most effective form of therapy.’

In contrast, Holowenko (1999, p55) argues that,dMation should not be used as the
initial or sole treatment strategy for the manageinté AD/HD.” Holowenko agrees

with Green and Chee to some extent, however, andeces that there are many
benefits to be gained from the prescription of Ritasuch as better attention and
reduced distractibility. Additionally, Holowenkd 499, p53) states that medication
may indeed, ‘provide a window of opportunity forefl teaching to take place.” If

medication is utilised as a means of treating ADiHEN it might have the potential to

contribute to a child’s ability to play a positivele in the teaching and learning
environment. However, it is suggested that the afsthis medication is only one

aspect of managing the child with ADHD and carefohsideration should also be
given to other management strategies. Lovey (1998) also agrees with Holowenko
(1999, p55) and advises, ‘The carefully planneérir@ntion of the teacher, and co-
operation between home and school in creating d&acture and boundaries can
mean that the medication is just a temporary suppaorin some cases is not needed

at all.’
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1.6.2 Behaviour management strategies

If Ritalin is not to be administrated, then wha¢ &ne other management strategies
available to both parents and teachers? Lovey81830) advises that a child with
ADHD should be viewed in the same light as anydhilith special educational
needs, whose education requires being catered fam individual way. She suggests
various ideas and strategies for managing a chilth vADHD. Classroom
observation is recommended as a means of estalgishe main area of concern.
Once this has been identified, targets can be aeiniproving the unacceptable
behaviour. Clarke (1999, p44) advocates obsenvaimd note taking as important
tools in behaviour intervention and modificatioBareful monitoring is then required
and Lovey (1998, p35) advises that a form of revsnoluld be given to the child for
improving their behaviour. If, on the other hanithe behaviour shows no
improvement after two phases of the behaviour niatibn, then the child will need
to be reassessed. Robards (1994), as cited imglsbel Kjellman (1999, p371),
additionally recommends, for the successful assessof a child, a multidisciplinary
approach which directly includes the significanople in that child’s life, with ‘day-

to-day management and support.’

Such techniques, as employed by Lovey (1998), acarclassified as behaviour
modification techniques, which can be utilised biotthe home and in the classroom.
For the purposes of this study references will laelento the use of such a Behaviour
Management Strategy in the classroom. There #eridg techniques in behaviour
modification and Gelfand et al. (1988, p133) sugdleat the three most frequently
used include a positive reinforcement for on-taskdviour, a response cost (loss of

reinforcement) for inappropriate behaviours andgndive behaviour modification,
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which emphasises self-control, and self-reinforcaimeSimilarly, Smith and Cooper
(1996, p4) suggest that a behavioural approachimiblve ‘identifying appropriate
forms of rewards and sanctions and specifying iddia programmes or ‘contracts’.’
Behaviour management programmes including T.E.AlE.©r P.E.C.SAppendix

2) can be helpfully implemented in the classroond waill be considered in further
detail in the next chapter. The remainder of Hastion aims to explore some of the

differing techniques that may be applied in behavimodification.

Firstly, positive reinforcement will be considereirkett (1998, p27) believes that
this approach is worth consideration and statds fasitive intervention must surely

lead the pupil towards positive behaviour.” Peghape of the most fundamental
practices is to create a positive learning envirentn Holowenko (1999, p34)

suggests many different strategies that can beopuse in the classroom in order to
effectively manage a child with ADHD. In organigithe classroom the main aim as
described by Holowenko (1999, p34) will be to, fpland prepare a supportive
learning environment that will enable an AD/HD chib feel comfortable, valued and
understood.” This principle could also form thesisabf good practice for all children.

Holowenko continues to describe practical arranggmevhich can assist in the
management of a child with ADHD, for example, fakatale seating arrangements,

targets and rewards.

Castelijns (1996, p23), who was involved in a stodythe subject of how teachers
can help easily distracted children become morentawe, perceived ‘responsive
instruction’ as a key concept in management styMest of the work took place with

young children of a kindergarten age and Casteli{h896, p31) found that,
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‘...Interactions in which the teacher frequently dbadjes reflection on work, gives
positive feedback and offers implicit affective popt [were] sufficient for enhancing

attention for work in young children’.

Secondly, let us turn our attention to the consegeg of unacceptable behaviour.
Cowin et al. (1991, p129) state that, ‘We all leltom the consequences of our acts.’
If pain or loss comes as a result of our actioes tihis more likely that we will try to
avoid this end product. Similarly, if pleasureti® gain and we are consistently
rewarded for a particular action then we will berenbkely to repeat this behaviour.
McNamara (1999, pl7) acknowledges that this urekerthe whole concept of
behaviour modification and suggests that it issédgzhon the assumption that pupil
behaviour is substantially determined by its conseges.” Consequences, penalties

or response cost may include the loss of rewargsivieges.

Tactical ignoring is often used as a technique tfeating undesired behaviour,
especially with pupils who are seeking attentionairdisruptive manner from the
teacher. Rogers (1991, p49) advocates that mirgymlcontact and verbal direction
should be employed and that the student shouldviea gositive reinforcement when
they are back on task. Westwood (1993, p52) recemaisithat over-active behaviour
should be ignored. Boyle (1990), as cited in Wesidv(1993, p52), suggests, ‘Where
this is not possible, time out, removal of the d@litbm the positive reinforcement, has
been shown to be effective in reducing hyperagtiviReprimands may also need to

be employed as a means of managing undesirableibara
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Thirdly, let us consider a cognitive behaviour nficdtion technique which

emphasises self-control and self-reinforcemente ¢hild will be encouraged to be
reflective about their responses to particularagituns with the intention of the child

teaching him or herself to step back from a sibratind be responsible for his or her
own actions. This appears a good idea, but intipeaGreen and Chee (1997, p116)
found the results very disappointing. They sugdbat this may be due to the
impulsivity of young children which prevents therorh being able to think through a

situation before acting.

These three management approaches to behavio@ppdlar to have merits and
should have fewer side effects than medication.wél@r, Green and Chee (1997,
p81) discuss some difficulties that may arise fehiéd with ADHD involved in such
a Behaviour Management Strategy. For it to becéffe they propose that a child
will need to listen, plan ahead, remember, consatet also be motivated. They
recognise that a child with ADHD will have greafffidulty in adhering to this
sequence of commands and may even forget somermf tihey believe instead that
clear communication, simple instructions, and alsmanber of important rules with
regular and repeated rewards will bear the besttsesTripp and Alsop (2001, p696),
who were involved in a study to try and identifynsiivity to reward delay in
children with ADHD found that, ‘Preference for imdiate reward appears to be a

characteristic of children with ADHD’.

Another difficulty with a Behaviour Management $¢gy will be evaluating how

effective it actually is. Filbin et al. (1996), eged in Wise (2000, p23), state that a

behaviour plan is successful only when,
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‘i) The student maintains the desired behaviour aveeriod of time.

i) The student demonstrates the ability to selfartar and correct their behaviour
when necessary.

iii) The student is able to demonstrate the dediadshviour across environments and
with different people.’

The individual perceptions of those closely invalveith a particular child with
ADHD will vary and it would be very difficult to gage exactly how effective such a

Behaviour Management Strategy has been.

1.6.3 Diet

Diet has been previously mentioned in the sectigploging the history of the
condition ADHD (section 1.1), where it was statkdttFeingold’s theory was quickly
dismissed in the 1970s. Although it has largelgrbproven to be ineffective with
hyperactive children, this may not be strictly tru&/estwood (1993, p52) claims that
some parents have found the Feingold diet veryfllelpGreen and Chee (1997,
pl123) have also noted that, in a minority of ADHBildren, the consumption of
certain foods may make their behaviour more actiVhese foods include chocolate
or substances containing artificial colourings. r Boparent who is reluctant to use
medication the careful monitoring of their childlget may help alleviate some of the

symptoms of ADHD.

An overgrowth of yeast may also be a contributagtdr of attention deficit and
hyperactivity with some children. This build up yéast may occur as a result of
repeated prescriptions of antibiotics. As the ydéesds on sugar, a child who may

have an overgrowth of yeast will display symptonissigar addiction. Sheppard
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(2001) states that, ‘Getting the yeast under comty be a major step in recovering

from ADD/ADHD.’

1.6.4 EEG Biofeedback

EEG Biofeedback or Neurofeedback is an interventiirch seeks to teach children
how to increase the electrical activity in theiaibs. If this activity can be increased
then the symptoms of ADHD may potentially be curethe process involves the
pupil training him or herself to increase the braaiivity associated with sustaining
attention by learning through mental exercisesil@rly they will train themselves to

decrease the brain activity associated with insitteness. Barkley (1995, p62) quite
sceptically admits that it can take a lot of tinmel @lso money to enrol a child in this
type of programme. He concludes his exploratiorthid type of intervention by

stating that, ‘although we cannot rule out the pmlty that EEG biofeedback

training might be of some benefit, we cannot coasitl a scientifically established

effective treatment.’

More recently and alternatively, Robbins (2000, Pl&ppears to be convinced that
neurofeedback, which seeks to teach children hawcd®ase the electrical activity in
their brains, is the way forward. He states, “®Eifects of neurofeedback are not
subtle. They are extremely robust. There is mgthio compare it to. Yet
neurofeedback is neither miracle nor panaceas stience.” Controversy surrounds
this relatively new form of management strategy amticates that further research

and enquiry is necessary.
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In this section some of the various methods oftimgagADHD have been discussed.
Difficulties arise in distinguishing how effectieme of them are, especially in the
long term. Holowenko (1999, p31) has suggestetl dheombination of different
strategies will be most effective in managing dccith ADHD. This is endorsed
further with the statement, ‘It is really a mattérdefining the problem, the behaviour
and the situations in which the problems occur, #mgh looking at a repertoire of
interventions.” Each child is individual and histeer difficulties will be specific. It
is important to consider each case separately aakk ndecisions on an informed

basis. These will need to be reviewed regularlglbparties involved with the child.

Having established the focus of this study, andrébevant areas of concern, it will
now be necessary to explore some of the specifervantion strategies in further
detail. It will be essential to examine the bebavimanagement strategies available
to schools, in order to manage children with ADHDtlhe most effective manner.

This will now be addressed in chapter two.
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Interventions

The literature review endeavoured to give an oesvwof the whole area of ADHD, to
set the context for considering how ADHD childrempact upon the educational and
behavioural climate of the mainstream classroom alsd the implications for
education in managing these pupils. Various imetions for the condition and the
effectiveness of a range of strategies were digcubsiefly in the previous chapter.
This chapter will explore some of these intervamdian further detail, and in
particular the behaviour management strategiesladlai to schools in order to

manage children with ADHD in the most effective man

It is the duty of each school to manage childreth\vany type of special educational
needs or learning difficulty in the most effectiveanner possible. This is to ensure
that each child has direct access to the curricidnoh is offered opportunities in an
equal way to his or her peers. Research underthikederrell and Tymns (2001,
p53) has shown that children with ADHD frequentbhi@ve lower grades than their
peers. Behavioural problems, as well as specdarning disabilities, are to be
managed with the best interests of the child beagefully considered so that the
outcome of their education is favourable. DENlesta the Code of Practice (1996,
p2) that, ‘the needs of all pupils who may expereetearning difficulties during their
school careers must be addressed’. They alsoeathas the needs of most children
should be met in the mainstream classroom. Thsemaorsed by the Department of
Education (2001, p96) in a booklet entitled ‘PastdCare in Schools: Promoting

Positive Behaviour’ which specifies that even wheadication is prescribed to a
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child with ADHD the procedures outlined in the CaafePractice still apply and that

these children should be provided for in mainstreahools.

Acknowledging that children with special educationaeds, such as the condition
ADHD, need to be provided for in the mainstreansstaom, it is therefore the task
of the school to cater for these pupils and marthgen in the most effective way
possible. This is, of course, assuming that cérdwith ADHD require a different

type of management from a “normal” mainstream pupithe class. Perhaps it is
merely a perceived notion that the presence ofldml with ADHD impacts upon the
educational and behavioural climate of the clagsrodt is hoped that through the
research element of this dissertation some indicatif the level of impact, if any,

will be revealed. However, for the remainder as thection it will be assumed that
the impact of children with ADHD in the classroos such that they need to be

catered for in a special way.

So with this perceived notion, it is now proposeddok at some of the strategies
available to teachers for managing the conditiorH8D There are various types of
interventions, with perhaps the use of medicatieimdgp most commonly recognised.
It is probably also the most controversial, as mpasents and teachers believe the
intention is to sedate a child just to make thediwof everyone else easier. Those
teachers, however, who have witnessed children WidiD in their class both on
and off medication, are invariably amazed at thiéeinces in concentration and
behaviour. The use of medication is, of coursge@sion made by the child’s parents
or guardians and while a teacher may be requiredffey an opinion it is really a

medical intervention and not an educational oneowéler, the effects of the
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medication have serious implications for the manegyg of a child in the classroom.
Green and Chee (1997, pl129) in discussing the ikenef using a stimulant
medication for ADHD state that it can, ‘...reducetlessness, keep the child focused
on a task, improve classroom productivity, increask-monitoring and accuracy.’
Holowenko (1999, p53) also reports that betternéitie and reduced distractibility
can be the outward signs of a child taking medicatior ADHD. If such an
intervention is to be utilised and improvementsamcentration are achieved then one
would expect that the management of the child i ¢lassroom would become much
less of a problem and perhaps not even an issalé abn the other hand Holowenko
(1999, p53) additionally warns that while some di@h may not respond to
medication at all, some may actually be worse @ndvwecome depressed. Green and
Chee (1997, p133), who largely advocate the usgimiulant medication, also admit
to a possible side effect where the child can becorer focused and appear to be
‘spaced out’. A child experiencing some or indeed of these possible side effects
has the potential to alter the classroom enviroriraed climate and perhaps make the

management of this particular child even more clitti than without medication.

Aside from medication, many alternative intervensioexist in the treatment of
children with ADHD. Several different diets anatapies have been tried and tested
with varying levels of success. Some of theserwetgions include social skills
training, sensory integration, occupational theragatking cures, developmental
optometry, multivitamins and zinc, natural medisineneurone entrapment, the
Feingold diet and exclusion diets. Many differingws exist as to the most effective
means of managing a child with ADHD and researgberhiaps, more than ever, now

breaking new ground in the assimilation of inteti@mms. However, from an
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educational perspective the focus of this dissertaand the remainder of the chapter
will concentrate on strategies that can be usethenclassroom, that is, behaviour

management strategies.

There are many differing techniques in behavioudification. Gelfand et al. (1988,
p133) suggest that the three most frequently useldde a positive reinforcement for
on-task behaviour, a response cost (loss of reiafoent) for inappropriate
behaviours and a cognitive behaviour modificatimjch emphasises self-control,
and self-reinforcement. Each of these techniquiisnaw be examined in further
detail with respect to their possible effectiveniesthe classroom as a tool to manage

children with ADHD.

2.1 Positive Reinforcement

This technique of behavioural management focusesapty on the promotion of
good behaviour, which is positively and consisterginforced. Cheesman and Watts
(1985, p6) suggest that a ‘positive’ approach iaceoned with ‘...encouraging a
child to do something rather than on instructing him ¢op doing something.’
Teachers are advised to look out for acceptablewetr and praise the children
when they are conducting themselves in this mannEne Inspectorate appear to
commend a school that adopts this positive appraachin the booklet ‘Evaluating
Schools’ the Education and Training Inspectorat@98l p4) describe a positive
school ethos as one in which the pupils’ confideswte self-esteem are promoted and

pupils are encouraged to value one another.
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The adoption of a positive approach towards behavi® clearly being encouraged
and promoted actively by the Department of Educatio Many schools are
implementing these directives and creating or revgidiscipline and behaviour
policies with regard to a positive outlook. Tharh of behaviour modification is
viewed as being effective in managing a range @ilpuvho tend to be disruptive.
Given the potential importance of a positive apphofor a child with ADHD, this

approach will now be examined more closely.

Westwood (1993, p52) appears to advocate posigugarcement and states that,
‘The hyperactive child’'s on-task behaviour, attentito work, completion of

assignments, reduction of disruptive outbursts, reded to be reinforced and
rewarded.” It should follow that the child becommsre productive and perhaps able
to apply him or herself in a much more efficientwa his or her education. Rewards
can be used very successfully to encourage chilttsenontinue behaving in an

appropriate way. Green and Chee (1997, p87) peofiad, ‘the secret of behaviour
modification is to reinforce with small, frequerdwards.” These rewards may take

the form of praise, enthusiasm, stars, stampsngKeod or a special privilege.

Generally all children should prosper in a posigironment where encouragement
is fostered, but those with ADHD, who may alreadydlow self-esteem, will tend to
need more encouragement than their peers. THhistier endorsed by Holowenko
(1999, p43) who states that, ‘Children with AD/H&spond well to a caring attitude
of their educators and will thrive as a result.’reén and Chee (1997, p186) also
appear to support this nurturing of self-esteemrasdmmend that we must move the

focus from what children cannot do to what they. c&ircle Time in the classroom
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may be a means of fostering positive attitudesrasdect, not only for themselves but

also for other class members.

This positive approach may be perfectly acceptdienost teachers to implement in
a classroom but perhaps some struggle with howpe evith unacceptable behaviour
when it occurs. Westwood (1993, p52) suggests thiabehaviours should be
ignored where possible, or at least played downimportance. Failing this,
Westwood recommends that time out or the removathef child from positive
reinforcement has been shown to be effective inaed) hyperactivity. This leads us

to the next technique of behavioural managemesgpanse cost.

2.2 Response Cost

Response cost, as the name suggests, focusedsrectaadtion being taken as a result
of unacceptable behaviour. This usually costs ghpil something in terms of a

punishment, such as the loss of a privilege or dvétval from certain activities.

Cowin et al. (1991, p129) suggest that as opposdrking viewed as a punishment
the consequence should be logical and relatedetonisbehaviour. It should imply

no element of moral judgement, be concerned witlaréu behaviour and permit

choice. McNamara (1999, p20) advises that the emprence should have been
decided at an earlier stage with the pupil and atht@red as a specific result of
certain behaviour. He continues to suggest thahiwg cues, private reprimands,
public reprimands or time out can be utilised dffedy to deal with unacceptable

behaviour. Care must be exercised when each melerdployed, especially when a

public reprimand is administered.
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Time out is an effective technique which can beciicad when the behaviour of the
ADHD child has become unacceptable. It can be usestmove a child from a
situation where they have an audience and arevingea lot of attention. The child
may leave the room and go to another one, sit éntitihe-out chair, go to a quiet
corner or withdraw to some other place where theyia isolation for a period of
time. Green and Chee (1997, p85) suggest thattinhe out period should be
approximately one minute for each year of life. isTtechnique can be used very
successfully in the classroom, especially if thédctvith ADHD is angry or enjoys
playing to an audience. Green and Chee (1997, @8%)nue to advise that once the

time out period is over then they should start mgath a completely clean slate.

Whatever consequence is applied to a situatios useful to note that the technique
of response cost is perhaps most optimally usedomunction with a positive
reinforcement strategy, where hopefully positivieimention will be employed in the

majority of cases.

2.3 Cognitive Behaviour Modification

This approach centres on self-control and selffoecement, where a child is
encouraged to be reflective about his or her resgomo particular situations. The
intention of this approach is to teach the childr&n him or herself to step back from
a situation and be responsible for his or her oatioas. Westwood (1993, p53)
describes cognitive behaviour management as tlhe lobing, ‘taught to control his or
her own responses and behaviour by strategies asickerbal rehearsal or verbal

regulation.’
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This method has been used very successfully witlstauchildren and behaviour
management programmes, such as T.E.A.C.C.H. andCB.E@ppendix 2),
encourage and promote this type of analytical bieliav Some of the specific
instructions given to teachers using the T.E.A.8.Qrogramme include keeping the
school day very structured and organised. Reipfoents are to be used liberally in
the beginning of a programme and then more intéentily as time goes on so that the
child does not know when he or she will actually geeward for compliance. It is
important for the teacher to always have the atieraf the child before giving very
clear and brief instructions. Only the requiredtenals for a particular activity
should be available so that the child cannot becdisteacted with other equipment.
These instructions and indeed this whole approasie lworked very efficiently with
autistic children and potentially some of thesdateégues could helpfully be extended

to children with ADHD.

On the other hand, Green and Chee (1997, p116) foanel that with children who
have ADHD, the results of a cognitive behaviouatgtgy have been disappointing.
They elucidate this point by saying that it is vehfficult, especially for young

children with ADHD, to think through a situationfbee they act.

2.4  Additional Strategies

Some researchers have identified other strategigsnéerventions which can be used
by classroom teachers to assist in the managenhehildren with ADHD. Lovey
(1998, p31) states that, ‘The carefully planne@mention of the teacher, and co-
operation between school and home in creating deacture and boundaries can

mean that the medication is just a temporary suppaorin some cases is not needed
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at all.” Holowenko (1999, p34) suggests that thganisation of the classroom can
play a vital role in enabling children with ADHD teel comfortable, valued and
understood. Having a structured routine, settipguuiet area for the children with
ADHD, carefully selecting where they will sit, keeg their working area free from
clutter, motivating and stimulating them in lessonsanaging their behaviour by
using targets, helping them acquire social skiltel docusing on their positive
attributes are but a few of the recommendationsentad Holowenko. Green and
Chee (1997, p82) also advise that children with ADlkave a much greater need for
routine, structure and consistency in their livé$is may mean that a supply teacher,
visitors to the classroom or a school trip couldsetptheir equilibrium. They

summarise by stating, ‘If you want peace, keemtdine.’

It is clear, at this point, that each of the tegeis considered has its own merits and
limitations.  Westwood (1993, p53) explains thatedto the likelihood of
hyperactivity being caused by different factorgndividuals, it is not unexpected to
find that different forms of treatment are recomuheth It is important to remember
that no two situations will be the same and in thiay it will be more difficult to
arrive at a solution, or indeed a method to marhgeDHD child in the mainstream
classroom. Similarly, Cheesman and Watts (198%) géate that, ‘There is no one
‘right solution’ to all problems of a certain typéqually there is no one ‘right way’
to arrive at a solution to a problem. Problems swidtions are as many and varied as

the people who are part of them.’

In exploring some of the behaviour modificationheicjues in this chapter it has

emerged that there are a variety of methods foragiag children with ADHD.
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Against this background, chapter three turns tohoulogical considerations that
will underpin the research in this dissertatioroidDHD’s impact and management

in the classroom.
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Methodology and Rationale

The research element of this project concerns Hmvpresence of children with
ADHD impacts upon the educational and behaviout@mhate of the mainstream
classroom. It also focuses on the effectiveness @nge of strategies in managing
children diagnosed with ADHD in the classroom. Thethods undertaken in order to

attend to these queries will now be explained is ¢hapter.

The research in this study was completed usingapproaches for data collection —
firstly a survey method using questionnaires arabisgly the employment of semi-
structured interviews. It was anticipated thathwihe use of closed and open
guestions in the questionnaire and also throughs#mi-structured interviews that
both quantitative and qualitative research dataldvbe obtained. Coolican (1999,
p4l) explains the difference by stating that queation means, ‘...to measure on
some numerical basis...whenever we count we quantiBy contrast, a qualitative
approach, ‘...emphasises meanings, experiences (ofterbally described),

descriptions and so on.” In this way the reseandduld initially be largely

guantitative using a survey method of questionsaireThe research would then
progress to a sequential triangulation methodctirdinked to the results of the first
method, with the employment of qualitative researsimg semi-structured interviews
drawing on several information sources. It was etgek that through the use of a
triangular approach the inadequacies of simply egipy one method would be
minimised and the quality of the research wouldeb&anced. Craft (2000, p75)

advocates this by stating that, ‘Using more thae source of information and more
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than one data collection method and being systemaatl careful in your evaluation

will help to ensure that your findings are credible

These research methods were chosen as they wesde@d to be the most
appropriate and effective way to gain an overviewd also a more in-depth and
descriptive account of the difficulty in managingldren with ADHD. They seemed
more appropriate in a study of this size than adteve methods such as case studies

or ethnographic research.

3.1 A Survey Method - Questionnaires

Wilson and McLean (1994), as cited in Cohen et (@000, p245) state that, ‘The
questionnaire is a widely used and useful instrumf collecting survey
information, providing structured, often numeridalta, being able to be administered
without the presence of the researcher, and ogarglctomparatively straightforward
to analyze’. Blaxter et al. (1996, p159) also &@pde view the questionnaire as one

of the most widely used techniques for research.

The questionnaireAppendix 3) utilised for the purposes of this research cdugd
described as semi-structured as it relies on a rumabclosed questions as well as
more open ones that do not restrict answers. nsists of thirty questions, divided
into nine sections. The first section elicidackground information, such as how
many years ago the recipient qualified. Five diogeestions are asked which require
a tick in the appropriate box. The second seatioischool provision encompasses
four closed questions and one open one at the anpebple to elaborate if further

detail is relevant. The third section consiststwbd closed questions onow the
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diagnosis of ADHD has been made. The first question in the fourth section of the
guestionnaire, addressirige impact of ADHD in the classroom, uses a five point
Likert Scale to establish the level of disrupti@used by a child with ADHD. The
remaining three questions in the section commentearclosed ‘yes’ or ‘no’ answer
and then continue with an open section which isvitiee recipient to offer their
comments and opinions. The fifth section medical interventions contains four
closed guestions and one open one. Section saftemative interventions consists
of two closed and one open question. Section sewbith addressebehaviour
management strategies, again contains two closed and one open quesfipport is
addressed in section eight and the first quest®es wa five point Likert Scale to
establish what level of support the class teacketsfthey have received from
different parties. This section on support alsotams an additional closed and open
guestion. Theoncluding section of the questionnaire contains an open question and

supplementary space for any further comments thetipient might want to make.

Craft (2000, p98) declares that the success oftigmesires is dependent upon
careful design and presentation and that the usidfefent types of questions should
be employed. The assortment of closed, open awdnabre reflective questions was
chosen so that some structured quantitative datddwme provided but also through
the more open and reflective questions it was gaied that descriptions,

experiences and opinions would result in a qualgaapproach.

Before the questionnaires were distributed copiesewiloted with fourteen teachers.

The majority of these teachers worked in the reseaits school and represented a

wide range of experience. The SENCO (Special Boutw Needs Coordinator) as
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well as the special needs teacher in this schaml eampleted a questionnaire. Two
additional teachers outside this particular schaere also asked to pilot the
guestionnaire. This piloting was undertaken follayvthe advice of Bell (1993, p84)
who states that, ‘All data-gathering instrumentsusth be piloted to test how long it
takes recipients to complete them, to check thajuastions and instructions are clear
and to enable you to remove any items which doy/meid usable data.” Following the
piloting, question sixteen, which previously coteis of a simple ‘yes’ or ‘no’
answer, was changed to allow some space for thgigats to explain their answer.
Question twenty-four was on a separate page frarpthvious two questions in the
same section and this was deemed to be a littlusimig, so a change was made in
the format of the questionnaire and this questias then situated on the same page
as the other questions in the section. It emefgaa the piloting that all other
guestions and instructions seemed to be clear. gUkstionnaire took an average of

fifteen to twenty minutes for the pilot group tonaplete.

Eighty questionnaires were posted to a random saofgchools in the North Eastern
Education and Library Board. From a practical pecsive it would not have been
feasible to have hand delivered each questionnditewever the principal of each
school was contacted by telephone beforehand ier dodgain permission and also to
establish if any teachers in his or her school re@nt experience in managing a
child with ADHD. It was also anticipated that tlaentact would perhaps raise the
possibility of the questionnaire actually being ¢deted and returned. One
guestionnaire was sent to each consenting schdblavcover letter to the principal
detailing the content of the questionnaire andagggroximate time that it should take

for a member of staff to complete it. A self-adséed and stamped envelope was also
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sent with the questionnaire with the anticipatibatta larger percentage might be

returned.

3.2 Semi-structured Interviews

Due to the outcomes of some questionnaires it veasldd that further clarification
and investigation would be required with regarcdséone of the issues raised. Craft
(2000, p103) states that, ‘Interviewing can giveawteeper knowledge of attitudes, as
it allows us to probe, to follow-up and to check parceptions with the responder in
a way that questionnaires cannot.” In additionthis, Sharp and Howard (1996,
pl47) also view the interview as, ‘...providing highyiality information that is freer

from bias than many other methods available’.

On the last page of the questionnaire recipient®wasked, on a voluntary basis, to
give their name and the name of their school. TWese advised that if they wanted
the questionnaire to remain completely confiderdiadl private then they should not
fill in these details. However a small selectidrttmse who did fill out these details
were contacted and asked if they would participatea semi-structured interview.
For convenience the selection of recipients wasrtdkom schools in the researcher’s
local area. The selection was also based on theeaas which had been given on the
guestionnaires, so that a range of differing idmas perspectives would be achieved
through the interviews. The interviews sought larify and expand upon issues
emerging from the questionnaire. These issuesded the actual impact of children
with ADHD in the classroom as well as the most @ffe strategies which can be

employed in order to manage such pupils. In amditio the two main issues,
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background information was also sought from thehees as to their experience with

ADHD children and also general background inforeratbout their school.

A selection of questionAppendix 4) was addressed to the participants, comprising
of three teachers (one of whom was a SENCO and #dso SEN teacher).
Furthermore, an interview was also held with thacational psychologist from the
researcher’s school, in order to gain a differing nmaybe even a comparable
perspective. In this way, triangular methods akeerch would be implemented with
the use of questionnaires, semi-structured intesvi®ith teachers and thirdly a semi-
structured interview with an educational psychatbgiThe questions addressed to the
educational psychologist were adapted slightlyiitmnafor a perspective from outside
the classroom. The interviews took approximatetg to ten minutes and time was
also permitted for additional comments that anywished to include. The researcher
travelled to the school of each participant, exdeptthe educational psychologist
who was interviewed in the school of the researcHdre responses were recorded on
tape, with permission, and the researcher alsedatbwn some brief notes at the time

of interview.

3.3 Methods of Analysis

Fifty-eight questionnaires, out of the eighty senschools, were returned and the task
of analysis commenced. Bell (1993, pl27) statest ttaw data taken from
guestionnaires, ‘...need to be recorded, analysedrd@preted. A hundred separate
pieces of interesting information will mean nothitgy a researcher or to a reader
unless they have been placed into categories. Wecanstantly looking for

similarities, for groupings, patterns and itemspafticular significance.” Following
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this advice the returned questionnaires were aedlysthe categories, that is the nine

sections into which the questions had been dividted

The majority of the answers from the closed questiwere tallied, counted and
presented in a percentage form. The two quesionsaining a five point Likert
Scale were also shown as percentages. In soms (@asestions 12, 22 and 25) the
results were presented as the number of respoeses/eéd regarding a particular
enquiry. The more open and reflective questionsewanalysed by looking for
similarities in answers and also for surprisingnwore unusual answers. Once each
section had been analysed it was decided to congmame of the answers with the
amount of experience that a particular teacher h&lestion 25, regarding the
strategies that teachers utilise in order to managehild with ADHD in the
classroom, was analysed again but looking this timesee if the amount of
experience a teacher has contributes to whicheglyahey will employ. This type of
cross-analysis was also used to see if a correlaticsted in question 27, between the
experience of a teacher and their response asdathetthey felt that medication was

more effective than a Behaviour Management Strategy

Once the analysis of the questionnaires had beewpleted the questions for the
semi-structured interviews were prepared and these then performed using the
methods outlined in the previous section. Befayemencing the analysis of the
interviews it was necessary to firstly transcribe tecorded tapes. Riessman (1993,
p56) advises on this lengthy process that researddiuld, *...begin with a rough
transcription, a first draft of the entire interwi¢hat gets the words and other striking

features of the conversation on paper.” Next sloeqeds to recommend that once
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this has been executed then selected portions gleutranscribed again for a more
detailed analysis. This was the method used byebearcher in order to transcribe
the conversations and then begin a comparativeysindbetween the four different
interviews. Similar and differing opinions werete and taken into consideration in

the analysis section of this research document.

The most appropriate methodology for the researa$ selected in order to produce
as full and balanced a study as possible. Theom#s of both research tools, the
guestionnaire and the semi-structured interviewsewamnalysed using the methods

outlined in this chapter. The results of this gs&l follow in chapter four.
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Results and Initial Analysis of Research

As outlined in the preceding chapter the questivanand the semi-structured
interview were chosen as the most appropriate ndstbbresearch for the small scale
study on the how the presence of children with ADidipacts upon the educational
and behavioural climate of the mainstream classranththe effectiveness of a range

of strategies in managing such children.

The analysis of the results and the outcomes df th@ questionnaires and the semi-
structured interviews will be discussed in thisptea The questionnaires will be
addressed first and then the interviews will folloWw is important to appreciate that
the results should be interpreted with some cauéisrthe sample is not representative

of the teaching population as a whole, but rathezrg small section of this body.

4.1 Questionnaires

The questionnaire was distributed to eighty schaold a total of fifty-eight were
returned, a response rate of 72.5%. The recipwsate asked a selection of thirty
guestions which had been split into nine differeattions. The analysis of the

guestionnaires will now take place in these diffiéigections:

Section One — Background Information

This section addressed the following points:
1. The gender of the recipient.
2. The Key Stage currently being taught.

3. The number of years ago that they qualified.
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4. If they are presently teaching a child diagnoseth WDHD.
5. If they have taught a child with ADHD in the preutwo academic years.
The results from the questionnaires on these pamtpresented below (including

Figures 1.1, 1.2 and 1.3):

Figure 1.1 Gender of Sample
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Figure 1.2 Key Stage currently being taught
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Figure 1.3 Number of years qualified

100%
80%
Q
g 60% 48%
3 m % of Sample
— 0f
5 40% B
S 19%
20% —ke%—.
wo W L]
0-5 6-10 11-20 21+

Number of years qualified

The recipients were also asked if they were culyemthave previously taught a child

with ADHD. Exactly half (50%) of the sample sureelywere currently teaching a

child diagnosed with ADHD when they completed tlhiestionnaire. Recipients were

required to have taught a child with ADHD withiretprevious two years if they did

not currently have such a child in their classrommd 67% stated that this was the

case.

In the event that a teacher currently helild with ADHD in their class and

also had previously taught such a child they weked to complete the remainder of

the questionnaire with just one child in mind.

Section Two — School Provision

This section addressed the following points:

1.

2.

Inclusion of ADHD children on the Special Educatibheeds (SEN) register.
The stage of inclusion, if any.

The discipline or behaviour policy of the school.

The provision in the policy for ADHD children, ihg.

The specific provision in the policy.
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81% of the sample indicated that the child with ADWas on the SEN register. 16%
said that the child was not registered and 3%daitegive a response. The different

stages (one to five) of the registered childrenstue@wvn in Figure 2.1.

Figure 2.1 Stage of the child on the SEN Register
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Stage of the child on the SEN Register

The whole of the sample (100%) indicated that thefrool currently had a discipline
or behaviour policy in action. However only 17%licated that this policy made any
provision for children with ADHD. When asked toesffy exactly what provision

had been made most of the comments by teachersekf® the use of a behaviour
plan or a Behaviour Management Strategy. Thisiprav is really quite general to
all cases of behaviour and discipline issues andois specific to children with

ADHD. However one teacher indicated that his argwdicy stated that it recognised
ADHD as a medical condition and that provision waade in the school for the
administration of Ritalin. In addition to this thmolicy also promoted positive

responses and positive approaches to such children.

Section Three — The Diagnosis of ADHD
This section addressed two main points:
1. Teachers’ involvement in helping to diagnose thi&ich

2. Level of involvement.
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Only 24% of the recipients indicated that they l&e&n involved in the process of
helping to diagnose a child with ADHD, while 71%ds¢hey had not been involved
at all and 5% did not respond to the question. [€hel of this involvement is shown

in Figure 3.1.

Figure 3.1 Level of teacher’s involvement

Level of teacher's involvement Number of responses
Initiated the diagnosis by raising concern to parents

Parent expressed concern and asked for advice

Asked by parent to fill out a questionnaire for doctor

Other

N OO

The two responses under the section ‘Other’ bofhrned to concerns raised in

nursery school.

Section Four — The Impact of children with ADHD inthe classroom
This section addressed the following points:

1. The level of disruption caused by the ADHD childainariety of activities.

2. If and how the behaviour of the child affects theessroom atmosphere.

3. If and how other children are affected as a resiulteing in the same class as

the child with ADHD.

4. Responses from other children in the class witlang¢p the ADHD child.
The first question was addressed in the style ifeapoint Likert Scale in order to
establish the level of disruption that is causedthg child with ADHD when
participating in a variety of activities. Figurelighlights the overall results, while
Figures 4.2 to 4.7 show each individual activitydahe levels of disruptiveness as

indicated by the recipients.
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Figure 4.1 Level of disruption caused in a variety

of activities

Not Mild Some Significant  Very No
Level of disruption disruptive  disruption disruption disruption disruptive response
Individual work 19% 10% 37% 17% 15% 2%
Group work 6% 14% 28% 19% 31% 2%
Practical activities 7% 10% 34% 26% 21% 2%
Following class routines 10% 14% 28% 28% 18% 2%
Activities in another location 12% 22% 19% 26% 19% 2%
In the playground 15% 12% 22% 21% 28% 2%

Figure 4.2 Individual work

@ Not disruptive

15% 2% 19%
m Mild disruption
10% O Some disruption
17% O Significant disruption
m Very disruptive
37% @ No response
Figure 4.3 Group work
206 6% @ Not disruptive

\

19%

m Mild disruption

O Some disruption

O Significant disruption
m Very disruptive

@ No response
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Figure 4.4 Practical activities

@ Not disruptive

2% 7%
21% 10% m Mild disruption
q 0 Some disruption
O Significant disruption
26% 34% W Very disruptive
@ No response
Figure 4.5 Following class routines
18% 204 10% @ Not disruptive
14% m Mild disruption
q 0 Some disruption
O Significant disruption
28% W Very disruptive

28%

@ No response

Figure 4.6 Activities in another location

10% 2% 12%

22%

19%

@ Not disruptive

m Mild disruption

0 Some disruption

O Significant disruption
W Very disruptive

@ No response
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Figure 4.7 In the playground

204 15% O Not disruptive
H Mild disruption

28%
12% O Some disruption
O Significant disruption
B Very disruptive

21% 22% O No response

85% of the responses acknowledged that the chhlelmviour affected the classroom
atmosphere. Recipients were asked to explain hawchild’'s behaviour affects the
classroom atmosphere. The most common respon&sgdnses) was in relation to
the attention seeking nature of the child in takipga large quantity of teacher time.
Several other teachers (7 responses) commentethéhatassroom atmosphere could
be tense and unsettled. Talking out of turn bidedn with ADHD (5 responses), and
in one case singing and drumming (1 response), alee highlighted as having an
effect on the classroom atmosphere. The percemtaggachers (14%) who reported
that the child’s behaviour did not affect the ctassn atmosphere expressed the
opinion that the use of medication (3 responses)ery structured routine (2

responses) and extra assistance (2 responses)l lvelpiibute to this.

79% of the teachers questioned felt that othedodnl suffered as a result of being in
the same class as the child with ADHD. The mostroon answer in written

response to this question (18 responses) was tine &xe taken up by the teacher
with the ADHD child. One teacher summarised tlestenent by saying that the rest
of the class had less “teacher time” as a resutteaig in the same class as the child

with ADHD. Another large problem expressed by peants (11 responses) appeared
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to be the ability of the child with ADHD to disttaothers from their work. In some
cases (6 responses) others in the class had bégenoed by the child with ADHD
and tried to copy their unacceptable behaviourhe©thildren (9 responses) were
reported to have physically or verbally sufferedaa®sult of the child with ADHD,
e.g. being punched, kicked, having objects throwthem, being teased or having
items stolen from them. On the other hand, 19%hefteachers questioned reported
that other children were not affected as a redubieing in the same class as the child
with ADHD. The use of medication (1 response), uke of a classroom assistant (1
response) and even the acknowledgement that dtildren in the class were just as

disruptive as the child with ADHD (1 response) wsoene of the comments received.

66% of the recipients said that other childrenha tlass had expressed a negative
response regarding the child with ADHD. Some o tieachers (5 responses)
reported that other children did not want to siitde the child or be involved in any
activity with them. A similar number of teacheBsrésponses) described how others
in the class became impatient with the ADHD chil8ome responses (4 responses)
indicated that other children resented the fadtttia child with ADHD got away with
behaviour that they wouldn’t. Some other child(@mesponses) tried to get the child
with ADHD into trouble and used him or her as aajsegoat’ for anything that went
wrong. In one of the responses the other pupilhénclass even cheered when the
child with ADHD was absent from school! Howeven @ more positive note, 34%
of the sample indicated that no other childrenhairt class had ever expressed a
negative response regarding the child with ADHD.om& of the teachers (3
responses) expressed how the other children weyewwlerstanding and tolerant of

the ADHD child. In the same way some reportede@ponses) that the other pupils
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chose to ignore the bad behaviour and concentrateeochild’s good points. In one
response it was specified that the fostering o plusitive attitude was being achieved

through the use of circle time.

Section Five — Medical Interventions
This section addressed the following points:

1. The treatment of the child with a stimulant medmat

2. The responsibility of the teacher to administer ioa&tibn, if any.

3. Controlling the amount of medication.

4. The success of the medication.

5. Changes of behaviour as a result of the medication.
73% of children included in this sample were beingated with a stimulant
medication, like Ritalin, at the time of surveyl1% of the teachers questioned said
that they were responsible for administering medaoaduring the school day. Only
15% of those questioned said that they had beesdaskhelp control the amount of
medication. 52% of the teachers who completed ghestionnaire felt that the
medication appeared to be a successful interver2@¥h stated that it wasn't, 3% felt
unsure and 22% did not respond to the questionachiers who indicated that the
medication appeared to be a successful intervemtere then asked to specify some
of the ways in which the child’s behaviour and @as$ in school had changed. The
majority of the responses (11 responses) indicttatithe child was much calmer.
Six responses identified the child as having longerods of concentration, while
nine responses similarly reported that the child were capable of settling to work.
One response indicated that there was little effeith the medication. More

disturbingly perhaps, four teachers indicated that child appeared to be ‘blanked
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out’, doped or in a world of their own. One respenndicated that the child in

guestion had suffered weight loss as a resultkfigamedication.

Section Six — Alternative Interventions

This section addressed the following points:
1. Any alternative interventions being used to tréatchild.
2. The involvement of teachers in any of these intetioas.
3. Specific involvement of the teacher.

Figure 6.1 below shows the different interventibegng used to treat the child, if any.

Figure 6.1 Alternative Interventions
35 9
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15 - B Number of responses
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The ‘Other’ section received comments such as the of circle time, keeping
him/her occupied and two recipients mentioned arerte help from a classroom
assistant. 43% of the teachers said that they wmm@ved in any one of these
strategies. The majority of the comments refetcetieing involved in a Behaviour
Management Strategy. One teacher, however, meuitrat they made sure that no

other pupil in the class gave the child with ADHBydood.
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Section Seven — Behaviour Management Strategies
This section addressed the following points:
1. Behaviour Management Strategies being used.
2. The most effective strategy.
3. Medication or a Behaviour Management Strategy?
Figure 7.1 below shows the different Behaviour Mpamaent Strategies, if any, being

used by the teachers in this sample to treat the. ch

Figure 7.1 Behaviour Management

60 Strategies

50

H Number of responses

A positive
behaviour
Punishments
Time out
T.E.A.C.C.H.
Other
No

response

The section ‘Other contained two responses rajatm the use of a classroom
assistant, one response about the use of a behavioit in the school and the final

response referred to a very structured routine gptrific boundaries.

The next question required the respondents to densihich Behaviour Management
Strategy they believe to have worked most effettiveThe largest response (18
responses) favoured a positive behaviour strategile the use of time out was also
considered by many (11 responses) to be an eféectiethod. Two teachers
commented that the time of day or the circumstann#isenced their choice of

method.

50



When asked to explain why the methods chosen verenbst effective, many (12
responses) observed that praise, positive feedbastards and targets can work very
effectively with the ADHD child. The advantagesusiing time out were viewed by
some teachers (6 responses) as allowing the e¢mbelto cool off and also giving the
teacher a break. One teacher said that any sgratdg works on a short term basis
with their ADHD child, while another disclosed thad strategies had worked and

expressed the opinion that the child needed sppmalsion outside a class of thirty.

46% of the sample questioned felt that medicatias more effective than any one of
the Behaviour Management Strategies. 28% saidtfieamedication was no more
effective than any of the Behaviour Managementt&gias and 26% did not respond.
While no further comments were requested at thagestof the questionnaire, one
teacher noted in the margin that medication is ussdy in reducing disruption, not

in helping the child”.

Section Eight — Support
This section addressed the following points:

1. Level of support from different parties.

2. Liaison between teacher and parents of the child MDHD.
The first question was addressed in the style feapoint Likert Scale in order to
establish the level of support that teachers haoeived from different parties.
Figure 8.1 highlights the overall results, whilgties 8.2 to 8.6 show each individual

party and the different levels of support receilsgdhe recipients.
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Figure 8.1 Level of support received from different parties

No Limited Some Good Excellent No
Level of support support  support support support support response
Parents 12% 19% 31% 12% 17% 9%
School SENCO 10% 17% 16% 26% 26% 15%
School Principal 7% 10% 17% 29% 23% 14%
School psychologist  26% 16% 26% 13% 7% 12%
Clinical Medical Officer 41% 16% 7% 10% 0% 26%

Figure 8.2 Parents

9% 12% @ No support

M Limited support
OSome support

O Good support

W Excellent support
31% O No response

19%

Figure 8.3 School SENCO

15% 10% ENo support

M Limited support
OSome support
OGood support

H Excellent support
26% O No response

26%
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Figure 8.4 School principal

14% 7%

10%

23% 17%

29%

ONo support

M Limited support
OSome support

O Good support

W Excellent support
ONo response

Figure 8.5 School pyschologist

12%

26%

13%

26%

ONo support

M Limited support
OSome support
OGood support

H Excellent support
ONo response

Figure 8.6 Clinical Medical Officer

26%
41%

0%
10%

7% 16%

ONo support

M Limited support
OSome support

O Good support

W Excellent support
ONo response
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71% of those surveyed said that there had beenod tgvel of liaison between
themselves and the parents/guardians of the cBilds said that there had not been a

good liaison and 8% did not respond to the question

The majority of the teachers (29 responses), wisgadato explain their response to
the prior question about the level of liaison betw¢hemselves and parents, indicated
that they met regularly with the parents and that parents were supportive of the
school’s efforts. A minority of teachers (9 respes) indicated in some way that the

parents were not supportive and in two cases eweorioned blame to the school.

Section Nine — Conclusion
This section addressed the following points:

1. The impact of the child in the classroom.

2. Additional comments.
The majority of the teachers (20 responses) inddc#iat the perceived impact of this
child in the classroom was that some form of diBaupwas experienced. Six of
these responses referred to significant disruptibinirteen teachers indicated that the
child required excessive time and attention. Quaeher summarised this imbalance
by stating, “The needs of one child outweighs tBeds of the majority of the class”.
The impact in the classroom extended to other @mldnot only by leaving them with
less teacher time, but also by distracting thenmfitbieir work. Twelve teachers
indicated that this was the case, while five exggdsconcerns that the ADHD child
was actually a liability to others and that pupiisthe class were extremely nervous
and suspicious of the child. One teacher respobgeshying that having this child in

the class was not always a positive experiencéhiothers and six other responses
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indicated that the ADHD child actually had a negatimpact on the classroom.
Seven teachers felt that life was much more diffiand stressful for themselves, with
one of these teachers confessing that the presénbes particular child with ADHD

in his or her classroom, “...left me so stresseddemdented | was on medication and

needed three months off work to come to terms teiéiching again”.

Whilst the majority of responses (88% of the comtseimdicated a negative impact
in the classroom by the child with ADHD, elevendeers presented a much more
positive response, with three reporting that th&peeienced no major problems.
Other responses referred to the use of certaitegtes in place, a classroom assistant
and also the tolerant reactions of the other pupilkhie class as contributing to there

being little to no impact of the ADHD child in tlibassroom.

Finally, the recipients of the questionnaire wenzited to add any additional
comments that they wished to make. Some of thesgonses (7 responses) referred
to the need for further support and backup in misgaghildren with ADHD. Some
of the teachers felt that more Board support wagiired, while others felt that
teachers should have training about the conditibour teachers, in this comments
section, voiced their concerns about the adverfeetefof using medication, such as
Ritalin. One teacher blamed the problem on poeemag skills. Two teachers

acknowledged the fact that the use of a classrasstant had made life much easier.

Additional Analysis

Since it became apparent that there was some fboorelation between the degree

of experience teachers had and their responsesIBDA management in the
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classroom a focused consideration of some respaniiasow be made, in an effort
to clarify the issue. Question 25, regarding tinatsgies that teachers make use of in
order to manage a child with ADHD in the classroomi| be analysed again but
looking this time to see if the amount of expere@acteacher has might contribute to
which strategy they will employ. The results ash®ewn as percentages of the number
of responses that were received in each of therdfj fields, that is the years of
experience. Some caution is required when intenyethese results and it is
important to keep in mind that different numbergdeafchers responded in each of the

fields (please refer to Figure 1.3).

Figure 10.1 Percentage of responses, employed by te  achers with differing

years of experience, regarding the Behaviour Manage  ment Strategies they

make use of.
Positive
No of years experience Behaviour  Punishments Time Out Other
0to5 36% 28% 36% 0%
6to 10 55% 15% 30% 0%
11to 20 50% 10% 25% 15%
21+ 50% 15% 33% 2%

As can be seen from this data the use of a podighaviour strategy is more likely to
be employed by those teachers with additional yehexperience. However, it was
surprising to note that teachers with up to fiveargeof experience were using

punishments as a means of managing children inl#ssroom.

Question 27 was also analysed again to see if eelabon existed between the

experience of a teacher and their response asdathetthey felt that medication was

more effective than a Behaviour Management Strabegt.
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Figure 10.2 Percentage of responses, employed by te  achers with differing
years of experience, regarding whether they feel th  at medication is more

effective than a Behaviour Management Strategy orn  ot.

Medication Behaviour Management
No of years experience more effective  Strategy more effective No response
Oto5 50% 0% 50%
6to 10 38% 24% 38%
11t0 20 36% 55% 9%
21+ 50% 21% 29%

It is interesting to note that in the 0 to 5 armgbahe 21+ section the use of medication
appears to be favoured over a Behaviour ManageS8testiegy. In contrast both the 6
to 10 and the 11 to 20 indicate a much lower peéaggnand in fact the 11 to 20
section advocate the use of a Behaviour Manage®ategy as a more effective

means of managing ADHD children.

Again, some caution is required when interruptingse results and it is important to

keep in mind that different numbers of teacherpoaded in each of the fields

(please refer to Figure 1.3).
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4.2 Semi-structured Interviews

As highlighted in the previous chapter the semigdtired interviews sought to clarify
and expand upon issues emerging from the questrenn@hese issues included the
actual impact of children with ADHD in the classmoas well as possible
interventions which can be employed in order to aggnsuch pupils. A selection of
guestions Appendix 4) was addressed to the participants, comprisinghoée
teachers (one of whom was a SENCO and also thet&&dker) and one Educational
Psychologist. In addition to the two main issuss;kground information was also
sought as to their experience with ADHD children general information about their
school. Finally the recipients were offered anapmity to conclude the interview
with any additional comments that they wished t&kenaThe analysis of the semi-
structured interviews will now take place in ea¢hhmse four different sections. In
order to respect the recipients’ confidentialitg tRENCO who is also a SEN teacher
will be referred to as teacher 1, the two teachserteacher 2 and teacher 3 and finally

the Educational Psychologist will be referred tdlas.

Section One - Background Information

Teacher 1 is a female teacher who works in a chedrgrimary school with 360
pupils on the roll. The school is situated on dliskirts of a town drawing children
from both private and Housing Executive dwellingShis recipient is the SEN
teacher for the school and also the SENCO and ikxagears experience in this
capacity. She has come into contact with manydodl in different year groups who

have symptoms of ADHD or else have been diagnosiditwv

58



Teacher 2 is a male teacher working in a maintapredary school with 200 pupils
on the roll. The school is situated on the outskaf a town drawing children mainly
from Housing Executive dwellings. This person ipramary six and seven teacher
and is also the vice-principal of the school. Hs thirteen years teaching experience
in both Key Stages and the majority of his expexeim managing a child with

ADHD arose in his previous two years teaching.

Teacher 3, who is a female teacher, works in aroled primary school with 450

pupils on the roll. The school is located in a@aaquite close to the centre of a town
which draws children mainly from private dwelling&he presently teaches primary
one, but has eleven years of experience teachingoth Key Stages. She has
encountered two different pupils with ADHD and teso a very good knowledge
and understanding of the condition as she compketéidsertation on ADHD as part

of her MEd. last year.

The Educational Psychologist who was interviewesl b@en working for the North
Eastern Education and Library Board for twenty-gears. She works part-time at
the moment and prior to this work she also gaimed tears experience teaching in a
special needs school. She has a wide experienseri&fng with children who have
ADHD and has noticed in the last four or five yetluat the number of cases she deals

with has increased significantly.

Section Two - The Impact of children with ADHD in the classroom

This section addressed the following points:

1. The perceived impact of children with ADHD in tHassroom.
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2. Differing reactions of children with ADHD to diffent situations.
3. How other children are affected as the result ohiéd with ADHD being in

the same class as them.

In relation to the first point, Teacher 1 felt thia¢ impact could really vary according
to which features of ADHD the children were disptey She referred to one
particular child who could be very disruptive withthe classroom. Teacher 2
referred to his experience of one child and saad &s a result of this particular child’s
behaviour being difficult to predict, he was consiya anxious and nervous about
what was going to happen next. The simplest thogld upset this child, for
example, the absence of a rubber, which could trésuhe child throwing all her
books from the table to the floor. Teacher 3, likeacher 1, felt that the impact
varied depending on the child. She highlightedaim®unt of time that she had had to
spend with an attention seeking ADHD child and heb#ficult it was constantly to be
‘striking the balance’ between this child and thien pupils. The Educational
Psychologist found that each child presented diffetevels of difficulty. She felt
that the high levels of hyperactivity associatethvADHD could have a huge impact
in the classroom. All four interviewees would appéo believe that there is an
impact, indeed a negative one, in the classroowaitging degrees of disruption. The

actual amount of disruption seems to be dependetiteparticular child in question.

Teacher 1, when asked if the child was worse debet different situations, replied
that it, “...depends on particular children and whkiair strengths are within the
classroom.” She expanded on this by saying that ¢hild liked maths and could

apply him or herself to that subject better tharhaps to a literacy task then the child
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would perform better. Teacher 1 said that itlyedépended on their likes, dislikes
and possibly the time of the day as well. Teaéheontinued to emphasise how the
simple things could upset the ADHD pupil in hissdaand gave an example of trying
to encourage this child to work in a group. Duestoneone in the group saying
something that this pupil did not like she rippgdthe piece of work. In this instance
involvement in group work had been a totally negatexperience. Teacher 3
expressed the opinion that in unstructured sitanatithhe behaviour of the child with
ADHD could be worse, with less self-control andslasvareness of the consequences
of his or her behaviour. The Educational Psychstaagreed that with less structured
activities the problems would generally be greatiémvould appear to depend on the
particular child as to how they react and if theg &etter or worse in different

situations.

In addressing how other children are affected eesalt of a child with ADHD being
in the same class as them, Teacher 1 felt thaeperded on how the particular
teacher deals with the child. She said that othédren noticed what the ADHD
child was doing and were possibly thinking thatytkeuld not get away with similar
behaviour. Teacher 2 cited two examples of whéergbupils actually missed out on
school trips as a result of the teacher’s reluadonaisk taking the ADHD child along
with the others. The sheer amount of time that ¢hild took up also had an effect on
the other pupils. Teacher 2 emphasised his corfoerather pupils by stating that,
“The class, and at times the whole school, actusilifered because of her bad
behaviour”. Teacher 3 had experience of one child had little effect on the others
and another pupil who was inclined to have aggvessiitbursts. She said that it was

not very long until the other children had used tthild as a ‘scapegoat’ and blamed
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him for everything that went wrong. The Educatiddsychologist also felt that there
would be an impact on other children as a resulbeahg in the same class as an

ADHD child with extreme difficulties.

Section Three — Interventions
This section addressed the following points:
1. The use of medication as a form of treatment.
2. Strategies employed by teachers to manage chilgiterADHD.

3. Effective methods of managing ADHD children.

Medication was being used as a form of interventigthh some of the children that
Teacher 1 had contact with. It was being used rabsite time with the child that
Teacher 2 refers to, although various experimem®e\wgoing on, so that at times no
medication was prescribed and at other times datikets were being given. With
Teacher 3 being a year one teacher, medicatiorohigdoeen prescribed towards the
end of the year for one child and in the other aases prescribed much later on.
This teacher highlighted her concerns about printarg children really being too
young for medication like Ritalin as it is only mmamended for children over the age
of six. The Educational Psychologist had seen oadidin being used very effectively
with many different children with whom she has b&®srolved. She also expressed
the opinion that there was not enough consultatetmeen doctors and teachers and

she felt that this contact would be most beneficial

Strategies that these particular teachers employaioage children with ADHD was

the next focus of the interview. Teacher 1 saat thwas important to keep set tasks
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short and manageable within a reasonable spacamef g0 that pupils could get
feedback. She summarised this approach by salyatgrt a set task children should,
“‘complete it, show it to the teacher and get somasp or a sticker”. She felt that
children normally related very well to this type mdsitive reinforcement. Similarly,
Teacher 2 used a behavioural management styleresthrd systems. If the child
with ADHD did some work she was then rewarded for The use of a classroom
assistant had also been available for the lastnfi@nths of term in order to manage
this particular pupil. The assistant withdrew fttf@ld from the classroom every
fifteen to twenty minutes to give her a break fquesiod of play, art, craft or music.
They would then return to the classroom for a difter twenty minute slot of maths,
English or science before going out again. Tea8héeing a year one teacher, also
had the use of a classroom assistant but sheh&lthie other pupils were missing out
if she used the assistant to manage the ADHD ¢bddmuch as she was really there
for all the pupils in the class. Teacher 3 fedtthh was important to offer continuity
for the child and to involve the parents. Thisctesx stated that she employed
behaviour strategies but indicated that she, ‘Snhaalways seen a great deal of
continuity with behaviour strategies, but when mgaton is taken it is more
consistent.” From a practical perspective she #aad seating arrangements, the
clarity of instructions, presentation of worksheee length of activities, non-verbal
cues and rewards were all points to be consider@dainaging a child with ADHD in
the classroom. The Educational Psychologist adsoured a behavioural approach
and said that in extreme circumstances that thavietr outreach service would be
utilised in order to help teachers put in placee@gmmme with targets to manage a
particular child with ADHD. In addition to this éhpsychologist commented that the

physical organisation of the classroom was impdrtas was the organisation of
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routines. She felt that this type of child als@ded extra time from the teacher and
help to improve social skills and self-esteem. Siggested that circle time could be
used very effectively to do this. All four peoptgerviewed advocate the use of some
form of Behaviour Management Strategy in orderdpecwith ADHD children in the

classroom.

Teacher 1, when asked to comment on what she @asido be the most effective
method of managing a child with ADHD, said thatslaff positive comments about
their work is important, as some of these childcem’'t have a good image of
themselves. Teacher 2 said that working with asctasn assistant one to one was
definitely the most successful intervention. Imstivay the structured behavioural
approach alongside a reward system worked bestleGime had been successful to
a certain extent but more so for the other pupgsitaallowed the teacher an
opportunity to try and help them understand theabitur of the ADHD child. In
contrast, teacher 3 felt that the key to success tha involvement of parents and
coming up with a working plan together. The use afnotebook to aid
communication was employed by this teacher. Incthesroom she felt that timeout
or changing to another activity could also be useccessfully to manage an ADHD
child. Teacher 3 concluded this section by stativay you must, “...recognise that
there are limitations and be realistic about tHes#ations and the targets to be set”.
The Educational Psychologist expressed a concetnvthile the use of medication
seemed to be very effective she felt that it wasdprescribed for too many children
without first of all trying to see if a behaviouramagement programme would work.
She was also concerned about young children baiwen gnedication and felt that

parenting skills needed closer inspection. Ovesld felt that medication could be
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used very effectively in conjunction with a Behauidvlanagement Strategy, but the
age of the child needs to be carefully considemrddre starting them on a course of

medication.

Section Four - Conclusion

The teachers were asked if they wished to makeadditional comments at the end
of the semi-structured interview. Teacher 1 fettADHD was an area that was
becoming more prevalent and she hoped that Britauld not follow America and
end up with ‘millions of children on Ritalin’. Hosver she did add that she had seen
vast differences in children that have been giventablet, and that the before and
after had been quite amazing. For younger childien felt that it was more to do
with behavioural management and parental handhiag anything else. Teacher 2
expressed his concerns about the lack of knowledge teachers have about the
whole area of ADHD. He felt his profession neettetbe made more aware of it so
that they would be better equipped to handle sdoatthat arose. Teacher 3 felt that
so much varies from child to child and that thexe“i..no golden rule book for the
best approach for any individual child”. The Edimaal Psychologist reiterated her
comments about the most successful interventiodssamnd that, “...a behavioural
route can be very successful with these childrei$he added that this approach
should be tried first before the use of medicatiofhhe psychologist concluded by

stating that parental support was crucial to thele/lprocess.

This chapter has attempted to analyse the resolistil@e outcomes of both the

guestionnaires and the semi-structured intervie®m the initial analysis it would

appear that the semi-structured interviews do cempht the findings from the
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guestionnaires. Many of the responses are sirbildrthe interviews allowed for

expansion and further thought on some of the ayisisues.

It will be necessary in the final chapter to coesithe conclusions from both the

guestionnaires and the semi-structured interviewgsthen discuss the main findings

of this research project.

66



Conclusions and Recommendations

The research element of this project has examimedvpact of children with ADHD
on the educational and behavioural climate of trenstream classroom. It also
collected data on the effectiveness of a rangetmftegies in managing ADHD
children in the classroom. This final chapterraiés to draw conclusions from both
methods of research undertaken, that is the ug@edtionnaires and semi-structured
interviews. Some recommendations will be made thedlimitations of this study

will also be discussed.

5.1 Discussion of the Main Findings
The main findings of both the questionnaires aredsbmi-structured interviews will

now be discussed under the following headings:

Policy statements

The questionnaires revealed that 100% of the ssheampled currently had a
discipline or behaviour policy in place. This wdwdeem a very positive situation,
but, when asked if the policy made any provisionclaldren with ADHD, only 17%
replied in the affirmative. When pressed to speeiactly what provision had been
made, most of the teachers referred to the uselmhaviour plan or a Behaviour
Management Strategy. This type of provision idlyeguite general to all cases of
behaviour and discipline issues and is not spetafichildren with ADHD. It then
emerged that only one school out of the fifty-eigdgresented specifically mentioned
ADHD in their strategy document — an indicationiedy, of the low priority given to

the needs of this group of children.
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Teachers’ level of involvement in diagnosis

When asked if they had been involved in helpinglitgnose children with ADHD
71% reported that they had not been involved inptioeess at all. Consultation at an
early stage might give teachers a better understgraf the condition and greater
insight into the needs of the children affected.he TEducational Psychologist
interviewed agreed that there was insufficient ewapon between doctors and
teachers. She felt that such contact would be werghwhile. Discussing diagnostic
procedures, Holowenko (1999, p25) states that, ereghmust be clear evidence that
symptoms cause functional impairment across twmare settings — typically home
and school.” If this advice is to be followed, thteachers should be more involved in
the diagnostic stages and should be called upshdre their observations and reports
on a child displaying symptoms of ADHD. We mustcatemember that while this
stage of the process is important, it is only tlegibning and what happens next

should really make the difference.

Practical Impact in the Classroom

This research study has shown that children wittHBDIn the majority of cases, do
impact upon the classroom, mostly in a negativermaan 85% of the questionnaire
responses acknowledged that the ADHD child’s behavaffected the classroom
atmosphere in this way. The negative impact o$ehehildren was in some cases
caused by the child seeking attention or demanditayge quantity of teacher time.
Many of the teachers questioned felt the presehd¢ieeochild with ADHD made the
atmosphere tense and unsettled. Similarly, insémai-structured interviews all four

respondents would appear to have believed thag kegin impact, indeed a negative
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one, in the classroom to varying degrees of digsapt The actual amount of

disruption would appear to be dependent on thecpéat child in question.

Other children’s perspectives

Perhaps rather alarmingly, 66% of the sample reddhat other children in the class
had expressed negative responses to the childABtHD. These ranged from not
wanting to sit beside the ADHD child to actuallyeehing when he or she was absent
from school. The responses from the four semetiired interviews confirmed this
finding. It would have raised many ethical quassido enquire about an ADHD child
from other class members, so some caution musixéesised in interpreting these
teachers’ second hand reflections. However, tlpases expressed certainly do
appear to present problems for educators in magaghiidren with ADHD in the

mainstream classroom if other class members ang ladiected.

Perceived Effectiveness of Medical Interventions

Just over half (52%) of responses from the ques#was indicated these teachers felt
that medication appeared to be a successful inteore The four people who were
interviewed expressed a view that they thought tia&dication could be used
effectively to manage a child with ADHD. Howevéater in the conversation, when
asked to give an opinion of what they consideradhg most effective way to manage
such children, only one of the candidates who heehhkinterviewed referred to the

use of medication again and even in mentioningiat,so with caution.

Just over half of the responses from the questiogmandicated that they feel

medication is an effective intervention. This seeto represent quite a low
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confidence in the value of medication. Green ah@eC(1997, p124) who strongly
advocate the use of a prescribed medication dtate ‘The body of evidence is now
so great that no reputable research centre question benefit and safety of this
treatment in ADHD.” This seems to be a view tlsatiuch more popular in America
than in the U.K. where teachers and parents stilll Imany reservations about the
prescription of medication to treat a child with AD. The results of this study
would appear to confirm that many reservationsceams and even fears still exist
among teachers about the use of medication asfectieé means of intervention for

children with ADHD.

The Use of Alternative Interventions

Only 43% of teachers who responded to the quesdiomrsaid that they had been
involved in an alternative intervention. The m#joof the responses referred to the
use of a Behaviour Management Strategy. Howevie gusignificant number also
reported that they were aware of a special digtghesed as a means of treating a
child with ADHD. Literature has shown that a chang diet is generally ineffective
but can help in a minority of cases (refer to sectl.6.3 for further details). For a
parent who is against giving their child medicatioareful monitoring of their child’s

diet may help alleviate some of the symptoms of ADH

Effectiveness of Behaviour Management Strategies

This research study has found that a positive hebastrategy and the use of time
out are the most frequently used methods of magagfiildren with ADHD. When
the recipients of the questionnaire were asked dasider which Behaviour

Management Strategy they believe to work most @ffely the majority favoured a
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positive behaviour strategy. In justifying thisspense some of the teachers made
comment that praise, positive feedback, rewardstamts can work very effectively
with the ADHD child. In a similar approach, theufgpeople who were interviewed
also used a positive behavioural strategy as ortbeofvays to manage a child with
ADHD. Two of these teachers made reference touee of a full-time classroom

assistant as being very useful too.

The Most Effective Strategy

This study has shown that there would appear tméxts both in the use of medical
interventions and a Behaviour Management Stratedyy.regards the most effective
strategy for managing children with ADHD, the résuland analysis of the
guestionnaires show that 46% feel that medicasomore effective than any of the
Behaviour Management Strategies. It is importanhote that 28% said that the
medication was not more effective than any of te@d&iour Management Strategies
and that 26% did not respond to this question.s Hppears to show that while the
majority of teachers seem to favour the use of oadin as an intervention, they are
quite divided about its use and the effect thatig on a child. It may be that teachers
who do not support the use of medication have wi#ad a Behaviour Management
Strategy being implemented very successfully. dofately, this is only

speculation, as the questionnaire did not recathdtessary data.

One of the teachers interviewed said that the usa ®&ehaviour Management
Strategy was the most effective means of managin§@HD child in the classroom.
The second teacher interviewed said that workinty &iclassroom assistant one to

one was definitely the most successful intervention this way a structured
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behavioural approach alongside a reward systemesloblest. The third teacher felt
that the key to success was the involvement ofrpai@nd coming up with a working
plan together that incorporated a Behaviour ManaygrStrategy. The Educational
Psychologist was the only one interviewed who noerdd the use of medication and
felt that it could be used very effectively but @onjunction with a Behaviour

Management Strategy.

This research project shows that there are varidifferent but also effective

strategies to the management of a child with ADHDtHe mainstream classroom.
Both the use of medication and a Behaviour Managé®tategy would appear to be
very effective. They would also seem to be paldidy effective when used in

conjunction with one another. This follows many tbé views portrayed in the
literature review and while some researchers styoadyocate the use of medication,
others perceive that a Behaviour Management Sirasepe most effective means to
manage children with ADHD. There are those resmascwho also support the
combined use of both strategies. Holowenko (1933) summarises this very well
by stating that, ‘No single treatment is likely deal effectively with the cluster of
behaviours and problems that these children expsgie It is really a matter of

defining the problem, the behaviour and the situnetiin which the problems occur,

and then looking at a repertoire of interventions.’

Support and Implications of Need
Generally the responses from the questionnairess ghat there is some level of
support from the school SENCO and the school Ryaici In a minority of cases no

support was offered. A much greater gap would appeeexist in the support offered
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by the School Psychologist and the Clinical Medi€dficer. Parental support,
however, seemed to be quite high with 71% of teactiaiming that there had been a
good level of liaison between themselves and pareitevertheless, for those 21%
who alleged that there had not been a good liaisencan only surmise how much
more difficult it was to manage this particular ADHhild. Interviewee 3 expressed
her view that the key to success was the involveéroéparents, and in this way it

would be crucial to have this type of support.

Some teachers who completed questionnaires convéngedieed for much more
support in managing children with ADHD. Some oé tteachers felt that support
from the Board was required and others thought tfzhing about the condition
ADHD would be required. Interviewee 2 also expeelsis concern about the lack of
knowledge that teachers have about the whole dré®bBID. He felt that teachers
needed to be made more aware of it so that theyowmibetter equipped to handle
situations. There does appear to be a lack of ledye and understanding of the
condition ADHD among many teachers and this haswerimplications for the

management of such a child in the mainstream dessr

General Comments and Impressions

This research has shown that the majority of teachwo completed questionnaires
felt that the impact of an ADHD child in their ckeseom was a negative experience
and that some form of disruption was experiencéthny teachers conveyed their
opinions about an imbalance in the classroom dukdcADHD child taking up so

much teacher time. Several teachers mentionestitbgs that they had felt during the
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year in managing this type of child. However, am®& cases with certain strategies in

place the impact of the child was limited in thassroom.

5.2 Recommendations

It has emerged from this study that there is aleedd of support for teachers who are
managing children with ADHD in the mainstream ctassn. Although this wasn't
the main focus of research the classroom preseén&®idD children has been found
to be largely a negative experience, and it isefioee vital that educators are
equipped to manage such children in the most @ffegtay. For this to happen, they
have to be aware of the condition, its diagnosid have knowledge of effective
strategies that can be utilised in the classro&mther study is recommended on the
level of knowledge and understanding that teachense of ADHD and the best

means of improving this situation.

New interventions in the form of EEG Biofeedback HNeurofeedback were
mentioned briefly in the literature review. Thé&enuch on-going research about this
type of intervention and it is difficult to ascartaaccurately the effectiveness of this
form of treatment. It professes to cure the ADHTilccand if this is ever proven then
it has huge implications for the current intervens being used, especially
medication. It is recommended that further redebecimplemented, especially in the

U.K. as to the effectiveness of this strategy.

5.3 Limitations

Some of the Ilimitations now outlined were encowderthroughout the

implementation of this research work:
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This research study was small-scale and this ign#ation. It is important to
appreciate that all the results should be integgretith considerable caution, as the
sample is not representative of the teaching pdpulas a whole. However, while
the results are not suitable for statistical ang)ythey are indicative of the situation in
the North Eastern Education and Library Board, gmdbably more widely in

Northern Ireland.

The time scale was also relatively short and it vdwave been preferable to have

sent out more than eighty questionnaires and ir&ad more than four people.

It would have been worthwhile and interesting foe tesearcher to have found out
from a doctor more about the medical history of samhthe children with ADHD and
also about how their diagnosis had been made Imiwtbuld have raised questions

about patient confidentiality and was thereforefeasible.

An issue mentioned previously in this chapter,his tise of children’s second hand
reflections about other class members with ADHD waduld have been ideal to be
able to question these children directly, but imgaso some ethical concerns would

have been raised. As a result only teachers’atafies were considered.

The study of children with ADHD is very much an going debate and thinking in
America seems to be much more progressive thameitUtK. The researcher would
have liked to explore the whole field of EEG Biadeack or Neurofeedback. Since it

is such a new form of intervhention there is rgkl little research apart from what
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has been hosted on the Internet, where the absehqeeer-review limits the
credibility of the reports. It was felt that thissearch study was situated well in the

current interest of the U.K. in Behaviour Managenht&nategies.

Finally, it is important to recognise the subjeetivature of the data collected in this
study, dealing as it does with teachers’ perceptiah classroom difficulties.

Perception, of course, may differ greatly from ¢ee@cher to another.

5.4  Summary

This research project found that the presence dfiren with ADHD negatively
affects the educational and behavioural climatthefmainstream classroom. It also
found that a range of different approaches coulefbective in managing children
with ADHD in the classroom context. These appreachncluded medical
intervention in the form of a prescribed drug ane tise of a Behaviour Management
Strategy. In some cases the most effective meathotanaging such children was to
use a combination of methods, incorporating a pi@sd medication with a

behavioural management strategy.

Green and Chee (1997, pIX) state that, ‘UnderstanddDHD presents a clear
overview of a far from simple condition.” Theregsll much that we do not know
about the condition ADHD and the most effectiveatggies for managing it in the
classroom. It is important to remember that edsld ¢s individual, as are his or her
specific difficulties. In the same way, each ca$eADHD must be considered

separately and the best form of intervention chésesuit that particular child.
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Questionnaire

This questionnaire is designed for teachers whocareently or have previously

taught a child with Attention Deficit Hyperactivifyisorder (ADHD).

The information you provide will greatly assistarsmall-scale research project for a
masters dissertation. The aim of this study sx@amine how the presence of children
with ADHD impacts upon the educational and behanabalimate of the mainstream

classroom. It also seeks to assess the effec8geniethe ranges of approaches in

managing children with ADHD.

The information you provide will be treated in tteictest confidence.

Background Information

Please tick the relevant boxes:

1.

2.

If you have experience of more than one child witDHD then please complete

Areyou . .. Male

Which Key Stage do you teach? KS]

When did you qualify? 0-5 years ago
6-10 years ago
11-20 years ago
21+ years ago

Are you currently teaching a child who has beegmsed with ADHD?

Yes

Have you taught a child with ADHD in the previouwstacademic years?

Yes

Femald

KS2

No

No

the rest of the questionnaire with only one of theschildren in mind.
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School Provision

6. Is this child with ADHD included in the Special Ezhiional Needs (SEN)
register?

Yes No

7. If the answer to question 6 is YES, please speuifich stage:

8. Does your school currently have a discipline ords&bur policy in action?

Yes No

9. If the answer to question 8 is YES, is any provismade in this policy for
children with ADHD?

Yes No

10.1f the answer to question 9 is YES, please spewiiat provision has been
made?

The Diagnosis of ADHD

11.Were you involved in helping to diagnose the child?

Yes No

12.1f the answer to question 11 is YES, then pleasxifp the level of your
involvement by ticking the relevant box(es):

Initiated the diagnosis by raising concern to peren

Parent expressed concern and asked for advice

Asked by parent to fill out a questionnaire for thoc
Other

Please specify
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The Impact of children with ADHD in the classroom

Scale: 1 Not disruptive
2 Mild disruption
3 Some disruption
4 Significant disruption
5 Very disruptive

13.Using the above scale, please choose a numberdioaia the level of
disruptiveness that this child causes in the falh@nactivities:

Individual work (e.g. completing a worksheet)

Group work

Practical activities

Following class routines (e.g. lining up)

Activities in another location (e.g. P.E. in thdlha

In the playground

14.1n your opinion do you feel that this child’s bef@aw affects the classroom
atmosphere?

Yes No

Please explain

15.Do you feel that other children in the class afecéd as a result of being in
the same class as this child with ADHD?

Yes No

Please explain

16.Have any other children in your class ever expssanegative response
regarding the child with ADHD?

Yes No

Please explain
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Medical Interventions

17.1s the child currently being treated with a stirmilenedication, e.g. Ritalin?

Yes No

18. Are you responsible for administering any medicatioring the school day?

Yes No

19.Have you been asked to help control the amounteafication?

Yes No

20.Does it appear to be a successful intervention?

Yes No

21.1f the answer to question 20 is YES, then pleaseipsome of the ways in
which the child’s behaviour and actions in schoaldrchanged as a result of
the medication.

Alternative Interventions

22.Do you know of any other alternative interventidinat are being used to treat
this child with ADHD?

A special diet (e.g. reduction of additives)

Natural medicines

Behaviour Management Strategy
Other

Please specify

23.Are you involved in any of the above strategies?

Yes No

24.1f the answer to question 23 is YES, then pleaseipwhich one and your
involvement.
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Behaviour Management Strategies

25.Are any of these strategies employed in order toaga this child? (Please
tick the relevant boxes)

A positive behaviour strategy

Punishments

Time out
T.E.A.C.C.H.
Other

Please specify

26.In your opinion which strategy, apart from medioatido you believe to work
most effectively?

Please elaborate as to why

27.Do you feel that medication is more effective thiais strategy?

Yes No

Support

Scale: 1 No support
Limited support
Some support
Good support
Excellent support

gL wnN

28.Using the above scale, please choose a numbeditaia the level of support
you have received from the following parties in @gng this child with
ADHD:

Parents
School SENCO

School principal

School psychologist

Clinical Medical Officer
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29.Do you feel that there has been a good level eddrabetween yourself and
the parents of this child?

Yes No

Please explain

Conclusion

30.Please describe what you perceive the impact sfdhild in the classroom to
be.

If you wish to add any additional comments pleasethe space provided below.
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Optional Information

If you want this questionnaire to remain completebnfidential and private then
please do not fill in the following details.

Name

School

| ask for these details only because | would likespeak to some teachers in the next
phase of the study.

Your help in completing this questionnaire is varych appreciated. Thank you!
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Semi-Structured Interview Questions

Background Information

1. What size is the school? Location of the school@n¢gal background
information about the school)

2. What class do you teach?

3. Do you have experience in other classes/key stages?

4. How long have you been teaching?

5. Are you currently teaching a child or children diaged with ADHD?

6. What is your previous experience of working with IAD children?

The Impact of children with ADHD in the classroom

1. What do you perceive the impact of children withiAD to be in the
classroom?

Are they worse/better in different situations?

How are other children affected as a result ofikahith ADHD being in the
same class as them?

wn

Interventions
1. Is medication used as a form of treatment?
2. What strategies do you employ as a teacher to neattafyiren with ADHD?
3

. What do you consider to be the most effective mgthfananaging ADHD
children?

Conclusion

1. Do you have any additional comments you wish tdrdoute?
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Questionnaire Piloting

Thank you for agreeing to help me pilot this quastiaire, which will be used as
research for my masters dissertation on childreh Wittention Deficit Hyperactivity
Disorder (ADHD).

Please work through the guestions and as you ddgen notes at the side if any
difficulties arise or if you find any of the questis confusing, unclear, etc.

Could you also answer these questions once you hewked through the
guestionnaire:

1. How long did it take to answer all the questions?

2. Is the questionnaire too long?

3. Was the layout clear enough?

If not then please specify what could be improved.

4. Is there sufficient clarity in the questions?

Please state which numbers you feel could be es@da®ore clearly.

5. Are there any obvious questions that I've missedanything else about

ADHD that you feel you would like to comment on?

6. Please make any further comments about the quasiirenn the space below:

Thank you again for taking the time to help me wité piloting of my questionnaire.
It is very much appreciated.

94



Letter to Principals

Linn Primary School
70/74 Killyglen Road
Larne
Co Antrim
BT40 2HT

21° January 2002

The Principal
«Company»
«Addressl1»
«Address2»
«City»
«PostalCode»

Dear School Principal

RE: QUESTIONNAIRE ON ATTENTION DEFICIT HYPERACTIVIT Y
DISORDER (ADHD)

| am currently involved in a small-scale researmdjgrt for a masters dissertation.
The aim of this study is to examine how the presaichildren with ADHD impacts
upon the educational and behavioural climate ohthestream classroom. It also
seeks to assess the effectiveness of the ranggaodaches in managing children with
ADHD.

It would be very much appreciated if you could aske member of your staff, who is
currently or has previously taught a child with ADHo complete the enclosed
guestionnaire. It is anticipated that the questaire should not take any longer than
twenty minutes to complete. It should be returimeithe self-addressed and stamped
envelope before thé"&ebruary 2002.

Your assistance in this matter is very much apptedi

Many thanks.

Yours faithfully,

Laura McClintock
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