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Chapter ( I )

Introduction

Human behaviour g =

The behavioural repertoire of the young child is
relatively limited , undifferentiated and nonspecific.
As he develops , he differentiates and integrates his
various functions and exhibits progressively more com=

plex behaviour .

At an early stage , $ne young child responds with
the same aymptoms and behavrioup to a variety of cire-

umstances.

Behaviour disorders in children have always been
end still are a field for extensive study due to the
fact that it is a wide field , increasing quite re-
markably due to the concern ik arouses in parents of

these children.

Mogt psyhiatric disorders especially inearly
childbood do not have clearly defined etiologies and

are viewed as resulting from a convergence of genetic,

acquired , organic and environmental factors.

Achild is considered to have a behviour disorder
if he behaves persistently in a way that is out of

Meeping for his age 5 sex , level of maturity and



slcial setting and sufficiently so to arouse the anxiety

of other people around him at home or school

(postgraduate doctor , 1982 ) .

The most freguent behaviour disturbances in

childhood are 3 =

1.

2.

3.

4.

56

Sleep disturbances : insomnia , night terrors ,

night mares , sleep walking ( samnambolism ) ,

Eating disturbances s refuaal of food , food -

fadism , nausea , vomiting , abdominal pain &

ohlics, constipation ; e....

Disorders of excretory functions : duirnal or no-

cfurnal enuresis , s0iling and fear of defecation.

Language disturbances in children may take the

form of

Stammering , delayed onset of speach, tranSient
mutism , disorders of articulation as lisping ,

baby talking , aphonia .

Unusual affective behaviour : excessive dependency,

fear of separation from mother , fear of specific
people or places or noises , fear of animals |,
fire , inadequate relation to adults , to children

&8 Withdrawal, impulsive or destructive behavior



6.

Te

8.

out of proportion to or in elsence of e precipitating

event 9 eseee

Developmental disturbances in which the presenting

complaint is retardetion in &ll or some of the devel-
opmental aspects e.ge. failure to thrive , to sit ,
stand or walk , late sgpeach or ebsence of age appro-

priate affective behaviour .

Disturbances of psychomotor activity as hyperactivity,

hypoactivity , r h ythmic activity as body rocking ,
head hanging or tics ( habit spasm) , thumb sucking,
nail biting o

Dbsorders of sexual development as : masturbation ,

homosexuel activities , ¢cecee

There are additional behwviour disorders which are

typical of the egeperiod 6-12 years ( school aga through

pre-adolescence ) which include the Wyperkinetic behaviour

syndrome ( the subject of our work ) as well as learning

disturbances.

Also , it inoludes the disturhance of social be-

haviours 3 the schodl age may be the initial period of

antigocial and destructive behaviour such as t trauancy,

lying , steeling, aggression behaviour , cheating, fire
Betting 9 evscnse



Antisocial behaviour includes § =

I. Conduct disorders : - to which traditionaly we
refer to the behaviour disturalances in children which
ere persistent source of difficulty in the home or
school or community , thus including the entire behwviour
disorderg ranging from extreme provocativiness , dis-
obedience ,negativism s temper tantrum , cruelty,social

behaviour ang abnormal sexual activity .

Adetiology and pathology of conduct disorder way

be ; -

a) Adaptational or reactive : when they appear as
transient phenomena in the course of normel
development and represent the failure of the
parents to socialization of the child which in

turn has given rise to poor impulse control .

b) Neurotic manifestation : such as counter phobic
reaction aggressive due to a compensation for
ege weakness with iostile acting out of attitudes

that are felt towards parents .

C) Psychiatric manifestetion due to underlying

personality disorders .



a) Brain demage or orgenic behaviour disorder .

II. Delinguent behaviour or

S8ociopathic personality disorder s

= This may include actions that are classed as
¢riminal among adults such as assult and
robbery as well as offenses that are strictly

age related as trauancy and sexual activities.
There are two types of delinguent behaviour s=

a) Antisociml reaction s = chaeracterises the
children and adolegcents who are always in
trouble and who seem not to profit from
experience or punishment and who have no

loyalities to persons other than themselves.

b) Dyssocial reaction : characterises the
children who have been brought up in
amoral or immoral families or uinstitutes,
who have identigied with strong loyalities
to the criminasl element e.ge. child whose

parents are babi tual criminals.

Both antisocial and dysocial reactions are people"who
are ill primarly in terms of society " end of com=-

formity with the prevailing cultural milieu and not



only in terms of personal digcomfort and relation with

othagr

individuals .

Delinquent behaviour may be socondary to mental
retardation , epilepsy , brain dawage or child-

hood psychosis and affcct deprivetion .

EeEeGe is usually alinormzl in all .



Aim of Vork.

- Behaviour disorders are now becoming one of the
common school problems.
Between 7% and 20% of children of school age
have been found to have a behaviour chisorder
& avout eme 25% are seriously disturbed and

urgently in need of treatment (Postgraduate

doctor middle Eest , May 1982 ) .

- So the present work was designed +to elucidate
some of the behavioural anomalies assoliatea the

hyperKinetic behaviour .

In this study will try to find the - difference
between hyperkinetic children and normalchildren
taken ag controls of the same age and social status

as regardg -

1. The influence of social , economical and emotional
factors on the behaviour on hyperkinetic children.

2e Paychiatric findigs .

3. The medical and physical findings.

4. Pasychological testing as regard the I.Q.

5e E.B.G, records.



The Hyperbinetic Behaviour disordexr

Syndrome

Terminology and Definition

The Hyperhimetic syndrome was first déscrihed by
the German physician , Heinrich Hoffman , over 100 yeers
ago ( Hoffmann 1954 ) « Since then several authors
have outlined a syndrome which begines early in 1life ,
which is more common in boys and is manifested by a
symptom pattern of byperactivity , impulsiveness, dis-

tractility and exitability ( Anderson 1963 , Bakin 1945,
Bradley 1955, Burhs 1960 ) .

Aggressive and antisocial behaviour end specific
learning problems , Hmotionsl limbility , chepression
and low self - esteem are often congidered part of the

syndrome ( O*Mallay and Eisenberg 1973 ).

The Hyperﬁinetic behaviour disorder syndrome is
a digorder mwhich lies between psychiatry and newrology.
There is an overlap of strictly liebavioural and organic
phenomena and the relative importance of genetic ’
environmental , psychological and structural factors is

nevexr clear .

There are many definitions put down by different
authorsg with general agreement on the basic characteristics

of this syndrome .



At the outset , it is important to briefly address
the igsue of terminology , changeing definitions over
time have cauged.much misunderstanding ( Ame Je.Dis.child
1979 ) . There hes been a succession of terms that have
been uged to describe these children with hyperhinetic

behaviour , disorders including

- " The brain dawage " syndroms " ( Strouss & lehtinen
1947 )

- " Mihimal brain demage " ( Cesell & Amatruda 1949 ).

- "Organic driveness " , " overactivity" ,

- v Hyperkinesis " , and most recently the " the

Hyperoctive child symdrome " .

- BEach term has had its proponents and critics but

few have stood the test of time o

- Since these terms have been used in widely diver-
gent ways by different investigators , the same
children have been described by different terms
and differen children by the same terms. Thus,
research findings can not be readily compared .

- The term " brain damage " is present ( and pre-
sumably causal ) in the hyperkinetic syndrome .

However , if brain damaged is used in its literal



sense to mean structural abnormality of the brain,
then bragin damege syndrome is an inaxxurate and
misleading term. While some hyperhinetic children
may suffer from frenk brain demage, it is clear

that the majority don't ( Werry 1972 ) . Likwise,

most brain damaged children don't present with the

hyperkinetic syndrome ( Rutler et el 1970 a) o

Brain dysfunction " may be a more accurate term

than " brain damage " or describe those children
who present with less well defined disorders man-
ifested by more subtle neurological signs.

These more subtle defects in co-ordination or
language may only occasionally be associated with
actual demage to the brain(Rutler 1968 ) .
However , many hyperhinetic children don't de-
monstrate even these subtle neurologic signs o
Thus " brain dysfunction syndrome " is an inappro-
priate term to describe the l:irge percentage of
hyperkinetic children who present prinmarily with
behavioural abnormalitiex.

Finelly , teckniques for the reliable and accurate
quentification of brain dysfunction in children are

not available « Yet , prefixing the word"minimal"
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%o " brain dysfunction " implies just such a

quantificaetion .

Minimal brain dysfunction " was adopted by the
U.S. Department of Health , Education and

Welfare in 1966 as a single term that refers

to & spectrum of learning disabilities and minor
neurological problems. It has enjoyed widespread
use although there has been criticism of the term
by those who favor more specific terminology
One major disadvantage of the MBD concept is
the implication that there is an underlying
organic abnormality in hyperactive and learning
disabled children . This is misleading since
there is no evidence of brain damage in the

najority of cases.

While the concept of a "-Hyperactive child syn-

~drome " or " Hyperactivity " is subject to some
objections leveled at the term "™ MBD " s it has

achieved a high level of acceptence among pro-
fessionals and the public alike . Hyperactivity
initially referred to a state of excessive body

movement o If the overactivity was the only



problem , these children would get along quite well.
Thecontext in which the term is generally used refers

to a behavioural syndrome .

Therefore in this chapter , the term " Hyperkinetic

behaviour gyndrome " will be used to denote a be-
havioural syndrome only characterised by : a short
attention span , impulsivity , excitebility and
motor overactivity , with consequent poor school
performance or behavior problems. Partly beceuse
of the difficulties in trying to quantitate such
things es attention and impulsivity , these criteria
don't define a homogenous group of children . In
other words , there is no atypical " hyperactive
child , but rather a heterogenous group of children
whom we call hyperactive and who share a number of
behavioural features .

The attentional deviancy is paramount in most cases
and the hyperactive syndrome is best considered as

an " attentional disorder " . Indeed , this later

description is preferable , but the tern " hypera-
ctivity " remeins firmly entrenched in the medical
and ley literature . ( Am .j. Dis . child , April
197% ).

T —
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to , and compensates for this dysfunction which in
turn is a compogite of the child's ego strenth , co-

ping mcchanisms end state of child parent equilibrium.

According to the U.S.Department of Health, Education
and Welfare ( HEW) , the term " minimel brain dys-
function syndrome " ( MBD) refers to g children of
near average , average or above average intelligence
with certain learning cr behavioral disebilities
ranging from mild to severe , which are associated
with deviations of function of the C.W.S. These
deviations may manifest themselves by various combi-
pations of impairment in perception , conceptnalie-
zation , language , memory and control of attention,
impulse or motor function . TFurthermore . Zhe
HEW Task Porce found the following o MBD characteri-

gstios most often cited ¢ -

- hyperectivity .

- perceptual motor impairments.

- emotional lability.

- general co-ordination deficitse.

- disorders of attention ( short attention span,

digtractability , perseveration ).
- impulsiveness.

- disorders of memory and thinking o



- gpecific learning disabilities ( reeding ,

arithmetic , writing , spelling e

- disorders of speech and hearinge
- equivocal newrologic signs and E.E.G .
irregularities.

(Principles of pediatrics - Health care of the young ).

- Mawice W. Laufer ( keplen) 1960 considers hy-
perkinetic impulse digorder under the heading
of "™ minimum brain injury " or " minimum cerebral

dysfunction "o

- hyperactivity is one of the halt marks of

thia syndrome .

- short attention span & reedy extractability .

- impulsive & inability to delay gratification .

- They seem to have need to handle & finger
thingse.

- They are often explocive & irritable with

emotional lability .
- Disturbences of visuimotor performance &

hand eye cc-ordination .



-16 -

Strauss and lehtinen (1947) mere pioneers in
degcribing the nature of hyperkinesis in brain
damaged children. They emplkasized the cardinal
features of overactivity , distractibility ,
impulsivity and emotional lability that inter-
fered with learning and gocialization of the
brain damaged child . Many subsequent workers
have utiliged the formulations of strauss in
describing children with behavioral disturbances

believed to be due to brain injurye.

According to kleih and Gittelman-klein (1971),

the hyperkinetic syndrome is charactocized by:-

- | motot byperactivity 2

- poor impulse control .

- low frustretion tolerance .

- short attention span o

- Digtractibility.

- Aggressi ceness.

- Diminished gensitivity to reinforcement.

It is characterized by the relatively high inter-
correlation between the different symptoms of
syndrome is composed , and each symptop in itself

is neither sufficient nor necessary for establi-
shing the diagnosise



At the present time a mejor difficulty exists in
defining suitable diagnostic criteria, gince

most normal children will show some of the features
listed above and hyperkinetic dhildren don't show

all of the features all the time ( essential neuro-

Therefore , it is importent to obtain inforination
from the teacher or day - care centre staff as wedl
as from both parents , in order to determine whetber
overactivity, distractibility and frustrated be-
haviour interfere with the child's day -~ to - day
'life .



Chinical picture s =

The typical child with the hyperbinetic syndrome
is generally brought to proggessional attention early
in his elementary school years . However , careful
questioning usually reveals symptoms from early child-
bood i.e hyperkinetic impulse disorder may have its

onget in the earliest days of life .

The clinical picture varies from the little boy
who is silly , immature and not performing academically
up to expected standards to the marked by active .
eggressive and antigocial child who is unable to be

managed in a reguler clasgsroom setting (child psychatry).

(I) Hyperactivity ; -

Parents report that from an early age the child
always seemed to have an unusmal amount of energy , less
need for gleep than his sibs and he wore out shoes ,

clothes , bicycles , ...... faster than other children.

Parents and teachers note fidgetiness , inability
to git still for any length of time , talking a great
end inalbility to keep his liands to bimself(child psychatry)
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Motor hyperactivitg is scen in many but not all
MBD children for this reason , the phrase hyperactive
child syndrome is incccurate and at times misleading.
Some MBD children are normoactive or hypoactive. The
hyperactivity when present is often e striking sign
and one that is manifested from early childhood. The
child is described by parents and teachers as always

on the go , driven like a motor .

Quantitatively the degree of activity is greater
than of othef children . Also , the activity 1is
relatively continuous and not turned off in appropriate
sitnation such as school or due to sociel limits .

Thes child is unable to inhibit his respons fo any
stimlus that comes along , regardless of appropriate

meaning oxr sgignificance .

The hyperactivity diminishes with age and may
be absent , although the other signs may still be
present after puberty ( Manuel of pychatric théra-

pentics ) .

- Weiss et sl used 5 selection criteria for "hyper-

activity

1) restlessness and poor concentration were their
mein complaints had been present since the earliest

years.



2o the complaints were a major source of prdilems

both at home and at gschoole

3e all children I . Qs above 85 .

4. None of the children were pychotic , borderline
psychotic, epileptic or had cerebral palsye.

5. all children were living at home with at least

one pcrente

It seems that the major selection criteria concerned
chronic restlegsness and poor concentration both at home

and in schoole.

The term " hyperactivity " suggests increased motor
outpuf. Recently however , thiere has been a growing
awareness of " hypoactive = hyperactive " children. Thege
youngsters are distractible , impulsive , poorly organized
yet underactive . Paradoxically , some children with
hyperactivity may exhibit appropriate quantities of activity
What is clear is that we need to consider the quality or
goal -~ direetedness of activity rather than its overall
amount . Many of these children are not energy efficient.
Their activity is misdirected , purposeless , fidgety
and seemingly rendome. This ig an important distinction,
gince there exist youngsters who are restless and over-

active but purposeful and selective « Such efficient
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children should not be confused with " hyperactive "

youngsters ( Amj.Dis o child , April 1980 ) o

Anumber of methods to quantify activity level
have been tried , these include , the use of ballist-
ographic , mechanical , Photoelectric and ultrasonic
devices ( Foskee 1958 , Sprague and Toppe 1966 , Sc
Schulman & Reisman 1959 , Bell 1968 , Ellis & Pryer
1959 , Mc Farland et al 1966) , telemetry and motion
pctures ( Davis et al 1969 , Herron & Ramsden 1964,
lee & Hutt 1964 ), end direct observation and ratings
by obgervers ( Doubros & Daniels 1966 , Hutt et al
1966 , Qunsted 1955 , Patterson et al 1965 ).
Unfortunately results have been inconclusive and
there is serious question whether hyperkinetic
children actually have a clearly greater amount of
daily motor activity or a different type of motor
activity than nonbyperkinetic children ( child psy-

chatry ).

(2) Distractebility & attentional
‘ deficitse

Digtractability and a short attention span
are more noticeable in the school but are usually

reported by parents also .
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Teachers and parents report that , the child
hag gifficulty with stick - to - it iveness both in
play patterns and at school work - this symptom may be the

the sine qua non of the gsyndroume (_Manuel of psyahatric

therapenticg). The typical child is unable to per-

severe with classwork and homework, frequently daydreams,
is easily distracted from projects by extraneous stimuli,
and is uneble to listen to a story or take part in table

gameg for any length of tiue ( child psychatry).

Many authors have blieved that poor selective
attention is the most pervasive common denominator in
the population.

The American Psychiatric Association lists a diagnosis
of Primary Attentional Disorder . FProblems with selec-
tive attention ere likely to find expression in high
levels of distractibility , confusion over foreground
and background ( either visual or auditory or both ),
& tendency toward the frec flight of ideas ( iee. free
asgociation and daydreaming ), and a propensity for
incidental leerninge The latter involves the indig-
criminate absorption of a great deal of irrelevant
information , without learning in a facused manner

at the right time and in the right place « (Am.j.Dis
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child , April 1980 ) .

- How does the attentional deficit in the yyper-

active child manifest itself ?27?

- The hyperactive child is frequently delayed in
the acquisiton of the fundamental academic skills
of reading and spelling . There is a consensus
among educators and clinical psychologists that
attention is important in the learning process
even though there is great difficulty in defin-
ing and measuring attention . Children with an
attentionsl deficit and easy distractibility
(a corollarg of short attention ) have problems
focusing on the pertinent discriminatory cuss
encountered with every new word or phrase and
fail to make effective use of their intellectual
potential . Unfortunately , it is overly
simplistic to attribute the academic struggles
of the byperactive child solely to the atten=
tional deviance . Douglas, for example,states
the hyperactive child's less reflective, more
impulsive cognitive style way be responsible

for many of the eductional difficulties.

- In some of these children , attentional problems



are compounded by concomitant lunguage or perceptual
disorders such as vigusl or caditory prOCessing
abnormaelities ( iece. leourniag disocrders ). Others
may be unusually clumsy cnd cdemonstrate " soft " neure-
ological signg « To complicate things even further many
of these children may show & variable degree of emot-
ional everlay . These additional factors marrant
consideration in the asgegsment of unexpected school
failure, However, it is esgcnticl to make the dis=
tinctioﬁ between the ettentional deviancy on which

the decision to use & trisl of stimulant medication
shiould be based and the cusocianted perceptiasl neur=
ological or cognitive abanoruwulities that often cloud

the igsue(Am .j. Dig. child , Afril 1379 ).

- There are numeroug pychometric tests that
purport to measure attentional factors .
Afew such as the Continuous Performance Test

and the Porters lazes , have enjoyed limited



clinical application .

Recently there has been considerable interest
in the term " attention deficit disorder " .
This too many turn out to be an overly inclue
sive categorization . We have suggested one
approech toward the differentiation among

children thought to have attention problems.

- Some children seem to have primary

attention deficit « They are thought,

on a clinical basis to have relatively

" pure " protlems with selective aa
attention , a primary constitutionel
disorder in the C.W.Se "Circuits " ,
vet it nust be emphasized that, even
within this group, there is considerable
symptomatic lLeterogeneity. e.g some

such children may have predominant

impulsivity , others sleep. arousal



problems, whereas otliersz primerily have a high
level of distrectibilitye

Another gubgroup heve gecondsry attention

deficitse These children are likely to
manifest meny of the smae synptoms as those
with primery attention deficits , but their
inatteution is secondary either to an information
procegsing problem ( such as a receptive lang
uage disebility or & disorder of short term
memory ) or , alternatively , to significant
emotional preoccupations and anxieties .
Chiléren with information processing problems
may " tune out " und become inattentive ,
fidgety , and impulsive as a response to the
futility of strugeling tc deccde words ox
pergceive symbolsge. Children with serious
psycho social problems may be " drained " of
attentional strength because their thoughts

are elsembere



Situetionel inattention is a less pervasive
form of ettention deficit which is situation

specific in that it is likely to be the result

mismatchings between external expectations and
a child's characteristics « An incorrect
school or classroom placement may precipitate
inattention or & child whose home value gys=—
tem and culturel milieu differ significantly
from those in the school may become inattentive

-.and disorgeanized in the classroom o

Finally , one must acknowledge the existance of
mixed forms of chronic attention deficit. Some
children may have primary weeknesses of attention
accompanied by learning discrders and awxiety.
Some , also will have gituationel inattention

aes they are placed in classrooms that may not
meet their needs. Abagic differentiation ,

such as thig , can be important in educatioral



planning and in the deuipn of studies of natural

history as well as for intervention o ( AmejeDis

child , April 1980 ).

The finel point to he uude about attention is
that it is a devcelopmental processe Statements
about the attentional cbilities of a particulax
child must be related to Lis or ber chronologicel

age and developmental lovel .

“Also , there is gignificant veriability in the
rate of attentional nmaturetion , with some
children progregsing more chowly than ct.ers.
This is frequently referred to as addevelop=
mental lag and may explain why @& 5 or 6 year
0ld child entering school may display a short
attention span , digtractibility , end failure
%o concentrate on a task , but by 10 years of
cge , the gmae child may be achieving at

grade level with spontarcous improvement 1in
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in most of these traits . Unfortunately ,
children with a developmental lrg in attention
who later " cetch up " ere in the minarity .
For most hyperactive children , a chronic
course with persistent social problems is

more typicgl . (Am.j.Dis = child April 1979)

- Purthermore , there ig now evidence to in-
dicete that while the overactivity may
diminish by adolcscence , the basic ettentional
deficit may pursist , a fact that hes signi-

ficant implication for treatment duration

(An. j.Dis child , April 1979).

(3) Twpulsivity.

Impulsivity is shown by such behaviors as
Jumping into the deep end of a swimming pool without
knowing how to suim , ruuuir.y into the street in

front of cars , climbing out on to high roof tops



and leges , and bluriing out téctless statements

(child psychgtry)

The hyperhinetic child is very frequently
impulsive . The sout of impulsive behaviour that
is socially offensive cha;nes as & function of
age « In to ddler and pireaclicol years , it may
be his tendency to spliincter " accidents " . In
elementary school , it mey be his rushing aff
pursuing his own interests , irrespective of
those of his teacher ( wiich are , in fact ,
usually opposite in kind ) , end in preteen and
adolescent years , it way be acting out or anti-
social behavior including stealing , dmug abuse

or sexual promiscuity . ( ianuel of psychatric

therapeutics ).

Tt has been reportecd  ihat children with
hyperactivity seldom are 1eilective o They tend

to be chronically impulsive « This wmay be
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geen in their over all behavior , in thelr gocial
interactions and in their efforts at problem
solving . They tend not to reflect , plan
organize or monitor their own productions . Meny
such youngsters feel very uuch out of control .
Their impulsivity is constantly getting them into
trouble , Often , they seem not to believe what
they havé done , feeling unaccountable for their
unpremeditated acts .because things seem to happen

so fast ( Am.) dis. child , April 1980 )

(4) Excitability

The excitability of the hyperkinetic child
is manifested by temper tantrums and fights over
trivial matters , lew frustration tolerance and
a tendency to become overexcited and more active
in stimulating situations , cspecially in large

group of other children ( child pBgchatry )

N.B .+ These symptoms of 3 hyperactivity , distrac=

tibility , imprlsivity , end excitability
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have been consistently reported ( werry 1968,
stewart et al 1966 , Q'lialley & EisenberglS73)
and be considered as the cardinal symptoms of
the syndrome.

- Many investigators feel that ghort attention
span and distractibility are the essential
features of the syndrome , with byperactivity
being a more variable symptom.

- Distractibility and attention deficit has been
viewed both as avbock of stimulus inhibition
and as a stimulrs - geeking behavior

(klein & Gitteluwan = Klein 1975 ).

- There are often other manifestations that are
often but not necesserily associated with the

hyperbisetic syndrome e.ges

(5) Antisocial behaviour

It was originally thought that aggressive

antisocial behaviours were a necessary component of
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the hyperhinetic gyndrome and it has been syggested
thet the hyperkinetic syndrome is not distinct from

other conduct digorders o

Careful clinical gstudies reveal that only a
small but significaut minority of hyperkinetic
children p:esent with outisociasl behavior when

initially seen .

Antisocial behaviour is more frequent in
order hyperkinetic children , it may develop as
a sebondary reaction . Children who are unable to
succeed in an academic setting , who are unable
to develop satisfactory peer relationship , who
find rejection at home and at school are hikely to
become aggregsive and rebel agaenst the values of

society.

(6) Cogonetive and learning disabilities

llany = but by no means all - children with

symptoms of hyperactivity also have learning



digabilities « lowever , the nature and prevalence

of thnese difficulties vennin wnelear .

These may range from problems with visual -
spatial orientation to lifficuliies with the process=-
errg of sequentially prescrted information to specific

language disabilities.

Often the inforuation = . rocessing problom in
itgelf is a disorganizing influence , impairing
attention , precipitating iupuloive behavior and
contfibuting to the child's poor self - esteem. Some
youngstersg said to be hypuractive , also manifest
gaid to be hy; ractive , uls manifest significaut
clelays in gross and / or fize motor function and

vigual motor integration .
Again , such awsocliaticns e by no means inveriable .

Qverall , academic rchievement is usuelly low
for hyperhivetic children ( kaoch 1971) but some

writerg attribute this sclely to low intellectual
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But en appreciable fraction of children with byperk-

inetic gyndrom show ebnormalities of perceptual perfor-
mance on certain psychologicel tests and impaired lear-
Ring in school even in the presence of a normal intell-

egence quatient ( I.Q).

(7) Other emotional symptoms

Many hyperbinetic children show abnormalities in
that sphere of behaviour loosely designated as " emo-
tional " . In general , somechildren show age in
appropriate characteristics of younger children , in-
cluding affective lability , a short temper and a low

frustration tolerance .«

The most significant symptoms are depression

and low self ggteen which occur in the majority of

hyperkinetic children ( wiss dal 1971) This has

been viewed as & reaction tc continuing failures and

algo a " depressive equivalent " .
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It is not sivgrising tlhat children who endure
scademic failure , adult disspproval , peer rejection
and logs of control arc likely to acquire secondary

emotional problems.

Hyperkinetic children typically ahow alinorma-

lities in interpersonal Leh vior between themselves

and their peers and between themselves and adults.
With peer , the hyperhinetic child is characteri-
stically immature , bosuy wnd dowinating « A &

result, he freequently has lew friendse

The hyperkenetic child ig outgoing and ex—
traverted , he seeks friends but loses them .
Because of his unpopularity uznd need to dominate,
he may choose to assoclate with wore complaint
asgociated , with younger children or if a boy with

girls ( Uanual of psychiatric therapentics )

Children said to nave hyperactivity ere



described as " emotionally labile " i.e. easily set

off to layghter or tears . Accompanying their sub=-
stential arreys of inconsistent behaviors is a ten-
dency toward capriciousness of mood or affect. Their
behavior may wary from monment to moment , their
personalities seeming to change with little provo-
cation or justification. Wide nood swings are

common and difficult to account for ( Am.j.Dis .

child , April 1980 )

(8) WNeurological Signs

Some hyperhinetic children present with less
well - defined disorders manifested by more subtle
neurological signs , sometimes called " goft gigno ".
These signs may only occesionally be asgociated with
ectual demaege to the brein ( Rutter 1968 ) .+ However,
large percentage of hypevkinetic children don't de=-

monstrate even these subtle neurological signse.
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These minor neurological signs including ass-
ociated movements, dysdiadochokinetic movements and
other indicators of neuromaturationel delay . It
may well be that one subset of children with problems
of attention and activity actuslly manifest a delay

in the maturation of C.WeS. ( Am o jeDis. child ,

April 1980 ).

Approximetely half of IBD, children show some
abnormglities of co-ordination. These may be in
area 6f fine motor co-prdination , the children
showing difficulty in leerning to tie their shoelaces,
in cutting with scissors , in coloring and later in

hendwriting.

Thege difficulties may also be in the area of
gross balance , so that the child has difficulty in
learning to roller skate or ride a two - wheeled
bicycle + Finally , they may be present in the area

of hand - eye co-ordination so that the child is inept
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in sports requiring the throwing , catching end kitting

of balls.

N.B; & )

b )

Not all the phenomena described are always
seen together ., There may be just one or
two of these choracteristics o

From & clinical & standpoint , each child
needs to be assessed as an individual person
rather than as a representative of a syndrome.
His or Ler unigje array of traits will be

the major determinant of therapy , of edu-
cational plenning , end of the type of

counseling and enticipatory guidance .
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- Aetiology of the hyperkinetic behavior disorders-

The hyperhinetic gyudrome is child poychiatic

disorder of multifactoriel origin ( childpsychatry)

T ere are a variety of theories that attempt fo
explain the origns of tlhe syndroume . Present evidence
suggests that the tern hLyperbinctic syndrome describes
e heterogenous group of children with different aetiologies.

In some cases , the disorder mey be due to ¢

- a structural abnormuiity cf the brain(werry 1972)

- an ebnormelity of physioclugical arounsal of the
nervous system ( sutterficld et al 1S74) .

- Agenetic basis for the disorder (cantwell 187" ).

- in others , there may be still undigcovered

importunt aeticlogical fuctors.

- The hyperhinetic benuvior disorder was thought
to be a disorder secundery to intrauterine
obstetricel or postnatal Llroubles or perinatal com-

plications .
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Prenstal causes: metabolic , genetic, toxic or
psychogenic .
Perinatal causes s prematurity , postmaturity ,
prolonged labour , accidents during lebour ,
rapid labour , abnormal presentation , induction
of labour , effects of medications during labour,
immunoleogical incompeatibility, normal mechanics
of labour e-g rirst born wmale more susceptible
to developing sequelaes
Post -natal causes : = up to 5 years e.g. in-
fections , injuries to the head, medications,
poigons , toxins , metabolic disorders , vas-
cular diseases , psychogenic and environmeutal
fectors ag inedequate , excesgive or dis-
torted stimulation znd home interaction may
heve an effect on the developing C.W.S. and

lead to the developm:nt of one of the syndrome

of cerebral dysfunction , neoplasms , convulsious.

Other caugses of the syndrome in children includes:



enotional disturbences , disrupted fumily life,
cultural fectors ( carly cuvironumental influences),
and rarely orgenic wedicael disease such ag hyper-

thyreoidism or rhe aatic chorea g (essential

neurology ).

The gcnesis of Lhe disorder 1s urnicertain some
deny that it is due %o brein daviege &  suggest
that it way be <ither biochenical in origin or
may reflect a disturbance of maturations. Otllers
regard, it is & wild form of cercbral palsy

(clinical puychiantyy )73

Phere ig some evidence to implicate heredity in
the etiolugy of the cyndrome o Any genetic
theory must explain the wurked wale preponder-
ance ( wbout 7 : L ) und the relativily high
incidence of hyperwctivity in the fetiers of

these childrene.

Two adoption studice iund cucdence to genetic

transmission in Ligh vigk Tamilies, while
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family studies have ghown e high incidence of
alcoholism , sociopatly and hysterie in the
perents. Though non of the data are conclusgive,

they are highly suggestive of a genetic roleo

- Rutter's monograph children of sick parents
demongtrated that children with a psychiatric
disorder were more likely to have parents with
a psychiatric illness than were children with

orgahic forms of illness( Brit.Jj. Psychiat.1577)

- There is increaged clinical awareness that all family
members are likely to be involved when one of them
presents as a patient and that this is particul-
arly so where distarbances in young children are
concerned , so that the interaction between parents
and children must be considered in the treatment

of either groupe (Brit.j.psychiat. 1977) -

Some investigators heave attempted 1o identify a

biochenicel basis for the syndrome . Several lines of




evidence appear to link behavioral dysfucntion with
central catecholamine neurotransmitters , particularly
dopamine and norepinephrine ( amphetamine inhikit
catecholamine uptake by dopamine neurous & norepine-

phrine terminals in the brain ).

If catecholamine are indeed caus ally linked to
hyperactivigy , it still remains to be determined
whether the abnormality is due to constitutional or

environmental factors.

The issue of fuod additiveg deserves mention ,

in hight of the public gttention given the Feingold
diet. Feingold's hypothesis is that s the artificial
food coloring and additives that are prevalent in
contemporary American diets lead to hyperactivity in
susceptible children and that elimination of these
additives from the diet will alleviate the symptomse.
The Feingold diet ( or K.P. diet ) is very appealing

to many parents as an alternative to medication and



there are numerous anecdotnl reports of " cures

resulting from the diet o

It has been claimed that hyperkinetic children
gsuffer from vitamine deficiency , allergy to certain
food additives and disorders of glucose metabolism

(hyperglycemia ).



Incidence : =

Hyperkinetic .yndioue lo wore common 1in hoys
then girls the boy : girl ratio veried from 4 : 1

to 9 ¢ 1 &

T.e prevalance in tie population is @eard to
specify becauge differing diagnastic criteria have
been employed , m.thody of iunvestigation and popula-

tion studied.

'Hyperkinetic iuwpulse digorder may hLave its
onset in the earliest days of 1ife « In other
instances , however , come mwnifecstations may ewelt
the provocative rigors of ccioole In addition
the gymptoms way be situction - specific and aay
not be evident in every settinge.

The order of magnitude would seem to be

between 3 % and 7 % waking it & cowmon pychiatric

problem ,
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From 5 to 15 % of the child population is
estimated to suffer from this prcblem in North
Averica , although in England the incidence is

congiderably lower ( essential neurology 1S78 )

Arecent special panel of the office of
child development ( Froedman 1971 ) estimated that
approximately 3 % of all schoologe children ex=—
bibited hyperhinetic disorders. An even larger
percentage of children with c¢lassroom adjustment
problems (perhaps 15 % of schoolage children 3 la
veck., 1970 ) may be suspected by teachers or

paerents to suffer from tuis problem ( the practice

of pediatric newrologg )e

Its incidencd is estimated at 5 % of all

primary school children ( principles of pediatrics).
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Pathology of hyperkinetic syndrome 3

It is very populexr to day to make the diag-
nostic inference of brain damage to explain entirely
or in part the deviaut behaviour of many children this
concept have arisen from the association of several
behavioural petterns with anticident cerebral

pathology as encephelitis and head injury .

A syndrome very similar to hyperkinetic syndrome
fol}owed typical attacks of encephalitis lothargice so
that kohn & coha ( 1466) cousidered byperkinetic syne-
drome to be the result of o csubociute encephelitis affe-

cting the vrain stem & basal ganglia .

Also , individuals with Parkingonism and in
animgls with experimcntal lesgiong in brain stem teg-
mentum. which induce tremor, hypermotility a profound
depletion of catecholemines has been demongtrated .

It ig then of special interest that a potent sympatho-

mimetic amine a ampletamine " is often suggested the
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most effective agent for ameliorating the pathological

byperactivity of young children with behaviour disorders.

In fact , in some cases , there is unquestionable
evidence of cerebral damage , but in the majority of
cases the inference is not substantiated by in frobe-

havioural clinical or laboratory findingse.



Paethogenesis of Hyperkinetic disorder 3

The bagic underlying w. chanism is not known .
In the course of their devclopument , hyperkinetic

children outgrow their wmade of behavriour .

mey be consected with the inter - relationshiﬁ\"j
between the diencephalon , with i probably fully .
formed and in full fwicticnal iptegrity at birth and
the cortex which is by no wmeans fully formed at

birth , but continues to grow at least beyond the

5§§_ year of life and possibiy to adolegceuces

There are mexny theorics that déscribe the

pathogenesis of hyperkinetic disorder .

1) One has suggested the rovorberating feed -
back type of circuit bLetween cortex and
diencephalon , This pogtulates that , as
the cortex grows in mass , it is eventually
able to exert a greater influence and allow

for the more organized , localized and
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discriminating respounses characteristic of
growth and for the ability to inhibit ®hichk

is one characteristic of meaturation .

Other theories have stressed on the role of
the diencephalon as the rostral componeut of
the reticular activity system & its possible
role asg a first stage sarting , routing ,
gathering mechanism for impulses coming in

sengory receptors to the various higher

levels of the C.W.3. It has been suggested

that in the 15¥ few wonths after birth the
newborn infant operates under a homeogtatic
principles that induces great discomfort
when any tension accumulates with a greater
need to discharge this tension & return to
the previously undisturbed state . Thus
in case of dysfunction of the diencephalon
the eidividual ig unusually sensitive to

8timuli flooding in frcm both peripheral




receptors & viscera . This could neke a young
infent respond with greater thon ugual urgency to
what might otherwise be repz erded ag a normnal ancunt
of tengion comdng from the wesaol orpenic sources as

hynger or full bdladder & be by crtoaic & irritable.

o

3) Others have proposed wiat the rostral nortions

of the reticular cctivating system , othor the
diencephalou are concerned vith ability 1o
respond differentially to stiwli & to inbibit,

to esteblish , to alt, vv cud all of which seem

impertant in the producticn of this syndrome.



Diggnosis of the hyperbinetic syndrome g-

Since it is a behavioral syndrome , it is appro-

piately diagnosed by : -

I. A full history and behavioural observation which are

of prime importance . Other diegnostic procedures
are antillary , often helpin to preclude other
undetected problems .

80 , the morhup must be comrehensive and cover
medical , social , educational and psychological

factors e«ge

- an accurate develonmental and social history
from the parents dating back to infancy and

history of any chronic behavioral deviance.

- an esccurate school reports on the child's

behaviour from the teacher or day care centre

staff .
- academic performance of the child.
- carful investigation of child's family as

thege children often lLiave alcoholic , socie-

pathic or inadequate parents.
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The parent is usually the best source for the
patients long term history. Teachers, however have
demonstrated remorhable sengitivity for systematic
obsérvation of the suspected nyperactive child's be-~
haviour. Parents appear to lack this sensitivity or

perhaps the home eavironment substantially reduces

the stress imposed on these children so that the degree

of restless behaviour is reduced.

It is important to gpecify what the parents or
school mean by the word "hyperactive". The history
taking should be directed at gpecifying key tempera-
mental traits such as attention span, distractibility,

impulsivity and excitability.

Behaviour rating scales such as the one deve-
loped by "Connors" are helpful in this regard "“shown

in appendix D".

The importance of detuiled history results from
the fact that the majority of hyperkinetic children
behave differently in different gsetting. These children

are most severely stressed when they are expected to
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stay on a task over relatively prolonged periods and
particularly in a situation where there are multiple
gtimuli. The average classromm fits these conditions
perfectly. In the classroom, the hyperkinetic child
may be in perpetial motion. These same children in
the physician's office often behave in a very contr-
olled manner. Physicians consgidering medical treat-
ment for only those children who are obviously hyper-
active during an office or clinic vigit may be missing
a substantial number of children with this syndrome

who might benefit from pychoactive medication.

Any child who has mainfested chronic behav-
ioral deviance either at home, with his peers, or in
his school or who is showing inadequate school perfor-
mance despite the presence of normal intelligence,
adequate teaching and adequate nutrition must be sus-

pected of having MBD.

II- Vision and hearing tests: should be routinely

available before further evaluations are under-

taken.



III- Physical examinution : is usually normual in

hyperkinetic children but may be defects of
vigsion or hearing or aubnormulities of speech
(Hirsch 1973).

One group of investipgators (Waldrop and
Halverson (1971) has reported & high incidence of
minor physical ancmalies such ag : widely spaced
eyes, curved 5th finger, adherent earlobes esp-
ecially in boys, large head sgize, high palate,
slightly misshaped euars.

Reported et ul. (1Y74) not only confirmed
the presence of these physical anomalies but
showed that the presence of these anomulies was

asgsoclated with

Severity of hyperactivily.

A history of hypeructivity in the father.

A history of early obstetrical difficulty in

the mother.
-~ A higher than norm=l "meun plasma dopamin-

B-hydroylase activity.
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- Hyperkinetic children with minor physical ano-

malies may form & distinct subgroup.

IV- Neurologic examination: Despite many arguments
over the validity and reproductibility of "goft
neurological signs, there seems to be little
doubt that children with hyperkinetic have a

higher incidence of these findings.

The clinical significance of these neurologi-~
cal findings is unclear and this information is
not very helpful to the physician or educator in

planning remediation.

Neurological examination may be negative or
show a variety of soft signs e.g strobisms, facial
weakness or mixed dominance, sensorimotor incor-
dination e.g slight clumseineas or awekwardness,
particularly with hand movements, inability to
maintain a steady posture of the outstretched arms,

the presence or absence of lateralization.

Vv - Pexchometric testing: is desirable in most children

who are experiencing difficulties in school. It



VI-
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is useful to have some measure of academic achiev-
ement such as the Wwide Range Achievement Test or

Peabady Individual Achievement Test.

Measurment of 1.Q 1s needed; Wechsler

Intelligence Scale for children and the Standford -
Binet Tests are standards. N.B: it is important to
gtress that there is no gpecific test or pattern
of scores that is diagnostic for hyperkinetic

children.

Electro-encephalogranis (E.E.G.): Usually a num-

ber of suspected hyperkinetic children will have
diffusely abnormal E.E.Gs. but these should be
obtained only to detect a seizure pattern sugges-

ted by history (principles of pediaterics).

Clinical experience would suggest that E.E.G.
ig of limited value in the assessment of hyper-
kinetic syndrome unless a seizure disorder or
degenerative process is suspected. Overall, the
E.E.G. usually gives the physician very little

additional information (Am. J. Dis. child, April

1979).
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In should be apparent the there are no abs-
olute diagnostic criteria for hyperkinetic synd-
rome and the most important point in the diagnosis
is a full history and behavioural abservation of

the child.
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Differential diagnosis of hyperkinetic syndrome 3

The conditions that may produce or be associated

with hyperkinetic disorders are :

1.

2.

Mental reatrdation.

Brain damage or brain dysfunction syndromes.

. Seizure disorders.

Developmental hyperactivity.

Environmental causes.

Childhood autism.

Progressive neurologic or metabolic disorders.
Deafness.

Mental retardation : (M.R.)

M.R. in children refers to a condition of
decreased intelligence (I.Q. under 70) that leads
to adeptive difficulties in many areas of school

and social performance.

These children are usually hyperkinetic be-
cause they are placed in situations that require
attentional and learning performance beyond their

capabilities.
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In mental metarded children, learning difficult-
jesl result from intrinsic limitations of intelligence
but in hyperkinetic children, gelective inability 1is
due to sustain attention interfering with entry into

learning-teaching process.

A careful developmental history will often provide
supportive evidence for the diagnosis of M.R. by reveal-
ing_delayed development in acquisition of speech and
motor skills. A reported of delay in unaided walking
beyond 18 months of age is closely correlated with the
preseﬁce of a major defect in mental or neurologic fun-

ctions.

Continuing inability to develop peer relation~

ship is suggestive.

Administration of one of the standard intellig-
ence tests e.g the Wechsler Intelligence Scale for
children (WISC) which has the advantage of being divi-
ded into verhal and performance sections yielding
separate scores. These give sonme indication of the

presence of selective motor or language disorders.
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The Stanford Binet test is often utilized for
children under the age of 6 years.

The final diagnosis of M.R. should be based
upon & judicious consideration of developmental
and historic information, data from psychometric
testing, the physical examination and awareness
of environmental factors and studies and observat-

ions of these children.

Brain damage or brain dyasfunction syndromes 3

These syndromes characterized by : restless-
ness, insomnia, irritability, distractibility and
affective disturbance, choreiform movements, tre-
mors and tics. These signs gradually diminshed
with time but many children never returned to

their premorbid personality.

The original discriptions of brain damaged
children pertained to rather severely affected
children who often manifested overt neurologic
abnormalities in addition to behavior disorders.

Later, however the concept of organicity was
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extended to include many children with borderline

neurologic abnormalities.

Many children with learning disability and
and hyperactive behavior do not have brain damage
that can be diagnosed by : history, neurologic

examination or laboratory techniques.

Seuzure disorders :

This occurrence of seizures in children may
overshadow the behavioral and learning disordeds
that often are present in epilepticchildren and
that may affect their lives more severely than

the seizures themselves.

One report indicated that 42% of children
with seizure disorders attending ordinary school
were judged by their teachers to be markedly in-

attentive (Quoted by Stores, 1973).

The hyperkinesis seen in children with seiz-
ures is most often another manifestation of their
brain disorder along with the seizures and possible

learning difficulty.
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Young children with epilepsy are particul-
arly proneto hyperkinesis as are children with
temporal lobe epilepsy. The hyperkinesis may be
unrelated to the frequency of clinical seizures,
in fact, if seizures are controlled with sadative
anti-convulsants such as phenobarbital, hyperkin-

esis may be inversely related to seizure frequency.

The occurrence of paroxymal discharges in the
E.E.G. of children with hyperkinetic disorders has
often been reported without clinical histories of
geizures. The BE.E.G. abnormulities represent a

subclinical form of epilepsy.

Developmental hyperactivity :

The essential elements of this condition
are the presence of hyperactivity, beginning in the
first years of life, in & child who is otherwise

mentally and neuroloygically intact.

Parents may have regurded the restless, in-
quisitive, impulsive behuvior of their child as

pigns of a vigorous peronsulity but these traits
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become a handicap when the child is expected to

conform to classroom restrictions.

Male preponderance is as high as 90%.

Hyperactivity usually diminshes with age but
may be replaced by antisocial behavior if the child
has failed to enter into the academic learning

process because of hyperactive behaviour.

Environmental causes :

Lebeling a child as hyperactive implies that
the child has adapted poorly to the environment.
Some environments are so ill suited for a child
that some type of abnormal response must be exp-
ected. There is confliciting evidence for an in-
creased prevalence of psychiatric illness in
families of hyperkinetic hildren. A child who is
anxious or fearful because of adverse family cire-
cunstances will not be able to learn to curtal
impulsive behavior and adopt to classrooms. A
child who is hyperactive because of family press-—
ures will ultimately manifest improved behaviour
when these pressures are alleviated. It is justif-

iable to hospitalize a child to evaluate this situ-

ation.
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Childhood autism :

Children with autistic behaviour manifest a
behavioural disturbance characterized by lack of
affectionate interest in parents, stereotyped
behaviours and varying degree of speeck deficits.
The nature of the problem of the autistic child
continues to elude investigators in this area.
These children may munifest continuous activity
superficially resembling behaviour of severely
hyperkinetic children but different due to their
inébility to form human relationships. OSeizure
disorders are commonly tound in autistic children.
These obgervations indicate that at least some
forms of autistic behaviour result from brain
damage perhaps involving cerbral areas concerned

with personality development.

Autism hag been regarded as a learning dis-
ability involving the inability to develop inter-
personal relationship or indicative of the presence
of global perceptual dysfunctions. Many autistic

children become severely retarded functionally



- 67 -

while others may develop sufficiently to make marg-
inal adjustments in classroom distuations. Their
unusual behaviour nmay perplex teachers and result

in referral for hyperkinetic problems.

7. Progressive neurologic or metabolic disorders :

Thege conditions are rare in children present—
ing with hyperkinetic disorders. There are a num-
ber of degenerative neurologic disprders whose
onset may be heralded by the appearance of emot-
ional disorders during childhood. The perceptible
worsening of emotional lability, movement disorders
or inco-ordination in a child without obvious enviro-
nmental cause should raise the question of a prog-
ressive neurologic disorder. Early diagnosis of
these disorders will provide information regarding
the outlook for the affected child and permit the

family to plan in a realistic manner,

Genetic counseling is essential for families of
children affected by degenerutive diseases of the
nervous system e.g :-

- Huntigton's chorea : hereditary disorder.
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Dystonia musculorum deformans : basal ganglia dis-
order.

Subacute sclerosing panencephalitis (Dawson's
encephalitis).

Hyperthyroidism.
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Prognosis :

Barly investigators thought that the hyperkin-
etic syndrome was a time limited condition which

digappeared as the child grew older.

Sonce symptoms of the syndrome as hyperactivity
may diminish with age at adolescence and may be absent

while the other symptoms may still be present.

It appears that distractibility persists and
that there is an increased incidence of adjustment
and behavioral problems in the teens. The value of
drugs in preventing this aspect of the problem is

still quite uncertain.

In its severe forms, hyperkinetic syndrome may
be the forerunner of a number of personality problems,
including sociopathy. It is now seems that the pro-
gnosis for untreated hyperkinetic children may be quite

poor. It is a frequent cause of school dropout.

The study by Weiss et al. (Am. J. Dis. Child,
April 1980) in consistent with several previous

retrospective and follow-up reports, which suggest



that : those younsters who are identified as hyperkin-
etic are at risk for u wide Taunge of problematic adol-
escent and adult outcomes. It is notewortly that these
gsequelae impinge on areas beyond those linked to formal
classroom preparation. Automobile accidents, difficulty
with the law, drug and ulcohol ubuse and other forms of

lite instability may be coOmron phenomens.

Roth retrospective und prospective studies indi-
cate that antisocial Lehuviour, educational retardation,
depression and depression uund psychosis are prevalent in

"grown up" hyperkinetic chilaren.

Anterospective studies by Weiss et al. (1y71),
Mendelson et al. (1971) and the dontreal group (1972)
show that : "hyperaclivity per se diminshes with age but
the children are still more restless, excitable, impul-
sive and distractible than their peers. A ntisocial and
concentration difficulties remain an major problems.
Chronic, severe underachievement in school in almost all
academic areas is a churacteritic finding, low~self-esteem,
poor self-image, depresgion and a sense of failure are

common.
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While none of these findings ;é'conclusive, they

strongly suggest that the adult outcome of children with

they hyperkinetic gyndrome 1is likely to be as poor &as

it is in adolescence.




Treatment @
The issues in munagement of a hyperkinetic hild
are divided into three gections:
1. Treatment of the child includes behaviour therapy
and drug therapy.
2. Help for the parents.

3. Environmental manipulation includes the previon ot

a suitable school environment.

I- Parent counseling :

successful management of the hyperkinetic
syndrome required involvement of the entire family.
Some families may require counseling services, and
gselected children may require referral to a psycho-
logist or a psychiatrist for more intensive psycho-

therapy .

Parents have been helped to deal more effec~
tively with their hyperactive children through
behaviourally oriented programs. This is espec-
ially useful in assisting parents to get limits
and in facilitating more positive family inter-

actions.
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Parents are taught the nature and phenomenology
of the syndrome, the basics of behaviour modification
and the principles of structuring the child's environ-

ment so that there are regular daily routines and firm

limits of his behaviour. The importance of avoiding ~
overstimulation, excessive fatigue and situations

known to cause difficulty are emphasised.

Videotape playback of parent-child interaction
and of maladaptive behaviours with explicit instruct-
ions to the parents on how to deal with them has been

found to be helpful.

The use of brothers and sisters to modify beh-
aviour of their hyperkinetic siblings is a promising

new technique.

The presence of psychopathology in the parents
may require individual treatment of the parent and/or
a more dynamically oriented family therapy approach,
particularly if the hyperkinetic child has been the

"family scapegoat™.
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The physician must explain to the parents
what has been concluded from the examination. If
there is no evidence of overt neurologic impair-
ment, this fact should be clearly stated. E.E.G.
findings should also be communicated to the par-
ents. It should be explained that borderline
E.E.G. abnormalities are of no clinical signifi-

cance.

If the child's intelligence is within nor-

mal range, parents should be apprised of this fact

even if 1t appears melf-evident.

It is also helpful to communicate findings

directly to the child since he or she may be

anxious about the presence of physical or mental

abnormalities.

Psychologic treatment needs to be focused on
disturbed family interactions mother than exclus-

ively on the symptomatic child.
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II- Bemaviour therapy :

It is a rapidly growing area of interest that
modifies child behaviour by arranging environmental
rewards and punishments to encourage desirable be-
haviours in the child. The physician should either
provide the detailed attention to the child's eniron-
ment required for this approach or refer the family
to competent professional individuals in the community

who use this approach.

A number of standard instructions for monog-
ing the hyperkinetic child can be kept in mind. A
parent can be told that hyperkinetic children require
more structure in their daily activities than other
children. Too many variations in the daily routine
may be disadvantageous to the child. Firmness and
consistency should be stressed but uncontrolled
punitive reactions of puarents should be avoided.
Rewards for good behaviour and restrictions for bad
behaviour should be prompt and without excessive
discussion or lecturing to the child. The parent

should be alr$y to signs of fatigure or excessive
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stimulations when arranging the child's daily rout-
ine. Success in this area will greatly depend upon
the parents mental equilibrium and ability to toler-
ate the vagaries of behaviour of the younger school-

age child.

A daily reward system was ingtituted in which
the parents gave preselected reinforeers to the
child at home if the child achieved certain pred-
etermined goals in school. Each teacher gave rein-
forcers in the classroom and gsent home a note each

day the criterion remard was fulfilled.

Significant improvement occurred in all child-
ren as judged by variety of rating and observat-

ional measures.

III- Educational management :

Bach year a child spends about 1400 hours out
of 8760 in school. Thus it is important that there
be consistency of expectations and methods of be-
havioural reinforcement between the home and the

school (child psychatry).
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The special educational approaches available to
parents of hyperkinetic hildren are : individual tutors,
gpecial classes within regulur schools, and speical

schools (practice of psychatric neurology).

Ipdividual tutorial instruction offers the most
flexible means of gupplementing school instruction. A
gkilled tutor may do a greal deal to increase a child's
motivations to learn. Parents are usually poor tutors.
Parents should be strongly urged to avoid playing the
tutorial role since it often conflicts with the par-
ental role and results in deterioration of the parent-

child relationship.

Special classes within regular schools may be
offered for hyperkinetic hildren. The disadvantage of
such classes is that children are labeled and segreg-
ated at a formative age. Also, hyperkinetic hild of
normal intelligence may be placed in a class with
retarded or severely disturbed children. Part-time
placement in gpecial classes may be a useful comp-
romise. However, the decision for placement in spec-

ial classes is the responsibility of the appropriate
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educational authorities. The physician may wish to
advise the school but should avoid giving directives
that can not be implemented. Physiciuns must res-
pect the independence of the educator in educational
planning just as they value their own independence in

medical planning.

There has been a great eflorescence of special
private schools for children with learning problems.
Unformtunately many of these are based on unproved
theories of gelective traiuning of perceptual and motor
skills. Inspection of these fucilities will often
will often reveal that their common denominator is a
markedly reduced pupil-teacher ratio compared to
public or parochial schoolsg, the purents of course
pay for this benefit with substuntial annual fees.
Such schools may be essentlial to a child who is on the
verge of total failure in public school systems. It
has been stated that primary gchool classes contain-
ing more than ten pupils will inevitably produce rej-
ects from the leurnii=—ice b oo ,:0Ce88. Thig may bLe

an extreme view but it underscores the importunce of
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of pupil-teacher ratio in determining effectiveness
of teachers who must tesch difficult children. Reco~
mmendation of a gpecial private school may be approp-
riate for severely hyperkinetic children when other

treatment methods have been unsuccessful.

N.B: Most hyperkinetic children can tolerate
and will need to remaln in, a regular classroom.
Simple classroom measures such as placing the child
close to the teacher and away from distractions, and
giving one-to-one attention through the use of teach-

er's aides may be helpful.

For those children with gignificant learning
problems, remedial education based an & thorough
asgessment is necessary. However, there is little
hard evidence to support the efficacy of most spec-
ial education programms for any type of child. Well
controlled studies of special education programmes
for hyperkinetic children are few in number and

disappointing in result.
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IV- Drug therapy 3

Medication is of benefit for approximately
75% to 80% of hyperkinetic children. Its effect,
though often dramatic, is only suppressive and
this may neceasitate medication being continued
for several years until the child's signs and sym-
ptoms are reduced in intensity. In a few instances,
the time course involved may be as many as 5 to 10

years. (Manual of psychatric therapeutics).

Drug treatment is the easiest, least-time
consuming and most frequently used intervention
technique in the management of the hyperkinetic
child. Several critical reviews of the voluminous

1iterature on this subject are available.

The drugs of choice are the C.W.S. stimulant
drugs e.g the amphetamines and methylphenidate
(Ritalin) hydrochloride. Improvement in behav-
iour can be expected in 2/3 to % of children
treated with these gtimulants, while worsening
can be expected in 5% to 10%. (child psychatry),

(Am. J. Dis. Child, 1979). The two drugs act
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centrally by potentiating norepinephrine and dopamine

at central synapses.

Methylphendiate must be given at least twice a
day to ensure an effective dose throughout the school
day but dextroamphetamine in the long-acting spansule
need be given only once a duy. The initial dosage
should be the smallest available with a gradual in-
crease either until clinical improvement is noted or
until side effects occur which necegsitate discontinu-~
ation of the drug such us anerexia, insomnia, headache,
gtomach ache, nausea, tearfulness and pallor, suppre-

ssion of weight.

They presumably exert their beneficial effect
through improving the attention span and lessening the
tendency toward an impulsive behavioural style. They
are not sedatives that quiet the child at the expense

of cognitive performance.

Hyperactive children on medication rarely bec-
ome drug abusers., A number of other drugs have been
used when the stimulant drugs have been ineffective.

These include :-
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Magnesium pemoline (cylert) : a weak, long act-
ing C.N.S. stimulant, indicate that it decreases hyp-
eractivity and produces improvement on the Performance
Scale of the WISC. It is an alternative to methylph-
enidate. It has the advantage of being long acting,
therefore the child does not have to take medication
at school and is not subjected to fluctuating drug
levels. A major disadvantage is that it is more diffi-
cult to assess response to medication since it takes

geveral weeks to take effect (Am. J. Dis. child, April
1979).
Daenol (Deaner): is a C.N.S. stimulant but it

is of little or no value in the treatment of hyper-

active children.

Cofee (with caffeine the presumed active ingred=-
ient) has been reported to be as effective as methyl-

phendiate in one study (Schnackenberg 1973).

Tricyclic anti-depressants :

- Amitriptyline hydrochloride (Elavil).

- Imipramine hydrochloride (Tofronil).
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They appear to act gimilarly to stimulants by

potentiating central catecholamine transmission.

Tofronil in a dosage of 50 to 175 mg/day has
been found to be effective with 45% to 85% of hyper-
active children. They are not harmless agents, how=-
ever, and can be extremely toxic 1if injested in
excessive quantities. DBecause of this serious toxic
potential, it is inappropriate to routinely prescribe
tricyclics for a hyperactive child who also happens
to wet his bed at night in the hope of treating both

the hyperactivity and enuresis.

It is not given to children under the age of
12 except for ensuresis and there are recent reports
of E.C.G. abnormalities in children treated with

tricyclics.

Sedatives such as phenabarbital are usually

contraindicated for hyperactive children.

Antianxiety agents are poorly controlled and

the findings are contradictory.
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Antipsychotic drugs e.g chlorpromazine,
thioridazine (lMelleril).

They often will quietl u srossly hyperactive or

aggressive child.

Phenothiozine drugs : Thioridazine (Melleril)
is the most effective used with hyperactive children,
although it has been used primarily in those who are
also mentally retarded or brain damaged. By and large
the phenothiazines when used alone are not as effective
and are potentially more toxic than the stimulant medi-
cations, melleril is a less toxic agent than chlorpro-
mazine; 0.5 to 1.0 mg/Kgm/duy may be given in divided

doses.

Antihistamine diphenhydramine (Benadryl) has
been suggested, its efficacy has yet to be demons-

trated.

Anticonvulsants : are ugseful in the treatment
of children with fits but there is no evidence of
their value in the absence of seizures even if the

E.E.G is abnormal.
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Lithium carbonate : has been tried with vary-
ing success by gseveral investigators but it is not
as effective as the stimulants. In the extremely
rare case of mania presenting with hyperactivity
in a prepubertal child, it may be the treatment of

choice.

N.B: It is important to stress one final
point; whatever treatment modility 1is utilized,
the‘phyaioian must closely follow the child's
progress. As with any chronic problem in medi-
cine, treatment and progress need to be assessed
at periodic intervals to meet the changing needs
of the developing child. This applies not only
for drug management but for all elements of the

treatment program (Am. J. Dis. Child 1979).

Individual psychotherapy with the child :

As with the other psychiatric disorders of
childhood, evidence for the efficacy of individ-
ual psychotherapy with children with the hyper-
kinetic syndrome is lacking. However psychotherapy

using active techniques such as those developed by
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N.B.
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Gardner (1973), is indicated for the secondary emo-
tional symptoms of depression, low self-esteem and

poor peer relationship.

The physician should help the hyperkinetic
child understand the nature of his difficulties
and how medication are intended to help the child

help himself.

Surgery

There are reports of anygdalotomies and stero-
tactic hypothalamotomy have been used to treat the

hyperkinetic syndrome even in very young children.

75% emprovement with little in the way of
side effects has been reported. However, this
would appear to be adrastic therapeutic inter-
vention reserved only for very sever, intract-
able cases.

The child with hyperkinetic syndrome is best

considered as a multihandicapped child requiring a

multiple modality treatment approach.

Treatment must be individualised and based on a

comprehensive assessment of each child and his family.




CHAPTER 11

MATERIAL AND METHODS

A. Material:

The material of this study consisted of 30 patients

that had been selected from Nabil El-Wakad Primary School.

The selected patients were suffering from abnormal
behaviour mainly hyperactivity in addition to more than
one symptom of hyperkinetic syndrome. Their ages ranged

between 6 - 12 years of both sexes.

Those patients were compared with a central group
of 301children which are completely normal children of
same age and of both sexes, from the same school to be
from the same sgocial class. They were selected to be
free from any neurological signs and symptoms or any
past history of convulsions or head trauma or any family

history of epilepsy.

In addition to hyperactivity at least more than
four of the following behaviour traits were present of
moderate to asevere degree in each child.

- agression

- anti-social behaviour or destruction

- Pathological variation of mood and behaviour.

- Short attention span.,

- Distractability.
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- Poor concentration.
- School failure or inadequate school performance

- Low frustration tolerance.

Methods:

In both, study and control group, each child

was subjected to the following:

[. Interview with each child according to the Children Mental

1t.

Health Card.

Behavior rating scale, developed by Conners, was helped to

identify thechildren with pehaviour problems.

IIX. Hlstdry taking from the parents using w"questionnaire to the

Iv.

parants" which was pased on "Rutter's parantal scales

in assessing the deviant behavior in children.”

The questionnaire is shown in appendix "A". It was
containing a list of diagnostic behaviour traits

which have been useful in the identification of the
hyperactive child and in determining the time of onset

of the hyperactivity symptoms and in determining the

the family and social factors and their role in aetiology

of the hyperkinetic syndrome.

History taking from teacher using questionnaire which is
shown in Appendix "B" and it included data for detection
of any observable deviant pehavior in the children at

achool and the degree of concentration, attention anad
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VIII.
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achievement in the class and his relation to his peer

group.

Psychjatric examination was done in each case according
to a psychiatric examination sheet. This is represen-

ted in Appendix "C".

Physical examination: All children were examined to rule
out any physical illness that may be present and
affect the child's behaviour.

This physical examination was including height,

weight, hearing, vision,.....

Then, E.E.G. was done for {(6) hyperkinetic children.
The apparatus used in the present work was Elema
Schnaender electroen Cephalogram, the recording unit
was equipped with 16 recording channels. Each compri-
sing an ink oscillograph and a final amplifier. Both
unipolar and Bipolar derivations wére used. Hyperven-
tilation was routinely used as a provocative procedure.
Neurglogical examination: was done for each child to notice
any abnormality of C.W.S.
Psychometry:

The level of mental maturity was measured for every

child using Good-enough - Harris Draw- a person Test

Each child was given a pencil and a test blank.
The following instructions were given for each chilad:

I want you to draw a picture of a man or a woman, make
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the very best picture that you can. Encouragement was
needed for many children. There is no time limit to
the test, usually it takes more than 5 - 10 minutes.
The drawing is then scored not for beauty but for
completeness, i.e. more detailed and for placing the
details in better relation to each other e.g. attaching
the arms to the trunk.

This test was Gone Jor each patiept anc centrol

children, each one weparately.

The test gives an idea akout the level of mental
maturity of thechild which depends on:

a) perception of s~imilarities and differences.

b) abstraction.

c) generalization.
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RESULTS AND DISCUSSION

Table (1): Past history of diseases among hyperkinetic

and normal children.

v —— L T — B a0

mpeckinetic  Mornel
(M0=30) (Mo=30)

‘Recurrent tousilitis 5 3
Measles 6 2
Fever 3 -
"Otitis media 1 -
Bronchitis 1 3 5
Myopia 1 6/12 6/18 -

Skin allergy 1 -
Fits 1 -
Surgical operation 3 1

e s — o—— o o o ol i S ST L 7 0

Total diseased chilad 22 9

v b eas mm  wi e weve & e smces saves sl P

Table (1) shows that there was increased incidences
of diseases in hyperkinetic children than in normal chil-
dren with statistical bhighly significant dgifference of

p = 0.005.
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SOCIAL RELATIONS

Table (2) General interperscnal behavior of hyperkinetic

children and normal children.

~mm'““"“§b5'fk.{?1'éticw”'t\lbrmal

General Relatdon Children Children
(N = 30) (N=30)
Extraversion (+ve) 23 28
Intraversion (-ve) 7 2
2 ]
x° = 3.27 dg.F., ) 1 P ) N.S.

Table (3) Child-mother relations:

T “Hyperkinetic Normal
Cchild-mother Relation Children Ch1ildren
(N=30) (N=30)
Good relation (+ve) 20 23
Poor relation (-ve) 9 7
2 .
x< = 0.44 d.f. = 1 P = N.S.

Table (4): Child-father relations

Hyperkinetfﬁmﬁnﬁ6¥ﬁﬁl

child-father relations Children Children
(N=30) (N=30)

Good relations (+ve) 14 27

Poor relations (-ve) 16 3

NUBIURRSRDURRRES S

x2 = 11.18 G.F. = 1 P = 0.001
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Table (5): Child-relatives relations;

T T iy perkinetic Normal
child-relatives relations Children Children
{N=30) (N=30)
Good relations (+ve) 20 26
Poor relations (-ve) 10 4
2 ‘
x< = 3.35 a.F = 1 P=N.S

Table (6): Cuild-teacher relations:

- -

”h?b%kk??ﬁﬁﬁi:""'“Mﬁb}hél'

e b

child-teacher Relatiocns Children Children
(N=30) (N=30)
Good relations 19 27
poor relations 11 3
2 o
x“ = 5.96 a.r. = 1 p = 0.02

Table (7): Child-peer relations:

TTTT T T THyperkinetic Normal
Child-peer Relations Children Children
(N=30) (N=30)
Good relations 16 25
Moderate relations 13 4
Poor relations 1 1

x2= 7.52 G.F.=1 p = 0.01
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Table (B8): Obedience of children to their parents:

Hyperkinetic Normal
Children Children
{N=30) (N)30)
Obedient {(+ve) 27 29
Not obedient (-ve) 3 1

The results show that:

* The interpersonal behaviour petween the hyper-
kinetic children and their peers and between themselves

and adults, their parents and their teachers.

* ﬁith peers, the hyperkinetic child 1is characte-
ristically immature, DOsSsY ana dominating. As a result
‘he frequently has few friends.

* The hyperkinetic child is outgoing and extra-
verted, he seeks friends but loses them. Because of his
unpopularity and neea to dominate, he may choose to
associate with more complaint associates, with younger
children or if a boy with girls.

*Teachers, however nave demonstrated, remarkable
sensitivity for systematic observation of the suspected
hyperactive child's behaviour. Parents appear to lack this
sensitivity or perhaps the home environment substantially
reduces the stress imposea on these children so that tne

degree of restless pehavicr is reauced.
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* Firmness and consistency and uncontrolled punitive
reactions of parents and teachers resulted in poor rela-
tion of child with both parents and teachers especially
their fathers, because the father tolerance to the chila's
pehaviour is less than mother. The hyperkinetic chila'’s

behaviours were not accepted by them.

* While child-mother relations and child relatives
relations were not significant as all children are combined
with their mothers but relative had no direct relation

with children most of time.

* There is no statistical significant difference
between hyperkinetic and normal children as regards to
their parents obedience, which is contradictory to most

studies said that most hyperkinetic children are disobed-

ient .

Table (9): Scholastic achievement of hyperkinetic children

in comparison to normal children (from teacher's

point of view):

Ayperkinetic Normal
Degree Children Children
(N=30) (N=30)
Good 2 13
Moderate 15 15
Below moderate 12 2

«2= 9.32 d.F. = 1 P =0.01
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Table (9) shows that most of the hyperkinetic
children were in the range of moderate and below mode-
rate as compared with normal children, range of mode-
rate and good with statistical significant difference of
P=0.01 , i.e. the academic achievement is low for

hyperkinetic children.

This aggress with what Keoph 1971, Douglas 1972
found out that . overall acaaemic achievement i3 usually
low for hyperkinetic children, but some writers attribute
this solely to low intellectual potential. But an apprec-
jable fraction of children with hyperkinetic syndrome
show'abnormalities of perceptual performance on certain
psychological tests and impaired learning in school even

in the presence of a normal intellegence quotient (1.0).

There are many causes to explain these learning

problems:
. Neurological impairment causes poth the behuv-
ioral syndrome and cognetive disabilities in hyperkinetic

children.

. Overactivity interferes with attention and the

acquisition of information.
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SOCIAL STATUS

Table (10): Occupation of father.

- - “Hyperkinetic “Normal
Occupation of Father Children Children
(N=30) (N=30)

Self-employed 2 3
Junior management 4 4
Clerical 9 10
Skilled manual 5 3
Unskilled 10 7

P = N.S.

Table'(ll): Occupation of mother:

“Hyperkinetic Normal
Occupation of Mother Children Children
(N=30) (N=30)
Wwithout job 25 22
employee 5 8
2 - -
x° = 1.77 a.f. =1 P = N.S.
Table (12): Income
—TTTTTTyperkinetic Normal
Income Children Children
(N=30) (N=30)
Good 10 11
Average 13 14
Below average 7 5

P = N.S.
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Social status of parents of patients and controls
was concerned as regaras the occupations of parents anda
the income of the family.

The occupations of parents were divided into:

1. Self-employed.

2. Junior management

3. Clerical

4. Skilled manual

5. Unskilled.

Comparing parents occupations of patients with
controls we found that no significant difference between
the two groups. This can be Gue to the selection of the
control children from the same school to be from the same

social class.

This agrees with what Jaurice 1968 found out
that "Since various causative factors may occur in all
categories of the populations, the symptom picture may

pe found in all calsses.
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CONDITION OF RESIDENCE

Table (13):

~yperkinetic  Normal

Children Chilaren
(N=30) (N=30)
Wwith parents 28 26
Foster Home 2 4

x° = 0.74 a.B. =1 P=N.3.

Table (14): Number of rooms: 4t nome (in hyperkinetic anna

normal chilaren.

“Hiyperkinetic NoLmai

Number of rooms Chilaren oJnilarew
(N 21) (N=30)

ot v A e e

1 7 3
2 6 8
3 9 12
4 5 4
More than 4 3 3

e o o e b o s S

x“ = 0.28 d.r. =1 P = N.S.
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Table (15) Sleeping arrangement

Hyperkinetic Normal

Children Children
(N=30) (N=30)
Alone 9 12
21 18

With parents or sibling

x2 = 0.56 d.F.

Tables (13, 14 & 15) show that htere is no

significant difference between patients and controls

as they are selected from the same social class.

Table (16) Family size

“THyperkinetic Normal
Family Size Children Children
(N=30) (N=30)
Less than 5 4 11
5 and more 25 19
2 B
x = 4.36 da.F. ) 1 p = 0.05
rTaple (16) shows that there is significant

difference between patients and controls with p=0.05.
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raple (17): Number of siblings of hyperkinetic ana

normal children.

v i o e

“Hyperkinetic ~ Normal
Number Children Chilaren
{N=30) (N=30)
3 and less 13 14
More than 3 16 13
Have no sibling 1 3
2 . o ) .
X = 0.28 a.f. =1 P = N.S.

The number of siblings in the family of patients
as well as controls was investigated and results showea

no significant difference between them.

Table (18) : Child's birth oraer

Hyperkinetic Normal
Child's Birth Oraer Children Childaren

(N=30) (N)30)
R 13 10
39 7 7
4th and above 9 10
Only one child 1 3

2 o

x° = 2.09 da.F. = 2 P = N.S.

Whether birth oraer has any effect on hyperkinetic

syndrome . and whether the first child or the last child 13
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more susceptible to this disorder wWas investigated and
comparison between patients and controls was done and
we found that no. significant difference between then

as regards distribution of birth order.

This is contradictory to the finding of Maurice

1968 who states that the first child is more susceptible.

This is also, contradictory to what Dr. Naiama
Mekail, 1974 found out that the last child is more suscep-
tible and she said that this is que to the big size of
the Egyptian families as compared with other societies

makes the last child the one at risk.

FAMILY STABILITY

Table (19): Number of children separated from one Or

both parents in experimental and control

group.
Hyperkinetic Normal
Children Children
(N=30) (N=30)
Number of children separated
from one or both parents. 14 12

Number of children not separated

from their parents. 16 18

x2 = 0,27 a.F, =1 P = N.S.
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Table (20): Parent from whom the child was separated.

Fram whom ehila ~ ilyperkinetic Normal
. V Chilaren Children
was separated (N=30) (N=30)

v e e o e o e T S i T R T T P

Father 4 5
Mother 5 4
Both parents 5 3

2 A ]

x° = 0.57 quk L o= 2 P =N.S.

Table (21): Types of separation of chila

Tiyperkinetic Normal

Type of Separation Chilaren Children
(N=30) (N=30)
Temporary 10 10
Permanent 4 2
2 . X
x“ = -0.51 a.t. = 1 P =N.S5.

The mean period 1n hyperkiretic group = 14 months
The mean period 1n normal group = B months
Table (22): Causes of separation
Causes of Separation Hyperkinetic Normal
Death of one of the parents 4 1
Divorce 4 2
Travelling of one of them 6 9
2 = 2.93 a.F. = 2 P = N.S.

X
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The question that the aetiological factor of
hyperkinetic syndrome may be environmental due to emotio-
nal disturbances in the family causing the so-called
vreactive hyperkinesis" was also tested in our study
and we found that no significant difference between
family unstability in patients and controls.

This is contradictory to most studies which said that
there is increasing incidence of family unstability
between the hyperkinetic children as most of them came

from broken families.

Table (21): Playing outsiae the home

Hyperkinetic Normal
Usually 27 23
Never 3 : 7
x2 = 1.92 d.F. =1 P = N.S

Table (24): Consaguinity

Hyperkinetic Normal
Yes 8 2
No 22 28

x° = 4.32 a.F. =1 p = 0.05
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Table (25): Degree of consaguinity

Hyperkinetic Normal

First degree 3 1
Second degree 4 -
Thira aegree 1 1

e e S A i A o S e v it i <l i A e S . o £

Table (25) shows that there 13 statistical sig-
nificant difference between hyperkinetic and normal

group.

This occasionally happened 1in our selected

sample

BEHAVIOURAL PROBLEMS

Table (26): Sleep disoraers among hyperkinetic 1in

comparison to normal children.

e Y i s . © S e o e e o o O e e o . T S e

Sleep Disoraer :ii:i;c Normal
Insomnia 7 3
Recurrent awakening auring ~leep d 2
Night mares 10 1
Night terror 4 -
Walking during sleep 1 -

Total 30 6
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Table (27): Feeding problenms aaong hyperkinetic in

comparison te o oraial chilaren,
- Hyper -
Feeding Problem kinetic Normal
G.I. Coli 1 1
Vomiting - -
eating anything l -
refusal of food 17 4
Overeating - 2
Morethan 1 problem 1 -
Total 20 7
2 o ]
x" = 11.38 d.F. =1 P=0.005

Table (28): Execretory function daisorders among hyper-

kinetic and normal chilaren,

Excretory function Hyper - Normal
Disorder kinetic
Nocturnal enuresis 1 2

Diurnal enuresis - -

- e e e
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Table (29): Speech disorders

o Hyper-

Speech Dlsoraer kinetic Normal
Delayed speech 1 -
Stuttering 3 1
Stammering 1 -
Slurring - 2

2 .
x“ = 0.58 a.F.=1 P=N.S.

Table (30): Psychomotor disorders:

Psychomotor Disoraer kﬂypeg— Normal
inetic

Nail biting 12 3

Thumb sucking 3 2

Tremors - 1

Any type of movement 1 -

More than one 4 3

P = significant

. Neurotic symptoms auring childhood in
patients and controls such as sleep disturbances,
phobias, psychomotor disorders, feeding problems,

nocturnal enuresis and speech disorders were inves-

tigated and we found that:
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- There is no significant qifference between the two
groups as regards excretory function disorder,
speech disorders.

- There is statistical highly significant difference
petween the hyperkinetic and normal groups as regards
sleep disorders, feeaing problems and psychomotor
disorders.

. This agrees with D.A. sonds (1961) who founda
that neurotic symptoms are always present 1in poth sexes
in brain damaged chilaren.

. The most obvlious crnaracteristic of the hyper-
kinetic children children 1s the difficulty which cone
has in controlling them as they sometimes seem to be
driven by a constant source of energy and need little

sleep (essential neurology, 1978) .

ANTISOCIAL BEHAVIOUR

Table (31):

prelsecial  (MPUIL verna
Stealing 1 2
Hiding 3 4
Lying 14 7
Curiosity 7 3
Trauancy 3 1
x2= 10.76 G.F.=L  P=0.005
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Type of Offence:

X = 2.89 da.F. = 4 P=N.S.

Table (32) shows that there is significant
difference between hyperkinetic and control group as
regards the jncidence of antisocial behaviour.
Difference in the type of offence was not significant

between the two groups.

Antisocial behaviour occurs in up to one quarter
and 10% to 15% huve had actual police contact or court
creferral. More than half (%) haa been involved in
fighting, stealing ana destructive behuviour and 2/3
were considered to be wincorrigible" by their parents.
More than one third had threatened to kill their parents
7% carried weapons, 15% were fire setters and 15% were

excessively drinking in the age of 16 (child psychiatry).

Antisocial behaviour is more frequent in older
hyperkinetic children, it may gevelop as a secondary

reaction.

Children who are unable to succeed in an acadaemic
setting, who are unable to develop satisfactory peer
relationships, who fina rejection at home and at school,
are likely to become aggressive and rebel against the

values of society.
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MISCELLANEOUS DISORDERS

Table (32)
.pre;~ Normal
Kinetic
Irritable 5 3
Destructive 4 2
Depressed 5 4
Angry 1 2
Attentive 6 5
Always crying at school 4 3
Dependent 1 7
Slovenly 4 4
2 N . .
x° = 6.34 d.r. = 7 pP=N.S.

Wweiss et al, 1971 said that the most significant
symptoms are depression and low self-esteem which occur
among the majority of hyperkinetlc children. This has
peen viewed as a reaction to continuing failures and
also a “depressive equivalent”.

It is not surprising that children who endure
academic failure, adult aisapproval, peer rejection
and loss of control are likely to acquire secondary

emotional problems.
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Table (34): Distribution of intelligence (I.Q) among

hyperkinetic and normal children.

Hyper-
Range of I,.Q. kKinetic Normal
Below 90 6 1
Above 90 24 29
x2 = 4.04 G.F. =1 P = 0.05

Table (34) shows that hyperkinetic children have
1.Q. which is below average intellegence and which is
also lower than normal children with statistical signi-~

o

ficant difference P = 0.05.

This agrees with what Qunsted's (1955) and Pond

(1961), and Klunkerfuss (1968) found out.

Electroencephalogram (E.E.G.) was done for 6
children with hyperkinetic pbehaviour disorder syndrome.

2 = normal E.E.G.

3.= focal spihe and slow wave complexes origina-
ting from right posterior temporal region with
no history of clinical seizures = subclinical
form of epilepsy.

1 = has a clinical form of epilepsy (has a history

of clinical tremors).

Abnormality of recoras in hyperkinetic children




has been attributed to many causative factors.

. Genetic inheritance (bels Hill, 1944 & Margaret A.
Kenmard, 1949; Hilok, 1961).

. It may be due to birth injury, heaa trauma,
encephalitis.

. Psychosomatic influences which give rise to
autonomic or endocrine <chates which 1in turn causes
changes in the biochemical w1llicu of the brain ana 1is
reflected both in E.E.G. & abnormal patterns of behaviour.
Okasha A. (1961) found out that the hyperkinetic

syndrome arises in association with cerebral .damage or
epilepsy 1in about L oot oy cases.

. As interest in behaviodr sroblems grew with
increasing orientation ui i 1,aicioionas to chidla
development and psychologic disorders, it became appa-
rent that most children with hyperkinetic behaviour did
not exhibit historic or clinical evidence of prior brain

damage (practice of pediatric neurology) .

Studies have reported 35 - 50% of hyperkinetic
children have abnormal b.k.Gs. with an increaee in slow
wave activity. However,6 there are no E.E.G. abnormali-

eies specific to the synarome.
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Physical Examination

Physical examination was done for both patients
and controls for assessment of weight, height, vision,
hearing, physical abnormalities oOrf any physical illness
that may affect the chila's pehaviour ; comparison was
done between the two groups to find any difference

between them.

By statistical analysis using x2 test we found

no significant difference between the two groups.

This agrees with de Hirsch (1973), who said that
physical examination is usually normal in hyperkinetic
childfen put may be a gefect of vision or hearing or

abnormalities of speech.

Aléé, it is contradictory to Waldrop et al.,
(1970) who has found during her work on hyperactivity
and minor physical anomalities 1in Elementary School

children.

One group of investigators (Waldrop & Halverson,
1971) has reported a high incidence of minor physical
anomalies such as: widely spaced eyes, curved fifth .

finger, adherent earlobes especially 1in boys.

Rapport et al., 1974, not only confirmed the pre-
sence of ‘these anomalies of minor physical anomalies

put showed that the presence of these anomalies was °
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associated with:
. Severity of hyperactivity.
. A history of hyperactivity in the father.
. A history of early obstetrical difficulty in
the mother.
. Higher than normal “mean plasma dopamine-B-

hydroxylase activity.

Hyperkinetic children with minor physical anoma-

lies may form a distinct subygroup.

Neurological Examination
It was done to patients and controls ana we founa

that:

Epilepsy was present 1n one case of hyperkinetic

children.
. There is no minor neurological signs as:

- squint

- fine tremors

- speech disarticulation

- speech retardation.

This agrees with what Werrcy, 1972 found out that,

' While some hyperkinetic chylaren may suffer from frank
brain damage, it i3 clear that the majority aon't.
Also, Rutter, 1968 sa1a "many hyperkineticC chilaren

don't demonstrate any neurclogical signs.”




CHAPTER 1V

RECOMMENDAT IONS

1. The child with hyperkinetic syndrome is best con-
sidered as a multihandicappead child requiring a multiple

modality treatment approach.

2. Treatment must be individualised and based on

a comprehensive assessment of each child and his family

3. These children should be trained to develop motor
skills and encouraged to become increasingly involved in
athletic activities which offer an opportunity for self-
discipline and good direction in the expression of their

intense motor drives.

4. The retarded hyperkinetic child is more sensitive
to family tension than any other child and guidance to
parents as well as special class educational methods accor-

ding to their intellectual level should be provided for

them,

5. child behaviour can be modified by arranging
environmental rewards and punishment to encourage desira-
ble behaviours in the child but without excessive

discussion or lecturing to the chila.

6. Counseling services to the families of hyperki-

netic children.

7. Parents need to understand that the hyperkinetic
behaviour stems from a neurophysiologic control mechanism
which is defective and not hostile or negativistic

reaction.
8. Parents have been helped to deal more affectively

with their hyperactive children through behaviourally

oriented programs. This 1is specially useful in assisting
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parents to set limits anad 10 tacilitating more positive

family interaction.

9. Hyperkinetic chilayen reguire more structure 19

their daily activities than other chilaren.

10. Too many variations 1in the daily routine may

pe disadvantageous to the chila.

11. Avoiading overstimulation, excessive fatigue and

situations known to cause aitticuliy.

12. Firmness and conslstendy shoula be stressed but

uncontrolled punitive reactions of parents shoula be
avoided.

13. The use of prothers ana sisters to modify behav-

iour of their hyperkinetic sintings.

14. It is important ihat there should be consistency

of expectations methoas of bet svioral reinforcement bet-

ween the home and the schoaol.

15. Each teacher must give reintorcers in the classroom
to hyperkinetic children ana oend a note each day to thelr

parents.

16. Guidance toO teaching porsonneld that instructions

should not be promptly enforced ana that child should be

free to go out from class to playaground when motor tension

mounts beyond control.
17. A skilled tutor may a0 4 great deal to increase
a child's motivation to learn.

18. Parents should b stromgly urgea to avoia

playing the tutorial role since it otten conflicts with

the parental role and results 1 doterioration of the pa-

rent-child relationship.
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19. There has been a great efflorescence of special
private schools for children with learning problems and
may be essential to a child who is on the verge of total
failure in public school system ana for severely hyperki-
netic children when other treatment methods have been

unsuccessful.

20. Most hyperkinetic children can tolerate, and

will need to remain in, a regqular classroom.

21. Simple classroom measures such as: placing the
child close to the teacher and away from distractions and
giving one-to-one attention tnrough the use of teacher's

aias may be helpful.

22. Drug therapy is of penefit for 75:% of hyper-
kinetic children.

23. Psychotherapy using active techniques such as
these developed by Gardner (1973) is indicated for the
secondary emotional symptoms of depression, low self-

esteem and poor peer relationship.

24. Whatever treatment modality is utilized, the
physician must closely follow the child's progress, As
treatment and progress need to be assessed: at periodic
intervals to meet the changing needs of the developing
child. This applies not only for drug management but for

all elements of the treatment program.
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Degree of Activity

Not Just  Pretty Very
Obscervation at All  a Little Much Much

@ Restless or overactive

@ Excl(uhlc. 'impul:slvc

@ Disturbs n(er Lh”(ll’k n

@ Fails to finish things he

\lurls ~.Imn uuulllun spun

@ (onsmml\ fidgeting

@lnuncnuw, cusily distracted

@ Demunds must be met
immediately—castly frustrated

@ Crics often and ‘easily

@.\hmd changes qulckly and
drastically

Temper outbursts, explosive
and unpredictuable behavior
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