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This quasi-experimental pretest-posttest control group design aims to
examine the effectiveness of the Parent Involvement-Child Behavioral Management
Program (PICBMP) in reducing symptoms among ADHD children. Sixty-four
children aged 6-12 years with ADHD were randomly assigned to either the
experimental or control group by using a random number table, consisting of thirty-
two participants in each group. The participants in the experimental group

participated in the PICBMP and usual care with medication, while those in the
control group received the usual care with medication. The PICBMP based on

Behaviorally-based treatment (Goodman &Scott, 1997), consists of eight weeks of
behavior management which included four-phase; needs assessment, behavior
analysis, behavior modification, and evaluation. Standardized measures of
Swanson, Nolan, and Pelham-IV (SNAP-1V) were applied to evaluate the ADHD
symptoms (CVI= 1.00, Cronbach-s alpha = .76) among parents before and after
receiving either the PICBMP or usual care. Independent t-test and paired t-test were
used for data analysis, with a p-value <.05.

The results found that ADHD symptoms in children who received the
PICBMP were significantly lower than in the children who received the usual care
compared to pretest and posttest; inattention ( t= -5 208, p-value= . 000 ,

hyperactivity/impulsivity (t=-3.534, p-value =.001). However, there was no significant
lower in the oppositional defiant subset(ODD) (t= -1.549, p-value=.127). The ADHD
symptoms in the experimental group decreased significantly after receiving the
PICBMP; inattention (t=9.933, p-value=.000), hyperactivity/impulsivity (t=12.544, p-
value =.000), ODD t-6.030, p-value =.000). This finding supports the effectiveness of
the PICBMP in reducing ADHD symptoms.
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CHAPTER |

INTRODUCTION

Background and Significance of the study
Attention-deficit/ hyperactivity disorder ( ADHD) is a heterogeneous

neurodevelopmental disorder that is characterized by symptoms of inattention,

hyperactivity, and impulsivity, affecting 5 to 12 percent of children worldwide (APA,
2013by . The prevalence of ADHD in Thailand ranges from 5 to 8 percent
(Pornnoppadol, 2018, with a high incidence of 8.1 percent in school-age children
(Visanuyothin, P., T., C., & Arunruang, 2013), with most in the Southern region
estimated at 11.7% (Pornnoppadol, 2 0 1 8 ). Moreover, the incidence of ADHD is
increasing eachyear. The Child and Adolescent Mental Health Rajanagarindra Institute

reported 4,637, 4,726, and 4,847 cases from 2017 to 2019, while the
Songkhlarajanagarindra Psychiatric Hospital has reported 1,143, 1,214, and 1,332

cases respectively (SKPH year report, 2019). Also, the economic burden caused by
ADHD ranges from 143 to 266 millions of dollars (Caye, 2019), with education and
healthcare bearing the main costs (CHADD, 2017). These statistics indicate significant
problems in the health care system.

ADHD symptoms consist of inattention, hyperactivity, and impulsivity. In
school-age children, inattention is manifested as difficulty sustaining attention, failing

to complete tasks, being disorganized, losing things, being easily distracted, and

experiencing consequent academic difficulties. Moreover, severe inattention

undermines school performance, reducing the effectiveness of positive support from



teachers and peers. Hyperactivity is exhibited as fidgeting, leaving the seat,
restlessness, having difficulty playing quietly, and excessive talking. Elevated
hyperactivity is associated with disruptive and rule-breaking behaviors that increase
negative exchanges with parents, teachers, and peers (Sasser, Kalvin, & Bierman,
2016). Impulsivity includes blurting out answers to questions, difficulty waiting for
one’s turn, interrupting others: conversations, and the emergence of oppositional
behavior that leads them to be rejected by peers, as well as poor self-esteem (Cooper,
2014). These core symptoms are crucial health problems that are associated with
significant impairment in academic and social function. Especially in school-age

children, these impacts can be devastating to their future life, especially if they do not

get effective treatment at school-age, as they can have persistent symptoms and
experience a high degree of comorbidity in adolescence and adulthood. The symptoms
can result in multiple negative impacts, drug abuse, and long-term economic burden to
families and society (Biederman et al., 2011).

The important nursing outcome for ADHD is to reduce ADHD symptoms

(Harpin, 2017). Worldwide standards of nursing care in Western countries used

multimodal treatment and interventions follow guidelines such as the National

Institute for Health and Care Excellence Guideline (A. Thapar, 201 5). Medication is
mostly employed to treat school-age children. Nursing care includes specific

assessment, prescription, medication monitoring, psychoeducation, counseling,

behavior modification, and providing intervention such as behavioral management,



psychosocial intervention, and multimodal treatment (Harpin, 2017; Ryan, 2009).. In

Thailand, children with ADHD are treated at child psychiatric clinics at tertiary

hospital or psychiatric hospitals. The psychiatric hospital provide treatment for ADHD

children which includes medication, psychoeducation, behavior modification, parent

training, school management, psychotherapy, and family therapy (CAMRI, 2016). The
Child and Adolescent Mental Health Rajanagarindra Institute (CAMRI) established a
clinical practice guidelines for ADHD. The guidelines recommended for a

multidisciplinary team, flow of care, and intervention for children such as, parent

training, and summer camps. Children with ADHD have been treated as outpatients in
such clinics. Songkhlarajanagarindra Psychiatric Hospital is a psychiatric specialty
hospital in the Southern region of Thailand. Medication is the most widely used
treatment by the psychiatrist. Nursing care for ADHD children includes assessment,
psychoeducation, counseling, and behavior modification in some cases.

Although guidelines of care for ADHD children exist, there are differences
between interventions used in Thailand and standard treatments applied in Western

countries. The number of interventions in Thailand were limited compared to Western
countries, comprising only parent training, behavior modification, and summer camps.

Moreover, these interventions could not be implemented consistently with some

receiving interventions, but others without access. In recent years, parent training has

been conducted at Songkhlarajanagarindra Psychiatric Hospital, while behavior

modification has been provided for some cases only once in/ 1-2 months. These



evidences showed insufficient of nursing care to reach outcome. Moreover, the

information record of child psychiatric clinic found the number of adolescent who had

symptoms persisting (severe level score of SNAP-IV) increase every year in 2017-2019
was 30.5% , 43.5% , and 46.4+ respectively (SKPH, 2019). Moreover, the CAMRI

reported the number of children and adolescent with ADHD had symptoms persisting

(since they had low self-esteem) increase every year in 2016-2018 was 171, 287, and
294 cases respectively (Nunthayut, Panita, & Natha, 2018). These evidences indicated

that nursing care for ADHD children had to be improve and develop intervention to

solve this problem.
Research in the U.S. and other countries has confirmed that behavioral
management is a successful intervention for reducing ADHD symptoms (E. Coles,

2007b; Garrick Duhaney, 2003; Johnston, Hommersen, & Seipp, 2008; Mitchell,

2010; Rajeh, Amanullah, Shivakumar, & Cole, 2017). The meta-analysis by Fabiano et
al. (2009 also indicated that behavioral treatments are highly effective in reducing
ADHD symptoms. Others have found significant reduction in ADHD symptoms over
time after behavioral management with parent involvement in the program (L. J.
Pfiffner & L. M. Haack, 2014; Rogers, Wiener, Marton, & Tannock, 2009). Therefore,

the intervention of behavioral management involving parents in the program might
alter the levels of ADHD symptoms by reducing the ADHD clinical indications in

Thai children as well.

To develop an effective intervention for ADHD, it is necessary to identify



factors associated ADHD symptoms. Many studies indicate that ADHD symptoms are
predicted by a child-s behavior problems, parent behaviors, and parental stress (Ahia,
2012; Egmond-Frohlich, Weghuber, & Zwaan, 2012; Ghanizadeh, 2014; Paulo A.
Graziano, McNamara, Geffken, & Reid, 2011; Metcalf, 2016b). ADHD children who

have a high level of behavioral problems usually receive a high score in ADHD

symptoms (P. A Graziano, McNamara, Geffken, & Reid, 2013; Kaidar, Wiener, &
Tannock, 2003). Several studies have indicated that aggressive behavior is associated
with symptoms of hyperactivity, impulsivity while some show these behaviors
associated symptom severity ( Santosh & Mijovic, 2004; Winstanley, Eagle, &
Robbins, 2006). Also, it was found that a high level of socially inappropriate behavior
was associated with symptoms of both inattention and hyperactivity /impulsivity
(Staikova, Gomes, Tartter, McCabe, & Halperin, 2013). Moreover, Sasser et al. (2016)

found that ADHD children who are more aggressive, or whose parents are
inconsistent or ineffective with discipline, are more likely to have clinically
significant and stable ADHD symptoms, to show more antisocial activities and poorer

graduation and employment rates in late adolescence. From these pieces of evidence,

the current program should focus on managing aggressive, distractive, and socially

inappropriate behavior. Hence, this study tries to solve the obstacles of current nursing
care by developing the Parent Involvement- Child Behavioral Management Program
(PICBMP) which is designed to manage aggressive behavior, and distractive and

socially inappropriate behavior using behavior management while enhancing parent



involvement in the care of the ADHD child.

Research Objective

To compare differences in symptoms between children with ADHD who

received the Parent Involvement-Child Behavioral Management Program treatment
and the control group.

Research Question
Are there significant differences in symptoms between children with ADHD

who received the intervention and those in the control group before and after

completing the Parent Involvement-Child Behavioral Management Program?

Theoretical Framework

The behaviorally-based treatment was developed by Goodman and Scott in
1997, and was used as a conceptual framework in this study. It provides a useful

conceptual framework for practicing behavioral management with children who have

behavior problems like ADHD. Robert Goodman and Scott (1 9 9 7 )developed the
behaviorally-based treatment from 3 theories: Classical conditioning (Pavlov 1927) and
Operant conditioning (Skinner, 1938)-a behavior modification technique; and social
learning theory (Bandura, 1960s) - parent-s skill learning and parent-child relationship.

Operant conditioning involves response-contingent effects using positive and
negative reinforcement, and extinction. This may be to increase desired behavior
through rewards or to reduce undesired behavior through punishment ( Robert

Goodman & Scott, 2012). Social learning theory; parent learn techniques of behavior



modification by observing the therapist and discussion. Moreover, parents learn
positive communication through the group activities and group Line. Finally, parents
can built good relationship with children through learning each other.

Behavioral methods in practice are strategies to apply behavior management
which include assessment, negotiation of goals with parents and children, techniques

of behavior modification, implementation, and evaluation.

Assessment: a functional analysis is performed. The Antecedents, Behavior
itself, and Consequences ( ABC) are carefully characterized in great detail and
concentrate on the here and now of what happens (Goodman & Scott, 2012).

Negotiation of goals with parents and the young person specify the target

behaviors as precisely as possible.

Techniques of behavior modification include; 1) to increase desired behaviors
such as positive reinforcement and negative reinforcement, 2) to reduce undesired
behaviors including stimulating changes for extinction, 3) differential reinforcement of
incompatible behavior.Implementation includes maintaining all techniques, planning,

negotiating with the child or adolescent, addressing beliefs and emotional states of

family members, and adapting the program according to the level of progress.
Evaluation of behaviorally-based therapies: evaluate the whole process of
behavioral management.

From this practical guide of the behavioral base treatment, the PICBMP was

developed. The PICMP is a procedure to provide care for ADHD children and their



parents that aims to manage child behavior through parent involvement. This program
intervenes with factor associated ADHD symptoms. The program was created to

reduce behavioral problems such as aggressive, distractiv, and socially inappropriate

behavior in ADHD children. It also aims to improve parenting skills in childcare. The
PICBMP consists of 4 phases, covering an 8 week program as follows:
Phasel: Needs assessment and preparedness for parents; assessing parents’

needs, problems and knowledge regarding ADHD, including caring skills for ADHD

children.
Phase 2: Behavior assessment and goal determination; assessing behavior

problems and behavior analysis by interviewing parents and children

Phase 3: Behavior modification and parent skills for behavior modification

enhancement; conducting behavior modification and reiterating and practicing parent
skill in behavior modification; using group activities, and behavior modification

techniques. Developing parents: skill for behavior modification and parent-child
interaction.

Phase 4: Evaluation: evaluating the program using focus groups and
empowering the parent to maintain application of the program for their child.

Research Hypotheses with rationales
Hypothesis: the children with ADHD who received the PICBMP would have

significantly lower symptom scores than those who received only the usual care.

The PICBMP manages the two factors associated ADHD symptoms including

child factors and parent factors.



1. Child factors; behavioral problems consisting of 1) socially inappropriate;
which is caused by self-control defects. The PICBMP intervenes by encouraging
children to learn self-control through group activities, cooperating in activities,

learning turn taking, arranging daily activities with parents, and having parents help

them to control and monitor themselves to follow the schedule. These strategies will
help children learn self-control, and create socially appropriate behavior. Socially
inappropriate associated with impulsivity (Peter M. Wehmeier, Schacht, & Barkley,
2010). Hence, if the socially appropriate decrease the impulsivity would decrease. 2)
Problematic behaviors ( aggressive, distractive behavior) managed by behavior

modification and teach parents to practice and do behavior modification for their

child. The use of behavior modification techniques helps the child to reduce
undesirable behaviors and increase desirable behaviors. Child behavior can be
increased by following it with rewarding stimuli ( positive reinforcement) or by
removing aversive stimuli (¢ negative reinforcement) . With consistent use of
contingency management over time, the child>s behavior can be shaped to achieve
desired goals (Linda J Pfiffner & Lauren M Haack, 2014). Aggressive associated with
hyperactivity/impulsivity and oppositional defiant subset(Harty, Miller, Newcorn, &
Halperin, 2009), hence, if aggressive behavior decrease, hyperactivity/impulsivity and
oppositional defiant symptoms would be decrease.

2. Parent factors include parenting behavior (parent childcare skills) and

parent stress levels. The PICBMP instructs parents regarding caregiving skills for their
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child, general knowledge about ADHD, and behavior modification for ADHD

children. With the assistance of a nurse, the parent can learn the techniques of

behavior modification and other strategies to take care of their child, through

discussion both one-on-one and in group settings. This parent's factor link with the

social learning theory which considers contingency theory principles alongside other

factors, including modeling and imitation of observed behaviors (eg, parent behaviors)
as well as cognitive factors (eg, parental appraisals and attributions of child
behavion (Linda J Pfiffner & Lauren M Haack, 2014). For this point, parent would

have skills in behavior modification and stress management, so, when parent had

good practice, aggressive, distractive and socially inappropriate would decrease. If
these behavior decrease so inattention, hyperactivity, impulsivity, and opposition
defiant symptoms would be decrease.

Behavioral treatment can be effective when taught in the context of an
intensive behavioral program that uses operant conditioning principles to address

performance deficits (Pelham et al., 2014). Research has also been done on malleable

characteristics of ADHD children that may explain the effectiveness of behavior

modification approaches, such as reward sensitivity (G. J. DuPaul, Evans, Mautone,
Owens, & Power, 2020; Tenenbaum et al., 2018). ADHD children not only receive

behavior management in the clinic but also learn care and behavior modification at

home. They learn to control themselves, improve their undesirable behaviors, and
create desirable behavior. The parent not only receives group and individual

instruction about ADHD and behavior modification but also receives encouragement
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both from nurses and other group members. As a result, they acquire the ability to take
care of their child and to apply behavior modification techniques. These strategies, in
turn, help ADHD children reduce their symptoms. These procedures are supported by

many researchers that have indicated the effectiveness of behavior management in

ADHD children ( Abikoff et al., 2015; Caye, Swanson, Coghill, & Rohde, 2019;
Chacko et al,, 2018; E. K. Coles et al., 2019; Daley et al., 2014; Fakhruddin, EIBatawi,
& El-Damanhoury, 2018; Hart et al., 2017; Li, 2018; Mohammadi, Soleimani,
Ahmadi, & Davoodi, 2016; Pelham et al., 2016; Rajeh et al.,, 2017; Smit & Johnston,
2019; Veenman, Luman, Hoeksma, Pieterse, & Oosterlaan, 2019.

Scope of the study:

A pretest-posttest control group design was conducted to evaluate the effect of
the Parent Involvement-Child Behavior Management on symptoms in children with
ADHD. The study was conducted with male and female children with ADHD age 6-12

years who were treated at a child and adolescent psychiatric clinic at Psychiatric

Hospital with the participation of their parents. All participants in the control group

and the experimental group received medication and the usual care from a child

psychiatric clinic. Participants in the experimental group also received the PICBMP
program for eight weeks. The independent variable was the Parent Involvement- Child
Behavioral Management program. The dependent variable was ADHD symptoms.

Operational definitions

1. ADHD symptoms are mental feature which is regarded as indicating a

condition of inattention, hyperactivity, impulsivity and. oppositional defiant disorder.
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Inattentive symptoms include difficulty sustaining attention, making mistakes
or not attending to details, having trouble listening when directly spoken to, failing to
complete tasks, difficulty organizing, avoiding tasks that require ongoing mental

effort, losing things, being easily distracted, being forgetful and academic difficulties.

Hyperactivity is exhibited as fidgeting, leaving the seat, running excessively,

restlessness, having difficulty playing quietly, acting as if <driven by a motor,” and
talking excessively.

Impulsivity includes blurting out answers to questions, having difficulty

waiting for their turn, interrupting others: conversations, the emergence of
oppositional behavior, being rejected by peers, lying, stealing, poor self-esteem, and
experiencing poor sleep patterns.

Oppositional defiant disorder refer to often loses temper, argues with adults,
actively defies or refuses adult requests or rules, deliberately does things that annoy
other people, blames others for his or her mistakes or misbehavior, touchy or easily

annoyed by others, often is angry and resentful, spiteful or vindictive.

ADHD symptoms were measured with the Swanson, Nolan, and Pelham-1VV
Rating Scale (SNAP-1V) where higher scores from the cut-point (16-13-15) show more
severity.

2. The Parent Involvement-Child Behavioral Management program (PICBMP, is

a process of nursing care for children with ADHD with the participation of their

parents. Nurses as a therapist who provide therapeutic group for children, did behavior

modification for children, teach and empower parents. The objective of the program
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was to: 1) manage behavioral problems ( aggressive, distractive and socially
inappropriate behavion), increase desired behavior and decrease undesired behavior in
children; 2) enhance parent involvement in their child-s behavioral management; 3)
increasing behavior management skills of the parents in the home. The program
consists of 8 weeks of behavioral management which includes 4 phases: Phase 1.

Needs assessment and preparedness for parents; assess parent needs, problems, and

knowledge of ADHD, ability to care for ADHD children; Phase2: Behavior

assessment and goal statement: behavior analysis, negotiate target behavior, and set

goals with parents and children; Phase 3: Behavior modification and parent skills in

application of behavior modification enhancement: Phase 4. Evaluation; evaluation of

the behavior management application, empowering parents to continue the application

of behavior management for their child.

3. The usual care refers to the routine child psychiatric nursing care in a child

psychiatry clinical setting. The usual care is composed of the nursing activities to

promote the safety of ADHD children, establishing a therapeutic relationship,
advising parents on how to care for their ADHD child, monitoring medication,

establishing dates for follow up, and behavior modification as needed.

Expected benefits

Findings from this study will contribute to the effective intervention in order to

reduce symptoms of ADHD. The results of this study will inspire practitioners to

create new alternative interventions and develop a nursing care model for children

with ADHD and their families.
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1. Attention Deficit Hyperactive Disorder (ADHD)

1.1 Definition
Attention-DeficitHyperactivity Disorder- A disorder usually first diagnosed
in childhood characterized by the symptoms of inattention, hyperactivity-impulsivity,
or both, with "impairment from the symptoms present in two or more settings,as well
as evidence of clinically significant impairment in social, academic, or occupational
functioning (APA, 2013a).
Attention-Deficit/ Hyperactivity Disorder is the name coined to describe

children, adolescents, and some inattentive adults easily distracted, abnormally

overactive, and impulsive in their behavior. ADHD is a neurobiological <syndrome,”
not a - disease,” with a specific known cause. Many different factors have been
suggested as the cause of ADHD. The treatment requires several different approaches,

involving medical, neuropsychological, educational and parental

disciplines (Millichap, 2010a).
ADHD is a persistent pattern of inattention and,or hyperactivity-impulsivity
that interferes with functioning or development> has symptoms presenting in two or

more settings, and negatively impacts directly on social, academic, or occupational

functioning. Several symptoms must have been present before age 12 years (Dulcan &
American Psychiatric, 2016).
Attention deficit hyperactivity disorder (ADHD) is a neurodevelopmental

disorder characterized by symptoms of inattention, impulsivity, and hyperactivity that
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are inconsistent with a child's developmental level and cause impairment to their
functioning (Young & Smith, 2017).
Attention deficit hyperactivity disorder (ADHD) is a heterogeneous disorder

characterized by the core symptoms of hyperactivity, impulsivity, and inattention,

which are judged excessive for the person's age or level of the overall development.
The symptoms are present in several settings such as school/work, home life, and
leisure activities. Symptoms should be evident in early life, if only in retrospect; for
ICD-10, by age 7 years and for DSM-5, by age 12 years. ADHD may persist into adult
life Dalrymple, McKenna Maxwell, Russell, & Duthie, 2019).

In summary, ADHD is a neurodevelopmental disorder characterized by
high levels of inattention, hyperactivity, and impulsivity that are present before the
age of twelve years, seen in a range of situations, inconsistent with the child's

developmental level and causing social or academic impairment.
1.2 Epidemiology

Many studies on the prevalence of ADHD around the world indicate that

ADHD affects 8-12% of children worldwide (Biederman et al., 2004).In 2011, 11% of
children/adolescents aged 4 to 17 years (6.4 million children) had ever received an
ADHD diagnosis. Moreover, the American Psychiatric Association reported the
prevalence of ADHD is around 5 « in children and 2.5 « in adults (APA, 2013a). Also,

ADHD prevalence has significantly increased in the past decade, and rates as high as

7.2% -12.6% in school-aged children have been reported (R. Cohen et al., 2013). It is
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more common in males than in females, with an estimated male to female ratio of

approximately 2:1 (Einziger et al., 2018).

83 of those diagnosed were reported as currently having ADHD; 69« of
children currently with ADHD were taking medication (6.1% , 3.5 million children).
Parent reports of ADHD increased by 42+ from 2003 to 2011. Prevalence of ADHD,

current ADHD, medicated ADHD, and moderate to severe ADHD increased

significantly from 2007 estimates. For instance, the prevalence of medicated ADHD
increased by 28 from 2007 to 2011S. N. Visser et al., 2014,

In Thailand, the prevalence of ADHD is 8 1% of children, affecting
affecting 12% of males and 4.2% of females so there are 1 million school-age children
with ADHD in the country (Visanuyothin et al., 2013). The largest concentration is in
the Southern region estimated at 11% of the total. Moreover, the number of children

with ADHD who are treated in child and adolescent psychiatric clinics is increasing

every year. The number of ADHD children who have been treated in the years 2017 to

2019 was 8,894, 8,891, and 8,792 cases respectively, as reported by the Yuwaprasat

Waithayopathum Child Psychiatric Hospital. The Child and Adolescent Mental Health

Rajanagarinda Institute reported 4,637, 4,726, and 4,847 cases, respectively over the

same period (CAMRI year report, 2019). Similarly, Southern Institute of Child and

Adolescent Mental Health reported 5,464, 5,596, and 5,691 cases respectively, and
Songkhalrajanagarindra Psychiatric Hospital reported 1,143, 1,214, and 1,322 cases

respectively (Department of Mental Health, 2019).
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1.3 Etiology

The cause of ADHD is frequently stated as unknown or idiopathic but in
some cases, it may be secondary to a structural brain abnormality, either traumatic or

encephalitic. Both genetic and environmental factors have been indicated as causes of
ADHD.

A familial, genetic factor in an estimated 80% of cases may involve the
dopamine receptor and transporter genes, but gene-environment interaction is
recognized as an important mechanism in the etiology of ADHD (Millichap, 20104).
ADHD runs in families: first-degree relatives of individuals with ADHD are two to
eight times more likely to have ADHD than relatives of unaffected individuals.
Moreover, there is at least a 50% chance that a child with ADHD will have at least one
parent with ADHD and that a parent may have more than one child with ADHD. Twin
studies show high heritability rates of 71-90% for ADHD. Heritability rates include
genetic and gene-environment interplay, thus recognizing the importance of
environmental risks (Harpin, 2017).

Environmental factors may occur in the prenatal or postnatal period. They

include developmental cerebral abnormalities, infections, toxins, premature birth,

encephalopathy, and nutritional and endocrine disorders. Numerous experimental

studies in animals have demonstrated hyperactive behavior elicited by prefrontal

cerebral lesions. Head injury, even mild in degree, in young children is correlated with

learning and behavior disorders. A neurochemical basis for ADHD is also proposed
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involving catecholamine neurotransmitters, a theory supported by the beneficial

effects of stimulant medications. The recognition of environmental factors in the

etiology of ADHD should lead to prompt intervention, improved outcomes, and in

some cases, prevention of ADHD (Millichap, 2010b).
Environmental risk factors: maternal smoking during pregnancy and
prenatal; perinatal adversity have been established as risk factors for ADHD. Children

with ADHD exposed to smoking during pregnancy are at risk for more severe
behavioral problems, lower 1Q, and poorer neuropsychological test performance than
nonexposed children with ADHD, even when controlling for income level, ethnicity,

and mother's age and alcohol use. In contrast, low birth weight, post-term pregnancy,

small size for gestational age, fetal distress, and low Apgar scores were not found to

be related to ADHD (Dulcan & American Psychiatric, 2016).

Severe head injury can result in ADHD, even when controlling for

preinjury ADHD diagnosis. Lead and polychlorinated biphenyls are also related to
ADHD symptoms. The interplay between ADHD and family adversity is complex.

While children with ADHD are more likely to be living poverty, disruptions in

caregiving and harsh discipline, the direction of effect has yet to be worked out. These
psychosocial correlates may be mediated via genetic effects. Most likely, multiple

genes and environmental inputs combine in a complex way in the origins of ADHD

(Dulcan & American Psychiatric, 2016).
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1.4 Diagnosis

ADHD is a diagnostic category in the American Psychiatric Association’ s
Diagnostic and Statistical Manual of Mental Disorders 4th edition (DSM-IV) and the
more recent DSM-5. The broadly equivalent diagnosis used predominantly in Europe
is hyperkinetic disorder, which is defined in WHO's International Classification of
Diseases (10th edition; ICD-10). DSM-5 has longer symptom descriptors than those
used in DSM-1V; these descriptors also capture how symptoms can manifest in older
adolescents and adults. DSM-IV distinguishes between inattentive, hyperactive-
impulsive, and combined subtypes of ADHD. A diagnosis of the combined subtype

requires the presence of symptoms across the domains of inattention and

hyperactivity-impulsivity. However, ADHD subtypes are not stable across time, and
DSM-5 has de-emphasized their distinctions. ICD-10 does not distinguish subtypes;

symptoms need to be present from the three separate domains of inattention,

hyperactivity, and impulsivity for a diagnosis of hyperkinetic disorder (A. P. Thapar &
Cooper, 2016).

The diagnosis of ADHD or hyperkinetic disorder also requires the

presence of symptoms across more than one setting, e.g. home and school, and
requires that the symptoms result in impairment, i.e. in academic, social, or
occupational activities. Onset must be early, although DSM-5 has changed the age of
onset from less than 7 (ICD-10 and DSM-IV) to before 12 years-old. The key

diagnostic criteria are listed in Table 1 (Dulcan & American Psychiatric, 2016).
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Table 1 DSM.V diagnostic criteria for ADHD.

A. A persistent pattern of inattention and/or hyperactivity-impulsivity that interferes with
functioning or development, as characterized by (1)and.or (2
1. Inattention: Six or more of the following symptoms have persisted for at least 6

months to a degree that is inconsistent with developmental level and that negatively

impacts directly on social and academic/occupational activities.

a. Fails to give close attention to details or makes careless mistakes.

b. Has difficulty sustaining attention in tasks or play activities.

c. Does not seem to listen when spoken to directly.

d. Does not follow through on instructions and fails to finish schoolwork, chores, or
duties in the workplace.

e. Has difficulty organizing tasks and activities.

f Avoids, dislikes or is reluctant to engage in a task that requires sustained mental
effort.

0. Loses things necessary for tasks or activities.

h. Easily distracted by extraneous stimuli.

i. Forgetful in daily activities.

2. Hyperactivity and impulsivity: Six or more of the following symptoms have persisted

for at least 6 months to a degree that is inconsistent with developmental level and that

negatively impacts directly on social and academic/occupational activities.
a. Fidgets with or taps hands or feet or squirms in seat.
b. Leaves seat in a situation when remaining seated is expected.
c.Runs about or climbs in situations where it is inappropriate.
d. Unable to play or engage in leisure activities quietly.
e.<On the go~ acting as if «driven by a motor~
f Talks excessively.
g. Blurts out answers before questions have been completed.
h. Has difficulty waiting for his or her turn.

i. Interrupts or intrudes on others.
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B. Several inattentive or hyperactive-impulsive symptoms were present before age 12
years.

C. Several inattentive or hyperactive-impulsive symptoms are present in two or more
settings (e.g. at home, school, or work; with friends or relatives; in other activities).

D. There is clear evidence that the symptoms interfere with, or reduce the quality of,
social, academic or occupational functioning
E. The symptoms do not occur exclusively during schizophrenia or another psychotic

disorder and are not better explained by another mental disorder.

1.5 Treatments
There are specific guidelines for the stepwise management of ADHD, such as

those developed by the National Institute for Health and Care Excellence (NICE) and
the Scottish Intercollegiate Guidelines Network (SIGN) in the UK, by the Eunethydis
European ADHD Guidelines Group (¢ EAGG) in Europe, and by the American
Academy of Pediatrics (AAP) and the American Academy of Child and Adolescent
Psychiatry (AACAP) in the USA. The main difference between these guidelines is that

US guidance does not preclude the use of pharmacological treatment for preschool

children or for those with mild ADHD - a practice that is not followed in Europe where
a stepwise approach is recommended. If pharmacological treatment is prescribed, it
should be in conjunction with behavioral interventions—namely, optimized classroom
management strategies, parental psycho-education, and behavioral management
techniques. However, there is no one-size-fits-all solution to management. Individual

circumstances such as current academic or employment demands and medical history

should be taken into account, and appropriate evidence-based treatments for
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comorbidities should also be initiated (A. P. Thapar & Cooper, 2016). Other alternative

therapies, including diet, and visual and auditory training, may be supportive but

rarely have the immediate and measurable effects of pharmacotherapy «Millichap,
2010a).

Medication is the most widely used treatment for ADHD (Adler, Spencer, &
Wilens, 2015; Pornnoppadol, 2018) . Psychostimulants are the most studied
medications used for ADHD. Hundreds of randomized clinical trials have been
conducted to study the short-term efficacy and safety of psychostimulants for the

treatment of ADHD in children, adolescents, and adults and have been summarized in

a number of meta-analyses (Caye et al., 2 0 1 9 ). Both stimulant medication and
atomoxetine ( Strattera) have been utilized to manage the symptoms of ADHD.

Stimulant medications have been researched in hundreds of studies and are considered

one of the best-studied psychiatric pharmacological treatments (Bachmann et al., 2017).

Recently, atomoxetine has been developed as an alternative to stimulant medication,

and investigations also support the shortterm efficacy of this treatment in reducing
ADHD symptoms. In recent years, there have been changes in both the prescription
and administration of medications with the development of atomoxetine and long-
lasting stimulants (Carroccia & Quinn, 2019).

Methylphenidate hydrochloride: methylphenidate is used to increase

attention and reduce hyperactivity and is licensed for use in the UK for children aged

six years and over. Methylphenidate comes in immediate-release (IR) and modified-



24

release (MR) preparations and is known by the trade names Ritalin, Equasym, Equasy
XL, Concerta XL, and medikinet XL. NICE (2018) recommends that methylphenidate

should be used as the initial treatment for ADHD and that this should be conducted as

a trial (Pringsheim & Steeves, 2012). Stimulants have limitations since they are not an

acceptable treatment choice for some families and concordance with treatment plans

impacts effectiveness. There have been concerns expressed about young people taking
methylphenidate with cannabis and/or alcohol but there are no contraindications to
using methylphenidate with cannabis or alcohol. However, if there is a family history

or past personal history of psychosis or cannabis use, methylphenidate use should be

very carefully monitored ( Ryan, 2009) . One meta-analysis study shows that

methylphenidate has a small to moderate effect in treating response inhibition,

sustained attention, and working memory that was not age-dependent. Adverse side-

effects were reported to be greater in children who take methylphenidate compared to
placebo which can include dry mouth, weakness, severe appetite loss, introverted

behavior, and sleep disturbances (Pelham et al., 2014).

A more potent stimulant than methylphenidate, dexamphetamine

(dexedrine) is licensed for use in children and young people over the age of three years
and for refractory cases of ADHD. However, it is not widely used since

methylphenidate is much more widely encountered in clinical practice, and because

dexamphetamine carries a higher risk of misuse. Like methyphenidate,
dexamphetamine is a fast-acting drug which is rapidly absorbed within one hour.

Dexamphetamine is not currently licensed for use in adults (Ryan, 2009).
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Atomoxetine (Strattera) is a selective noradrenaline transport blocker
indicated for the treatment of ADHD. It is licensed for use by children aged over six
and has been shown to be effective with both children and adults. Much research
indicates that atomoxetine, a non-stimulant, is an effective treatment for core ADHD

symptoms, functional outcomes, and quality of life in children diagnosed with ADHD

(Caye et al.,2019). Responses to the medication build gradually over time, peaking in
effectiveness at 6-9 weeks. It appears to have a similar efficacy with ADHD symptoms
as methylphenidate if used for an extended period of time. Atomoxetine works by
making endogenous DA and NE more available in the prefrontal cortex. It does not

appear to affect the subcortical regions of the brain, meaning that there is no potential

for abuse of the medication (P. M. Wehmeier, Schacht, Escobar, Savill, & Harpin,
2010). Potential side effects of the medication are headache, abdominal pain, a
decrease in appetite, fatigue, nausea, vomiting, and loss of balance. Additionally, there
are two known instances of atomoxetine causing premature hair loss in adolescents.

There has been no evidence that pharmacological treatment improves

childrens: long-term outcomes. The effectiveness of medication is well documented in
the short-term, but the beneficial effects of stimulants stop as soon as the medication
wears off, which is usually 3-10 hours following administration, depending on the
preparation.

Limitations of medication. stimulant medications have limitations as

follows: 1) despite the well-documented short-term effects, not all children respond
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positively to stimulant drugs; 2) Side effects: there are considerable individual

differences in the size of the drug effect such as depressed growth, insomnia, loss of
appetite, abdominal pain, and nervousness, and not all children respond

favorably(Sudnawa et al., 2018). In Thailand, methylphenidate (MPH) is the only

psychostimulant available and approved by the Thai Food and Drug Administration

(FDA). Many children have adverse effects to stimulant medication such as decreased
appetite, headache, and insomnia. There is also insufficient evidence of long-term
efficacy for stimulant medication (Pornnoppadol, 2018). Thus, when medication is
discontinued, symptoms usually return. Moreover, some families refuse medication.

In summary, there is significant evidence suggesting that pharmacological
treatment can have a major beneficial effect on the core symptoms of ADHD

(hyperactivity, inattention, and impulsivity) in approximately 80« of cases compared
with placebo controls, in the short term. However, although pharmacological
treatments are relatively safe, they are not without adverse side-effects, such as,
suppression of growth, sleep problems, tiredness, loss of appetite, stomach upset,
headaches, nausea, and increases in heart rate and blood pressure.
2. Children with ADHD aged 6-12 years

ADHD children aged 6-12 years are defined as in middle childhood, with
hyperactivity, poor impulse control, or compliance problems. In middle childhood
children become much more active in learning and other activities. In most societies,

such children begin to spend the majority of their time creating a sense of
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accomplishment. If they fail to make such achievements, then children may struggle

with a sense of inferiority or low self-esteem (Dulcan & American Psychiatric, 2016).
In ADHD children aged 6-12 years, the behavioral, cognitive, and emotional

streams become more separable and diagnostically recognizable. Academic

underachievement and problems with social competence and acceptance emerge as

the most salient impairments. Awareness of being different begins to affect the childs
self-esteem, especially as it is often the result of peer rejection or name-calling.

Behavioral dysregulation persists, but dysfunctions in cognition, sensory and motor,

and affective domains become more evident (Metcalf, 2016a).
Most school-age children with ADHD have significant difficulties with
academic performance and; or peer relationships. These academic, social, and

behavioral problems tend to vary according to subtype, with relatively independent
areas of impairment for each diagnostic group. Children in the combined subtype are
significantly more impaired than the other two subtypes on measures such as global

impairment, overall social functioning, and tendency to be disliked by peers, whereas

inattentive and hyperactive children do not differ on measures of these domains. Both

combined type and inattentive individuals with ADHD are significantly more
impaired than those presenting with only hyperactivity on measures of academic

functioning and are more likely to be ignored by peers. Upon entry to school, children
with ADHD are likely to lag in basic math concepts, pre-reading skills, and fine motor

abilities (Stanford & Tannock, 2012).
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ADHD children also show restricted cognitive flexibility, which may

manifest as stubbornness, oppositionality, or avoidance behavior. Cognitive

disorganization, impaired working memory, poor reading comprehension, and
procrastination emerge in middle childhood and affect academic performance and

especially homework activities. These children have difficulty starting and completing
tasks and have difficulty self-monitoring. They are often clumsy with complex fine
motor tasks, and in visual-motor integration, which manifests in poor handwriting and
impairment in written schoolwork. Adaptive functions in daily living skills, such as

maintaining personal hygiene or taking on household responsibilities, is notably

immature relative to cognitive levels (Fatemi & Clayton, 2008). Although they are

inattentive and distractible with chores, homework, and even on the sports field, they

may spend hours transfixed watching television or playing computer and video games.
They are emotionally and behaviorally very context-dependent; for instance, they may
do very well with one teacher, but maybe oppositional and resistant to another. They
are emotionally dysregulated, attention-seeking, difficult to satisfy, tend to overreact

to current and anticipated experiences, and are especially intolerant of disappointment

and negative experience (Fatemi & Clayton, 2016).

A frequent complaint of parents is emotional and behavioral immaturity,
such as silliness and inappropriateness, a preference for playmates, activities, and toys
that are considerably below their age and cognitive level, and a remarkable lack of

insight into their behavior, while being extremely sensitive to rejection and criticism.

However, it is very important to acknowledge that their emotions go both ways: they
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are also often very affectionate, enthusiastic, generous, forgiving, eager to please,
very responsive to individual attention especially from other adults, and are often

deeply hurt and baffled by the rejection they experience from their peers (Metcalf,
2016a).

Community-based and longitudinal studies highlight symptomatic and
diagnostic continuity between preschool and school. Children meeting the criteria for

ADHD in preschool are likely to go on to have ADHD in middle childhood, where

many new cases are diagnosed. School entry may be seen as the first major life
transition of particular significance for children with ADHD. Children diagnosed after

this will rarely be true de novo cases, but more likely cases where histories of

subclinical symptoms and,or impairment are exacerbated by the new challenges in the
academic and social environment and associated increased demands for self-regulation
and effective attention management. Failure to adapt to this new and challenging

environment may lead children with ADHD to fall behind in their studies, and get into

trouble at school and home. There can be great difficulty creating and maintaining
strong and positive relationships outside the home. At the same time, coercive cycles
of interaction with parents and siblings within the home often develop. Typical

patterns of comorbidity, especially aggression and noncompliance, become more

apparent during these middle-childhood years (Sonuga-Barke et al., 2015).

Cognitive function failure due to core ADHD symptoms and language, and

learning disabilities, found in 30-50% , lead to poor self-esteem and acting-out

behavior, conflicts in family and peer relationships and increase the risk for
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depression. Peer rejection may happen already to hyperactive, intrusive, impulsive

preschoolers, but becomes much more evident and perceived by middle childhood,

where it quickly leads to loss of self-esteem and confidence. Half of the children with

ADHD suffer from peer rejection, which appears to be the primary mediator for the
relationship between ADHD and depression in both younger and older children with
ADHD; it is a powerful predictive factor for depression in adult ADHD, particularly

in women (Metcalf, 2016a).
2.1 Problems with ADHD children
Problems associated with ADHD can be dramatic and complex. The most
difficult dimensions can remain hidden unless understood. Those with ADHD often

are confusing and frustrating to parents, teachers, and others who have not been

educated about ADHD. ADHD is a central neurological disorder, yet those with
ADHD may be incorrectly labeled <lazy, a bad kid,» some may state that «they just are
not trying hard enough.” New perspectives can help appreciate how the neurological
condition of ADHD is a disability that causes performance and behavioral issues. This

is critical to obtain a better appreciation of the fact that ADHD is a disability that can

impact many areas of life. The difficulties listed in the following sections pertain to
those with untreated and unmanaged ADHD. They are generalizations, and the degree
and types of problems follow from the type of ADHD and its severity. Those with

Inattentive ADHD often have lesser levels of these difficulties than those with

Combined ADHD. In addition, each person is different and will have unique strengths
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and weaknesses (Carroccia & Quinn, 2019).

Children with untreated ADHD will have many problems such as:

2.1.1 Serious motivation problems: they are usually not motivated to do things
except what interests them at the moment. Those with ADHD can be over-focused on

the things they are interested in, and ignore or lack adequate focus on daily routine

demands, causing them to be ineffective and unproductive.

2.1.2 Difficulty persisting with activities for as long as others unless they like
the activity. Therefore, they have more memory problems, forget to complete tasks,
and leave tasks unfinished.

2.1.3 Boredom - they are easily bored with routine activities and will struggle
to maintain interest and stay focused on things they do not enjoy. This causes them to
be less productive and experience more conflict with parents and teachers.

2.14 Disorganisation - They have more difficulties planning and thinking
ahead, because of organizational difficulties. People with ADHD are notorious
procrastinators.

2.15Poor frustration tolerance. They do not handle stress or frustration as well
as others their age. They can become easily overwhelmed, and exhibit temper tantrums
or outbursts. Some can even become aggressive or destructive.

2.1.6 Difficulty controlling themselves and their emotions. They have more

behavioral problems, are more hyperresponsive, and overreact to others and events

around them.
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2.1.7 Time management problems: This is due to their poor perception of time,

forgetfulness, difficulty planning ahead, being easily distracted, excessive
daydreaming tendencies, excessive rushing, and poorly anticipating the time required

to complete activities.
2.18 Low levels of self-awareness. They tend to view themselves as having
fewer difficulties than others around them (Carroccia & Quinn, 2019).
3. ADHD symptoms
The main features of ADHD are inattention, hyperactivity, and impulsivity.

Because most young children may display these behaviors from time to time, it is

important not to assume that every child with these symptoms has ADHD.
3.1 Definition

ADHD symptoms are mental feature which is regarded as indicating a

condition of inattention, hyperactivity, and impulsivity. ADHD symptoms are grouped
into three categories: inattention, hyperactivity, and impulsivity. Symptoms of ADHD

tend to be noticed at an early age and may become more noticeable when the child's

circumstances change, such as when they start school. Most cases are diagnosed when
children are 6 to 12 years old (Fadel, 2016).
3.2 Dimensions
Three key features define attention deficit hyperactivity disorder: inattention,
hyperactivity and impulsivity. The contribution of each to the individual's presentation

varies from patient to patient. In some individuals, two or more features may
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contribute in equal measure; in others, one feature may predominate ( Dulcan &
American Psychiatric, 2016). Since Oppositional Defiant Disorder often occur with
ADHD symptoms. Hence, this study add the Oppositional Defiant symptoms in the
subset of ADHD.

3.2.1 Inattention
Inattention is characterized as an individual moving between tasks without
completing them, seemingly losing interest in one activity because they become

diverted to another. Individuals with inattention are often easily distracted and
forgetful, and experience difficulties when organizing activities. At school, children

with ADHD may struggle to listen and be frequently distracted; in the workplace,
adults with ADHD may appear as if their mind is elsewhere and their work may be

messy and performed carelessly (Sonuga-Barke et al., 2015).

The inattention dimension of ADHD is most often assessed by nine

specific behaviors listed in the DSM-IV and DSM-5 (APA, 2013a; Association., 2000;
R. A Barkley, 2006). These include difficulty sustaining attention, making mistakes or

not attending to details, having trouble listening when directly spoken to, not
following through with instructions or failure to complete tasks, difficulty organizing,
avoidance of tasks that require ongoing mental effort, misplacing things, being easily

distracted, and being forgetful. An investigation of the presence of ADHD diagnoses
in a sample of 3,082 children age 8-15 suggests that this subtype is most common,
with an overall prevalence rate of 4.4« for IA compared to 2.2% for HI and C

(Froehlich et al., 2007).
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Interestingly, inattention type (lA) is most common among adolescents

with ADHD, as other symptoms may change or become less visible as children reach
adolescence; some children who meet criteria for the C subtype shift to the 1A subtype

as they approach adolescence (Fatemi & Clayton, 2008). Maedgen and Carlson (2000)

suggest that children with the 1A subtype rate themselves lower on social knowledge
than children with the combined subtype and are viewed by teachers and parents as

exhibiting social passivity. Children in the 1A group were nominated by peers as being
shy and are observed to be socially withdrawn during playgroups. Interestingly,

children within the 1A group have been shown to display higher levels of appropriate

behavior and lower levels of externalizing symptoms (Gaub & Carlson, 1997). It has

been suggested that the IA subtype exhibits more behavioral assets than children

diagnosed with hyperactivity-impulsivity (Hl) or combined (C) subtypes of ADHD
(Short et al., 2007). Children with IA symptoms were shown to experience much less

difficulty controlling their emotions compared to children with the combined subtype

(Maedgen & Carlson, 2000).

3.2.2 Hyperactivity
Hyperactivity refers to observed excessive and continuous motor

activity showing difficulty self-regulating their behavior, such as sitting or
continuously changing from one activity to another. These difficulties arise even in
situations where there is an explicit demand for self-control. These symptoms are
inappropriate for age or developmental level, and,or when it is not appropriate for the

situation and or context (APA, 2013a). Studies suggest that symptoms of hyperactivity
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usually decrease with age (Huguet, Ruiz, Haro, & Alda, 2017).

The behavioral dimension of hyperactivity is defined by six symptoms

listed within the DSM-IV and DSM-5. The symptoms of hyperactivity include

fidgeting, leaving the seat or assigned area, running or climbing excessively or

feelings of restlessness, difficulty playing quietly, acting as if «driven by a motor- and
excessive talking (APA, 2000; APA, 2013). Difficulties with hyperactivity at a young
age are reflected through poor impulse control or self-monitoring skills in
adolescence (Smith et al., 2007). Hyperactivity is directly related to difficulties with

impulsivity and is often considered to be a failure to regulate activity levels which

results in higher rates of motor activity (Berlin & Bohlin, 2002).

3.2.3 Impulsivity
Impulsivity refers to the failure to inhibit impulses both behaviorally
and cognitively, and thoughts that come up suddenly, without reflection, that are

excessive for age or developmental level (APA, 2013a). It also includes interference in

the activities of others, a tendency to interrupt others excessively, impatience,
inability to wait their turn, socially inappropriate verbalizations, and multiple errors by

precipitation in performing schoolwork. Impulsivity is also undoubtedly linked to risk-
taking. Note that harming others is not a characteristic of children with this disorder;
children with ADHDusually regretharmful behaviors they have performed. Studies
suggest that impulsivity symptoms can persist into adulthood. As noted, ADHD is

associated with profound adverse effects on the educational and social development of

those affected (Harpin, 2005; (Huguet et al,, 2017).
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Symptoms of impulsivity include blurting out answers to questions,

difficulty waiting for their turn, and interrupting others: conversations (APA, 2000).

Impulsivity, also referred to as disinhibition, has been thought of as an underlying
factor that contributes to the other core symptoms of ADHD, and is considered the
best marker to distinguish children with ADHD from children without the disorder

(Barkley, 2006).

The combination of the H and | symptoms into one HI dimension, as stated

in the DSM, is the result of factor-analytical studies indicating that these symptoms
make-up a single behavioral dimension (DuPaul, Anastopoulos, Power, Reid, Ikeda, &
McGoey, 1998). A comparison of impairments associated with this ADHD subtype
suggested that 80% of the HI group were rated as exhibiting behavioral impairments,
53% as exhibiting social impairments, and 23« with academic impairments. Only 4« of
children in the HI group were rated as not experiencing impairments in any domain.
The specifics of the impairments experienced by this group are outlined below.

Behavioral impairments tend to be most common among children with high levels of

HI symptoms (Gaub & Carlson, 1997). The HI and C subtypes experience more

externalizing problems, such as aggressive behavior, low frustration tolerance,

defiance, and disruption compared to the IA subtype (Gaub & Carlson, 1997, Short et
al,, 2007).

The association between impairment and ADHD symptoms has been

investigated. In terms of academic impairment, inattention is more predictive than

hyperactivity, impulsivity at all ages. With respect to social functioning, both with
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peers and teachers, hyperactivity, impulsivity is more predictive than inattention but

only for early childhood students; at the high school level, inattention is a significant

predictor of social impairment. Regarding behavioral functioning in the classroom, the

pattern is mixed across dimensions and ages with HI decreasing in predictive utility
across the three age groups and IA increasing in predictive utility

Zoromski, Owens, Evans, & Brady, 2015).

3.2.4 Oppositional Defiant symptoms

Oppositional defiant disorder (ODD) defined as +a pattern of angrysirritable
mood, argumentative/defiant behavior, or vindictiveness" in children and adolescents
(APA, 2013). Oppositional Defiant Disorder requires four of the following eight

symptoms below to be present for at least 6 months, in a manner that is outside a

range that is developmentally normative: angry and irritable mood: has unusually

frequent or severe temper tantrums; is often touchy or easily annoyed by others; is

often angry or resentful; argumentative and defiant behavior: often argues with adults;
often actively refuses to comply with adults requests or defies rules; often

deliberately does things to annoy other people; often blames others for his or her own

mistakes or misbehavior; vindictiveness: is often spiteful or resentful CHADD, 2017).

In the context of oppositional defiant disorder and comorbidity with other

disorders, researchers often conclude that ODD co-occurs with an attention deficit
hyperactivity disorder (ADHD)Fadel, 2016). Thus, assessment of ADHD symptoms as

an outcome of intervention should concern the symptoms of ODD and evaluate this

symptoms.
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In summary, inattention involves difficulties in sustaining attention, especially

in tasks that are not highly motivating to the child. Inattention tends to remain
relatively stable throughout adolescence and adulthood. Hyperactivity refers to
observed excessive and continuous motor activity with difficulty self-regulating their
behavior. Hyperactivity usually decreases with age. Impulsivity refers to the failure to

inhibit both behaviorally and cognitively, impulses, actions, and spontaneous thoughts
that occur at the time, without reflection, and that are excessive for age or

developmental level. Impulsivity symptoms can persist into adulthood. Oppositional

defiant refer to often loses temper, argues with adults, actively defies or refuses adult
requests or rules, deliberately does things that annoy other people, blames others for
his or her mistakes or misbehavior, touchy or easily annoyed by others, often is angry

and resentful, spiteful or vindictive. ADHD is associated with profound adverse
effects on the educational and social development of those affected.

3.3 Factors associated with ADHD symptoms
Factors associated with ADHD symptoms have been examined in many

studies ( Ahia, 2012; Egmond-Frohlich et al., 2012; Ghanizadeh, 2014; Paulo A
Graziano et al., 2011; Metcalf, 2016b). Results from these investigations suggest that
the ADHD symptoms are predicted by a child> s co-morbidity, child-s behavior
problems, a child-s physical activity, parenting behaviors, parental stress, and less

perceived family support.
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3.3.1 Childs factors
Child-s factors associated with ADHD symptoms include child’s co-
morbidity, child- s behavior problems, and child s physical activit, ( Ahia, 2012;
Egmond-Frohlich et al., 2012; Ghanizadeh, 2014; Paulo A. Graziano et al., 2011,
Metcalf, 2016b). The child factor, especially in behavior problems, is important to
symptoms severity of ADHD. Several studies indicate association between behavior
problem and symptoms of ADHD.

3.3.1 1 Co-morbidity: many studies concluded that co-morbidity of

ADHD made more severity of symptoms. Hurtig et al. 2007)and P. A. Graziano et al.
(2013) examine the comorbidity of ADHD in association with a family environment
and the severity of ADHD. The result showed that Adolescents with ADHD and
comorbid disorders had more ADHD symptoms than those with ADHD alone.

Common comorbidities include oppositional defiance and conduct disorder, anxiety

and mood disorders, as well as emotional regulation difficulties. Other comorbid

conditions include autism spectrum disorders, tic disorders, social problems, sleep

difficulties, generalized intellectual impairment and,or specific learning difficulties
such as dyslexia ¢Young & Smith, 2017).

3.3.1 2 Physical activities; many studies on physical activities indicated

that physical activities reduce ADHD symptoms ( Gawrilow, Stadler, Langguth,
Naumann, & Boeck, 2016; Smith et al., 2013). Moreover, many studies found that

physical activities reduce ADHD symptoms (Gawrilow et al., 2016; Smith et al., 2013).
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3.3 1 3 child's behavior problems (aggressive behavior, distractive

behavior, and socially inappropriate); many studies indicated that the children who
have a high level of behavior problems will gain a high score of ADHD symptoms (P.
A Graziano et al,, 2013; Kaidar et al., 2003).

Aqggressive behavior in children with ADHD

Children with ADHD exhibit more aggressive behavior than children

who have no ADHD. Many studies showed a positive association between aggressive
behavior and ADHD symptoms (Ardi¢ et al., 2014; Harty et al.,, 2009; M. Visser,
Kunnen, & Van Geert, 2010; Zucchetti, Ortega, Scholte, & Rabaglietti, 2015). The
study of Harty et al. (2009) concluded that the persistence of ADHD symptoms into

adolescence accounted for most group differences in verbal aggression and anger at

follow-up. ADHD children often trouble to manage their emotions and less self-
control, so they present verbal aggressive and /or physically aggressive behaviors to
others that make them be rejected by peer. Also, they tend to have some problems
with the teacher and their parents because of their aggression.

Distractive behavior

Children with ADHD exhibit abnormal apparent distractibility,
they often pay more attention to events happening in and outside the classroom and

less attention to their schoolwork than their normal peers. Apparent distractibility in

the classroom may have multiple causes, for example, children with ADHD could
have less intrinsic motivation suffer from a failure to inhibit stimuli extraneous to the

task (van Mourik, Oosterlaan, Heslenfeld, Konig, & Sergeant, 2007).
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Socailly inappropriate;

Many research studies indicated an association between ADHD and
socially inappropriate behavior, children with ADHD have more socially

inappropriate behaviors than children without ADHD (de Boo & Prins, 2007; Merrell
& Boelter, 2001; Peter M. Wehmeier et al., 2010). Also, children with clinically

significant symptoms of ADHD were significantly less prosocial than other children

(Hay, Hudson, & Liang, 2010.
3.3.2 Parents factors include parenting practice and parenting stress.

3.3.2.1 Parenting practice refers to managing the daily tasks of family

life (eg, meals and bedtime), responding to noncompliance, dealing with sibling

conflict, or solving the more complex problems encountered during adolescence

requires effective parenting skills. Parenting practice may moderate the strength of the
relationship between primary ADHD symptoms. (Cunningham, 2007). Many studies

suggest that the relationship between parenting and child behavior was stronger in

chaotic family environments. In addition, for parenting behaviors factor; studies found

that parents who pay positive parenting such as a good relationship with their child,

taking care of their child emotion, the ADHD symptoms score will decrease (Chan,
2013; Cook, 2015; David & DiGiuseppe, 2016; Rydell, 2010). Moreover, some studies

found that families of children who experienced elevated life stressors, and parents
who were more inconsistent in their discipline practices predicted more severity of

symptoms (Miranda, Colomer, Fernandez, Presentacion, & Rosello, 2015; Sasser et

al, 2016; Susan Shur-Fen, 2007).
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3.3.2.2 Parenting stress refers to several elements including subjective

experiences of distress (e.g., emotional pain, anxiety); a persons thoughts, beliefs, and
expectations about what is snormal;>and a perceived lack of control and self-doubt. An

association between ADHD and parenting stress was observed and has been

replicated to affect symptoms in children with ADHD (Holman, 2014). Theule, J. et al
(2012) examined the association between parenting stress and ADHD. Results

confirmed that parents of children with ADHD experience more parenting stress than
parents of nonclinical controls and that severity of ADHD symptoms was associated

with parenting stress (Theule, 2010). Besides, several studies found that the parent
stress factor leads to more severe ADHD symptoms (Holman, 2014; Theule, 2010).

In summary, child s behavior problems; aggressive, distractive, and
socially inappropriate behaviors, child" s physical activities, parent stress, and
parenting practice are important determinants that influence ADHD symptoms. Hence,

these factors should be significant concerning to develop effective intervention to

reduce ADHD symptoms.

3.4 Measurement of ADHD symptoms

ADHD symptoms cannot be assess by using asimple biological test.

The assessment of ADHD symptoms is not based upon a single scale, score,

biomarker, or laboratory test. Common practice guidelines for ADHD recommend the
use of a behavior rating scale (Adler et al., 2015). Presently, there are numerous rating

scales available to assess ADHD symptoms.
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34.1 The Swanson, Nolan, and Pelham-IV Questionnaire (SNAP-IV)

One of the most extensively used questionnaires in treatment studies, the

Swanson, Nolan, and Pelham Rating Scale (SNAP-1V; Swanson et al., 2001) is a

behavioral rating scale that measures the core symptoms of ADHD and oppositional

defiant disorder (ODD) as defined by the DSM-IV (American Psychiatric Association,
2013), which can be completed by parents and teachers. The SNAP-1V is a well-used

clinical and research tool, which has been used extensively to determine treatment
outcome in research trials including being used as the primary outcome for the

Multimodal Treatment of ADHD (MTA, study (Bussing et al., 2008 ; Swanson et al.,
2007). The long form 90 items of the SNAP-IV assesses ADHD, oppositional defiant
disorder (ODD), and overlapping symptoms of all other psychiatric disorders of

childhood listed in DSM-1V and is available at http. mwww.ADHD.net. A short, 26-item

SNAP-IV version, also referred to as the MTA version, assesses ADHD core
symptoms of hyperactivity/impulsivity and inattention, along with symptoms of ODD.
Symptom severity is rated on a 4-point scale. Parents and teachers respond on the
scored as follows: not at all = 0, just a little = 1, quite a bit = 2, and very much = 3. The
SNAP-IV scores have shown good reliability and validity across different study

samples. Cronbach> s alpha was between 0.94-0. 97. The details of score

interpretation and Thai version described in chapter 3.


http://www.adhd.net/
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34.2 ADHD Rating Scale-IV (ADHD-RS-1V)

The ADHD Rating Scale was developed by DuPaul et al (1994). It consists
of the 18 symptom criteria from DSM-1V, and is used for children aged 5-18 years. The
frequency; severity for each symptom (item) is rated from O (rarely or neven, 1
(sometimes), 2 (ofteny, to 3 (very often). The maximum score is 54. ADHD-RS-1V can be
rated by parents and teachers, or be used in a clinical interview. A clinical interview

gives the opportunity to ask questions about every item and give examples of various
situations and circumstances, to obtain global information about the frequency,

impairment, and difference compared with peers for every symptom. Cronbach-s alpha
is between 0.92 -0.94
3.4.3 Conners rating scale - Revise (CRS-R)

The CRS-R was developed by Dr.Keith Conners (1977, for repeated
and,or brief assessment of symptoms relevant to ADHD and related disorders. The
revised version was updated to assess the behavior problems of children aged 3-17
who are at risk of ADHD using DSM-1V criteria. Its short form of 10 items is drawn
from the Conner-s Parent and Teacher Rating Scales. Each item is rated either O (not at
all), 1 @ little), 2 (pretty much), or 3 (very much), yielding a maximum total score of 30.
Psychometric properties were tested, giving a Cronbach-s alpha between 0.75-0.94,

Sensitivity was 0.75, and Specificity was 0.75.
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3.4.4 Child Behavior Checklist CBCL)
The CBCL was developed by Dr. Achenbach (1960) to assess behavior

and emotional problems. It is the broadband behavior rating scale used for children 1-
6 and adults over 90. The CBCL is a widely used caregiver report form identifying
problem behavior in children. It is widely used in both research and clinical practice
with young people. It has been translated into more than 90 languages, and normative
data are available to integrate information from different societies. The CBCL exists in
two different versions, depending on the age of the child being assessed. The parent
version comprises 100 items (for children 1.6-5 years), and 113 items (for 6-18 year-
olds). Responses are recorded on a Likert scale: 0 = Not True, 1 = Somewhat or
Sometimes True, 2 = Very True or Often True. Cronbach-s alpha was between 0.71-
0.89, while Sensitivity was 0.77.

3.4.5 Brown Attention-Deficit Disorder Scales BADDS)

The BADDS was developed by Thomas E Brown in 1996. It is a consistent
measure of ADD across the life span. Based on Thomas Brown's cutting-edge model

of cognitive impairment in ADD, it reliably screens for and explores the executive

cognitive functioning associated with ADHD. BADDS is a self-report questionnaire
that is used for screening in people aged 3 years through adult. The questions in
BADDS are not driven in terms of inattention-hyperactivity-impulsivity symptoms,
but instead assess functional impairment in five areas, through 40 questions. These

five areas are as follows: 1) organizing and prioritizing work and activation for work;
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2) focusing on tasks, sustaining this focus and shifting attention to different tasks; 3)
regulating alertness and sustained effort, and the ensuing processing speed; 4)
managing frustration and modulating emotions; and 5 using working memory and
accessing recall. Each question has a possible score from 1 to 4. The higher the score,
the greater the risk is that the individual has ADHD. All individuals who complete the
BADDS questionnaire are classified into three groups: i) possible, but unlikely to have
ADHD (score < 40); ii) possible, but unconfirmed ADHD, (score 40 -54); and iii
highly likely but unconfirmed ADHD (score > 55).
34.6 Vanderbilt ADHD Rating Scales (VADRS)

The VADRS is an assessment tool for ADHD symptoms and their

effects on behavior and academic performance in children aged 6-12. This measure

was developed by Mark Wolraich at the Oklahoma Health Sciences Center and
includes items related to Oppositional Defiant Disorder, Conduct Disorder, Anxiety,

and Depression - disorders often comorbid with ADHD. There are two versions
available: a parent form that contains 55 questions, and a teacher form that contains 43
questions. Shorter follow-up versions of the VADRS are also available for parents and
teachers consisting of 26 questions with an additional 12 side-effect measures.

Comparison of scores from the different versions of the VADRS with other
psychological measures suggests the scores have good but limited reliability and

validity across multiple samples. Cronbach-s alpha was between 0.91-0.94.
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In summary, the assessment of ADHD in children is multifaceted and

involves a thorough evaluation of symptoms in the context of multiple settings. It is
advantageous to obtain information from home and school to address cross-situational

DSM requirements as well as to understand differences in perceptions and behavior in

the home and school setting. This study uses the SNAP-1V for the following reasons:
1) it measures ADHD symptoms based on DSM-1V criteria which is the main focus of
this study; 2) the items are easy for parents to assess and limited in number; 3) its high
reliability and validity score; 4) the age range is matched to school-aged children, 5) it
is available online at no charge; and 6) it is widely used in clinical and ADHD
research.
4. Nursing care for children with ADHD aged 6-12 years

Nursing care for children with ADHD, 6-12 years old in the Thai context differs
from that in Western countries such as the US and UK. In Thailand child psychiatric

nurses provide nursing care for ADHD children at child psychiatric clinics in the

psychiatric hospitals, child psychiatric institutes, and, or tertiary hospitals of the
universities. In contrast, in Western countries, nurse practitioners in pediatric

departments, or advanced psychiatric practice nurses, and or child and adolescent

nurse specialists provide care.
4.1 Nursing care for children with ADHD in the Western countries
The nurse practitioner may act as a physician-s associate, collaborating in the

evaluation and follow-up treatment of the child with ADHD in Western contexts. A
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nurse practitioner specializing in pediatric behavioral neurology is an invaluable

member of an ADD clinic, coordinating long-term care and prescription refills, and

providing advice to parents when requested between scheduled clinic visits

(Millichap, 2010).

Standard nursing care for ADHD children in Western countries:

The team providing care through treatments and interventions for ADHD in
the Western countries include child and adolescent psychiatrists, advanced practice
psychiatric nurses, nurse practitioners, school nurses, psychologists, pharmacologists,

occupational therapists, social workers, and primary care providers. These teams

collaborate and communicate in planning treatment for ADHD children and their

parents. Most treatments and interventions follow guidelines such as the National
Institute for Health and Care Excellence (NICE) Guideline, the Scottish Intercollegiate
Guidelines Network (SIGN) in the UK, The Academy of Pediatrics (AAP) Guideling,
and the American Academy of Child and Adolescent Psychiatry (AACAP) Guideline
in the US.

In the West, the psychiatrist mostly uses medication to treat ADHD children.

Also, the psychiatrist provides an assessment with mental status examination,

diagnosis, treatment, and psychotherapy. A clinical psychologist provides
psychological assessment, counseling, psychotherapy, and behavior modification.
4.1.1 Nursing care: the contribution of nurse practitioners, nurse specialists,

and advanced practice psychiatric nurses in behavioral management and psychosocial

intervention are as follows:
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1) Assessment: specific assessment of behavior problems, ADHD

symptoms, cognitive functions, social behavior, impairments, and holistic assessment

including physical illness, hearing and also family history, and family function.
2) Diagnosis and prescriptions: medication management, and also

nursing diagnoses such as the risk of injury, interrupted family processes, impaired

academic function, noncompliance to rules, anxiety, low self-esteem, unbalanced

nutrition, family coping techniques, ineffective family therapeutic regimen

management, and risk for impaired parenting.
3) Nursing care plan: key outcomes of nursing include patient safety,

reducing ADHD symptoms, reducing behavior problems, enhancing family function,

improving parenting skills.
4y Implementation:  psycho-education ( individual) , counseling
(depression/burden), monitoring medication and observing side-effects, empowering
parents or caregivers, behavioral management and psychosocial intervention
5) Evaluation: evaluating nursing activities and following the nursing
processes to set goals to improve practice.
4.1.2 Intervention for ADHD children

Intervention for ADHD children and their parents includes behavioral

management, psychosocial interventions, and multimodal treatment. Psychosocial
intervention is a critical part of treatment for ADHD in children and adolescents. The

scientific literature, the National Institute of Mental Health and many professional



50

organizations agree that behaviorally oriented psychosocial treatments—known as
behavior therapy or behavior modification—and stimulant medication has a solid
scientific basis demonstrating effectiveness (Caye et al., 2019; Chronis, Jones, &
Raggi, 2006; Dopfner et al., 2015; G. J. DuPaul et al., 2020; MTA, 2004). Many meta-

analysis studies and systematic reviews indicate the effectiveness of behavioral

management/ intervention in reducing symptoms of ADHD (S. W. Evans, Owens, &
Bunford, 2014; Fabiano et al., 2009; Fakhruddin et al., 2018; Foisy & Williams, 2011;
Wright et al.,, 20 1 5). Behavior modification is the only nonmedical treatment for
ADHD with a large scientific evidence base.

Behavioral management
Behavioral management approaches rely on changing the behavioral
contingencies in the target setting such that children are likely to increase the rate,
frequency, or intensity of desired behaviors and conversely reduce undesirable

behaviors. In contrast, as outlined by Evans, Owens, et al (2014, training interventions

rely on the extensive practice of new or replacement behaviors until they become

routine and part of the individual's daily habits. Contingencies are not manipulated as

a part of training interventions and the repetitions of training and practice may or may

not occur in the setting in which behavior change is targeted. The most widely
researched treatment was reported to be behavioral management (BM), which includes

training parents, teachers, and peers to be educated in behavioral contingencies within

the respective environments in which the children are observed. Furthermore, the
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combination of these behavioral training techniques has also been shown to be

effective in treating ADHD symptoms (Evans et al., 2014).
1) The parent management training program (the PMT): this program

focuses on teaching parents parenting strategies for handling behavior problems,

implementing behavior modification programs, and improving the quality of the child-
parent relationship. The main aim is to change negative interactions, coercive cycles,

and processes including harsh and inconsistent parenting, between parent and child

(Patterson, 1982). This is achieved through improved positive involvement with the

child, parental attention on and praise for alternative good behaviors, enhanced
parental communication with the child, shorter instructions, and celebration when a

desirable behavior is accomplished. Treatment also includes teaching parents

strategies to be constructively consistent and predictable in parenting, establishing

explicit rules for behaviors and how to handle misbehavior (Enebrink et al, 2012).
Parent training has been reported to be a well-established treatment for

youth diagnosed with ADHD; in fact, six studies regarding parent training were

included in the review by Evans et al. (2014). Outcomes of the studies demonstrated

that parent ratings of ADHD symptoms were superior to waitlist controls, routine care,

and alternative treatment conditions. Results of the current studies also support
findings by Pelham and Fabiano (2008), who identified twenty-two studies that

demonstrated that parent behavioral training was the most robust form of behavioral

treatment for ADHD at the time of publication. Limitations of the studies included an
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overreliance on subjective outcome measures, few minority group participants, and an

exclusive focus on elementary school-aged children (Evans et al.,2014).

2) Behavioral classroom management: are also reported to be well-
established treatments for improving ADHD symptoms. Results of studies indicate that
the effectiveness of a daily report card (DRC) and ongoing teacher consultation were
both effective at improving behavioral goals, such as a reduction in rule-violations and

oppositional defiant disorder symptoms, improvement in academic productivity, and

improvement in teacher-related behavioral goals (Evans et al., 2014). Pelham and
Fabiano ( 2008) previously identified twenty-two studies that demonstrate that
behavioral classroom management is a well-established treatment, results that are in
agreement with current research. Studies in behavioral classroom management also

appear to have many of the same limitations as those on parent training, including the
overreliance on subjective measures completed by individuals not trained in observing

ADHD symptoms.

3) Behavioral peer interventions

Behavioral peer interventions have also been reported as well

established treatments for ADHD. Overall, peer interventions focus on social skills

training which can be broken down into traditional social skills training and
behavioral peer interventions in recreational settings, such as summer treatment

programs. Each treatment type was found to be effective at improving teacher ratings
of ADHD symptoms as well as peer acceptance ratings. Improvement in symptoms

was reported across a variety of ADHD subtypes, while gender, comorbidity, and
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medication status appear to have very little impact on the effectiveness of behavioral
peer interventions, meaning that behavioral peer interventions provide a reliable

mechanism of change (Evans et al., 2014). The results of current studies were not fully
in agreement with the 22 studies previously identified by Pelham and Fabiano (2008),
who reported that office-based social skills training produced minimal effects on
ADHD symptoms. When compared, it appears that the methods for measuring

outcomes of behavioral peer interventions have greatly improved as the research has

advanced, therefore placing it in the category of a well-established treatment.
4) Cognitive behavioral treatments (CBTs): These focus on changing

automatic thoughts and irrational beliefs that may guide maladaptive behaviors and

using behavioral therapy approaches. Cognitive restructuring, thought stopping,

behavioral activation, and exposure techniques are often used to accomplish this

change, and CBT is widely used in treatments for anxiety and depression. Although
the labels that characterize the theoretical mechanisms of change (e.g. CBT) are

sometimes used interchangeably to refer to all psychosocial treatments, many studies

in the CBT group for ADHD children reported positive outcomes.

Limitations of behavioral intervention have been discussed in many

studies. The main limitations revolve around training strategies. The PMT and the SST
lacked childrens: programs, the program emphasizing parent and child relationships
without training for childrens: daily life skills. In addition, the combined parent

training lacks intensive child skills, instead mainly emphasizing parent skills.
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Psychosocial Intervention

1) Combined parent training (modified Barkley s program). Barkley
(1987) states that one of the primary goals of his program is to increase parental
coping strategies with their child-s symptomatic behaviors, as well as reducing the
level of stress in the family unit. Specifically, to improve parental management skills

and competence in handling child behaviors, increasing parental knowledge of the
causes and underlying principles and theories of such behaviors, and improving child

compliance to parental commands is targeted (Stberg & Rydell, 2012).

2) The social skills training plus parent training (SST) program: this
consists of eight modules of activities in 80-minute group sessions during consecutive
weeks. Eight modules of parent training were covered during 8-week group sessions:
(1) education on ADHD disease concepts; (2) concepts around behavioral treatment; (3)
clarification of parenting attitudes; (4) management of children-s misbehavior and
emotions; (5) reduction of parents: emotional stress; (6) empathizing and giving
children compliments; (7) feedback on children-s performance by the leader of the
child group; (8) consultation on issues regarding medication (Huang, 2015).

3) Strategies to enhance positive parenting program ¢ STEPP)

This includes a collaborative, large group format, identical BPT content, identical
order of presentation of BPT content, identical videotaped vignettes to depict
parenting errors; therapist facilitated questions and group discussions, modeling, and

role-plays by mothers. The STEPP program encourages attendance and homework
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completion relative to traditional BPT and engages mothers throughout treatment

(Chacko et al, 2012).

Multimodal treatments (MTA): the aim is to address multifaceted problems
by including several therapeutic strategies: 1) psycho-education comprising
information, explanation, and counseling about ADHD for children; 2) psychological
and behavioral strategies; 3) social support such as parent support groups, financial
assistance and respite care; 4) educational strategies and support in school, including
help for children with coordination difficulties; 5) discussion and consideration of
pharmacotherapy (Ryan, 2009). The MTA contains limitation, for instance, parent

training was not examined in isolation but rather was a component of a package

including school consultation and a Summer Treatment Program for the children. The

parent training also incorporated several components that are not typically included in

standard parent training including ways to manage stress and anger (Wells et al., 2000).

The length of the intervention led to many patients dropping out in addition to

employing too many professionals to maintain the program (C. Webster-Stratton &
Herman, 2008).

For the nurse practitioner in primary care, the AAP has provided overall

guidelines for the management of children and adolescents with ADHD: 1)

Establishment of a treatment program that recognizes ADHD as a chronic condition;

2) Specification of appropriate target outcomes in collaboration with parents, child,

and school personnel; 3) Recommendations for stimulant medication and,or behavior



56

therapy appropriate to improve target outcomes. Nurse practitioners and advanced

practice psychiatric nurses administer and provide information on medications to

parents and children; 4) Evaluation of the original diagnosis when the selected

management has not met desired outcomes, and use of all appropriate treatments,

adherence to the treatment plan, and consideration of coexisting conditions (Vierhile,
Robb, & Ryan-Krause, 2009).
5) Nurses practicing in community-based psychiatric settings are well

qualified by tradition, education, and clinical experience to provide PT, but are

underutilized.
6) Nurses’ family health perspective emphasizing therapeutic rapport and

collaboration in working with parents and families, which are essential ingredients for

a successful parent behavioral management program.
7) Providing periodic systematic follow-up for the patient. The treatment

program for the child or adolescent with ADHD may include any of a large number of
interventions such as behavioral management, psychosocial intervention, and

multimodal treatment (Vierhile et al., 2009).
8 Providing family intervention. Family interventions include functional
family therapy, cognitive-behavioral family therapy, and behavioral family therapy.

All of these interventions must include components with at least one parent and the

child participating in some therapy sessions with the therapist included. Functional

Family Therapy (FFT) is a family-based intervention program for families and youths
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with behavioral problems. The core elements of this model have remained intact since

1969 as it has been implemented with youth at risk presenting with behavioral
problems such as delinquency, violence, substance abuse, Conduct Disorder,

Oppositional Defiant Disorder, or Disruptive Behavior Disorder ( Bjornstad &
Montgomery, 2010).
4.2 Nursing care for children with ADHD in Thailand

In Thailand, the principal health care setting for children with ADHD is the
child and adolescent psychiatric clinic at the psychiatric hospital, or the child and
adolescent psychiatric clinic at the psychiatric department in tertiary care hospitals,

and university hospitals. The most specific of these clinics is the child and adolescent
psychiatric clinic at the Department of Mental Health at the Ministry of Public Health.

The child and adolescent psychiatric clinic of the Department of Mental Health

consist of 13 psychiatric hospitals and 7 institutes of psychiatry. There are 6 institutes

that specialize in child and adolescent care; the Child and Adolescent Mental Health

Rajanagarindra Institute (CAMRI), Rajanukul Institute, Yuwaprasart Waithayopathum

Child, and Adolescent Psychiatric Hospital, Thai Child Development Institute,
Northeastern Institute of Child and Adolescent Mental Health, and Southern Institute

of Child and Adolescent Mental Health. The Child and Adolescent Mental Health
Rajanagarindra Institute (CAMRI) established clinical practice guidelines for ADHD
children. Rajanukul Institute established an ADHD handbook for parents, teachers,

and health care providerscCAMRI, 2019).
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Songkhlarajanagarindra Psychiatric Hospital (SKPH) is a child and

adolescent psychiatric clinic in Southern Thailand which has the highest prevalence

rate of ADHD in Thailand and is increasing. The child and adolescent psychiatric

clinic were established in 2009 to provide health care services for children and

adolescents in 7 provinces of the Southern region. ADHD is the most common child
psychiatric disorder in this hospital. Although nursing activities in this clinic try to

follow the clinical practice guideline of ADHD, in practice some activities can not be
performed such as behavior modification, and psychosocial intervention such as

parent training programs.

The health care system for children with ADHD in these clinics can be

summarized as follows.

The child and adolescent psychiatrist: 1) Assessment; parent.child interview,
mental status examination, laboratory tests for the specific condition. 2) Diagnosis and
treatment: most treatments are pharmaceutical starting in school-age children. 3)
Psychosocial education. 4) Psychotherapy.

The clinical psychologist provides psychological testing, behavioral therapy,

behavior modification, cognitive behavioral therapy, and psychotherapy.

Psychiatric nurses and ,or advanced practice psychiatric nurses provide
nursing care that includes:

1. Assessment - specific assessment of behavior problems, ADHD symptoms,

cognitive functions, social skill, impairments, and holistic assessment including



59

physical illness, hearing and also family history, and family function. To assess
ADHD symptoms, the most used assessment method is SNAP-IV, both parent and
teacher versions.

2. Nursing diagnosis: common nursing diagnoses for. risk of injury,

interrupted family processes, impaired verbal communication, noncompliance to

rules, anxiety, low self-esteem, nutrition problems, family coping strategies,
ineffective family therapeutic regimen management, and risk for impaired parenting.
3. Nursing care plan: key outcome goals for nursing; patient safety, reduction

of ADHD symptoms, reduction of behavior problems, enhancing family function,

improvement of parenting skills.

4. Implementation: psycho-education (individual), counseling (depression,
burden), monitoring medication and observing for side effects, empowering parents or
caregivers, parent training program ¢in some child psychiatric clinics), behavior
modification for children (in some clinics), and collaboration with the teacher to
continue treatment in the school setting.

5. Evaluation: child psychiatric nurses evaluate nursing activities and follow
the nursing process and then set goals to improve their practice CAMRI, 2012).

From the above lines of evidence, a summary of nursing care for children with

ADHD in Western counties and Thailand is provided for comparison in Table 2.



Table 2 Comparison of nursing care between Western countries and Thailand.

Thailand
Nursing activities Western | Child and adolescent | Psychiatric
psychiatric clinic in specialist child
countries | the Specific child clinic at SKPH
psychiatric institutes
Holistic assessment v v v
Diagnosis and prescription v x x
Psychoeducation 4 4 v
Medication monitoring v v v
Supportive psychotherapy v v v
Behavioral management
-behavior modification v v Some cases
- The parent management v x x
training program
- Behavioral classroom v x x
management
-Behavioral peer v x x
interventions
- Cognitive behavioral v x x
therapy
Psychosocial intervention
- The combined parent v v x
training Only parent training
-Social skills and parent v x x
training
- Strategies to enhance v x x
positive parenting
Multimodal treatments v x x
(MTA)
Intervention focus
- ADHD symptoms v x x
- Behavior problems v v v
- Academic function v v x
- Include parent and v v x
children
- Separate parent and x v v
children
Family therapy 4 x x
Community-based approach v v x
School intervention v x x
Nursing research v 4 x
A little
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In summary, there are differences in nursing care between Thailand and

Western countries. The gaps include: 1) many interventions are performed in Western
countries but few are in Thailand 2) The guidelines are difficult to practice at home. 3
Some interventions can rarely be practiced at a clinic. For nursing research; some
limitations were found: 1) the studies are mostly focused on behavior problems and
academic function, thus ADHD symptoms are under question; 2) some study
interventions were with parents, some with children; thus, a study where intervention

includes both parents and children is required.

5. Theoretical framework for behavioral management
This study uses behaviorally based treatment as a theoretical framework for

behavior management. The conceptual framework is as follows.
Behaviorally-Based treatment
The behaviorally-based treatment was developed by Goodman and Scott in
1997. Goodman and Scott developed the behaviorally-based treatment from three
theories; Classical conditioning (Pavlov, 1927), Operant conditioning (Skinner, 1938),
and Social learning theory (Bandura, 1960). Behavioral methods used to be based on
the notion that all behaviors are learned, and so can be unlearned. However, a less

extreme form of behaviorism that is perhaps more acceptable states that the
expression of most behavior is influenced by antecedent events and consequent

responses. Altering these may change the frequency of the behavior (Robert Goodman

& Scott, 2012).
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Classical conditioning involves stimulus-contingent effects. A previously

neutral stimulus becomes associated with one that triggers the physiological response,

and in time the new stimulus alone (now called conditioned) leads to a similar
response. Treatments based on this model condition new physiological responses, such
as relaxation to the stimulus (Robert Goodman & Scott, 2012).

Operant conditioning involves response-contingent effects. Responses to

stimuli, or indeed behaviors of any kind, become more frequent or stronger if they

lead to rewarding consequences (positive reinforcement), or to escape from unpleasant
consequences (negative reinforcement). Behaviors become less frequent if previously
rewarded consequences are taken away (extinction). Treatments based on this model
consistently change the contingencies that follow a behavior. This may be to increase
desired behavior through rewards, e.g. a chart with colored stars for keeping underwear
clean without soiling, or to reduce undesired behavior through punishment, e.g.
requiring the child to clean the floor after throwing dinner on it. This approach also

includes ensuring that undesirable symptoms or behaviors are not unintentionally
rewarded, for example, ensuring that a child is not rewarded for psychogenic

abdominal pain by being allowed to stay at home from school (Robert Goodman &
Scott, 1997).

Social learning theory; led to a general widening of the behavioral model to

recognize the primacy of human relationships in influencing learning. In children and

adolescents, Patterson confirmed the central role of parental attention in providing
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rewards and showed that in families where there is little positive interaction, children

may behave antisocially to get attention, even though this may be of a negative kind.

Treatments based on this model increase the attention paid by carers to children when
they behave desirably for example, by speaking warmly to a child who is playing
quietly, and withdraw attention when the child is behaving undesirably, for example,

by turning away and not talking to a child who is screaming (Robert Goodman &
Scott, 2012; Robert Goodman, Scott, & Scott, 1997).

Behavioral methods in practice

Assessment: Rather than initially ascribing meaning to a behavior, a
functional analysis is performed. The Antecedents, Behavior itself, and Consequences
(ABC) are carefully characterized in great detail. Examples include events before a
tantrum in a 4-year-old: the mother-s nagging demands at bedtime, or, a sibling takes a
toy from the subject. Another example is events before a panic attack in a 15-year-old
who is outdoors on a big playing field, or, in a crowded market. Another is before
psychogenic abdominal pain in a 10-year-old: perhaps there was an argument between
parents, or, difficult homework due to hand in. Sometimes changing the antecedents
alone is the best strategy. Stimulus control methods for gathering information include:

detailed behavioral descriptions from parents, charts, diaries, visits to home or school

to observe behavior in context or videos of the same.
Behavioral analyses thus concentrate on the here and now of what happens.

The meaning to the parents of the behavior -he's becoming a criminal like his uncle»),
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and their explanations for it ¢it's the chips, doctor, the junk food~) may be explored,
but are not part of a strict behaviorist approach.

Negotiation of goals with parents and the young person with ADHD

1. Specify the target behaviors as precisely as possible. Many parents find this
difficult, having diffuse concerns such as, -he’s disobedient’, -he’s a Jekyll and Hyde-,
<she’s sad’, etc. The goal is to help the parent work out specifically what is causing
concern.

2. Assess the impact of the behaviors on the child's or adolescent's life, and on
that of the siblings and parents, considering the following domains: (ay Emotional,
personal impact, (b) Social, ¢) Developmental, (d) Learningicompetence, e) Self-esteem.

Going through this list often helps the parents review the overall impact from their

child's point of view, rather than just their own. Assessing the impact may make them
aware of the social impact on friendships and emotions. This is often helpful to reduce

negativity, and to engage sympathy and motivation to implement the treatment

program.

3. Agree with the desired outcome in behavioral terms. Again, this will not be a
generality he should be nice to me’) but more specific ¢he will dress after being asked
only once in the morning, without shouting at me; he will be in bed by 8.30 at night»).

If a child has frequent major tantrums lasting over five minutes involving kicking and

throwing, an appropriate target may be to reduce this to once a week. Total abolition is

unrealistic and unnecessary.
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4. Formulate the positive behaviors desired. This may not come easily to

parents, who are more inclined to think in terms of stopping negative behaviors such

as fighting, running, shouting, wetting the bed, etc. The desired behaviors in each case
might be: to play nicely with a brother, walk calmly, speak quietly, and use the toilet
properly. The major part of behavioral work is not the elimination of unwanted
behavior - a child who is only aware of what not to do has no help in finding his or her
direction, and if totally obedient would stay rooted to the spot- but the promotion of
desired behavior in its place, so the unwanted behavior simply fades away. Once the

desired behaviors have been formulated, it is possible to start formulating an
intervention plan, with emphasis on how to make it clear to the child or adolescent

what is desired, how to introduce it into the individual's repertoire and practice it, and
how to reward it once it starts occurring.
5. Explain in a way that can be understood by everyone in the family:
@ Why the child or adolescent is currently behaving the way they are,

framing the explanation in terms of learned habits and the circumstances maintaining

them, rather than in terms of fixed character traits or inner conflicts.
(b) That this way of looking at things shows that there is a possibility for
change, but this will require some change from everyone.

Techniques of behavior modification

Increase desired behaviors: Positive reinforcement. reward desired

behavior through praise and rewards. Negative reinforcement: remove the aversive
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stimulus after desired behavior has occurred. For example, stop nagging when a child
goes to bed). Explain underlying theory to parents, and child: this includes helping
them formulate the treatment in a way that makes sense to them and is attractive.
Train skills with rehearsal, and role-play. Remove interfering conditions.

Reduce undesired behaviors:  Stimulus change: remove or change
controlling antecedent stimuli. Extinction. This should follow the removal of the

previous reward identified with reinforcement of the behavior; for example, no longer

giving attention to the misbehaving child. Parents need to be warned that for a period,

the child will work even harder to get back to the previous status quo and behavior

may worsen, known as the <extinction burst. Ignoring may mean involving more than

just parents, for example, preventing an aggressive youth from getting admiration

from his peers.
Differential reinforcement of incompatible behavior. As noted above, this
principle is central to much behavioral work. The desired or prosocial behavior that

should be occurring is identified and rewarded, such as sitting nicely during mealtimes
instead of running around, playing cooperatively instead of fighting, spending the

night in the bedroom rather than wandering downstairs, etc.

Response cost. Here specified amounts of reinforcers are withdrawn from
the child when he or she displays the unwanted behavior. This requires that a previous
reward system be in place, involving money, points, privileges, etc. There has to be

something positive to withdraw.
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Over-correction. The child is required not only to put right what he or she
did wrong but do more by way of restitution. A variant gets the child to over-learn a

response physically incompatible with the original misbehavior; for example,

repeatedly taking shoes off on entering a house having trailed mud in previously.
Implementation: To learn a new behavior, an individual must know what to
do, how to do itand when to do it. If parents are to change their child’s behavior, they
too, must be equally clear. For the change to occur will require competence, or being
able to do it, and repeated performance, which requires the will to do it The

intervention will only rarely consist of the mechanical implementation of standardized

techniques for altering the frequency of behaviors. Rather, most contemporary

behavioral therapy draws upon these behavioral principles but adapts them to a wider

context. General measures employed include:

Planning ahead, for example, reducing school pressures on a phobic girl,
avoiding taking a hyperactive boy to the supermarket, taking fight prone siblings out

to the park rather than keeping them indoors.
Negotiating with the child or adolescent. Many parents make what seem to

them to be reasonable demands, only to find them disobeyed, which leads to a major

confrontation. Getting parents to negotiate basic situations pays big dividends.

However, this requires parents to stop and listen to their children and find a

compromise that achieves their goal. In return, children and adolescents learn that their

views have been taken into account (Goodman & Scott, 2012; Goodman et al, 1997).



68

Adapting the program according to progress. This is central to behavioral

approaches, where success is carefully measured, and if it does not occur then this is
examined in detail and the plan revised, or a new strategy tried, or a course of action

more acceptable to the parent found. This theory can be used as a behavioral
management strategy for parents and children with ADHD(Robert Goodman & Scott,
2012).

Evaluation of behaviorally-based therapies: evaluate the techniques of
behavior modification, outcome, behaviors in both children and parents. The therapist
has to remind themselves of issues such as, relationships, motivation, and beliefs

(Robert Goodman & Scott, 2012).

6. The Parent Involvement-Child Behavioral Management Program
Since  ADHD symptoms have a devastating impact, reducing ADHD

symptoms is a significant outcome in nursing care for ADHD children. Previous

studies found that effective intervention to reduce ADHD symptoms includes

medication that combines psychosocial intervention or behavioral management (Ryan
& McDougall, 2009; Vierhile et al., 2009). Therefore, the researcher is interested in

reducing ADHD symptoms by using parent involvement in child behavioral

management. The Parent Involvement- Child Behavioral Management Program
(PICBMP) manages the two factors associated with ADHD symptoms. Firstly, the

factors related to the child: e g behavioral problems consisting of 1) socially
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inappropriate behavior which is caused by self-control defects (Staikova et al., 2013).
This problem intervenes by encouraging children to learn self-control through group

activities, cooperate in activities, learn to wait their turn, arrange their daily activities
with parents, and then parents help them to control and monitor themselves to follow

the schedule. These strategies will help children learn self-control, and create socially
appropriate behavior (Pleiss, 2016). 2) Problematic behaviors (i.e. aggressive behavior,
distractive behavior, task not completing) are managed with behavior modification;
parents are taught to practice behavior modification for their child. The parent can

learn the technique of behavior modification and other strategies of taking care of

their child with the nurse by discussing both in individual and group learning. Using

behavior modification techniques will help the child to reduce undesirable behaviors

and increase desirable behaviors. As a control for the child-s co-morbidity factor, this
study matched participants with no co-morbidities into the program.

Lastly, parent factors include parenting behavior (parents child-rearing skills)
and parent stress. The PICBMP teaches parents the skills required to take care of their

child, knowledge about ADHD, behavior modification techniques for ADHD children

which include: 1) The ability to help children control themselves ( Knowledge of

ADHD and caring for ADHD children, monitoring daily activities and schedule,

encouraging responsibility, and positive communication and relationship) 2) behavior
modification skills 3) child-s academic support 4) Parent's stress management skills.

These parental factors are managed by teaching parents about ADHD, caring for

ADHD children, behavior modification, and stress management through individual
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and group learning. The PICBMP helps parents by establishing group learning to

share and discuss skills in taking care of ADHD children, behavior modification, and

other problems regarding children. The PICBMP also follows up and encourages the

parents to do behavior modification and take care of their child at home by advising,

counseling, assisting through online chat groups and telephone.

The ADHD children not only receive behavior management from nurses but

also receive care, and behavior modification from the parent. They will learn to control
themselves, improve their undesirable behavior, and create desirable behavior. The

parent not only receives group and individual instruction about ADHD, and behavior
modification training but also receive encouraging both form nurse and group

members. They will have the ability to take care of their child properly, and to
perform behavior modification. These strategies will help ADHD children reduce their
symptoms.

The PICBMP focuses on 3 behaviors that indicate associated with ADHD

symptoms as follows:

1. Aggressive behavior implies actions where ADHD children attempt to
stand up for themselves or exert power over others in ways that are hostile and violate

the rights of others such as hitting, Kicking, scratching, biting, pushing, throwing

objects, cursing, threatening.

2. Distractive behavior refers to easy loss of attention in tasks and inability to

focus on something until it is done. In this study focus is on children who «cannot

finish the assignment task~.
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3. Socially inappropriate behavior is any behavior that is not in line with

societal standards and expectations. This study focuses is on children blurting
something out and not turn taking.

In summary, the PICBMP aims to reduce ADHD symptoms by managing

factors associated with ADHD. The child-based factors include encouraging self-

control through group activities, monitoring their behavior and daily life through

behavior modification both from nurses and parents. This study focused on aggressive
behavior, distractive behavior (not finishing task), socially inappropriate behavior
(interfering with the group). The parent's factors include teaching and encouraging

skills development to help take care of ADHD children, behavior management, and

stress management. The PICBMP consists of 2 booklets that are used as a handbook
by nurses and parents: 1) Behavioral management of ADHD children for nurses 2)
Behavioral management of ADHD children for the parent. The Parent Involvement-
Child Behavioral Management program (The PICBMP) consists of 8 weeks, 4 phases
of behavioral management. The details of the Procedures of the PICBMP are described

in chapter 3.
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Figure 1 Steps of the PICBMP
7. Research review

Beery (1994) investigated the relationships between parent and teacher-rated
disinhibition (impulsivity plus hyperactivity) and anxiety symptoms in children with
ADHD and response to Methylphenidate (MPH) and behavior intervention. The result

showed that a structured point system alone appeared sufficient in managing the
behavior of children low in disinhibition, with MPH adding little clinically significant

benefit. In contrast, highly disinhibited children displayed elevated levels of negative
behaviors with behavioral management alone and improved significantly on MPH.
Swanson et al. (2001) developed a categorical outcome measure related to

clinical decisions and to perform secondary analyses to supplement the primary
analyses of the NIMH Collaborative Multisite Multimodal Treatment Study of

Children with Attention-Deficit: Hyperactivity Disorder (MTA). Three orthogonal
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comparisons of the treatment groups - combined treatment [ Combj, medication
management (MedMgti, behavioral treatment (Beh;, and community comparison [CCy-
evaluated hypotheses about the MTA medication algorithm («Comb + MedMgt versus
Beh + CC»), multimodality superiority («Comb versus MedMgt»), and psychosocial
substitution (<Beh versus CC~). The summary of SNAP-IV ratings across sources and
domains increased the precision of measurement by 30% . The secondary analyses of
group differences in success rates (Comb = 68%; MedMgt = 56%; Beh = 34%; CC = 25%)

confirmed the large effect of the MTA medication algorithm and a smaller effect of

multimodality superiority, which was now statistically significant. These secondary

analyses confirm the primary findings and clarify clinical decisions about the choice

between multimodal and unimodal treatment with medication.
Scahill et al. (2006) evaluated the short-term efficacy of a structured parent
training program in children with tic disorders accompanied by disruptive behavior.

Children with tic disorders and at least a moderate level of disruptive behavior were

randomly assigned to a 10-session structured parent management training program or
to continue treatment as usual. Twenty-four children (18 boys and 6 girls) between the
ages of 6 and 12 years (mean 8.962.0 years) were enrolled; 23 subjects completed the
study. The results suggest that parent management training is helpful for short-term
improvement in disruptive behavior problems in children with tic disorders.
Nonetheless, larger randomized clinical trials are needed.

E. Coles (2007a) determined the impact of behavioral intervention on the
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need for medication in both home and school settings, as well as to evaluate the dose
of medication required as a function of ongoing behavioral treatments in the school

and home setting in children with ADHD. Results indicate that children who received

behavioral consultation both at home and at school initiated medication treatment later

in the school year. Also, in the home setting, fewer children initiated medication in the
behavioral consultation group than non behavior consultation group.
Buckner, Lopez, Dunkel, and Joiner (2008, evaluated the short-term efficacy of

a structured parent behavior management program in children with tic disorders

accompanied by disruptive behavior. Children with Tic Disorders and Disruptive
Behavior were randomly assigned to a 10-session structured parent management
training program or to continue treatment as usual. Twenty-four children between the
ages of 6 and 12 years (mean 8.962.0 years) were enrolled; 23 subjects completed the
study. The results suggest that parent management training is helpful for short-term
improvement in disruptive behavior problems in children with tic disorders. Larger

randomized clinical trials are needed

C. Webster-Stratton and Herman (2008) tested the impact of a parent behavior-
management intervention on child depressive and internalizing symptoms. One
hundred eighty-one children were randomly assigned to receive a videotape modeling
parenting intervention, called The Incredible Years, or to a wait-list control group.

Children who received the intervention were more likely to have lower mother-rated
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mood and internalizing symptoms at post-treatment, compared with children in a wait-
list control group.

E. Coles, Pelham, and Gnagy (2010) evaluated the effects of differing
intensities of behavior modification and medication on parents’ self-reported success in
managing their child's misbehavior and the attributions parents gave for success or
failure. Children were randomized to receive in counterbalanced orders different
levels of behavior modification, each for 3-week cycles. In addition, medication was
manipulated using a medication assessment procedure. Parents reported daily how
successful they were in managing their child>s misbehavior and the attributions for
either their success or failure. Results found that parents of children with ADHD
generally felt successful in managing their child-s behavior, regardless of treatment
condition. In the high behavior modification condition, they were more likely to
endorse items that attributed their success to their effort.

Steven W. Evans, Schultz, DeMars, and Davis (2011) utilized the CHP
treatment program to evaluate its effects on middle school children with ADHD. The
study evaluated 49 middle school-aged participants who were randomly split to
receive CHP treatments (n = 31) or community care (n = 18) over two years. The results

of the study concluded that students who received CHP showed less academic
impairment and ADHD symptoms when compared to the community care recipient

group. The results of these two studies show a significant improvement in overall

symptoms related to ADHD across settings.
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F. G. Miller and D. L. Lee (2013) conducted a study on the question : Do

Functional Behavioral Assessments Improve Intervention Effectiveness for Students

Diagnosed with ADHD? A Single-Subject Meta-Analysis> to investigate the relative
effectiveness of function-based and nonfunction-based behavioral interventions for
students diagnosed with ADHD. Also, associations between various participants,
assessment, and intervention characteristics were investigated. Eighty-two studies
incorporating a total of 168 participants were included. Overall, function-based
interventions were associated with significantly larger effects than non-function-based
interventions. Interventions based on the functional analysis manipulations were also
associated with larger effects.

Pfiffner, Villodas, Kaiser, Rooney, and McBurnett (20 1 3) indicated in their
study that behavioral management treatments are well-established, evidence-based
treatments for middle childhood with attention-deficit’/hyperactivity disorder (ADHD)
and should be widely recommended to families. Several behavioral treatments are

available that target the multiple impairments and risk factors for ADHD across

settings. This study focuses on behavior management treatments developed for the
home setting, known as BPT (also variously referred to as parent management
training, parent training, or behavioral family therapy), as well as those home-focused

treatments that include additional components to enhance generalization to other

settings.
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Pfiffner et al. (201 3) evaluated a newly developed collaborative school-home
intervention ( Collaborative Life Skills Program [ CLS)) for youth with ADHD.
Participants included 17 girls and 40 boys in second through fifth grades (mean age-
8.1 years) from diverse ethnic backgrounds. CLS was implemented by 10 school-based

mental health professionals at their schools and included 3 integrated components

over 1 2 weeks: group behavioral training for parents, classroom behavioral
intervention, and a child social and independence skills group. Significant pre-post

improvement was found for all measures, with large effect sizes for ADHD
symptoms, organizational skills, and homework problems, and medium to large

effects for teacher-rated academic skills, report card grades, academic achievement,
and student engagement. Findings support the focus of CLS on both ADHD symptoms

reduction and organizational skill improvement and support the feasibility of a model

that utilizes school-based mental health professionals as providers.
S. W. Evans et al. (2014) completed a systematic review of the literature

published between 2007 and 2013 to establish levels of evidence for psychosocial

treatments for children and adolescents with ADHD. The result concludes that

behavioral parent training, behavioral classroom management, and behavioral peer

interventions are well-established treatments.
Gadow et al. (2014 evaluate the relative efficacy of combining parent training,
stimulant medication, and placebo (Basic therapy) versus parent training, stimulant,

and risperidone (augmented therapy) by examining treatment effects for attention-
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deficit/ hyperactivity disorder (ADHD), oppositional defiant disorder (ODD), and
conduct disorder (CD) symptoms as well as peer aggression, symptom-induced
impairment, and informant discrepancy. Children (6-12 years; N 168) with severe
physical aggression, ADHD, and co-occurring ODD,CD received an open trial of
parent training and stimulant medication for 3 weeks. Augmented therapy was

superior to Basic therapy in reducing the severity of ADHD and ODD symptoms, peer

aggression, and symptom-induced impairment, but clinical improvement was
generally context-specific, and effect sizes ranged from small to moderate.

Heath, Curtis, Fan, and McPherson (2015) examined parenting stress (PST) and
self-efficacy (PSE) following participation in behavioral parent training (BPT) for child
treatment response. Forty-three families of children diagnosed with ADHD
participated in a modified BPT program. Change in PST and PSE was evaluated using
a single group, within-subjects design. Parents reported significant improvements in
stress and self-efficacy. Parents of children who demonstrated a clinically significant
reduction in ADHD symptoms reported lower stress and higher self-efficacy than
those of children with continued impairments. The magnitude of child impairment was
not associated with parent outcomes.

Jeffries DelLoatche (2015 measured the impact of Parent-Child Interaction
Therapy on four preschool-aged children's problem behaviors and ADHD symptoms,

parenting practices, and mothers- attitudes towards therapy. The result indicated PCIT
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may partially be an effective intervention in improving children's behavior problems
and ADHD symptoms.

Eichelberger, Pliicka, Hautmann, Hanisch, and Dopfner (2016) developed an
prevention program for externalizing problem behavior (PEP) for parents and teachers
of preschool children. This secondary analysis examined the effects of both modules
on preschool children with severe attention-deficit/ hyperactivity disorder ( ADHD)
symptoms compared with children with no or mild ADHD symptoms. In the within-

subject control group, design changes in child symptoms and problem behavior in
specific situations at home and school during the waiting period were compared with

changes during the intervention period (3 months each). Results show that parent

training reduces specific behavior problems at home in children with severe ADHD
symptoms and with no or mild ADHD symptoms, while teacher training reduces
ADHD symptoms and ODD symptoms including specific behavior problems in the

kindergarten in children with no or mild ADHD symptoms. However, in children with

severe ADHD only overall problems and ODD symptoms were significantly reduced

by teacher training.

Mohammadi et al. (2016) determine the effectiveness of combined Parent
behavioral management training (PBMT) and medication treatment (Methylphenidate)
in reducing ADHD symptoms in 6-12-year-old children, using randomized sampling. A
total of 50 children with ADHD were assigned to two groups: an experimental group

that received PBMT and a control group with medication treatment (Methylphenidate)
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without other interventions. Findings revealed that the combined behavioral

intervention of PBMT and methylphenidate treatment is more effective for the

reduction of ADHD in children. The difference of means between pre-test and post-test
CPRS in the experimental group was equal to 10.77, while it was only 1.88 in the
control group. In addition, PBMT was more effective in the case of younger parents
(P<0.025). However, parents: education levels did not affect behavioral intervention
(P<0.025). The findings suggest that the combined intervention of PBMT and
methylphenidate is effective in reducing the symptoms of ADHD in children.

Pelham et al. (2016) conducted a program called - Treatment Sequencing for
Childhood ADHD: A Multiple-Randomization Study of Adaptive Medication and
Behavioral Interventions». Children with ADHD (aged 5-12, N = 146, 76% male) were
treated for 1 school year. They were randomized to initiate treatment with low doses
of either (a) behavioral parent training (8 group sessions) and brief teacher consultation
to establish a Daily Report Card or (b) extended-release methylphenidate equivalent to
.15 mg/kg/dose bid). After 8 weeks or at later monthly intervals as necessary,

insufficient responders were rerandomized to secondary interventions that either

increased the dose/intensity of the initial treatment or added the other treatment
modality, with adaptive adjustments monthly as needed to these secondary treatments.

The group beginning with behavioral treatment displayed significantly lower rates of

observed classroom rule violations (the primary outcome) at study endpoint and tended

to have fewer out-of-class disciplinary events. Further, adding medication secondary to
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initial behavior modification resulted in better outcomes on the primary outcomes and

parent/teacher ratings of oppositional behavior than adding behavior modification to
initial medication. Normalization rates on teacher and parent ratings were generally
high. Parents who began treatment with behavioral parent training had substantially
better attendance than those assigned to receive training following medication.

Beginning treatment with behavioral intervention produced better outcomes overall

than beginning treatment with medication.
Pfiffner et al. 2016) evaluated the effects of Collaborative Life Skills (CLS) for
primary-school students with ADHD) symptoms. CLS is a 12-week program consisting

of integrated school, parent, and student treatments that include behavioral parent
training, classroom behavioral intervention, and a child social and independence skills

group. Students from schools assigned to CLS compared with those assigned to usual

services had significantly greater improvement on parent and teacher ratings of

ADHD symptom severity and organizational function, teacher-rated academic

performance, and parent ratings of oppositional defiant disorder symptoms and

social/interpersonal skills.

Luzia Flavia, Deise Lima Fernandes, Sueli, Orlando Francisco Amodeo, and

Monica Carolina (2017) analyzed the use of a group CBT protocol to treat ADHD by
comparing two types of treatment, unimodal ( medication only) and multimodal
(medication combined with CBT), in terms of their effects on cognitive and behavioral
domains, social skills, and type of treatment effect by ADHD subtype. Participants

were 60 children of which 48 were boys, with ADHD, inattentive subtypes, and
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combined, aged 7 to 14. Combined treatment included 20 CBT sessions while all
children were given Ritalin LA® 20 mg. Cognitive and behavioral outcome measures
showed no differences between treatment groups. On social skills, multimodal

analysis showed more improvement in frequency indicators on empathy,

assertiveness, and self-control subscales and in the difficulty on assertiveness and self-
control subscales. Using a group CBT protocol for multimodal ADHD treatment may
improve patient adherence and ADHD peripheral symptoms.

George J. DuPaul et al. (2018) conducted a program called «Promoting Parent
Engagement in Behavioral Intervention for Young Children with ADHD: Iterative
Treatment Development~, to describe an innovative approach for reducing barriers to
BPT access. Specifically, we invoked an iterative, 5-step process of intervention
development and revision to modify an existing face-to-face BPT program and
develop an online version. Results indicated that the revised program and online
versions (a) increased parent engagement with BPT, (b) enhanced accessibility, (c)
produced favorable parent acceptability and feasibility ratings, and (d) resulted in
improved child outcomes.

Steven W. Evans, Owens, Wymbs, and Ray (2018) conducted a systematic
review on «Evidence-Based Psychosocial Treatments for Children and Adolescents
With Attention-Deficit/ Hyperactivity Disorder- . The results found that Behavior
Management including BPT, BCM, BPI, and combinations thereof are still well-

established for preschool and elementary school-age children, but BPT for adolescents
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met criteria for possibly being efficacious. Also, BPT for elementary-aged children
modified for maternal risk factors (i.e., ADHD, depression, being single) is at the
experimental level. The recent behavior management literature provides new

information about modality, developmental level, generalization, and adaptations

which will be considered next. The evidence regarding training interventions is mixed

and suggests that the amount of training and the skills being trained have an impact on

outcomes.
E. K Coles et al. 2019) conducted a study followed by participants in a summer
treatment setting (with behavioral therapy intervention) into the subsequent school year

to investigate whether the same pattern would extend to the natural school and home

settings. There were 127 unmediated children with ADHD between the ages of 5 and
13 randomly assigned to receive or not receive behavioral consultation (BC) at the
start of the school year. The results show a 40+ reduction in total methylphenidate
exposure for the school year. BC and No BC groups did not significantly differ on the
end-of-year teacher or parent ratings of behavior, which were positive. Moreover, BC

and No BC groups did not differ significantly in terms of the cost of treatment;
although children in the BC condition accrued additional costs via the BC, these costs

were offset by the associated delay and reduction in medication use. These results add
to a growing literature suggesting that the use of low-intensity behavioral intervention
as a first-line treatment reduces or eliminates the need for medication in children with

ADHD.
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Veenman et al. (2019 investigated the effectiveness of the Positivity & Rules
Program (PR program), a behavioral program for teachers targeting ADHD symptoms
in the classroom involving both student-focused and classroom-focused programs.
Primary school children with ADHD symptoms (N = 114) were randomly assigned to
the PR program (n - 58) or control group (n - 56). Teacher and parent ratings were used

to assess behavioral, social, and emotional functioning at baseline, during, and after

the intervention. Intervention effects were assessed using intention-to-treat multilevel
analyses. Results found that teachers reported positive effects on ADHD symptoms
and social skills.

In summary, results of most studies surveyed show that behavioral

management treatments are well-established, evidence-based treatments for middle
childhood with attention-deficit/ hyperactivity disorder and should be widely

recommended to families.
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CHAPTER Il
RESEARCH METHODOLOGY

This chapter describes the methodology used including research design,
population and sample, instrumentation, protection of the rights of human subjects,

data collection, and data analysis.

Research design

This is a quasi-experimental study using a pretest-posttest control group
design. In this design, participants were randomly assigned (R) to the experimental or
the control group. A pretest assessment about ADHD symptoms was performed on
both groups (O experimental group, Os: control group). The participants in the
experimental group received the Parent Involvement-Child Behavioral Management
Program (X), medication and usual care while the participants in the control group
received medication and usual care. The posttest evaluation of ADHD symptoms (O>:
experimental group, O4: control group) was concluded after 1 month completing eight

weeks of the PICBMP. The design diagram is as follows:

RO1 X O2 experimental group
R Os O4 control group (Campbell & Stanley, 1963)
Remarks

R =randomized assignment sample into an experimental or control group.
O1=ADHD symptoms scores of the experimental group on the day of

recruitment into the study.



87

O, = ADHD symptoms scores of the experimental group after completing the
PICBMP.
O3 =ADHD symptoms scores of the control group on the day of recruitment
into the study.
O4=ADHD symptoms scores of the control group after completing the
experimentation.
X =the PICBM program for children with ADHD and their parent.

Setting

The study was conducted in a child and adolescent psychiatric clinic,

Songkhlarajanagarindra Psychiatric Hospital, Songkhla, Thailand. After receiving the
IRB approval of Research Ethical Board of the hospital (IRB approval number was
10/2562). The eight weeks of session of the PICBMP were conducted on Saturday and

Sunday at the activity rooms of the child and adolescent psychiatric clinic which is

available on holidays. The room is convenient for parents and children because it
consists of a big room and small rooms. The big room was used for children's group
activities. The small room was used for parents: group discussions and the parents
could sit in this room while observing the children-s activities. There was a counter for
served beverage for parents and children.

Population and sample
Population

The target population in this study were children with ADHD and their

parent.
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1. Children with ADHD aged 6-12 years old who were treated in the child
and adolescent psychiatric clinic in psychiatric hospitals in Thailand.

2. Parent of children with ADHD who were fathers or mothers or caregivers

that have taking care of the ADHD children.

Sample

The participants in this study were:

1. Children with ADHD aged 6-12 years old who were treated in a child and
adolescent psychiatric clinic in Songkhlarajanagarindra Psychiatric Hospital.

2. Parent of those children with ADHD who were fathers or mothers or

caregivers that have taking care of the ADHD children and had lived in their family

together at least 6 months.

Sample selection
Purposive sampling and simple random sampling were used to recruit

qualified participants in the study. The following criteria were used to select the
participants.
Inclusion criteria for children:
1) Age 6-12 years.
2) Received treatment at the child and adolescent psychiatric clinic.
3) Have been diagnosed with ADHD
4y No history of physical illnesses, Autism Spectrum Disorder, Conduct

Disorder, anxiety, and mood disorder.



89

Exclusion criteria for children: children with ADHD who did not
complete the program were excluded.
Inclusion criteria for parent:

1) The father or mother or caregiver of children with ADHD who were
recruited in this study

2) Continuously taking care of the child at least 6 month.
3) Able to communicate in Thai.
4) Sufficient available time to join in the program.
Exclusion criteria for parent: the parents would be excluded if they had
bipolar disorder, chronic suicidal or self-injurious behavior, and substance dependence
within the past 6 months.

Sample size
The sample size was determined by the power analysis and effect size

determination by a previous study (J. Cohen, 2013), with a significance level of .05, a
power analysis of 0.80. Previous experimental studies showed that the effect size of
behavioral management on ADHD children was around 0.4 to 0.55 (S. W. Evans et al ,
2014; Fabiano et al., 2009). The number of participants was 29 in each group J. Cohen,
1988). Concerning about 10% of attrition rate, at least 32 patients were required for
each group, total participants were 64. However, the study finally collected data with

30 participants each group, total participants were 60.
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Sampling procedure
Purposive sampling and simple random sampling were used to select

participants following the inclusion criteria. The researcher selected the sample from

the medical record of HosXp database of Songkhalrajanagarindra Psychiatric

Hospital. 690 ADHD children aged 6-12 years from the list of HosXp database were
treated at the child and adolescent psychiatric clinic. 270 children were eligible base on
inclusion criteria while 420 children had co-morbid disorder. Of the 270 eligible

children, 100 had no time available to join the program, 106 parent and children did

not wish to give consent. Thus, 64 children met the inclusion criteria. Next, the
researcher made a list of random numbers using the random number table. 64 children

and their parents were randomly assigned to the experimental group and control

group. 32 ADHD children and their parents in the experimental group received the
PICBMP with medication and usual care. 32 ADHD children and their parents in the
control group received the usual care with medication.

Sample attrition
64 children with ADHD and their parents who fulfilled the inclusion criteria
were approached to participate in the study, but 4 children were unable to participate

throughout the whole process of the study. The reasons for this dropout in the

experimental group, two children could not attend through 8 weeks of behavioral

management. The reasons for dropouts in control groups were two parent refused to
complete the SNAP -1V at post-test. The attrition rate of this study was 6.25 percent.

Therefore, the final sample consisted of 60 ADHD children and their parents, 30 in the
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control group who obtained the usual care with medication while the other 30were in

the experimental group who received the PICBMP with medication. The sampling

procedures are presented in figure 4.

690 cases of ADHD
From HosXp database

Purposive samplmglbase on inclusion and exclusion criteria

Eligible Non-eligible
L J L 4
270 cases had no 420 cases had
comorbidity comorbidity

Purposive sampling base on inclusion and exclusion criteria

l l

64 cases fulfilled -100 cases had no available time to join the
program

the study criteria

-106 cases did not wish to give the consent

Simple random sampling

| ¥

The expenimental group (n=32) The control group m=32)
Complete trial m=30 Complete trial n=30)
Dropped out (n=2) Dropped out in=2)

Figure 3 The sampling procedures

Sample approach method
1. The researcher individually approached the participants who met the study

criteria. The researcher presented information regarding the intervention in the non-

technical terms, the benefits of the intervention, and protection of human rights to

seek their approval to participate in the study. Once the prospective participants
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agreed to participate in the study, parents were asked to sign the consent form, and

children were asked to sign the ascent form (Appendix C).

2. After grouping by random assignment, participants in the control group
received the usual care from the child and adolescent psychiatric clinic, while the

experimental group received a scheduled appointment to participate in the PICBMP.
Both groups received medication by their psychiatrist. Also, the experimental group
were given the booklet for parents (Appendix F). The control group were given the
booklet for parents after finishing the program.

Research instruments

The instruments in this study consisted of 1) data collection instruments, 2)
intervention instruments, and 3) the instruments for monitoring in the experiment. The

content validity of instruments was examined by 5 experts, including two child
psychiatrists who were expert in children with ADHD; two nurses instructor who
were experts in child psychiatric nursing, and one Advanced Practice Psychiatric
Nurse in child psychiatric nursing who were experts in nursing care for children with

ADHD See Appendix A). All instruments were tested for reliability as follows:

1. Data collection instruments

Two questionnaires were used to measure the outcomes of the study. They
were the Personal Information Sheet and the SNAP-1V rating scales as detailed below.

1.1 The personal information sheet
The personal information sheet was developed by the researcher which

was consisted of two parts;
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1) Demographic data of the parent and children concerning gender, age,

education, occupation, experience in previous program, family income, and

supportive person.
2) The parent's problems in taking care of children with ADHD and the
expectation for participating in the program. See Appendix D).
1.2 Swanson, Nolan and Pelham-IV rating scale (SNAP-IV)
The Swanson, Nolan, and Pelham Rating Scale (SNAP-IV) is one of the

most extensively used questionnaires in treatment studies, developed by James
Swanson, Edith Nolan, and William Pelham, based on the Diagnostic and Statistical

Manual of Mental Disorders (DSM-III) in 1983, and 1992. In its original form, the
SNAP-IV had 90 items that evaluated hyperactivity-impulsiveness and inattention, as
well as a variety of other psychiatric symptoms. The 26 item SNAP-IV was modified
from the original SNAP-IV for the Multimodal Treatment of Children with ADHD
( MTA) study of 1999 Items from the DSM-IV criteria for attention-
deficit/hyperactivity disorder (ADHD) are included for the two subsets of symptoms:
Inattention (items 1-9) and Hyperactivity,Impulsivity (items 10-18). Also, items from
the DSM-1V criteria for oppositional defiant disorder (ODD) are included (items 19-26)
because ODD is often present in children with ADHD (Swanson et al., 2007).

The SNAP-1V is currently in its 4th version, and its scores have shown
good reliability and validity across multiple different study samples. Many studies of

psychometric properties testing on the SNAP-1V indicated that the SNAP-IV is
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reliable and valid instrument for rating ADHD and oppositional symptom (Costa, de
Paula, Malloy] Diniz, Romano(] Silva, & Miranda, 2019; Gau et al., 2009; Inoue et
al.,, 2014; Kiani & Hadianfard, 2016; Liu et al., 2013). Cronbach-s alpha was between
0.94-0.97(Swanson et al., 2007). The SNAP-IV was translated into many languages
including Thai. The Thai version of the SNAP-IV was tested for psychometric
properties by a team of psychiatrists ( Nuttorn Pityaratstian, Thanvaruj
Booranasuksakul, Dutsadee Juengsiragulwit, and Songpoom Benyakorn) in 2014 with
parent and teacher of 231 children aged 4-16 (mean 8.47). This study tested the
concurrent validity, sensitivity, specificity and reliability; the Cronbach-s alpha was
0.93-0.96.

Parents and teachers respond on the SNAP-1V rating the severity of
symptoms of children aged 4-16 years. Symptom severity is rated on a 4-point scale.
Responses are scored as follows:

Not at all =0,

Just a little =1,

Quite a bit =2,

Very much =3
The scores in each of the three subsets (inattention, hyperactivityimpulsivity, and

opposition/defiance) are totaled. A suggested scoring guideline is below: (Table 3)
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Table 3 Score interpretation in each subset of ADHD symptoms

range score Subset/ Items

interpretatio Inattention | Hyperactivity/impulsivity | Opposition/Defiance
Questions 1 -9 Questions 10 -18 Questions 19 - 26

Symptoms not <13 <13 <8
clinically
significant
Mild symptoms 13-17 13-17 8-13
Moderate 18-22 18 -22 1418
symptoms
Severe 2327 2327 19 -24
symptoms

If desired, the average rating for each subset can be calculated by totalling the scores

for the items in the subset and dividing by the number of items.

Some studies calculated by average score. Therefore, the score can calculate both
sum score and average score. In this study used sum score. The cutoff point for parent
and teacher showed in Table 4.

Table 4 the cutoff point score of ADHD symptoms in each subset base on response of
parent and teacher

Cutoff point Parent Teacher
Subset sum average sum average
Inattention 16 178 23 2.56
Hyperactivity, 13 144 16 178
Impulsivity
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Oppositional 15 188 11 138
defiant disorder

Psychometric property testing:

In this study, the SNAP-1VV Thai version was tested for content
validity by 5 experts ( the experts was described on the topic research
instrument) . Content Validity Index (CVI) was evaluated with the content
validity index for items (I-CV1) and the content validity index for scales (S-CV1I)
through the opinion of the content experts. The 5 experts confirmed that most
of 26 items were rated to 4 (very relevant). The result confirmed that the CVI (I-
CVI, S-CVI) was 1.0. The reliability was tested by submitting the questionnaire

to trial use with 30 parents of ADHD children and it was calculated to have a
Cronbach's alpha=0.76. The Cronbach-s alpha of each subset was tested, inattention
subset had a Cronbach-s alpha = 0.63, hyperactivity/impulsivity = 0.58, and oppositional
defiant =0.79.

The SNAP-IV was used to test ADHD symptoms before and after
completing the intervention. Parents of the children of both groups were trained to use
the SNAP-IV and were asked to assess the ADHD symptoms using the SNAP-IV

rating scales.

2. Intervention instruments
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The intervention instrument of this study was the Parent Involvement-
Child Behavioral Management Program (the PICBMP). The PICBMP was developed
using the behaviorally-based treatment by Goodman & Scott (2012) as a theoretical
framework. The development process of the program was composed of 4 phases as
follows:

Phase 1: Define and understand the problem and its causes

This phase focused on the review literature to understand behavioral

management for school-age children with ADHD to reduce ADHD symptoms in
Thailand and other eastern and western countries. The problem was clarified with
stakeholders using the existing research evidence. The assessment of school-age
children with ADHD, children's behavior problems, parents: knowledge, and skill in
taking care of ADHD children, were performed. Also, the researcher analyzed the

intervention limitation at the child and adolescent psychiatric clinic, Songkhla

rajanagarindra Psychiatric Hospital. The results of the literature review revealed that

behavioral management was not used as an intensive intervention, as it was only used
for behavior modification in the clinic, so the intervention could not continue at home

and could not involve parents engaged in behavioral management. The parents of
ADHD children lack skills in behavioral management for their children. Reviewed
factors related to ADHD symptoms were children> s behavior problems which

indicated aggressive behavior, distracting behavior, and socially inappropriate

behavior. Another factor was the parental practice defined as parents- skills in taking
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care of children with ADHD. Thus, the current intervention should develop an

intensive behavioral management method that focuses on aggressive behavior,
distracting behavior, and socially inappropriate behavior, and then emphasize and

improve parents skills for behavioral management.

Phase 2: Program development

The researcher developed this program based on behaviorally-based
treatment which was developed by Goodman and Scott (2012). The behaviorally-based

treatment provided the steps of behavioral management for children who have

behavior problems using operant conditioning (Skinner, 1938), and social learning
theory(Robert Goodman & Scott, 2012). The behaviorally-based treatment theory was
reviewed in detail then derived strategies from the steps of the theory. The knowledge

of ADHD, ADHD symptoms, treatment for ADHD symptoms, interventions to reduce

ADHD symptoms, and parents of school-age children with ADHD, were reviewed.

Also, the knowledge of behavioral modification techniques, aggressive behavior,

distracting behavior, and socially inappropriate behavior were reviewed. All literature
reviewed was integrated into the current intervention as the steps and activities. The

PICBMP intervenes with the children and parent factors that influence ADHD

symptoms. The program was created to reduce behavioral problems in ADHD
children and increase parent skills in childcare. Moreover, the PICBMP not only

coaches the parents to deal with ADHD children but also teaches ADHD children to
overcome their impairments by increasing desired while decreasing the undesired

behaviors. Learning these skills is vital and useful throughout the child-s life. The
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PICBMP consisted of 4 phases including needs assessment and preparedness for

parents, behavior analysis and goal statement, behavior modification, and evaluation,

all covering 8 weeks (@s shown in Table 5).

Table 5 Descirption of the PICBMP development

Behaviorally- The Parent Involvement-Child Behavioral Management Program

Based Treatment Phase Activities Week/

Duration
Assessment: Phase 1: Needs -Assessing parents' needs, problems, and | Week 1/
d orobl assessment and | knowledge of ADHD. 3h
-assessed problems preparedness for ours
. -Teaching parents about ADHD, caring
“behavioral parents . .
Ivsi for ADHD children, behavioral
analysis management, and behavior modification
techniques.
negotiate goals Phase 2: -Assessing and analyzing children's Week 1/
with parents and Behavior behavior problems. h
young person analysis and our
state goal. -Negotiate and set goals of behavioral
management with parents and children.
Techniques of Phase 3: -Conducting behavior modification for Week2-7/
behavior Behavior children
modification modification 2 hours/
- Therapeutic group activities for children (

- . and enhance ;
-Increase de5|r.efj parentss skill in | interrelationship, categorizing, self- sesston
behaviors: positive, applying awareness, exercising, picture difference | 1 session/
negative behavior game, thinking, teamwork, dancing
reinforcement modification group), using behavior modification, week

-reduce undesired
behaviors: stimulus
change, extinction

Implementation

-maintaining doing
all techniques

enhancing desired behaviors.

-Practicing parent's skills in behavioral
management -Parent group: summarizing

behavior modification techniques, lessons
learned discussion.

Assigning homework for children and
parents

- encouraging parent's behavioral
management at home.

-Line group consultation for parents.
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Behaviorally- The Parent Involvement-Child Behavioral Management Program
Based Treatment Phase Activities Week/
Duration
Evaluation Phase 4 -Evaluating children-s behaviors and Week 8/
Evaluation parent's knowledge in caring for ADHD
2 hours

children, Focus group discussion.

The PICBMP comprised 2 booklets: 1) the Parent Involvement-Child Behavioral

Management: Booklet for nurses, 2) Caring for children with ADHD: Booklet for

parents

Phase 3: Program modification

The PICBMP was reviewed by five experts for content validity.

Suggestions made were to add the details of behavior modification techniques,

the details in therapeutic group, and the responsibility of each therapist. Other

recommendations were to rewrite some sessions of the booklet for parents in

simple words, the details in behavior modification techniques and positive

communication for parents. In summary, all suggestions of the five experts

were accepted and incorporated, the example of modification as showed in

Table 6.
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Table 6 modification of the PICBMP following suggestions

Contents

Suggestion

Revision

introduction

Add responsibility of each

therapist clearly details.

Wrote the details of duty of each
therapist step by step in each

activity.

Phase2.

behavior analysis

Behavior analysis maybe
difficult for parent and they
may not understand how to

do ABC

Research created situation as an
example of behavior analysis

and discuss with parent.

Phase3:  behavior

modification

Add more details of
behavior modification
techniques in each behavior

problems

Add details of positive and

negative  reinforcement, the

overcorrection, token economy,

Concern about how to create
desired behavior more than

catch undesired behavior.

Add objective of create desired

behavior, learning from role

model and group learning.

Therapeutic

group activities

Add details of each group
activity, how to conduct,
made other nurse can easy

practice and follow.

Wrote details of group activities

step by step.

The booklet for

Concern the easy words.

Add more session of discussion

parent Behavior modification | With  parent  about  those
for parent group.
The  instruments | Many instrument used in the | Prepare the session for discuss
used in the
program, how to make

program
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Contents Suggestion Revision

parent truly understand the instrument. Using Line group
social  media to confirm
understanding and encourage

parent.

Phase 4: Program trial phase

After the revision of the PICBMP was approved by the thesis advisor, the researcher

asked for the approval of the Institutional Review Board (IRB) from the Research
Ethics Committee of Songkhlarajanagarindra Psychiatric Hospital. The PICBMP got

IRB approval and got permission to research at a child and adolescent psychiatric

clinic for one year from 30th August 2019 to 30 August 2020 (IRB no. 10,2562). The
pilot study of the PICBMP was conducted from 5 - 27 October 2019. Eight children
with ADHD and eight parent of those children participated in this pilot study. The
participants were provided the PICBMP 4 phases 8 session in 4 weeks. The objectives
of this pilot study were to 1) confirm the feasibility of the PICBMP as to whether it
works for ADHD children and their parents at the clinic; 2) assure the procedures of

the program whether it would be useful to use them as a guideline or if there were
some points for improvement by evaluating and interviewing stakeholders who use

the program: children, parents, and nurses. The result of the pilot study showed in
following details:

1) Feasibility of the program from all agreements of parents, children, and

nurses confirmed that this program is good for ADHD children and their parent. It is
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possible and can be good intervention in the child psychiatric clinic that ADHD

children and their parents received many benefits from the program.
2) The suggestion for improvement and the revision as follow:

2.1) The behavior analysis is very difficult for parents and the example

of behavior analysis is only one situation. Revision: the researcher helped parent to do
behavior analysis by coaching and gave more examples. Created more example of
behavior analysis in many situations.

2.2) The time schedule is limit for some parent who have no time to

join the whole activities at that time. Revision: the researcher allowed the parents who

cannot join the whole activities to leave some time and let them discuss in the chat

Line.

2.3)The chat Line is silence and have not many comments from

parents. Revision: the researcher made more information of ADHD knowledge,

modification techniques, and strategies of taking care for ADHD children in the Chat
Line group and then create the topic of discussion for parents and encourage them to

discuss. The researcher made the chat Line group livelier by motivating or inspiring
the parent to talk and comment in the group.

2.4)The mathematic group is so difficult and thinking group quite

difficult for children age 6-9 years. However, the thinking group is very good for them
to think about themselves. Revision; removed some group activities such as

mathematic group because the children do not like it or change the proposition to be

easier. Add some group activities that most children like it such as picture different
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game, interrelationship group, and teamwork group. Re-arrange the questions in the
thinking group into the simple way for children to think about themselves. Rearrange

the reinforcement tables into one table, make it bigger, and then show on the board

that all children can see it. Revise the detail of group activities for children to make it

clear for nurse who use the Behavioral management of ADHD children for nurse

booklet. Reconsider about the reward for children and give more explanations why
they did not get the reward. Reorganize the parent group discussion into the suitable
time in each week. In case of there are some parent have some question that need to
provide more suggestions, the researcher make appointment in individual. Coaching
how to do the homework for parent before finish the group in each week.

2.5) The reward for children is very good but all children want to get

some rewards in each week. However, there are some children get the reward and
some children did not get rewards.

2.6) There are so many reinforcement tables so it is hard for the second

research assistant to record the whole documents.
2.7)The parent group discussion is take time in each week. The

homework is not clear for some week such as deal with teacher for behavior

modification in the class how parent can do.
2.8) Suggestion from children. make more picture different game and

interrelationship group. Give more reward. Allow children to play during the
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discussion group with parent. Do more group activities, or extend it in every semester
because children love to meet their friends in the same condition.

The researcher revised the PICBMP following the suggestions from nurses,

parents, and children. The evaluation guidelines helped the researcher to get answers
from stakeholders.
2.2 The instrument used in the PICBMP

Two questionnaire instruments were used to assess children's behavior

in experimentation. In this program, the second research assistant used the SDQ and
OAS to assess behavior problems of children during therapeutic group activities. They
were the Strengths and Difficulties Questionnaire (SDQ), and the Overt aggression
scale (OAS).

2.2.1 The Strengths and Difficulties Questionnaire (SDQ) is a brief

behavioral screening questionnaire that includes 25 items, completed by the parents or

teachers of 4-16-year-olds (Goodman, 1997). The SDQ comprise 5 scales of 5 items
each. The scales include: 1) emotional symptoms subscale, 2) conduct problems
subscale, 3) hyperactivity/inattention subscale, 4) peer relationships problem subscale,
and 5) prosocial behavior subscale. The SDQ can be used for various purposes,
including clinical assessment, evaluation of outcomes, research and screening. The

SDQ is widely used to check behavior problems in children and has been translated

into many languages including Thai. The Thai version of SDQ was tested for
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psychometric properties the result was good validity, reliability, and tested for

sensitivity, specificity, and accuracy was good The Cronbach-s alpha was 0.7-0.9.

Psychometric properties testing: the Thai version of the SDQ was

tested for content validity by 5 experts, with the CVI = 0.90. The reliability was

tested by submitting the questionnaire for trial use with 30 parents of ADHD
children and was calculated by Cronbach's Alpha=0.73.

2.2.2 The Overt aggression scale ( OAS) is widely used in child
psychiatry and translated into many languages including the Thai version. In this scale,
aggression is divided into four categories: 1) verbal aggression, 2) physical aggression
against objects, 3) physical aggression against self, and 4) physical aggression against
others. In addition, specific interventions related to each aggressive event can be
recorded on the OAS. It consists of 9 items of aggressive behavior. The Thai version
of the OAS has been tested for psychometric properties.

Psychometric property testing:

The Thai version OAS was tested for content validity by 5 experts,

with the CVI = 0.83. The reliability was tested by submitting the questionnaire for trial
use with 30 parents of ADHD children and it was calculated by Cronbach's Alpha =
0.80.

3. The instrument for monitoring experimentation
The instrument for monitoring experimentation in this study was the

checklist of parental practice. The research developed the checklist of parental practice
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by use the practical guide for parent in this program and the skill of taking care for

ADHD children. The checklist of parental practice is a questionnaire to check whether

parents performed behavior management according to the commitment in the

program. It was used by parents to check themselves and help them to practice all
strategies of behavior management. The checklist consisted of 20 items of activities
that parents should do to take care of their ADHD children. The 20 items consist of 6
dimension; 1) knowledge of ADHD = 2 items, 2) parent-child relationship (good
relationship with children) =2 items, 3) skill of taking care for ADHD = 6 items, 4)
modification techniques = 6 items, 5) academic involvement =2 items, and stress
management =2 items.

Psychometric property testing:

The checklist of parental practice was tested for content validity by

5 experts. The CVI was 0.83. The reliability was tested by submitting the
questionnaire to trial use with 30 parents of ADHD children and it was
calculated with Cronbach's Alpha=0.72.

Experimentation

The PICBMP was conducted at the activity rooms in a child and adolescent

psychiatric clinic by the researcher, two research assistants, and a facilitator. The

researcher worked as a therapist, the first research assistants provided the therapeutic

group for ADHD children. The second research assistant assessed children-s behavior

problems. The protocol of the PICBMP is as follows:
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The Procedure of the Parent Involvement-Child Behavioral Management

Program

The Parent Involvement-Child Behavioral Management program (PICBMP) is a

process of care for ADHD children and their parents that aims to manage child

behavior making use of parental involvement. The PICBMP aims to reduce ADHD
symptoms by managing factors that associate them. They include child-based factors:
encouraging self-control through group activities, monitoring their behavior and daily
life through behavior modification both from nurses and parents. This program
focuses on aggressive behavior, distractive behavior (unable to finish task), socially
inappropriate behavior (interfering with the group). The parental factors include:

teaching and encouraging skills in taking care of ADHD children, behavior

management, and stress management. The PICBMP consists of 2 booklets that are
used as a handbook for nurses and parents:
1) The Parent Involvement-Child Behavioral Management Manual for the

psychiatric nurse, and

2) The Caring for Children with ADHD: Guide for parents.

The PICBMP includes 4 steps as follows: 1) Needs assessment and preparedness
for parents; 2) Behavior assessment and goal statement; 3) Behavior modification and
enhancement of parents- skills in applying behavior modification and 4) Evaluation.

The objective of the program was to: 1) manage behavioral problems, increase

desired behavior and decrease undesired behavior of children with ADHD (aggressive,
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distractive and socially inappropriate behavior); 2) enhance parental involvement in
the child-s behavioral management by teaching parents about ADHD, and behavior
modification; 3) increasing behavior management skills of the parent for their child at
home by assigning homework. The program consists of 8 weeks of behavioral
management.
Phase 1: Needs assessment and preparedness for parents (1% week): 3 hours

The researcher assesses the parents: needs, problems, and knowledge of

ADHD, and skills in caring for ADHD children. The researcher provides group

activities for the parent by teaching about ADHD, how to care for ADHD children,

and behavior modification techniques.
This phase includes 2 steps as follows:

Step 1: Needs assessment: the researcher assessed parents: needs, problems,
knowledge of ADHD, the skills required for caring for ADHD children, the parent-
child relationship, and family attitudes towards the child’ s behavior. Also, the
researcher reviewed the child> s behavioral problems and observed the child s
behaviors in an interview.

Step 2: Parent training and teaching: the program taught parents about ADHD,

trained them in the skill of taking care for ADHD children, behavior modification

techniques, using the SNAP-IV rating scale, the SDQ, the overt aggression scale, and
the parental practice checklist.

Phase 2: Behavior assessment and goal statement (15t week): 30 minutes
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The researcher assesses behavior problems and does behavior analysis by

interviewing parents about their child s behavior. The researcher observes the child's

behavior and collects behavioral data from the teacher, then analyzes the behaviors

using the ABC.

Antecedent: The antecedent refers to the action, event, or circumstance that
occurred before the behavior. Also known as the -setting event-, the antecedent is
anything that might contribute to the behavior. Behavior: The behavior refers to what
children do and is sometimes referred to as the behavior of interest or - target
behavior.” The behavior is either pivotal (it leads to other undesirable behaviors), a

problem behavior that creates a danger for children or others, or a distracting behavior
that removes the child from the instructional setting or prevents other students from

receiving instruction. Consequence: The consequence is an action or response that
follows the behavior.
After the researcher and parent analyzed behaviors. The researcher negotiates

with parents and child about the target behavior of therapy and then decides about the

goal of behavior management together.

The researcher and research assistants provide parent group activities to teach
about knowledge of ADHD, how to take care of ADHD children, train in the skills of
taking care of ADHD children, behavior modification, using the SDQ, overt

aggression scale, and stress management. The details as showed in Session 1.

Session 1: Phase | Needs assessment the 1% week: 3 hours)

Objective:
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1 To establish a relationship between the parents, children, and therapist.

2. To assess the parents’ needs and problems.

3. To teach and train parents about ADHD, how to care for ADHD children,
behavior management, and behavior modification techniques.

Nursing activities: The first 30 minutes of this session began with a program
orientation and establishment of rapport between each participant and researchers (the
researcher and 2 research assistants) to build trust and cooperation. The researcher
assessed the parents: problems, needs and expectations, the parent's knowledge, and
the parents- skills in taking care of the ADHD child. In the next 1 hour and 40 minutes,
the participants were separated into 2 groups. The researcher conducted the parent

training group and taught parents about ADHD, how to care for ADHD children,

behavioral management, and behavioral modification techniques. The children
participated in the therapeutic group conducted by research assistants.

The research assistants provided a therapeutic group for ADHD children. The
therapeutic groups of this session comprised interrelationship groups 1 and 2. The
group activities aimed to improve social skills, self-control, and desirable behaviors.

During the group activity, children learned about how to make a relationship with
other people in the right way, how to talk, wait their turn, and solve problems using a

game. When children express or present aggressive, distractive, and socially
inappropriate behavior, the therapist used behavior modification techniques. In the

last session, for 10 minutes, the researcher instructed parents to practice these
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techniques of behavioral management at home, and assigned the questionnaires and

homework to parents.

Session |I: Phase 11. Behavior assessment and goal statement

Objective:

1. To establish a relationship between the parents, children, and therapist.

2. To assess children's behavior problems and perform behavior analysis.

3. To negotiate and set goals with parents and children.

Nursing activities: The researcher performed behavior analysis using ABC.

The researcher taught parents about behavior analysis then negotiated with parents

and children about target behavior and set goals for behavioral management. The

researcher made an appointment with parents and asked permission to set a social

media communication group (the Line group) of this project to communicate, consult,
discuss, and trace homework with parents.

The results of the session 1 (Phase 1 and Phase 2);

The parent gained knowledge about ADHD. The average pre-test of
knowledge of ADHD score was 10.40 while the average post-test score was 14.20
showing the parent could assess their child’s behavior effectively. Most of the parents
expected that this program would help them to deal with their children properly. The
children's behavior problems included: 1) distracting behavior which prevented them
from finishing tasks or homework, 2) aggressive behavior such as shouting, arguing,

and hitting, 3)socially inappropriate acts such as blurting out, not waiting their turn.
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The parents and children set goals as follows; 1) reduce the behavior

problems such as aggressive, distracting behavior, blurting out, and other socially

inappropriate acts, 2) increase intention to complete tasks, 3) give praise with activities
and work well with their peers in the program.

Phase 3: Behavior modification and enhancement of parents skill in applying
behavior modification 2" -7t weeks)

This step includes two main parts; behavior modification and repetition &

practicing parent skills in behavior modification. ADHD children engaged in
therapeutic group activities every week, 3 hours per week. The parent observe the
group activities, learn, and discuss with researcher after finished the group activities.

1) Behavior modification consists of three steps that are therapeutic group

activities, behavior assessment, and using behavior modification techniques.
Step 1. therapeutic groups aim to improve social skills, self-control, and
desirable behaviors. The therapeutic groups consisted of an interrelationship group, a
categorized group, a self-awareness group, exercise group, picture difference game,
thinking group, mathematics group, teamwork group, and dancing group. The first
research assistant worked as a group leader and the researcher worked as co-leader.
Step 2. assessment of aggressive, distractive, and socially inappropriate

behavior; the researcher assessed aggressive, distractive, socially inappropriate

behaviors during group activities. The assessment included characteristics, frequency,
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and severity of the behaviors and the conditions occurring before their behaviors. In
this step, the researcher worked as a therapist.

Step 3: Employing behavior modification techniques; when children present
behavior problems (aggressive, distractive, socially inappropriate), the researcher used
behavior modification for each individual child. The researcher demonstrated behavior

modification techniques for parents who then observed and learned how to use

behavior modification techniques from the researcher.

2) Repetition and practicing parent skills in behavior modification consisted of

three steps:
Step 4: Review and practicing skills in behavior modification and parent-child

interaction for parents; researchers discussed with parents how they used behavior
modification, how to improve their skills and asked parents to discuss their experience or

learning in this process. The researcher summarized behavior modification techniques and
answered the parents’ questions.

Step 5: Lessons learn and homework; the researcher summarized the lesson to
learn in each group by encouraging children to express their opinion about learning in
the group. Parents were encouraged to practice their skills in behavior modification

not only in the clinic but also at home. In this step, the researcher asked parents to

manage drug compliance for their child, taught parents about drug actions, and side

effects.
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Step 6: Researcher follow up of parent behavior management at home using

social media, communicating, and advising parents about behavior management for

their child.

In the PICBMP, the researcher was a therapist that provided behavior
modification for children with ADHD, enhanced skills for parents, and managed the

behavioral management program. Two research assistants were psychiatric nurses who

graduated with at least a master's degree in mental health and psychiatric nursing,
were experienced working in child psychiatry at least 5 years, and or passed

postgraduate training in a child psychiatric nursing care program.
The first research assistant provided therapeutic groups for ADHD children.

The second research assistant assessed the aggressive, distractive, and socially

inappropriate behaviors using SDQ and OAS. During the therapeutic groups, when

any ADHD children presented behavior problems, such as aggressive, distractive, or

socially inappropriate behavior, the researcher (therapisty used the technique of
behavior modification for those children. In the case of two children who showed a

behavior problem at the same time, the second research assistant helped the researcher

to do behavior modification. In the case of more than two children who showed

behavior problems at the same time, the first research assistant helped the researcher

and the second research assistant to apply behavior modification.
This phase conducted by Session 2-Session 7. The details as follow:

Session 2: Phase 111: Behavior modification (2" week)

Objective:
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1. To assess the children's behavior problems @ggressive, distractive,
socially inappropriate behavior) using ABC.

2.To decrease the behavior problems through application of behavior
modification.

3. To increase the desirable behavior with the therapeutic group activities.

4.To train the parent in the real-life situations, to encourage parents to
practice the skills for behavior modification in the home setting.

Nursing activities: 2 hours: the first 1 hour and 10 minutes, parents and
children participated in group activities, and learned together in the group process. The

last 45 minutes after taking a break, the parents and children were separated, with the
children learning in therapeutic group activities while parents observed and discussed

the lessons learned about behavior management with the researcher. Details as
follows:

In the first 20 minutes, the researcher and the 1% research assistant

provided the therapeutic group cinterrelationship group) for children. The 1% research
assistant worked as a group leader, the researcher as co-leader, and children as
members of the group. For the interrelation group, everybody had to introduce
themselves and everybody had to remember each others name. The leader asked the

member to find a buddy and talk about themselves to the friend with details such as

name, nickname, favorite color, etc.. The leader asked about each child one by one. In

the next 30 minutes, the exercise group was provided. In this group, every member
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had to act as a leader in the exercise 1 activity. The last 20 minutes was breaktime.
Parents and children had a snack (fruit or dessert, juice, or milk) and went to the
restroom. In this activity, children learned to share and wait their turn. Parents and
children relaxed at the same time. After the break, the 1% research assistant conducted
the Art group for children.

The parents observed the behavior modification techniques and learned

from the researcher. The researcher used behavior modification techniques for
children and demonstrated to parents at the same time. In the last session, for 10

minutes, the researcher discussed with the parents and children about lessons learned

in the days activity, encouraged parents to practice these techniques of behavioral

modification at home, assigned homework, and made an appointment for the next

session. The researcher gave a star sticker for children who participated well with no
behavior problems in the whole session. The star sticker could be collected and
exchanged for money.

The group activities aimed to improve social skills, self-control, and desirable
behaviors. During the group activity, children learned about how to pay attention and

participate with other people in the right way, how to talk, wait for their turn, and

solved problems in a game. When children expressed aggressive, distractive, and

socially inappropriate behavior, the researcher used behavior modification to address

it. Meanwhile, the researcher demonstrated the techniques of behavior modification

for parents and encouraged the parents to practice behavior modification techniques.
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Session 3: Phase I11-behavior modification (3™ week)

The objectives of this session were the same as Session 2.
Nursing activities: The content and timeline of this session are the same as
session 2. The difference in this session was the therapeutic groups. For session 3, the

therapeutic groups included an interrelationship group, an exercise group, and a

categorized group. For the categorized group, the leader gave a picture to the members
which consisted of many different objects. The member had to categorize them into
groups.

Session 4: Phase I11-behavior modification (4™ week)

The objectives of this session were the same as Session 2.

Nursing activities: The content and timeline of this session are the same as
session 2. The difference in this session was the therapeutic groups. For session 4, the
therapeutic groups included: an interrelationship group, a ball game, and a home
decoration group. For the ball game, the leader divided the members into 2 groups.
Both groups had to race to throw a ball into a basket. The winner got a prize. In the

home decoration group, the member got a worksheet which included different items

scattered in the room. They then had to organize the room, such as the living room, or

bedroom, to be orderly.
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Session 5: Phase 111: behavior modification the 5" week)

The Objectives of this session were the same as Session 2.

Nursing activities: The content and timeline of this session are the same as
session 2. The difference in this session was the therapeutic groups. For session 5, the
therapeutic groups included: an interrelationship group, exercise group, and picture
difference game. For the picture difference game, the leader gave a worksheet to the
members which consisted of the same two pictures but with different details. The
member had to find the different points in the pictures.

Session 6: Phase 111. behavior modification ( 6" week)

The objectives of this session were the same as Session 2.

Nursing activities: The content and timeline of this session is the same as
session 2. The difference in this session was the therapeutic groups. For session 6, the
therapeutic groups included: an interrelationship group, teamwork group, and thinking
group. The teamwork group was a race game in which the leader divided members
into 2 groups. The member had to use their mouth to hold a drinking straw and take a
rubber band into the straw and then pass it to the next member. The team who first
finished passing the rubber band was the winner. The thinking group was for cognitive

training in which the leader gave a worksheet which asked the members to think about
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a situation to solve. There was one situation per worksheet and the members got

different situations.

Session 7: Phase I11-behavior modification ¢ 71" week)

The objectives of this session were the same as Session 2.
Nursing activities: The content and timeline of this session are the same as
session 2. The difference in this session was the therapeutic groups. For session 7, the

therapeutic groups included; an interrelationship group, an exercise group, and a

thinking group. In the thinking group the leader gave a worksheet which asked the
members to think about a situation to solve. There was one situation per worksheet
and each member got different situations.

The results of Phase 3 (Session 2 —session 7);

Most of the children enjoyed the therapeutic groups. From 7 sessions of

therapeutic groups, we found that the most common behavior problem was distractive
behavior and most of the distractive behavior was talking with other children so those

children did not finish their task in time. In the first session, most children engaged in
most of the distracting, aggressive, and socially inappropriate behavior. These
behavior problems decreased in the next session respectively (See chapter 4, Table 13).

The children were able to increase desirable behavior such as completing the

homework, remembering the teacher s orders, and controlling their behavior. The

parents were satisfied with the program and learned behavior management, did the
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homework and shared their experiences in the Line group. Most of the parents

preferred the Line group and they asked to remain the Line group in the future to

consult about problems in taking care of their ADHD children.
Phase 4: Evaluation (the 8" week

The researcher evaluated the process of behavioral management, children-s
behavior, parentss knowledge, and skills of behavior management. This phase
consisted of two steps as follows:

Stepl: the researcher evaluated children-s behaviors (aggressive, distractive,
and socially inappropriate behaviors), parent:s knowledge, and skills of behavior
management.

Step 2: the researcher conducted a focus group to discuss with parents about
learning, problems, obstacles, advantages, and disadvantages of the program. The

researcher encouraged and empowered parents to do behavior management for their

children continuously.

Session 8: Phase 1V: Evaluation (8™ week)

Obijective:

1. To evaluate the children's behavior problems @ggressive, distractive,
socially inappropriate behavior).

2. To evaluate the process of the PICBMP.

3. To explore the problems using the PICBMP; advantages,

disadvantages, and obstacles of the process.
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4. To encourage the continuity of the parents> behavior management at
home.
Nursing activities: 2 hours: the first 40 minutes, children participated in
the therapeutic groups, learned together in the group process. The parents observed
and learned from the therapist. The last 1 hour after taking a break (20 minutes), the

parents discussed the learning experience about the PICBM program with a researcher

by using a focus group. The details are as follows:

In the first 20 minutes, the researcher and the 1% research assistant

provided the group activity (dance group for children. The 1% research assistant was a
group leader, the researcher a co-leader, and children were members of the group. For
the dance group, everybody had to be a leader of 1 dance act (1 minute/dance) and
everybody had to dance following the leader. In the next 20 minutes, the Jigsaw group
was provided. In this group, the leader gave a Jigsaw game to members. Every
member had to finish a Jigsaw game on time. The last 20 minutes was breaktime.
Parents and children had a snack (fruit or dessert, juice, or milk) and went to the
restroom. This activity, children learned to share and wait their turn while parents and
children relaxed at the same time. After the break, the 1% research assistant conducted
a Comics plus group for children. For the Comics plus group, the leader gave a
worksheet containing cartoons, each with its different value. Children had to calculate
the value of each row. Meantime, the parents attended the focus group. The 2"

research assistant helped in the focus group as the recorder. The focus group aimed to



123

explore the problems of using the PICBM program, obstacles, advantages,

disadvantages of the program. Besides, the researcher received suggestions to improve
the program as well. The researcher had to empower,encourage parents to practice
behavioral management continuously at home.

The results from this session;

Parents felt satisfied with the program. They appreciated participating in the
program and suggested that the clinic should maintain this program in the long-term

and integrate it in the usual care to make sure that every ADHD child could get

benefit from the PICBMP. The children were able to reduce their behavior problems
such as poor attention, distractiong, and blurting out words. In short, they learned to
control themselves. This program not only focused on the child s behavior but also
required parent involvement in the child's learning process that will shape parent skills

to take care of their child, use behavior modification techniques, and provide positive

parent-child interactions. Advanced practice child psychiatric nurses should improve
ADHD children’s behavior and their parent's abilities in behavior management to
manage their child-s symptoms. The procedure of the PICBMP is summarized in
Table7.

Table 7 The summarization of the PICBMP

Week/ Phase/Activities Responsible Instruments Target
Duration person person
Week1/ Phasel: Needs assessment and -Need
3 hours preparedness for parents Researcher | assessment
-Assessing parent's needs, questionnaire Parents
parents problems, and -knowledge of
knowledge of ADHD. ADHD test
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Week/ Phase/Activities Responsible Instruments Target
Duration person person
-Teaching parents about Researcher | -Parent's Parents
knowledge of ADHD, caring for booklet
ADHD children, behavioral
management, and behavior
modification techniques.
Therapeutic group for children 1%t research | Psychiatric Children
«<interaction groupl-2~ assistant nurse’s booklet
2"research
assistant
Weekl, Phase 2: Behavior analysis and
1 hour state goal. Researcher | Behavior Children
_Assessing and analyzing analysis form
childrens behavior problems.
-Negotiate and set goals of Researcher Parent
behavioral management with &Children
parents and children.
Therapeutic group for children 1%t research | Psychiatric Children
«<interaction groupl1-2~ assistant nurse’s booklet
2"research
assistant
Week 2-7/ | Phase 3: Behavior modification
and parent-s skill of behavior
2 hours modification enhancement o _
week -Conducting behavior Researcher | Psychiatric Children
modification nurse’s booklet
Therapeutic group 1%t research | Psychiatric
-interrelationship group, assistant nurse's booklet | Children
_categorize group, 2"research
_self-awareness group, Nivew
-exercise group, picture’s
-difference game,
- Thinking group
-mathematic group,
-teamwork group,
-dancing group.
Behavior assessment and record | 2"research | -SDQ children
assistant -OAS
-Practicing parent's skillsin Researcher Parents
behavioral management
-Parent group: summarize Researcher Parents
behavior modification
techniques, lesson learn
discussion.
-Assigning homework for Researcher Parents
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Week/ Phase/Activities Responsible Instruments Target
Duration person person
children and parents
-encouraging parent's behavioral | Researcher | Line group Parents
management at home.
Week 8/ Phase 4: Evaluation
2 hours ‘Evaluating children's behaviors | Researcher Parents
and parent's knowledge of caring
for ADHD children,
-Focus group discussion.
Therapeutic group 1st research Children

-thinking group

assistant
2ndresearch
assistant

Procedure in the Control Group

1. The participants who were assigned to the control group received a set of

written materials on the date of data collection at baseline.

2. The participants in the control group completed questionnaires at the

beginning of the program and 12" week after recruitment. Contact was kept with the

control group by telephone calls at two points (start of program, and 12" week after

recruitment) to remind them of dates of appointments.

3. The researcher made appointments with the subjects in the 12" week for the

posttest. The time of the appointments depended on the health status of the subjects.

During the time of the physician's visit, the subjects attended their usual care at a child

and adolescent psychiatric clinic conducted by the psychiatric health care team.

4. The subjects got the Parent Involvement-Child Behavioral Management

booklet on the day of assessment with the posttest.
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Protection of human rights

The study proposal and all instruments were submitted to the Ethics Committee,

Songkhlarajanagarindra Psychiatric Hospital for approval before data collection (IRB
no. 10/2562). After obtaining permission to conduct a study from the administration of

Songkhla rajanagarindra Psychiatric Hospital, the potential participants who met the
study criteria were informed of the purpose, procedure, benefits, and risks of the

study. The participants learned about behavioral management which helped them to

take care of themselves and helped parents to do behavior management and take care

of their child. The written information declared all the rights of the participants. The

participants were informed of their rights to terminate at any time with no

consequences at all. They were assured that their willingness to participate in the study
had no implications for the health care services that they received. Their decisions to

discontinue participating in the study did not affect their relationship with health care

providers or their access to any services available at the hospital.

This intervention program presented no harm at all to the participants and did not

interrupt the routine nursing care or medical care. It also provided effective nursing
care to reduce ADHD symptoms of ADHD children and enhance parents- skills in
behavioral management and take care of their child. Throughout the study process, the

researcher attempted to avoid any possibility of discomfort, interference, over

excessive response burden on the participants. Confidentiality of data collected was

ensured both during and after data collection.
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Data Analysis
The data were analyzed with SPSS Statistics (SPSS, Inc.. A p-value of less than
.05 was considered statistically significant.

1. Data were analyzed as descriptive statistics such as frequency, percentage,

means and standard deviation used to summarize the demographic data.
2. The difference of the SNAP-1V Rating Scale by t-test. Paired t-test was

performed to compare the differences within the experimental group before and after

completing the PIVBMP.
3. An independent t-test was performed to compare the differences of the SNAP-

IV rating scale between the control group and the experimental group.



CHAPTER IV
RESEARCH RESULTS

This chapter reports descriptive demographics and clinical characteristics of
the participants, descriptive statistics of variables, as well as the results of the

hypothesis testing.

The purpose of this study was to investigate the effect of the Parent

Involvement-Child Behavioral Management Program (PICBMP) on ADHD symptoms
among children with ADHD. The sample included 64 children with ADHD and their

parents who were treated at the child and adolescent psychiatric clinic, Songkhla

rajanagarindra Psychiatric Hospital. The children whose characteristics met the

inclusion criteria were randomized before they were assigned to either the

experimental or control group, resulting in 32 children and their parents in each group.

Children with ADHD in the experimental group participated in the PICBMP once a
week for 8 sessions, whereas children with ADHD in the control group received

conventional nursing care from clinic staff.

During the study, two patients in the experimental group dropped out because

one of them failed to complete the session. One participant dropped out of the control
group because the participant refused to assess the SNAP-IV rating scale. Thus, the
numbers of participants in both groups were sixty. The parents rated the SNAP-IV
before and after the PICBMP. The obtained data were analyzed with descriptive

statistics and t-test. The research findings were presented in three parts as follows:
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Part 1. Demographics and characteristics of the participants
Part 2: The results of hypothesis testing with the description of the dependent
variables.

Part 3: Additional analysis
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Part 1. Demographics and characteristics of the participants
Demographic characteristics of the samples on Gender, Age, Marital Status,
Occupation, Education

Table 8 Children's demographic characteristics of the experiment and control groups

Characteristics Control (N-30) Experimental(N-30) X?(dfy p-value
Number () Number )
Gender
Boys 22 (1333 23 (716.7) 089 766
Girls 8 26.7) 7233
Age
6-9 years old 14 46.7) 19 63.3) 1684 194
9-12 years old 16 53.3) 11 (36.7)
Mean-8.97, SD-1.67 9.05(1.8) 8.88(1.5
Person taking care
of children
Father and mother 22 (713.3) 18 60.0 283 186
Only mother 310.0) 826.7)
Only the father 2®.7) 0
Relative 310.0 413.3)

Experience in previous

program participation
No participated 27 .90.0 28 (933 218 640
Participated > 1 3100 26.7)

Table 8, presents the demographic characteristics of the children with ADHD

in the intervention and control group. The majority of the 60 children with ADHD
aged 6-12 years old were 9-12 years old (= 53.3%) whereas the experimental group were
6-9 years old =63.3%). Most of the children were male, present at 73.3 and 76.7 percent
in control and experimental group, respectively. Most of the children in both groups
had no experience participating in another intervention program. Most of the children

lived with their father and mother.
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Chi-square tests revealed no statistically significant difference between the

control and the experimental group regarding gender, age, person taking care of

children, and experience in previous program participation. This result shows that the

demographic characteristics of both the control group and the experimental group

were equal.

Table 9 Parent's demographic characteristics of the experiment and control groups.

Characteristics Control (N-30) Experimental(N-30) X2(dfy p-value
Number () Number ()
Gender
Male 4133 3100 162 688
Female 26 (86.7) 27 90.0)
Age
25-35 years old 826.7) 4133 2179 336
36-45 years old 1860.0 19633
46-60 years old 4133 7233
Mean-40, SD-6.17 406.1) 4155.3)
Education
Primary school 133 2®.7) 1059 901
High school 4133 2®.7)
&Vocational Cer.
Diploma 826.7) 930.0)
Bachelor Degrees 15 0.0y 15(50.0
Master Degrees /higher 2®.7) 26.7)
Occupation
Government officials 16 53.3) 14 46.7) 1911 861
Company employees 2®.7) 4133
Agriculture 133 0
Businessman, merchant 4133 516.7
General employees 7233 7233
Family income
Insufficient 133 2.7 1767 413
Sufficient 12 (40.0 16 53.3)
Sufficient & saving 17 56.7) 12 40.0)
Supportive persons
Yes 15 (50.0) 15 (50.0) 000 1.000

No 15 (50.0) 15 (50.0
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The 60 parents were aged from 31- 55 years old, most of the experimental
group were 36-45 years old for a rate of 60 % while the figure was 63.3 % in the control
group. The average age of parents = 40 (SD=6.175), and 41.5 (SD=5.302) in the control
group and experimental group, respectively. The majority of parents were female at
86.7 % and 90% in the control group and experimental group, respectively. 50% of
parents graduated with bachelor's degrees. Most of the parents worked as government
officials for a rate of 53.3% and 46.7+ in the control group and experimental group,
respectively. In terms of family income, the control group was more affluent while the
experimental group was sufficient.

Chi-square tests revealed no statistically significant difference between the

control and the experimental group regarding gender, age, education, marital status,

occupation, family income, and supportive person. This result shows that the

demographic characteristics of both the control group and the experimental group

were equal.
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Part 2. The results of hypothesis testing with the description of the dependent

variable.

Hypothesis: The children with ADHD who received the PICBMP would have

significantly lower symptom scores than those who received only the usual care.

To answer the hypothesis, an independent ttest was performed. An
independent t-test was used to test between-group differences when the samples differ
concerning other extraneous variables. The two-samples independent t-test assume the
following characteristics about the data:

(1) Independence of the observations. Each subject should belong to only one

group. There is no relationship between the observations in each group.

(2) No significant outliers in the two groups

(3) Normality. The data for each group should be approximately normally
distributed.

(4) Homogeneity of variances. The variance of the outcome variable should be
equal in each group.

This study, the student t-test indicated that the distribution was normal on

ADHD symptoms that included ADHD symptoms scores for the experimental group

and control group (p = .50). Homogeneity of variance: the Levene's test demonstrated
the equality of variance (p =.72)in ADHD symptoms score.

The independent t-test was used to compare ADHD symptoms between the

experimental group and the control group at pretest and posttest.
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Table 10 Comparison of ADHD symptoms between experimental and control group
at pretest and posttest

intervention The PICBMP Usual care t df  p-value
ADHD symptoms Mean SD.  Mean SD.

Inattention Pretest 1750 2.080 17.40 2130 181 58 857
Posttest 1456 1977 17.30 2.086 5208 58 000

Hyperactivity, Pretest 1463 2311 1453 2300 168 58 867

it
MPUSIVIY " posttest 1226 2362 1440 2313 3534 58 (01«

Opposition/ Pretest 1180 2510 1136 2355 689 58 493

defiance
! Posttest 10.33 2468 11.30 2.365 1549 58 127

Note: each symptom was rated on 0-3 score, the higher score showing great severity,
the lower score showing improvement of symptoms

As can be seen in table 10, the T-test revealed that there was a significant

difference between ADHD symptoms in the control group and the experimental

group. ADHD symptoms of children with ADHD who received the PICBMP were
significantly lower than the children who received the usual care pretest and posttest.
The mean score of inattention domain, hyperactivity/impulsivity domain, and

the total ADHD symptom score was significantly decreased after the PICBMP when

compared to the usual care.
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Table 11 Comparison of ADHD symptoms before and after receiving the usual care.

ADHD Pretest Posttest t df  p-value
symptoms Mean SD. Mean SD.
Inattention 1740 2190 17.30 2.086 682 29 501
Hyperactivity, 1453 2.300 14.40 2313 1439 29 161
impulsivity
Opposition/ 11.36 2355 11.30 2.365 1439 29 161
defiance

Note: each symptom was rated on o-3 score, the higher score showing great severity, the lower
score showing improvement of symptoms.

As seen in Table 11, the T-test revealed that there was no significant difference

between ADHD symptoms before and after receiving the usual care. However, the

ADHD symptom scores were slightly decreased

hyperactivity/impulsivity domain.

Changes within the experimental group

in the

inattention and

Table 12 Comparison of ADHD symptoms before and after receiving the PICBMP.

ADHD Pretest Posttest t df  p-value
symptoms
Mean SD. Mean SD.
Inattention 1750 2.080 1456 1977 9933 29 .000+
Hyperactivity, 14.63 2311 12.26 2.362 12544 29 .000+
Impulsivity
Opposition/ 11.86 2510 10.33 2468 6030 29 .000+

Defiance
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As indicated in Table 12, the ttest revealed that there was a significant

difference between ADHD symptoms in children with ADHD before and after

receiving the PICBMP. All scores for ADHD symptoms, including inattention,
hyperactivity/impulsivity, and oppositional defiance were significantly decreased after
receiving the PICBMP.

Part 3: Additional analysis

In this study, the additional analysis was to observe the improvement of

ADHD symptoms after finishing the PICBMP overtime.

3.1 Decreasing of behavior problems in the experimental group.

During 8 weeks of the PICBMP, all behavior problems emerging were

recorded by use SDQ and OAS questionnaires. The result found that all behavior
problems were decreased as showed in Table 13.

Table 13 Frequency of behavior problem of children in experimental group n=30,.

Week 1 2 3 4 5 6 p 8
Behavior
SDQ average
frequency)

-Restless 18 14 10 7 6 3 2 1
-Cannot finish the 16 12 10 7 4 1 1 0
task

-Blurting out 12 9 7 5 4 2 1 1

-Do not wait for 10 8 7 5 3 2 1
their turn
OAS (average
frequency)

-Verbal 4 3 2 1 2 1 0 0
aggressive
-shouting 2 2 1 1 0 0 0 0
-Push other 2 1 0 0 1 1 0 0
-Physical harm 2 1 0 0 1 0 0 0
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Noted: the number of behavior count in frequency, restless 18 mean that in the
2 hours of therapeutic group, the children in this group showed restless 18 times.

From Table 13, the behavior problem of children with ADHD who received the

PICBMP were decreased continuously every week. For example, at the first week the

children showed 18 time of restless during the group activities, and decrease into 10 at
the 3" week, then decrease to 6 at the 5™ week, finally, its decrease to only 1 time at

the last week. Similarly, verbal aggressive reduced from 4 times to 0. This result

illustrated that the PICBMP help children to control themselves and decrease

undesirable behavior.

3.2 A description of additional findings of the content analysis from
the focus group.

The focus group was conducted after completion of the PICBMP. The
objective of this focus group was to 1) evaluate the process of the PICBMP 2) explain
the feelings of participants in, advantages, and disadvantages of the PICBMP. 30
parents participated in the focus group in the last session of the program. The
researcher as a group leader that asked the question following semi-structure
questions. The second research assistant as a group co-leader that record and asked
some additional question if it necessary. The researcher did content analysis from
records of the sessions. The conclusion of the content analysis is as follows:

1. The PICBMP is a good program for ADHD children and parent
Many parents agreed that the PICBMP is good and suitable for ADHD

children, in particular, the steps of the activity, duration, group activity, and
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discussion sessions. The examples of the program usefulness were provided by
participants in the experimental group as follows.

«| learned to take responsibility for management of my children behaviors
problem, learned the techniques of behavior modification, and encouragement.~

«| love this program. It help me to work with my children. | knew other

people in the same situation, not only just saw them but also deeply understanding

them and | felt that | am not alone.

«| felt good when nurse give me many techniques through the Line group.
I like to check every day what is new for today about ADHD

«On second meeting time, we had group discussion. I thought | had friends
who were in the same conditions as me. We could share problems and the way to
solve it to each other. Without this program | may not think I can do it, | can deal with
my child.»

«This project was very useful for me and other people like us. | hope to
participate the good project like this.

2. It helps parents to develop themselves
The PICMBP helps parents to work with their child properly, for instance,

by using behavior modification techniques that make them reflect on themselves. They
perceived the fact that everyone has their limitations even mothers and fathers. So,

they learned that they have to make themselves better and continue to develop for the

family.
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«| learned from my child. When | try to use the techniques that you taught.

At first I think it was not possible because you know | used to hear the techniques like

this. After | attended more sessions | get it done. I think I can. My child is very special
| just learn and observe and think in positive way with him.»

«This program help me to grow up. At the first time I joined the program |
think it will help my son to develop himself. Honestly, it help me to understand
myself~

<1 love the way you did with children. I learned from you and mothers in
this group. It help me to understand many techniques. | can use the tips both from you
and group. »

Many parents said after they tried to follow the practices of the
program, they found that they can had more positive communications, and more

positive relationships with their child. They stated that they learned many things from
this program especially how to improve themselves and be more positive thinking.

3. Parents feel empowered
The parents mentioned that they did behavior management and learned

from the group and their child. They feel more power and intend to continue the
practice. They learned stress management and got some benefits that make them feel

good.
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All parents asked to establish this program in continuity at the child

and adolescent psychiatric clinic. They prefer the line group application and asked to
maintain it in the future as a medium for consultation.

«| felt I am lucky to join this program. | got many supporting from
nurses and friends both in Line group and in the group activities. I have more power to
deal with my daughter~

< would like to express my gratefulness for your program, nurses and
this clinic. | got knowledge to taking care my son especially the positive
communication. I love your hug. Now, | hug my son every day and | felt we have more
good relationship and it easy to ask him to do homework »

<1 would like to speak for others, we would like to ask you to maintain

the Line group, in case of somebody have some question or problems and then we can

ask.»



CHAPTER V
DISCUSSION AND RECOMMENDATIONS

This chapter reflects on the characteristics of the participants, hypothesis
testing, conclusion, limitations, implications for nursing, and recommendations for

future research.

Summary

The Parent Involvement-Child Behavioral Management Program (PICBMP)
aimed to: 1) manage behavioral problems, increase desired behavior and decrease
undesired behavior in children with ADHD (aggressive, distractive and socially
inappropriate behavior), 2) enhance parents: involvement in child> s behavioral
management by teaching parents about ADHD, and behavior modification 3)

encourage parents and children to practice behavior management at home by

assigning homework. It was developed from behaviorally-based treatment theory and
consisted of 4 phases, over 8 weeks, with consultation via social media line group.
Phasel: needs assessment and preparedness for parents; assessing parent s needs,

problems, and training the parents about knowledge ADHD, caring for ADHD

children, medication management, and behavior management. Phase2: Behavior

assessment and goal statement; behavior analysis, negotiating with parents and

children to set goals together. Phase3: behavior modification and enhancing parents:
skill in applying behavior modification. Phase 3 consists of 6 steps: therapeutic group

activities, assessing aggressivity, distractive and socially inappropriate behaviors,

behavior modification, demonstrating behavior modification techniques to parents,
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repetition and practicing parents: behavior modification skills, enhancing parent-child

interaction for parents, and summarizing lessons learned in each group and finally,

encouraging parents: application of behavior management techniques at home by
counseling and educating through Line group application. Phase 4. Evaluation:

evaluation of the program using focus groups and empowering the parents to maintain

the practices learned for their child.

The sample was composed of 60 children with ADHD and their parents
receiving conventional nursing care at the child and adolescent psychiatric clinic,

Songkhlarajanagarindra psychiatric Hospital. Patients whose characteristics met the
inclusion criteria were included in the study. Simple random sampling using a random

number table was used to assign children with ADHD and their parents into the

experimental group or control group. The 30 children and their parents in the
experimental group received the PICBMP + medication. The 30 children and their
parents in the control group received conventional nursing plus medication. The

results found that the ADHD symptoms score of children with ADHD who received
the PICBMP were significantly lower than children with ADHD who received the

usual care.

Discussion

Effect of the Parent Involvement-Child Behavioral Management Program
Hypothesis: the children with ADHD who received the PICBMP would have

significantly lower symptom scores than those who received only the usual care.
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An Independent t-test was used to test between-group differences. The results

showed that the mean score of ADHD symptoms between 2 groups at pretest was not

significantly different, while at posttest it was statistically different at the level of .05.

There was a significant difference between ADHD symptoms in the control

group and the experimental group. ADHD symptoms of children with ADHD who

received the PICBMP were significantly lower than the children who received usual

care at pretest and posttest.

This means that the PICBMP is effective in reducing ADHD symptoms for

school-age children with ADHD. To confirm the effectiveness, the researcher
collected additional data of the SNAP-1V rating scale from the parents 2 months after
finishing the program.

These findings support previous studies which indicated the effectiveness of

behavior treatment (Russell A. Barkley, 2016; Chronis et al., 2006; George J. DuPaul et
al., 2018; Elkins, Bond, & Curtis, 2019; Fabiano et al., 2009; Garrick Duhaney, 2003;
Johnston et al., 2008; Mohammed, 2018; Veenman et al., 2019). The PICBMP

demonstrated statistically significant and clinically substantial improvement in

inattention symptoms and hyperactivity/impulsivity symptoms. The mean score on the
ADHD symptoms (SNAP-1V) at posttest (1 month after the program) was 1.40 (mean
score:calcucalted by total of 3 subset/items), which is somewhat lower than the scores
obtained by Dopfner et al. (202 0) in <Long-Term Course after adaptive Multimodal

Treatment for Children with ADHD~ on the SNAP ADHD rating scale, which was
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about 1.44. However, when compared at the 8 year follow up, the scores obtained by
Dopfner et al. (2020) was 0.78, which is somewhat lower than this study’s score.
Hence, long-term follow-up of the PICBMP needs more investigation.

This study finding confirms the effectiveness of behavior management on

inattention symptoms and hyperactivity, impulsivity, with parents involved in the
program, similar to the study of C. H. Webster-Stratton, Reid, and Beauchaine (2011)

who investigated the combined parent and child training for young children with
ADHD which was reported to have a positive effect in reducing inattentive,

hyperactive, and oppositional behaviors. Moreover, many studies indicate the
effectiveness of behavioral treatment in reducing ADHD symptoms (Dalrymple et al.,
2019; Fabiano et al., 2009; Mitchell, 2010; Mohammad Reza, Ali Akbar, Nastaran, &
Elham, 2016; Winstanley et al., 2006). So, it can be concluded that behavior

modification for children that teaches them to learn how to control themselves and the

group activities help them to improve their behavior. They can concentrate on the
assignments and wait patiently for the group. The strategies of the PICBMP not only
help children but also teach parents to apply behavior modification at home. These

strategies can help children and parents improve their behaviors and control

themselves.

Moreover, The PICBMP intervened with the factors influencing ADHD

symptoms: children's behavior problems, parenting practice, the parent-child

relationship, and parent stress. With respect to the children-s behavior problems, the
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program focused on modifying aggressive behavior, distractive behavior, and socially

inappropriate behavior. Many studies have noted the association between these
behaviors: that the more children exhibit these behaviors the greater the severity of
ADHD symptoms. If this behavior is shaped and reduced, the ADHD symptoms can
also reduce. Aggressive behavior is associated with the hyperactivity, impulsivity
domain. So, when children learn to control themselves through behavior modification,

they can also control their aggressive tendencies, thereby decreasing the ADHD

symptoms. This situation is similar to the report of the program in the last three
sessions where aggressive behavior was rarely found. In fact, data indicating a
decrease in aggressive behavior was found in throughout the program. The same goes
for distractive and socially inappropriate behavior. Distractive behavior is associated
with the inattention domain. In the PICBMP, the children learned to control
themselves to finish their assignments while also studying with their peers. Thus, the
inattention domain also decreased.

Regarding parent factors, the PICBMP first intervened in the parents: attitude
by parent training and the use of discussion groups to establish good parent-child
interactions and positive communication. These activities helped parents to look at the
positive side of their child. Later, the PICBMP used behavior modification in
managing real situations to demonstrate its effectiveness to the parents. By enhancing

and empowering parents through not only face to face but also social media

communication, the parents learned techniques of behavior modification, positive
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communication, and stress management that contributed to their ability to manage

their child. The effectiveness of these behavior management strategies has been

indicated by many researchers who mentioned that the intensive behavioral program
that use operant conditioning principles to address performance deficits can be
effective, while behavior modification approaches can help staff improve behavior

intervention to the long-term benefit of children (Daley et al., 2014; George J. DuPaul
et al., 2018; Steven W. Evans et al., 2018; F. Miller & D. Lee, 2013; Mitchell, 2010;
Pelham et al,, 2014; Pelham et al., 2016).

The results of this study are supported by many previous studies that
demonstrated the positive effect of behavior management on inattention symptoms,

and hyperactivity/impulsivity symptoms (George J. DuPaul et al.,, 2018; Fabiano et al.,
2009; Veenman et al., 2019; Villodas, McBurnett, Kaiser, Rooney, & Pfiffner, 2014;
Wagner, 2011; C. Webster-Stratton & Herman, 2008; C. H. Webster-Stratton et al.,
2011). The PICBMP focuses on the main behavior problems of ADHD i.e. distractive,
aggressive, and socially inappropriate behavior. Behavior modification techniques and

behavior analysis can help the parent to overcome the difficulties in taking care of

their child (Lessing & Wulfsohn, 2015; Williford & Shelton, 2014). Furthermore, child
behavior can be improved by following it with reward stimuli (positive reinforcement)
or by removing aversive stimuli (negative reinforcement). Alternatively, behavior can

be decreased by following it with aversive stimuli or by removing rewarding stimuli

(i.e. extinction). With consistent use of contingency management over time, the child’s

behavior can be shaped to achieve desired goals. Behavior management treatment also
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considers contingency theory principles alongside other factors including modeling

and imitation of observed behaviors (e.g. parent behaviors) as well as cognitive factors
(e.g. parental appraisals and attributions of child behavior) (Lessing & Wulfsohn, 2015;
Linda J. Pfiffner & Lauren M. Haack, 2014). The parents learn behavior modification

techniques, and check the behavior checklist to remind themselves of the techniques

to take care of ADHD children. The line group application can help the parent consult
and discuss their problems with the researcher and their peers throughout the program.

Children with ADHD can learn from their peers in group activities and begin to

control themselves. Hence, inattention and hyperactivity/impulsivity symptoms in the
experimental group had significantly decreased.

In addition, supportive data from the parent focus group, after finishing the
PICBMP, indicated that most of the parents reported that the PICBMP is suitable for
ADHD children in terms of the steps of the activity, duration, group activity, and

discussion sessions. They received many benefits from the strategies, especially
behavior modification techniques. The PICMBP helped parents to work with their

child properly, for instance, by using positive communication, and positive

relationships. They learn many things from this program especially how to improve
themselves and think more positively. All parents ask to establish this program
continuity at the child and adolescent psychiatric clinic. They prefer the line group

application and asked to maintain this channel for communication in the future to

consult or discuss issues in the group.
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The symptom score in the oppositional defiance disorder domain showed no

significant difference between the experimental group and the control group. Even
though this domain was added to the SNAP-1V and it was not the main aim of the

study, this finding shows that oppositional defiance symptoms may require other

strategies to improve. Oppositional defiance needs more time to modify symptoms
because this domain was reduced in the follow-up period evaluation in the studies by
Molina et al. (2009) and C. H. Webster-Stratton et al. (2011) which showed significant
decreases in the long-term. However, researchers should take care to recheck the
procedure of intervention that may help children and parents to reduce this symptom.
It is important to be concerned about this symptom because more than 50% of ADHD
children emerge with this symptom as a co-morbidity that increases severity (Adler et
al,, 2015).

Conclusion

This nursing intervention, the Parent Involvement Child Behavioral

Management Program (PICBMP), provides holistic and behaviorally-based strategies
to reduce ADHD symptoms, and to promote positive behaviors, and self-control in
ADHD children. The program successfully modified behavior problems for children

with ADHD, helped them to create desirable behaviors, and reduce undesirable

behaviors. The PICBM also encourages parental skills and knowledge to assist them
to take care of their child. The procedures of this program can be flexibly integrated

into routine nursing care.



149

Limitations
This study has some limitations. Firstly, it was conducted in only one child and
adolescent psychiatric clinic. To develop the best interventions, a more rigorous

randomized controlled trial in many settings may be required to compare

effectiveness of outcomes. Lastly, the symptoms score was assessed by the parents,
which takes only one viewpoint into account. Additional evaluation from the teacher

may be more effective so the researcher can compare both viewpoints in the symptom

reports.

Implications for nursing
1. The psychiatric nurse can use this program as a guideline to apply behavior

management in the clinic. The result of the focus group suggested the need to provide
this program on an ongoing basis in the clinic.

2. With respect to certain limitations for actual practice, this program can be

adapted to be flexible for application in the clinic, at home, or school setting.

3. To reach the best practice, the nurse can use this program as a trial and

develop it as a development circle. Nurses can thus provide useful therapies for their
patients and can develop their profession.

Implications for nursing education
At present, a trend in the curriculum in nursing education should focus on

developing training for advanced nurse practitioners. Therefore, the knowledge of

behavior management with parental involvement for ADHD children should be a part

of this curriculum. Behavior management for children with ADHD using parent
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involvement can be used as a simulation and as a guideline to promote early

intervention for children with ADHD.

Recommendations for future research

1. This program can be studied in many settings to compare the results and

confirm the rigorous procedures of the program.

2. This program should be replicated extending the long-term evaluation to 4-6
months. The long-term outcome should be evaluated with respect to concerns about the
costs of intervention compared with the program-s long-term effectiveness.

3. The effects of behavioral management should be studied by evaluating
many outcomes rather than ADHD symptoms, such as social skills, or academic

performance.

4. This program should evaluate outcomes from many viewpoints, such as

using the teacher to rate the SNAP-IV compared to the parent.
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APPENDIX A
THE EXPERTS AND VALIDATORS

The Name of Experts and Validators

1. Professor Dr.Winutda Piyasil

Child and adolescent Psychiatrist
Child and adolescent Psychiatric clinic
Queen Sirikit National Institutes of Children Health

2. Mr.Chukeirt Yongpittakom

Child and adolescent Psychiatrist
Child and adolescent Psychiatric clinic
Songkhla Rajanagarindra Psychiatric Hospital

3. Associate Professor Dr.Wondee Sutharungsri

Department of Mental Health and Psychiatric Nursing,
Faculty of Nursing, Prince of Songkla University

4. Assistant Professor Dr. Walailuck Pumpuang

Department of Mental Health and Psychiatric Nursing,
Faculty of Nursing, Mahidol University

5. Mrs.Supawadee chumjit

Advance Psychiatric Practice Nurse, Department of Nursing,

Yuwaprasat Waithayopathum Child Psychiatric Hospital
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APPENDIX D
INSTRUMNETS FOR DATA COLLECTION
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APPENDIX E
INSTRUMENTS FOR INTERVENTION
AND INSTRMENTS FOR MONITORING EXPERIMENTATION

INSTRNMENTS FOR INTERVENTION
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INSTRMENTS USED IN THE INTERVENTION
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INSTRMENTS FOR MONITORING EXPERIMENTATION
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