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ABSTRACT

BACKGROUND:

ADHD is the most prevalent childhood psychiatric disorder, which affects 5-9% of
children, consists of a combination of severe overactive, impulsive, and inattentive
behaviours. The relationship between ADHD & IQ level has been suggested for
studying and compare with other researches.

PATIENTS AND METHOD:

A Cross sectional study was conducted with

a total of 14 children with of both gender ranging from (4-13) years old. All
interviewed, and history was taken using DSM- IV criteria. Mean and standard
deviation was done.

RESULTS:

In our study, the majority of ADHD patients, 43% were having FSIQ>100,
Individuals with ADHD present characteristics that are commonly observed in
gifted children. 36% of ADHD patients examined here presented below-average
scores FSIQ<80. Correlations between prevalence of ADHD and IQ level provide
support to the hypothesis of high 1Q level among patients with ADHD.

CONCLUSION:

Our findings support the hypothesis of high 1Q level among patients with ADHD,
with little effects of genetic factors, socioeconomic state and parents educational
regarding low 1Q in ADHD patients. Preterm delivary and first order birth might
be a risk factor for developing ADHD.




LIST OF ABBREVIATIONS
(ADHD): Attention deficit hyperactivity disorder
(1Q): Intelligence quotient

(FS1Q): Full Scall Intelligence quotient




CHAPTER ONE:
INTRODUCTION AND AIMS

1.1 INTRODUCTION

ADHD in children

Attention deficit hyperactivity disorder (ADHD), which affects 5-9% of children
@ consists of a combination of severe overactive, impulsive, and inattentive
behaviours. Although ADHD is a categorical diagnosis, several studies support the
hypothesis that it represents the extreme of a behaviour that varies continuously

throuhout the entire population.?

Definition:

ADHD is a neurobehavioral disorder characterized by inattentiveness,
impulsiveness, and hyperactivity, which involves significant impairments in
multiple areas of daily life.® It is usually diagnosed during childhood, but its
persistence in adults is now recognized as highly prevalent.

ADHD is often comorbid with conduct disorder, anxiety, depression, tic disorders

and pervasive developmental disorders.

Diagnosis and clinical features :

According to Diagnostic and Statistical Manual of Mental Disorders (DSM-IV),
Text Revision (tablel) ® , ADHD diagnostic criteria requires that symptoms are
present before the age of 7 years, are displayed in two or more settings for at least

6 months, and produce significant impairments.




Subtypes

ADHD is divided into three subtypes: predominantly inattentive (ADHD-PI or
ADHD-I), predominantly hyperactive-impulsive (ADHD-PH or ADHD-HI), and
combined type (ADHD-C). (table1)®

Girls with ADHD tend to display fewer hyperactivity and impulsivity symptoms
but more symptoms pertaining to inattention and distractability. © Symptoms of
hyperactivity tend to go away with age and turn into "inner restlessness" in teens
and adults with ADHD.

Epidemiology:

ADHD is the most prevalent childhood psychiatric disorder, affecting

approximately 5% to 7% of children worldwide. ©

Studies estimate that the prevalence of ADHD in adults is between 2.5% and
4.9%") The adult ADHD is usually characterized by predominant inattentiveness
symptoms, and hyperactive features are less observed.™ It is also more frequently

associated with psychiatric comorbidities™

Causes and risk factors:
The aetiology of ADHD is multifactorial:

Genetics: twin studies indicate that the disorder is often inherited from one's

parents with genetics determining about 75% of cases.




Siblings of children with ADHD are three to four times more likely to develop the
disorder than siblings of children without the disorder. ¥ Genetic factors are also

believed to be involved in determining whether ADHD persists into adulthood. ¥

Enviroment: Alcohol intake during pregnancy can cause fetal alcohol spectrum
disorderswhich can include ADHD or symptoms like it.*® Children exposed to
certain toxic substances, such as lead or polychlorinated biphenyls, may develop
problems which resemble ADHD.®

Exposureto the organophosphate insecticides chlorpyrifos and dialkyl phosphate is
associated with an increased risk; however, the evidence is not conclusive.*”
Exposure to tobacco smoke during pregnancy can cause problems with central
nervous system development and can increase the risk of ADHD.®®
Extreme premature birth, very low birth weight, and extreme neglect, abuse, or
social deprivation also increase the risk “® as do certain infections during

pregnancy, at birth, and in early childhood.

Society: The older children in a class have been found to be more likely to be
diagnosed as having ADHD, possibly due to their being developmentally behind
their younger classmates."? This effect has been seen across a number of
countries.” They also appear to use ADHD medications at nearly twice the rate as

their peers.?"

In some cases, the diagnosis of ADHD may reflect a dysfunctional family or a
poor educational system, rather than problems with the individuals themselves.®?
In other cases, it may be explained by increasing academic expectations, with a
diagnosis being a method for parents in some countries to get extra financial and
educational support for their child. “® Typical behaviors of ADHD occur more

commonly in children who have experienced violence and emotional abuse.®”

9




Course and prognosis:

ADHD persists into adulthood in about 30-50% of cases.*® Those affected are
likely to develop coping mechanisms as they mature, thus compensating to some
extent for their previous symptoms.?® Children with ADHD have a higher risk of
unintentional injuries.?” Effects of medication on functional impairment
and quality of life (e.g. reduced risk of accidents) have been found across multiple
domains. But learning disorders and executive function deficits do not seem to

respond to ADHD medications. ®

Management

The management of ADHD typically involves counseling or medications either
alone or in combination. While treatment may improve long-term outcomes, it
does not get rid of negative outcomes entirely.*® Medications used include
stimulants, atomoxetine, alpha-2 adrenergic receptor agonists, and sometimes
antidepressants.®? In those who have trouble focusing on long-term rewards, a
large amount of positive reinforcement improves task performance.®*ADHD

stimulants also improve persistence and task performance in children with ADHD.
(32)

Behavioral therapies: There is good evidence for the use of behavioral
therapies in ADHD and they are the recommended first line treatment in those who

have mild symptoms or are preschool-aged.®?

Psychological therapies used in:psychoeducationalinput ,behaviortherapy,cognitive
behavioral therapy (CBT), interpersonal psychotherapy, family therapy, school-

based interventions, social skills training, behavioral peer intervention,

10




33 parent management training,®¥ and neurofeedback.®>

organization training,
Parent training may improve a number of behavioral problems including

oppositional and noncompliant behaviors. ¢

Medications: stimulants medications are the pharmaceutical treatment of choice.®”
They have at least some effect on symptoms, in the short term, in about 80% of
people ®® Methylphenidate appears to improve symptoms as reported by teachers
and parents.®® Stimulants may also reduce the risk of unintentional injuries in
children with ADHD. ¢

There are a number of non-stimulant medications, such
as atomoxetine, bupropion, guanfacine, and clonidine that may be used as

alternatives, or added to stimulant therapy.®”

Diet: Dietary modifications may be of benefit to a small proportion of children
with ADHD. “9 A 2013 meta-analysis found less than a third of children with
ADHD see some improvement in symptoms with free fatty acid supplementation
or decreased eating of artificial food coloring.“" These benefits may be limited to
children with food sensitivities or those who are simultaneously being treated with
ADHD medications.“"
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An intelligence quotient (1Q)

Definition:

It is a total score derived from several standardized tests designed to assess human
intelligence. The abbreviation "1Q" was coined by the psychologist William
Stern for the German term Intelligenzquotient, his term for a scoring method for
intelligence tests at University of Breslau he advocated in a 1912 book.“?
Historically, 1Q is a score obtained by dividing a person's mental age score,
obtained by administering an intelligence test, by the person's chronological age,
both expressed in terms of years and months. The resulting fraction is multiplied
by 100 to obtain the 1Q score. “®

Current tests:

There are a variety of individually administered 1Q tests in use in the English-
speaking world.“*? The most commonly used individual 1Q test series is
the Wechsler Adult Intelligence Scale for adults and the Wechsler Intelligence
Scale for Children for school-age test-takers. Other commonly used individual 1Q
tests (some of which do not label their standard scores as "1Q" scores) include the
current versions of the Stanford-Binet Intelligence Scales, Woodcock-Johnson
Tests of Cognitive Abilities, the Kaufman Assessment Battery for Children,
the Cognitive  Assessment System, and the Differential Ability Scales.
Goodenough- Harris. Drawing Test is used to evaluate intelligence, the test

administrator uses the Draw-a-Person: QSS (quantitative scoring system).(53)

12




Reliability and validity :

Psychometricians generally regard 1Q tests as having high statistical reliability.**

A high reliability implies that — although test-takers may have varying scores when
taking the same test on differing occasions, and although they may have varying
scores when taking different 1Q tests at the same age — the scores generally agree
with one another and across time. Like all statistical quantities, any particular
estimate of IQ has an associated standard error that measures uncertainty about the
estimate. For modern tests, the standard error of measurementis about three
points. Clinical psychologists generally regard 1Q scores as having sufficient

statistical validity for many clinical purposes.“®

Classification

IQ classification is the practice used by IQ test publishers for designating 1Q score
ranges into various categories with labels such as "superior” or "average.” “” 1Q
classification was preceded historically by attempts to classify human beings by
general ability based on other forms of behavioral observation. Those other forms
of behavioral observation are still important for validating classifications based on
1Q tests.
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1.2 AIM

I.  To identify the relationship between ADHD & 1Q level.
il.  To study the sociodemographic data.

iii.  To compare with other researchers.
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CHAPTER TWO:
REVIEW OF LITERATURE

In Brazil (2010) Students attending public schools, in the first to fifth grades.
Fifteen of the participants were identified to have a full-scale 1Q > 120. Our data

support the hypothesis that ADHD is a valid diagnosis in children with high 1Qs.
(48)

In UK (2004) a study fouds That the co-occurrence of ADHD and lower 1Q has
genetic origins raises the possibility that specific genes may influence brain

networks that underlie both ADHD and 1Q. “9

In Denmark (2009) Studies of various methodologies are reviewed. Correlation
studies show mostly weak associations between 1Q scores and attention deficits.
The associations between 1Q and attention deficits in ADHD are generally modest,

with the mean influence on IQ probably amountingto 2 to 5 1Q points.(5°)

In Brazil (2014) Adults with ADHD and more elevated 1Q show less evidence of
executive functioning deficits compared with those with ADHD and standard 1Q,
suggesting that a higher degree of intellectual efficiency may compensate deficits
in executive functions, leading to problems in establishing a precise clinical

diagnosis.®?
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Table (2-1): show review of literature

Reference
year Country Age 1q level
No. No.
Primar
2010 Brazil (48) y high 10s
. school age
. All twin
United 10 _
2004 _ (49) born in lower 1Q
2 Kingdom
1994-1995
childhood
2009 Denmark (50) and Effects are
’ generally modest
adolescent
higher degree of
1Q may
compensate
2014 Brazil (1) adults p _
) deficits in
executive
functions
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CHAPTER THREE:
PATIENTS AND METHODS

3.1 Design:

This study is observation descriptive and cross sectional study.

3.2 Setting:

The study was done in psychiatric outpatient clinic of AL_Kadhemia teaching

hospital in Baghdad city in Iraqg.

3.3 Period of study:
from 17" October to 28" March. 2018_20109.

3.4 Sample & data collection:

A total of 14 child aged from 3_10 years, 11 of them were males and 3 of them
were females. Were consecutively evaluated at the psychiatric outpatient clinic of

AL-Kadhemia teaching hospital.

3.5 Instruments:

Each patient was interviewed alone, and after taking history (DSM- IV criteria)

(table 1) & sociodemographic data (appendix 1).

Each had to undergo to the Conner's questionnaire short version (appendix 2).
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Conner's questionnaire is an assessment tool used to obtain the parent’s
observations about the youth’s behavior. This instrument is designed to assess
Attention Deficit/Hyperactivity Disorder (ADHD). When used in combination with
clinical symptoms and this can provide valuable information for guiding

assessment decisions.®?

we used Goodenough-Harris Drawing Test to measure 1Q level (appendix 3),
Goodenough-Harris Drawing Test is used to evaluate intelligence, the test
administrator uses the Draw-a-Person: QSS (quantitative scoring system). This
system analyzes fourteen different aspects of the drawings (such as specific body
parts and clothing) for various criteria, including presence or absence, detail, and
proportion. Goodenough's original scale had 46 scoring items for each drawing,
with 5 bonus items for drawings in profile. ®® 1Q classification system according

to Goodenough test is shown in (table 2).

3.6 Inclusion criteria:

ADHD patients of both gender ranging from (4-13) years old.

3.6 Exclusion criteria:

1- patients or their parents who refused to participate as respondent.

2- patients who had conner's scale of less than fifteen.
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3.7 Statistical analysis

This is a cross sectional descriptive study, in which continuous data were
expressed as mean + standard deviation. While categorical data were expressed as

frequency and percentage. The software used were Microsoft excel 2010.
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CHAPTER FOUR:
RESULTS

Table (4.1)

We identified 14 patients with ADHD in which Conner's scale mean value was 25.64+2.06 (mean + SD),
the average age in our sample was 6.7511.68, and the average Goodenough scale was 14.14+10.30 with
FSIQ average of 96.71+25.78. The results of the Goodenough and 1Q Scale and index are summarized in
Table 4.1.

Table (4.1 ): mean of some parameters in ADHD

Parameter

Age (yr)

Conner scale

Goodenough scale

1Q score

Figure (4.1)

Of these fourteen ADHD patients, 43% with FSIQ of more than 100, 36% with FSIQ of less than 80 and
21% with FSIQ between 80_100 %.

Figure(4.1): 1Q percentage in ADHD cases.
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Figure 4.2

The majority, 79% of the cases, were males while 21% were females.

Figure (4.2): Sex percentage in ADHD cases.
Figure (4.3)

Most of patients with ADHD in our sample were attending primary school (64%), while 29% were
attending kindergarten and only 7% were not having education.

Kindergarten
29%

Figure (4.3): Level of eduction in ADHD cases
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Figure (4.4)

school performance in most of the cases was below the average (57%), while the remaining was within
the average level (43%).

Figure (4.4): School performance in ADHD cases.
Figure (4.5)

most of the families in our study group were of medium socioeconomic status (86%), while only (14%)
were of low socioeconomic status.

Figure (4.5): Socioeconomic status of the family of the child with ADHD
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Table 4.2

The results showed, 2 participants of 14 cases with ADHD presented with no other psychological issues,
3 participant also had mood disorder, 5 participants presented comorbidity with learning disorders
and/or disruptive behaviors, whereas 4 participants presented comorbidity with mood, behavioral, and
learning disorders. 3 patients had positive past Medical history of chronic physical disease, As

summarized in table (4.2).

Table 4.2 Clinical Characteristics of the Sample

Medical disorder

Patients NO. Psychological disorder

1 anger, irritability, frequent sadness or crying . N

2 Agressiveness, stiffness, rule beaker N

3 Frequent sadness or crying N

4 Anxity, depression Asthma
5 anger, irritability, arguing, N

6 N N

7 anger, irritability, arguing N

8 N epilepsy
9 anger, irritability, arguing, , learning disorder N

10 anger, irritability, arguing, N

11 learning difficulties celiac disease
12 anger, irritability, arguing, , learning disorder N

13 learning disorder N

14 Depressed mood, aggressiveness N

Figure (4.6)

Most of cases in our study group showed a developmental delay in form of speech and walking (57%),
while 43% showed no delay in speech or walking.

Figure (4.6): Developmental history of the children with ADHD
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Figure (4.7)

Our results showed 50% of cases had family history of chronic medical diseaes such as hypertention,
Diabetes mellitus and Asthma, and 43% had no family history of chronic medical diseases, while only 7%
had family history of ADHD .

Figure (4.7): Family history of the children with ADHD
Figure (4.8)

With regard to the duration of pregnancy, 86% of children were term, while 14% were preterm.

Figure (4.8): Duration of pregnancy
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Table (4.3)

most children in our study group were first born child.

Child order

Sibling no.

First

0

First

0

First

First

First

First

First

First

Last

Last

Last

Last

Second

Third

Table (4.3 ): Order and number of siblings
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CHAPTER FIVE:
DISCUSSION AND CONCLUSIONS

5.1 DISSCUSION

In our study, the majority of ADHD patients 43% were having FSIQ>100,

In Brazil study indicate that 10 primary school students out of 15 participants with
FSIQ>120 met DSM-1V diagnostic criteria for ADHD combined type. “®

In Brazil Antshel and colleagues (2007) were the first to report an empirical study
that validated ADHD diagnosis in a group of children with an FSIQ > 120. Recent
studies have also validated ADHD diagnosis in high-1Q adults ¥

Individuals with ADHD present characteristics that are commonly observed in
gifted children. Symptoms such as high activity levels, daydreaming, attention
deficits, and difficulty following rules are common in both ADHD and gifted
children.®® A multiprofessional clinical and psychological evaluation to
differentiate between childhood psychopathology and the normal range of
developmental characteristics of gifted children is of outmost importance. It is also
important to consider the situation and setting under which each study is
conducted. Unlike ADHD children, gifted children typically do not show
behavioral problems in all situations.®®

Oftentimes, the students who are both gifted and have ADHD are recognized by
their weaknesses, because they are bored or because they are identified as having
behavior problems in the classroom. Due to these factors, students who are gifted
or gifted with ADHD are being misdiagnosed.®”

It is crucial that all teaching professionals be educated about gifted children as well
as the possibility of dual diagnosis. It is estimated that about 10% of people in the
general population have an FSIQ > 120 ®® and that about 5% to 7% of school-aged
children have ADHD ©®? It is, therefore, feasible that there would be some overlap
between these two populations.
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Furthermore, 36% of ADHD patients examined here presented below-average
scores FS1Q<80. Our findings in children are complementary to previous findings
of lower quality-of-life ratings and the presence of functional impairments across
occupational, social-family domains ©® and executive-function impairments © in
high-1Q/ADHD adults.

Although some studies have shown that the majority of children with an ADHD
diagnosis have a somewhat lower 1Q (by about 9 points) than their peers without
ADHD ®? other studies found no significant difference in FSIQ between ADHD
discordant monozygotic twin pairs. The mean FSIQ in twins with ADHD was
101.4 (SD = 12.8), whereas that in the unaffected group was 104.0 (SD = 9.5). This
result suggests that performance on intelligence tests is relatively unaffected by
symptoms of ADHD.

The hypothesis of relative independence between FSIQ and attention deficits is
supported by the nonsignificant difference in mean FSIQ scores observed in a
small sample of monozygotic twins discordant for ADHD.®¥ More important,this
hypothesis is supported by the results from factor analytic studies, as relatively
small g loadings have been observed on most measures of attention and executive
functions in samples of children with ADHD © a high proportion of children with
ADHD symptoms ©® and a high incidence of ADD/ADD-H ©” The degree to
which performance on a given test is unaccounted for by g may reflect specific or
non-g abilities and error variance. ¢®

Analyzing the effect of stimulant drugs on 1Q score showed no significant since
most cases have negative drug history except for one case.

The 1Q improvements with stimulant drug treatment have been thought of as
probable secondary effects of enhanced attention processes and not representing
significant changes in basic intelligence.®® Thus, 1Q improvements related to
short-term stimulant medication may reflect the size of a pretreatment attention-
related influence on 1Q assessments. A direct stimulant drug effect on intelligence
tests performance cannot be ruled out, but it is unlikely that stimulant medication
sufficiently influences the multiple neural networks necessary for improving
gloaded problem solving, thus resulting in a true increase in intelligence.™
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Nevertheless, given the evidence of no more than modest associations between 1Q
scores and measures of attention deficits in ADHD, the size of inattention-related
influence on 1Q scores may easily be overestimated and the intellectual deficits in
children with low 1Q and ADHD may be underestimated. An inattention-related
mean influence on 1Q assessment in the 2- to 5-FSIQ point range may serve as a
reasonable benchmark when interpreting 1Q scores obtained before stimulant drug
treatment has been initiated in children and adolescents with ADHD.

The present sample of ADHD children exhibited a pattern of psychiatric
comorbidity, including mood disorders, disruptive behavior, and learning
disorders, similar to observations in average-IQ ADHD children.™

Our study cohort presented additional impairments, namely, social problems, rule-
breaking, and aggressive behaviors, which were in the subclinical range at both
school and home settings. These findings are noteworthy, given that the main
impediments associated with ADHD are attributed to social problems.®

The recent study sample also exhibited medical comorbidity, like epilepsy, asthma
& celiac disease.

In Minnesota (2011) a population-based cohort study found a strong trend toward a
higher incidence of epilepsy among children with ADHD than among controls
without ADHD (hazard ratio 2.7, confidence interval 0.9-7.7).(

In Norway (2016) a systematic review found a well established association
between ADHD and obesity, asthma and sleep disorders, and tentative evidence for
association with celiac disease and migraine,” while another 2016 systematic
review did not support a clear link between celiac disease and ADHD, and stated
that routine screening for celiac disease in people with ADHD is discouraged.[’”

In our study group, 57% of school aged patients with ADHD were having poor
school performance,

In US Silverman, (2002) studied learning disorders with over 4,000 children during
a 22 year span. Her results concluded that one out of every six children has a
learning disorder, neurological disorder, or ADHD."
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Previous research suggests that the association with 1Q may be particularly strong
for inattentiveness."® In the current data the association was stronger for both
inattention and hyperactivity.

Analyzing the genetic causes of ADHD shows only one case with family history of
ADHD from first degree relative, unlike other studies which show strong genetic
influence.

In United Kingdom (2004) Twins study indicate that the disorder is often inherited
from one's parents with genetics determining about 75% of cases ") Siblings of
children with ADHD are three to four times more likely to develop the disorder
than siblings of children without the disorder.l”® Genetic factors are also believed
to be involved in determining whether ADHD persists into adulthood.[”!

Analyzing the environmental causes of ADHD reviled no significant role, in
comparism to other studies which shows important relation between prenatal
history of infectious diseaes , smoking , trauma, or toxin exposure as a risk factor
for ADHD .1

In our study 14% of patients were preterm during their birth, and there is negative
history of social deprevation in comparism to other studies.

In UK (2011) a study about causes of ADHD stated that an extreme premature
birth, very low birth weight, and extreme neglect, abuse, or social deprivation also
increase the risk of developing ADHD.!

Analyzing the socioeconomic factors as a causes of ADHD shows weak relation as
86% of families were of medium socioeconomic level and most of the parents were
highly educated.

In comparism to, the diagnosis of ADHD may reflect a dysfunctional family or a
poor educational system, rather than problems with the individuals themselves.?
In other cases, it may be explained by increasing academic expectations, with a
diagnosis being a method for parents in some countries to get extra financial and
educational support for their child.*!

In our study, there was 79% males and 21% females , that support the hypothesis
that It is diagnosed approximately three times more often in boys than in girls.!®
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Analyzing the developmental delay in patients with ADHD shows 57% with
speech & or walking delay or difficulties supported the hypothesis that most
ADHD children have developmental delay.

The results are also consistent with research in Norway (2013) showing that
ADHD symptoms are specifically related to deficits in verbal comprehension,
receptive and expressive language, and gross motor coordination.®® In UK (2007)
found that 55.2% of a consecutive sample of 91 children with ADHD met
diagnostic criteria for Developmental Coordination Disorder, 23.2 % for
Expressive Language Disorder, and 9.5% for Phonological Disorder.®” In USA
(2008) a study Conversely,® found that among children with a speech sound
disorder and specific language impairment, 39% met diagnostic criteria for ADHD.
The specific association with language and motor skills problems suggests that in
some cases, ADHD symptoms may be functionally related to the conditions
responsible for the language or motor skills problems.

Most of the cases in this study was (8 out of 14) for first birth-order child,
supporting the hypothesize that being the firstborn is a risk factor for developing
ADHD.

In Spain (2012) The bivariate analysis showed that ADHD was associated with
birth order and that firstborn children had nearly twice the ADHD risk of children
with other birth orders.®®

In our study, we analyzed behavior, emotional, and attentional characteristics at
both home and school settings, one of the DSM-IV-TR criteria for ADHD
diagnosis @) 1t is also important to note that the participants in our study were
referred to us because of behavioral abnormality.

If communities want to do something positive on this issue they can look at how
mental health screening and services are being provided in the schools, ensure that
there are enough school support staff (social workers, counselors, school
psychologists) to assist students.
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5.2 CONCLUSIONS

Our data support the hypothesis of high I1Q level among patients with ADHD.
There is little effects of genetic factors regarding low 1Q in ADHD patients in
our study.

ADHD children exhibited a pattern of medical and psychiatric comorbidity.
Children with ADHD might have speech difficulty or delay as well as delay in
walking.

Children with ADHD have poor school performance because they are identified
as having behavior problems in the classroom.

Preterm delivary and first order birth might be a risk factor for developing
ADHD.

Male affected more than female.

Socioeconomic state and parents educational level have little effect on

developing ADHD in our study.
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CHAPTER SIX:
LIMITATIONS AND RECOMMENDATIONS

6.1 LIMITATIONS

1. This work was limited by a very small sample (N = 14), Stigma of mental illness

might be a factor behind poor consultations or seeking psychiatric help.
2. The duration suggested for research was too short to conduct such study.

3. Poverty of social awareness provide less number of patient attending psychiatric

clinic.

4. this study lacked some of the gold standards of empirical research, such as

having a control group .

6.2 RECOMMENDATIONS

1. Performing additional empirical research employing a larger sample and
appropriate diagnostics measures about the intelligence quation in children with

ADHD.
2. Similar studies is recommended to be done for adults with ADHD.

3. Training of social workers in primary schools to do initial interview, revealing

mental illness, and advised to send for psychiatric treatment.

4. there is a need for identification, and development of behavioral, emotional,

and teaching strategies for high-1Q/ ADHD children.
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Appendics

Table (1): Diagnostic Criteria forAttention-Deficit/Hyperactivity
DisorderAccording to the Text Revision of the Fourth Edition of the
Diagnostic and Statistical Manual of Mental Disorders.®

A. Either (1) or (2):
1. six (or more)ofthe following symptoms ofinattention have persisted for at least 6 months to a degree that is
maladaptive and inconsistent with developmental level: Inattention
a. often fails to give close attention to details or makes careless mistakes in schoolwork, work, or other
activities
b. often has difficulty sustaining attention in tasks or play activities
c. often does not seem to listen when spoken to directly
d. often doesnotfollow through on instructionsand failsto finish schoolwork, chores, or duties in the
workplace (not due to oppositional behavior or failure to understand instructions)
e. often has difficulty organizing tasks and activities
f. often avoids, dislikes, or is reluctant to engage in tasks that require sustained mental effort (such as
schoolwork or homework)
g. often loses things necessary for tasks or activities (e.g., toys, school assignments, pencils, books, or
tools)
h. is often easily distracted by extraneous stimuli
i. is often forgetful in daily activities
2. six (or more) ofthe following symptoms ofhyperactivity impulsivity have persisted for at least 6 months to a
degree that is maladaptive and inconsistent with developmental level:
Hyperactivity
a) often fidgets with hands or feet or squirms in seat
b) often leaves seat in classroom or in other situations in which remaining seated is expected
c) often runs about or climbs excessively in situations in which it is inappropriate (in adolescents or
adults, may be limited to subjective feelings ofrestlessness)
d) often has difficulty playing or engaging in leisure activities quietly
e) isoften “on the go” or often acts as if“driven by a motor”
f) often talks excessively

Impulsivity

a) often blurts out answers before questions have been completed
b) often has difficulty awaiting turn
c) often interrupts or intrudes on others (e.g., butts into conversations or games)
B. Some hyperactive impulsive or inattentive symptoms that caused impairment were present before age 7

years.

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

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

E. The symptoms do not occur exclusively during the course ofa pervasive developmental disorder,
schizophrenia, or other psychotic disorder and are not better accounted for by another mental disorder (e.g.,
mood disorder, anxiety disorder, dissociative disorder, or a personalitydisorder).

Code based on type:

Attention-Deficit/Hyperactivity Disorder, Combined Type:Ifboth Criteria Al and A2 are met for the past 6
months.

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

Attention-Deficit/Hyperactivity Disorder, Predominantly Hyperactive-Impulsive Type:IfCriterion A2 ismet
but Criterion Al is not met for the past 6 months.
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Table (2): show the 1Q classification scoring system according to Goodenough

drawing test.

Iq score classification
<80 Below

80-100 Average

100-140 Superior
>40 Genus
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Appendix (2): Conners’ Questionnaire short version.
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Appendix (3): Goodenough-Harris Drawing Test ¢
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