Management of the
hyperactive child

Management of the hyperactive child is dependent
on an understanding of family dynamics and a
knowledge of the presenting features which vary
depending on the age of the child.

by Dr J N Klopper MBChB

atterns of behaviour predictive of
hyperactivity are sometimes present
in the first days or weeks of potential life.
This does not mean that the behaviours
will cause immediate problems - this
depends on environmental pressure, and
the degree of tolerance of parents.
During each of major developmental
stages quantitavie and qualitative dif-
ferences exist between the behaviours of
the hyperactive child and his same-age,
same-sex peers. It is usually the
cumulative effect of a number of
behaviours which lead parents and doc-
tors to suspect hyperactivity.

Infancy

If we were limited to a single descriptive
word, “difficult” might be the best choice,
with one aspect of this quality being a per-
vasive kind of irregularity in both the in-
fant's physiological and psychological
functionining. !

For instance he cries easily, and may
have a distinctive high pitched cry or an
angry monotonous scream. This starts
neonatally and continues for most of the
first year. It differs from crying caused by
colic in that it starts earlier, lacks the pain-
ful piercing quality and is not paroxysmal.

He often cries as soon as he awakens,
and cannot be comforted. This may hap-
pen at night. He only has brief periods of
quiet sleep. He does not fall asleep easily
or at regular times.

His personality is often unpleasant; he
is hypertonic, querulous, irritable, deman-
ding, unsatisfied, and rarely smiles (Am-
brose 1969).

The lack of smiling may have serious
consequences on the mother-child rela-
tionship, as well as for his cognititive
development.2 Mothers show enormous
delight when their baby first smiles at their
face. This smiling response increases the
chances that he will be involved in longer
durations of playful interaction with the
mother which in turn provides important

sensory inputs and early cognitive struc-

turing not provided in the feeding situa-
tion alone.

The difficult behaviour of a hyperactive
infant will strain the patience and en-
thusiasm of the most tolerant of mothers.
In a longtitudinal study in 1967, Sander3
showed that this difficult behaviour could
cause lasting damage to the mother-child
relationship. A temporal sequence of five
levels of adjustment have been identified
during the first eighteen months of life.

Each level must be mastered if the next
level is to be accomplished without
unusual difficulty. In the Sander study it
was found that the degree of harmony in
the mother-child relationship at any level
was dependent on the successful resolu-
tion of adaptation at the previous level.
This involved the initial regulation of in-
fant's rhythms of feeding, sleeping etc to
ensure a certain predictability which
resulted in feelings of confidence and
competence in the mother; development
of smiling behaviour in infants and
reciprocal co-ordination of caretaking ac-
tivities with an overlay of mutual affection
and wellbeing; marked increase in infant's
initation of social exchange and bids for
attention; increase in independance that
was facilitated by the mother's knowing
when to intervene; increase in genuine in-
dependence as infant began to achieve
psychological and physiological separa-
tion from the mother.

It can be readily seen that the hyperac-
tive infant and his mother might have a
very difficult time achieving these tasks.

During the first three years of life
mothers of HA children were critical of
them and showed a lack of affection; this
continued to be evident as a low intensity
of interaction throughout the pre-school
and elementary period.

A chronically difficult infant usually will
elicit negative emotions in the mother,
and an indifferent or rejecting mother may
produce a restless, fretful or unresponsive
infant.*

Once a pattern of hyperactivity has
been established, whatever the origin,

both mother and child will contribute to
the problem by this interaction that main-
tains and aggravates it. The main purpose
of early intervention is to prevent the for-
mation of a pattern of negative interac-
tion, or to interrupt this cycle if it is already
present.

The preschool child is a more difficult
management problem because he is
more mobile, fearless and doesn't learn
from experience.® He continues to show
irregularity of movement, mood and func-
tion; and is a light sleeper who sleeps for a
short time only.

He may have violent fits of rage with a
low frustration tolerance. he may have
poor attention span, doing poorly in a
group because he may be aggressive or
destructive. This causes rejection leading
to poor self esteem.

He is unresponsive to discussion, per-
suasion or discipline and is accident pro-
ne. He seems to be a compulsive toucher.
Delayed speech is common and has two
results. It slows down acquisition of skills
and cognition that facilitates daily func-
tioning. Shift from tactual to visual
dominance is delayed.

This in turn is aggravated by the fact
that weary mothers of hyperactive infants
infrequently engage in social talk. He
walks soon and shows unusual success in
getting in and out of locked and closed
rooms, emptying drawers and opening
food and other supplies. He is often the
victim of accidental poisoning.

The hyperactive child is usually not
referred for treatment before school entry
because the symptoms only differ in
degree from the normal preschool child.
The two groups can only be distinguished
by their relative ability to attend to a
teacher in a structured situation. In free
play they are indistinguishable from other
children.

In middle childhood the hyperactive
child is less of a problem at home because
he spends less time there. He is still ex-
tremely active in a precipitate way with
underlying clumsiness; disruptive; unable
to persist with an activity; often a light
sleeper; has a Jekyll and Hyde quality,
some days acting like an ordinary child.

Depression often results from a poor
self-image that begins with parental,
especially maternal rejection. This rejec-
tion is due to the mother's unwillingness
to accept or recognise the problem of
hyperactivity.®

In the neighbourhood, he has poor peer
relationships due to poor social skills.” His
high rate of activity is aversive to others,
so that in addition to limiting their inter-
actions with the child, they are also more
punitive when they interact with him.

Two behaviours may aggravate the
situation: his tendency to dominate his
peers and, a tendency to touch his peers
when he talks to them.

He is unable to play games properly
due to his disruption, clumsiness and in-
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ability to sustain attention.® Overall,
various studies suggest a downward spiral
in the academic facets of the hyperactive
child's school performance, This is pro-
bably the result of an interaction between
his deficits in attention and cognition, and
his sense of failure and lack of motivation.

IQ ratings are often falsely low, due to
the effects of short attention span, expec-
tations of failure and poor confidence.

It is clear that early long term remedia-
tion within the context of meaningful suc-
cess experiences is critically important for
these children. It is difficult to picture any
activities in which these disabilities do not
interfere with normal performance.

At home the child might have a pro-
blem doing chores, cutting and eating
food, dressing, or listening and talking to
family members — in short, with all life
activities. The same is true of peers.

Picture any activity, whether it be
rugby, basketball, hop-scotch, tag, jump-
rope, table-games or just talking with
friends. and one can see how the learning
disabilities interfere with mastery and suc-
cess. They do not just have school
disabilities, they have a life disability.

Adolescence is a more difficult period
than middle childhood due to two sets of
problems: poor school performance and
self-image, lack of social skills, difficult
personality and anti-social behaviour
related to hyper-activity. The other set in-
cludes those problems that normally

The opportunities open to a child for
interaction, self-care and rehabili-
tation give him a chance to perform a
variety of functions that may enhance
his self-esteem and thus improve his
social interactions with adults and
other children.

O
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beset adolescents. In regard to the identi-
ty crisis, the hyperactive child who has
been taking medication until adolescence
and then had it discontinued, suddenly
has a whole new post-drug personality to
cope with, for which neither he, nor his
family are prepared.®

In the 1950’s to the 1960’s the clinical
literature held the view that hyperactivity
disappears in adolescence.'® This
however does not alleviate the remaining
major problems especially those of poor
educational achievement and social and
emotional maladjustment.!1

In one study there was more evidence
of an association between hyperactivity of
childhood and specific psychiatric
disorders in adulthood.!? Disorders of at-
tention tended to remain. There was a
tendency towards emotional immaturity
and an inability to attain goals. 30% of
these adolescents had no close same-age
friends and 25% were characterised by
greater restlessness, aggression and anti-
social behaviour.

Poor mother-child relationships,
parents in poor mental health and punitive
child rearing practices were predictive of
this group.

The results of many studies suggest
that the tendency to discontinue various
forms of intervention in early adolescence
is an error that has potentially serious im-
plications for the adolescent's develop-
ment and success as an adult.

What is needed is increased interven-
tion of a different kind. Hyperactivity does
not disappear in adolescence. Instead it
diminishes, but the adolescent is still
noticeably more restless, distractable, im-
pulsive and emotionally more liable than
his peers.

Under-achievement, attentional dif-
ficulties, poor self esteem and depression,
remain major problems. For the first time
anti-social behaviour may become a ma-
jor problem.

Most of the studies show the hyperac-
tive child to be at serious risk for
academic, social and emotional problems
in adult life.!3 The demands of adult life
are more flexible and jobs requiring
endless energy, an outgoing manner,
quick decision, physical risk, flexibility and
individual freedom, are well suited to peo-
ple with a hyperactive temperament.

The fact that adult life offers the
hyperactive person alternatives that suits
his temperament and allow him to func-
tion effectively, supports the contention
that many of the problems of the hyperac-
tive child would diminish if schools were
modified to meet the requirements of
some of his behaviours.

Effects of medication on
academic and social
achievement

Because the cause of the problem is in-
visible, it is difficult to make a firm
diagnosis, and even more difficult to ar-
rive at a near universal therapy. Still, cer-
tain drugs are frequently prescribed,
especially Ritalin, to help HA children
focus better on one fact at a time.

This is usually in conjunction with other

therapy eg. special education,
psychological treatment, conference with
parents etc.

However, the medicines are not cures
in the sense that, if the child takes them
before a certain age, they will cause his or
her problem to go away. What they do is
help both parent and child to cope right
now. The criterion should be “Will it help
the child today”, not: “Are there longterm
benefits?”. Parents should feel comfor-
table about using medication at all times
and feel free to stop when they wish.

Drugs promise neither the passport to a
brave new world nor the gateway to the
inferno. Properly employed as a single
component of a total treatment pro-
gramme, they can be useful in realizing
the goal of healthy development of
children. !4

The decision to use drug treatment
depends on the commitment to diagnose
and to monitor the response to treatment.
It follows that observation of learning and
behaviour should be made regularly and
be reported to the prescribing doctor by
parents and teachers.

The Connors Teacher Rating Scale ap-
pears to be the instrument of choice for
providing feedback about behaviour from
the schools to the doctor. Unfortunately a
structured teacher rating scale for learning
changes still needs to be developed.!®

Individual titration of doses of
stimulants should be mandatory in view of
the wide range of the minimum effective
dosage in hyperactive children. An ab-
solutely essential condition for successful
use of medication is the parents’ full
knowledge and consent.

~
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Parental consent depends on
reassurance about the lack of longterm
side effects. The effect of stimulants on
growth has recently been the most con-
troversial issue. Recent work has shown
that Ritalin in doses of 20mg or less daily
has no effect on growth, and that children
taken off higher doses of medication
show a remarkable growth rebound.

Finally one of the questions most often
asked is whether treatment of HA with
stimulants will lead to later adolescent
drug abuse. In this regard a recent
preliminary report on a ten year follow up
of HA children is reassuring. The drug
abuse of hallucinogens was virtually non
existent in the HA group and significantly
less than in the control group. When com-
paring grown up HA males with their non
HA brothers, there is evidence for more

cigarette use, but not for more alcohol
ablse L6 N isiigieo

Benefits of medication

There is an acquisition of more selec-
tive control of motor behaviour, improved
visual motor co-ordination and improved
steadiness.

One of the best done studies showed
that certain deviant classroom behaviours,
attention to task and points earned for
good behaviour were significantly improv-
ed with Ritalin use.

Shortterm improvement in 1Q test per-
formances has been demonstrated con-
tisently. The most positive response to
stimulants was associated with organic
background to HA in the child, positive
parent-child relationship and the absence
of serious psychiatric problems in the
parent.?!

30 - 50% of HA children experience an
immediate and dramatic response in cog-
nitive and behavioural symptoms and
conversely the ommission of a single dose
results in a reappearance of the behaviour
problems in full force. Moderate improve-
ment occurs in 10 - 20%, some show no
response, and 10% show a negative
response.

Using a picture recognition task as a
measure of cognitive behaviour and the
Connors Teaching Rating Scale as
measure of social behaviour, it was found
that optimal social behaviour occured at
doses two to three times the dosage re-
quired for optimal cognitive behaviour.

Generally if medication is effective in-
itially, it maintains benefit until at least late
adolescence - little tolerance develops.
Thus it is the severity of the symptoms
and not the age of the child which is
crucial in planning therapy.

No other available treatment offers the
long term benefit of reduction of disturb-
ing behavioral symptoms.2? 23

It was found that family diagnosis was
important in the outcome of the
medicated groups. A family diagnosis

N—
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rating was based on a five point scale with
five indicating the most desired score. The
following items were included:

® Stability in the home-relating to the
number of moves made by the family
in the child’s lifetime.

® Marital relationship.
® Psychiatric illness of parents.

® Continuity and presence of mother or
mother substitute.

® Present child rearing practices eg. over
protection, excessive punishment or
extreme inconsistencies.

® [ evel of anxiety present in the family
interaction or general emotional
climate of family.

The family diagnosis was not
significantly related to the five year out-
come for the non-stimulant treatment
group, but there was a strong positive cor-
relation to the use of stimulant medication
in the fields of academic achievement,

absence of deliquency and emotional ad-
justment. Perhaps the stimulants assist in
part by permitting the family factors to be
effective.

In summary then, stimulant therapy ef-
fectively and with reasonable safety treats
the primary HA symptoms of inap-
propriate overactivity, restlessness and in-
attention.

It does not, however, provide “brain
food” for these children, nor does it ap-
pear to contribute significantly to emo-
tional factors in life adjustment. It may
however, permit other therapeutic factors,
such as good family support, to more suc-
cessfully operate to improve outcome.

Pragmatic clinicians find that with
judicious use of medication, manipulation
of school and home conditions,
psychotherapy, careful continued follow-
up and adjustments in the treatment
regime, the hyperactive child can develop
into a productive adult.?* Without this
level of care, the emerging evidence sug-
gests a relentless downhill course. []
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